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PREFACE TO THE FIRST EDITION

The EROS team undertook the CTMSP project in response to
a two-fold concern on the part of the network of organizations
providing extended services in Québec: directing beneficiaries into
the institutional or home-care program best suited to- attending to
their extended service needs, and planning a network of extended
services programs. We were encouraged to undertake the project by
the Regional health and social service council (RHSSC) of region 6C
(Montréal south) and the Ministére des Affaires sociales du Québec,
in particular. We were thus able to count on cooperation from
Pierre Provencher and Hung Nguyen of the RH35C - 6C, and,
initially, from Nicole Martin and Jacques Pigeon followed by Paul
Lamarche and Pierre Boyle of the Ministere des Affaires sociales du
Québec.

The CTMSP system is the result of research which began in
1976. The initial objective was to build a system to assess and
measure the needs of beneficiaries to provide a basis for resolurce
allocation within the network. In developing CTMSP, we system-
atically sought expert opinions, consulted continuously with work-
ers in the network and, over a period of five years, repeated the
"pilot project - feedback - adjustment" cycle over and over.

Secondly, and to address the two concerns expressed a-
bove, starting from the needs assessment system, we had, on the one
hand, to define a structured process for directing the beneficiary
within the network of institutional and home-care extended service
programs, as his needs dictated, and, on the other, to design and
construct a network planning system using the data generated by the
needs assessment module and those produced by the program direction
process. Research addressing these two concerns, from which the
CTMSP system was developed, is still underway. A report on the
subject will be issued in due course.

Financing for the design and development of the CTMSP 77
system was provided by the Ministere des Affaires sociales du
Québec and by the National Health Research and Development Program,
of Health and Welfare Canada. The pilot project was financed by the
Verdun Hospital Centre Community Health Department and by INSA
(Institut National de Systématique Appliquée). INSA provided finan-
cing for both the revision of the CTMSP 77 system and the final
adjustments to the CTMSP 81 system.

This is the first version of the autonomy assessment and
medical assessment procedure for CTMSP 81. We fully recognize cer-
tain improvements may be required in the future. During five years
of working with the CTMSP 77 system, we have been able to "break it
in" well enough for the revised version to be distributed and im-
plemented for use in assessing the needs of beneficiaries through-
out the network. Over the coming months, any comments, criticisms
and suggestions from users will be systematically collected and
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used in revising the system's autonomy assessment and medical as-
sessment process.

For the long-term credibility and validity of the CTMSP
system, the revision process must be carried out in an orderly and
unified manner. The Institut National de Systématique Appliquée
(INSA) Inc., a non-profit corporation which already performs this
function for other systems, will undertake this revision process.
We are counting on cooperation from users of the CTMSP system to
help us improve it.

Montréal, December 1, 1981.

Charles Tilquin, Ing., Ph.D.
Head of research, CTMSP project
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PREFACE TO THE SECOND EDITION

The CTMSP assessment process has been applied to thou-
sands of beneficiaries since 1977. During that time, it has been
continuously reviewed and improved.

Following two years of use and testing on a large scale,
a systematic revision of the assessment tools has just been comple-
ted. The revision was conducted jointly by the system's investiga-
tors and by the Ministere de Ta Santé et des Services sociaux. In
December 1983, the Ministére adopted the CTMSP as its standard tool
for the assessment of beneficiaries suffering a loss of autonomy.

The autonomy assessment and medical assessment forms have
been substantially improved, and the conditions for their utiliza-
tion have been more clearly defined. Although the changes reflect
the recommendations made by users of the system, we realize they
will not meet all expectations. It was necessary to be selective,
since we received very many recommendations, which frequently con-
flicted with one another. To be sure, further improvements in the
new tools are possible, but we are convinced they are operational
as they now stand. They need to be used for a period of time before
once again being examined in the light of comments, suggestions and
recommendations from users. In the long run, a structured, regular
revision of the CTMSP can only bolster its credibility and vali-
dity.

The CTMSP 81 system was revised in 1984-85, thanks to the
steady work of the members of the Comités de révision des Formulai-
res d'évaluation de 1'autonomie et d'évaluation médicale. The mem-
bers were attentive to the expectations of workers in the network
and drew on their own experience as professionals or administrators
and users of the system. They overcame cleavages generated by dif-
ferent schools of thought, differences in philosophy and in ap-
proach and reached consensus on all the points needed to allow them
to fully accomplish their mandate. We are particularly indebted to
Mrs. Odile Bédard and Dr. Pierre St-Georges for their exceptional
work in coordinating the efforts of the committees.

Thanks are also due to Johanne Fournier who carried on
the day-to-day work for the EROS team during the revision. She
supplied the committees with summaries of recommendations received
from users and members of the EROS team involved in implementing
the CTMSP. The committee benefited greatly from the lessons drawn
from the literature and the analyses of the CTMSP data banks she
undertook during the period 1978-1984. She prepared various ver-
sions of the forms, the mini-guides and this text. For over a year,

she has devoted all her time and energy to the revision.
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Once again, we wish to thank Micheline Mathieu, Evelyne
Amar and Serge Chevalier who typed and edited the many versions of
the various documents generated by the revision process.

Charles Tilquin, Ph.D.
August 1985.



1z INTRODUCTION

The autonomy assessment and medical assessment process
presented in the following pages is the outcome of the revision of
the CTMSP 81 system carried out in 1984-85. Significant improve-
ments have been made to the system. Nevertheless, no matter how
good the process is, it remains a tool and, as such, the
information it contains will never be superior to the information
gathered by the autonomy assessor and the physician as they use the
system. As with any other process, it cannot be over-emphasized
that the key element is not the system itself, but rather the
user.

This text is designed to assist the assessor in carrying
out his task. However, it is not a substitute for skill and experi-
ence, nor for empathy for the person being assessed. It can only
act as a technical adjunct. The assessment approach described is
somewhat different from current practice. The assessor and the
physician must be aware of this in order to know as accurately as
possible the type and quality of information expected from them.

In the first part of the text, the conceptual framework
underlying the CTMSP assessment and program direction system is
presented in summary fashion. We then turn to how autonomy assess-—
ment and medical assessment fit within the overall CTMSP approach
to the assessment of the beneficiary's needs. This section is fol-
lowed by a description of the (basic and complementary) revised
autonomy and medical assessment forms and the conditions for their
use. Finally, the last section outlines a number of principles and
remarks concerning the autonomy assessment interview. The (basic
and complementary) revised autonomy and medical assessment forms
are included in the appendices. The agreements reached by the Mi-
nistére de la Santé et des Services sociaux and the system's
designers as well as the process followed during 1984-85 in
revising and testing the CTMSP are also outlined in the
appendices.

Note: Throughout this text, the masculine form is used to
designate both men and women.



2. SUMMARY OUTLINE OF THE CTMSP SYSTEM

This theoretical section summarizes the conceptual frame-
work on which the CTMSP (Classification by types of program in
extended care and service facilities) system for assessment and
program direction is based.

Over the past decade, the aging of the population has
been a major source of difficulties for the health and social ser-
vices network. Yet, if we compare our demographic situation with
that of other industrialized countries, Québec clearly is in a
relatively favourable position. How is it, then, that the network
seems unable to adjust to the needs of the population? How do we
explain that the occupation rate for elderly persons of beds in
hospitals or home-care facilities is roughly twice as high as it is
in European countries?

In 1976, when the CTMSP system was first designed, pro-
ject researchers formulated the hypothesis that the network was
experiencing problems not so much because of the aging of the popu-
lation, but rather because of the inability to deal with this phe-
nomenon from a management point of view. In general terms, the
researchers hypothesized that:

- the extended care and service system was neither plan-
ned, nor programmed, nor budgeted on the basis of the
needs of its beneficiaries;

- both control and coordination were absent from the
utilization of the system's resources.

As a result of a large number of contacts with profes-
sionals and administrators in the system, the authors saw that the
problem was not primarily one of insufficient resources, and that
the majority of the system's dysfunctions would disappear if the
right beneficiary was admitted to the right program at the right
time.

A logical approach was then advanced to achieve this
objective, as follows:

1. develop reliable and valid tools/procedures for as-
sessing needs in order to obtain a good grasp of the
beneficiary's condition;

2. develop reliable admission criteria allowing a deter-
mination of which program will best meet the benefici-
ary's needs;

3. coordinate admissions and registrations in order to
control them and speed them up, while interpreting the



beneficiary's needs in regard to the admission criteria
in a standard and neutral manner;

4. budget the programs in relation to the needs of the
beneficiaries they are intended to serve;

5. ensure that the network in each region offers all the
programs required to meet the needs of its beneficiaries
as far as quantity of human resources and timing of the
services are concerned (planning and programming in rela-
tion to needs).

In 1976-77, the designers developed a process and tools

for assessing needs. These tools were subsequently used for con-
trolling resource utilization and for planning, programming and
budgeting. After seven years of testing, the Ministére de la Santé
et des Services sociaux (MSSS) du Québec (*) selected the CTMSP
system as the exclusive system for assessing the needs of persons
suffering a loss of autonomy and in need of extended services.

Criteria used in developing the process for the

The process for the assessment of needs had to:

1. in order to satisfy planning/programming/budgeting
requirements, when used as part of an investigation of
the needs of a population:

Tn June 1985, the Ministére des Affaires sociales (MAS)
was renamed the Ministére de la Santé et des Services

(**)
2.1
assessment of needs
(™)
sociaux (MSSS).
)

The concept of extended care and services is to be un-
derstood in a very broad sense. Care and services

covered include nurses, social workers, physiotherapists,
ergotherapists and physicians as well as home-care servi-
ces (family assistance, preparation of meals, transporta-
tion, etc.). The common thread linking these services is
that they are required for long periods of time. They are
provided by intermediate, institutional (foster families,
HCC, HC, etc.) organizations or those involved with home
support (LCSC, day centres, etc.). However, it should be
noted that immediate or short-term service needs can be
identified using the new version of the process for as-
sessing autonomy in the home, as a result of its stag-
gered assessment structure.



- enable a variety of programs to be defined, and thus
allow for the identification of all the various programs
required to meet the population's needs;

- provide a means of determining the exact number of
places needed at a given moment or by a given date in
each program to meet the population's needs;

- provide a means of determining the quantities of human,
medical, paramedical (nurses, ergotherapists, social
workers, physiotherapists) and non professional resources
needed by the average beneficiary of each program.

2. in order to satisfy resource utilization <control
requirements, when used to assess the needs of a specific
beneficiary:

- provide a means of determining which program the
beneficiary requires, with or without allowance for the
assistance he might receive from his natural network;

- provide a means for choosing the organization best able
to meet the beneficiary's needs, in other words, offering
the program best suited to his needs;

- provide a means of measuring the gap between the pro-
gram the organization offers the beneficiary and the
program the beneficiary needs.

Given all these requirements, a process limited to a
traditional assessment of needs, that is, an assessment of biolog-
jcal, psychological and social functions accompanied by a medical
assessment, seemed insufficient. In addition, the process had to
provide a means of identifying those basic services the beneficiary
needed and of measuring the quantities of (human) resources needed
to provide those services, leading to an identification of the
program he required and of the organization that could offer the
program to the beneficiary. The assessment was therefore to be
carried out in four stages:

functional/ services human resources __  programs

medical L needed i needed needed



2.2 Autonomy assessment and medical assessment

This section of the assessment draws on the concepts of
illness - impairment - disability and handicap put forward by the
WHO (*). The medical assessment focuses on the beneficiary's ill-
nesses/ impairments while the autonomy assessment concentrates on
disabilities and handicaps. As far as possible, both assessments
stress the beneficiary's potential. If the beneficiary has a natu-
ral (social & family) network, its ability to provide support is
also assessed.

2.3 Determining the services needed

The purpose of this section of the assessment is to iden-
tify the service elements the beneficiary needs in the following
sectors:

- support services, namely: meal preparation, housework
and shopping, supervision (non professional), social-=
jzation (community activities, friendly visits, etc.);

- nursing care, professional and non professional assis-
tance for diet, hydration, elimination, respiration,
hygiene, comfort, communication, medication, other
treatments (bandages, etc.) supervision and diagnosis;

- occupational therapy services (ergotherapy), of both a
mental and physical nature;

- physiotherapy services;
- social services;
- medical services.

For each of these sectors, professionals in the various
disciplines involved have compiled Tists of service elements. All
together, these lists amount to 220 service elements grouped into
six forms corresponding to the six service categories listed above.

A multidisciplinary team, specifically formed for this
purpose, is charged with determining which services the beneficiary
needs. The team is made up of a physician, a social worker, a
nurse, a physiotherapist and an ergotherapist. The team does not

(%) Wood, P. International Classification of Impairments,
Disabilities and Handicaps, WHO/OMS, Geneva,, 1980,
200 pages.




meet with the beneficiary, but proceeds om the basis of the func-
tional and medical assessment. Following am amalysis of the benefi-
ciary's needs and after reaching a2 comsemsus, each member of the
team completes the form for services reguired that corresponds to
his specialty. A pooling then takes place, eveatual duplications
are eliminated and suppiementary service elements are identified to
deal with needs to which none of the members may have paid atten-

tion.

Once again, it should be noted that the members of the
multidisciplinary team must not only identify which services are
needed, but must also specify how often (per week for nursing ser-
vices, per month for social services, etc.) the service elements
identified are needed.

Finally, for those beneficiaries who can rely on assis-
tance from a natural support network, the team identifies both the
total package of services the beneficiary needs (potential ser-
vices) and the services his natural support network cannot provide
(real services).

2.4 Measuring the resources needed

The purpose of this section of the CTMSP assessment is to
measure the quantity of human resources required to provide the
services the beneficiary needs.

The lists of services required mentioned above are
weighted: a value is assigned to each service element to take into
account the time required to provide the service element. The fre-
quency at which a service element is required is known, so when
this frequency is multiplied by the value of the service element,
the result is the average time required to provide this element
during the period over which the frequency is calculated (year,
month, week or day). When all the times thus calculated in regard
to the service elements specific to a resource (ergotherapy, for
instance) are added, the quantity of this resource needed by the
beneficiary per unit of time is obtained.

In this way, the following measures of resources needed
by the beneficiary can be calculated:

- hours of nursing care/day

- hours of professional nursing care/day

- hours of non-professional nursing care/day

- hours of nursing care for diet and hydration/day

- hours of nursing care for elimination/day ... etc.
- hours of ergotherapy/week

- hours of physical ergotherapy work/week

- hours of mental ergotherapy work/week ...etc.



- hours of physiotherapy/week
- hours of physiotherapy requiring specialized
equipment/week ...etc.

- hours of social service/month

- hours of social service - mental therapy/month

- hours of social service - family therapy/month

- hours of social service - information/month ...etc.

This list is only an example, and is not exhaustive.

Support resources and medical resources needed are the
only resources not measured in terms of time. Support resources are
measured by the number of contacts needed per year, while medical
resources are expressed in terms of the type and frequency of vis-
its needed per year.

Once the multidisciplinary team has determined which
services are required, a measure of the resources needed to provide
these services can be determined by simple arithmetic.

For beneficiaries who can rely on assistance from a natu-
ral support network, and thus for whom the team identifies both the
potential services and the real services required, both the poten-
tial resources and the real resources needed to provide these ser-
vices are measured.

a9 Program definitions

The process we have just described (first three stages)
was used to assess the needs of two samples of persons over age 65:
the first numbering 1,500 beneficiaries living in home-care centres
and extended care hospital centres; the second numbering 600 ran-
domly selected elderly persons living at home. The samples were
drawn by controlling sex and age (three age groups: 65-74; 75-84;
85+) to obtain equal representation in each cell (compared to the
general public, men and persons of advanced age were therefore
overrepresented in the sample). The decision was made to proceed in
this way because, a priori, it was most likely to exhibit the whole
spectrum of needs, and thus enable the whole range of programs
required to be identified.

Using these methods, a bank of autonomy - services -
resources profiles for 2,100 elderly persons was developed.



The 2,100 resource profiles were analysed using cluster-
ing (CLUSTAN program) (*) and principal component analysis tech-
niques. The analyses identified four discriminant resource varia-
bles (from among the 39 variables making up the client's resource
profile - a partial list of these variables was given earlier),
that is, variables that can be used to distinguish groups whose
members are homogeneous, but which are heterogeneous amongst them-
selves.

The four variables (and their levels) used to distin-
guish the groups are as follows:

1. Non professional supervision (SUPR)

Supervision provided by a person (a non-professional)
for the client's security or that of others. (Systematic
observation by the nurse or physician is not involved).

This variable may take on four (4) values:

Level Interpretation
0 Supervision not required
1 Supervision required during some periods

in the week
(caretaking)

2 Continous or near-continous supervision
required
(excluding cases covered by level 3)

3 Continuous or near-continuous

supervision required because of signifi-
cant behaviour problems

2. Organization of materials (ORMAT)

This is the assistance needed to prepare meals, do shop-
ping and routine housework.

This variable can take three (3) values:

™) Wishart, D., CLUSTAN - User Manual, Third Edition, Pro-
gram Library Unit, Edinburgh University, St. Andrews,
Scotland,




Level Interpretation
0 Organization of materials not required
i Organization of materials required only

for shopping, housework (and eventually
for preparing meals, but only once or
twice/week)

2 Preparation of meals required three or
more times per week

3. Total nursing care: professional and non-professional
(TNC)

This variable expresses the time required to provide the
beneficiary with the professional and non-professional
nursing care (direct and indirect) he needs for respira-
tion, diet and hydration, elimination, communication,
treatment and diagnosis.

The values are expressed as hours of care/24 hours.

Level Interpretation
0 x = 0 hours of care/24 hours
7 4,315 %
4. Rehabilitation (REHAB)

This variable expresses the hours of physiotherapy and
ergotherapy needed by the beneficiary.

Level Interpretation

0 Neither physio. nor ergo. required

1 Ergo. required; physio. not required
2 Ergo. not required; physio. required
3 Both ergo. and physio. required

Theoretically, then, there are as many distinct groups of
beneficiaries as combinations of levels of these variables:

4 (SUPR) X 3 (ORMAT) X 8 (TNC) X 4 (REHAB) = 384

However, a number of these combinations are impossible
(for instance, ORMAT = 0, TNC = 7) and some are so infrequent (i.e.
correspond to very few beneficiaries) that, for strictly operation-
al reasons, they have to be grouped together. Experts were assigned
to carry out these groupings.
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In this way, from the 384 possible groups, 37 were iden-
tified. They are displayed using a decision tree in Figure 1. Each
branch of the tree corresponds to a class or group whose number is
found in the terminal node of the branch:

- class 1 includes beneficiaries who do not need organi-
zation of material services (ORMAT = 0) but may even-
tually require either nursing care, or rehabilitation or
again two or all three of these services. The vast
majority of beneficiaries in fact need only very few
services.

- classes 2, 3 and 4 include beneficiaries

- who do not require supervision or require only episodic
supervision from the network (real caretaking service)

- and require organization of material services but not
meal preparation.

These classes distinguish between beneficiaries who need
neither nursing nor rehabilitation services, those who
need nursing services but not rehabilitation services and
those who need both nursing and rehabilitation services.

- classes 5 to 11 include beneficiaries

- who do not need supervision or require only episodic
supervision from the network (real caretaking service)

- and require organization of material services including
meal preparation.

These classes group beneficiaries according to their need
for nursing care and according to whether or not they
need rehabilitation.

- class 12 includes beneficiaries

- who need organization of material services

- who need continuous or near-continuous supervision

- who do not need nursing care or need less than 0.625
hours/day.

- classes 13 to 32 include beneficiaries

- who need organization of material services (services at
level 2 in 90% of cases)

- who need continuous or near continuous supervision,
These beneficiaries are grouped according to nursing care
class (from 2 to 6) and rehabilitation class (from 0 to
3):
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- class 33 includes beneficiaries

- who need organization of material services

- who need continuous or near continuous supervision
- who belong to nursing care class 7

- classes 34 to 37 include beneficiaries

- who need organization of material services

- who need continuous or near continuous supervision
because of significant behaviour problems.

These beneficiaries are grouped according to their nurs-
ing care class (0, 1 or 2) and according to whether or
not they need rehabilitation.

Corresponding to these 37 classes are 37 programs which
;1d be available from the care and service system for persons
fering from loss of autonomy and which are Tikely to be needed
the system's beneficiaries. Each program covers beneficiaries
o are quite similar as to their human resources requirements in
rms of supervision, material organization, nursing care and
habilitation. Checks were also carried out which confirmed that,
thin the same group, beneficiary autonomy profiles were close to
ne another, but were appreciably different from group to group.

-

W
w O

1 vy 0
s il

The 37 programs were thus defined on an empirical basis
using the human resources requirement profiles of a sample of per-
sons suffering a loss of autonomy.

This chapter has summarized the conceptual framework
underlying the CTMSP system. The balance of the document will focus
essentially on the first section of the system, namely, the autono-
my assessment and the medical assessment of the person suffering a
loss of autonomy. Readers wishing a more detailed explanation of
program definitions, of how required services are determined and
how resources needed are measured, are referred to the documents
describing the two other components of the system (*).

(™) Tilquin, C., Sicotte, C., et al: CTMSP: La détermination
des services requis et la mesure des resources requises
par le bénéficiare, EROS, Université de Montreal,
Montreal, 1982, 220 pages.

Tilquin, C., Sicotte, C., et al: CTMSP: L'orientation du
bénéficiare dans le réseau, EROS, Université de Montreal,
Montreal, 1983, 110 pages. |
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3. THE CONTEXT OF AUTONOMY ASSESSMENT AND MEDICAL
ASSESSMENT IN THE CTMSP SYSTEM

Within the CTMSP system, the autonomy assessment and
medical assessment process we will now describe is the basis for
the orientation of the beneficiary. Persons who will be using the
process to assess beneficiares will certainly be interested to know
why they are gathering information, how it will be used and by
whom. This is what we shall attempt to do in this chapter.

Any assessment process proceeds from a goal which serves
to justify and legitimize it. The assessment procedures and content
we present here were primarily designed to obtain the best possible
knowledge (allowing for obvious "feasibility" constraints) of an
existing or potential beneficiary of an extended services network,
with a view to directing him toward the (home support, intermediate
or institutional) resources best able to meet his needs for
assistance (*). They are necessarily influenced by the particular
objective selected, and would have been quite different had the
objective been to gather information needed to establish a
treatment plan for the beneficiary, or to develop the instruments
needed to assess the effectiveness and efficiency of the extended
services network programs.

As presented in the previous chapter, the module for
assessing the needs of a person suffering a loss of autonomy, under
the CTMSP system, is structured and operates as follows:

- The process begins with an assessment of the benefi-
ciary's autonomy and of his medical condition (the sub-
ject of this text). The autonomy assessment is undertaken
by a professional (ex.: nurse, social worker, ergo-
therapist, ...) who interviews the beneficiary and, if
necessary, a significant person or the care-giver. If
need be, the assessor may call upon the services of one
or more participating professionals, but he remains
responsible for the entire assessment process. The medi-
cal assessment should be undertaken more or less simul-
taneously by a physician who meets with the beneficiary.

- The autonomy assessment and medical assessment forms

completed in the first stage are sent to a multidiscipli
nary team made up of a social worker, a nurse, a physi-
cian and, at least on referral, a physiotherapist and an

L*) The CTMSP is designed for adults and elderly persons
suffering a loss of autonomy. For beneficiaries with
complex problems (ex.: several handicaps, psychiatric
problems, behavioural problems, etc.) and for cases in
which the CTMSP assessment process is not sufficient, the
assessor is requested to attach a more specific assess-
ment supplement.
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ergotherapist. Using the information provided, the team
produces a summary of the beneficiary's biological, psy-
chological and social autonomy and decides, by consensus,
which services (support, nursing, medical, social, reha-
bilitation) the beneficiary needs.

- In the third stage, the human resources the beneficiary
needs (both the quantity and type) are calculated (mathe-
matically, using simple addition and multiplication),
based on the assessment of services needed as completed
by the multidisciplinary team.

- The data produced by this three-tiered assessment pro-
gram are then fed into the beneficiary orientation mod-
ule, together with data on network resources, to deter-
mine which organization (for residence in the home, in-
termediate or institutional) is best suited to satisfy
the beneficiary's needs.

The essential element in all this is that the information
gathered during the autonomy assessment interview(s) and the medi-
cal interview is transmitted to a multidisciplinary team which does
not meet with the beneficiary (nor the significant person or
care-giver) and must decide - at a rather detailed level (since the
lists of services available contain approximately 220 distinct
service elements) - which services the beneficiary requires (*).
The data gathered during the first assessment stage, which is dealt
with here, must therefore be relevant, exhaustive, coherent and
reliable since the quality of the multidisciplinary team's
assessment of required services depends primarily on these data.

For a better understanding of what is expected from the
autonomy and medical assessments, it is worthwhile to analyze them
from the standpoint of the assessment of services needed by the
beneficiary. To do so, we will begin with the notions of need and
need for assistance. Since these two concepts are discussed in many
works, we shall limit ourselves to a few reminders.

A need is simply defined as something necessary for
physical and/or social well-being. A specific need of an indi
vidual is a need which can be differentiated, bounded, isolated,

(™) Tt is not, however, a matter of setting up an interven-
tion plan for the beneficiary. The services required are
identified only to obtain indicators which will be of
assistance in making a decision as to the beneficiary's
orientation. An intervention plan will be drawn up for
the beneficiary, after the orientation question has been
decided, by the professionals of the organization named
to provide services to him.
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defined in such a way that it cannot be confused with another need.
A specific need can only be satisfied by a specific action. If an
individual is able to carry out this action himself, it is called
an autonomous specific action. (Figure 2).

Specific action

Specific need Autonomous specific action = self-service

of the individual (by the individual)

Specific need Specific compensating = Specific service

for assistance action (provided to the
e e e e R el - individual)

Figure 2: Concept of service

Generally, persons suffering a loss of autonomy require
assistance to meet specific needs; they are said to have specific
needs for assistance. This assistance is provided by what we
shall call a specific compensating action. Depending on the
beneficiary's degree of autonomy (*), a given specific need may be
met by an autonomous action, a combination, in various "propor-
tions", of an autonomous action and a compensating action, or fi-
nally, entirely by a compensating action. Compensating actions are
what are referred to as services in popular language. We will thus
refer to physiotherapy service when the compensating action is
undertaken by a physiotherapist.

Compensating actions or services may be "performed" by
extended services network personnel or by the person's circle:
spouse, father, mother, children, relatives, neighbours,
friends,... This distinction is very important because it helps to
separate the concepts of potential need and real need for
assistance (Figure 3). Potential needs for assistance cover all the
beneficiary's needs for assistance, regardless of who satisfies
them: extended services network or circle. Real needs for assis-
tance correspond to the beneficiary's needs for assistance which

(%) We view the individual's degree of autonomy as the degree
to which his capacities (functional, economic, etc.) are
adapted to his needs, that is, to the requirements of the
specific physical, mental and social actions he must
perform to maintain his health and well-being. A person's
autonomy can be upset by many factors. Essentially, they
act to reduce the person's capacities: a decrease in the
level of the organism's performance, morbidity, loss of

- physical integrity, retirement, a reduction in income,
the loss or departure of loved ones, etc. These are all
factors that erode a person's physical, mental or social
capacities.
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must be satisfied by the extended services network. Therefore, they
are obtained by "subtracting" the needs for assistance that are met
by the circle from the potential needs. Given the relation previ-
ously established between a specific need for assistance, a specif-
ic compensating action and service, we shall take a similar freedom
and speak of potential services and real services: the

former are all the services the beneficiary needs while the latter
cover only those required from the extended services network (Fig-
ure 3).

Specific action

Specific need Autonomous specific action = self-service )
of the individual (by the individual)
Potential need Specific compensating = service
for specific action by the circle provided
assistance by the circle
Potential
service required ﬁ
Real need Specific compensating = real service
for specific action by the extended required (service
assistance services network from the extended
e -l services network) )

Figure 3: The concepts of potential and real service

The notion of services, whether potential or real, can be
usefully associated with the notion of an overall service profile
for a beneficiary and that of the profile of services associated
with a given resource: for instance, the profile of nursing ser-
vices. A service profile is nothing but a list of services required
at a given moment. A beneficiary's nursing service profile is
therefore the 1ist of all the nursing services he needs, whether
potential or real, depending on what is to be measured. The overall
service profile is the 1ist of all the services he needs in regard
to all the services of the extended services network.

The foregoing suggests that a logical and structured way
of identifying a beneficiary's overall service profile is to begin
by isolating his needs for assistance, considering his capacities
and his needs, and thus his autonomy and the factors eroding it.
For the beneficiary living at home who can or eventually could
count on some help from his circle, the preceding statement must be
modified somewhat since the multidisciplinary team charged with
determining the services required is asked to distinguish between

*the potential service profile and the real service profile.
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It then becomes a question not only of isolating the beneficiary's
needs for assistance, in view of his capacities and needs (used to
identify the potential service profile) but also of assessing the
capacity of his circle to provide assistance, so as to identify the
beneficiary's real service profile.

The process is shown in Figure 4:

Stage 1: Autonomy
[Needs| [Capacities]|
¥
[ Need for assistance | potential capacity of
real of the circle
to provide
assistance
Stage 2:[Profi1e of services neededl potential services pro-
real vided by the
circle

Figure 4: The first two stages in the
assessment of needs process

To correctly assess the services the beneficiary needs,
it is necessary to go even further in clarifying the concept of the
circle's capacity for assistance, as we shall see. The circle's
actualized capacity for assistance refers to the assistance
actually provided by the circle at the time the beneficiary's needs
are assessed. Three not necessarily mutually exclusive situations
are possible:

1. The circle "is doing too much" in view of its capaci-
ties. The assistance it provides the beneficiary places an unac-
ceptable burden on the circle which, at some point in the future,
could have irreversible negative effects on its health and biologi-
cal, psychological and social well-being. The circle is then said
to display an "excessive" capacity for assistance, part of which
must be deactivated: this is called the capacity for assistance
to be de-actualized.

2. The circle provides assistance commensurate with its
capacities.

3. The circle could do more but, for various reasons, it
does not. In this case, the circle is said to display an insuffi-
cient capacity for assistance, which must be increased: this in-
crease is called the actualizable capacity for assistance.

In general, any one of these situations may be observed.
However, it is entirely possible for them to coexist in certain
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cases: the circle doing what is necessary and what it can do in
one area, too much in another and not enough in a third.

In practice, as far as autonomy assessment is concerned,
the actualized capacity for assistance, the capacity for assistance
to be de—actualized or the actualizable capacity for assistance of
the beneficiary's circle is pointed out.

The multidisciplinary team will then identify the real
services the beneficiary needs based on the potential services he
needs, using the expression:

real services = potential services - services actualized by the
circle
+service provided by the
circle to be de-actualized

At the same time, the multidisciplinary team's recommend-
ations to the orientation committee will comment on the results
that can be expected (in terms of additional services available
from the circle) from an attempt to actualize the circle's capaci-
ties. The multidisciplinary team can, if it feels the need, request
a more thorough assessment of the circle's capacities. This will
happen infrequently since the autonomy assessment will normally
contain sufficient information to form an idea of what actualiza-
tion could contribute both qualitatively and quantitatively.

There are then two possible courses of action. Once the
orientation committee has received the information from the multi-
disciplinary team,

- it either decides that, given only the services actual-
jzed by the circle, the beneficiary can remain at home.
Nonetheless, it may decide, at that time, to attempt to
actualize additional assistance to eventually relieve,
either in whole or in part, the burden on the home sup-
port program;

. - or it concludes that, in view of the actualized ser-
vices, the beneficiary can no longer remain at home;
then, either

the committee concludes that even with a successful
actualization initiative, the beneficiary cannot remain
at-home. In this case, the only solution is admission to
an intermediate or institutional resource.

or the committee concludes that a successful actuali-
zation initiative may obviate "institutionalization". In
this case, it decides that the beneficiary is to be main-
tained at home on a provisional basis (pending case) and
attempt actualization. The orientation committee receives
the results of this
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attempt and takes them into consideration in its final
orientation decision.

What should be retained from all this? As understood
under the CTMSP system, assessment of needs must lead up to a de-
termination of which services the beneficiary needs. This task
belongs to a multidisciplinary team. In order to proceed, this
team needs to be informed or have available the information
needed to assess:

- the beneficiary's needs
- his capacities
- the factors affecting his capacities
- his autonomy
- his needs for assistance
- the capacities for assistance of his circle
- actualized
to be de—actualized
actualizable

This information must be produced by the beneficiary's
autonomy assessment and medical assessment.

But that is not all. The individual's needs, capacities
and needs for assistance will differ depending on whether it is the
individual himself who perceives and expresses them, or various
outside observers, suppliers of services, etc. (assessor, physi-
cian, volunteer, family, etc.). This also applies to the capacities
of the beneficiary's circle. The assessment process must then pro-
ceed in such a way that it points out these varying views of needs,
capacities and needs for assistance. The multidisciplinary team
will summarize this multifaceted information, and determine the
services the individual needs, paying particular attention to the
wishes and preferences the individual expressed during the autonomy
assessment interview(s) and which may influence the choice of ser-
vices.

The assessment of needs leads up to the allocation of
resources to compensate for the beneficiary's deficiencies (needs
for assistance), but also to reduce (*), if possible, these defi-
ciencies to the point where, eventually, the beneficiary recovers
full autonomy (adaptation and rehabilitation), or to retard as much
as possible the deterioration in autonomy (maintenance, preven-
tion). The last two objectives indicate that the beneficiary's

[ ™) There are two ways to treat deficiencies, that is the gap
between needs and capacities: the first is to increase
capacities (rehabilitation), the second to lead the
individual to adjust his needs to his capacities
(adaptation).
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autonomy status is not seen as something fix
status can improve, remain stable or deterio
beneficiary's needs for assistance can event
means the assessment of needs process must ©
ment must be repeated, in whole or in part,
ary's autonomy changes significantly and f
can also be assumed significant.
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and the results expected (prognosis) from providing the services.
It should finally specify the time(s) at which these results should
be achieved. This (these) time(s), as well as those corresponding
to major and unexpected changes in the beneficiary's zutonomy or in
the circle's capacity for assistance, are milestones in the dynamic
process of assessing the beneficiary's needs. At these points, the
professionals caring for the beneficiary must ask themselves
whether there is reason to reassess his real or potential needs for
assistance. Since the assessment of needs as envisaged in this
document is performed with a view to the optimum p'c;'av direction
for the beneficiary, the answer to the preceding guestion will be
positive if there is a presumption that the beneficiary 's needs for
assistance, potential or real, no longer correspond to the

resources that can be a11ocated to him within the program under
which he is currently receiving services.

The essential points to be retained from an analysis,
from the perspective of the autonomy and medical assessments, of
these considerations involving the overall process of assessing
needs are that these two assessments must contain (a) the data
needed for a judgment of the results of previous interventions
(only for those beneficiaries having already received services),
and (b) the data the multidisciplinary team needs to specify the
results expected from an allocation of services. In other words,
the multidisciplinary team cannot state a service is needed if it
cannot provide a justification based on the data from the autonomy
assessment or the medical assessment. The results achieved and the
results expected are part of such a justification, so the autonomy
assessment and medical assessment must enable the former to be
measured and the latter to be estimated.
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4. INTRODUCTION TO THE REVISED AUTONOMY AND MEDICAL ASSESS-
MENT FORMS AND THE CONDITIONS FOR THEIR USE

During 1984-85, two working committees (autonomy and
medical) revised the autonomy and medical assessment forms. The
members of the committees were guided to a considerable extent in
their work by the comments, criticisms and recommendations received
from users of the system (*). An introduction to these revised
forms follows.

To maintain the credibility and validity of the CTMSP
system, the system must be regularly revised in an orderly and
unified way. From the time the CTMSP system was designed in 1976
until 1984, the system's researchers undertook this task alone.
Their work drew on the results achieved from testing and implemen-
ting the system, comments, criticisms and recommendations from
users and, finally, on the results of recent research in the field
of assessment of needs of persons suffering a loss of autonomy .

The M.S5.S.S5., concerned with the need for a standard tool
for the assessment and orientation of beneficiaries within the
network, selected the CTMSP system in December 1983. The department
and the designers of the system then initiated negotiations con-
cerning the rights and privileges for the utilization of the sys-
tem. One of the resulting agreements provided for a revision of the
CTMSP to be undertaken jointly by the two parties.

A.A.F C.A.A.F.
3\
Home rﬁéneficiaryl |significant personl
STCHC . |Beneficiary |significant person| M.A.F
and f Physician
care-giver
Interme- Beneficiary
diate or and
institu- care—-giver
tional
programs )
Figure 5: Autonomy assessment and
E medical assessment forms resulting
from the revision
=) Further information on the revision and testing process

for autonomy and medical assessment forms carried out during
1984-85 is provided in Appendix I.
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Forms and rules for their use imply formalization, and
the type of autonomy assessment we have opted for is indeed formal.
We believe a formal assessment is more likely to be exhaustive,
that is, to gather all the factual and perceptual data the multi-
disciplinary team requires to assess the services the beneficiary
needs. By proceeding in a formal manner, there is less chance of
overlooking key items of information. We also believe a formal
assessment provides better assurance as to the relevance (validity)
of the information gathered. The assessor is less likely to get
bogged down in details that are of little or no interest in view of
the stated objective. The formalization of the assessment is con-
sidered to enhance its reliability, by imposing a uniform plan and
a content for the interview (the same for all assessors and all
beneficiaries), and by allowing for formulations and sequences of
questions designed to minimize the chances of unreliability. In an
informal interview, it is extremely difficult to avoid formulating
questions and gathering information in a format that may be confus=-
ing. Finally, by formalizing the assessment, it can be systemati-
cally sown with related questions which can subsequently be used to
check the coherence of the information gathered.

Indeed, thanks to the formalization of the assessment,
which facilitates the exhaustiveness, reliability and relevance of
the data gathered, the assessor can concentrate on establishing a
good rapport with the beneficiary, and on the content of each ques-
tion.

We have, moreover, avoided the snare of formalization at
any cost by allowing space for open questions and comments. This
has been done so that additional information shedding 1light on the
beneficiary's situation, nuances, questions, reflections, impres-
sions and observations may be recorded.

The assessment takes the form of a series of questions
addressed directly to the beneficiary. The assessor is expected to
record the answers as fully and faithfully as possible, and in the
beneficiary's own words. The assessor is therefore not to converse
with the beneficiary on various subjects and then himself answer
the questions based on what the beneficiary said. Moreover, wher-
ever possible, the questions have been directed to the factual, the
behavioural. Essentially, they are designed to isolate everyday
biological, psychological and social capacities/ incapacities.
However, it is acknowledged that objects, facts and behaviour have
a subjective element and, as a result, to obtain a complete picture
of these, both the beneficiary and another person (care-giver or
significant persons), whenever possible, are asked to indicate how
they see things. The assessor is also asked to give his opinion
through comments both during the interview and at its conclusion.

Finally, users will note that an effort has been made to
"de-professionalize" the assessment by formulating the questions in
such a way that technical and specialized terms, specific to a
profession, are avoided. This has been done to facilitate
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communication between the assessor and the beneficiary and,
subsequently, between various professionals and non professionals
involved, both within the multidisciplinary team and later within
the orientation team.

4.1 The autonomy assessment form for various facilities:
home, STCHC and intermediate or institutional programs

Two versions of the autonomy assessment form were includ-
ed in the CTMSP 81: the first for beneficiaries living in an
"establishment" of the extended services network; the second for
persons living at home. These two versions have been retained in
the revised CTMSP. Moreover, in view of the high percentage (*) of
assessments performed in short-term care facilities and the
specific features of this residential context (temporary and
transitional), the revision committee developed a third version of
the form to be used for beneficiaries hospitalized in an STCHC.

Distinct forms are needed according to the facility in
which the beneficiary lives at the time of his assessment becalse
it is not always possible to treat the various themes in the same
way in different residence facilities, and because a more detailed
exploration of one theme may be justified in one facility, but not
in another. For example, at home, the emphasis will be placed on
the circle's actualized and actualizable capacities, while in an
STCHC, the capacities of the circle will be assessed from the per-
spective of the beneficiary's new condition (resulting from the
crisis leading to his hospitalization and allowing for the capaci-
ties actualized prior to hospitalization). Three distinct versions
can also be justified because certain themes do not apply or are
not relevant in a given context. For example, use of medical and
paramedical services, support from the natural network, and housing
conditions are all themes that are not explored when the benefici-
ary is living in an intermediate or institutional program, but are
explored in other situations (i.e. in an STCHC or at home).

{*) In some regions, the number of assessments performed in
STCHCs exceeded 50%. Among other reasons, this situation
could be due to existing problems with respect to the
reception, assessment, direction and admission of
beneficiaries in the network. Given the crowding in home
support programs (resulting from lack of resources) and
the waiting periods for admission to home-care and ex-
tended hospitalization programs, a person suffering a
loss of autonomy who is faced with a crisis will turn to
an STCHC, which is then seen as the final resource.
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Apart from certain elements relating to the housing fa-
cility, there are few differences in the three versions of the
autonomy assessment form, as can be seen in Figure 6, showing the
list of themes making up the form.

In CTMSP 81, the questions addressed to the significant
person and to the care-giver were incorporated within the form. In
the revised form, the questions addressed exclusively to the
care-giver are still part of the basic questionnaire (intermediate
or institutional programs or STCHC), but those addressed to the
significant person have been consolidated in a separate form (STCHC
and home). This form is described in section 4.2.
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AUTONOMY ASSESSMENT FORMS
FOR BENEFICIARIES:

THEMES Under home care, Hospitalized Living at
interm. or insti. in an STCHC . home
hospitalization
programs

(An X indicates the theme is not explored)

Identification
Sociodemographic
information
Residential context
Reason for admission X
Context of the request
Eyesight, hearing, speech
Physical mobility
Functional autonomy
Elimination
Specific care required

Medication X X
Habits
Utilization of medical X

and paramedical services
Family and social relations
Support from the natural X
network
Beneficiary's responsibilities
Personal and community
activities
Economic situation and
budget management
Housing conditions X
Beneficiary's opinion with
respect to his situation
and placement
Intellectual capacities,
emotional condition and behaviour
Assessment context
Summary of problems and
recommendations
Beneficiary's authorization

N.B.: Slight differences may occur in the themes common to the
three versions of the form, reflecting particular features
of the three contexts.

Figure 6: Themes covered in the autonomy assessment
form, versions: home, STCHC and
intermediate or institutional programs.
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Testing has confirmed the utility of imcerporating gener-
al user instructions and an explanatory mini-guide into the form
From now on, they will be included in each version of the form.

The following precepts have been prepared as z guide to
choosing which version of the form to use for a specific benefici-

ary, based on his living situation:

Situation: beneficiary receiving home-care or hospitalized under
an intermediate or institutional program

This form will be used for a beneficiary already receiv-
ing care under an intermediate program (foster family, pavilion,
etc.) or receiving care or hospitalized under an institutional
program (HCC, ECHC, etc.). The information is obtained from the

beneficiary and the care-giver (*).

Situation: beneficiary hospitalized in a short-term care hospital
centre.

This form is used for a beneficiary occupying a
short-term bed(**) and for whom active treatment has ceased. The
information is obtained from the beneficiary and the care-giver.
The complementary form must be completed with a significant person
in every case with a presumption of a change in living situation
(i.e. the beneficiary will not return home). It is optional (at the
assessor's discretion) in all other cases.

During testing, we observed that the autonomy assessment
of a beneficiary suffering a loss of autonomy and hospitalized in
an STCHC was performed using the CTMSP form only when there was a
presumption of institutionalization. The needs of other persons
suffering a loss of autonomy are not assessed using this form when
they can return home or enter an intermediate program.

We feel it is important that every person suffering a
loss of autonomy who must leave a short-term care hospital centre
be assessed using the CTMSP for STCHC or, according to circum-
stances, that he be referred to the LCSC in his region for a CTMSP
assessment if there is a presumption or necessity for support at
home. Systematic referral mechanisms must therefore be set up with

¥ The care-giver is on the staff of the establishment where
the beneficiary resides or is hospitalized. He knows the
beneficiary well and may be a key source of information
in assessing his autonomy.

[ *¥) For beneficiaries in extended care units of an STCHC, the
version for a beneficiary receiving care or hospitalized
under an intermediate or institutional program is used.
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the network's partners to provide services on a continuing basis.
Such referrals could, for instance, help cut back on or avoid
(re)hospitalization. It is up to each region to set up these
mechanisms.

Situation: beneficiary residing at home.

This form is used for beneficiaries living at home who

submit a service request to any home support program (*). The form
has been divided into five parts to more closely reflect the exist-
ing situation and the operation of all home support programs, name-

Reception and registration of the request

Preliminary autonomy assessment

Assessment of the beneficiary's autonomy
Complementary assessment of the beneficiary's autono-
my, completed with the significant person

The purpose of Part A, reception and registration of the
request, is to forward requests to the appropriate quar-

Part B, the preliminary autonomy assessment, leads to
four possible outcomes:

- the request is rejected;

- the person is directed towards another resource;

- services are provided on a short-term basis;

- the assessment is continued.

Part C, the assessment of the beneficiary's autonomy,
begins with a 1ist of the themes covered in the assess-
ment. The assessor checks the themes he chooses to inves-
tigate. The assessment can be performed over a varying
time frame, depending on the beneficiary's situation.
Every theme must be covered when a change in living situ-
ation is contemplated, or when the beneficiary presents
major risk factors.

Part D, the complementary assessment of the beneficiary's
autonomy, must be completed whenever there is a presump-
tion of a change of situation, and is optional other-

Part E, reassessment, is used to indicate the themes that
have been reassessed and the dates of reassessment.

ly:
A.
B.
C .
D.
E. Reassessment
ter.
wise.
)

A home-care or assistance program, a day centre or day
hospital.



4.2 The complementary autonomy assessment form completed with
the significant person, for STCHC and home-care facili-
ties

As mentioned above, the questions addressed to the sig-
nificant person have been removed from the basic autonomy assess—
ment form and grouped in a separate document. This new form goes
over certain themes covered in the basic autonomy assessment form,
but in a more general manner, using open questions.

The complementary autonomy assessment form is completed
with the significant person for beneficiaries who are hospitalized
in an STCHC or living at home. As with the basic form completed
with the beneficiary, the justification for the two versions of the
complementary form lies in the particular features of each Tiving
situation. However, the only differences between the two versions
are to be found in the wording of the questions. There is no dif-
ference in the themes dealt with. These themes are listed below, in
Figure 7.

- Context of the request
The beneficiary's functional autonomy at home (*)

- Family and social relations

- Support from the natural network

- Intellectual capacities, emotional condition and
behaviour

- Opinion of the significant person as to beneficiary's
situation and program orientation

- Context of the assessment

Figure 7: Themes covered in the complementary
autonomy assessment form completed with the
significant person, versions: home and
STCHC.

Regardless of the situation (home or STCHC), the comple-
mentary form is to be completed with a significant person whenever
a presumption of a change in the beneficiary's living situation
exists. The form is optional in all other situations, and can be
used if the assessor considers it necessary.

Whenever possible, the significant person is one with
whom the beneficiary lives (or lived), such as the spouse, a child,

(*) This theme is explored in greater detail in the "home-
care" version of the form than in the "STCHC" version.
This is due, in part, to the fact that in an STCHC, a
third source of information, the care-giver, provides
detailed information on several aspects of the
beneficiary's functional autonomy.
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or a person he knows well and with whom he is on familiar
terms.

Although, overall, the autonomy assessment form we have
designed stresses information provided by the beneficiary, it
seemed important, in regard to certain subjects, to obtain the
views of the significant person. During the interview with this
person, the assessor is to keep in mind that, whereas -a person
suffering a loss of autonomy tends to overestimate their capaci-
ties, loved ones tend to underestimate them. At the outset, then,
the assessor will avoid giving preference to either source. How-
ever, should there be a significant difference, he must try, using
all the information at his disposal, to give an opinion on what he
feels is the most accurate reflection of the beneficiary's situa-
tion (*).

4.3 The medical assessment form

The beneficiary's biological, psychological and social
autonomy is assessed by means of a medical assessment. For this
purpose, the attending physician or, should the person not be under
medical treatment, a designated physician completes the medical
assessment form.

The revision committee assigned to the medical assessment
form made significant changes in its content. For instance, the
examination of both the beneficiary's habits and his functional
autonomy have been significantly improved. The assessment themes
are set out in Figure 8.

- Identification

- Current situation

- Illness or health problems

- Additional data (including habits)

- Summary assessment of functional autonomy

- Relevant reports from complementary examinations or
consultations

- Proposed interventions

- Prognosis

- Physician's opinion as to the beneficiary's program
direction

- Other information the physician deems important, or
specific recommendation(s)

- Beneficiary's authorization

Figure 8: Themes covered by the medical assessment
form

(] This comment is equally applicable to the care-giver who,
whether in an STCHC or an intermediate or institutional
program, must provide additional information concerning
the beneficiary's autonomy.
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The medical assessment form must be completed in every
case requiring a full autonomy assessment, or at the discretion of
the organization to which the service request is addressed.



5. THE AUTONOMY ASSESSMENT PROCESS

5.1 The assessor and the participating professional(s)

The autonomy assessment form has been designed to provide
a portrait of the biological, psychological and social situation of
a person suffering a loss of autonomy. Although the CTMSP approach
to autonomy assessment is global, the revision committee agreed
with requests from social workers to group the form's sections
under two categories, the first dealing with the physical aspect
and the second, the psychosocial. This was not done in order to
create two separate parts to be administered by two different as-
sessors. Since the assessment should be undertaken under the best
possible conditions for the beneficiary, it is preferred that a
single assessor, whoever is in the best position to assume respon-
sibility for the assessment, undertake the task. He may be a nurse,
a social worker, an ergotherapist, a physiotherapist, ... The as-
sessor responsible for the process may, however, call upon other
professionals to lend their expertise to specific aspects of a’
case, so as to provide a better profile of the beneficiary's auton-
omy. Moreover, it is to be emphasized that the form was designed so
that, regardless of the assessor's profession, he can perform the
assessment of the beneficiary's autonomy.

5.2 The assessment interview(s): conduct and context

A typical assessment may be conducted as follows:
- establish contact with the beneficiary;

- interview(s) with the beneficiary.

The themes of the autonomy assessment form have been
sequenced to allow a continuous and fluid exchange (grou-
ping the physical and psychosocial aspect, graduated
levels of information using sub-questions within each
theme, etc.). However, the assessor need not follow the
suggested sequence to the letter. Depending on the bene-
ficiary's condition or on the assessment context, he may
take up the themes in a different order.

The assessment process will extend over a period of time
and take place over a number of contacts based on the
beneficiary's condition, the urgency of the situation,
the availability of the respondent(s), etc. In any as-
sessment process, an important distinction must be made
between the professional assessment procedure, and the
requirements for transcribing the results of such a pro-
cedure using a medium such as the CTMSP autonomy assess-—
ment form. It is up to the assessor to decide the appro-
priate time(s) to undertake an assessment, the number of
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contacts with the respondent(s), and when to compls
questionnaire and bring the assessment process to 2
close. The essential point is to obtain the information
needed for the form under the best possible cemditions
for the beneficiary.

- The assessor notes his observations and impressions of
the beneficiary in the spaces provide

- interview(s) with:

the care-giver (in an STCHC or intermediary or
institutional program).

The assessor completes the shaded sections of the
form with him.

and, if necessary, with:

the significant person (in an STCHC or at home). In
this case, the assessor makes use of the appropriate
complementary autonomy assessment form according to
the beneficiary's living situation at the time of the
assessment.

- The assessor reads the completed form(s) closely and
draws up an overall summary of the assessment which he
transcribes in the "Summary of Problems and Recommenda-
tions" section. This is section:

(C.16) of the A.A.F., "home-care" version;

(23) of the A.A.F., "STCHC" version;

(17) of the A.A.F., "intermediate or institutional
programs" version.

The above procedure describes the usual assessment pro-
cess. Although we consider the beneficiary as the first and "best"
source of information, we are aware that in certain situations, the
assessor may consider a consultation with the care-giver or signif-
jcant person more appropriate. Whichever procedure is followed, he
must always be sure to note his comments and impressions following
a meeting with a respondent (beneficiary, care-giver or significant
person) before proceeding to interview another respondent, so as
not to be influenced by the latter.

The assessor's interview with the beneficiary is at the
heart of the assessment process. It should be conducted in a quiet
place, in as much comfort as possible. It should be impossible for
anyone else to overhear. Unless the beneficiary expressly requests
a third person to attend, the assessor's responsibility is to con-
duct a private interview and take the measures needed to achieve
that goal.
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The assessor's interview with the care-giver or signifi-
cant person should also be private. The care-giver or significant
person should not have access, before, during or after the inter-
view, to the data obtained from the interview with the beneficia-

ry.

53 Interview with the beneficiary not possib]e.

We have just described how an assessment is normally
conducted, with the beneficiary able to answer the assessor's ques-—
tions. Although most persons suffering a loss of autonomy are capa-
ble of participating in an interview, for some, an interview may be
completely out of the question (because of unconsciousness, serious
illness, etc.) or not desirable (mental deficiency, confusion,
refusal, etc.). Under these circumstances, the assessor is re-
quested to note the beneficiary's inability to participate in an
interview. If the beneficiary's condition is such that any intér=
view, or even an attempt at an interview, is impossible, the asses-
sor should indicate, in the "Context of the Interview" section of
the form, that the person interviewed will be somebody other than
the beneficiary, and identify that person (ex: care-giver). He
should then write, in the same section, the reasons why an inter-
view with the beneficiary is impossible.

For persons afflicted with psychological problems (confu-
sion, disorientation, muteness, mental deficiency, ...), the asses-
sor is encouraged to initiate an interview to confirm that it is
indeed impossible to continue the process. No useful purpose is
served by stubbornly continuing with the interview and writing the
beneficiary's answers if the assessor observes the information
provided is inconsistent and illogical. In this case, the assessor
should end the interview, explain the situation in the form, fol-
lowing the procedure described above. However, if the beneficiary
is able to provide logical and coherent information, with or with-
out assistance from another person, the interview should be contin-
ued according to the normal procedure.

When it is concluded that an interview is impossible, and
the details concerning the identification of the respondent and the
reasons justifying the decision have been noted on the form, the
assessor must then rely on a substitute person for the information
which the beneficiary would normally have provided. In general, all
the sections of the form usually addressed to the beneficiary
should be completed, either with information provided by the sub-
stitute person, or with a note indicating the beneficiary's inabil-
ity to answer (does not know, unable to tell, etc.). The committee
charged with deciding which services are required will then be in a
position to correctly evaluate the situation without having to
query the lack of information.
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Figure 9 outlines the assessment procedure according to
facilities, for the situation in which an interview cannot be held
with the beneficiary. The substitute source of information may be
the significant person, the care-giver or another person who knows
the beneficiary well. The procedure will vary depending on the
version of the form that is used. The underlying rule is to com-
plete the sections of the form addressed to the beneficiary with
the substitute person to the extent possible. If the substitute
person is neither the care-giver nor the significant person (in an
STCHC or at home), the usual procedure is followed as far as these
respondents (care-giver or significant person) are concerned. How-
ever, if the substitute person is the care-giver or significant
person, there is no need to complete the themes normally reserved
for them (care-giver section of the A.A.F., or C.A.A.F. for the
significant person) which would already have been covered in the
"beneficiary" part of the form.



Aaelai jauaq
9yl YiLm paia|dwod a8ag 30uUuURD
M3LAJ4DIUL BYZ 4L “AiLptoey a3y
uo bBurLpuadap ‘adnpadoud urmmemmmq 16 24nbt 4

Wiy Yitm
43ALBb-aueDd 3yl 01 passadppe seade papeys
m:w uayil ‘AaerodtLjauag syl 031 passadppe uosudad
AlLLensn "4°'y ¥ 8ayil j0 suoiildas 3ilad|duwod - 4ay3o -
WYYd920Y4d
daaib-aued ayy 01 "INLILSNI
passaJappe A{|lensn pue sawayl auwes aujl 40
PuL4aaod 30U SUOL3IDIIS UBY3O Yyl pue "WYILNI
AdeiLdL}a3uag 3yl ©31 passauppe ALLens
4TV Y a2yl 4o :oruuwm 913 |dwod - 4JaAaLb-sued -
uosdad wiy yitm uaaatb-_sue2 ayy
juedL jLubtLs 01 PasSS3adppe sSeaJP nmnm;m 9yl uayjy
847 LILM AUBRSSAD ‘faeldL jauaqg ay3y 03 passadppe A|p[e2nsn uosudad
~aud ji @38ldwod - "4'¥°Y 3yl JO sSuoL3129s 839 |dwod - 483U30 -
4aAatb-2ued 9yl 031 passadppe
uosdad Ailensn pue sawayl awes ayl buLdsaod
yuenLyLtubls ayl 10U SUOL328S 43Yylo 3yl pue AueLd JHILS
yiim A4eBSS3D -143u3q 3yy 03 passadppe A [ensn
-au 4t a3zaldwod - *4'¥°Y 3yl j0 suoL1das 3313 |dwod - JaaLb-aued -
WLY Yy3itm udAaLb-2ued 3yl 01 pPIaSS3JpPpPE
se3Jde papeys ayil uayl ‘AKaeild
-1j3uag ayl 03} passadppe A[Lensn uosuaad
9ia|duod 3cu op - "4'Y°Y 3yl jo suor3das 333 dwod - quedLjtubts -
uosdad
juedLjrubrs ayz AdeLolLy
yilm Auessadau -3U3Qq 3yl 03 passauppe ALLensn
jt ‘a3e|dwcd - “4°V'Y¥ @4yl 40 suoL1d3s 33a|dwod - uosuaad usdyilo -
AueLDOL jauaqg
ay3 03 passauppe A[|Lensn uosudad
933|dwo3 j0u op - "4°¥'Y @243 }Jo suoL3das aia|duwod - JuedLjLubLs - INOH
- e - « 32¥N0S 3LNLILS8NS ALITIOVS



36

5.4 The unity and integrity of the assessment process

As designed, the questionnaire does not contain important
sections and less important sections, questions of fundamental
importance and questions dealing with details. The assessor should
pay equal attention to each section. The questionnaire is a set of
interrelated and complementary articles. An exhaustive collection
of data will contain much more information than a simple addition
of the answers to each specific question. The importance of a par-
ticular question therefore cannot be judged without reference to
the surrounding questions, since the answer to a single question
often also completes many other questions.

An assessor will naturally tend to give more weight to
certain sections of the form, according to his training, experi-
ence, his knowledge of the beneficiary and his subjectivity. He
must therefore be on his guard against this tendency, as it may
distort the information. It is sometimes easier to question the
beneficiary on certain aspects of his 1ife than others. The asses-
sor must, nevertheless, force himself to obtain the same "quantity"
and "quality" of information relative to the questions that he
finds difficult as to those he finds easy.

Furthermore, the questions are arranged in the form in
such a way as to enhance, as much as possible, the assessor-
beneficiary relationship, rather than to organize data according to
a sequence of narrowly defined and clearly demarcated themes. For
example, closely related subjects could be dealt with at different
points in the interview. This may indeed complicate the task of the
multidisciplinary team which will subsequently have to summarize
the information to assess the services the beneficiary needs.
However, this is justified to the extent that we agree with the
hypothesis that the most accurate information possible can only be
obtained by structuring the interview in such a way that a climate
of trust, a certain complicity, is created between the assessor and
the beneficiary, even if this means not arranging the headings
strictly by theme.

Simi!ar]y, although the "Identification" and "Sociodemo-

graphic Information" sections appear at the beginnir” of the form,
they could be completed during the assessment proces or at its
conclusion rather than at the outset. At that point, :'e ceneficia-
ry should feel more secure when these questions are asked, and less
that he is simply "a case", especially if the assessor takes the
trouble to explain that he is obliged to obtaim this imformation to

meet certain administrative regquirements
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The assessor's task therefore consists of adjusting to
each interview situation. If a voluble beneficiary tends to clothe
his answer to a particular question with details important to an-
other question, the assessor should avoid cutting him off with the
excuse that "we'll come back to that later". Rather, he should try
to make a mental note of the relevant information and, when the
particular question comes up later in the interview, either skip
that question or seek only those items of information still miss—
ing.

5.5 Substance and form of the questions

In general, the assessor is expected to put the questions
to the beneficiary as they appear in the autonomy assessment form.
However, to maintain the form's general nature and to keep as much
space as possible for the answers, certain questions have been
formulated in a succinct or elliptic manner. Although that kind of
formulation may be adequate for the assessor, it does not necessar-
ily promote a good understanding of the question by the beneficia-
ry, the care-giver or the significant person, nor the establishment
of a good rapport with the assessor. For such questions, the asses-
sor is not expected to read the form's text word for word. His
primary objective is to put the questions in such a way that the
respondent understands the meaning. Whenever possible, the assessor
brings the questions down to specifics. For instance, instead of
asking the significant person if "the beneficiary...", the assessor
should ask whether "Mr. Lyons...". In addition, if, from all indi-
cations, a question does not apply to the beneficiary, the assessor
should simply omit it, writing NA (not applicable) in the corre-
sponding space on the form.

Though the assessor has a certain amount of leeway in how
he puts certain questions to the beneficiary, care-giver or signif-
jcant person, he must, nevertheless, adhere fully to the questions'
meaning. The assessor is not to substitute the questions he would
like to ask for those contained in the assessment process. This
firmness is not gratuitous. Moreover, the professional assessor
does not view this as a constraint, since it guarantees the relia-
bility of the assessments.

Should the assessor have some doubt as to the meaning of
a question, the mini-guide explains the objectives and meaning of
the themes raised in the form.

Open and closed questions, and comments

The questionnaire includes a number of items where it is
simply a matter of checking the appropriate box. This is not the
essential element in the assessor's information gathering task.
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ther, it is a matter of clarifying, nuancing, giving details and
i11ing in the information in the many spaces (open questions,
omments) provided for this purpose in the form. If space is insuf-
jcient to record all the relevant information with the necessary
ances, the assessor can attach an additional page or pages to the

It is especially important that the assessor comment on
any contradictions which may emerge in the beneficiary's various
answers, or between the answers given by the beneficiary and those
of the key source(s) of information.

It is also important that the assessor note something in
each section, even if nothing substantial emerges from that section
of the interview. For instance, he could write: "impossible to
obtain information" or "no problems" when relevant, rather than
leaving a blank which the multidisciplinary team might have diffi-
culty interpreting.

5.6 Bias introduced by the assessor-beneficiary relation

For the assessor and the beneficiary, the interview is
but one act of communication among many. It is desired by the as-
sessor, and more or less so by the beneficiary. Factors tending to
block or deflect messages sent by each of these persons under other
circumstances will also be at work during the assessment. It is up
to the assessor to take steps to eliminate or at least mitigate
their influence on the communication process. To do so, the asses-
sor must have a good understanding of the dynamics of the relation-
ship underlying any assessment interview, and know the potential
sources of error that can influence the situation. It is impossible
to fully explore this vast subject in these few pages. We must
1imit ourselves to a few important reminders, and leave it to the
reader to consult the sources we have found useful (*), or any of
the several other texts researchers have published on the subject,
should he feel the need. It should be noted, however, that a pro-
gram of reading and theoretical training, though it may be useful
in controlling the interview situation, will never provide full and
definitive training in assessment. A person learns to assess "in
the fray" by observing and analysing how he interreacts with oth-
ers. Assessment is more art than science, and the only way to mas-
ter this art is through practice.

) Grawitz, M.: Méthodes des Sciences sociales, Précis
Dalloz, Paris, 19/9.
Mucchielli, R.: Le questionnaire dans 1'enquéte psycho-
socjale, Editions Sociales francaises, Paris, 1968.
Hyman, H.H.: Interviewing in Social Research, Chicago,
University Press, 1954.
Kahn, R.C., Cannell, C.F.: Dynamics of Interviewing, John

Wiley, New York, 1957.
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We shall now briefly analyze the problems and sources of
the most frequently observed errors in the assessor—-beneficiary
relation.

Problems and errors attributable to the person being
assessed

Grawitz maintains that the interview sets in motion a
series of interreactions between the assessor and the beneficiary.
Not only does each person's idea of the other come into play, but
also what each one thinks the other is thinking of him. In this
relationship, the beneficiary's defense mechanisms are predominant

(*)

In the first place, these mechanisms come into play in
his decision to accept or refuse to be assessed. In the situation
we are dealing with, the assessor runs less of a risk of being
perceived as an undesirable by the person being assessed than in a
public opinion poll situation. The beneficiary will agree to the
interview more readily because in a sense, he has raised the issue
by submitting a service request to the network. It should be noted,
however, that the person being assessed generally views the
interview as a compromise in order to obtain assistance. In the
vast majority of cases, if he could obtain the assistance without
going through with the assessment, he would do so. And so, in spite
of everything, the assessor will most often appear, at the outset,
as an investigator, with all the understandable anxiety that raises
in people, apt to fear inquisition and judgment and determined to
defend their private 1ife. This phenomenon is likely to be
exaggerated in studies undertaken on a sample of individuals to
determine the needs of a population, compared to an individual
assessment of needs performed to direct a beneficiary toward the
most appropriate program in the network. In the first case, the
beneficiary is less aware of the advantages he may derive from an
assessment he did not initiate, especially if, when it is carried
out, he is not receiving services from the network.

(*) Grawitz, M.: op; €¢it.
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The person being assessed will therefore be To
accept the assessment, and his defense mechanisms will e
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play to the same degree. These mechanisms vary and play 2 mo or
less prominent role from person to person. Some will retreat into
falsehood, rationalization disconnected from reality, and forget-
fulness. However, the most dangerous defense mechanism is iden-

tification; the situation develops as if the individual were
actively (and unconsciously) seeking the assessor’'s opinion, what
the latter wants him to say. The respondent tries to conform to
what he feel's is the assessor's idea of him. Although the opposite
attitude is less frequent, it does exist. Here, the person being
assessed tries to discover how he is perceived by the assessor,
then systematically projects the opposite image.

Various means are available to the assessor to reduce
defense reactions at the beginning of the interview and to avoid
triggering these mechanisms during the interview. The first is to
exploit everything that may motivate the respondent to answer
truthfully: the obligation he may feel to be polite to a stranger
(even if he eventually feels like showing him the door), the desire
to see his situation improved, and the simple need to talk. Right
from the outset of the interview, the assessor systematically rein-
forces everything he feels is pushing the beneficiary to answer. At
the same time, he tries to eliminate or reduce defensive reactions
by being reassuring: by identifying himself, guaranteeing the con-
fidentiality of the answers, telling the respondent how the results
of the interview will be used, and emphasizing that there are no
"good" or "bad" answers. The assessor should also be sympathetic to
the beneficiary, and show an interest in his problems. He should
project the image of someone who understands, to whom one can tell
everything without being judged. This last attitude is of fundamen-
tal importance, and if it is not picked up by the beneficiary, the
jdentification mechanism mentioned earlier will tend to come into
play, all the more so if the assessor is friendly toward the bene-
ficiary. Torn by a desire to please and a wish for approval, the
beneficiary will unconsciously but systematically warp reality.

Problems and errors attributable to the assessor

Anything in the assessor which tends to increase the
defensive reactions of the beneficiary or to reduce his positive
reactions can be considered a potential source of bias.

Research has provided ample documentary proof that the
assessor's sex, age, and appearance exert a non-negligible influ-
ence on the interview situation and definitely affect the benefici-
ary's answers. If the interviews are conducted by network personnel
on a routine basis and are part of the regular work load, there is
relatively little that can be done to control these factors. Such
is not the case if the assessment is performed by selected asses-—
sors as part of case-by-case assessment of a population's needs.
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However, perhaps the most serious threat to the results
of the assessment is posed by the assessor inducing answers, pre-
dicting the beneficiary's answers and how he records these anwers.
In its most obvious form, the assessor direcily suggests answers.
However, emulation, tone, general attitude, eye contact and vague
gestures may all contribute. Induction is all the more effective if
the beneficiary is receptive and is on the alert for indications
enabling him to conform to how he feels the assessor perceives him.
In particular, as already mentioned, if the assessor's attitude is
excessively friendly (in trying to create a good rapport) toward
beneficiaries who adopt an identification defense mechanism to
please the assessor, this attitude necessarily acts as an inducing
agent for "correct" (in the beneficiary's mind) answers.

Moreover, it is not so much the assessor's opinions and
values that act as a source of bias in the assessment results as
his idea of the beneficiary. The assessor may form this idea from a
general impression he may have picked up from the beneficiary dur-
ing their first contact, or he may have built it little by little
from answers given during the course of several interviews. In both
cases, the assessor will tend to anticipate, based on this idea,
the beneficiary's answer, and eventually to "hear what he expects"
rather than what the beneficiary said. He will therefore neglect
what may be the most interesting and original answers, because they
could not be anticipated.

Finally, the assessor's tendency to look for the answers
he wants (induction) and to figure the beneficiary out ahead of
time (anticipation) are necessarily reflected in the way he records
the beneficiary's answers. The assessor who induces or anticipates
will record his answers in preference to those of the beneficiary.

5.7 Managing autonomy and medical assessments

The assessment tools we are discussing are designed for
use in assessing the needs of beneficiaries suffering a loss of
autonomy in order to determine their program direction within the
extended services network. They can also be used (and have been on
several occasions) to assess the needs of beneficiaries as part of
an investigation undertaken mainly for planning purposes within the
extended services network. Although this is a very important appli-
cation, it lies beyond the scope of this text. We shall be discuss-
ing only assessment for the purposes of program direction.

An assessment of the beneficiary's autonomy is undertaken
when the beneficiary requests services or an increase/change in the
services he already receives. It can also be performed at the re-
quest of a network organization which believes the services needed

by a beneficiary under its care have changed significantly.
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As we have seen, under the specific CTMS? process, three
distinct stages are covered by the assessment:
- autonomy assessment (including the compliemeniary 2as-
sessment performed with the significant persos 77 20

STCHC or at home);

- medical assessment;

- determination of the services needed (2y & ®u tidisci-

plinary team).

Under the normal procedure, these three sieps will be
completed. Very little time should be allowed to elapse between the
autonomy assessment and the medical assessment. The order in which
they are done matters very little, but it is crucial that they be
performed at almost the same time so that the beneficiary's condi-
tion does not change in the meantime. Similariy, the determination
of services needed and the beneficiary's program direction should
follow soon after. Delays of several weeks between The stages of

the assessment/program direction procedure are unacceptable. Such
delays could have a clearly negative impact on the beneficiary and
his circle.

The normal procedure is applicable to all beneficiaries
in intermediate or institutional programs (ex: foster family, pa-
vilion, reception centre, extended care hospital centre, extended
care unit of an STCHC) when their needs are to bDe (re)assessed.

As for beneficiaries hospitalized in short-term care
hospital centre (STCHC), the assessment/program direction procedure
is carried out as follows. Any person suffering a loss of autonomy
who leaves an STCHC to return home and for whom support care is
presumed or a necessity should be assessed using the autonomy as-
sessment form (STCHC version) or, at least, referred to the LCSC in
his region for assessment (*). The LCSC will then assess the
person's situation and intervene if necessary. If there is a pre-
sumption of a change in the beneficiary's living situation (relo-
cation in another home, housing or hospitalization within an inter-
mediate or institutional program), the normal procedure must be
followed: autonomy assessment (with the beneficiary and the care-
giver), complementary autonomy assessment (with the significant
person), medical assessment and determination of the services re-
quired. .

() Tn this regard, efforts should be undertaken to develop
systematic referral mechanisms among the partners of the
network, to provide continuity of services.
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The strategy for beneficiaries 1living at home who address
a request to the home-care program consists, initially, of using
the autonomy assessment form (home-care version) which is sequenced
so as to adapt to various situations. As pointed out in the preced-
ing chapter, the "home-care" version of the autonomy assessment
form is divided into five parts (A to E), each part corresponding
to different stages of the assessment process.

- Part A, "Reception and registration of the request" is
completed for every request addressed to the home support
program and then forwarded to the appropriate quarter.

- Part B, "Preliminary autonomy assessment", leads to
four possible outcomes: the request is rejected, the

person is directed to another resource, services are

provided on a short-term basis, or the assessment is

continued.

For example, a beneficiary who submits a request for
services of a limited nature may be provided with the
services requested without carrying out the other steps
(i.e., C, D and E) of the assessment procedure, if the
beneficiary satisfies the conditions required (as defined
under the home-care program) to receive these services.
Services of a 1limited nature mean a service that is re-
quested only once, or eventually repeatedly, but either
irregularly and very infrequently, or for a short period.
For example: a thorough house cleaning, repair work or
alteration to the dwelling, injections, bandages, etc.

- Part C of the autonomy assessment form (home-care
version) is used when the beneficiary (or other mediator)
submits a request for extended services (care or assis-
tance), or when the worker considers a more detailed
assessment is warranted, or in accordance with the home
support program assessment guidelines.

This part begins with a 1ist of the themes covered in the
assessment. Depending on the beneficiary's situation, the
assessor indicates the theme(s) to be investigated (ex:
physical mobility, functional autonomy, support from the
natural network). The assessment can be performed over a
more or less lengthy time frame.

When a beneficiary presents major risk factors or if a
change in living situation is contemplated, all the
themes covered in part C of the form must be covered.

Once completed, the autonomy assessment form (parts A, B
and C) is then forwarded to the multidisciplinary team
which will determine which services (within the home
support program) are required. On the basis of the
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information gathered from the beneficiary, this team must
decide whether to admit the beneficiary into a home sup-
port program or to request the normal assessment proce-
dure.

- At this stage, part D, "Complementary assessment of the
beneficiary's autonomy", completed with the significant
person, and the medical assessment, may or may not be
available to the team. As was pointed out earlier, these
forms must be completed if there is a presumption of a
change in living situation (or at the discretion of the
organization receiving the request), but are optional in
other situations.

If, after having studied the case, the home support team
contemplates home-care or extended hospitalization for
the beneficiary, it must then follow the normal assess-
ment procedure. In this case, the complementary autonomy
assessment and the medical assessment are carried out (if
not already). The entire file (parts A, B, C and D and
the medical assessment) is then forwarded to a multidis-
ciplinary team at the regional or sub-regional level
which in turn assesses the services needed. It is then up
to the orientation committee to decide®which program will
be offered to the beneficiary. This is illustrated in
Figure 10.

- When a beneficiary receives home support services over
a lengthy period of time, part E of the autonomy assess-
ment form is used to update data concerning his autonomy,
with a view to an eventual adjustment of the services
provided.

This procedure helps to streamline and adapt the assess-

ment procedure in the case of beneficiaries living at home.
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REQUEST FOR CARE/SERVICES SENT TO0
HOME SUPPORT SEﬁVICE DEPARTMENT

(A) [_kECEPTION-REGISRRATION OF THE REQUEST]

(B) PRELIMINARY ASSESSMENT PERFORMED|(refusal, re-

BY A DEPARTMENT OFFICIAL ferral or pro-
vision of
short-term
services)

(C) |ASSESSMENT (partial or full) OF THE BENEFICIARY'S
AUTONOMY PERFORMED AT HOME
|

(D) |COMPLEMENTARY ASSESSMENT OF THE BENEFICIARY'S AUTONOMY
PERFORMED WITH THE SIGNIﬁICANT PERSON (optional)

MEDICAL ASSESSMENT| (optional)
CTMSP INSTRUMENT
|

DETERMINATION OF SERVICES NEEDED, UNDERTAKEN
BY A LOCAL H-C PROGRAM TEAM
(nurse, coordinator, social worker, etc.)

PRESUMPTION OF HOME-CARE [HOME SUPPORT]
OR EXTENDED HOSPITALIZATION
[
PARTS A-B-C-D OF THE A.A.F. AND REFUSAL, REFERRAL OR
MEDICAL ASSESSMENT MANDATORY PROVISION OF EXTENDED

SERVICES AT HOME
1

DETERMINATION OF SERVICES NEEDED (£) [REGULAR REASSESSMENT]
PERFORMED BY A MULTIDISCIPLINARY
TEAM (FULL OR PARTIAL)

|

PROGRAM DIRECTION DECISION
COMITE D'ORIENTATION-ADMISSION[(transfer to home support program

or housing/hospitalization in
an intermediate or jnstitutional
program).

Figure 10: Procedure for assessing the needs
of beneficiaries living at home



he multidisciplinary team
autonomy assessment and
The data may be insuf-

Occasions may arise in whic
considers the information provided by

-
medical assessment forms is "insufficien
ficient for two reasons:

a) because the information provided by the autonomy as-
sessment and the medical assessment is unclear, inaccurate or
ambiguous;

b) because the beneficiary's needs / capacities / disa-
bilities, as well as the capacities of his circle (if applicable)
could not be assessed as accurately, exhaustively and consistently
as desirable, for reasons beyond the control of the assessor or
physician, essentially because neither one had either the time or
the means to obtain the information needed.

In situations in.which the multidisciplinary team charged
with deciding which services are needed feels the information it
has been supplied with is insufficient, two options are available:

- it either continues with the assessment of the services
required because it does not consider the shortfalls it
has come across are such as to impair the quality of its
assessment to the extent that the beneficiary's subse-
quent program direction would be decisively influenced.
The multidisciplinary team simply informs the orientation
committee of certain weaknesses in the autonomy/medical
assessment and in its own determination of the services
needed.

- or it decides it is impossible to continue with the

determination of the services required. In this case,
the source of the shortfalls will determine the subse-
quent sequence of events.

If the shortfalls are attributable to the quality of
the assessment, the multidisciplinary team requests
that the information submitted be completed.

However, if the shortfalls are attributable to
limitations in the assessment procedure, the
multidisciplinary team will request a more thorough
assessment before proceeding. The more thorough
assessment may be performed in various ways,
depending on the problems presented by the case in
“question: consultation with a specialist, tests,
examinations, admission to an assessment unit,
detailed assessment of the capacities of the circle,
assessment by a physiotherapist or ergotherapist,

etc.
In both cases, the multidisciplinary team will continue
with its determination of the services the beneficiary needs once
it has received the additional informatiom reguested.
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9:8 Standardization of the assessment procedure

An assessment process can be legitimately examined from
the standpoint of its awkwardness, as to the time needed for an
assessment (in passing, it should be noted that the number of pages
in an assessment questionnaire is not always a good indicator of
the time needed to complete it). The awkwardness of the assessment
cannot be measured in isolation. It can only be measured by refer-
ring to the information the assessment supplies: half an hour may
be excessive to obtain a certain quantum of information, while
three hours spent obtaining a different quantum of information may
be quite justified. Ultimately, it is up to the experts to decide,
based on the relevance and reliability of the information obtained
from the assessment, or, from the opposite point of view, on its
lack of utility, its redundance and poor credibility. The problem
is to decide whether the information gathered by the assessment
process could be obtained using a different method, at lower cost
and ensuring the same level of "quality".

In answering this question, we cannot ignore the con-
straints imposed on an assessment procedure by the requirement that
it be uniform. When we look at the assessment from the point of
view of an individual beneficiary, it is rather obvious that it is
always possible to find an individual assessment process that is
less cumbersome, for the same quality, than the single process
applied to everyone. However, this benefit would be at the expense
of the standardization of the assessment procedure. As we indicated
above, the price is too high in the kind of situation we are deal-
ing with.

While retaining the principle of uniformity, it could be
tempting, again in order to reduce the awkwardness of the assess-
ment process, to introduce certain exemptions to the overall stan-
dardization, in the sense that different processes would apply to
different categories of beneficiaries. The methodological problem
posed by this kind of approach is very difficult. The beneficiary
would have to be assigned to a category on an a priori (i.e., prior
to the assessment of his needs) basis. As we have mentioned above,
we apply this approach only for a very specific category of benefi-
ciaries, the "exceptional" beneficiaries who request very few ser-
vices, of a limited nature, in other words, beneficiaries who do
not make up the regular clientele of the extended services network.
As for the network's "regular" clientele, we feel it is dangerous
to attempt to categorize individuals a priori in order to select
the assessment process to apply to them. In general, such a catego-
rization is based on a request for care or services submitted by
the beneficiary. However, such a request is a poor indicator of the
beneficiary's real needs. Quite often, the request is primarily a
call for help; the form in which it is couched (what is being re-
quested) often means nothing other than: "I need help". There is a
risk of being led astray by reading a precise meaning into a re-
quest which essentially has no clear focus. Furthermore, the
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literature is quite emphatic in stressing that elderly persons (the
major clientele of the extended services network) tend to underes-
timate their condition, and to neglect their health with the excuse
that the problems they are experiencing are part of the normal
aging process. At the same time, the literature is just as emphatic
in stressing that a great deal can be done to improve or maintain
the health and quality of l1ife of persons suffering a loss of au-
tonomy, especially for the elderly.

Hence, if it is accepted that a systematic needs assess-
ment process is the first stage in any prevention strategy, then it
becomes difficult to justify a categorization of beneficiaries
prior to assessment based on the requests they submit and the con-
ditions they report. We therefore believe, for reasons of equity
(tied to the methodological problem described above), but especial-
ly because we are concerned for the reliability of information, and
in view of its impact from a prevention standpoint, that all bene-
ficiaries should undergo the same process for the assessment of
their needs.
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APPENDIX I

REVISION OF THE AUTUNOMY ASSESSMENT AND MEDICAL ASSESSMENT FORMS

This appendix discusses the agreements reached between
the M.S5.5.5. and the designers of the system, and the process used
in revising and testing the CTMSP during 1984-85.

A= Historical background at the M.5.5.5., and agreements
with the system's designers

The Ministére de la Santé et des Services sociaux has,
for many years, been concerned with standardizing admission proce-
dures to home-care and extended care resources. In 1974, the
M.S.S5.S. adopted form AH-250 for admission of beneficiaries into
extended care establishments. In 1976, it acknowledged the informa-
tion file as an assessment tool for admission to home-care re-
sources.

In 1979, as a result of a recommendation from network
representatives, the M.5.5.5. decided to undertake an assessment of
1 519 beneficiaries housed in home-care centres and extended care
hospital centres, using the CTMSP assessment tool.

And indeed, various representatives of the network
(RHSSC, establishment associations, corporations, workers, etc.)
had been pressing the M.5.5.5. for quite some time to adopt a stan-
dard assessment tool that would be more credible and more reliable

than the tools then in use.

During the summer of 1983, the M.S5.5.5. formed the Groupe
de coordination des services aux personnes agées, consisting of
representatives from the sections of the M.S5.5.S5. involved, and a
representative of the RHSSCs. Selecting a standard assessment and
program direction tool for beneficiaries was high on the group's
list of priorities.

A working committee consisting of M.S.S5.S. professionals
and a representative of the RHSSCs analyzed a certain number of
tools for assessing needs and recommended that the Groupe de coor-
dination recognize the CTMSP system as the standard tool for the
assessment and program direction of beneficiaries in the network.
In this way, this tool was recognized as the one best able to meet
the objectives of the M.S5.S5.S., both by the Groupe de coordination
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des services aux personnes adgées and by the Comité des sous-
ministres.

Following this recommendation, the Comité des sous-
ministres entrusted the following mandate to the Groupe de coordi-
nation des services aux personnes agées:

- negotiate with the chief researcher of the system to
reach an agreement so that the CTMSP tool could be made
available to the regions of Québec;

- begin revising the CTMSP system with the designers, in
association with the Comité de normalisation des formules
of the M.S.S.S.

An agreement was reached in the summer of 1984, providing
for:

- the acquisition by the M.5.5.5., for the token sum of
one dollar, of certain of the system's attributes and
interests, namely all rights relating to the literary use
of the work (printing, publication, distribution, etc.),
English translation and transcription onto the following
media (microfilm, video, etc.) within the boundaries of
the province of Québec;

- the revision of the CTMSP system performed jointly by
the M.S.5.S. and the designers of the system. -

Although the M.S5.5.S. adopted the CTMSP system as a stan-
dard tool, the draft "guideline on the organization and administra-
tion of establishments" provides that the regions are to select the
assessment tool they will use. Currently, use of the system is
widespread throughout the network (Québec City, Montréal, Gaspé-
sie). At time of writing, the other regions, with one exception,
have confirmed their choice of the CTMSP system. Implementation of
the system is scheduled for 1985-86.

B Revising the CTMSP system (1981 version)

The process of revising the CTMSP system (1981 version)
began in April 1984, Responsibility for the undertaking was given
to Mr. Pierre-André Bernier, chairman of the Groupe de coordination
des services.aux personnes agées (*), Dr. Pierre St-Georges,
chairman of the Comité de normalisation des formules du M.S5.S5.S.,
and Professor Charles Tilquin, chief researcher of CTMSP and prin-
cipal science consultant for the revision of the system.

(*) Following the departure of Mr. Pierre-André Bernier, Mrs.
Odile Bédard was given co-responsibility for the CTMSP-81
revision process.



54

Two revision committees were formed, one for the autonomy
assessment form and the other for the medical assessment form. The
mandates of both committees included a review of the user manual
provided with the forms. It was agreed at that time that the forms
for the determination of the services needed would be reviewed at a
later date, if necessary, based on the results produced by the
revision of the autonomy assessment and medical assessment forms.

The two revision committees included network resource
persons, users of the system and representatives of various profes-
sions and establishments. They were selected by either the Comité
de normalisation des formules du M.S5.5.S., or by the Groupe de
coordination des services aux personnes agées. The committee
charged with revising the autonomy assessment form was made up of
one representative from each of five professional corporations,
namely, a social worker, a physician, a nurse, an ergotherapist,
and a physiotherapist; the other members represented the regions
already using the CTMSP system (Montréal, Québec City, Gaspésie) as
well as the types of establishments (L.C.S5.C., $:.8,.C.., RiCss RoB Yo
The committee charged with revising the medical assessment form
included four physicians, a nurse and a representative of a region
using the system. The designers of the system were represented on
both committees. The members of the two committees are listed in
Appendices II and III.

The major task facing the two committees was to improve
the system so that it would better meet the objectives of the
M.S.5.5., as well as those of the network and of the benefici-
aries.

The objectives of the revision were as follows:

1) improve the structure, arrangement and content of the
autonomy assessment and medical assessment forms
(CTMSP-81) and the accompanying guide, so as to more
accurately pinpoint the beneficiary's illnesses, defi-
ciencies, capacities, disabilities and handicaps ().
Improved instruments would provide a better basis for
the multidisciplinary team to determine the services
needed, and for the admission/program direction com-
mittee to accomplish its work.

& For further information concerning the autonomy assess-
ment and medical assessment forms developed in 1981 and
the accompanying guide, the following work is recom-
mended:

Tilgquiti; B.s Slcotte, €., g2t al: CTMSP-81: L'évaluation
de 1'autonomie et 1'évaluation médicale du

bénéficiare, EROS, Universite de Montreal,

Montreal, 1981, 115 pages.
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2) maintain the multi-dimensional character of autonomy
assessment by ensuring the tool covers all the per-
son's dimensions and their areas of intersection;

3) ensure that the autonomy assessment form and, when
applicable, the medical assessment form, allow persons
to be directed, to the extent possible, to the full
range of programs (i.e. from home support to institu-
tionalization).

The committees carried on their work with advice and
reports from the designers and the users of the CTMSP system, to-
gether with various documents from the field covering the assess-
ment of persons suffering a loss of autonomy.

At the department's request, the network bodies concerned
(regional boards, associations of establishments, etc.) furnished
the committees with criticisms and recommendations concerning the
CTMSP tool. This consultation generated sixteen reports (Appendix
IV) for the revision committees to study. These reports were sub-
mitted by the Conseils Régionaux (3), associations of establish-
ments (4), professional corporations (3), establishments (5) and
the Equipe de recherche opérationnelle en santé (EROS). Taken to-
gether, these reports amounted to over 400 pages of comments, sug-
gestions, and recommendations, dealing with CTMSP system forms and
the utilization of the system, as well as the organization of net-
work services.

The committees debated at length the criticisms, sugges-
tions and recommendations contained in the various reports submit-
ted to them. The themes which generated the greatest amount of
discussion included:

- the awkwardness of the CTMSP system (the desirability
of a shorter yet more exhaustive form);

- the psychosocial aspect, which some consider "weak" and
others would 1ike to split off from the rest of the au-
tonomy assessment form to make up a separate form.

- the relevance of turning to a key information source,
j.e. the significant person or the care-giver (the desir-
ability of a more detailed description of this person's
role);

- the issue of using the autonomy assessment form for
persons hospitalized in an STCHC (the '81 forms were
designed for the assessment either of persons in a home-
care situation or hospitalized for extended periods, or
of persons living at home);

- the issue of using the autonomy assessment form for
home service requests (i.e. a desire was expressed to
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facilitate the use of the tool as soon as a service re-
quest is received, and to simplify the process of di—
recting a person to home support programs);

- lack of information concerning rehabilitation;

- having the assessment completed by one or more work-
ers,; ’

- information and training for workers using the CTMSP
system;

- the feasibility of a single instrument (common core)
for all facilities, with various sections to be used when
needed;

- a more flexible set of utilization guidelines (relaxa-
tion of directions addressed to the assessor);

- the development of tools for reassessing a person's
autonomy over time (dynamic assessment process);

It can be seen from the above that not only was the
structure and content of the forms discussed, but also the condi-
tions for the utilization of the instruments, the adaptation of the
assessment process to the various facilities in which the benefici-
ary may reside, training for workers, etc. In all cases, decisions
were arrived at by consensus.

In August 1984, the first amended version of the autonomy
assessment (home-care and establishment) and medical assessment
forms was submitted to the committees. The (autonomy) revision
committee rejected a merger of the two forms (home-care and estab-
lishment) into one (common core with specific sections) because it
presented major disadvantages in regard to presentation (ex: ques-
tions would have to be formulated differently depending on the
facility) and utilization (ex: several sections to handle).

Following an examination of the first amended version,
the committee members suggested some further changes (ex: grouping
by theme, changing the sequence of the themes, reformulating some
questions). In addition to the changes sought in regard to struc-
ture and content, discussions at this stage focussed on four spe-
cific points:

- the need to prepare a separate autonomy assessment form
adapted to the STCHC context;

- the best adaptation of the "home-care" autonomy assess-
ment form to the needs of home-care programs;



57

- the incorporation of an explanatory mini-guide on the
back of the forms to ensure better understanding and
uniform utilization of the instruments;

- testing the modified forms and consultation with user
groups.

The desired changes were made in the (home-care and es-
tablishment) forms in October 1984. A third form was developed to
meet the requirements of assessments undertaken in an STCHC, and a
mini-guide was included on the back of each form. The committee
members then decided to go ahead and test the new instruments with
the users of the system.

C- Testing the revised forms

C.1 Objectives

The major objectives sought from the test program for the
revised forms were as follows:

1) check the structure, content and arrangement (se-
quence, organization) of the new autonomy assessment form
(home-care, STCHC, and intermediary or institutional
programs) and of the revised medical assessment form;

2) check whether the new forms provided the data needed
by the home support program to allocate services;

3) check whether the new forms provided the data needed
by the multidisciplinary teams to assess services needed
(improvement compared to the former version from the
standpoint of the multidisciplinary teams);

4) check whether the new forms provided the data needed
by the admission-program direction committees to carry
out their work (improvement compared to the former ver-
sion from the standpoint of the admission-program direc-
tion committees).

c.2 Implementation

Testing was made possible thanks to cooperation from the
Conseils Régionaux designated to take part in the operation
(Montréal (06A), Québec City (03), Laurentides-Lanaudiere (06B) and
Bas St-Laurent-Gaspésie (01)). Meetings were held in late December
1984 with representatives of these regional councils to advise them
of the test procedure.
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Under the procedure, the regional councils, assisted by
the participating establishments, were to select assessors already
familiar with the CTMSP system (*). As far as possible, the selec-
tion was to be representative of the professions and establishments
involved. In addition, they were to ensure that the medical assess-
ments were performed (preferably by the attending physician) and
the files forwarded to the multidisciplinary teams and admission-
program direction committees. They were also responsible for hold-
ing information meetings on the testing program and meetings to
assess the operation,

In January 1985, six information sessions involving the
designated assessors, the coordinators involved and representa-
tives from the multidisciplinary teams and admission-program di-
rection committees were held in each of the participating regions
(**). The meetings were held to present an overview of how the
matter was progressing within the M.5.5.S., the work accomplished
by the revision committees, the objectives and the implementation
of the testing program for the new forms. Training sessions were
subsequently held for the autonomy assessors and coordinators to
acquaint them with how to use the revised forms.

When the testing program was complete, all the assessors
involved, all the coordinators, representatives from each multi-
disciplinary team and from each admission-program direction commit-
tee were to provide comments using a questionnaire prepared for
this purpose, or verbally during the sessions held in each region.

G.3 Results

In March 1985, following two months of testing, workers
were invited to meetings held to assess the test results. The com-
mittee was thus able to meet with about 70 assessors who performed
almost 200 assessments.

The major comments expressed by the users dealt with the
structure, the content and the mini-guide of the autonomy assess-
ment and medical assessment forms.

™) Tn each sub-region (14 in all for the 4 regional coun-
cils), 5 assessors were to perform 23 assessments dis-
tributed as follows: 10 at home, 10 in an STCHC and 3 in
an intermediate or institutional resource. In all, 70
assessors were to participate in the testing, and 322
assessments were to be performed.

(*=*) Testing began only in January 1985 because of delays in
composing and printing the new forms.
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Content:

- the majority agreed that the content of the autonomy
assessment form had been improved. It was described as
full, though some complained it was excessively long;

- the grouping of psychosocial themes was well appreci-
ated. The fact that the "rehabilitation" aspect was fur-
ther developed was also mentioned;

- some suggested that, rather than interviewing a benefi-
ciary hospitalized in an STCHC, the care-giver and the
significant person could be questioned instead;

- further details were requested concerning the roles of
the significant person and the care-giver in the assess-
ment process;

- the autonomy assessment form was used only infrequently
for home support programs and the few comments from pro-
fessionals failed to agree on the relevance of the con-
tent of the form;

- some professionals were of the opinion that a properly
completed medical certificate would be sufficient for
program orientation in many cases;

- it was generally felt that the medical assessment form
had been greatly improved; it need only be properly com-
pleted in the future;

- it was recommended that users (assessor, physician,
members of the multidisciplinary teams, etc.) be thor-
oughly trained to better understand the system.

Structure:

- some professionals asked for a sequence of themes such
as would permit the division of the autonomy assessment
form into two distinct parts: the assessment of function-
al autonomy and the so-called psychosocial assessment;

- the forms' visual aspect was criticized: the forms
appeared heavy, difficult to handle, the print was too
small, etc.

The mini—-guide:

- the inclusion of the mini-guide in the form was appre-
ciated. However, additional instructions were requested
regarding, among others, the choice of autonomy assess-
ment form (home-care, establishment, STCHC) as well as in
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regard to the procedure to follow in the event the bene-
ficiary cannot participate in the assessment.

Following the testing program, the committees also noted,
from the comments made by the users and from meetings with them:

- the lack of knowledge as to the procedure for the over-
all assessment;

- the shortage of information on the CTMSP system and
of training in the use of the instruments;

- the workers' lack of information on regional organiza-
tional structures, in particular with regard to assess-
ment and admission—-program direction mechanisms.

Until 1984, the regions used the CTMSP system almost
exclusively to assess and direct beneficiaries toward institutional
resources. The testing program sought to involve home support pro-
gram workers. In this regard, however, the results were not signif-
jcant, given the limited number of assessments performed in the
latter program and the contradictory results obtained (*).

D- The committees' work after the testing program

Once the testing was complete, the committee revising the
autonomy assessment form held five meetings to finalize the docu-
ment. Henceforth, the document will be available in three versions
adapted to 'the facility in which the beneficiary resides at the
time of his assessment:

- cared for or hospitalized in an intermediate (foster
family, pavilion) or institutional (HCC or STCHC) pro-
gram;

- hospitalized in a short-term care hospital centre
(STCHC);

- home-care.

(*) Since the form has never been used systematically under
the home support program, the revision was not based on
field test results. We therefore suggest that the
M.5.5.5. closely monitor the implementation of the CTMSP
system in home support programs and eventually, if a need
to do so should become apparent, undertake a revision of
the corresponding version of the form.



61

The "home-care" autonomy assessment form has undergone
major changes as to its structure, so that it is now more closely
aligned with the realities of the assessment process in home-care
programs (*). The questions put to the significant person have been
removed from the autonomy assessment form (home-care and STCHC) and
grouped in a separate complementary form. However, the questions
addressed to the care-giver remain part of the autonomy assessment
form for "STCHC" and "intermediary and institutional programs"
facilities. Finally, corrections were made in the form's content
and structure (ex: more room for answers, larger print, ...).

Following the completion of the testing program, the
committee charged with revising the medical assessment form was
able to finalize its work at a single meeting.

The committees' work extended over a much longer period
than had been anticipated (14 months rather than 6), because, in
particular, the consultation undertaken by the M.S5.5.S., in April
1984, generated a significant quantity of comments which forced
the committees to discuss the same themes more than once, as the
recommendations submitted were far from unanimous, and frequently
even contradictory. Furthermore, objectives of the various workers
in the network are not necessarily harmonious.

Despite the improvements in the forms and the directions
for their use, the members of the committees are aware that they
were not able to satisfy all the requests submitted to them. How-
ever, they remain convinced that the new instruments, the outcome
of the 84-85 revision, are operational and must be tested over a
long period of time before a further revision can be usefully un-
dertaken (**).

(*) The revised "home-care'" autonomoy assessment form was
presented during the conference held February 20, 1985 on
the theme "Grille commune d'évaluation en maintien a
domicile", organized by the Direction des Services
Communautaires of the Montréal RHSSC. The comments
expressed by the participants at the conference, as well
as those of workers who took part in the testing program
for the revised CTMSP forms unanimously agreed on the
necessity of a sequenced assessment process for home
support services.

Ly For further information concerning the 1984-85 CTMSP
revision process, the reader is referred to the "Rapport
du Comité de révision du Formulaire d'évaluation de
1'autonomie, Systéme CTMSP", submitted to the M.S5.5.5. by
the revision committees in June 1985.
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APPENDIX II

MEMBERS OF THE COMITE DE REVISION DU FORMULAIRE D'EVALUATION DE
L AUTONOMIE

j Appointed by the groupe de coordination des services
aux personnes agées

Bédard, Odile Groupe de coordination des services aux
personnes dgées, M.S5.5.S. - head of the
Comité de révision

Bilodeau, Claude Directeur des ressources du Troisiéme dge -
Centre de services sociaux du Montréal
Métropolitain, appointed by the Montréal
R.H.S.8.0.

Boulet, Ginette Director of nursing services - Foyer de
Loretteville

Desgagnés, Janine Regional coordinator, Programme d'évalua-
tion et de coordination des admissions
(PECA) -
RHSSC-03 (Québec City)

Lemasson, Mireille Head of the Programme de gérontologie et de
maintien & domicile - DSC Maisonneuve-
Rosemont

(Montréal)

Poulin, Chantale Social worker - CLSC Malauze, Gaspésie
2 Appointed by the Comité de normalisation des formules du
M.5.5.5.
Bouffard, Louiselle Comité de normalisation des formules -
Ordre des infirmiéres et infirmiers du
Québec
Dionne, Claire Corporation professionnelle des travail-

leurs sociaux du Québec, head of social
service, CH Notre-Dame, Montréal

Drolet, Dr. Miche’ General practitioner, head of the extended
care unit, Hopital du St-Sacrement
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Dubé, Annie Corporation des ergothérapeutes - CH Henri
Charbonneau, Montréal

Lavoie, Agathe Corporation des physiothérapeutes, DSC -
CH de 1'Université Laval, Sainte Foy

Lemay, Louise F. Ordre des infirmiéres et infirmiers - CLSC
La Source, Québec

3. Representatives of the Equipe de recherche opérationnelle
en santé (EROS), Département d'administration de la San-
té, Université de Montréal

-
111

quin, Charles CTMSP researcher and science consultant

Fourmier, Johanne Research worker
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APPENDIX III

MEMBERS OF THE COMITE DE REVISION DU FORMULAIRE D'EVALUATION MEDI-
CALE

1. Appointed by the groupe de coordination des services aux
personnes agées

Desgagnés, Janine Regional coordinator, Programme d'évalua-
tion et de coordination des admissions
(PECA) -

RHSSC 03 (Québec City)

Drolet, Dr. Michel General practitioner, head of the extended
care unit, Hopital du St-Sacrament

Lambert, Louise Member of a multidisciplinary team, liaison
nurse, Hopital Maisonneuve-Rosemont

2. Appointed by the Comité de normalisation des formules du
M85 5.8 '

Grand'Maison, Representative of the Fédération des

Dr. Yvon médecins omnipraticiens du Québec

Patry, Representative of the Fédération des

Dr. Paul-Emile médecins spécialistes du Québec

St-Georges, Chairman of the Comité de normalisation des

Dr. Pierre formules du M.5.5.5. -

head of the Comité de révision




65

APPENDIX IV

LIST OF REPORTS SUBMITTED TO THE COMMITTEES REVISING THE AUTONOMY
ASSESSMENT AND MEDICAL ASSESSMENT FORMS

Health and social service councils (3)

Québec City region

Metropolitan Montréal region:

- Housing section

- Community service section (June 1985)

Associations of establishments (4)

Fédération des CLSC du Québec

Association des centres d'accueil du Québec
Association des hdépitaux du Québec

Association des centres de services sociaux du Québec

Professional corporations (3)

ergotherapists
physiotherapists
speech therapists and audiologists (February 1985)

Establishments (5)

Centre de services sociaux de Québec

Centre de services sociaux du Montréal Métropolitain
Centre de services sociaux Laurentides-Lanaudiére

Baie des Chaleurs sub-region (CH- Baie des Chaleurs and
Pavillon Benoit-Martin (CHSP) - CAH, Résidence
St-Joseph - CA- de la Baie, CLSC Malauze, CLSC
Chaleurs, CSS- GIM, Bonaventure branch)

Comité de liaison de la sous-région Maisonneuve-
Rosemont, Montréal

Equipe de recherche opérationnelle en santé de 1'uni-
versité de Montréal






Gouvernement du Québec
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APPENDIX V

CTMSP

CLASSIFICATION BY TYPES OF PROGRAM IN
EXTENDED CARE AND SERVICE FACILITIES

BIO-PSYCHO-SOCIAL AUTONOMY ASSESSMENT FORM

(Facility: intermediate or institutional resources)

AS-526A (rev 05-85) Copyright © 1985, EROS, CTMSP 85. All rights . Rep tion by MSSS by EROS.







General Instructions: This form is to be used for a beneficiary already placed
in an intermediate (foster home, pavilion, etc.) or institutional facility. Home Care
Center (HCC), Extended Care Hospital Center (ECHC), etc.




MINI-GUIDE

Note: The masculine form is used to designate both men and women.

The first four sections are used to obtain general information concerning the beneficiary.

1-

BENEFICIARY'S FAMILY NAME AND GIVEN NAME AT BIRTH, AND FAMILY NAME OF SPOUSE.
if a woman s2nefic:ary s separaied, divorced or a widow but continues to use the name of her spouse, be sure to record
the name sne normaily uses.

The RESOURCE-PERSON s gefinec as the person upen whom the beneficiary can call in time of need (ex: a child, friend,
neighbour. e:¢ ). During the assassment and orientation process. this person may also act as intermediary between the
assessor cr ~eaith,s3c:al worker and the beneficiary.

=35 10 the staff of the establishment where the beneficiary resides. He knows the beneficiary well
c2 a <3y source of information in assessing autonomy. The care-giver is called upon to provide information
concern.g 'r.2 sene’ ciary’s sensory-motor capacity. his functional autonomy, the specific care he requires. his habits,
inteliect.a. czoacites emotional condition and behaviour.

During the assessment process. the assessor in charge of the case may cail uon the services of one or more PARTICIPA-
TING PRCFESSIONAL(S). In such cases. the assessor must indicate hisitheir) name(s) and profession(s).

The ASSESSOR ‘s the person in charge of the process of assessing the beneficiary. He must record his name, specify
the estabiisnment re s attached to. provide his telephone number at work and indicate the date of the assessment.

The ASSESSHMENT DATE s the date on which 'he a3 :assment process is compietad, more specifically, the cate the form
is hited in. It 5 very o cqtant that ail the nfsrmaten entered on the f2rm 2t that time refiect the benefic:ary s currant

congiticn



1- IDENTIFICATION

("Name and family name of the beneficiary at birth

Name of spouse

Health insurance no.

Social insurance no. {if available)

Name of the establishment

Ne

Date of admission
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Telephone NO.: (MOMIBY .....iiiriiiieie et (OHITBEY i cimnmssiisnsoribininsinessssssnnassrsnsanynsrn sarespnnss ssgosasnns sy s e ss
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Professional(s), other than the assessor and the care-giver, who have participated in the assessment of the beneficiary's autonomy:
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For a beneficiary with NO SCHOOLING, you are requested to ncicate «n

]
W

The assessor specifies the beneficiary’'s ETHNIC ORIGIN and RELIGION if m2 fes s tns miormanar sreanam  i0 INe assess
ment and eventual o'acement. If need be. he provides details on theses zsoecs £ me ==s ey —ay m2e= 2 sgnificant
impact on placement.

MAIN OCCUPATION(S) means the activity (remunerative or not) to wnicn 1ne mzor, o0 =
devoted.

ection 3 is reserved for information concerning the beneficiary’'s current resicenc

e assessor indicates the beneficiary's current residance type. the beneficiary =
on and finally, the reasons given by the establishment for his admission. The se2

‘fative to the beneficiary’'s former residence.

iB- The purpose of the question *...1s that PLACE still IMPORTANT to you?"" /s to learn wheiner tne peneficiary is still attached
to the place where he spent the greater part of his life. whether ne stil ives there or not ‘ex family or friends. ‘eeling

of belonging, attachment to surroundings, etc.) This 'nformation may e reigvant ‘ar the Senanciary s clacement.

of was)



2- SOCIODEMOGRAPHIC INFORMATION

B year month day Age | Sex Place of birth A
Date of
e | Or Owm
MARITAL STATUS Osingle [widowed [divorced Oseparated [religious for how many years,

(excluding single)?

I[:]marn'ed [ de facto unionl—b age of spouse

LANGUAGE [JFrench DEnglish [other, specify:

SCHOOLING [((Jno schooling ————  can he read? Dyes Uno can he write? [lyes Ono

Dalementary /primary [___’high school [vocational/technical Dcollegiate!classical Duni\rersity

Ethnic origin (if relevant) Religion (if relevant)

LMain occupation(s)

3- TYPE OF RESIDENCE/REASONS FOR ADMISSION
(" A- CURRENT RESIDENCE
DFoster home [Jpavition DHome-cara centre Dﬁehabilitation centre

How long have
you been here?
[JExtended care unit of a short-term HC DExlanded care HC

REASONS FOR ADMITTING THE BENEFICIARY: in your own words, outline the reasons (health or sociai) for your admission:

oo

B- FORMER RESIDENCE

Where did you live before you were admitted here?

[ private residence [ iNStUtION, TYP@: ---cvvecvvvmrinisirmisesssssinsssesisss st s s
PlACE: c..ctieerrreemeeesieireenssiieeesnsnsrssissessernsssssssenns PGB ittt e for how long:.................
In which city (region, municipaiity,...) did you live for the longest period Of MBT ...

Is that place still important to you? [lyes [lno

OB, WY P S S T A ST R e
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The MEDIATOR OF THE REQUEST 's the person who requests ine service on o=
beneficlary nimseif. a mameber of his famiiy (spouse. cnild. eic i 2 person from
member of the establisnment or another organization:; Local Community Senvcs
(SSC) etc.

se~efic=ry. This could oe the
~d nesgnbour. etc.) a staff
s~2=- (LCSC) Socia! Service Center

FACTORS TRIGGERING THE SERVICE REQUEST OR PROBLEMS AS DESCRIEED BY THE ZENERCTIARY

The assessor indicates the factors which, according to the beneficiary. nave iec nom o submt 2 senvice request. These
factors may relate to heaith (ex: mental or physical problems) or be of 2 scc=! mzture ex orotlem with family, with
the staff, etc.).

If the media:or is not the beneficiary, the assessor completes the section enttiec REASONS GIVEN 8Y THE MEDIATOR, OTHER

THAN THE BENEFICIARY, IN SUPPORT OF THE SERVICE REQUEST.

Section 5 is reserved for information concerning the beneficiary's sensory abilities, here understood as his 'Eyesight.
hearing and spesch’’. In the event of a particular sensory problem, the assessor is requested to attach any specific
examination report availakble (ex: speech therapy).

A MINOR LILMTATION means a reduction in capacity which has very little or no affect on the beneficiary's ability to carry
out his usual activities. The MAJOR LIMITATION category is used when the impairment is sufficiently serious to hinder
the beneficiary's apility to carry out normal activities necessary for his well-being.

Examples of TYPE OF AID/SUBSTITUTION

— signt: eyeglasses. contact lenses, magnifying giass. large print, etc.

— hearing: loud voice. shouts. hearing aid. lip reacing, telephone amplifier, TV decoder, etc.
— soeech: wniten communication, gestures. sign language. shouts, sighs, etc.



4- CONTEXT OF THE REQUEST
i )

Mediator of the request 7 NI, oot et e eaes s bbb Telephone ........ccocoviiiinienn.
Relation 10 DeNefiCIANY: . . ... i i iieee et e s e e

Has the beneficiary been informed of the request made for him?

Ogeneficiary [other person 1 [ yeS, G0BS NE BQTEET ........oovoooveoseeerssieseeesssesessnssnessss s
Sonoitinracamt oo
D IO, WY s G AR oo R R s R S s s e e e

5. EYESIGHT, HEARING AND SPEECH
o Aid(s)/substitution(s)? )

Excluding the aid(s) o
Do you /substitution(s) used &f&
(does he) </ 5

have difficulty 2[4/
ave difficulty: S

LIMITATION =]
Adequate TOTAL e

Minor | Major | LOSS

Type of aid(s)/substitution(s) used?

= Comments

Beneficiary

SEEING?

Care-giver

Beneficiary 3

HEARING?

Care-giver

Beneficiary

SPEAKING?

Care-giver

Comments:

\ ' i
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Section 6 is used to obtain detailed information as to the beneficiary's **Physical Mobility . This is assessed in relztion
to three asgects: limitation or less of one or more limbs or parts of the bady, rehabilitation and range of mobility. The
first aspect (5A) concerns physical impairments that limit the beneficiary's movements. The second aspect (68) sgeci-
fies any renabilitation program already undertaken in regard to the mobility problams identified. Finally, the /ast aspect
(6C) is used to assess the beneficiary’s ability to move about on his own within his environment, l.e. without help from

others but tzking the aid(s) used into account.

6A- A cescriotion of tne nature of the problem must be given for each part of the body affected by a LIMITATION (ex: trem-
bling. gresiems with gripping. pain, etc.). An indication must also be given as to HOW LONG the beneficiary has been
affec'=z by the croblem. Since mability problems are to a large degree progressive in nature, it will not always be possi-
ble tc gwve a precise date. In such cases, an estimate of when the probiem first appeared should be given.

2 sou. . (ihe bensfziary is..) RIGHT-HANCED CR LEFT-HANDED? crovices an essanual tem of informa- -

= =caguse Lea
0N “=r rEmach taTon werkars. Mnen reiated (o cata cencarning the imgairmants, inis ,nformation helps to more accura-
e 4 32iarmineg ncw serious the loss of aulonomy is ana inus to bet:a- assess what type of intervention is required. Pt
sx3~z.3. 27 zri-nanced cerson sutferng from hemiglegta on the right side does not experience the same ype of o
cutiss 35 a .ef-nanded person with tne same affliction. He may therefore. by that very fact, neea services of a differz=nt
nare

In the AIDIS) USED section. it is important to indicate only those the beneficiary actually uses. For example. ne may own
a wai«<er. but never use it

Also. if tne beneficiary uses a PROSTHESIS or ORTHOPEDIC APPLIANCE, the assessor is requested to specify the type.
An ORTHOPED!C APPLIANCE is used ‘0 carrect a limb or part of the body suffering from a limitation (ex: orihccedic shog).

A PACSTHES!S ac's as a full or partial replacement for a limb or crgan (ex: an artificial leg).

o

When the beneficiary uses one or more aid(s), you must indicate whether he NEEDS ASSISTANCE to use it. This may nvaiz2
help:

— n nstalling (ex: puting on. removing. attaching, agjusting a prosthesis. £ic.)

— in transferring (ex: from a wheelcharr to a bed, the bath, the toilet. the car. etc.)

— in moving (support, pushing a wheelchair, etc))



6- PHYSICAL MOBILITY

A- Limitation or loss of one or more limbs or parts of the body

BENEFICIARY: Do you have difficulty with certain movements? Clyes Uno

CARE-GIVER: Does the beneficiary have difficuity with certain movements? Dyes Ulno

Part(s) of Description of the limitation for each part affected; for how long?
the body Beneficiary Care-giver

Right or left
hand

Right or left
arm

Right or left
hip

Right or left
leg

Right or left
foot

Right or left
side of body

Cervical
region

Spinal
column

Generalized

B cC-G B Cc-G
Are you... (Is the beneficiary...)? right-handed? ] [ left-handed?]  [J

Do you use (does he use) any of these aids?

ca

Danhopedic appliance:.....cccccuueeeens

[prosthesis:..........co...... BE B8
U wheeichair (manual) } Does he own it? [Jyes [no

cG
DI’IOﬂB

Dcane

Dwalker

tripod, quadripod
[Jramps, support bars

D motorized wheelchair
E[ T —

aooOodge
O000ge

If any aid is used: do you (does he) need help to use it?
{ex.: for moving, transfer, installation, etc.)
B c-G
a Cno

D Eyas, specify the type of assistance required: D R

Comments:
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6B-

6C-

This part covers 1~2 REHABILITATION ascect.
The z2ssassor atzcnas any rs:svant ranaopihitation report

The pensficiary’s RANGE OF MOBILITY refers to the “distance” he is acle to move on his own from a fixed point. In this
case. his bed. A perscn’s range of mobility can change with age. The normal range of mobility is then considered as
the usual range of mopility for persons of the same age group. In the following scale. the first three categories cover
a normal range of mooility while the remaining categories correspond to a progressively mare restricted range of mopility.

The categories are mutually exclusive, so the two responcents are 1o ingicate oniy one 2acn If the " fuil mopility ™ cate-
Jory is indicated (by either respondent). the assessor moves directly to section 7 (for the rgsponcent in question). If
not. he completes the other questions of section €C.

The categories ars aefined as follows:

« Full mobility: perscns in this category have a normal range of mogiiity

« Fuil mobility with occasional restrictions: this category includes persens with intermittent ¢isapilities :cnanging course of
the iliness. for instance, in the case of rheumatoid arthritis or ostenarthrosis. cersons suf‘errg from pronchitis whes=
mooility is restricted Sy 'emporary cimatic constraints. persons with severe asinma...) Excaot for paricds of :l@mporary
disapiity, tnese gersons have a normal range of mouvility

« Full mobiiity at reduced speed: :his category incluces persons with a normal range of mooility except trat they move
more siowiy as a result of, for example. poor eyesignt. Insecurity, or, in an uroan setting. pecause of aifficulties in using
Sudlic transconal on. aithough tha cersen aiways manages (0 overcome thesa difficulties without

o Full mebility aver a reduced rang2: this category inciudes persons wnese maoeiiity (s regucea as a result of, for example.
o . rit; fragility. weakness. cardiac or resgiratery preolems; Or ‘0 an urban setting, as a result
ouplic ransoortation at all times. These carsons can move aooul witnout assistance oeyond the
s of *heir ~esidence. but cannot go everywhere “without assistance . Their range of mopility 15
n a ncrmal range.

» lohility restricted to the establishment and its surroundings: this category includes persens whose movements are ordina-
rily limited to the area surrounding the establishment.

« Mobility restricted to the establishment: persons in this category normally can move about oniy within the establishment,

« Mability restricted to the floor the room is located on: persons in this category normally can move about only on the flcor
ynere their room 1S located.

» Mobility restricted to the room: sersors in this category are restricted to their room.
« Mobility restricted to the chair: cersons in this category are confined to their charr
« Mobility nil; persons n this categery are confined to a bed.

Note: the preceding scale was adapted from the ICIDH - WHO - 1980.

FACTORS RESTRICTING MOBILITY cesignate the indicators that may help to understang what 's resiricing the penenc.ary s
mobility. Factors inherent to the berehiciary do not necessarily correspona !0 an 2staciisned meaical olagnesis



6- PHYSICAL MOBILITY (continued)

—
B- REHABILITATION (if mobility problems have been previously Indicated)

Have you (has he) previously undergone rehabilitation for your (his) mobility problems?

Beneficiary

D yes, specify:

Care-giver

C- RANGE OF MOBILITY

Bearing the aid(s) in mind, BUT EXCLUDING ASSISTANCE FROM OTHERS:

cG

C]!’uil mobility — Move to 7

[Itull mobility with occasional restrictions

Cltun mobility at reduced speed

Ctun mobility over a reduced range

Dmobil'rty restricted to the establishment and its surroundings

00000

Specify the factor(s) restricting mobility

Inherent to the beneficiary
B cG
[(restriction in the mobility of one or more limbs
Darnpuiatjon of one or more limbs
meblams with balance
Dpsycholog{cal problems
Olcectty

Qo0Oad

Independent of the beneficiary

B CcG

= [structural barriers, specify: . -
D (iack of physical resources, spec:fy
d lother, specify:

If the factor(s) is(are) independent of the beneficiary,

specify what his range of mobility might be if such obstacle(s) were removed.

Beneficiary: how freely can you move about?

Care-giver: how freely can the beneficiary move about?

cG

[Jmobility restricted to the establishment

[ mobility restricted to the floor the room is located on
Dmobilily restricted to the room

Dmobiiity restricted to a chair

[ mobility null/confined to bed

0

CG

[obesity

cardiac problems

Drespiratory problems

(inactivity, low activity level

Ulother, 51« T-To7] ) 2o RO ot

00000

Commants:

Cowprghl L} 1944, EAUL, CTMLZ #3 Al (s masved Reueimfoa fon op MELY mitooaed 2p L LT ]



Section 7. “Functional Autonomy . is designed to assess the beneficiary’s ability to perform a number of everyday
tas«s. The tzsis inciudad in this section were chosen to represent the range of tasks a person regularly carries out
to ma:ntain h=2aith and well-being. They are grouped by theme.

. 'ha benefictary is graded accoraing to the four following degrees of auioncmy
v ceforms the acuvity UNAIDED.
-eguires ASSISTANCE FRON OTHERS to perform the activity.

This may ‘nvcive supervision. menitoring, partial assistance. etc. In eacn case. the assessor must obtain the information
rom the care-givar ~2iative to he type of assistance given.

* Tne beneficiary coes not perform the activity, somebody else does it for him. In other woras. the acuvity 1s performed
BY OTHERS.

* The category ACTIVITY NOT PERFORMED covers a situation in which the activity is simply not cerformed, neither oy the
ceneficiary nor by somebcedy eise. (ex: going out of doors in winter)

As indicated on the rgnt side of *he table. if an activity is performed WITH ASSISTANCE FROM OTHERS. BY OTHERS or NOT
PEAFOAMED, it 1s imcenant that the assessor cotain irom the care-giver the reascns for this situation. if the reasons zare
‘ncepencent of the czneficiary 121 rules of the establishment. structural barriers. etc.), the care-giver must give some
indication of the tenefiziary’'s FOTENTIAL to perform the activity in question.

The activites we ar2 concsrnes with are as follows:

Siring a mesl: prepar ng a pata or tray, sitting dewn to eat.

Ex¥'ag c.~ -g or ¢'m2nw's2 mar.pulating food, eatng and drinking during meais and snacks.

Eriz3ring P5ol masis: orecaring snacks. lunch,.., ’

fraganing full meals: orzparng adzguate and substantial disnes (compining, mixing, cooking. . fcod).

Tz<'ng madicing: foi'swing the instructions of the prescription(s), ccening the container(s; and !aking the meag.cine.

'zshing goizzif ocregarng the wink or basin. the toiletry ariicles. wasming and dressing oneseif regularly.

Te'’s1 2 ze:h/shower: running the oain, entaning the oathtub (or showsr). wasning onessif. getting out of the bathtub for

sroser gry.ng onszaif,
«3IT0Q ©7273 Gair creoaring the ariicles reguired. ~asning the hair. arying, storing the aricies

Jrinziagiundreniing: crecaring the cicines to te worn, putting them on, tying ore's shees, putting on accessares. undressing
and stonng ira ciothes,

Ucing the tailet: unaressing (as needed), settling oneself on the toilet or commode, cleaning, getting up. dressing.
Gsiting ug/lying down: moving from a lying position to a standing position and getting back into bed.

/alking: going from on place to another, moving on foot (with or without mechanical aid) (excluding going up/down the
zrairs and getting zoout in a wheelchair).

Gorng outside - summer: walking at least a short distance outside in the summer and returning with little difficuity.
Gaoing outside - winter: 'walking at least a short distance outside in the winter and returning with little difficutly.
Gaing up/doan the sizirs: using the stairs either to go up or come down.

Skopping: going outsice 10 do one's shopping.

Using the telephaone: picking up the receiver, dialing the number and communicating.

Doing regular housework: performing the usal househoid tasks such as dusting, rroning, etc.



7- FUNCTIONAL AUTONOMY

[ BENEFICIARY [
jAc:t. perl'on-neg/ T [.Acl.

If “*With assistance from others'’, specify the type of assistance given.
If ** Activity performed with assistance from others, by others or not
performed'’, indicate the reason(s) and if independent of the benefi-

—
Do you
(does he)

perform the

following activities?

ciary, mention his potential to perform the activity in question.

- serve your own meals

- eat

- prepare light meals (lunch)

- prepare full meals

- take care of your medicine

- wash yourself

- shave

- take a bath/shower

- wash your hair

- dress, undress

- use the toilet

- get up/lie down

- walk

- go outside - summer

- go outside - winter

- go up/down the stairs

- do your shopping

- use the telephone

- do regular housework

- other

J

Comments:
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SHORT-TERM refers to a pericd of less than three months.

In section 8, “‘Elimination ", the assessor must specify the frequency with which incidents of incontinence occur, either
on a daily or weekly basis. Regardless of whether the beneficiary uses an aid or not the assessor must specify whether
an aid is needed, and give details of any problem(s) related to incontinence, such as: the person must be taken to
the toilet regularly, access to the toilet is restricted by structural barriers or distance, the person is unable to clean
himself, etc.

Section 9, "‘Specitic Care Required’" is to be completed with the care-giver. If the beneficiary needs a particular type
of care, it is important to provide as much information as possible concerning the administration of such care. For ins-
tance, the beneficiary needs some form of assistance to clean a stomy at regular intervals.



7- FUNCTIONAL AUTONOMY (continued)

("To be answered by the beneficiary and the care-giver
Explain-
B CG
During the past year, has improved EA e R
your ability to perform has not changed U E]
these various activities... has decreased 5 I (T
has decreased markedly O 0O

To ba answered by the care-giver
Do you anticipate any improvement in the short term in the beneficiary’s ability to perform these activities?

Clyes (ro

If yes, specify: .

COMMBALS: i smaiaais i s i i

8- ELIMINATION

Beneficiary YCare-giver
Do you suffer from incontinence...? Does the beneficiary suffer from incontinence?...

Urinary [(Jno Dyas-—* [ diumal

frequency: ...

Urinary Dno Dyas*—' Ddiurnal !:'nocturnal [Inocturnal

frequency:

[Jno aid required

[Jno aid required
[] aid required, specify:

(Jaid required, specity:

[Jno aid
D condom E] catheter
[incontinence pad

[Ino aid
(Jcondom [catheter
[Jincontinence pad

[(diurnal [Jnocturnal

frequency: ...

Fecal [lno Byes—'

Fecal [lno Dyas-—- (diurnal  [nocturnal

frequency:

Dno aid required

[ no aid required
[ aid required, specify:

[ aid required, specify:

D no aid
0 colostomy
D incontinence pad

[(Jno aid
O colostomy
[Uincontinence pad

Give details of any problem: Give details of any problem:

COMMBIE. . oot s dinimssasssensss

9- SPECIFIC CARE REQUIRED (if relevant)

Care-giver

Indicate the specific care the beneficiary currently requires (attach nursing report, if relevant)
Dgaslric feeding tube [:loxygen [Jsuction ot secretions Uinsutin - [l stomy Ddisimpacting Dbandaga(s)

Clother st

Remarks (ex.: beneficiary is autonomous or needs assistance, type of assistance, frequericy, etc.)

e,

by EROS
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Section 10 dea/'s vith the Banaliciary s 'Hazits”. Cuailty of sle2p. tokacco use. consum
associated events are imzartan? hca*s of averyday iif2. The beneficiary s opinions o
of his well-being and. wnen relalzd to other information from the autonomy assessment, ar
of some of his problems cr their consequences cn his heaith fex: quality of sleep versu
type of diet versus financ:al pretiems. elc).

tnm

10- TOBACCO-ALCOHOL
If the beneficiary s—cxes or consumes 2icohol, the assessor must pay particuiar aitenticn 10 the orcZiems w hich may
accompany tnese "2zt

TOBACCO: 'Is MONITCRING n=2c2c wnen the peneficiary smekes?’

Monitorirg means =2 gressrca of or assistance oy ancther persen or any form of protecucn rex: croteclve apron).
The cereficiary s DIET 3 zniz-22 unca~ m2 macr ‘ood categenss. W .in imis infermanan [ 3ngcu g oe coss.cle to celtedt

5
any eveniuar deficie~cigs comeareg 7o ire catsgones of 'oca neeceg fora paizrceq 2 et
SUBSTITUTES inciuce 2585 ©resse anc SJuminous DIants (8x: STHCXDSas). a™Morg Jihers

Trne BREAD AND CESEALS catszcry 2iss rciudes sizrony focds fexe . pastai.



10- HABITS

Do you consume alcohol (beer, wine, spirits)? [ yes (no

COMMBIIIE. oo i i i s v s S5 S T S st ety

APPETITE - FOOD - DIET
Do you USUALLY have a good appetite when you eat? Dyes [(Jno

Where do you usually eat?
[ cateteria

(Jcommon room [Jroom

Dchair
(Jbed

L

[Dyes, type of monitoring and why:

Does the beneficiary consume alcohol? Dyes Ono
Uno

Dyes, type of monitoring and why: ...

If yes, is monitoring required?

- Beneficiary g Care-giver G
REST-SLEEP REST-SLEEP
In general, are you satisfied with your sleep? Oyes [lno In general, does the beneficiary sleep well? Clyes [lno
If not, why? It not, why?
Do you take a nap during the day? Dyes Uno Does he take a nap during the day? Dyes [no
............. .

TOBACCO-ALCOHOL TOBACCO-ALCOHOL )

Do you smoke? Dyes Ono Does the beneficiary smoke? Clyes [lno

Comments: If yes, is monitoring needed? [no

{

Whly. Rarely

Did you consume...? gl M
e milk and milk products

e meat and substitutes

» fruits/vegetables

» bread and cereals

* sweets, dessert, soft drinks,
* water

= coffee, tea

8 OIS o nmnmingas

goooooo 2
Ogoooooo
Oooooaoa

Are you currently on a diet? Dyas Uno
It yes, what kind of diBt?.........oiiciiiiinis s

Was it prescribed by a physician Dyes Uno

DENTITION

APPETITE - FOOD - DIET

=3 ; ¥
Does the beneficiary usually have a good appetite when he eats? ]

Is the beneficiary currently on a diet? Dyes [no
It yes, what type of diet? . ...

es

no

Do you have problems with your teeth (natural or dentures)?

[:]yas Ono If yes, specify:

.

DENTITION

Does the beneficiary have problems with his testh

(natural or dentures)? Dyes Uno it yes, specify:

Comments: ... ...

Copyright © 1985, EROS, CTMSP 85. All rights res by MSSS
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Section 11 covers the beneficiary's *‘Family and Social Relations . This is an important aspect of his psychosocial situa-
tion. The assessor explores this aspect with the beneficiary, using the indicated themes and records the latter’s ans-
wers, impressions and comments in the appropriate spaces.

The assessor is asked to pay particular attention to the beneficiary's emotional and sexual life. In addition, he must
be alert to any sign of violence, exploitation, etc.



11- FAMILY AND SOCIAL RELATIONS
( Do have: ™
s R s No ves | How often are you in touch with them (visits, phone calls etc...)?
* children? No.
» grandchildren? No.
» relatives?
« friends?

NATURE OF CONTACTS AND BENEFICIARY'S SATISFACTION

Specify the nature of the relations the beneficiary maintains with his family on the one hand and with other members of his circle on the other.
Indicate his opinion as to his satisfaction with these contacts.

Relations with family (spouse, children relatives) .

HOW THE BENEFICIARY PERCEIVES HIS CURRENT SITUATION VIS-A-VIS HIS CIRCLE
Specify how the beneficiary perceives the impact of his loss of autonomy on his circle. . ...

J
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11-  PARTICULAR EVENT(S) may pe associated with the beneficiary himself or with any other person in his circie

Section 12, “Personal and Community Activities', provides information concerning the beneficiary's usual activities
or occupations, as well as his centres of interest. This information reveals another aspect of the *‘psychosocial situation’'.



11- FAMILY AND SOCIAL RELATIONS (continued)
.’
ent situation? Dyes Uno

Has the beneficiary experienced one or more PARTICULAR EVENTS that has(have) a continuing impact on his curr

If yes, specify the(se) event(s), when it(they) occurred and the beneficiary's reaction to it (them).

Comments: .o
o )
12- PERSONAL AND COMMUNITY ACTIVITIES

N

How do you spend your time during the day?

Do you go outside for these (personal, recreation, social, etc.) activities?

Dyes, specify for which activities: ...

[(Jno, why not? ...

Are you satisfied with how you spend your days? Dyes Cno

Are there any activities you would like to do and miss doing? Dyes no

If yes, SPECIfy: . . .

What is preventing you from doing it(them) now (ex.: concerns about money, structural barriers, €1C.). ...

‘VCAHE-GIVEH 1

How does the beneficiary generally spend his days? . . [ R

Would you say the beneficiary's usual activities indicate problems for himself alone (ex.. isolation, lack of interest, etc.) or for the people around him
(ex: demands a lot of time, attention, O1C. )

Comments: ... .
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Section 13 deals with the beneficiary's econcmic situation. Perticular attention is a.c (o the "Sudcet Manager @t

aspect.

W
\
1
L
(1]

13- .fihe beneficiary ¢ces nct marzge mis owr JULEET, s mocrant 10 ascural
or PRIVATE GUARDIAN) nas assumszg this resconsitiity on nis beha

PRIVATE GUARDIANSHIP 's awarced in cases in wNiC™ A parsan s judged o ce | =oie ¢f nnis:3rng his proogsy
Tre application ior ‘niergiction must Ce sudmitted oy 2 member of the famil § i f iy GO and cenfirmes
by a judge.

PUBLIC GUARDIANSHIP 1s awarded in cases in which 2 FErscn is jucgecd 10 ©2 S C2ZZED'E oF 3CTin.s =i oiopany
en the basis of a mec'cal certificate of mental incapacity 1ssued by 2 psychialrsi.
Section 14 conc--m3 "Ta2 Biasiic.ery’s Omion Nih Pioncotic v Sitaction frd miiT2amiTan Ine L0 NED s &
Remsrss ' ThE 35585490 2o3naas an indicaiicn ag o w12 Senaisinry’s zyantual rogstionsinrasard o o2 Cr it s St
sibl: poosIments (r3lurn 2 G2 Acme, G :rinidrmyeaiita of ingitulicnsz! rascurce).



13- BUDGET MANAGEMENT

Do you manage your own budget? Dyes Clno

If not, who manages it for you? [:|3p0use [ehild Dparent Clfrienad [ public guardian Dprivate guardian Uother,

reason(s): . . .

Are you satisfied with how your budget is being managed? Dyes [Jho
If not, why? .

What is(are) your main source(s) of income? _

Do you have money available for everyday expenditures? ] yes (no

Comments: .

14- THE BENEFICIARY'S OPINION WITH RESPECT TO HIS SITUATION AND ORIENTATION, AND THE ASSESSOR’S REMARKS
=

At the present time, what major problem(s) would you like to see settled as a first priority?

Have you previously taken any steps to solve this(these) problem(s)? Eyes [:ino
If yes, specify for which problem(s) and with what result?

What solution(s) do you currently contemplate to improve your situation? (Give your opinion on the advantages and disadvantages of the solution(s)
contemplated).

J
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Section 15 sroups certain information conicarning the beneficiary’s intellectual capacities, his emotional condition and
his behaviour.

The bereficiary's psychological and behavioura! profilas are key factors in assessing his autoromy. Th2 assessor is
requesied to pravide as much documszntation a5 pessibiz ccncarning any groblem noted.

15A- INTELLECTUAL CAPACITIES
TIE CRIENTATION: 3o/ iy "o situzte nimself r ume, thatis. to separate past, present and future. cav and nignt, moring

ang amarcer, 2°¢

- 3PACE SRENTATICH: 22 iy to siuate himsalf in space. Nat s, 1o Xnow wigre ne s pnysicaly
- QAIZMTATISY MITH RESFECT TG PERSOlS: anility to make gocd contact with pesgie and raaiiy. inal 8. 10 Siint..3r
cenzer rzznary or 2esired events and actual fasts.

- LC,G-TEAM METIQRY: as. iy 0 rememeo2r pasi evenis and ng.r associaucns.
- SHCAT-TER!N MEMCRY: zouity to rememeber rec2nt 2venis and neir assccialions.

- ATTENTICH: 20ty 'o concentrate On an a particular ooject or itzm of mnformation.

- CUMFAEHENSON: aouiy o recsve nformaten and process i 1grasp and interpret the meaning).

. JUDGMENT: acuity "0 taxe a siand. make a decision 1n regard to an event or item of information.

- ADAPTABILITY: =211y to Secome zccustomed and adjust 10 @ new environment or surroundings. 10 new siualons.



14- THE BENEFICIARY'S OPINION WITH RESPECT TO HIS SITUATION AND ORIENTATION, AND THE ASSESSOR'S REMARKS (continued)

\
How would the beneficiary react to an eventual change of living enviranment? ...
If the beneficiary must move to a different environment, specify his wishes, if any, and the reasons for his choice.
............... )
15- INTELLECTUAL CAPACITIES, EMOTIONAL CONDITION AND BEHAVIOUR
{~ (For the assessor and the care-giver) No Problem )
A- INTELLECTUAL
gA:—kCITIES problem How does this problem affect the beneficiary, and since when?
A
Time - orientation
cG
A
Space - orientation
cG
Orientation with respect A
to persons i
A
Short-term memory
cG
A
Long-term memory
caG
A
Attention
cG
A
Comprehension
cG
A
Judgment
cG
A
Adaptibility
cG
Comments:
\. _J
Copyright © 1985, EROS, CTMSP 85, All rights reserved. Rep by MSSS by EROS



153-
and

C- The assessor comoizias the "EMOTIONAL CONDITION™ and "BEHAVIOUR™ seciions oased on his cwn opservations and infar-
mation sucsiied by the care-giver.

Section 16, “Assessment Context’’, is used lo identify the person(s) questioned during the assessment, and for com-
ments on the conditions under which the assessment took place (ex: beneficiary very cooperative).

16- BENEFICIARY ALONE: indicates the beneficiary was the sole source of information with respect to questions addressed
to him scecifically.

BENEFICIARY ALONE IN THE PRESENCE OF ANOTHER PERSON:
:ndicates the beneficiary was the scle source of information with respect to questions addressed to him specifically.
but that his answers «~ere given in the presence of ancther person.

BENEFICIARY WITH HELP FROM ANOTHER PERSON: indicates another person participated in the assessment interview(s)
with the beneficiary and this person helped him answer.

If this category 1s inaicated. the assessor must provide the name and teleponcne number of the person who helped the
beneficiary. nis relaticn to the benefictary and the main reascnis) for this situation.

PERSON OTHER THAMN THE BENEFICIARY: nc cates the peneficiary dig not participate :n the assessmeant nter.i2w(s; and
aroirer sers2n anssarsa the guesiiens ~srmally azdressed 1o the denehiciary
P S w80 003y TateEd, 82 253er Lo st £0 L betre pame and e mone numcer of the oers3n aho subsl tuteg

Lr g e Y Ths BghEng RIS : . RN radsCis or s Zluatien



15- INTELLECTUAL CAPACITIES, EMOTIONAL CONDITION AND BEHAVIOUR (continued)

(_
FOR THE ASSESSOR w

B- EMOTIONAL CONDITION
Describe what best characterizes the beneficiary's emotional condition (feelings, humour, emotions, will. motivation, etc.)

C- BEHAVIOUR
‘Does the beneficiary exhibit any behaviour problems?[]yes [Jno—Move to 16

If yes, describe his problem(s) (manifestations, relations with others, attitudes to objects, etc.) .. ..

Identify what appear to be the most effective means for controlling this problem behaviour. ...

Does the beneficiary require means of physical protection [jyes [Jno

If yes, specify: .. .

Comments:

=
16- ASSESSMENT CONTEXT

Identity the person(s) interviewed during the assessment process

Dbaneficiary alone

[(beneficiary alone IN THE PRESENCE of another person, who?
{ O beneficiary with HELP from another person
LE] PERSON OTHER than the beneficiary

VAN POBSOM(SY: .ooooorooocooeooeeere oo soeeesieesessisossoeess bbb R84485 AR 630 e A S
Helping or substitute respondent Name: R AR Y A . Telephone: ..
REIGHON 10 DENBHCIAIY.......... ...coooecsvesmmsmnsssssemsesesssessaessssssssssssiois b b s o b s

Assessment context (mood, beneficiary's attitude, difficulties encountered...) ... .. ... ... ... _

_csoph
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In section 17, “Summaery of Problarms and Rzcommendations’’, the assesscr summarizes his assessment interviz.¥(s)
with the beneliciary. idantifying the latter's major problam(s), action(s) already taken and the results obtained. and for-
mulates recommendations.

The assessor's role is crucizl here. Because of his special position (direct contact with the beneficiary). he has the
opportunity to isciate the major items of information the multidisciplinary team needs to take into consideration when
it stucies the bansficiary's case and assesses the services required. those which require closer attention.

The assessor is tharafore requested to proceed on a PROBLENM BY PROSLEN basis. indicating in each instance if any
action has been taxen to achieve a solution and if so. by whom (within the netivork or otherwise), the results obtained
and. finzily. he is raquested to suggest which means should be used to try to scive the problem(s) ebserved.
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18- AUTHORIZATION OF BENEFICIARY
= By

| authorize appointed by

Name of assessor

to release the information contained in this form to the persons responsible for evaluating my appli-

Name of referring establishment

cation for services, as well as to the establishment where | may eventually be referred.

Signature of beneficiary Signature of authonized representative if beneficiary is incapacitated

CAPACITY OF REPRESENTATIVE?
Uparent or person responsible gpublic guardian

gprivate guardian E‘Iegally authorized person

Date of authorization

Copyright T 1985, EROS. CTMSP 83, All nghts reserved. Reproduction by MSSS authonred oy EROS
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CTMSP

CLASSIFICATION BY TYPES OF PROGRAM IN
EXTENDED CARE AND SERVICE FACILITIES

BIO-PSYCHO-SOCIAL AUTONOMY ASSESSMENT FORM

(Facility: short-term care hospital centre)
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CTNMISP

CLASSIFICATION BY TYPES OF PROGRAM IN
EXTENDED CARE AND SERVICE FACILITIES

(Facility: short-term care hospital centre)

A: Assessment of the beneficiary's autonomy

B: Complementary assessment of the beneficiary’'s autonomy undertaken with
the significant person

[~ USE OF FORMS A AND B

Situation 1 Any person for which there is a presumption of a change of living
environment

e Forms A and B are mandatory

Situation 2 Any person presenting major risk factors
e Form A is recommended

e Form B is optional

Special directions: in the event the beneficiary is unable to answer because
of his condition (confusion)

* Complete for A with the care-giver




MINI-GUIDE

Note: The masculine form is used to designate both men and women.

The first five sections are used to obtain general informatien concerning the beneficiary.

1=

The first section is used to identify the beneficiary, resource-person, care-giver, other professional(s) who participated
in the assessment and finally, the assessor.

BENEFICIARY'S FAMILY NAME AND GIVEN NAME AT BIRTH, AND FAMILY NAME OF SPOUSE.
If a woman beneficiary is separated, divorced or a widow but continues to use the name of her spouse, be sure to record
the name she normally uses.

The RESOURCE-PERSON is defined as the person upon whom the beneficiary can call in time of need (ex.: a child, friend,
neighbour. etc.). During the assessment and orientation process. this person may also act as intermediary between the
assessor or health/social worker and the beneficiary.

The CARE-GIVER is on the staff of the establishment where the beneficiary is hospitalized. He knows the beneficiary well
and may also be a key source of information in assessing autonomy. The care-giver is called upon to provide information
concerning the beneficiary's sensory-motor capacity, his functional autonomy, the specific care he requires, his habits,
intellectual skills, emotional state and behaviour.

During the assessment process, the assessor in charge of the case may call upon the services of one or more participa-
ting professional(s). In such cases, the assessor must indicate his(their) name(s) and profession(s).

The ASSESSOR is. the person in charge of the process of assessing the beneficiary. He must record his name, specify
the establishment he is attached to, provide his telephone number at work and indicate the date of the assessment.

The ASSESSMENT DATE is the date on which the assessment process is completed, more specifically, the date the form
is completed. It is very important that all the information entered on the form at that time reflect the beneficiary’s current
condition.



1- IDENTIFICATION
/Name and family name of the beneficiary at birth Name of spouse )

Health insurance no. Social insurance no. (if available)

Name of the establishment " |Date of admission

- Y

(~ R

R SOUNCE-DBISON c.....vevssssesssssssinssssssondubensasiabeiunnssssovenasrnss s e s EA LS a 0o E e LSy e S S S S e e s b g s
AT BT oo s s st AT T S T L e N S 8008 S B ST A S A Er e s n e n ey
Telephone NO.; (NOME) .....ccoovveervrieerriereceriniiecreinaneseeeeesssessanesssrssmssnnssoensnensenes. (OFIBB) i
S LT U I Lol a1 Ly U UU USRS P eSO PR S SEE  SE S

(0 130111 (=18 | £ OO P PP L e L R R e SRR

EJaregwer:.,,,.,,,....,,,..,..,....,,,,,..,,, Telephones: s

Professional(s), other than the assessor and the care-giver, who have participated in the assessment of the beneficiary's autonomy:

[T a0 GO U US U U U TSP OTUTTRIN o (o 1= --1-11 | B S e e P PP PP T SCPPPERLE

Y - T PO DU IR NP ETRTUTIIODRI o (o[- 111 o ) LA P P PP PPPe o PP Y PP S EUE LIS E R S L
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For beneficiaries with NO SCHOOLING. you are requested to indicate whether he is able to read and write.

The assessor specifies the beneficiary’s ETHNIC ORIGIN and RELIGION if he feels this information is relevant to the assess-
ment and eventual placement. When required, he provides details on these aspects if he feels they may have a signifi-
cant impact on the placement.

MAIN OCCUPATION(S) means the activity (remunerative or not) to which the majority of the beneficiary’s time is (or was)
devoted.

The USUAL RESIDENCE refers to the beneficiary's permanent domicile

Generally, a distinction is made between an APARTMENT and a FLAT. An apartment is part of a building (with many apart-
ments) with a common entrance for all the residents, while a flat has its own private entrance.

A TEMPORARY RESIDENCE indicates where the beneficiary was housed on a provisional basis prior to his admission 1o
the STCHC. while his usual residence remained available. For example, a person living in his own dwelling may be
faced with certain cifficulties and decide to reside temporarily with a reiative. He 1s admitted to the STCHC during his
stay with them. The beneficiary's personal address is entered under “Usual Residence”’, and the relative's address under
“Temporary Address'.

The FORMER RESIDENCE refers to where the beneficiary lived for the longest period of ime This may turn out to be his
current residence.

The purpose of the question '... is that PLACE still IMPORTANT to you?'"', is to learn whether tr.e peneficiary is still attached
to the place where he spent the greater part of his life, whether he still lives there or nct (ex: family or friends, feeling
of belonging, attachment to surroundings, etc.). This information may be pertinent for the beneficiary’s placement.

Section 4 is used to enter the reasons which, according to the beneficiary, led to his hospitalization in the STCHC.
It is quite possible that this information may not agree with what the establishment has recorded on the benefi-
ciary’s file. Here, we are concerned with the beneficiary’'s version.



2. SOCIODEMOGRAPHIC INFORMATION
a Age | Sex

year month  day Place of birth
Date of t l

birth

O OwM

MARITAL STATUS Dsingte Owidowed [divorced [ separated L__lreiigious

[Imarried [de facto union ¥ age of spouse

LANGUAGE [ French E]English Clother, specify:

for how many years
(excluding single)?

SCHOOLING [ no schooling— can he read? Dyes Cno

can he write? Dyes [no

Delemsntary /primary Dhigh school [[Jvocational/technical Dcollagiateiclassical Duniversity

Ethnic origin (if pertinent) Religion (if pertinent)

Main occupation(s)

.

3- CURRENT PLACE OF RESIDENCE
—

A- USUAL RESIDENCE

Address of parmanent residence: ...

STATUS [owner [(Dtenant [boarder

You live there...?(Jalone  [Jwith others, Whom?

For how long have you lived in this neighbourhood (MUNICIPAILY)? e

B- TEMPORARY RESIDENCE

At the time you were admitted here, were you living at your usual residence? E:]yes—- Move to 3 [lno

If not, where did you live? address ...

residence Of...7 .

reason(s) . ..

C- FORMER RESIDENCE

in which city (region, municipality,...) did you live longest? ... el
Is that place still important to you? Dyes [no

. for how long? .

.. Postal Code ...

I s SRR R
|\
4- REASONS FOR ADMISSION TO THE STCHC
rWhal do you feel are the reasons for your hospitalization here?
i
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The MEDIATOR OF THE REQUEST is the person who requests ine sence for $e Demeficary Thes could e the beneficiary
~~pows_ 2ic ) or a staff member

o

himself. a member of his family (spouse, child, etc.), a person from nis orcie (FenC g
of the establishment or another organization: Local Community Senvice Cemter (LCSC). Socal Serwice Center (SSC) etc.

FACTORS TRIGGERING THE SERVICE REQUEST OR PROBLEMS AS DESCRIEED 3Y THE SENEFICARY
o= iad hire 1o Submet 3 request for a particular

ool nature (ex: family problem,

If the mediator is not the beneficiary, the assessor completes the secticn enttied REASONS GIVEN BY THE MEDIATOR, OTHER
THAN THE BENEFICIARY, IN SUPPORT OF THE SERVICE REQUEST.

Section 6 is reserved for information concerning the beneficiary’s sensory abilities, here understood as his “'Eye-
sight, hearing and speech’’. In the event of a specific sensory problem, the assessor is requested to attach any
specific examination report available (ex: speech therapy).

6-

A MINOR LIMITATION means a reduction in capacity which has very little or no affect on the beneficiary’s ability to carry
out his usual activities. The MAJOR LIMITATION category is used when the impairment is sufficiently serious to hinder
the beneficiary's ability to carry out normal activities that are necessary for his well-being.

Examples of TYPE OF AID/SUBSTITUTION:

— sight: eyeglasses, contact lenses. magnifying glass, large print, etc.

— hearing: loud voice, shouts, hearind aid. lip reading, telephone amplifier, TV decoder, efc.
— speech: written communication, gestures, sign language, shouts, sighs, etc.



—

Mediator of the request

5- CONTEXT OF THE REQUEST

RelAtion 10 DENBIIGIANY: ..iveuiiiiueseeiemi i e st ar e s s T

Has the beneficiary been informed of the request made for him?

Olbeneficiary [lother person 1 T L T

Date of the request: OO
Oro, 1 7 I I PR Lt s

Factor(s) triggering the service request or problems (health or social) as described by the beneficiary.

Reason(s) given by the mediator, other than the beneficiary, in support of the service request.

6- EYESIGHT, HEARING AND SPEECH

d Aid(s)/substitution(s)?
& i Excluding the aid(s)/ N
0 you have substitution(s) used VS
h(doesf:\e) /@ ér g Type of aid(s)/substitution(s) used?
ave difficulty T w /&
Adequate _UMITA ION Tatal 2 = Comments
Minor | Major loss
Beneficiary
SEEING?

Care-giver
Beneficiary

HEARING?
Care-giver
Beneficiary

SPEAKING?
Care-giver .

|
Comments
_ B,
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Section 7 is used to obtain detailed information as to the beneficiary's ‘'Physical Mobility™". This is assessed in
relation to three aspects: limitation or loss of one or more limbs or parts of the body, rehabilitation and range
of mobility. The first aspect (7A) concemns physical impairments that limit the beneficiary’s movements. The second
aspect (7B) specifies any rehabilitation program already undertaken in regard to the mobility problems identified.
Finally, the last aspect (7C) is used to assess the beneficiary’s ability to move about on his own within his environ-
ment, i.e. without help from others but taking the aid(s) used into account.

7A- A description of the nature of the problem must be given for each part of the body affected by a LIMITATION (ex: trem-

bling, problems with gripping, pain, etc.). An indication must also be given as to HOW LONG the beneficiary has been
affected by the problem. Since mobility problems are to a large degree progressive in nature, it will not always be possi-
ble to give a precise date. In such cases, an estimate of when the problem first appeared should be given.

The question “"Are you... (the beneficiary is...) RIGHT-HANDED OR LEFT-HANDED?" provides an essential item of informa-
tion for rehabilitation workers. When related to data concerning the impairments, this information helps to more accura-
tely determine how serious the loss of autonomy is and thus to better assess what type of intervention is required. For
example, a right-handed person suffering from hemiplegia on the right side does not experience the same type of diffi-
culties as a left-handed person with the same affliction. He may therefore, by that very fact. need services of a different

nature.

In the AID(S) USED sectian, it is important to indicate only those the beneficiary actually uses. For example, he may own
a walker, but never use it.

Also, if the beneficiary uses a PROSTHESIS or ORTHOPEDIC APPLIANCE, the assessor is requested to specify the type.
An ORTHOPEDIC APPLIANCE is used to correct a limb or part of the body suffering ¢rom a limitation (ex: an orthopedic shoe).
A PROSTHESIS acts as a full or partial replacement for a limb or organ (ex: an artificial leg).

When the beneficiary uses one or more aid(s), you must indicate whether he NEEDS ASSISTANCE to use it. This may involve
help:

- in installing (ex.: putting on, removing, attaching, adjusting a prosthesis, etc.)

- in transferring (ex: from a wheelchair to a bed, bath, toilet, car, etc)

- in moving (support, pushing a wheelchair, etc.)

- etc.



7- PHYSICAL MOBILITY
(A A
A- Limitation or loss of one or more limbs or parts of the body

BENEFICIARY: Do you have difficulty with certain movements? O yes [Ono

CARE-GIVER: Does the beneficiary have difficulty with certain movements ? Cyes (no

Part(s) of Description of the limitation for each part affected; for how long?

the body Beneficiary Care-giver

Right
or
left hand

Right
or
left arm

Right
ar
left hip

Right
ar
left leg

Right
or
left foot
Right
or
left side of bady

Cervical
region

Spinal
column

Generalized

B CG B C-G
Are you... (Is the beneficiary...)? right-handed‘?C] O Ieh-handad‘?D O

Do you use (does he use) any of these aids?

CcG

[J none

[J cane

E] walker

L—_‘ tripod, quadripod
O ramps, support bars

(] prosthesis:.........oo...... B CG B CG

] wheeichair (manual) } Does he own it? (1 [ yes (0 [l no
U] motorized wheelchair

(] other: .o,

00000
OO00o00e

If any aid is used: do you (does he) need help to use it?
(ex.: for moving, transfer, installation, etc)

B CG
O Ono

£ B yes, specify the type of assistance required:

Comments:

. o
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7B8- This part covers the REHABILITATION aspect.

7B-

7C-

The assessor attaches any relevant rehabilitation report.

This par covers the REHABILITATION aspect.
The assessor attaches any relevant rehabilitation report.

The beneficiary's RANGE OF MOBILITY refers to the “distance'" he is able to move on his own from a fixed point, in this
case. his bed. A person's range of mobility can change with age. The normal range of mobility is then considered as
the usual range of mobility for persons of the same age group. In the following scale, the first three categories cover
a normal range of mobility while the remaining categories correspond to a progressively more restricted range of mobility.

The categories are mutually exclusive, so the two respondents are 10 indicate only one each. If the “*full mobility” cate-
gory is indicated (by either respondent), the assessor moves directly to section 8 (for the respondent in question). If
not, he completes the other questions of section 7C

The categories are defined as follows:
« Full mobility: persons in this category have a normal range of maobility.

« Full mobility with occasional restrictions: this category includes persons with intermittent disabilities (changing course of
the iliness, for instance, in the case of rheumatoid arthritis or osteoarthrosis, persons suffering from bronchitis whose
mobility is restricted by temporary climatic constraints, persons with severe asthma....) Except for periods of temporary
disability, these persons have a normal range of mobility.

« Full mohility at reduced speed: this category includes persons with a normal range of mobility except that they move
more slowly as a result of, for example, poor eyesight, insecurity, or, in an urban setting, difficulties in using public trans-
portation. although the person always manages to overcome these difficulties without assistance from others.

« Full mohility over a reduced range: this category includes persons whose mobility is reduced as a result of, for example,
problems with eyesight, insecurity, fragility, weakness, cardiac or respiratory problems; or i an urban setting, as a result
of their inability to use public transportation at all times. These persons can move about without assistance beyond the
immediate surroundings of their residence, but cannot go everywhere "without assistance''. Their range of mobility is

thus more restricted than a normal range.

« Mobility restricted to the establishment and its surroundings: this category includes persons whose movements are ordina-
rily limited to the area surrounding the establishment.

« Mobility restricted to the establishment: persons in this category normally can move about only within the establishment.

» Mohility restricted to the floor the room is located on: persons in this category normally can move about only on the floor
where their room is located.

« Mobility restricted to the room: persons in this category are restricted to their room.
« Mobility restricted to the chair: persons in this category are confined to their chair.
« Mobility nil: persons in this category are confined to a bed.

Note: the preceding scale was adapted from the ICIDH - WHO - 1980.

FACTORS RESTRICTING MOBILITY designate the indicators that may help to understand what s restricting the beneficiary's
mobility. Factors inherent to the teneficiary do not necessarily correspond to an established medical diagnosis.



7- PHYSICAL MOBILITY (continued)
r A
B- REHABILITATION (it mobility problems have been previously indicated)

Have you (has he) previously undergone rehabilitation for your (his) mobility problems?

Beneficiary Care-giver
Ejyes. specify: i:]yes. specify:
no, why? 5 s o —— [Jno, why? .

Comments:

C- RANGE OF MOBILITY

Beneficiary: how freely can you move about?
Bearing the aid(s) in mind, BUT EXCLUDING ASSISTANCE FROM OTHERS:

Care-giver: how freely can the beneficiary move about?

B CG B CG
] [ tull mobility — Move to 8 (] [J mobility restricted to the establishment
O O sun mobility with occasional restrictions O O mobility restricted to the floor the room is located on
O O fun mobility at reduced speed O O mobility restricted to the room
(T tun mobility over a reduced range O o mobility restricted to a chair
O O mobility restricted to the establishment and its sur- ] O mobility null/confined to bed
roundings
Specify the factor(s) restricting mobility

Inherent to the beneficiary

B CG B CG

O ] restriction in the mobility of one or more limbs O O obesity

= d amputation of one or more limbs U [ cardiac problems

[1 [ problems with balance [0 [ respiratory problems

O O psychological problems O Od inactivity, low activity level

G cecity 4 [ other, specify:

Independent of the beneficiary

B CG

| :

O [ structural barriers. specify:

[1 [ 1ack of physical resources, specify:
O U1 other, specify:

If the factor(s) is(are) independent of the beneficiary, specify what his range of mobility might be if such obstacle(s) were removed.

Comments:

\ ®
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Section 8. "'Functional Autonomy ', is designed to assess the beneficiary's ability to perform a number of every-
day tasks. The tasks included in this section were chosen to represent the range of tasks a person regularly car-
ries out to maintain heaith and well-being.

For each activity, the beneficiary is graded according to the four following degrees of autonomy:
« The beneficiary performs the activity WITHOUT ASSISTANCE FROM OTHERS, but may use a mechanical aid
« The beneficiary requires ASSISTANCE FROM OTHERS to perform the activity.

This may invoive supervision, monitering, partial assistance. etc. In each case, the assessor must obtain from the
care-giver the information concerning the type of assistance needed.

« The beneficiary does not perform the activity, someboay &se does it for him. In cther words, the activity is performed
BY OTHERS.

« The category ACTIVITY NOT PERFORMED covers a situation in which the actvity is simply not performed. neither by the
beneficiary nor by somebody else. (ex: going out of doors in winter)

As indicated on the right side of the tabie. if an activity is performed WITH ASSISTANCE FROM OTHERS BY OTHERS or NOT
PERFORMED. it is imoortant that the assessor obtain from the care-giver the reasons tor this situation. If the reasons are
indepenaent of the beneficiary (X rules of the HC. structural barrers. eic.h the care-giver must give some indication
of the beneficiary's POTENTIAL to perform the activity in question.

The activities we are concerned with are as follows:

Serving @ meal: preoaring a plate or tray, sitting down to eat.,

Eating: cutting or otherwise manipulating food, eating and drinking during meals and snacks.

Preparing light meals: preparing snacks, lunch,

Preparing full meals: preparing adequate and substantial dishes (combining, mixing, cooking... food).

Taking medicine: following the instructions of the prescription(s). 0pening the container(s) and taking the medicine.
Washing oneself: preparing the sink or basin. the toiletry articles, wasning and cressing oneseif regularly

Shaving: shaving, nnsing

Taking a bath/shower: running the bath. entzring the bathtub (or shower), washing onese!f. getting out of the bathtub (or
shower), drying oreself.

Washing one’s hair: preparing the articles required, washing the hair, drying, storing the articles.

Dressing/undressing: preparing the clothes to oe worn. putting them on. tying one's shoes puning on accessories, undressing
and storing the clothes.

Using the toilet: undressing (as needed), setting oneself on the toilet or commode. cleaning, getting up, dressing.
Getting up/lying down: moving from a lying position to @ standing position and getting back into bed.

Walking: going from on place 0 another. moving on foot (with or without mechanical aid) (excluding going up/down the
stairs and getting about In a wheelchair).

Going outside - summer: walking at least a short distance outside in the summer and returning with little difficulty.
Going outside - winter: walking at least a short distance outside in the winter and returning with little difficulty.
Going up/down the stairs: using the stairs either to go up or come down.

Shopping: going outside to do one's shipping.

Using the telephone: picking up the receiver, dialing the number and communicating

Doing regular housework: performing the usual household tasks such as dusting, ironing, elc.

Doing the washing: gathering and sorting clothes. putting them in the machine, operating the machine. elc.



8- FUNCTIONAL AUTONOMY
r ] BENEFICIARY | CAREGIVER [ w
ﬁ\c&. perl'ormsd_‘," T /Al:t. per‘l'urrned/ b
Do you % £ 13 If With assistance from others, specify the type of assistance given.
o
(does he) o |2 : f " gé’ - 5 If Activity performed with assistance from others or by others or
e (& - 5 "
perform the following ; s a“:’ § § itfi’ 3.‘-'3‘5 g:" g not performed, indicate the reason(s) and if independent of the bene-
activities? = ;; al & 5 ;5 e/ & ficiary, mention his potential to perform the activity in question.
F= z = 5
o . 1
- serve your own meals
- eat
- prepare light meals
(lunch)
- prepare full meals
- take care of your
medicine
- wash yourself
- shave
- take a bath/shower
- wash your hair
- dress, undress
- use the toilet
- get up/lie down
- walk
- go outside - summer
- go outside - winter
- go up/down the stairs
- do your shopping
- use the telephone
- do regular housework
- do the washing
- other
Comments:
e e
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SHORT-TERM, refers to a period of less than three months.

In section 9, “‘Elimination”’, the assessor must specify the frequency with which incidents of incontinence occur,
either on a daily or weekly basis. Regardless of whether the beneficiary uses and aid or not, the assessor must
specify whether an aid is needed, and give details of any problem(s) related to incontinence, such as: the person
must be taken to the toilet regularly, access to the toilet is restricted by structural barriers or distance, the person

is unable to clean himself, etc.

** is to be completed with the care-giver. If the beneficiary needs a particular
ation as possible concerning the administration of such
lar intervals.

Section 10, ‘‘Specific Care Required
type of care, it is important to provide as much inform
care. For instance, the beneficiary needs some form of assistance to clean his stomy at regu



8- FUNCTIONAL AUTONOMY (continued)

To be answered by the beneficiary and the care-giver E
Explain:
B CG
During the past year, has improved El
your ability to perform has not changed =k Gl
these various activities. .. has decreased 1
has decreased markedly O Od
To be answered by the care-giver
Do you anticipate any improvement in the short term in the beneficiary's ability to perform these activities? Dyes (o
If yes, specify:
Comments:
\ =
9- ELIMINATION
rBe.mafin:ian,f YCare-giver w
Do you suffer from incontinence? Does the beneficiary suffer from incontinence?
Urinary [Jno Dyes—' [diurnal [Jnocturnal Urinary [ho Dyes—- [Idiurnal [Inocturnal
frequency: frequency:
. [no aid required k : [(no aid required
[Cno aid [ aid required, specify: Clno aid [Jaid required, specify:
[Jcondom [eatheter ' ' [Jcondom [Jcatheter ' '

[Jincontinence pad

Fecal [ Ino Dyes“ (diurnal  [lnocturnal

frequency:

[: no aid required

[Jho aid
[Haid required, specify:

] colostomy
[Jincontinence pad

Give details of any problem:

Eincontinence pad

Fecal [ lno Gyas—- [diurnal  [nocturnal

frequency:

(o aid required

(o aid .
: [ aid required, specify:

Ecolostomy
[Jincontinence pad

Give details of any problem:

Comments: . .

\

10- SPECIFIC CARE REQUIRED (if relevant)

(Eare-giuer

Doihar

Dgastrac feeding tube joxygen [Isuction of secretions

Indicate the specific care the beneficiary currently requires (attach nursing report, if relevant)

Gstomy Dinsulin 'jdisnmpacu'ng Ubandage{s)

Remarks (ex.. beneficiary is autonomous or needs assistance, type of assistance, frequency, etc.)

S

4

Cepynght s

1984, EROS, CTMSP 85 All ngnis ressrved Asproduction by M355 surhonred by EROS



Section 11 deals with the beneficiary’s ""Habits"". Quality of sleep, tobacco use, consumption of alcohol, diet and
the associated events are important facets of everyday life. The beneficiary's opinions on these aspects are an
indication of his well-being and, when related to other information from the autonomy assessment, are useful
in gauging the scope of some of his problems or their consequences on his health (ex: quality of sleep versus
consumpticn of soporifics. type of diet versus financial problems, etc.)

11- TOBACCO-ALCOHOL If the beneficiary smokes or consumes alcohol, the assessor must pay particular attention to the pro-

blems which may accompany these habits.

TOBACCO: ‘'Is MONITORING'' needed when the beneficiary smokes? Monitoring means the presence of or assistance by
another person or any form of protection (ex: protective apron),

The beneficiary's DIET is entered under the major food categories. With this information, it should be possible to detect
any eventual ceficiencies compared to the categories of food needed for a balanced diet.

SUBSTITUTES include eggs, cheese and leguminous plants (ex. chickpeas) among others.

The BREAD AND CEREALS category also includes starchy foods (ex: rice, pasta).



11- HABITS

( Beneficiary

Care-giver )

REST-SLEEP
In general, are you satisfied with your sleep‘?[:]yes (Jno

if not, why?

Do you take a nap during the day? [:]yes Ono

REST-SLEEP

In general, does the beneficiary sleep well? Dyes (no

If not, why? ...

Does he take a nap during the day? Dyes no

TOBACCO-ALCOHOL
Do you smoke? Dyes [Ono

Comments:

Do you consume alcohol (beer, wine, spirits)? Dyes Uno

Comments:

4

APPETITE-FOOD-DIET

At home, did you eat [alone

Where did you usually eat?

(ldining roomvkitchen [Jchair [Jbed
Daway from home, where? . .

Did you consume...? Diy Whly. sra::al:er

¢ milk and milk products O [ O

» meat and substitutes U O ]

« fruits/vegetables O ] O

o bread and cereals O O O

« sweets, dessert, soft drinks [ O O

* water I:] D []

* coffee, tea a £l [

BOWBIS .,.................. cecossessssssssssmensy s e s S
RemarkS: i el el g 2 i R S

Are you currently on a diet? [Jyes [no

Was it prescribed by a physician Dyas Uno

O yes
Do you USUALLY have a good appetite when you eat? Flng

Dwilh OHVEIE ...ociisvencoimasomisiiss s rss

If yes, what kind of diet? . . ...,

L

TOBACCO-ALCOHOL

Does the beneficiary smoke? Dyas Llno
[Cno

[(yes, type of monitoring and why:

It yes, is monitoring needed?

Does the beneficiary consume alcohol? Dyes Uno
Cno

Dyes. type of monotoring and why: ... .

If yes, is monitoring required?

L

APPETITE-FOOD-DIET

Does the beneficiary usually have a good appetite when he eats?

Oyes [lno

Is the beneficiary currently on a diet? Dyas Lno
If yes, what type of diet

Was the diet prescribed by a physician? Dyes Ono

DENTITION
Do you have problems with your teeth (natural or dentures)?

Clyes [no

If yes, specify: .

_A

DENTITION

Does the beneficiary have problems with his teeth (natural or

dantdres)?ﬂyes Ono If yes, specify; ..o,

Comments: ... .

by EROS.
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Section 12 "‘Utilization of Services'' deals with the services the beneficiary received while he lived at home, and
with accessibility of medical resources.

12- AID SERVICES refer to housekeeping, meal, companionship, etc.

OTHER includes: podiatry, nutrition, speech therapy services, etc.

ORGANIZATIONS capable of providing the services or care mentioned are: the LCSCs, SSCs, day centres, volunteer orga-
nizations, private organizations, etc.



12- UTILIZATION OF SERVICES PRIOR TO HOSPITALIZATION

S
While you were YES
living at home, NO WHERE specify the nature of the services/
i 1 ?
did you make use of...? sihome: | cuside frorE Whishiarganizaiion(e)! care received, and their frequency
= aid services
® nursing care
e social services
= physiotherapy
= ergotherapy
» other
L]
= Were you under the care of one or more family physicians? Dyes (Jno
If yes, give the name(s) of the physician(s), the frequency of his(their) visits, where they took place (i.e. at home or in the physician's office),
the date of your last visit and the reasons why you were under such care.
« Were you under the care of one or more specialists? Dyes o
If yes, give the name(s) of the specialist(s), the frequency of his(their) visits, where they took place (i.e. at home or in the physician's office),
the date of your last visit and the reasons why you were under such care.
* Were you hospitalized during the past three years? Dyes [no
If yes, why?
IO T . eereres oreras amnmemesaee s o bk R L i e RS S A R
Comments:
\_ J
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Section 13 covers the beneficiary's “Family and Social Rela tions'". This is an important aspect of his psychoso-
cial situation. The assessor explores this aspect with the beneficiary, using the indicated themes and records
the latter's answers. impressions and comments in the appropriate spaces.

The assessor is asked to pay particular attention to the beneficiary's emotional and sexual life. In addition, he
must be alert to any sign of violence, exploitation. etc.



13- FAMILY AND SOCIAL RELATIONS

Do you have: No Yes How often are you in touch with them (visits, phone calls, etc...)?

» children? No.

 grandchildren? No.

= relatives?

e friends?

NATURE OF CONTACTS AND BENEFICIARY'S SATISFACTION
Specify the nature of the relations the beneficiary maintains with his family on the one hand and with other members of his circle on the other.
Indicate his opinion as to his satisfaction with these contacts.

Relations with family (spouse, children, relatives)

Other social relations (friends, neighbours, etc.)

>,
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13- PARTICULAR EVENT(S) may ce associated with the beneficiary himseif or with any other person in his circle.

Section 14, "Contact with His Circle™. is used to gather information on whether the beneficiary has any conti-
nuing contact with any members of his circle, or whether he is more or less isolatad. It is also used to elicit his
reactions to his specific situation. The assessor must be alert to any risk factors.

14- HOME is usad to refer to the beneficiary’s usual dwelling.
The peneficiary s CIRCLE is the group of peogte who are on familiar terms «ith the oeneficiary.

An UNEXPECTED SITUATION is used in the broad sense. to cover any sudden event that could place the benenciary in
a situation 1n which he needs material of human assistance.



13- FAMILY AND SOCIAL RELATIONS (continued)

(HOW THE BENEFICIARY PERCEIVES HIS CURRENT SITUATION VIS-A-VIS HIS CIRCLE

Specify how the beneficiary perceives the impact of his loss of autonomy on his circle.

Has the beneficiary experienced one or more PARTICULAR EVENTS that has(have) a continuing impact on his current situation? O yes Cno

It yes, specify the event(s), when it (they) occurred and the beneficiary's reaction to it(them.)

Comments:

L

14- CONTACT WITH HIS CIRCLE

"_While you lived at home, were you usually (left) alone during...?

Cno Dyes. specify
[no Eyes‘ specify
(o Dyes. specify

the day
the evening
the night

Person's attitude toward this situation (fear, insecurity, etc.)

On whom could you count in the event of an unexpected situation?
[l could count on... name(s) ..
[Jcould not count on anyone

i

relation

Comments:

v

d by EROS.
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Section 15. “"Support from the Natura! A-sistance Matwork'', is used to explore the suppont the beneliciary recei-
ved from his circie while he was at home. The heipar(s) is(are) identitied. as well as the type of assistance ne(they)
provided. This secticn s also used to delermine whether, in viz.v of the beneliciary's current situation. itis pCssi-
ble to continue providing this assistance.

. the responsibilities the teneficiary may hive tovward cne or more

In section 16, "Beneficiary's Rasponsibilities”
-ic.) are idzantiticd.

persons in his circi2 (=« matarial or financial assistance. moral support. depen iznt o .oczon

Section 17. “*Personal and Community Activitias', provides information concerning the beneficiary's usual acti-
vities or occupations, as well as his ceontres of interest. This information reveals another aspect of the “'psychaso-

cial situation’’.



15- SUPPORT FROM THE NATURAL ASSISTANCE NETWORK

—

which person(s)?

what did he(they) do for you?

Dyes, would this assistance be sufficient? [ yes Uno

If not, what other assistance would youneed . ... . ..........

When you were at home, did those around you help you perform your daily activities? [;yes [ no—

In view of your current situation, do you think this(these) person(s) could continue to help you in the future?

Do you know any other person(s) who could provide this assistance? Dyes, who and in what way?

Move to 16

Dno. explain: ... :
Comments:
' ¥,
16- BENEFICIARY'S RESPONSABILITIES
~\
(Do you have responsibilities toward a person(s) of your circle (family or other)? O yes [Jho— Move to 17
If yes, toward WhOM? NaMe(S) ... ... . relation age
what kind of responsabilities (material, financial, etc.)?
do you feel you can continue to meet these responsibilities? Dyes Uno
If not, why not?
Comments:
. o
17- PERSONAL AND COMMUNITY ACTIVITIES
e R
When you were at home, how did you spend your time during the day?
Were you particularly interested in any activity(ies)? Dyes (no
If yes, specity? ... ..
did you participate in it(them)? [:]yes Dno, why not?
Comments: ...
\: _J
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Section 18 deals with the beneficiary’'s economic situation, one of the determining factors of his living condi-
tions. The assessor begins by asking the beneficiary general questions (satisfaction, budget management, major
source(s) of income and obligations). Only if the beneficiary admits he has difficulty fulfilling his obligations does
the assessor proceed to a more detailed assessment of the economic aspect.

18- If the beneficiary does not manage his own BUDGET. it is important to accurately identify who (name of person, PUBLIC

or PRIVATE GUARDIAN) has assumed this responsibility on his behalf.

PRIVATE GUARDIANSHIP .s awarded in cases in which a person is judged to be incapable of administering s property.
The applicaton for interdiction must be submitted by a member of the family before the family council a~~ confirmed

by a judge

PUBLIC GUARDIANSHIP is awarded in cases in which a person IS judged to be incapable of administering his property

on the basis of a medical certificate of mental incapacity issued by a psychiatrist.

Section 19 deals with the '‘Beneficiary’s Housing Conditions . If the beneficiary still owns his own home, objec-
tive information is gathered as to the condition of the dwelling (number of rooms, access, floor plan, furniture
arrangement, sanitary facilities), and his impressions of his home, his neighbourhood and, if applicable, the fact
of sharing his residence with others. This information is indicative of the beneficary s quality of life.



18- ECONOMIC SITUATION

~
r'Dcn you feel your income is enough to enable you to live in a satisfactory manner? Dyes Uno

Do you manage your own budget Dyes [Jno
If not, who manages it for you? Dspouse (Jehild fjparent [ friend Gpublic guardian E]privare guardian [other,
Name:

reason(s):

Are you satisfied with how your budget is being managed? O yes Tno
If not, why?

What is(are) your main source(s) of income (pension, supplement, annuity, social aid, etc)?

Can you meet your current obligations with your current income (rent, food, clothing, medicine, etc.)? Dyes — Move to 19 Dno

If not, with what are you having difficulty?

what would you estimate is your monthly income? )
':]yes $ / month
is it increased by the income of (an)other person(s)? R
DYGS- specify . es et NS A Y

do you have any possessions (real estate, savings)? o

How much do you spend per month for...?
. rent i Do you share these expenses with (anjother person(s)?
. food Dyes Uno
. or room and board
. other recurrent expense(s)

Total $ / month

Comments:

Lf[f o SR ———— J

19- HOUSING CONDITIONS - (if the beneficiary still owns his home)

Are you satisfied with your present housing? Dyes Ono

If not, how would you like to improve it?

How many rooms does your (on the ground floor [ an exterior stairway
dwelling have?..........ccccccoee. It is located [(Jin the basement — access by [lan interior stairway
[J___ fioor of the house or building [Jan elevator

Are the rooms functional for your purposes (i.e. access is easy and you can use them)? O yes [(Jno, explain the problem:

N >,
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Section 20 concerns '‘The Beneficiary's Opinion With Respect to His Situation and Orientation, and the Asses-
sor's Remarks''. The assessor provides an indication as to the beneficiary's eventual reactions in regard to one
or more possible placements (return to the home, other intermediate or institutional resource).




19- HOUSING CONDITIONS (continued)
(_Ware you satisfied with your community (environment, services, transportation, safety, etc.)? :yes o

If not, why not?

Comments (ex.: landlord-tenant relation, cost of housing, cleanliness, environment, etc.). ... .

N.B.: The questions are to be put only to persons sharing housing with a number of others
Does sharing housing with others inconvenience you? [] yes Ono

If yes, explain why: . It P s §

O —
Do you feel your current housing arrangements will last? ,_ﬁyes Llyes
L_'no, do you contemplate any changes? { —
Lino
If yes, specify: ...
When? |
Comments:
. e
20- THE BENEFICIARY'S OPINION WITH RESPECT TO HIS SITUATION AND ORIENTATION AND ASSESSOR’'S REMARKS
< iy

At the present time, what major problem(s) would you like to see settled as a first priority? R

Have you previously taken any steps to solve this(these) problem(s)? [:]yes Uno

If yes, for which problem(s) and with what result?

What solution(s) do you currently contemplate to improve your situation?
(The beneficiary's opinions on the advantages and disadvantages of the solution(s) contemplated, and of an eventual utilization of the services of the network).

Copyright = 1985, EROS, CTMSP 85, All rights reserved. Reproduction by MS55 d by EROS.



Section 21 is used to obtain information concerning the beneficiary’s intellectual capacities, his emotional condi-
won and his behaviour.

The beneficiary's psychological and behavioural profiles are key factors in assessing his autonomy. The assessor

is requested to provide as much documentation as possible concerning any problem noted.

21A- INTELLECTUAL CAPACITIES
. TIME ORIENTATION: ability to situate himself in time, that is, to separate past, present and future, day and night, morning
and afternoon. etc.

. SPACE ORIENTATION: ability to situate himself in space, that is, to know where he is physically.

. ORIENTATION WITH RESPECT TO PERSONS: ability to make good contact with people and reality, that is, to distinguish
between imaginary or desired events and actual facts.

. LONG-TERM MEMORY: ability to remember past events and their associations.

. SHORT-TERM MEMORY: ability to remember recent events and their associations.

- ATTENTION: ability to concentrate on an a particular object or item of information.

. COMPREHENSION: ability to receive information and process it {grasp and interpret the meaning).
. JUDGMENT: ability to take a stand, make a decision in regard to an event or item of information.

. ADAPTABILITY: ability to become accustomed and adjust to a new environment or surroundings, to new situations.



20- THE BENEFICIARY'S OPINION WITH RESPECT TO HIS SITUATION AND ORIENTATION AND ASSESSOR'S REMARKS (continued)

X

etc.?

How does the beneficiary react to an eventual utilization o

f home services, day centre services, a change of residence, residence in a facility, W

\ i g
21- INTELLECTUAL CAPACITIES, EMOTIONAL CONDITION AND BEHAVIOUR
(_ (For the assessor and the care-giver) No Problem )
A- INTELLECTUAL CAPACITIES | problem How does this problem affect the beneficiary, and since when?
cG
Time orientation
A
cG
Space orientation
A
Orientation with respect e
to persons A
cG
Short-term memory
A
c-G
Long-term memory
A
cG
Attention
A
cG
Comprehension
A
cG
Judgment
A
C-G
Adaptibility ]
A
Comments:
% e
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21B- The assessor completes the “EMOTIONAL CONDITION and BEHAVIOUR" sections based on his own observations and infor-
and mation supplied by the care-giver.

c-

Section 22, “'Assessment Context", is used to identify the person(s) questioned during the assessment, and for
comments on the conditions under which the assessment took place (ex: beneficiary very cooperative).

BENEFICIARY ALONE: indicates the beneficiary was the sole source of information with respect to questions addressed
to him specifically.

BENEFICIARY ALONE IN THE PRESENCE OF ANOTHER PERSON:
\ndicates the beneficiary was the sole source of information with respect to questions addressed to him specifically,
but that his answers were given in the presence of another person.

BENEFICIARY WITH HELP FROM ANOTHER PERSON: indicates another person participated in the assessment interview(s)
with the beneficiary and this person helped him answer.

If this category is indicated, the assessor must provide the name and telephone number of the person who helped the
beneficiary, his relation to the beneficiary and the main reason(s) for this situation

PERSON OTHER THAN THE BENEFICIARY: indicates the beneficiary did not participate in the assessment interview(s) and
another person answered the questions normally addressed to the peneficiary. If this category IS indicated, the assessor

must provige the name and telephone numober of the person who substituted for the peneficiary. his relation to the bene-
ficiary and the main reasonis) for this situation



21- INTELLECTUAL CAPACITIES, EMOTIONAL CONDITION AND BEHAVIOUR (continued)
(;OF! THE ASSESSOR

B- EMOTIONAL CONDITION
Describe what best characterizes the beneficiary’s emotional condition (feelings, humour, emotions, will, motivation, etc.)

C- BEHAVIOUR
Does the beneficiary exhibit any behaviour prob]ems‘?ijes [lno —Move to 22

If yes, describe his problem(s) (manifestations, relations with others, attitudes to objects, etc.) o ) o

Identify the factors that trigger the beneficiary's problem behaviour. ...

Does the beneficiary require means of physical protection? Dyes. [no

If yes, specify:

Comments:

22- ASSESSMENT CONTEXT

Identify the person(s) interviewed during the assessment process

Dbeneﬁciary alone
Dbeneficiary alone IN THE PRESENCE of another person, who?
{ Dbeneficiary with HELP from another person
[ (JPERSON OTHER than the beneficiary

L Main reason(s):

Helping or substitute respondent:Name:

Relation to benefiCiary .. ... .. Telephone:

Assessment context (mood, beneficiary's attitude, difficulties encountered...)

8 ),
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In section 23, "'Summary of Problems and Recommendations’, the assessor summarizes his assessment inter-
view(s) with the beneficiary, identifying the latter’s major problem(s), action(s) already taken and the results obtained,
and formulates recommendations.

The assessor's role is crucial here. Because of his special position (direct contact with the beneficiary), he has
the opportunity to isolate the major items of information the multidisciplinary needs to take into consideraticn
when it studies the beneficiary’s case and assesses the services required, those which require closer attention.

The assessor is therefore requested to proceed on a PROBLEM BY PROBLEM basis, indicating in each instance
if any action has been taken to achieve a solution and if so, by whom (within the network or otherwise: the results
obtained and. finally, he is requested to suggest which means should be used to try to solve thi» roblem(s)
observed.
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24- AUTHORIZATION OF BENEFICIARY

( . )

| authorize appointed by

Name of assessor Name of referring establishment

to release the information contained in this form to the persons responsible for evaluating my appli-

cation for services, as well as to the establishment where | may eventually be referred.

Signature of beneficiary Signature of authonized representative if beneficiary 1s incapacitated

CAPACITY OF REPRESENTATIVE?
Dparen! or person responsible Epublic guardian

= private guardian Ji legally authorized person

Date of authorization

Cogyright T 1985, EROS. CTMSP 85 ANl rights Repr by M555 by EROS.
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} Assessment date
Beneficiary:

Assessor: |

1- CONTEXT OF THE REQUEST

: : ;
What would you say is(are) the reason(s) that have led the beneficiary (or other mediator) to submit a request for services?

2- BENEFICIARY'S FUNCTIONAL AUTONOMY AT HOME

W

While the beneficiary was at home, how did he organize his daily activities (ex.: personal hygiene, meal preparation, housework, shopping,
going out, etc.)?
Did he exhibit any particular problems as to his sensory abilities, physical mobility or habits that could restrict his functional autonomy?

Over the past year, the beneficiary’s ability to carry out various activities of daily life...?
Dhas improved Dhas not changed Dhas deteriorated [has deteriorated markedly

Explain:

by EROS.
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3- SOCIAL AND FAMILY SITUATION

r _ . & . X
Describe the nature of the beneficiary’s relations with his family and with other people in his circle.
« Relations with the family (spouse, children, relatives)
* Other relations (friends, neighbours...)
How does the beneficiary's circle view his loss of autonomy?
Comments: ...
. J
Copyright © 1985, EROS, CTMSP 85, All rights J. " by MSSS by EROS.






4- SUPPORT FROM THE NATURAL NETWORK

health care, contact with friends, moral support, feeling of reassurance, etc.)?

Dyes—- Complete 4A [(Jno —  Complete 4B
4A- SUPPORT PROVIDED BY THE BENEFICIARY'S CIRCLE

Who provided support for the beneficiary, and what did he(they) do for him?

In view of the beneficiary's CURRENT SITUATION, do you feel the support described above can be maintained in the future?

[Jean be maintained, and in this case

[ will be sufficient—  Move to 5
[Jwill not be sufficient: in this case, what additional assistance will the beneficiary require? (then move to 4B)

[ cannot be maintained: in this case, why? (then move to 4B)

While the beneficiary was at home, did anyone from his circle provide support on a day to day basis (ex.: assistance with daily activities, hygiene and

J/

Copyright T 1983, EROS, CTMSP 85. All rights reserved. Repr by MSSS
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4- SUPPORT FROM THE NATURAL NETWORK (continued)

TN
(48- SUPPORT FROM BENEFICIARY'S CIRCLE INSUFFICIENT OR NONEXISTENT
Do you know anyone who would agree to make up for the lack of support the beneficiary will eventually be faced with?
Dyes. specify whom and what he(they) could do for the beneficiary [ho
Comments:
N I ; : s i )
5- INTELLECTUAL CAPACITIES, BEHAVIOUR AND EMOTIONAL CONDITION
rDoes the beneficiary exhibit any problems with respect to the following? i
No | Yes If yes, how does this problem affect the beneficiary, and since when?
Orientation
(hime-space-persons)
Memory
{shor and long-term)
Judgment
Adaptability
Behaviour
Describe what best characterizes the beneficiary's EMOTIONAL CONDITION (feelings, humour, will...)
Comments:
N i/
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6- OPINION OF THE SIGNIFICANT PERSON AS TO THE BENEFICIARY'S SITUATION AND PLACEMENT

What do you feel is(are) the beneficiary’'s major problem(s) at the present time?

How does the beneficiary react to an eventual use of home care services, day centre services, changing residence, or placement in a housing
facility? What are the reactions of his circle?

» Beneficiary's reactions:

* Reactions of his circle:

Comments: ... .

7- ASSESSMENT CONTEXT

s
COMPLEMENTARY ASSESSMENT PERFORMED:

By Assessor:

Establishment R Tel:

Significant person:

Address:
With

Tel: (res.) o (off.)

Relation to beneficiary

Comments:

- J
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INSTRUCTIONS FOR USE

Part A, receipt and registration of the request, is used to forward requests to the warkers concerned.
Using Part B, the preliminary autonomy assessment:

- the request is either refused, or

- the person is referred to another resource, or
- short-term services are approved and/or

- the assessment process is continued

Part C, the assessment of the beneficiary’s autonomy, begins by listing the themes covered in the assessment. The assessor
checks the themes that require investigation. The assessment can be spread over a variable time frame, depending on the
beneficiary's situation. Every theme must be covered when a change in living environment is contemplated or if the benefi-
ciary presents major risk factors.

Part D, the complementary assessment of the beneficiary's autonomy, must be completed for every case involving a pre-
sumption of change in living environment; it is optional in other cases.

Part E, reassessment, is used to indicate those themes that have been reassessed and the reassessment dates.




MINI-GUIDE

Note: The masculine form is used to designate both men and women.

The FILE NUMBER is a code that is registered and used to identify the beneficiary. The code is usually assigned by the organiza-
tion receiving the service request.

The MEDIATOR OF THE REQUEST is the person who submits the service request. This could be the beneficiary himself, a relative
or friend (spouse, child, neighbour, etc.) or a worker in the network (social worker, nurse, ...). In the first two cases, the respon-
dent is requested to indicate who referred him to the organization receiving the request.

If the request is considered admissible, the person who receives it completes the IDENTIFICATION section.

« BENEFICIARY'S FAMILY NAME AND GIVEN NAME AT BIRTH, AND FAMILY NAME OF SPOUSE. If a woman beneficiary is separated,
divorced or a widow but continued to use the name of her spouse, be sure to record the name she normally uses.

« The SOCIAL INSURANCE NUMBER and HEALTH INSURANCE NUMBER can be filled in when the request is recorded or during subse-
quent contacts with the beneficiary (or other mediator).

«The beneficiary's permanent address refers to his own home. It may be that, at the time the service request is made, the
beneficiary is temporarily living with another person (ex.: relative, friends...) but still maintains his own home. In this case,
both the PERMANENT and the TEMPORARY address are indicated.



RECEIPT

AND REGISTRATION

Beneficiary: File no.
~OF THE REQUEST
Date of contact:

REQUEST

(o R

Mediator of the request:

Dbeneﬁciary. referred by: .
[triend, relative, etc. [Jworker in the network
Name: R s i NEMBE s
Tel: e - Tel.: B
Relation: .. [ B Establishment:

Nature of the request (as expressed by the mediator)

Is this the first request you have submitted to this organization (for the beneficiary)? Dyes (o

If not, when was the most recent request submitted?

L Dsewices provided Dservices not provided )
IDENTIFICATION (It the request is admissible)
4 ™

Name at birth Given name:

Name of spouse:

Health insurance n®.: Social insurance no. (if available):

Date of birth: Age: sex: [JF [m

Permanent address:

Postal code: Tel.:

Temporary address (if applicable):

Postal - Tel.:
& ostal code: sl
DECISION
(~ A
Decision at reception

Drequast refused, no referral, give reasons
Urequest refused, referred to another resource, indicate which one and why?
L Draquest approved for assessment: Dprelrminary Ecomplele i
I a by MS5S d by EROS.
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B
—~

PRELIMINARY ASSESSMENT Beneficiary: File no.
Assessment date:
Assessor: . . e,
CONTEXT OF THE REQUEST
r
BENEFICIARY (OR OTHER MEDIATOR OF THE REQUEST) W
What factors or problems (health or social) have led you to submit a service request?
N i
TYPE OF ASSISTANCE REQUESTED
e R
Specify the expectations of the beneficiary or respondent.
, S
Copyright © 1985, EROS, CTMSP 85. Al rights reserved. Rep by M355 by EROS.



The RESIDENTIAL CONTEXT theme is used to learn whether the beneficiary lives at home or at another person’s home, whether
he lives alone or with one or more other persons, in other words, whether he is in regular contact with people in his circle

or is more or less isolated. It is also used to determine his reactions to his particular situation. The assessor must be on the
alert for risk factors.

The beneficiary's CIRCLE, is the group of people who are on familiar terms with the beneficiary.

An UNEXPECTED SITUATION is used in the broad sense, to cover any sudden event that could place the beneficiary in a situation
in which he needs material or human assistance.

The assessor specifies the beneficiary’s ETHNIC ORIGIN and RELIGION under the SOCIODEMOGRAPHIC INFORMATION theme, if he
feels this information is relevant to the assessment and eventual placement. When required, he provides details on these
aspects if he feels they may have a significant impact on the placement.

For beneficiaries with NO SCHOOLING, the assessor is requested to indicate whether he is able to read or write.

MAIN OCCUPATION(S) means the activity (remunerative or not) to which the majority of the beneficiary's time is (or was) devoted.

B-2



OTHER STEPS TAKEN

rHau.re' you taken other steps to try to resolve your problem?

Dyes, specify which ones, with whom or which organization, and the results obtained:

O no, why:

RESIDENTIAL CONTEXT

-~
Where do you currently live?

Dyour own residence
[] another person's residence, specify:

Name: . R S &

BEESONSE) o

Since when?
(Your own residence)

Do you live...?  [Jalone
Ol with one or more people (how many?)— [l spouse
(ehild(ren) ... [triend ...
Dparent{s} Dstranger(s).. RE—

Usually, were you alone during...?

the day Uno  Ulyes, specify: ... . . . [
the evening [Ono Dyes, specify: S e A S S
the night Dno Dyes, specify: .

Person's attitude toward this situation (fear, insecurity, etc.)

On whom could you count in the event of an unexpected situation?

Clcould count on... name(s) ... Telation:

\_ [ could not count on anyone

SOCIODEMOGRAPHIC INFORMATION

rMA’\F!ITJ!\L sTATUS: [single []widowed (Jdivorced [ separated
Dmarried de facto union, age of spouse: C]religious

(If relevant) ETHNICORIGIN: .o ... BELIGION: . ...

SCHOOLING: [Ino schooling —  can he read? E]yes Ono can he write? Dyes (Jno

Deiementary!primary Dh'rgh school [_Jvocational /technical Dcollegiatefc!assical [ university

MAIN OCCUPATION(S) ...

Copyright © 1985, EROS, CTMSP 85, All rights reserved. Reprod! by MsSS
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The last two categories in the DECISION theme are not mutually exclusive.
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PERSON TO CONTACT IN CASE OF EMERGENCY

T _ ™~
Name:

Address:

Tel: (at home) TR e e (@t WOTK)

\LRelalion to beneficiary: e R s i ; ; s
RESPONDENT

rPreIirninary assessment performed with:

[the beneficiary
[other person, whom?

relation or status?:

has the beneficiary been advised of the request made on his behalf?

[Iyes, does he agree?

:] no, why not?

DECISION
- N

Assessor's decision

[ request refused, no referral, give reasons

JJnequest refused, referred to another resource, indicate which one and why

Drequesi approved, short-term services required, specify:

=
Lirequest approved for assessment of the beneficiary's autonomy,

scheduled for:

Assessor's signature:

Copyright u 19835, EROS, CTMSP 85. Ail rights d Rep by M555 by EROS.
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Part C, ASSESSMENT OF THE BENEFICIARY'S AUTONOMY, begins with a list of themes covered in the assessment. The assessor
checks those themes that require investigation. The assessment may be spread out over a variable time frame depending
on the beneficiary’s situation.

Any comments the assessor wishes to make concerning his decision to investigate a theme or not should be made under
REMARKS.
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EYESIGHT, HEARING AND SPEECH. In the event of a specific sensory problem, the assessor is requested to attach any specific
examination report available (ex.: speech therapy). ’

« A MINOR LIMITATION means a reduction in capacity which has very little or no affect on the beneficiary's ability to carry out
his usual activities. The MAJOR LIMITATION category is used when the impairment is sufficiently serious to hinder the benefi-
ciary's ability to carry out normal activities that are necessary for his well-being.

e Examples of TYPE OF AID/SUBSTITUTION

— sight: eyeglasses, contact lenses, magnifying glass, large print, etc.

— hearing: loud voice, shouts, hearing aid, lip reading, telephone amplifier, TV decoder, etc.
— speech: written communication, gestures, sign language, shouts, sighs, etc.

The beneficiary's PHYSICAL MOBILITY is assessed in relation to three aspects: limitation or loss of one or more limbs or parts
of the body, rehabilitation and range of mobility. The first aspect (A) concerns physical impairments that limit the beneficiary's
movements. The second aspect (B) specifies any rehabilitation program already undertaken in regard to the mobility problems
identified. Finally, the last aspect (C) is used to assess the beneficiary’s ability to move about on his own within his environ-
ment, i.e. without help from others but taking the aid(s) used into account.

« A description of the nature of the problem must be given for each part of the body affected by a LIMITATION (ex: trem-
bling, problems with gripping, pain, etc.). An indication must also be given as to HOW LONG the beneficiary has been
affected by the problem. Since mobility problems are to a large degree progressive in nature, it will not always be possi-
ble to give a precise date. In such cases, an estimate of when the problem first appeared should be given.

* The question *‘Are you... RIGHT-HANDED OR LEFT-HANDED?" provides an essential item of information for rehabilitation
workers. When related to data concerning the impairments, this information helps to more accurately determine how
serious the loss of autonomy is and thus to better assess what type of intervention is required. For example, a right-
handed person suffering from hemiplegia on the right side does not experience the same type of difficulties as a left-
handed person with the same affliction. He may therefore, by that very fact, need services of a different nature.

* It is important to indicate under AID(S) USED only those aids the beneficiary actually uses. For example, he may own
a walker, but never use it. Also, if the beneficiary uses a PROSTHESIS or ORTHOPEDIC APPLIANCE, the assessor is requested
to specify the type.

AN ORTHOPEDIC APPLIANCE is used to correct a limb or part of the body suffering from a limitation (ex: an orthopedic shoe).
A PROSTHESIS, acts as a full or partial replacement for a limb or organ (ex: an artificial leg).

« When the beneficiary uses one or more aid(s), you must indicate whether he NEEDS ASSISTANCE to use it. This may
involve help:

-in installing (ex: putting on, removing, attaching, adjusting a prosthesis, etc.)

- in transferring (ex.: from a wheelchair to a bed, the bath, the toilet, the car, etc.)

- in moving (ex.: support, pushing a wheelchair, etc.)

« The assessor may use the COMMENTS section for remarks on subjects such as: the beneficiary's acceptance of his
situation, his recovery potential, the effectiveness of the aid, etc.

c-2



EYESIGHT, HEARING AND SPEECH

" - > ™~
4 Excluding the aid(s) _Aid(s)/substitution(s)?

substitution(s) used
Type of aid(s)/substitution(s) used?

Comments

[
Do you have ;‘i-‘
difficuity: LIMITATION é‘
[a]
hd

TOTAL
Adequate o
Minor Major Loss Z

SEEING?

HEARING?

SPEAKING?

COMMENIS i i s s

PHYSICAL MOBILITY

(" A- LIMITATION OR LOSS OF ONE OR MORE LIMBS OR PARTS OF THE BODY
Do you have difficulty with certain movements? Dyes Dno

Part(s) of the body Description of the limitation for each part affected; for how long?

Right or left
hana

Right or left
arm

Right or left
hip

Right or left
leg

Right or left
foot

Right or left
side of body

Cervical region

Spinal
column

Generalized

Are you... [Jrighthanded [ieft-handed?
Do you use any of these aids?

Dnone Donhopedic ApplANCe....c.uoivammns
(eane O prosthesis..................
O walker (] wheelchair (manual)

Dtripod, quadripod Dmotorized wheelchair } Do you own it? Dyes Cno
Dramps. support bars Clother. o,

If any aid is used: do you (does he) need help to use it?

If yes, specify the type of assistance required:

Copyright © 1985, EROS, CTMSP 85. Al rights d, by MSSS by EROS.
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B- Rehabilitation
The assessor attaches any relevant rehabilitation report.

The beneficiary's RANGE OF MOBILITY refers to the “‘distance” he is able to move from a fixed point, in this case, his
bed. A person's range of mobility can change with age. The normal range of mobility is then considered as the usual
range of mobility for persons of the same age group. In the following scale, the first three categories cover a normal
range of mobility while the remaining categories correspond to a progressively more restricted range of mobility.

The categories are mutually exclusive, so only one is to be indicated. If the “full mobility’" category is indicated, the
assessor moves directly to following theme. Otherwise, he completes the other questions in the section.

The categories are defined as follows:

« Full mobility: persons in this category have a normal range of mobility.

« Full mobility with occasional restrictions: this category includes persons with intermittent disabilities (changing course of
the illness, for instance, in the case of rheumatoid arthritis or osteoarthritis, persons suffering from bronchitis whose

mobility is restricted by temporary climactic constraints, persons with severe asthma.,...). Except for periods of tempo-
rary disability, these persons have a normal range of mobility.

« Full mobility at reduced speed: this category includes persons with a normal range of mobility except that they move
more slowly as a result of, for example, poor eyesight, insecurity, or, in an urban setting, difficulties in using public trans-
portation, although the person always manages 1o overcome these difficulties without assistance from others.

« Full mobility over a reduced range: this category includes persons whose mobility is reduced as a result of, for example,
problems with eyesight, insecurity, fragility, weakness, cardiac or respiratory problems; or in an urban setting, as a result
of their inability to use public transportation at all times. These persons can move about without assistance beyond the
immediate surroundings of their home, but cannot go everywhere “‘without assistance’’. Their range of mobility is thus

more restricted than a normal range.

« Mobility restricted to the home and its surroundings: this category includes persons whose movements are ordinarily limi-
ted to the area surrounding their home.

« Mobility restricted to the home: persons in this category normally can move about only within their home.
« Mobility restricted to the room: persons in this category are restri;:ted to their room.

» Mobility restricted to the chaif: persons in this category are confined to their chair.

« Mobility nil: persons in this calegory are confined to a bed.

Note: the preceding scale was adapted from the ICIDH - WHO - 1980.

FACTORS RESTRICTING MOBILITY designate the indicators that help to understand what is restricting the beneficiary's mobility.
Factors inherent to the beneficiary do not necessarily correspond to an established medical diagnosis.
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PHYSICAL MOBILITY (continued)
B- REHABILITATION (if mobility problems have been previously indicated)

Have you previously undergone rehabilitation for your mobility problems?

U yes, specify: type, duration, when, where, results:

Dno, why?

Comments: .

C- RANGE OF MOBILITY

Bearing the aid(s) in mind, BUT EXCLUDING ASSISTANCE FROM OTHERS. How freely can you move about?

O full mobility— Do not complete the rest of the section
O full mobility with occasional restrictions O mobiiity restricted to the home
O full mobility at reduced speed l mobility restricted to the room
U full mobility over a reduced range O mobility restricted to a chair
[j mobility restricted to the home and its surroundings D mobility nil

Specify the factor(s) restricting mobility

Inherent to the beneficiary

O restriction in the mobility of one or more limbs O obesity
-] amputation of one or more limbs (] cardiac problems
] problems with balance (& respiratory problems
O psychological problems O inactivity, low activity level
O cecity O other, specify:

Independent of the beneficiary

( O structural barriers, specify:
@ lack of physical resources, specify:
If

other, specify:

the factor(s) is(are) independent of the beneficiary, specify what his range of mobility might be if such obstacle(s) were removed.

Comments: .. ...

_J

by M555 by EAOS
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The “Functional Autonamy’ theme is designed to assess the beneficiary’s ability to perform a number of everyday tasks. The
tasks included in this section were chosen to represent the range of tasks a person regularly carries out to maintain health
and well-being. They have been grouped here by theme.

For each activity, the beneficiary 1s graded according to the following four degrees of autonomy:
« The beneficiary perfoms the activity WITHOUT ASSISTANCE FROM OTHERS.

« The beneficiary requires ASSISTANCE FROM OTHERS to perform the activity. This may involve supervision, monitoring, partial
assistance. etc. In each case, the assessor must provide detailed information concerning the type of assistance needed.

« The beneficiary does not perform the activity, somebody else does it for him. In other words, the activity is performed BY OTHERS.

« The category ACTIVITY NOT PERFORMED covers a situation in which the activity is simply not performed, neither by the benefi-
ciary nor by somebody else, for instance, going out of doors in winter.

As indicated on the right side of the table, if an activity is performed WITH ASSISTANCE FROM OTHERS, BY OTHERS or NOT PERFORMED,
it is important to give the reasons for this situation. If the reasons are independent of the beneficiary (ex: structural barriers),
some indication of the beneficiary’'s POTENTIAL to perform the activity in guestion must be given.

The activities we are concerned with are as follows:

Serving a meal: preparing a plate or tray, sitting down to eat.

Eating: cutting or otherwise manipulating-food, eating and drinking during meals and snacks.

Preparing light meals: preparing snacks, lunch....

Preparing full meals: preparing adequate and substantial dishes (combining, mixing, cooking... food).
Washing oneself: preparing the sink or basin, the toiletry articles, washing and dressing oneself regularly.
Shaving: shaving, rinsing.

Taking a bath/shower: running the bath, entering the bathtub (or shower), washing oneself, getting out of the bathtub (or sho-
wer), drying oneself.

Washing one's hair: preparing the articles required. washing the hair, drying, storing the articles.

Dressing/undressing; preparing the clothes to be worn, putting them on, tying one’s shoes, putting on accessories, undressing
and storing the clothes.

Using the toilet: undressing (as needed), settling oneself on the toilet or commode, cleaning, getting up, dressing.
Getting up/lying down: moving from a lying position to a standing position and getting back into bed.

Walking: going frem on place to another, moving on foot (with or without mechanical aid) (excluding going up/down the stairs
and getting about in a wheelchair).

Going outside - summer: walking at least a short distance outside in the summer and returning with little difficulty.
Going outside - winter: walking at least a short distance outside in the winter and returning with little difficulty.
Going up/down the stairs: using the stairs either to go up or come down.

Shopping: going outside to do one's shopping.

Using public transportation - summer: during the summer, planning a route, going to the service area, entering and leaving the
vehicle (ex.: bus, subway, train).

Using public transportation - winter: during the winter, planning a route, going to the service area, entering and leaving the vehicle
(ex.. bus, subway, train).

Using the telephone: picking up the receiver, dialing the number and communicating.
Doing regular housework: performing the usual household tasks such as dusting, ironing, etc.
Doing the washing: gathering and sorting clothes, putting them in the machine, operating the machine, etc.

Doing heavy housework: doing the heavy work involved in household upkeep (washing the floors, the walls, changing windows,
moving furmiture, etc.).

The assessor may use the COMMENTS, section for remarks on subjec's such as: the assessment of the beneficiary’s depen-
dence, the nisks to which he i1s exposing himself, his potential, the 12su4lts of action already  en. efc.



FUNCTIONAL AUTONOMY

—

Do you perform the following activities?

If the activity is performed unaided: specify whether the beneficiary
must make a particular effort to perform the activity unaided.
If the activity is performed with assistance from others: specify the
type of assistance given, and who is providing it.
If the activity is performed with assistance from others by others
or is not performed; indicate the reason(s) and, if they are indepen-
dent of the beneficiary, mention his POTENTIAL to perform the activity

~

- serve your own meals?

- eat

- prepare light meals (lunch)

- prepare full meals

- wash yourself

- shave

- take a bath/shower

- wash your hair

- dress, undress

- use the toilet

- get up/lie down

- walk

- go outside - summer

- go outside - winter

- go up/down the stairs

- do your shopping

- use public transportation in the summer

- use public transportation in the winter

- use the telephone

- do regular housework

- do the washing

- do heavy housework

- other

Explain:

During the past year, your ability to perform these various activities...

Ohas improved [Jhas not changed (has decreased [Ihas decreased markedly

Comments: ..
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Under the theme ELIMINATION, the assessor must specify the frequency with which incidents of incontinence occur, either
on a daily of weekly basis. Regardless of whether the beneficiary uses an aid or not, the assessor must specify whether an
aid is needed, and give details of any problem(s) related to incontinence, such as: the person must be taken to the toilet regu-
larly, access to the toilet is restricted by structural barriers or distance, the person is unable to clean himself, etc.

If the beneficiary needs SPECIFIC CARE, it is important to provide as much information as possible concerning the administra-
tion of such care. For instance, the beneficiary needs some form of assistance to clean his stomy at regular intervals.

A GASTRIC FEEDING TUBE is used to administer a special liquid nutrient formula.

OXYGEN may be administered on a continuous or intermittent basis. It may be taken using a mask or nasal prongs. Aerosol
therapy treatments (medication administered using a spray) must also be reported.

SUCTION OF SECRETIONS from the oral or nasal cavity is performed using a catheter attached to a suction machine. Tracheal
secretions may be eliminated from a beneficiary with a tracheostomy (surgical opening in the trachea) using suction.

INSULIN is administered by subcutaneous injection.

A STOMY is a surgical opening made in the stomach (gastrostomy), the trachea (tracheostomy), the colon (colostomy), the blad-
der (cystostomy) etc... and requires specific care.

DISIMPACTING consists of manually removing fecal matter from the rectal cavity.

BANDAGING consists of applying protective material to a wound. When it is time to change the bandage, it may be necessary
to apply medication, change a tent, clear a drainage tube, wash the wound, remove stitches, etc.



ELIMINATION

incontinence pad

Give details of any problem:

=

Do you suffer from incontinence...?

Urinary
Dyes-—- [Jdiumal [ nocturnal [Jne aid } [:] no aid required
[no frequency: - ) [Jcondom [catheter [Jaid required, specify:

[Jincontinence pad )

Fecal
Dyes—- Ddiurnai O nocturnal [no aid [no aid required
[Jno frequency: R [:]colosmmy [Jaid required, specify:

Comments: ..
. )
SPECIFIC CARE REQUIRED (if relevant)
4 =)
Indicate the specific care the beneficiary currently requires (attach nursing report, if relevant):
Dgastric feeding tube Doxygen Dsuction of secretions [jstomy [insutin Ddisimpacting Dbandage(s)
Dother R
Remarks (ex.: beneficiary is autonomous or needs assistance, type of assistance, frequency, etc.)
L e Y
MEDICATION
i ]
Do you take medicine? Dyes [(Jno— Do not complete the rest of this section .
Prescription
Name Dosage For what problems? yes [ no
Do you need assistance to take your medication? Dyes Uno
If yes, what difficulties do you have (ex.: opening the container, identifying the medicine, etc.)?
Comments:
o s
Copyright o 1985, ERQS, CTMSP 85. All rights ressrved. by MS55 by EROS
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This theme deals with the beneficiary's “"Habits™. Quality of sleep, tobacco use, consumption of alcohol, diet and the associa-
ted events are important facets of everyday life. The beneficiary’s opinions on these aspects are an indication of his well-being
and. when related to other information from the autonomy assessment, are useful in gauging the scope of some of his pro-
blems or their consequences on his health (ex: quality of sleep versus consumption of soporifics, type of diet versus financial
problems, etc.).

TOBACCO-ALCOHOL
If the beneficiary smokes or consumes alcohol, the assessor must pay particular attention to the problems which may accom-

pany these habits.

TOBACCO: “'Is MONITORING needed when the beneficiary smokes?"’ Monitoring means the presence of or assistance by another
person or any form of protection (ex: protective apron).

«The beneficiary’s DIET is entered under the major food categories. With this information, it should be possible to detect any
eventual deficiencies compared to the categories of food needed for a balanced diet.

SUBSTITUTES include eggs, cheese and leguminous plants (ex: chickpeas), among others.

The BREAD AND CEREALS category also includes starchy foods (ex: rice, pasta).
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HABITS

e )
REST-SLEEP

Are you satisfied with your sleep? Eyas [(no

If not, why? .

-

TOBACCO
Do you smoke? [Jyes [Jno

Do you take a nap during the day? Dyes Elwat . .

Comments: . . ...

ALCOHOL
Do you consume alcohol (beer, wine, spirits)? Dyas Uno

Comments: . .

APPETITE - FOOD - DIET “
Do you USUALLY have a good appetite when you eat? Dyes [ne

Do you eat? (Jaione [Jwith others:
Where do you usually eat? d kitchen/dining room Oechair [oed
Daway from home: where?

Do you consume...?

Dly. Wiy, Rarely Dly. Wily. Rarely
or nevar or never
* milk and milk products El E D * sweets, dessert, soft drinks = ] D
* meat and substitutes O 1 £ * water O O O
« fruits/vegetables O O D » coffee, tea O O 0
* bread and cereals O O O e others

Remarks: ... .

Are you currently on a diet? Dyes Ono

If yes, what kind of diet?

Was it prescribed by a physician [lyes (no ...

+EElxm"ncm T
D no

Do you have problems with your teeth (natural or dentures)? Dyes

If yes, specify:

e

Comments:

& - —
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The theme UTILIZATION OF SERVICES deals with the services the beneficiary receives and with the accessibility of medical resources.
« AID SERVICES refer to housekeeping, meal, companionship, etc. services.
« OTHER includes: podiatry, nutrition, speech therapy, psychology, psychogeriatric services, etc.

« ORGANIZATIONS capable of providing the services or care mentioned are: the LCSCs, SSCs, day centres, volunteer organiza-
tions, private organizations, etc.



UTILIZATION OF SERVICES PRIOR TO HOSPITALIZATION
(_

Do you currently YES

NO ? i
make use of...? WHERE? from which organization(s)? specify the nature of the services/care received,
at home | outside and their frequency

* aid services

* nursing care

* social services

* physiotherapy

* ergotherapy

* other

If yes, are you satisfied with the services/care your receive (quality and quantity)?

* Are you under the care of one or more family physicians? Byes Clne
If yes, give the name(s) of the physician(s), the frequency of their visits, where they took place (i.e. at home or in the physician's office),
the date of your last visit and the reasons why you were under such care.

« Are you under the care of one or more specialists? Dyes Cno
If yes, give the name(s) of the specialist(s), the frequency of their visits, where they took place (i.e. at home or in the physician's office),
the date of your last visit and the reasons why you were under such care.

* Were you hospitalized during the past three years? Dyes [Ono

fyes, why? . ..

Where?

Comments: . .. .

ki o
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The theme FAMILY AND SOCIAL RELATIONS is an important aspect of the beneficiary's psychosocial situation. The assessor explores
this aspect with the beneficiary, as indicated in the form, and records the latter's answers, impressions and comments in the

appropriate spaces.

The assessor is asked to pay particular attention, where appropriate, to the beneficiary's relations with his spouse, with a
view to detecting any sexual problems, problems of viclence, exploitation, etc.
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FAMILY AND SOCIAL RELATIONS

Do you have: No Yes How often are you in touch with them (visits, phone calls, outings...)
 children? No.
= grandchildren? No.
* relatives?
» friends?

NATURE OF CONTACTS AND BENEFICIARY'S SATISFACTION

Indicate his opinion as to his satisfaction with these contacts.

Relations with family (spouse, children, relatives)

HOW THE BENEFICIARY PERCEIVES HIS CURRENT SITUATION VIS-A-VIS HIS CIRCLE

Specify how the beneficiary perceives the impact of his loss of autonomy on his circle.

Specify the nature of the relations the beneficiary maintains with his family on the one hand and with qther members of his circle on the other.

Copyright © 1985, EROS. CTMSP 85. All rights reserved.
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PARTICULAR EVENT(S) may be associated with the beneficiary himself or with any other person in his circle.

The theme SUPPORT FROM THE NATURAL NETWORK is used to explore the support the beneficiary receives from his circle. The
helper(s) is(are) identitied, as well as the type of assistance he(they) provide. This section is also used to determine whether,
in view of the beneficiary's current situation, it is possible to continue providing this assistance.
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FAMILY AND SOCIAL RELATIONS (continued)

PARTICULAR EVENTS

Clyes
Has the beneficiary experienced one or more PARTICULAR EVENTS that has(have) a continuing impact on his current situation? rly
: & —.nao
If yes, specify the event(s), when it(they) occurred and the beneficiary's reaction to it(them)

Comments: ..

e .

SUPPORT FROM THE NATURAL NETWORK

Does the beneficiary receive support from anyone in his circle for his daily activities?
(ex: assistance for daily activities, health care and hygiene, friendship, moral support, reassurance, etc.)

Dyes —  Complete A Dno—-Complete B
A- SUPPORT FROM THE BENEFICIARY'S CIRCLE

Specify which persons{s) provide(s) support and what he(they) do.

[Isee information provided under “'Functional autonomy'' (C.4)
[Jother information, specify:

Will the assistance the beneficiary is now receiving be available in the future? Dyes Cno
If yes, does asking for help make the beneficiary uncomfortable?

[:]yas, why? [Jno

Is the assistance he is now receiving adequate? [ Jyes— Do not complete the rest of this section [ Jno—  Complete B

If the assistance the beneficiary is now receiving will not be available in the future, explain why and complete B.

B- NONEXISTENT (or insufficient) SUPPORT FROM THE BENEFICIARY'S CIRCLE

What (additional) assistance does he require?

Does he know anyone who would agree to provide the support that is lacking (or nonexistent)?

Dyes. specity whom and what he(they) could do (no

Comments:

¥

J
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The theme BENEFICIARY'S RESPONSIBILITIES is used to identify responsibilities the beneficiary may have toward one or more
persons in his circle (ex: matenal or financial assistance, moral support, dependent person, etc.).

Information concerning the beneficiary's usual activities or occupations, as well as his centres of interest, is grouped under
the theme PERSONAL AND COMMUNITY ACTIVITIES.
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BENEFICIARY'S RESPONSIBILITIES

f_Do you have responsibilities toward a person(s) of your circle (family or other)? )
Gyes Lro— Do not complete the rest of this section

If yes, toward whom? name(s)

what kind of responsibilities (materal, financial, etc.)? ..

do you feel you can continue to meet these responsibilities? Dyes Uno

Ifno, why not?................

is(are) this(these) person(s) directly concerned by this request? Dyas Cno

if yes, give details:

Comments:

. )
PERSONAL AND COMMUNITY ACTIVITIES
'8 B

How do you spend your time during the day?

Do you go out for certain activities (personal, recreational, social, etc.)?

Dyes. specify for which one(s):" ... .. ... .

Dno, UL 1= PSS

Are you satisfied with how you spend your time during the day? [Jyes [Ino

Is there any activity you like and miss doing? Dyes [Jno

If yes, what is it(are they)?

what is keeping you from doing it(them) (ex.: money problems, structural barriers, etc.)

Comments:

NG ; /
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This theme deals with the BENEFICIARY'S ECONOMIC SITUATION. The assessor begins by asking the beneficiary general ques-
tions (satisfaction, budget management, major source(s) of income and obligations). Only if the beneficiary admits he has diffi-
culty fulfilling his obligations does the assessor undertake a more detailed assessment of the economic aspect.

If the beneficiary does not manage his own BUDGET, it is important to accurately identify who (name of person, PUBLIC
or PRIVATE GUARDIAN..) has assumed this responsibility on his behalf.

PRIVATE GUARDIANSHIP is awarded in cases ir which a person is judged to be incapable of administering his property.
The application for interdiction must be submitted by a member of the family before the family council and confirmed

by a judge.

PUBLIC GUARDIANSHIP is awarded in cases in which a person is judged to be incapable of administering his property
on the basis of a medical certificate of mental incapacity issued by a psychiatrist.



ECONOMIC SITUATION

N
Do you feel your income is enough to enable you to live in a satisfactory manner? Dyes Cno
If not, who manages it for you? Dspouse (Jehild Dparent [friend
Dpublic guardian Dprivate guardian Dother
Name:
TeASON(S) ...
Are you satisfied with how your budget is being managed? Dyes (o
If not, why?
What is(are) your main source(s) of income (pension, supplement, annuity, social aid, etc.)?
Can you meet your current obligations with your current income (rent, food, clothing, medicine, etc.)?
Dyes — Do not complete the rest of this section [(no
If not, with what are you having difficulty? ... ... .. ... ...
what would you estimate is your monthly income? $
is it increased by the income of (an) other person(s)? Dye& § e R A / month Ono
do you have any possessions (real estate, savings)? Dyes. SPOEHY.... .o s S oS T T S s
Ono
How much do you spend per month for...?
. rent
. o Do you share these expenses with (an) other
- heating-electricity ..
person(s)? Dyes Ono
. taxes
fOOd ...................................................................................
® or raom and board.................. maasassninasetins
. other recurrent expense(s)
Total $ /' mth
Comments:
i B
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The theme BENEFICIARY’S HOUSING CONDITONS is used to gather objective information as to the condition of the beneficiary's
dwelling (number of rooms, access, floor plan, arrangement of furniture, sanitary facilities, etc.), and his impressions of his
home, his neighbourhood and, if applicable, the fact of sharing his residence with others.



HOUSING CONDITIONS

e

How long have you been living in your current residence?

Type of dwelling... [Japartment [private house [ lrooming house
OHem  Clother
Are you...? (Cowner [tenant [boarder

Are you satisfied with your present housing? Dyes E]no

If not, how would you like to improve it?

When did you first move into this neighbourhood (municipality)? ... ... . ...

Are you satisfied with your community (environment, services, transportation, safety, etc.)? Dyes

If not, why not?

Where have you lived the longest (region, city)? ... ...
Is that place still significant for you today? Dyes Dno

VB8, WOV oo

How many rooms does your dwelling have?................... access by
) —. [ an exterior stairway
It is located [lon the ground floor [Jin the basement (i . ;
an interior stairway
[ — floor of the house or building— [ an elevator

Are the rooms functional for your purposes (i.e. access is easv and you can use them)? Dyes O no, explain the problem:

Uno

b

N.B.: These questions are to be put only to persons sharing housing with a number of others

Does sharing housing with others inconvenience you? ':]yes (o

If yes, explain why:

Do you feel your current housing arrangements will last? [:]yes (no
If not, do you contemplate any changes? |:|yes Dno

If yes, specify:

when?

Comments: (ex.: landlord-tenant relation, cost of housing, cleanliness, environment, etc.). -~

J/
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CT TO HIS SITUATION AND ORIENTATION, AND THE ASSESSOR'S REMARKS.

This theme explores THE BENEFICIARY'S OPINION WITH RESPE
one or more possible placements

The assessor provides an indication as to the beneficiary's eventual reactions in regard to
(return to the home, other intermediate or institutional resource).



THE BENEFICIARY'S OPINION WITH RESPECT TO HIS SITUATION AND ORIENTATION, AND THE ASSESSOR'S REMARKS
(A )
A

t the present time, what major problem(s) would you like to see settled as a first priority?

Have you previously taken any steps to solve this(these) problem(s)? E]yes Cro

If yes, for which problem(s) and with what result?

What solution(s) do you currently contemplate to improve your situation?
(The beneficiary's opinions on the advantages and disadvantages of the solution(s) contemplated, and of an eventual utilization of the services
of the network).

ASSESSOR'S REMARKS

How does the beneficiary react to an eventual utilization of home care services, day centre services, a change of residence, residence
in a facility, etc.?

If the beneficiary must move to a different environment, specity his wishes, if any, and the reasons for his choice.

Comments:

\ »
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This theme is used to record information concerning THE BENEFICIARY'S INTELLECTUAL CAPACITIES, HIS EMOTIONAL CONDITION
AND HIS BEHAVIOUR.

The beneficiary's psychological and behavioural profiles are key factors in assessing his autonomy. The assessor is reques-
ted to provide as much documentation as possible concerning any problem noted.

INTELLECTUAL CAPACITIES
- TIME ORIENTATION: ability to situate himself in time, that is, to separate past, present and future, day and night, morning
and afternoon, etc.

. SPACE ORIENTATION: ability to situate himself in space, that is, to know where he is physically.

. ORIENTATION WITH RESPECT TO PERSONS: ability to make good contact with people and reality, that is, to distinguish
between imaginary or desired events and actual facts.

. LONG-TERM MEMORY: ability to remember past events and their associations.

. SHORT-TERM MEMORY: ability to remember recent events and their associations.

- ATTENTION: ability to concentrate on an a particular object or item of information.

. COMPREHENSION: ability to receive information and process it (grasp and interpret the meaning).

- JUDGMENT: ability to take a stand, make a decision in regard to an event or item of information.

- ADAPTABILITY: ability to become accustomed and adjust to a new environment or surroundings, to new situations.

The assessor completes the EMOTIONAL CONDITION and BEHAVIOUR sections based on his own observations and,
if possible, information obtained from another person.



INTELLECTUAL CAPACITIES, EMOTIONAL CONDITION AND BEHAVIOUR

rrBasen:i on your meetings with the beneficiary give an opinion with respect to the following three aspects: )
No Problem
INTELLECTUAL CAPACITIES | proplem How does this problem affect the beneficiary, and since when?

Time orientation

Space orientation

Orientation with respect
to persons

Short-term memory

Long-term memory

Attention

Comprehension

Judgment

Adaptibility

Comments:

EMOTIONAL CONDITION

Describe what best characterizes the beneficiary’s emotional condition (feelings, humour, emotions, will, motivation, etc.)

BEHAVIOUR
Does the beneficiary exhibit any behaviour problems? Dyes Ono

If yes, describe his problem(s) (manifestations, relations with others, attitudes to objects, etc.)

Comments:

-
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The ASSESSMENT CONTEXT theme is used to identify the assessor who performed the assessment, any persons who participa-
ted in the assessment, and the person(s) who were interviewed. It is also used to record comments on the conditions under
which the assessment took place (ex beneficiary very cooperative).

The ASSESSOR is the person in charge of the process of assessing the beneficiary. He must record his name, profession, the
establishment he is attached to and his telephone number at work.

During the assessment process, the assessor in charge of the case may call upon the services of one or more PARTICIPATING
PROFESSIONAL(S). In such cases, the assessor must indicate his(their) name(s) and profession(s).

Concerning the respondent(s):
BENEFICIARY ALONE: indicates the beneficiary was the sole source of information with respect to questions addressed
to him specifically.

BENEFICIARY ALONE IN THE PRESENCE OF ANOTHER PERSON:
indicates the beneficiary was the sole source of information with respect to questions addressed to him specifically,
but that his answers were given in the presence of another person.

BENEFICIARY WITH HELP FROM ANOTHER PERSON: indicates another person participated in the assessment interview(s)

with the beneficiary and this person helped him answer the questions addressed to him specific'aily.

If this category is indicated, the assessor must provide the name and telephone number of the person who helped the
beneficiary, his relation to the beneficiary and the main reason(s) for this situation.

PERSON OTHER THAN THE BENEFICIARY: indicates the beneficiary did not participate in the assessment interview(s) and
another person answered the questions normally addressed to the beneficiary. If this category is indicated, the assessor
must provide the name and telephone number of the person who substituted for the beneficiary, his relation to the bene-
ficiary and the main reason(s) for this situation.



ASSESSMENT CONTEXT

~
ASSESSMENT PERFORMED:
ABSESE0T won iR
Profession: . . e RPN (- S
Organization:
By:
Other professional(s) who PARTICIPATED in the assessment
Name: . coawan B R profession:
L F Ty R— . . AU A profession:
& sy
Dbenehmary alone
[ beneficiary alone IN THE PRESENCE of another person, who?
Dbeneﬁciary with HELP from another person
[JPERSON OTHER than the beneficiary
With: 4
Who assisted the beneficiary or answered for him during the assessment interview?
NAITEE oo momnns TR B . relation: ...
. Reason(s):
(Jat the beneficiary's home Dby telephone
Assessment performed: (J at home care service
Dother:
Assessment context (mood, beneficiary's attitude, difficulties encountered...)
5
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Under the theme SUMMARY OF PROBLEMS AND RECOMMENDATIONS, the assessor summarizes his assessment interview(s) with
the beneficiary, identifying the latter's major problem(s), action(s) already taken and the resuits obtained, and formulates recom-
mendations.

The assessor's role is crucial here. Because of his special position (direct contact with the beneficiary), he has the opportunity
to isolate the major items of information the multidisciplinary team needs 1o take into consideration when it studies the benefi-
ciary’s case and assesses the services required, those which require closer attention.

The assessor is therefore requested to proceed on a PROBLEM BY PROBLEM basis, indicating in each instance if any action
has been taken to achieve a solution and if so, by whom (within the network or otherwise), the results obtained and, finally,
he is requested to suggest which means should be used to try to solve the problem(s) observed.
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AUTHORIZATION OF BENEFICIARY
a ~

| authorize appointed by

Name of assessor Name of referring establishment

to release the information contained in this form to the persons responsible for evaluating my appli-

cation for services, as well as to the establishment where | may eventually be referred.

Signature of beneficiary Signature of authorized representative if beneficiary is incapacitated

CAPACITY OF REPRESENTATIVE?
Eparent or person responsible
[ public guardian
O private guardian
l:| legally authorized person

Date of authorization

by ERQS
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p
REASSESSMENT Beneficiary

Reassessment date

File no.

E
~

kAssessor Tel: )
REASSESSMENT CONTEXT
(Factors that have made a reasessment necessary:
[:] regular reassessment (section directive)
O indication(s) of deterioration in the beneficiary's situation
Dindication{s} of improvement in the beneficiary's situation
Dexplicit request from the beneficiary
Dother, specify:
Explain:
OVERAL PICTURE OF THE BENEFICIARY'S SITUATION
i Indicate how the beneficiary's situation has changed in regard to each of the following aspects compared to the situation at the time of the
most recent assessment (date:..........ccceeeeevviiiiiiininnnnnnns )
Indicate whether his situation has remained stable (=), has deteriorated ( ‘ ). or has improved ( + ). In the last two cases,
specify whether a new assessment of the aspect in question has been performed.
Situation Reassessed
THEMES section)  [*={ ¥ | A |[ves No |
* Eyesight, hearing, and ability to speak (C.2)
® Physical mobility (C.2, C.3)
* Functional autonomy (C.4)
= Elimination, specific care required, medication (C.5)
* Habits (C.6)
* Utilization of services (C.7)
* Family and social relations (C.8, C.9)
* Support from the natural network (C.9)
* Beneficiary's responsibilities B (C.10)
= Personal and community activities (C.10)
* Economic conditions (C.11)
* Housing conditions (C.12)
* Beneficiary's opinion with respect to his situation and placement (C.13)
* Intellectual capacities, emotional condition and behaviour (C.14)
LS L e
J
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Gouvernement du Québec
Ministére de la Santé et
des Services sociaux

APPENDIX IX

CTMSP

CLASSIFICATION BY TYPES OF PROGRAM IN
EXTENDED CARE AND SERVICE FACILITIES

COMPLEMENTARY AUTONOMY ASSESSMENT FORM
To be completed with the significant person
(Facility. in the home)

AS-525D (A)

horized by EROS
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Beneficiary's name:

Assessor's name:

Assessment date

~

.j
1- CONTEXT OF THE REQUEST
(" What would you say is(are) the reason(s) that have led the beneficiary (or other mediator) to submit a request for services? B
2- BENEFICIARY'S FUNCTIONAL AUTONOMY AT HOME
( At home, how does the beneficiary organize HIS DAILY ACTIVITIES A
(ex.: personal hygiene, meal preparation, housework, shopping, going out, etc.)?
Over the past year, the beneficiary's ability to carry out various activities of daily life...?
[Jhas improved D has not changed L__| has deteriorated ((has deteriorated markedly
Explain: i : . s s
_ —/
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2- BENEFICIARY'S FUNCTIONAL AUTONOMY AT HOME (continued)

P
Does the beneficiary have specific problems in regard to the following aspects:

SENSORY CAPACITY (eyesight, hearing, speech and associated aid(s))

PHYSICAL MOBILITY (moving, getting about, aid, rehabilitation, etc.)

HABITS (sleep, tobacco or alcohol, food, etc.)

MEDICATION (indications of excess consumption, problems in administering his own medication, etc.)

ELIMINATION (urinary or fecal incontinence afd associated aid(s))

ECONQOMIC SITUATION (income, expenses, budget management, elc.

HOUSING CONDITIONS (cleaniiness, functionality, etc. )

Comments:

Copyright © 1985, EROS, CTMSP 85. All rights . Reprod by MSSS by ERDS.
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3- SOCIAL AND FAMILY SITUATION
(Iiescriba the nature of the beneficiary's relations with his family and with other people in his circle.

= Relations with the family (spouse, children, relatives)

* Other relations (friends, neighbours...)

How does the beneficiary's circle view his loss of autonomy?

Comments .. ... ..

Copyright © 1985, EROS, CTMSP 85. All rights . Aep ion by MSSS by EROS.
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4- SUPPORT FROM THE NATURAL NETWORK

(" Does anyone from the beneficiary's circle provide support on a day to day basis
(ex.: assistance with daily activities, hygiene and health care, contact with friends, moral support, feeling of reassurance, etc.)?

_lyes—  Complete 4A [lno — Complete 4B
4A- SUPPORT PROVIDED BY THE BENEFICIARY'S CIRCLE

Who provides support for the beneficiary, and what does he (do they) do for him?

Do you feel the support described above can be maintained in the future?
Dcan be maintained, and in this case

[ will be sufficient — Move to 5
[Jwill not be sufficient: in this case, what additional assistance will the beneficiary require? (then move to 4B)

Dcannot be maintained: in this case, why? (then move to 4B)

\ 0l
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4- SUPPORT FROM THE NATURAL NETWORK (continued)

s N
4B- SUPPORT FROM BENEFICIARY'S CIRCLE INSUFFICIENT OR NONEXISTENT
Do you know anyone who would agree to make up for the lack of support the beneficiary will eventually be faced with?
Dyes‘ specify whom and what he(they) could do for the beneficiary [Jno— Moveto5s
Comments: .. . .. .
5- INTELLECTUAL CAPACITIES, BEHAVIOUR AND EMOTIONAL CONDITON
rDc-es the beneficiary exhibit any problems with respect to the following? )
No | Yes If yes, how does this problem affect the beneficiary, and since when?
Orientation
(time-space-persons)
Memory
(short and long-term)
Judgment
Adaptability
Behaviour
Describe what best characterizes the beneficiary's EMOTIONAL CONDITION (feelings, humour, will...)
Comments:
N _/
Copyright ° 1985, EROS, CTMSP 85, All rights reserved. R by M555 by EROS.
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6- OPINION OF THE SIGNIFICANT PERSON AS TO THE BENEFICIARY'S SITUATION AND PLACEMENT

rWhat do yo feel is{are) the beneficiary's major problem(s) at the present time?

How does the beneficiary react to an eventual use of home care services, day centre services, changing residence, or placement in a home care
facility? What are the reactions of his circle? :

* Beneficiary's reactions:

* Reactions of his circle:

Comments: ...
\-—.................. ST S O E R L LD AP N ST PP ST PT O PO TTET S ST T T TPTT TP PTPRPrRprer TP eerprape et ey e SR VLIRS LI e LEE LR L L b b ab b dattath ekt ......)
7- ASSESSMENT CONTEXT
3 L
COMPLEMENTARY ASSESSMENT PERFORMED:
ABBEEEOR . s
8y
Establishment .. . . B . .. Tel:
[ Name of significant persor:
Address
With
Tel: (res.) B R .. (oft)
Relation to beneficiary
Comments:
\_ J
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MINI-GUIDE

N.B.: If the space provided for an answer is insufficient, the physician is requested to use a separate sheet to be
attached to the form. This applies to all sections of the form.

Section 1 *‘Identification”

The beneficiary and his main sociodemographic characteristics are identified. The address and telephone number
of the physician who performs the medical assessment are also recorded in this section. This information is impor-
tant should the members of the multidisciplinary team require further details.

Section 2 “*Current Situation™

The physician specifies the biological, psychological and social factors that have given rise to the service request
submitted by the beneficiary (or other person acting on his behalf) and which have initiated the autonomy assess-
ment process.

Setion 3 “'lliness or Health Problems™

The physician provides his opinion as to the beneficiary’s biological, psychological and social condition. This infor-
mation is vital for the multidisciplinary team in its assessment of the services required.

Section 4 ‘*Additional Data"™

This section is for information conceming the beneficiary’s weight, height, blood pressure, any allergies or wounds

he may have, and certain habits. Use of tobacco, alcohol and drug consumption and dietary habits are all aspects

of everyday life that provide an indication of the beneficiary’s well-being. On the other hand, they may point to

certain physical or psychological problems. The physician should pay particular attention to problems associated
i1 these habits.



1- IDENTIFICATION
rBeneﬁciary's name at birth Health insurance no. Sex N

D f pirth year monmn  day
ate of birt | | (e Tlw
Spouse’s name
Physician’'s name Telephone License no. Assessment date
1 y

2- CURRENT SITUATION
/Specify the biological, psychological and social factors that have given rise to this service request. )

3- ILLNESS OR HEALTH PROBLEMS

-
List any MAJOR illnesses or health problems, beginning with the most serious. w
Specify the type of intervention undertaken for each (for instance, hospitalization, surgery, physiotherapy, ergotherapy, etc.) and after-effects.
Year lliness or problem Intervention After-etfects
S /
4- ADDITIONAL DATA
a E
Approximate weight: ... Approximate height: ... BHETGIBS: .. ..oooovvnrvrresistvssinss s iosiinissin st e sias i st s e
= 3 = IO e s O O e R R R L ,Possibility of orthostatic hypotension: !_]yes [(Jno
WVOUNES: BOCRUON . ...oooovviss o ocevisseisio e e 55838 A T2 b AUFATION i oussg s
AESCIIPHON (GMENSION/SEIIOUSITESS) ..o s weeping wound: Dyes Ono
Habits No |Yes Give detalls of any problem (physical, mental, social) related to this habit
Tobacco use

Consumption of alcohol

Drug abuse
(prescribed or not)

Foor nutrition

\ i ™
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Section 5 “*Summary Assessment of Functional Autonomy™

This is a summary of information relevant to an assessment of the services the beneficiary requires, and to the
selection of the program which can best meet his needs. The physician is requested to describe the beneficiary’s
condition in regard to each of the aspects indicated, and to give a precise description of each problem noted.



5- SUMMARY ASSESSMENT OF FUNCTIONAL AUTONOMY

ﬁ'_his section is of vital importance.
It provides information that is crucial in directing the beneficiary toward the most appropriate program (at home or other) in view of his needs.
Give details in regard to each of the following aspects, stating the relation with the ilinesses and health problems (etiology, interventions,

prognosis) identified..

PHYSICAL MOBILITY (Transfer, getting about, stairs, endurance, aids, falls, etc.) and DAILY ACTIVITIES (washing, dressing, feeding oneself, etc.)

MENTAL FUNCTIONS

Cognitive (orientation, memary, judgment, concentration, comprehension)
s

BEHAVIOUR (agressiveness, violence, tendency to give way to fugue, exhibitionism, efc.)

1 Copyright © 1985, EROS, CTMSP 85. All rights ressrved. A jon by MSSS by EROS.



Section 8 *‘Prognosis”
The physician is requested to give his opinion on how the beneficiary's biological, psychological and social condi-
tion can be expected to change. This information is indispensible for the multidisciplinary team assessing the ser-
vices needed.

Section 9 *‘Physician’s Opinion as to Most Appropriate Services for the Beneficiary”
The physician is requested to provide his opinion as 1o the most appropriate services to meet the beneficiary's needs.
The physician should realize that his assessment is part of an overall assessment procedure desigred to select
the most appropriate program for the beneficiary. As a result, and so that the beneficiary will not form any specific
expectations, the physician is requested not to make any commitments to the beneficiary with respect to a place-
ment or program.

Section 10 “*Other Information Deemed Important or Specific Recommendation(s) by the Physician"
The physician enters any other information he feels is important to the multidisciplinary teams's assessment of
services needed and to the future program direction of the beneficiary. Once he has completed the form, the physician
signs it and enters the date the form was completed.

Section 11 “‘Beneficiary’s Authorization”

This is to be signed by the beneficiary or, if he is unalle to do so, by an authorized person. The form must also
be witnessed.



6- RELEVANT REPORTS FROM COMPLEMENTARY EXAMINATIONS AND CONSULTATIONS

r;’.‘.ax':vorarory, X-ray, physiotherapy, neurology, psychiatry, etc. Attach repont, if deemed advisable.)

7- PROPOSED INTERVENTIONS

ﬁ&. MEDICATION For each prescription medicine, provide

Name - dose - posology - how administered - anticipated duration

B. FOOD AND DIET
[(Jbalanced [high fibre content  [Jiow sugar [no salt
Olother, specify

C. CARE/SERVICES

Has the beneficiary been observed to have difficulty administering his medication? Dyes Uno
If yes, specify:

No | Yes If yes, specify the care/service needs and restrictions

* physiotherapy

* ergotherapy

* respiration therapy

* oxygen therapy

 speech therapy

¢ specific nursing care

* social service

* other(s)

D. OTHER (further assessment, etc.)

Comments: ... .

J
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Section 6 ‘“‘Relevant Reports from Complementary Examinations and Consultations”

The physician is requested to report the results of any examinations which would inform the members of the multi-
disciplinary team assessing the services required of the type of investigation already made and the results obtai-
ned, including results which indicate there is no problem. A complete picture of the beneficiary's condition depends
just as much on knowing the examinations which failed to detect any problem as on being aware of those which
produced a positive result. When he feels it is important, the physician may attach the examination report(s) to
the medical assessment form.

Section 7 “'Proposed Interventions’

The physician provides information concerning:
a) the beneficiary's medication (name of medicine, dose, posology...),

b) his diet and any particular features,
¢) the care and services he needs because of his condition and the associated restrictions. The “other’ cate-

gory refers, for example, to assistance services (meals, corrpanionship, etc.) and to specific care of services
(laboratory, monitoring, etc.).



8- PROGNOSIS
4 N

biological condition is stable [ unstable
The beneficiary's psychological condition is [stable [Junstable
social condition is  [stable [ unstable
What is your prognosis as to how his biological, psychological and social condition can be expected to change?
9- PHYSICIAN'S OPINION AS TO THE MOST APPROPRIATE SERVICES FOR THE BENEFICIARY
("In view of the beneficiary’s current situation (health, living conditions, etc.), what type of services do you feel are best suited to his needs? P
{ O continuation (retun to) the home (day centre, day hospital, home care/services, temporary accomodation)
Uintermediate resources (foster family, pavilion...)
Oinstitunonal resources (ECHC, HCC, STCHC...)
Give details as to the type of services and under what condition{s): .
\ o
10- OTHER INFORMATION DEEMED IMPORTANT OR SPECIFIC RECOMMENDATIONS BY THE PHYSICIAN
" N\
Are you the beneficiary's physician? L_Jyes Ono How long have you known him?
Did you have the necessary medical information when you performed your assessment? Dyes Uno
k Physician’s signatures Date 2
11- BENEFICIARY'S AUTHORIZATION
i N
I authorize to release the information contained in:
name of physician
this form to the persons responsible for evaluating my application for services.
{IN CASE OF INCAPACITY)
Benehciary's signature Signature of legally authonzed person Capacity
Witness
Date of authonzation )
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