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Abstract 

Background: It is important to ensure that the right criteria are used to admit (panel) older 

Manitobans into personal care homes (PCHs), so that only people who must exclusively be cared 

for in this setting are admitted, while all others remain supported in the community. However, 

research shows that 10.4% of people admitted into Winnipeg PCHs are less clinically burdened, 

and that Manitoba has the second highest supply of PCH beds per capita age 85 and older. This 

study examines the kinds of need factors (e.g., cognitive impairment), by their severity level, that 

community representatives believe should be used to admit people into a Winnipeg PCH 

(unconditionally or pending the types of community supports available). 

Methods: Guided by the Anderson-Newman Behavioural Model of Health Services Utilization, 

a Delphi survey method was utilized to determine how need factors (both physical and 

psychosocial), by their severity level, should be used to make PCH admission decisions (i.e., 

independently or pending available community supports). The research was conducted in three 

sequential phases. A literature review was conducted in phase 1 to gather information to be used 

in the Delphi survey. Phase 2 involved creating and piloting the survey. Phase 3 involved 

applying the Delphi survey to a group of community representatives with experience as an 

informal caregiver for someone during a PCH paneling process in Winnipeg.  

Results: With one exception (i.e., someone who has severe cognitive impairment or has been 

diagnosed with dementia/Alzheimer’s), community representatives did not agree that people 

with severe need challenges should be admitted to a PCH unconditionally. Participants most 

commonly agreed on scenarios where people should almost never be admitted to a PCH, or 

where this admission depends on the kinds of supports available in the community. 
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Conclusion: With one exception, across multiple factors and severity levels, community 

representatives report that PCH admission decisions should consider need factors combined with 

the kinds of community support available, rather than need factors alone. These findings have 

implications on the kinds of community-based supports that should be offered in Winnipeg to 

prevent or delay admission to a PCH. 
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Chapter 1: Introduction 

The province of Manitoba, along with the rest of the world, is experiencing a significant 

shift in population aging. While 6.7% of Manitoba’s population is presently age 75 years and 

older, it is anticipated by 2037 the number of people in this age group will double (Canadian 

Institute for Health Information, 2017; Manitoba Health Seniors and Active Living, 2018b). This 

demographic shift heightens the need to ensure that health care policies, programs, and services 

are best aligned to meet the needs of older adults. One area that requires attention is the paneling 

process used to admit people into personal care homes (PCH).1 Winnipeg’s PCH system can be 

improved by developing clear and up to date admission criteria and by enhancing the supports 

that enable older adults to remain safely in the community, thereby avoiding the need for 

premature transition to this highest level of care (PCH).  

The World Health Organization (WHO) recently published a global strategy and action 

plan on aging and health, which emphasizes the importance of ensuring that health systems 

support older adults to successfully age in place (i.e., to live independently at home or in the 

community, with necessary supports and services) (Federal/ Provincial/ Territorial Ministers 

responsible for Seniors, 2019; World Health Organization, 2017). One of the key goals of this 

plan is to develop sustainable and equitable systems for long term care (World Health 

Organization, 2017). The WHO argues people have a right to receive care in a way that 

maintains or preserves their highest level of function, and that health systems require re-

alignment to better help older adults age in a place that best fits their needs (World Health 

Organization, 2017). This strategy aligns with Manitoba’s mission to ensure that Manitobans 

 
1 In this study, the term ‘PCH’ will be used to refer to nursing homes, long term care facilities, continuing care 

facilities and any other government funded, older adult housing with 24/7 nursing care. 
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receive the right care, at the right time, and in the right place. According to the WHO, 

governments play an important role in overseeing partnerships and building consensus on the 

most appropriate system for providing PCH-level care (World Health Organization, 2017), 

which includes, in this research, determining consensus on the factors used to admit people into 

PCHs.  

Canadian provinces are looking for cost-effective strategies to alleviate the rising costs 

associated with older adult care (Sinha, S. Dunning, J. Wong, I. Nici, M., 2019). It is estimated 

that Canada spent $20 billion in public funds on PCH care in 2018, compared to just $4 billion 

on community-based programs and services for older adults. Furthermore, there are 

approximately 40,000 Canadians on PCH waitlists, largely due to a lack of programs or services 

available in the community to support them (Sinha, S. Dunning, J. Wong, I. Nici, M., 2019). In 

some cases, people are being recommended to go on a waitlist for a PCH bed, not because of 

current need, but rather in an effort to plan ahead for anticipated future need (Fancey and Keefe, 

2014). This suggests Canada’s current care continuum for older adults is not as effective as it 

could be. In response, all Canadian provinces, including Manitoba, have begun enacting policies 

to ensure that older adults are able to thrive in the community for as long as safely possible 

(Alberta Health and Wellness, 2008; Cohen, 2012; Ontario Association of Community Care 

Access Centres, 2014), and research shows that aging in place initiatives enhance the dignity, 

independence, and feelings of security amongst older people (Black, Dobbs, & Young, 2012; 

Wiles, Leibing, Guberman, Reeve, & Allen, 2012).  

Consistent with the initiatives developed by other provinces, in 2004, Manitoba Health, 

Seniors and Active Living (MHSAL) implemented supportive housing as a community-based 

congregate housing option to, in part, help avoid premature admissions to PCHs (Doupe et al., 
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2011).  Despite this and other expansions of services, the paneling criteria used to admit people 

into PCHs has not changed much since its inception (Doupe et al., 2011). While the paneling 

process can be viewed as the ‘gatekeeper’ between community and institutional care for older 

adults, it is unclear how well this process is working. Some evidence suggests that people are 

frequently being admitted to a PCH with a level and type of need that could be cared for in 

community-based settings – provided the appropriate services existed and were available. The 

Canadian Institute for Health Information (CIHI), recently published a new national indicator 

that demonstrates that 1 in 9 newly admitted PCH residents could potentially be cared for in the 

community if they had the proper supports (Canadian Institute for Health Information, 2020). 

Manitoba is also the province with the highest proportion of institutional admissions for people 

with low MAPLe scores (i.e., the Method for Assigning Priority Levels, a score used as part of 

the inter-RAI assessment, to prioritize service need) (Nuernberger, Atkinson, & MacDonald, 

2018). Additionally, a Winnipeg based study showed that 10.4% of newly admitted PCH 

residents have a similar functional, cognitive, and behavioural profile to older adults residing in 

the community (Doupe et al., 2016). In another Winnipeg-based study that looked at PCH 

admission reasons for residents with care needs similar to community residing older adults, 

breakdowns in both community and health care and avoiding a safety crisis, were found to be 

largely responsible for the seemingly premature admissions (Campbell-Enns, Campbell, Rieger, 

Thompson, & Doupe, 2020). The results of these research studies demonstrate that more 

attention must be paid to the types of community supports available as alternatives to PCH care.  

The need to study and update the PCH paneling criteria to more strongly consider the 

community services that are available, is consistent with the healthcare transformation process 

underway in Manitoba, to help ensure that all residents receive the right care, at the right time, in 
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the right place (Manitoba Health Seniors and Active Living, 2019). Implementing any major 

changes to the healthcare system will undoubtedly have an effect on how people transition into 

PCHs, therefore, it is essential to ensure that the criteria being used for admission considers the 

current array of community-based and PCH-level services that are available in Winnipeg, as well 

as what additional services are needed to prevent or delay premature PCH admission. 

 Following the WHO’s recommendation, and in light of the changes to Manitoba’s 

healthcare system, Winnipeg PCH paneling process should be updated, first to help ensure that 

only people requiring institutional care are admitted into these facilities, and second to help 

determine the appropriate supports that all other people require to successfully remain in the 

community. In determining which criteria should be used in the admission process, it is 

important not only to consult those who work in, and plan our healthcare system, but also the 

caregivers who are supporting older adults in the community. While there is an abundance of 

literature on risk factors for PCH admission, there is less literature that examines the perspectives 

of community members regarding what should be included in the PCH paneling criteria.   

Guided by the Anderson-Newman Behavioural Model of Health Services Utilization 

(ANBM), this study utilized a Delphi method with representatives from the community who 

have experience with the paneling process.2 The objective of this study was to identify, among 

these participants, perceptions of how need (i.e., conditions that require a need for care) and 

enabling (i.e., the availability of resources) factors can influence PCH admission criteria in 

Winnipeg. The following research question was posed: 

 
2 The original study plan included recruiting a second panel of participants made up of healthcare stakeholders who 

had experience working with the paneling process. Recruiting this latter group was not feasible given COVID-19. 
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To what extent can community representatives reach consensus on the need factors that 

(i) independently warrant PCH admission, and (ii) warrant PCH admission depending on 

a person’s enabling factors (e.g., access to formal supports)?  

It was hypothesized that respondents’ degree of consensus on PCH admission decisions 

(i.e., always admit, never admit, admission depends) would vary pending the severity level of 

need factors (e.g., lowest, moderate and highest need). Respondents would concur that people 

with the (a) highest need severity should almost always be admitted into a PCH, (b) lowest need 

severity should almost never be admitted into a PCH, and (c) moderate need severity should be 

admitted depending on the availability of certain enabling factors (e.g., access to formal 

supports). The knowledge gained from this research provides insights into the types of PCH care 

levels and community-based services required to help Manitobans successfully age in an 

environment best suited to their needs. It also emphasizes that the admission criteria should not 

be developed devoid of discussions about the types of community-based supports available to 

help people.  

Chapter 2: Literature Review 

2.1 The Manitoba Context  

In order to determine what factors should be considered when paneling for PCH 

admission, it is essential to first be aware of the main programs and services that are available to 

help support older adults as they move through Manitoba’s continuing care system. For people 

who live in Winnipeg, there are a variety of publicly available options (see Table 1). 
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Table 1 - Continuing Care Services Publicly Available in Winnipeg 

 

One of the community-based options is the home care program. In Winnipeg there are 

several forms of home care, including the Winnipeg Regional Health Authority (WRHA) home 

care and Priority Home programs. Home care provides health care services to people living in 

their own homes, in an effort to keep individuals as independent as possible and subsequently 

delay admission into a PCH (Winnipeg Regional Health Authority, 2020b). There are a variety 

of programs offered under home care in Winnipeg including short and long-term care, dialysis 

and ostomy care, community intravenous therapy and other speciality services (Winnipeg 

Regional Health Authority, 2020b). Home care provides different services depending on the 

client’s needs. Services range from personal care or nursing care, to assessment and referrals for 

other agencies or services (Winnipeg Regional Health Authority, 2020b). Home care also 

coordinates and assesses clients for PCH and supportive housing, among other speciality services 

Home Care Supportive Housing Personal Care Home Chronic Care Facilities

Purpose: Home Care 
coordinates and provides a 
range of services such as 
personal care, nursing care, 
household assistance, 
assessments and referrals etc., 
to help people remain living in 
the community.

Target Population: People who 
require assistance (i.e., health 
services, assistance with 
activities of daily living etc.) 
and cannot receive the 
appropriate support from 
other community resources. 
e.g., People who need help 
with medication management, 
bathing and dressing.

Examples: WRHA Home Care 
Program, Priority Home 

Purpose: Supportive Housing is an 
option for people who can no longer 
manage to live independently, but 
don’t yet require the level of care of 
a personal care home. People have 
their own rooms and share a living 
space with access to 24/7 support. 
Services include meals, laundry and 
housekeeping services, social and 
recreational activities. Access to 
supportive housing is based on a 
WRHA assessment process.

Target Population: People who are 
physically frail and require access to 
supervision 24-7, but do not require 
24-7 health care. 
e.g., Individuals with some degree of 
cognitive impairment and have 
family involved in their care.

Examples: Rosewood Village, 
Harmony Court at Riverwood Square 

Purpose: A personal care home 
provides personal care services 
to individuals who can no longer 
manage independently, with 
options such as home care or 
supportive housing. People are 
admitted into PCHs using a 
process where a home care case 
coordinator works with the 
individual, their family, and their 
health care team to complete a 
PCH panel assessment form. 

Target Population: People who 
require access to 24-7 nursing 
care. 
e.g., Individuals with physical 
impairments affecting ability to 
perform activities of daily living.

Examples: Charleswood Care 
Centre, River Park Gardens 

Purpose: Chronic care facilities 
help people who show little to 
no potential for improvement 
and need more care than a 
personal care home can 
provide. It offers specialized 
care and equipment for chronic 
health conditions.

Target Population: People who 
require ongoing medical 
management and/or extensive 
nursing care. 
e.g., Individuals with traumatic 
brain injuries or who require 
complex wound care

Examples: Riverview Health 
Centre, Deer Lodge Centre



 

 

7 

(Winnipeg Regional Health Authority, 2020b). In order to receive home care, individuals must 

require either health services or assistance with activities of daily living (ADLs). Between 2013-

2015, 3.3% of Manitobans received home care services (Cui, Zinnick, Henderson, & Dunne, 

2019). Provincial data employing a user-based analysis, also shows that use of home care is 

higher among low income residents (Cui et al., 2019).  

In 2017, the WRHA introduced a new home care service called Priority Home, which 

was developed to help individuals remain in the community and prevent premature admission 

into PCHs (Cui et al., 2019). This intensive and short term (90 day maximum) program serves to 

reduce the number of patients paneled directly to a PCH from hospital (Winnipeg Regional 

Health Authority, 2017). The program has served over 700 clients, 85% of which were referred 

directly from hospital (Cui et al., 2019). This program, in addition to other community-based 

supports, has been credited with helping to decrease the number of older adults paneled into 

PCHs in recent years (Cui et al., 2019). 

 Next along the continuum is supportive housing. Supportive housing is a government 

regulated housing option that provides care to those who can no longer reside safely in their own 

homes, even with informal support or home care (Doupe et al., 2016). Supportive housing 

tenants receive services including meals, laundry, light housekeeping, 24-hour on-site assistance 

with personal tasks, (not including nursing care), and access to additional support services 

through the home care program (Doupe et al., 2016). While supportive housing has existed in 

Manitoba since 2004, to date MHSAL has not formally developed admission guidelines for this 

care option or investigated how the PCH admission criteria should be changed to reflect the 

expanded community-based services in Manitoba (Doupe et al., 2016). 
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PCHs are defined as “residential facilities which are predominately intended for adults 

age 75 and older that may have a chronic condition, disability or can no longer live 

independently” (Manitoba Health Seniors and Active Living, 2018a). In Winnipeg, PCHs are 

regulated and licensed by the Manitoba government (Winnipeg Regional Health Authority, 

2013). The process of paneling or admitting people into a PCH is coordinated by a home care 

case coordinator, who works with the individual, their family, and their health care team to 

complete the Application/Assessment for Long Term Care Placement form (Winnipeg Regional 

Health Authority, 2012). This form addresses factors such as people’s physical health, functional 

ability, and behavioural issues (Manitoba Health Seniors and Active Living, 2010). The 

application is then presented to the Long Term Care Access Centre Panel Review Board which 

consists of physicians, Home Care, and Long Term Care Access Centre staff (Winnipeg 

Regional Health Authority, 2012). Once the application has been approved the individual is put 

on a wait list for PCH admission. If the application is rejected, community-based options are 

discussed with the individual and their family (Winnipeg Regional Health Authority, 2012). 

Manitoba currently has 125 PCHs comprising about 10,000 beds (Chateau et al., 2012; 

Manitoba Health Seniors and Active Living, 2018a), with 38 of these facilities (5,549 beds) 

located in Winnipeg (Manitoba Health Seniors and Active Living, 2018a). Approximately 2,600 

Manitoban’s aged 75+ years old are admitted to a PCH annually (Manitoba Health Seniors and 

Active Living, 2018a). In Winnipeg, people wait a median of four weeks for admission into a 

PCH, and most people (64.3%) spend this time waiting in hospital (Manitoba Health Seniors and 

Active Living, 2018a). The median length of stay in Manitoba PCHs has been decreasing in 

recent years and is now only 2 years (Manitoba Health Seniors and Active Living, 2018a), 
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however, evidence also shows that PCH residents in Manitoba have longer and more stable 

lengths of stay relative to other provinces such as Alberta (Hoben et al., 2019). 

Manitoba is unique in its supply of PCH beds compared to the rest of the country. While 

the current Manitoba government has proposed building over 1,000 new PCH beds (CBC News 

Manitoba, Sept. 8, 2017), Sivananthan, Doupe, and McGregor (2014) show that Manitoba has 

one of the largest supplies of PCH beds in Canada, second only to Prince Edward Island. This 

evidence highlights the importance of ensuring Manitoba has sufficient community supports, so 

that older Manitobans can receive the appropriate level of care based on their needs.  

On the far end of the older adult care continuum is Chronic Care, intended for those 

whose care needs exceed what PCHs can provide, for example, specialized wound care, and 

tracheostomy or gastrostomy management. Winnipeg has two chronic care facilities that care for 

people with specialized care needs or chronic conditions that cannot be managed in a PCH 

(Winnipeg Regional Health Authority, 2020a).  

While there are many options to support older adults as they age, access to these care 

options also have to be considered. Some of the previously mentioned services (e.g., supportive 

housing, Priority Home etc.) have been introduced since the PCH paneling criteria were last 

updated, signaling the need to re-examine the current criteria in light of these new services. In 

addition, Manitoba’s healthcare system is currently going through a significant transformation 

which will no doubt have repercussions on the health system as a whole. The goal of this 

research is to help support a small but important aspect of this transformation, by examining the 

kinds of guidelines that should be used to admit people into PCHs. 
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2.2 Theoretical Framework  

This research was guided by the Andersen-Newman Behavioral Model of Health 

Services Utilization (ANBM) (Andersen & Newman, 1973), which was developed to measure 

the determinants of health services use. Since its inception as a doctoral dissertation in 1968, 

there have been many subsequent variations and adaptations of the model to consider both 

individual and societal determinants of health services use (Andersen, 2006; Andersen & 

Newman, 1973). The original version of the model – focusing on individual determinants – was 

used in this study to help develop the Delphi survey. According to the original model, health care 

service use can be influenced by a person’s need, enabling, and predisposing characteristics 

(Andersen & Newman, 1973). Need factors are the most immediate cause of health service use, 

while enabling and predisposing factors can mediate how people with a given level of care need 

utilize healthcare services (Andersen & Newman, 1973). 

Originally referred to as illness level, the now termed “need component” was defined as 

the most significant driver of health care use (Andersen, 2006; Andersen & Newman, 1973). 

There are two different types of needs that influence use; perceived need and evaluated need 

(Andersen & Newman, 1973). Perceived need occurs when an individual believes they need help 

and begins seeking or adhering to medical care (Andersen, 2006). Evaluated need occurs once a 

professional has determined the need for care, and administers medical treatment (Andersen, 

2006). Perceived need includes factors such as self-rated health while evaluated need includes 

diagnosed medical conditions and their treatments (Andersen, 2006). While need factors are 

often considered to be the most relevant component of health care use, predisposing and enabling 

factors affect health care use in various ways, depending on the type of health service (Andersen, 

2006; Luppa et al., 2009).  
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Enabling factors influence the extent to which someone can access or use services 

(Andersen & Newman, 1973). Health care service use requires both personal and community 

enabling resources to be present; for example, health care resources must be available in a 

community and people must have the ability to access them (Andersen, 2006). Predisposing 

factors consist of the characteristics that increase people’s propensity to use health services 

(Andersen & Newman, 1973). These include demographic measures, social structure and health 

beliefs (Andersen & Newman, 1973). Enabling and predisposing factors may increase the 

likelihood of healthcare use, however, by themselves, they do not directly result in the use of 

health services (Andersen & Newman, 1973).  

This study examines perspectives on how need and enabling factors determine PCH use. 

While predisposing factors are a significant part of the ANBM and several predisposing factors 

are considered important predictors of PCH admission, these are mostly unmodifiable individual 

characteristics. Issues of ageism, sexism or racism may arise with the use of demographic factors 

as admission criteria. Consequently, although things like age, sex and race may be related to the 

likelihood of admission, these factors along with education level, were not be included in the 

Delphi survey.  

A more recent version of the Andersen-Newman Behavioral Model of Health Services 

Utilization, sometimes referred to as Phase 4, takes into account access to health care and the 

external environment, in addition to the individual determinants (Andersen, 1995). According to 

Andersen (1995), a main goal of any healthcare system is to maintain and improve the health of a 

population, meaning that the external environment is important for understanding how people 

use healthcare services. This includes the access an individual has to health services and their 

satisfaction with them (Andersen, 1995). The physical, social and economic environment can 
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also affect the health of a community. Aday (2004) states that predisposing and need factors 

determine the health care services that are accessible, while inequitable health care use is more 

strongly influenced by enabling factors (Aday, 2004). The revised version of the model also 

includes feedback loops to highlight how health outcomes, predisposing factors, perceived need 

and health behaviours can subsequently influence health services use (Andersen, 1995).  

The ANBM has been used extensively in health services research (Babitsch, Gohl, & von 

Lengerke, 2012). It has also frequently been applied to the health care use patterns of older adults 

(Hajek, Bock, & König, 2017; Lo, Parkinson, Cunich, & Byles, 2016; Miller & Weissert, 2000; 

Vyas et al., 2017; Wolinsky & Johnson, 1991; Yang et al., 2018). While the ANBM model was 

created to help guide the understanding of health care use, many authors have used it only to 

select or categorize study variables (Carter, Yang, Davenport, & Kabel, 2019; Vyas et al., 2017), 

and not to guide analysis plans (e.g., understanding how enabling and predisposing factors 

interact with need measures to influence healthcare use).  

In addition to the model being used to explain the use of health care services in general, it 

has also been specifically applied to study factors leading to PCH admission (Liu & Tinker, 

2001; Luppa et al., 2009; Mui & Burnette, 1994). In this study, the model has been used to 

structure the types of factors that may influence PCH use, and also to understand how the results 

from the Delphi method can be applied to Winnipeg’s paneling criteria. Similar to the approach 

used by others (Babitsch et al., 2012; Liu & Tinker, 2001; Luppa et al., 2009), an overall list of 

PCH admission risk factors was first generated and categorized into need and enabling measures. 

During the Delphi method, respondents were asked to identify the types and severity of need 

factors (e.g., degree of assistance to complete activities of daily living tasks) that (i) 

independently warrant PCH admission, or (ii) should be considered pending a person’s enabling 
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factors (e.g., access to formal supports). This approach provides a rich understanding of how 

need and enabling factors could be used to guide PCH admission criteria, and also to examine 

the kinds of supports needed to help older adults live successfully in the community. While the 

approach to the survey was based on the earlier ANBM, incorporating the results within the local 

context aligns with the more recent version of the model.  

In addition to the use of the Andersen-Newman Model, need factors can be organized 

into the physical and psychosocial dimensions of health. Physical factors include anything that 

affects the physical condition and/or use of the body. Psychosocial factors affect a person’s 

mental or emotional state, or how they interact with others. Physical health is often the focal 

point for determining whether someone is considered healthy. However, health is a multifaceted 

concept which requires consideration of many different dimensions, therefore, it is important the 

PCH admission criteria reflect all aspects of health, not just physical (Greenberg, 1985). For this 

reason, psychosocial aspects of health were also taken into consideration. The use of these health 

dimensions provides further insight into (perspectives about) when people should be admitted 

into PCHs, and alternatively individuals who would best benefit from enabling factors in the 

community. 

2.3 State of the Literature on PCH Admissions 

Numerous authors have examined the risk factors for PCH admission over the last several 

decades. This literature comes from a variety of different countries around the world including 

Canada, the United States, the United Kingdom, Taiwan, Australia and more. Overall, the quality 

of the literature in this area is very good with several systematic reviews summarizing the 

findings (Gaugler, Duval, Anderson, & Kane, 2007; Luppa et al., 2009; Toot, Swinson, Devine, 

Challis, & Orrell, 2017). Many authors have used longitudinal study designs (Bharucha, Pandav, 
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Shen, Dodge, & Ganguli, 2004; Castora-Binkley, Meng, & Hyer, 2014; McCallum, Simons, 

Simons, & Friedlander, 2005), and/or have used data from national surveys (Castora-Binkley et 

al., 2014; Hanratty, Stow, Moore, Valtorta, & Matthews, 2018; Newman, Struyk, Wright, & 

Rice, 1990), and to lesser extent, administrative data (Betini et al., 2017; Jamieson et al., 2019; 

Maxwell et al., 2013). Most studies have large sample sizes, and use data focusing on 

community-dwelling older adults (Bharucha et al., 2004; Castora-Binkley et al., 2014; Freedman, 

Berkman, Rapp, & Ostfeld, 1994; McCallum et al., 2005). These findings, along with the actual 

PCH admission criteria used across three Western Canada provinces, were used to create the 

Delphi survey in the present study.  

2.4 Literature on Risk Factors for PCH Admission  

In order to determine how need and enabling factors influence PCH admission criteria it 

is important to determine the main risk factors that lead to admission. As has been previously 

noted, the literature in this area is abundant. The conditions and illnesses that are most likely to 

lead to PCH admission, were categorized based on the ANBM for subsequent use in the Delphi 

survey. 

2.4.1 Need 

Most of the PCH admission risk factors in the literature fall into the need category in the 

ANBM. Some of the most frequently described risk factors for PCH admission include declines 

in functional ability. Several authors have shown that challenges in conducting activities of daily 

living (ADL) tasks and instrumental activities of daily living (IADL) tasks, can predict PCH 

placement (Bharucha et al., 2004; Castora-Binkley et al., 2014; Liu & Tinker, 2001; Maxwell et 

al., 2013; Mui & Burnette, 1994). Impairments in physical or functional ability are also 

associated with placement (Luppa et al., 2009; McCallum et al., 2005). In addition, frail and pre-
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frail older adults, who experience weight loss, exhaustion, weakness, slow walking speed and 

low physical activity, are shown to have a much greater likelihood of being admitted to a PCH 

than non-frail older adults (Kojima, 2016). Authors have also demonstrated that cognitive 

impairment is associated with admission (Luppa et al., 2009; Maxwell et al., 2013; Mui & 

Burnette, 1994).   

The presence of chronic conditions and diagnosed disorders are often noted as risk 

factors for admission in the literature. Medical conditions found to be associated with PCH 

admission include neurological disorders, skeletal muscular disease, and impaired peak 

respiratory flow (Castora-Binkley et al., 2014; Liu & Tinker, 2001; McCallum et al., 2005). 

While there is evidence that cardiovascular disease is associated with PCH admission (Liu & 

Tinker, 2001), the evidence is slightly mixed, as Castora-Binkley et al. (2014), found that 

cardiovascular disease’s association with admission became non-significant when controlling for 

other forms of mortality. Dementia is one of the most common diagnoses associated with PCH 

admission (Bharucha et al., 2004; Luppa et al., 2009). In a 12-year longitudinal by Bharucha et 

al. (2004), dementia was found to be the strongest predictor of PCH admission. A meta-analysis 

by Toot, Swinson, Devine, Challis, and Orrell (2017) also shows that having multiple 

comorbidities may be a risk factor for admission, although the findings are inconsistent. Two 

research groups have shown that people with poor or no bladder continence are at a higher risk 

of PCH placement, versus those who are usually or completely continent (Maxwell et al., 2013; 

McCallum et al., 2005).  

Psychosocial risk factors are also strongly associated with PCH admission. Mental health 

(e.g., depression) and behavioural (e.g., aggression) challenges have been shown to predict PCH 

admission (Maxwell et al., 2013; McCallum et al., 2005). In addition, general health instability is 
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also a predictor of PCH placement (Maxwell et al., 2013). Similarly, evidence also shows that 

low self-rated health is a significant predictor of PCH admission (Castora-Binkley et al., 2014; 

Luppa et al., 2009; Miller & Weissert, 2000).  

Previous health care use is also a risk factor for PCH admission. Evidence shows that 

older adults who have previously resided in a PCH (e.g., short-stay respite), are at high risk of re-

admission (Castora-Binkley et al., 2014; Luppa et al., 2009; Miller & Weissert, 2000). Likewise, 

recent hospitalizations or emergency department visits may also lead to placement (Maxwell et 

al., 2013), although it is has been well established that many PCH admissions start from hospital 

(Manitoba Health Seniors and Active Living, 2018a), and hence these findings may be 

tautological. Taking a large number of prescription medications has been found to be a risk 

factor for admission (Castora-Binkley et al., 2014; Luppa et al., 2009; Miller & Weissert, 2000). 

Bharucha et al. (2004) showed that the interaction between dementia and number of prescription 

drugs statistically influenced PCH admission. 

2.4.2 Enabling 

Enabling factors associated with PCH admission include social relationships, living 

situation and availability of appropriate care either through formal or informal caregivers. One of 

the most common such factors found in the literature concerns social relationships. Older adults 

with poor social support are considered to be at a higher risk of PCH admission (Bharucha et al., 

2004; Luppa et al., 2009; Maxwell et al., 2013). According to a study by Freedman, Berkman, 

Rapp, and Ostfeld (1994), the absence of regular contact with a spouse is associated with 

increased PCH admission for men, while women were more likely to be admitted if they had a 

small social network.  In addition, feelings of loneliness were found to lead to admission, 

independent of actual social isolation (Hanratty et al., 2018).  



 

 

17 

Living alone has also been associated with PCH admission (Jamieson et al., 2019; Miller 

& Weissert, 2000). Several authors have also shown that not owning a home increases the risk of 

admission, (Luppa et al., 2009; Miller & Weissert, 2000). According to Newman, Struyk, 

Wright, and Rice (1990), home ownership can protect against admission because it leads to the 

use of formal supports, although this could also be reflective of one’s financial situation.  

The presence of caregiving is also associated with PCH admission. The use of paid or 

formal caregiving has been associated with an increased risk of PCH admission (Newman et al., 

1990). A synthesis done by Miller and Weissert, (2000) supports this finding. This synthesis also 

showed that the presence of an informal caregiver can increase the risk of PCH placement 

(Miller & Weissert, 2000). According to a Canadian study by Betini et al. (2017), people 

receiving care from a spouse or other non-child caregiver were more likely to be admitted than 

those being cared for by a co-residing child. The presence of caregiving may indicate that an 

individual’s health is rapidly declining, making them more likely to require PCH care. 

Additionally, caregiver distress has been found to predict PCH admission (Betini et al., 2017; 

Jamieson et al., 2019). If a caregiver becomes too burdened or overwhelmed to manage the care 

requirements, admission may be the only option.   

2.4.3 Predisposing Characteristics 

Several predisposing factors (e.g., age, sex, race) are associated with PCH admission. 

Most studies that examine risk factors leading to PCH admission recognize the significance of 

increasing age on likeliness of admission (Betini et al., 2017; Bharucha et al., 2004; Castora-

Binkley et al., 2014; Liu & Tinker, 2001; Luppa et al., 2009; Maxwell et al., 2013; McCallum et 

al., 2005). There have been some studies that link sex to the likelihood of PCH admission, with 

women being more likely to enter a PCH than men (Castora-Binkley et al., 2014; Liu & Tinker, 
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2001). This latter evidence is inconsistent, with some studies showing a non-significant 

relationship between PCH admission and sex (Bharucha et al., 2004). Ethnicity can also 

influence the likelihood of PCH admission, however, the evidence is also slightly mixed. A 

United States based study by Castora-Binkley et al. (2014) found that Black race increases the 

risk of long term PCH placement in men. Conversely, a number of studies have shown that being 

White significantly increases the risk of PCH admission (Luppa et al., 2009; Mui & Burnette, 

1994).   

Social structural factors such as education may also influence likelihood of admission. 

Several studies have found that higher level of education are associated with an increased risk of 

PCH admission (Castora-Binkley et al., 2014; Liu & Tinker, 2001).  

Chapter 3: Methods  

This research occurred in three phases. The first phase involved gathering the information 

to be used in the Delphi method. The second phase involved creating the Delphi survey 

questionnaire using evidence from the literature combined with the actual admission criteria used 

in three Canadian provinces. The third phase involved applying the Delphi survey to a group of 

community representatives to reach consensus on the ways in which need and enabling factors 

interact to influence PCH admission.  

3.1 The Delphi Method 

This study used a modified Delphi method to determine consensus on need factors that 

either independently warrant PCH admission, or warrant admission pending enabling factors. A 

Delphi is a type of survey that uses expert opinion to determine consensus on a topic through a 

series of questionnaires and feedback processes (Keeney, Hasson, & McKenna, 2011). This 
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method has been adopted for use across a variety of disciplines including health research 

(Keeney et al., 2011). The Delphi method relies on the premise that group opinion is more 

reliable and valid than individual option (F. J. Gill, Leslie, Grech, & Latour, 2013). It is an 

appropriate study design to use when the goal is to develop consensus based guidelines or 

criteria (Page, Potter, Clifford, McLachlan, & Etherton-Beer, 2015). 

There are a few ways in which this Delphi study differs from the classical Delphi method. 

In a classical Delphi method, the first survey round would ask participants to identify an initial 

list of factors for use in later rounds (e.g., to document all factors they believe are important to 

consider during the PCH panel process) (Keeney et al., 2011). In the present study, however, this 

initial list of factors was determined based on a review of the literature and the current paneling 

criteria used across Manitoba, Alberta and British Columbia. This modified method lessened the 

workload on the participants and ensured the factors used in the questionnaire were supported by 

evidence. In Delphi round one, expert participants were asked to first determine whether various 

need factors warranted PCH admission, and second to provide additional factors they felt were 

missing. In the following survey rounds, participants were asked to compare their responses to 

those made by their peers and were given the opportunity to adjust their ‘round one’ responses if 

necessary. This process occurred three times, after which the final respondent consensus was 

determined. 

Another way this study differs from the classical method is with the use of a web-based 

Delphi (e-Delphi).  In this study, the questionnaires were administered through SimpleSurvey 

(Outsidesoft Solutions Inc, 2020), a commercially available online survey tool, instead of pen 

and paper (F. J. Gill et al., 2013; Helms, Gardner, & McInnes, 2017). There are a number of 

benefits to using an e-Delphi method. Not only is it more time-efficient than postal distribution, 
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but it also can assist with data analysis and panel feedback, as the results can be downloaded 

directly into an excel file (Gill et al., 2013). 

3.2 Phase One: Literature Search for Admission Risk Factors  

Phase one involved gathering the information to be used in the Delphi method. This 

consisted of a review of the related literature and the identification of the admission criteria 

currently used in Manitoba, Alberta and British Columbia.  

Given the substantial amount of literature regarding risk factors for PCH admission, 

certain search criteria were used to identify studies for inclusion in this phase. Studies using 

multivariable modeling to determine the unique effect of risk factors were included, as well as 

systematic reviews and meta-analyses of multivariable studies. The academic databases searched 

included MEDLINE, Cochrane Library, PsychINFO, CINAHL and PubMed. Key search terms 

used included “Institutionalization” OR “nursing home placement” OR “nursing home 

admission” AND “older adults” OR “seniors” OR “elderly” AND “admission” OR “risk” OR 

“risk factor” OR “predictor” OR “criteria”. The review of the literature concluded once the 

identification of risk factors reached saturation, meaning that no new risk factors were found by 

reading additional articles. Any risk factor that was reported to be statistically significant for 

admission to a PCH in two or more studies were extracted from the included articles. Risk 

factors were then categorized as either predisposing, enabling or need factors, however, only the 

enabling and need factors were used in the Delphi survey.  

In addition to the risk factors found in the literature, the PCH admission criteria was also 

obtained from Manitoba, Alberta and British Columbia, with more emphasis placed on 

Manitoba’s criteria. The criteria used to admit people in these provinces was compared to the 
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results of the literature review. Additional factors not included in literature, were added to the list 

of need and enabling factors.  

3.3 Phase Two: Survey Creation 

The final Delphi survey questionnaire used in this study is provided in Appendix A. The 

questionnaire starts with an introductory page that explains the purpose of the study and provides 

general instructions. Participants were then provided a reminder about the study context 

including the types of formal continuing care services that are offered in Winnipeg and who they 

are intended for (see Table 1). This section provides participants with baseline knowledge about 

the care continuum in Manitoba, hence ensuring that they were well-informed to discuss factors 

warranting PCH admission.  

Next, participants were provided directions on how to fill out the survey based on the 

scoring system. Participants were asked to consider each need factor, independent of any other 

conditions a person may have, based on three severity levels; for example, a) requires verbal 

prompting or limited assistance with at least one ADL, b) requires weight-bearing help to 

complete at least one ADL, c) fully dependent on others to complete at least one ADL. A short 

description of each factor was provided to ensure everyone was using the same definitions. For 

each level of need severity, participants had the option of selecting: 

a)  almost never warrants admission (i.e., the issue by itself does not warrant care in a 

PCH);  

b) almost always warrants admission (i.e., the issue requires admission, independent of 

the type of supports people have in the community); or  

c) admission depends on the types of supports people have in the community  
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If the last option was chosen, participants were then asked to select up to two types of 

supports that could help someone with this level of need to remain in the community (e.g., 

having an informal caregiver who is healthy and willing to provide care, access for formal 

supports etc.). The list of supports for admission depends came from the literature on enabling 

factors for PCH admission.  

Participants were also provided an opportunity to leave a comment explaining each of 

their responses. These comments were provided anonymously in subsequent rounds to help 

others think about rescoring their responses. An example of a survey question is provided in 

Figure 1.  
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Figure 1 - Example of Survey Question Format

 

Next was the consent section. Participants were required to consent to have their results 

included in the study, to have subsequent survey rounds sent to them and to be involved for the 
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duration of the study. Participants had to provide consent in order to access the actual Delphi 

survey.  

Respondents were next asked to provide some basic characteristics including their age, 

sex, and PCH paneling experience. Participants were asked whether they had ever been involved 

in the paneling process, for how many people and how long ago, or if they had ever been paneled 

themselves. In addition, participants were asked to write a few sentences describing their 

experience with the paneling process. This text was summarized to present the varying types of 

experiences people had with the paneling process and to better inform the results of the survey.  

The final section of the questionnaire consists of the actual survey questions. The need 

factors used in the questionnaire came from the results of the literature search, the actual 

admission criteria used in Manitoba, Alberta and British Columbia, and from participant 

suggestions provided in the first survey round. Severity level categories (e.g., cut-points) were 

created based on the RAI-MDS 2.0, Manitoba’s current paneling criteria, and other commonly 

accepted scales in the literature. Further details about these severity levels are presented in the 

Results Chapter.  

3.3.1 Piloting the survey 

Once a draft of the questionnaire was created, it was reviewed by the academic 

supervisory committee, and as a result, question format, wording and content were revised. The 

survey was then transferred to the online survey platform, SimpleSurvey (Outsidesoft Solutions 

Inc, 2020). Two community representatives piloted the survey. The piloting process ensured that 

the general format, survey directions, and explanation of factors were understandable and clear. 

This process has been shown to improve participant response rates (Fan & Yan, 2010). The 

feedback from the piloting process was positive, and the questionnaire was thought to be 
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straightforward and easy to complete. Changes made as a result of the piloting process included 

clarifying the definitions of the care continuum options, streamlining survey directions, and 

fixing typographic errors. The final version of the Delphi survey questionnaire was approved by 

the thesis committee.  

3.4 Phase Three: Conducting the Delphi Survey 

3.4.1 Study Sample and Recruitment   

The Delphi method requires experts to participate in the survey process (Keeney et al., 

2011). The appropriate sample size to use with the Delphi method varies in the literature and can 

range anywhere from 3 to 418 participants (Boulkedid, Abdoul, Loustau, Sibony, & Alberti, 

2011), but it is generally accepted that somewhere between 10 and 18 experts should be chosen 

for survey panels (Baines & Regan de Bere, 2018). As inclusion criteria, participants were 

selected for the study if they had been an informal caregiver for someone paneled to a Winnipeg 

PCH. Anyone who was unable to give consent, for example, due to cognitive impairment, was 

excluded from participating in the study. Cognitive impairment was established through self-

declaration, and all participant’s eligibility was confirmed through a phone conversation with the 

primary investigator (PI). 

Recruitment of study participants occurred between February and March 2020, and 

occurred in four main ways. First, a recruitment poster was distributed on social media 

(Facebook and Twitter) by the Centre on Aging at the University of Manitoba, as well as in their 

bi-weekly email updates.  Second, the Manitoba SPOR PIHCI Network’s (MPN) Patient/Public 

Research Partnership Network sent the recruitment information to their patient partners. 

Participants were also identified using the social and professional networks of the PI and 

supervisors (Baines & Regan de Bere, 2018). Lastly, a significant number of participants were 
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recruited through snowball sampling, whereby recruited participants were asked to share the 

recruitment information with anyone else they knew who had experience with the paneling 

process (Sudore et al., 2017).  

Once the expert panel was formed, the PI held individual phone calls with each 

participant to ensure that everyone adequately understood the continuing care service options in 

Winnipeg. A table highlighting the formal continuing care services available in Winnipeg was 

provided to all participants prior to the scheduled one-on-one calls (see Table 1). To start the 

discussion, all participants were first made aware of the purpose and design of the study and 

were provided an opportunity to ask any questions they had about the survey process. The 

remainder of the call focused on going through the options provided on the table. All participants 

were aware of, and understood, the purpose of home care and PCHs, consequently, more time 

was spent discussing supportive housing and chronic care. Assisted living, as opposed to 

supportive housing, was described as private services that are not part of the array of publicly 

operated continuing care services (e.g., there is no formal admission process with entry and exit 

criteria). The differences between PCHs and chronic care facilities were also clarified for 

participants. All participants were able to ask questions and the PI ensured everyone properly 

understood and felt comfortable with the various continuing care options available in Winnipeg, 

before the survey officially began.  

3.4.2 Data Collection and Analysis 

Data were collected over three survey rounds conducted between April and June 2020. 

Data collection occurred using a series of online questionnaires with the SimpleSurvey platform 

(Outsidesoft Solutions Inc, 2020). Most study participants were emailed a link to round one of 

the online questionnaire. The PI also facilitated the survey over the phone for one participant 
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who was not able to complete the survey online. All participants were given two weeks to 

complete the survey and were provided a reminder with one-week left and one-day left.  

During each survey round, participants were asked to rate whether the type and severity 

of each need factor (e.g., impairment with activities of daily living tasks) should be considered 

during the PCH paneling process. Participants were initially given a list of 13 need factors, each 

broken into three severity levels (e.g., ADL impairment severity levels - requires verbal 

prompting or limited assistance, requires weight-bearing help and full dependence). Participants 

were then asked to choose whether each need factor severity level should:  

a) almost never warrant admission;  

b) almost always warrant admission; or  

c) admission depends on the types of supports that people have in the community. If this 

latter option was selected, participants were asked to define the type of enabling factor that 

should be considered (e.g., having an informal caregiver who is healthy and willing to provide 

care, access for formal supports, etc.).  

Participants were also asked to provide comments rationalizing their score and were 

given the opportunity to add any additional factors they felt were missing from the first round.  

During round two, participants received individualized feedback comprised of their own 

round one results compared with the aggregate scores of all other participants. They were also 

provided with an anonymized list of the comments written by their peers in round one. 

Participants were then asked to critically review this information and re-complete the 

questionnaire with this additional knowledge. This same process occurred for round three of the 

survey.  
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Need factors were accepted based on the level of consensus reached. There is no standard 

approach for determining consensus opinions using the Delphi method (Keeney et al., 2011), and 

commonly used approaches include percentages; measures of central tendency such as mean, 

median or mode; and levels of dispersion, such as standard deviation or inter-quartile range 

(Annear et al., 2015).  When using percentage to establish consensus, a cut point between 75-

80% has been recommended (Annear et al., 2015). Consensus in this study was determined a 

priori using a variation of the method established by Van Der Steen et al. (2014), whereby high 

consensus was defined as >80%, moderate consensus was defined between 60-79.9% agreement, 

and no consensus was defined as <59.9%. Any need factor that reached a high level of consensus 

for all three of the severity levels was removed from subsequent survey rounds.   

Chapter 4: Results 

4.1 Defining Need Factors for the Delphi Survey  

 This study examines the extent to which community representatives can reach consensus 

on the need factors that (i) independently warrant PCH admission, and (ii) warrant PCH 

admission conditional on enabling factors. Need factors were developed from reviewing the 

relevant literature; by examining paneling criteria in Manitoba, Alberta and British Columbia; 

and from suggestions made by participants in round one of the Delphi survey. Seventeen (17) 

factors were included in this study; 9 of these factors were derived from the literature, four were 

selected from provincial paneling criteria, and four were developed from round one survey 

results. This section describes how need factors were selected, and also defines how the severity 

levels for each factor were determined.  



 

 

29 

4.1.1 Factors from the Literature  

Over 700 titles and abstracts were scanned from the literature search, 33 articles were 

reviewed in full, and data were extracted from 12 articles. A description of each risk factor (e.g., 

references to the academic literature, findings reported by other researchers) is presented in 

Table 2. Details about the severity levels for each risk factor are provided in Table 3.  

Impairment with activities of daily living was a risk factor for PCH admission in several 

studies (Castora-Binkley et al., 2014; Gaugler et al., 2007; Liu & Tinker, 2001; Maxwell et al., 

2013; Miller & Weissert, 2000; Mui & Burnette, 1994; Toot et al., 2017). In the present study, 

severity levels were created based on collapsing the six original categories of the RAI-MDS 2.0 

Hierarchical ADL outcomes scales, into three categories (Canadian Institute for Health 

Information, 2006). 

Similarly, authors frequently identified impairment with instrumental activities of daily 

living as a risk factor for PCH admission (Bharucha et al., 2004; Castora-Binkley et al., 2014; 

Gaugler et al., 2007; Luppa et al., 2009; Miller & Weissert, 2000; Toot et al., 2017). The severity 

levels for this factor were created by examining the Lawton Instrumental Activities of Daily 

Living Scale (Graf, 2008). 

Several authors have reported that people taking more prescription medications are more 

likely to be admitted into a PCH (Bharucha et al., 2004; Luppa et al., 2009; Miller & Weissert, 

2000). Categories for this factor (i.e., counts of prescription medications) were determined from 

a CIHI report on older adult drug use (The Canadian Institute for Health Information, 2018).  

Independent of all other risk factors, people with multiple comorbidities are at increased 

risk of PCH admission (Miller & Weissert, 2000; Toot et al., 2017). The severity levels for this 
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factor were created from a study by Huang et al. (2014), which used the Charlson Comorbidity 

Index (Charlson, M.E., Pompei, P., Ales, K.L., MacKenzie, 1987).  

Bladder incontinence is another risk factor for PCH admission (Maxwell et al., 2013; 

McCallum et al., 2005). The severity levels for this factor were created by collapsing the 

continence self-control categories reported in the RAI-MDS 2.0 tool (Canadian Institute for 

Health Information, 2006).  

Several authors have reported that cognitive impairment is a significant risk factor for 

PCH admission (Bharucha et al., 2004; Gaugler et al., 2007; Luppa et al., 2009; Maxwell et al., 

2013; Miller & Weissert, 2000; Mui & Burnette, 1994; Toot et al., 2017). The severity levels for 

this factor were created by collapsing the original six categories of Cognitive Performance Scale 

in the RAI-MDS 2.0, to three categories. (Canadian Institute for Health Information, 2006).   

Psychological symptoms such as anxiety, depression or hallucinations can increase the 

risk of PCH admission (McCallum et al., 2005; Miller & Weissert, 2000; Toot et al., 2017). The 

severity levels for this factor were developed based on the incidence of mental health symptoms, 

with the most common symptoms being used as the lowest severity level (e.g., the 3-year 

incidence rate for major depressive disorders in older adults is 3.38% compared to 0.54% for 

bipolar disorder) (Chou, Mackenzie, Liang, & Sareen, 2011).  

Certain problematic behaviours, such as wandering and aggression, can also increase the 

risk of PCH admission (Maxwell et al., 2013; Miller & Weissert, 2000; Toot et al., 2017). The 

issues listed in this factor are based on the behaviour symptoms scale in the RAI-MDS 2.0 

(Canadian Institute for Health Information, 2006), and the order of severity was adapted based 

on the Cohen-Mansfield Agitation Inventory (Cohen-Mansfield, 1986) .  
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Poor self-rated health has been frequently associated with PCH use (Castora-Binkley et 

al., 2014; Luppa et al., 2009).  The severity levels of this factor were based on cut points used by 

others in the academic literature (Benyamini & Idler, 1999).  

4.1.2 Factors from the Paneling Criteria  

Need factors were also added based on a review of the actual PCH paneling forms used in 

Manitoba, Alberta and British Colombia. This review added an additional four factors.  

The complexity of people’s care needs is included as part of Manitoba and Alberta’s PCH 

paneling criteria. The severity levels of this factor were based on the professional intervention 

section reported in Manitoba’s PCH paneling form (Alberta Health Services, 2010; Manitoba 

Health Seniors and Active Living, 2010). 

Specific medical conditions are considered when making PCH admission decisions in 

Manitoba (Manitoba Health Seniors and Active Living, 2010), and severity levels for this factor 

were based on the severity and control of these conditions.  

Bowel incontinence is included in the admission criteria in all three provinces (Alberta 

Health Services, 2010; British Columbia Ministry of Health, 2019; Manitoba Health Seniors and 

Active Living, 2010). Bowel incontinence severity levels were created by collapsing the 

incontinence outcome scales in the RAI-MDS 2.0 from five to three categories (Canadian 

Institute for Health Information, 2006).  

Manitoba’s paneling assessment form asks questions about smoking and substance abuse 

(e.g., alcoholism). Severity levels for this factor are based on the extent to which people use 

these substances according to the literature, with the most common substances being used as the 

lowest severity level. For example, the 3-year incidence rate for nicotine dependence in older 
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adults is 3.38% compared to 0.40% for alcohol dependence and 0.29% for other drug 

dependence (Chou et al., 2011).  

 

4.1.3 Additional Factors from Survey Participants 

Participants suggested including 21 additional factors during round one of the survey 

(several participants suggested the same factor). New factors were added if they could be 

categorized as a need or enabling factor, and if there was some basis, either in the literature or in 

the provincial paneling criteria, to support their inclusion. One new enabling factor (i.e., having a 

safe home environment) and four new need factors (i.e., loneliness, mobility, vision loss, hearing 

loss) were added to the Delphi questionnaire based on this information. Further information 

about these factors, and their severity levels, is provided in Tables 2 and 3, respectively.  



  
 

Table 2 Need Factors for PCH Admission Found in the Literature 

Factor Article Types of Methodology1 Study Finding2 Statistical Significance Type of Variable 

Impairment 
with ADLs 

Toot, 2016 Review Varies by Study  
Significance varies between p = 0.27 and p = 

0.001 Varies by study 

Castora-Blinkley, 2014 Multivariate Analysis  Increased Risk 
Hazard Ratio 1.12 95% CI (1.02-1.22) for 

women Continuous 

Maxwell, 2013 Multivariate Analysis  Increased Risk 
Adjusted Hazard Ratio 1.52 95% CI (1.03–

2.22) for Extensive Assistance required Categorical 

Luppa, 2010 Review Increased Risk Strong evidence Varies by study 

Gaugler, 2007 Review Increased Risk Odds Ratio 3.25, 95% CI (2.56-4.09) Varies by study 

McCallum, 2005 Multivariate Analysis  Increased Risk 
Hazard Ratio 1.59 95% CI (1.07-2.35) for 

Severely Impaired Categorical  

Lui, 2001 Multivariate Analysis  Increased Risk Adjusted Odds Ratio 3.0, 95% CI (2.8-3.3) Continuous 

Miller, 2000 Review Increased Risk Positive significance+  Varies by study 

Mui, 1994 Multivariate Analysis  Increased Risk Odds Ratio, 1.22, p = < .01 Categorical 

Impairment 
with IADLs 

Toot, 2016 Review Increased Risk 
Significance varies between p = 0.05 and p = 

0.001 Varies by study 

Castora-Blinkley, 2014 Multivariate Analysis  Increased Risk 
Hazard Ratio 1.2 95% CI (1.09-1.31) for 

women Continuous 

Luppa, 2010 Review Increased Risk Strong evidence Varies by study 
Gaugler, 2007 Review No Relationship  Odds Ratio .98, 95% CI (.71-1.36) Varies by study 

Bharucha, 2004 Multivariate Analysis  Increased Risk Hazard Ratio 1.31, 95% CI (1.15-1.50) Continuous 

Miller, 2000 Review Increased Risk Positive significance+ Varies by study 
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Table 2 – Continued 

Factor Article Types of Methodology1 Study Finding2 Statistical Significance Type of Variable 

Number of 
prescription 
medications 

Luppa, 2010 Review Increased Risk Strong evidence Varies by study 

Bharucha, 2004 Multivariate Analysis  Increased Risk Hazard Ratio 1.21 95% CI (1.11-1.32) Continuous 

Miller, 2000 Review Increased Risk Positive significance+ Varies by study 

Complexity of 
care needs 

From Provincial PCH 
Assessments  N/A N/A N/A N/A 

Stage of 
diagnosed 
medical 
condition  

From Provincial PCH 
Assessments  N/A N/A N/A N/A 

Number of 
comorbidities 

Toot, 2016 Review Increased Risk Not provided Varies by study 

Miller, 2000 Review Increased Risk Positive significance+ Varies by study 

Bladder 
continence 

Maxwell, 2013 Multivariate Analysis  Increased Risk Adjusted Hazard Ratio 1.58 95% CI 
(1.15–2.19) for no control Categorical  

McCallum, 2005 Multivariate Analysis  Increased Risk Hazard Ratio 1.66 95% CI (1.13-2.44) Categorical 

Bowel 
continence 

From Provincial PCH 
Assessments  N/A N/A N/A N/A 
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Table 2 – Continued 

Factor Article Types of Methodology1 Study Finding2 Statistical Significance Type of Variable 
 

Cognitive 
impairment 

Toot, 2016 Review Varies by Study  Significance varies between p = 0.094 and 
p = < 0.001 Varies by study 

Maxwell, 2013 Multivariate Analysis  Increased Risk 
Adjusted Hazard Ratio 2.66 95% CI 

(1.56–4.53) for Mod, Severe and Very 
Severe Impairment 

Categorical 

Luppa, 2010 Review Increased Risk Strong evidence Varies by study 

Gaugler, 2007 Review Increased Risk Odds Ratio 2.54, 95% CI (1.44 - 4.51) Varies by study 

Bharucha, 2004 Multivariate Analysis  Inconsistent Results 

Hazard ratio 1.05, 95% CI (0.97-1.13) for 
Cognitive Functioning; Hazard ratio 5.09, 

95% CI (2.92-8.84) for Dementia 
diagnosis 

Continuous 

Miller, 2000 Review Increased Risk Positive significance+ Varies by study 

Mui, 1994 Multivariate Analysis  Increased Risk Odds Ratio 1.21, p < .05 Categorical 

Psychological 
symptoms 

Toot, 2016 Review Increased Risk Not provided Varies by study 

McCallum, 2005 Multivariate Analysis  Increased Risk Hazard Ratio 1.85 95% CI (1.22-2.82) for 
Tertile 3 Categorical 

Bharucha, 2004 Multivariate Analysis  No Relationship  Hazard Ratio 0.80, 95% CI (0.48-1.34) Categorical  

Miller, 2000 Review Increased Risk Positive significance+  Varies by study 
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Table 2 – Continued 

Factor Article Types of Methodology1 Study Finding2 Statistical Significance Type of Variable 
 

Substance 
use 

From Provincial PCH 
Assessments  N/A N/A N/A N/A 

Problematic 
behaviours 

Toot, 2016 Review Increased Risk Significance varies between p = 0.004 and 
p = < 0.001 Varies by study 

Maxwell, 2013 Multivariate Analysis  No Relationship   Adjusted Hazard Ratio 1.93 95% CI (0.91–
4.08) for very severe Categorical  

Miller, 2000 Review Increased Risk Positive significance+ Varies by study 

Self-rated 
health 

Castora-Binkley, 2014 Multivariate Analysis  Increased Risk Hazard Ratio 1.09 95% CI (1.00-1.19) Categorical 

Luppa, 2010 Review Increased Risk Strong evidence Varies by study 

Gaugler, 2007 Review No Relationship  Odds Ratio .90, 95% CI (.58 - 1.39) Varies by study 

 

Feelings of 
Loneliness* 

Jamieson, 2019 Multivariate Analysis  Increased Risk Adjusted Risk Regression Hazard 
Ratio 1.18, 95% CI (1.13 - 1.24) Categorical 

Hanratty, 2018 Multivariate Analysis  Increased Risk Significance varies between p = 
0.05 and p = 0.0002  Continuous 
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Table 2 – Continued 

Factor Article Types of Methodology1 Study Finding2 Statistical Significance Type of Variable 
 

Mobility* 

Toot, 2016 Review Increased Risk Significance varies by study from 
not significant to p = 0.007 Varies by study 

Maxwell, 2013 Multivariate 
Analysis  No Relationship  Not provided Categorical  

Miller, 2000 Review Increased Risk Positive significance+  Varies by study 

Vision loss* 
From Provincial PCH 

Assessments and 
Participant Feedback 

N/A N/A N/A N/A 

Hearing loss* 
From Provincial PCH 

Assessments and 
Participant Feedback 

N/A N/A N/A  N/A 

 

 

Note: 

1 Types of Methodologies can include: (1) Reviews (e.g., Systematic reviews, meta-analyses, syntheses), (2) Multivariate Analysis 

2 Study Findings can show: (1) No relationship, (2) Factor increases risk of admission, (3) Factor decreases risk of admission, (4) Inconsistent results 

+ Positive Significance: the number of positive significant results was greater than 85 percent of all significant results 

* Factor was added by participants after round one 

Abbreviations: ADL – Activities of Daily Living, IADL – Instrumental Activities of Daily Living, CI – Confidence Interval 
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Table 3 - Full List of Survey Factors and Severity Levels 

Factor 
Factor Severity Levels 

Lowest Severity Moderate Severity Highest Severity 

Impairment with 
activities of daily living 

Person requires verbal prompting or 
limited assistance (i.e., guiding 
limbs) with at least one ADL 

Person requires weight-bearing help to 
complete at least one ADL 

Person is fully dependent on others 
to complete at least one ADL (e.g., 
needs to be fed or dressed by 
someone) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 

Impairment with 
instrumental activities 
of daily living  

Person requires supervision or 
limited assistance (i.e., prompting) 
to complete on at least one IADL 

Person requires extensive assistance to 
complete instrumental activities of 
daily living (e.g., needs to be 
accompanied on shopping trips) 

Person is fully dependent on help to 
complete instrumental activities of 
daily living (e.g., requires someone 
to prepare and serve their meals) 

Based on: Lawton Instrumental Activities of Daily Living Scale, (Graf, 2008) 

The number of 
prescription 
medications a person is 
taking  

Person takes 5 or fewer different 
prescription medications 

Person takes 6-14 different 
prescription medications 

Person takes 15 or more different 
prescription medications 

Based on: Drug Use Among Seniors in Canada, (2016 Canadian Institute for Health Information, 2018) 

The complexity of care 
needs 

Person is independent or requires 
infrequent care throughout the day 
(e.g., medication distribution in 
morning and evening) 

Person requires interventions every 
few hours (e.g., application of 
ointments every 2-4 hours) 

Person requires frequent (i.e., 
constant to hourly) and/or 
complicated interventions (e.g., 
oxygen therapy) 

Based on: Application/Assessment for Long Term Care Placement, (Manitoba Health Seniors and Active Living, 
2010) 

The stage of diagnosed 
medical conditions 

Condition is controlled through 
medication or treatments but may 
cause instability in mood, 
behaviours etc. 

Condition has acute episodes or flair-
ups (e.g., frequent episodes of 
swelling and pain from Arthritis) 

Person suffers daily from condition 
(e.g., Parkinson’s tremors) 

Based on: Application/Assessment for Long Term Care Placement, (Manitoba Health Seniors and Active Living, 
2010) 
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Table 3 – Continued 
Factor Lowest Severity Moderate Severity Highest Severity 

The number of 
comorbidities a person 
has 

Person has 2 or less chronic 
conditions Person has 3-4 chronic conditions Person has 5 or more chronic 

conditions 

Based on: Charlson Comorbidity Index, (Charlson, 1987) 

Bladder continence  

Usually Bladder Continent 
(Bladder incontinent 2 or less times 
a week) 

Occasionally to Frequently Bladder 
Incontinent (Bladder incontinent daily, 
although some control is present) 

Bladder Incontinent (Bladder 
incontinent multiple times daily) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 

Bowel continence 

Usually Bowel Continent (Bowel 
incontinent less than weekly) 

Occasionally to Frequently Bowel 
Incontinent (Bowel incontinent up to 2 
or 3 times a week) 

Bowel Incontinent (Bowel 
incontinent almost all the time) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 

Cognitive impairment  

Person has mild cognitive 
impairment (i.e., experiences some 
trouble with cognitive skills and 
sometimes has trouble making 
themselves understood) 

Person has moderate cognitive 
impairment (i.e., experiences moderate 
impairment with cognitive skills for 
daily decision-making (e.g., can’t 
remember the day of the week), has 
trouble making themselves 
understood) 

Person has severe cognitive 
impairment or has been diagnosed 
with Dementia/Alzheimer's (i.e., 
severe impairment with cognitive 
skills and depends on help for 
activities (e.g., eating)) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 

Psychological 
symptoms 

Person frequently experiences 
anxiety or depression 

Person has a diagnosed mental health 
disorder (e.g., bipolar disorder) 

Person experiences periods of 
psychosis and/or hallucinations 

Based on: Three-year incidence of psychiatric disorders among older adults aged 60 and older (Chou et al., 2011) 
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Table 3 – Continued 

Factor 
 

Lowest Severity Moderate Severity Highest Severity 

Substance use 

Regularly smokes (e.g., cigarettes, 
cannabis) 

Alcohol dependency or abuse (i.e., 
regularly consumes more than 3 drinks 
per day) 

Illicit drug dependency or abuse 

Based on: Three-year incidence of psychiatric disorders among older adults aged 60 and older (Chou et al., 2011) 

Problematic behaviours 
Wandering 

Displays socially inappropriate or 
disruptive behaviour (e.g., yelling, 
inappropriate sexual behaviour, 
hoarding) 

Verbally or Physically abusive to 
self/others 

Based on: the Cohen-Mansfield Agitation Inventory (Cohen-Mansfield, 1986)  

Self-rated health  

Person believes they are very 
healthy Person believes their health is fine Person believes their health is poor 

Based on: Community Studies Reporting Association Between Self-Rated Health and Mortality, (Benyamini & 
Idler, 1999) 

Feelings of Loneliness* 

Rarely feels lonely (e.g., feels alone 
no more than once a month, may 
wish for more meaningful social 
relationships) 

Sometimes feels lonely (e.g., feels 
lonely once a week, lacks 
companionship) 

Often feels lonely (e.g., feels 
completely alone daily, even if 
around people, may lead to 
depression) 

Based on: UCLA Loneliness scale, (Russell, 1978) 

Mobility* 

Someone who is able to move 
around independently e.g., go for 
walks in neighbourhood) with the 
help of an assistive device (i.e., 
walker, cane etc.) 

Someone who relies on personal 
assistance, in addition to an assistive 
device (e.g., needs help going up or 
down steps etc.,) 

Someone who relies entirely on 
personal assistance to move around 
their own living space (e.g., needs 
to be lifted out of bed) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 
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Table 3 – Continued 

Factor 
 

Lowest Severity Moderate Severity Highest Severity 

Vision Loss* 

Someone who has limited visual 
impairment (e.g., able to read large 
print but not small print) 

Someone who has moderate visual 
impairment (e.g., not able to read, but 
can identify objects) 

Someone who has severe visual 
impairment (e.g., legally blind) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 

Hearing Loss* 

Someone who has limited hearing 
impairment (e.g., may have trouble 
hearing when not in a quiet setting) 

Someone who has moderate hearing 
impairment (e.g., can hear in certain 
circumstances only – quiet settings 
when others speak in a loud voice etc.) 

Someone who has severe hearing 
impairment (e.g., deaf with and 
without hearing aids) 

Based on: RAI-MDS 2.0, (Canadian Institute for Health Information, 2006) 
 

 

Note: *Factor was added by participants after round one 

 



  
 

4.2 Survey Participant Characteristics  

The Delphi survey was completed by 12 community representatives. Each round had a 

100% response rate. The study participant characteristics are provided in Table 4. Overall, 58% 

of participants were female and the average age across participants was 67 years (SD=10 years). 

The majority of participants (54.5%) had participated in one PCH paneling process as an 

informal caregiver, while 9.1% had participated in 3 or more panels.  

Table 4 - Participant Characteristics 

 

Participants were also asked to describe their experience with the PCH paneling process 

(see Appendix A for survey questions). Participants overall experiences with this process varied. 

Some participants expressed a generally positive experience, stating that the “process itself has 

been fine and all involved have been very caring and understanding,” while others stated that it 

was “difficult to initiate.”  Several people highlighted the emotional difficulty involved in 

paneling a loved one.  

Participant’s perceived level of involvement in their loved one’s previous PCH paneling 

processes also varied. While some people stated they participated closely in the process, others 

stated that they were either not given many options or did not feel their family’s preferences 

Count 12
Profile
   Participant Sex (% Female) 58%
   Average Age in Years (SD) 67 (10)
Expertise*
Number of panels attended  
1 54.5% 
2 36.4%
3+ 9.1%

Note: *Data based on 11 participants only
SD = Standard Deviation



 

 

43 

were taken into account. One participant reported, “we saw the need, but our choices were not 

taken into consideration.” Another participant talked about the need to “advocate” to ensure 

things went smoothly, while another participant reported that the PCH paneling process was 

“very confusing. By that I mean, there seems to be several departments involved and one doesn't 

seem to know what the other is doing. Information, therefore, is not consistent.”  

Seven of the participants emphasized that the support they received from the home care 

case coordinator was essential for the paneling process. Case coordinators provided emotional 

support, advocacy and a continual contact for participants as they navigated their way through 

the process. One participant noted that the involvement of the case coordinator was “crucial,” but 

that it all depended on the individual coordinator. This person stated, “There has been a lot of 

responsibility placed on the home care coordinator and there are individual differences, and some 

aren't as proactive as others.” Several participants also mentioned the key role that the family 

doctor played in initiating the paneling process.  

Several participants also mentioned that they had experience with other services or 

programs such as supportive housing, transitional care and the Geriatric Program Assessment 

Team (GPAT). Two participants reported their loved one had been hospitalized prior to PCH 

paneling. Participants also noted that their loved one had numerous transitions through the 

healthcare system, were paneled multiple times, and experienced long wait times for PCH 

admission. 

4.3 Overall Delphi Results  

This study hypothesized that respondents should agree people with the (a) highest need 

severity should almost always be admitted, (b) lowest need severity should almost never be 

admitted, and (c) moderate need severity should be admitted depending on the availability of 
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certain enabling factors (i.e., community-based supports). Study results demonstrate partial 

agreement with these hypotheses (Table 5, see Appendix B for full study results). Responses to 

each hypothesis are provided in subsequent text.  

 

Table 5 - Round Three Results by Severity Level and Admission Decision 

  
Options for PCH Admission Decision 

Survey Question Severity Level 

Almost 

Never Admit 

Admission 

Depends 

Almost 

Always Admit 

How important is it 
to 
consider impairment 
with activities of 
daily living, when 
paneling someone 
for a Personal Care 
Home?  

a) Person requires verbal 
prompting or limited assistance 
with at least one ADL 50% 42% 8% 
b) Person requires weight-
bearing help to complete at least 
one ADL 0% 

83% 
High 

Consensus 17% 
c) Person is fully dependent on 
others to complete at least one 
ADL 0% 42% 58% 

How important is it 
to 
consider impairment 
with instrumental 
activities of daily 
living when paneling 
someone for a 
Personal Care 
Home? 

a) Person requires supervision or 
limited assistance on at least one 
IADL 42% 58% 0% 
b) Person requires extensive 
assistance to complete 
instrumental activities of daily 
living 8% 

67% 
Moderate 
Consensus  25% 

c) Person is fully dependent on 
help to complete instrumental 
activities of daily living  0% 42% 58% 

How important is it 
to consider the 
number of 
prescription 
medications a person 
is taking when 
paneling someone 
for a Personal Care 
Home? 

a) Person takes 5 or fewer 
different prescription 
medications 

83% 
High 

Consensus 17% 0% 

b) Person takes 6-14 different 
prescription medications 50% 42% 8% 

c) Person takes 15 or more 
different prescription 
medications 33% 50% 17% 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

45 

Table 5 - Continued 

Survey Question 
 

Severity Level 
Almost 

Never Admit 
Admission 

Depends 
Almost 

Always Admit 

How important is it 
to consider the 
complexity of care 
needs when paneling 
someone for a 
Personal Care 
Home? 

a) Person is independent or 
requires infrequent care 
throughout the day 

75% 
Moderate 
Consensus 25% 0% 

b) Person requires interventions 
every few hours 17% 

83% 
High 

Consensus 0% 

c) Person requires frequent (i.e., 
constant to hourly) and/or 
complicated interventions  0% 42% 58% 

How important is it 
to consider the stage 
of diagnosed medical 
conditions when 
paneling someone 
for a Personal Care 
Home? 

a) Condition is controlled 
through medication or 
treatments but may cause 
instability in mood, behaviours 
etc. 58% 42% 0% 

b) Condition has acute episodes 
or flair-ups  42% 50% 8% 

c) Person suffers daily from 
condition 17% 

75% 
Moderate 
Consensus 8% 

How important is it 
to consider the 
number of 
comorbidities a 
person has when 
paneling someone 
for a Personal Care 
Home?  

a) Person has 2 or less chronic 
conditions 50% 50% 0% 

b) Person has 3-4 chronic 
conditions 25% 

75% 
Moderate 
Consensus 0% 

c) Person has 5 or more chronic 
conditions 8% 

75% 
Moderate 
Consensus 17% 

How important is it 
to consider bladder 
continence when 
paneling someone 
for a Personal Care 
Home? 

a) Usually Bladder Continent 
(Bladder incontinent 2 or less 
times a week) 

83% 
High 

Consensus 17% 0% 

b) Occasionally to Frequently 
Bladder Incontinent  42% 58% 0% 

c) Bladder Incontinent 8% 50% 42% 

How important is it 
to consider bowel 
continence when 
paneling someone 
for a Personal Care 
Home?  

a) Usually Bowel Continent 

67% 
Moderate 
Consensus 33% 0% 

b) Occasionally to Frequently 
Bowel Incontinent  25% 

67% 
Moderate 
Consensus 8% 

c) Bowel Incontinent  8% 33% 58% 
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Table 5 - Continued 

Survey Question 
 

Severity Level 

 

Almost 

Never Admit 

 

Admission 

Depends 

 

Almost 

Always Admit 

How important is it 
to consider cognitive 
impairment when 
paneling someone 
for a Personal Care 
Home?  

a) Person has mild cognitive 
impairment  50% 50% 0% 

b) Person has moderate 
cognitive impairment 8% 

83% 
High 

Consensus 8% 
c) Person has severe cognitive 
impairment or has been 
diagnosed with 
Dementia/Alzheimer's 0% 25% 

75% 
Moderate 
Consensus 

How important is it 
to consider 
psychological 
symptoms when 
paneling someone 
for a Personal Care 
Home?  

a) Person frequently experiences 
anxiety or depression 58% 42% 0% 

b) Person has a diagnosed 
mental health disorder  33% 

67% 
Moderate 
Consensus 0% 

c) Person experiences periods of 
psychosis and/or hallucinations 17% 50% 33% 

How important is it 
to consider substance 
use when 
paneling someone 
for a Personal Care 
Home? 

a) Regularly smokes 

67% 
Moderate 
Consensus 33% 0% 

b) Alcohol dependency or abuse 

67% 
Moderate 
Consensus 33% 0% 

c) Illicit drug dependency or 
abuse 50% 33% 17% 

How important is it 
to consider 
problematic 
behaviours when 
paneling someone 
for a Personal Care 
Home? 

a) Wandering 42% 58% 0% 
b) Displays socially 
inappropriate or disruptive 
behaviour 17% 

75% 
Moderate 
Consensus 8% 

c) Verbally or Physically 
abusive to self/others 17% 33% 50% 

How important is it 
to consider self-rated 
health when 
paneling someone 
for a Personal Care 
Home? 

a) Person believes they are very 
healthy 33% 

67% 
Moderate 
Consensus 0% 

b) Person believes their health is 
fine 33% 

67% 
Moderate 
Consensus 0% 

c) Person believes their health is 
poor 0% 

100% 
High 

Consensus 0% 
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Table 5 - Continued 

Survey Question 
 

Severity Level 

 

Almost 

Never Admit 

 

Admission 

Depends 

 

Almost 

Always Admit 

How important is it 
to consider Feelings 
of Loneliness, when 
paneling someone 
for a Personal Care 
Home? 

a) Rarely feels lonely 

100% 
High 

Consensus 0% 0% 

b) Sometimes feels lonely 

92% 
High 

Consensus 8% 0% 

c) Often feels lonely 58% 42% 0% 

How important is it 
to consider 
Mobility, when 
paneling someone 
for a Personal Care 
Home? 

a) Someone who is able to move 
around independently with the 
help of an assistive device 

92% 
High 

Consensus 8% 0% 

b) Someone who relies on 
personal assistance, in addition 
to an assistive device 33% 

67% 
Moderate 
Consensus 0% 

c) Someone who relies entirely 
on personal assistance to move 
around their own living space 8% 50% 42% 

How important is it 
to consider Vision 
Loss, when paneling 
someone for a 
Personal Care 
Home? 

a) Someone who has limited 
visual impairment 

83% 
High 

Consensus 17% 0% 

b) Someone who has moderate 
visual impairment 58% 42% 0% 

c) Someone who has severe 
visual impairment 17% 

75% 
Moderate 
Consensus 8% 

How important is it 
to consider Hearing 
Loss, when paneling 
someone for a 
Personal Care 
Home? 

a) Someone who has limited 
hearing impairment 

92% 
High 

Consensus 8% 0% 

b) Someone who has moderate 
hearing impairment 

75% 
Moderate 
Consensus 25% 0% 

c) Someone who has severe 
hearing impairment 33% 50% 17% 

________________________________________________________________________________________

Note:  High Consensus = 80% 
Moderate Consensus = 60–79.9% 
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4.3.1 Hypothesis A - Results at the Highest Severity Level  

This hypothesis states that people with the highest need severity levels should almost 

always be admitted to a PCH. Based on the results presented in Table 5, across all results 

combined, this hypothesis was not supported. As one exception, 75% of participants responded 

that a person who has severe cognitive impairment or has been diagnosed with Dementia/ 

Alzheimer's, should almost always be admitted to a PCH. Consensus was close to being reached 

for some other risk factors; 58% of participants reported that people who experienced extreme 

challenges in each of ADL impairment, IADL impairment, complexity of care needs, and bowel 

continence should be considered for PCH admission irrespective of their community supports.  

Conversely, participants did not come close to reaching consensus on many other need 

factors. For example, no participants thought someone who believes their health is poor, or who 

often feels lonely should be admitted to a PCH. Further, only 8% of respondents reported that 

someone who suffers daily from a diagnosed medical condition should almost always be 

admitted to a PCH. 

4.3.2 Hypothesis B - Results at the Lowest Severity Level  

This hypothesis states that people with the lowest need severity levels should almost 

never warrant PCH admission, and across all need factors combined this hypothesis was 

supported. On 9 of the 17 factors, participants reached consensus that people with these lowest 

severity needs should never be admitted to a PCH (Table 5). As examples, all participants (100% 

consensus) agreed that someone who rarely feels lonely should almost never be admitted to a 

PCH. Likewise, 92% of participants agreed that people who are able to move around 

independently with the help of an assistive device, and who have limited hearing impairment 

should almost never be admitted to a PCH. Eighty-three percent (83%) of respondents reported 
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someone who takes 5 or fewer prescription medications, someone who is usually bladder 

continent, and someone who has limited visual impairment should almost never be admitted to a 

PCH. Similarly, 75% of respondents reported that someone with complex needs but who 

infrequently requires help throughout the day should almost never be admitted to a PCH. Sixty-

seven percent (67%) of participants responded that someone who is usually bowel continent, and 

someone who regularly smokes should almost never be admitted to a PCH.  

 Participants came close to reaching consensus on two additional factors where need 

severity levels were low; 58% of participants agreed that someone whose medical condition is 

controlled through medication or treatments, and someone who frequently experiences anxiety or 

depression should almost never be admitted to a PCH.    

There were three instances where this hypothesis was extended to scenarios involving the 

moderate severity categories. Sixty-seven percent (67%) of respondents thought that someone 

with alcohol dependency or abuse should almost never be admitted to a PCH, and similarly, 75% 

of participants responded that someone with moderate hearing impairment should almost never 

be admitted to a PCH. Lastly, 92% of respondents reported that someone who sometimes feels 

lonely should almost never be admitted into a PCH. 

4.3.3 Hypothesis C - Results at the Moderate Severity Level  

This hypothesis states that people with moderate need severity levels should be admitted 

to a PCH conditional on the supports available in the community. Participants reached some 

level of consensus on this statement for 10 of the 17 factors (Table 5), and hence this hypothesis 

was supported. Eighty-three percent (83%) of participants agreed that PCH admission should 

depend on enabling factors for people who require weight-bearing help to complete at least one 
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ADL; for someone who requires interventions every few hours to support their complex care 

needs; and for someone who has moderate cognitive impairment.  

People also reached moderate consensus on an additional 7 need factors (Table 5).  

Seventy-five percent (75%) of respondents agreed that PCH admission should depend on 

enabling factors for people with 3-4 chronic conditions, and also for someone who displays 

socially inappropriate or disruptive behaviour. Similarly, 67% of respondents agreed that PCH 

admission should depend on enabling factors for people who require extensive assistance to 

complete IADLs; for someone who is occasionally to frequently bowel incontinent; for someone 

who has a diagnosed mental health disorder; for someone whose self-rated health is fine; and for 

someone who relies on personal assistance to be mobile. 

 Participants came close to reaching consensus on one additional factor. Fifty-eight 

percent (58%) of respondents agree that someone who is occasionally to frequently bladder 

incontinent should almost never be admitted.  

 There were also instances where the results for this hypothesis were extended to 

scenarios involving the highest severity levels. For example, 75% of participants agreed that 

admission depends on enabling factors for a person who suffers daily from a chronic medical 

condition, for someone one who has five or more chronic conditions, and for someone who has 

severe visual impairment. One hundred percent (100%) of participants thought that admission to 

a PCH should depend on enabling factors, for people whose self-rated health is poor.  

 
4.3.4 Supports Chosen when the Admission Depends Option was Selected  

This study also defines the kinds of community supports participants felt were most 

important to help people remain in the community. Upon selecting ‘admission depends’, 

participants were asked to identify up to two supports (i.e., enabling factors) required to help 
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someone remain in the community. Table 6 highlights how frequently participants selected these 

various enabling factors in round three of the Delphi survey. 

Across all risk factors combined, participants most frequently identified access to formal 

supports (e.g., home care, Adult Day Care, chore services, respite etc.) as the most important 

enabling factor. In round three of the Delphi survey, participants identified that community 

supports were important 200 times (i.e., participants ‘checked-off’ these supports 200 times after 

deciding that ‘admission depends’ based on need severity), and access to formal supports was 

selected by participants 38.7% of the time. Having an informal (unpaid) caregiver who is healthy 

and willing to provide care, was the second most commonly selected factor (N= 127), (i.e., this 

factor was selected 24.6% of the time), followed closely by financial ability to stay in the 

community (selected 23.4% of the time). Having strong positive relationships with family, 

friends and neighbours (selected 21 times), as well as having a safe home environment (selected 

21 times) were not deemed to be as important. Participants could also choose the ‘other’ option 

(selected 26 times) and provide their own response to what support was most important to help 

delay PCH admission. 

There was only one exception (i.e., substance use), where access to formal supports was 

not the most frequently chosen enabling factor. For this factor, financial ability was selected 

most frequently (33.3% of the time). 



  
 

Table 6 - Consensus Results for Types of Supports Selected when Admission Depends 

  Percent that selected each type of support 

Factor 

Total number of 
responses for each 

factor* 

Having strong, 
positive 

relationships with 
various friends, 

family, neighbours 
etc. 

Having an 
informal (unpaid) 
caregiver who is 

healthy and 
willing to provide 

care 

Access to 
formal 

supports 

Financial ability 
to afford to live in 

the community 

Having a safe 
home 

environment Other 

Total supports selected 
across all factors* 

N= 516 N= 21 N= 127 N= 200 N= 121 N= 21 N= 26 

Impairment with 
activities of daily living 37 8.1% 24.3% 37.8% 18.9% 10.8% 0.0% 
Instrumental activities 
of daily living 34 8.8% 29.4% 35.3% 17.6% 2.9% 5.9% 
Number of 
Prescription 
Medications 23 0.0% 30.4% 39.1% 30.4% 0.0% 0.0% 
Complexity of care 
needs 34 0.0% 32.4% 44.1% 20.6% 2.9% 0.0% 
Stage of diagnosed 
medical condition 37 5.4% 21.6% 45.9% 24.3% 2.7% 0.0% 
Number of 
comorbidities 42 0.0% 21.4% 42.9% 26.2% 2.4% 7.1% 

Bladder Continence 
24 0.0% 25.0% 41.7% 25.0% 0.0% 8.3% 

Bowel Continence 
27 0.0% 22.2% 33.3% 29.6% 3.7% 11.1% 

Cognitive Impairment 
35 2.9% 28.6% 45.7% 22.9% 0.0% 0.0% 

Psychological 
Symptoms 34 0.0% 20.6% 44.1% 23.5% 0.0% 11.8% 
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Table 6 – Continued  
 
 
 
 
Factor 

Total number of 
responses for each 

factor* 

Having strong, 
positive 

relationships with 
various friends, 

family, neighbours 
etc. 

Having an 
informal (unpaid) 
caregiver who is 

healthy and 
willing to provide 

care 

Access to 
formal 

supports 

Financial ability 
to afford to live in 

the community 

Having a safe 
home 

environment Other 

Substance Use 21 0.0% 23.8% 19.0% 33.3% 9.5% 14.3% 

Problematic 
behaviours 35 2.9% 25.7% 42.9% 25.7% 0.0% 2.9% 

Self-rated health  49 16.3% 24.5% 30.6% 16.3% 4.1% 8.2% 
Loneliness 12 25.0% 16.7% 33.3% 25.0% 0.0% 0.0% 
Mobility 27 0.0% 25.9% 40.7% 22.2% 11.1% 0.0% 
Vision Loss 27 0.0% 14.8% 37.0% 25.9% 11.1% 11.1% 
Hearing Loss 18 0.0% 27.8% 33.3% 22.2% 11.1% 5.6% 

 
 

Note: * Each participant was asked to select up to two responses per factor. Percentage values represent the number of times a factor was 

selected (and not the number of people who selected the factor). 



  
 

Chapter 5: Discussion 

Two main findings emerge from this study. First, with one exception (i.e., someone who 

has severe cognitive impairment or has been diagnosed with Dementia/Alzheimer's), participants 

in this study did not identify scenarios where people should almost always be admitted to a PCH, 

irrespective of enabling factors. Instead, study participants often agreed that, across need severity 

levels, people in many instances should either never be admitted to a PCH or should be admitted 

to a PCH pending the kinds of community-based factors available to them.  

Second, in the instances where enabling factors were identified as being important to 

determine admission, formal supports appeared to be the most important mediating factor to 

consider, in order to prevent or delay PCH admission. This result is consistent across all need 

factors. These findings emphasize the importance of considering a person’s context and 

community environment during the PCH admission process. Therefore, based on the consensus 

reached for ‘almost never admit’ and ‘admission depends’ response options, it is necessary to 

ensure that there are sufficient community-based supports available to address these factors.  

5.1 Contribution to the Literature 

This study confirms findings from the current academic literature; based on the 17 factors 

identified as strongly influencing PCH use, participants in this study agreed that 12 of these 

factors were in some way (either directly or pending access to supports) important to consider 

during the PCH paneling process. This study also contributes to the current state of the academic 

literature first by highlighting the importance of considering interactions between need and 

enabling factors, and second by providing the perspectives of community representatives with 

real lived experience of the paneling process. Further details are provided in the following text.  
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5.1.2 Application of the Andersen Newman Behavioural Model 

Based on the factors that reached consensus, results from the study demonstrate that 

according to the perspectives of community representatives, need factors alone are not 

responsible for admission to a PCH, and that in fact, admission may be conditional on the 

presence of enabling factors, such as access to formal supports. With only one exception, 

participants did not identify any scenarios where need factors should independently warrant 

admission. While need factors are an important component of PCH use, in almost all instances 

enabling factors are also critical to consider.  

This study emphasizes the need to further research the conditional relationship between 

need and enabling factors in large scale epidemiological studies. This is in contrast to the vast 

majority of studies that consider main effect study results only (e.g., assessing the effect of need 

factors while adjusting for the main effect of various other measures) (Liu & Tinker, 2001; 

Steinbeisser, Grill, Holle, Peters, & Seidl, 2018). Including interaction terms between need and 

enabling factors, especially in longitudinal epidemiological studies, will help to further 

understand the ways in which enabling factors moderate how various need factors influence PCH 

use. Only one study included in the review for this research incorporated any interactions, and, it 

only focused on the interaction between need variables, not need and enabling variables 

(Bharucha et al., 2004). 

Additionally, this contributes to the literature on the importance of enabling factors. The 

list of enabling factors used in this study was determined based on the academic literature. Each 

enabling factor used was determined to be important to help delay or prevent PCH admission, 

which implies the right enabling factors were included. In addition, this study is able to rank 
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order the importance of each type of enabling support, which is a fairly novel contribution to the 

literature.   

5.1.3 Examining the Community Representative Perspective 

While many researchers have investigated the risk factors for PCH admission, this study 

uniquely identifies these factors from the perspective of community caregivers with real-life 

experience with the paneling process. In addition to providing their opinion on what factors 

should be considered for PCH admission, participants were also asked to share their overall 

experiences with the paneling process. While accounts varied there were some common themes 

that arose, including frequent use of the health care system, such as emergency department visits 

and hospitalizations, a lack of information available to help make decisions, and multiple 

paneling’s. These findings closely align with the results of a study by Campbell-Enns et al. 

(2020) who looked at resident and family member perspectives influencing PCH admission and 

barriers to use of community supports.  

In addition, the results can also contribute to the literature on the importance of 

community perspectives. There is existing literature that examines the importance of community 

member and patient perspectives (Doupe, 2017; Wu, A., Snyder, C., Clancy, C., Steinwachs, 

2010). Research in this area emphasizes that including system-users in studies can empower the 

participants and can provide researchers with a better understanding of their topic (Brett, J., 

Staniszewska, S., Mockford, C., Herron-Marx, S., Hughs, J., Tysall, C., Suleman, 2014). This 

study contributes to this literature by highlighting the disparity between what caregivers say they 

require and what is available to support them. Participants noted the lack of options or 

consideration of family preferences prior to placement. One participant even recognized the 

limits of the paneling current system stating, “there was no apparent ability for the system to 
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account for the client’s specific and unique needs.” Results from Table 6, however, indicate that 

in many cases, support from informal caregivers can be important in mitigating PCH admission. 

Therefore, more extensive involvement of caregivers in the paneling process, as well as in 

research in general, may be critical. 

5.2 Policy and Care Practice Implications, and Areas for Future Research 

5.2.1 Alignment with Winnipeg’s Current PCH Admission Criteria 

The PCH paneling form in Winnipeg is effective in addressing the need factors used in 

the survey, however it does not necessarily specify severity levels, and it does not explicitly 

consider enabling factors. While many of the survey need factors were mentioned multiple times 

throughout the PCH paneling form (e.g., mobility, behavioural issues etc.), several need factors, 

including IADL impairment, loneliness, and self-rated health were not specifically addressed in 

this form. While these factors and others may be considered during the paneling process, they are 

not included explicitly as criteria on the form.  

Conditional on replication with a larger sample, the study findings point to the need for a 

revision of the Manitoba PCH paneling form to include a dedicated section that explicitly asks 

about enabling factors such as the social health of the individual (e.g., family support, social 

networks etc.), and impact of community-based supports. While potentially already taken into 

consideration during the paneling process, attention to these factors should be explicitly built into 

the panelling form so that the documentation is consistent with the practice. Moving forward, the 

paneling process should not be considered independent from community resources. Furthermore, 

improvements to the paneling system will not work without first addressing the needs in the 

community. 
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5.2.2 Community-based Interventions  

The current paneling process should include a discussion of the community-based 

supports available, when deciding whether someone needs a PCH level of care. Since the 

presence of enabling factors may impact the need for admission, community-based supports are 

clearly integral. There is already an extensive amount of literature on the types of supports and 

interventions that exist to help older adults remain living in the community. Implementing 

supports such as these may ensure that only those who need a PCH-level of care are admitted.   

Across nine factors, Delphi participants agreed that people with the lowest need severity 

levels should almost never be admitted to a PCH. Examples of these factors include taking 5 or 

fewer different prescription medications or being able to move around independently with the 

help of an assistive device. Participants also reached some level of consensus on 12 factors 

where admission depends, such as requiring weight-bearing help to complete at least one ADL or 

having moderate cognitive impairment. These results suggest that people with these specific 

challenges do not necessarily belong in a PCH, therefore, supports or programs must be available 

to address these issues in the community. This is also supported by the participants’ 

overwhelming response to the importance of formal supports (e.g., home care, Adult Day Care, 

chore services, respite etc.), when it comes to preventing PCH admission.  

There are several interventions in the literature that could be used to help support people 

in the community, including the use of multifactorial interventions such as case management, 

single focus interventions including those that specifically address dementia, as well as caregiver 

supports. According to Dawson et al. (2015) the use of multifactorial interventions is important 

in helping older adults to remain living in the community. This was also supported by Luker et 

al. (2019) who state that complex interventions (i.e., interventions that take a multifactorial 
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approach to preventing admission, such as case management) have been found to be effective at 

delaying PCH admission.  

For those with functional impairments or chronic conditions, interventions such as case 

management has been shown, with varying degrees of benefit, to delay PCH admission (Duan-

Porter et al., 2020). Case management is a process of assessing, planning, facilitating and 

advocating for a person’s health needs through the coordination of services, which can reduce 

PCH admissions and improve one’s function, medication management, and use of community 

services. This intervention has shown to be effective at helping older adults avoid PCH 

admission (Low, Yap, & Brodaty, 2011). Duan-Porter et al. (2020), also credit case management 

as being potentially the most beneficial type of community-based support, contingent upon 

ensuring high-frequency contact, early initiation and the extension of support for several years. 

For those with functional impairments or chronic conditions, interventions such as case 

management have been shown, with varying degrees of benefit, to delay PCH admission (Duan-

Porter et al., 2020). In Winnipeg, home care case coordinators are essential to the paneling 

process, and their importance was highlighted by the community representatives when reiterating 

their paneling experiences.   

While single focus interventions may be less effective in their ability to prevent 

admission (Dawson et al., 2015), there are still single focus interventions that can be used to help 

with issues such as dementia, use of prescription medications or mobility challenges. 

Community-based services can be essential sources of support for people with dementia or 

cognitive impairment (Warrick, Prorok, & Seitz, 2018), and dementia-specific programs have 

been shown to significantly reduce the risk of admission (Luker et al., 2019). For example, using 

non-pharmacological interventions for dementia has been shown to significantly reduce the odds 
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of PCH admission (Spijker et al., 2008). There are also interventions that specifically address 

mobility issues or impairments of daily living. For example, Gill et al. (2002), developed an 

intervention where individuals were assessed by a physical therapist and provided a 

recommended intervention, tailored to the individual and their environment. This intervention 

resulted in participants experiencing less functional decline (Gill et al., 2002).  

According to the survey, having an informal (unpaid) caregiver who is healthy and 

willing to provide care, was the second most commonly selected participant response when 

‘admission depends’. According to Duan-Porter et al. (2020), many community-based supports 

or interventions will only be effective in meeting the needs of older adults with impairments, if 

they also have adequate caregiver support. Warrick et al. (2018), have also shown that education 

and training for caregivers, as well as respite, can delay PCH admission. Therefore, the 

combined involvement of both informal and formal care is essential to support people in the 

community and delay PCH admission.  

One area that will need to be examined further is the uptake and availability of these 

supports in Winnipeg. The literature identifies several barriers that older adults face when trying 

to remain in the community and delay admission to a PCH. One of the biggest obstacles comes 

from a lack of knowledge or awareness of the supports that are available, either in the 

community or in the healthcare system (Brown, McWilliam, & Mai, 1997). When supports do 

exist, they are often focused on medical conditions and not the everyday issues that can hinder an 

older adult’s ability to be independent (Brown et al., 1997). For example, it can be difficult to 

find support for house maintenance or home repairs (Cao, Guo, Yu, Chen, & Mcdonald, 2014; 

Grimmer, Kay, Foot, & Pastakia, 2015). Even accessing the appropriate community support 

(e.g., home care), can be a significant challenge for people (Cao et al., 2014). System rigidity and 
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the strict criteria required to access certain community-based programs can limit the services 

available to some older adults (Brown et al., 1997). Overall, the study results identify the factors 

that should be managed in the community, and existing research has shown that community-

based interventions in these areas are generally effective. However, the extent to which these 

supports are used and available in Winnipeg will require further examination.  

5.2.3 Areas for Future Research 

The next step for future research would be to conduct this same Delphi survey using a 

larger cohort of people to validate the findings. In addition, this study could be replicated with a 

group of healthcare stakeholders so that the system-users perspective be compared to the system 

planner’s perspective. Having these results would also strengthen the impact of the 

recommendations for improving the paneling criteria and can lay the groundwork for an 

evaluation and possible update of the paneling process in Winnipeg.  

This research also points to the need for more large-scale epidemiological studies that 

make use of interactions to understand how need and enabling factors impact PCH admission.   

5.3 Benefits of the Delphi Method  

The Delphi method is a good way to draw together existing knowledge on a topic and 

determine areas of agreement and disagreement (Iqbal & Pipon-Young, 2009). It is an especially 

applicable methodology to use when trying to develop criteria for something such as PCH 

admission (Page et al., 2015). A strength of the Delphi technique compared to other group 

consensus methodologies, such as focus groups, is that the participants are anonymous to each 

other, allowing for people to freely express their opinions (Keeney et al., 2011). This method 

also ensures that no one individual’s opinion dominates (Page et al., 2015).  
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In this study, the group was able to reach some level of consensus on all 17 of the need 

factors. Throughout the rounds, consensus generally increased for most factors, despite many not 

reaching the level of moderate or high consensus. Agreement often moved away from the 

response option of ‘almost always admit’, towards either ‘admission depends’ or ‘almost never 

admit’. This demonstrates that the consensus building process was effective, and that people 

were taking into consideration the way their peers scored, and the comments provided to 

rationalize their scores, when they completed each subsequent round.   

5.4 Study Limitations 

 One of the main limitations of this study was the small sample size, despite this, the 

response rate was 100% and there was a good mix of male and female participants. With such a 

small sample size, one person’s change in opinion can result in a significant change in group 

consensus. The small sample size was due, in part, to recruitment occurring in the early days of 

the Covid-19 pandemic.  

The pandemic also resulted in the health-care stakeholders not participating as planned, 

therefore, the results from the community representative participants cannot be compared to 

people who work in the health care system. Since the admission criteria are created and 

implemented by policy makers, including both groups in the study would have allowed both 

perspectives to be taken into consideration, therefore, the resulting recommendations for change 

would have been stronger.  

There were also limitations in how the survey was completed. Each need factor had to be 

considered independently, when in reality, the admission process considers the individual’s 

physical, psychological and social challenges together when making a decision. Consequently, 

the factors may have resulted in different admission decisions if considered in combination. 
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There is also the possibility that the Covid-19 pandemic may have impacted people’s survey 

results (i.e., scoring towards almost never admit or admission depends), due to the perceived risk 

of outbreaks in PCHs. 

Limitations in the survey creation include the lack of a formal literature review and the 

subjectivity of some of the need factor severity levels. While a structured process was used to 

select and evaluate the literature on PCH admission risk factors, an exhaustive search for all the 

literature on the topic was not conducted, and articles were not excluded due to poor quality. 

Therefore, some influential studies may have been omitted. In addition, while most severity 

levels were based on evidence (i.e., literature, RAI-MDS 2.0), there were some severity levels 

that were determined more subjectively, instead of using an existing scale (i.e., stage of 

diagnosed medical condition, psychological symptoms, problematic behaviours and substance 

use). In other cases, since only three severity levels were selected for each factor, existing scales, 

(e.g., in the RAI-MDS 2.0), had to be adapted to fit the survey. Additionally, considering the 

participant population, in some cases understandability of the severity level was favoured over 

rigour (i.e., severity levels were adapted from their original form, both to fit the format of the 

questionnaire and to be understandable to a lay audience).  Consequently, there is a possibility 

that the results would have differed with the use of different cut-points in the scales.   

Finally, these results are only specific to Winnipeg and cannot be applied in other 

jurisdictions. Furthermore, this study focused only on the publicly available components of 

Winnipeg’s older adult continuum of care (see Table 1). For those who can afford it, private care 

options are also available including assisted living facilities which, in some cases, can provide 

care levels similar to a PCH, and private home care. However, the cost of these services may be 

prohibitive for many people, which is why private care was not included in this study.    
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5.5 Knowledge Translation 

 The study aligns well with the Manitoba government’s current health care reform 

strategies, and therefore, should provide evidence to improve decision making during the PCH 

admission process. Results of this study will be disseminated to MHSAL, WRHA and Shared 

Health decision-makers. These organizations are the target audience for this research as they 

have control over the paneling criteria and process. This will provide the organizations with 

evidence to inform the ways in which PCH paneling criteria could potentially be updated. In 

addition, study results will be published in a peer reviewed journal and presented at both local 

and national conferences. Both stakeholders (i.e., health care decision-makers) and knowledge 

users (older adults and caregivers) were consulted during the study process through meetings. 

This was to ensure the study results are relevant to the end users.   

5.6 Conclusions 

This study identified, among community representatives who had experience with the 

paneling process, the ways in which need and enabling factors can guide the criteria for PCH 

admission in Winnipeg. The results showed consensus on need factors that do not warrant 

admission, and on factors where admission depends on the presence of enabling factors that can 

mediate the impact of requiring admission. Only one factor reached consensus for almost always 

warranting admission. These findings have implications on the kinds of community-based 

supports that should be offered in Winnipeg to prevent or delay admission to a PCH. In addition, 

in order to provide a full physical and psychosocial evaluation of the individual, changes should 

be made to the PCH paneling form to consider the individual’s enabling factors and the use and 

impact of community-based supports, but more importantly, the appropriate supports must be 

made available in the community. In conclusion, since access to formal supports appears to be a 
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mediating factor for PCH admission, it is critical that community-based supports are available 

and accessible, and that Winnipeg’s PCH admission criteria take these supports into account, 

during the paneling process. 
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Appendix A: Delphi Survey Round One 
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Appendix B: Full Survey Results 

 
 

Survey Question Rounds Severity Level
Almost Never 

Admit
Admission 
Depends

Almost Always 
Admit

a) Person requires verbal prompting or 
limited assistance with at least one ADL 17% 0% 83%
b) Person requires weight-bearing help 
to complete at least one ADL 8% 17% 75%
c) Person is fully dependent on others to 
complete at least one ADL 8% 50% 42%

a) Person requires verbal prompting or 
limited assistance with at least one ADL 25% 0% 75%
b) Person requires weight-bearing help 
to complete at least one ADL 0% 25% 75%
c) Person is fully dependent on others to 
complete at least one ADL 0% 67% 33%

a) Person requires verbal prompting or 
limited assistance with at least one ADL 50% 42% 8%

b) Person requires weight-bearing help 
to complete at least one ADL 0% 83% 17%
c) Person is fully dependent on others to 
complete at least one ADL 0% 42% 58%
a) Person requires supervision or limited 
assistance on at least one IADL 25.0% 8.3% 66.7%
b) Person requires extensive assistance 
to complete instrumental activities of 
daily living 16.7% 25.0% 58.3%
c) Person is fully dependent on help to 
complete instrumental activities of daily 
living 8.3% 50.0% 41.7%
a) Person requires supervision or limited 
assistance on at least one IADL 17% 8% 75%
b) Person requires extensive assistance 
to complete instrumental activities of 
daily living 8% 25% 67%
c) Person is fully dependent on help to 
complete instrumental activities of daily 
living 8% 58% 33%
a) Person requires supervision or limited 
assistance on at least one IADL 42% 58% 0%
b) Person requires extensive assistance 
to complete instrumental activities of 
daily living 8% 67% 25%
c) Person is fully dependent on help to 
complete instrumental activities of daily 
living 0% 42% 58%

Round 2

Round 1

How important is it to 
consider impairment with 

activities of daily 
living, when paneling 

someone for a Personal 
Care Home? 

How important is it to 
consider impairment with 
instrumental activities of 
daily living when paneling 

someone for a Personal 
Care Home?

Round 3

Round 2

Round 1

Round 3
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a) Person takes 5 or fewer different 
prescription medications 42% 0% 58%
b) Person takes 6-14 different 
prescription medications 25% 17% 58%
c) Person takes 15 or more different 
prescription medications 17% 33% 50%
a) Person takes 5 or fewer different 
prescription medications 58% 0% 42%
b) Person takes 6-14 different 
prescription medications 33% 8% 58%
c) Person takes 15 or more different 
prescription medications 33% 8% 58%
a) Person takes 5 or fewer different 
prescription medications 83% 17% 0%
b) Person takes 6-14 different 
prescription medications 50% 42% 8%
c) Person takes 15 or more different 
prescription medications 33% 50% 17%
a) Person is independent or requires 
infrequent care throughout the day 42% 0% 58%
b) Person requires interventions every 
few hours 8% 25% 67%
c) Person requires frequent (i.e., 
constant to hourly) and/or complicated 
interventions 0% 75% 25%
a) Person is independent or requires 
infrequent care throughout the day 58% 0% 42%
b) Person requires interventions every 
few hours 8% 0% 92%
c) Person requires frequent (i.e., 
constant to hourly) and/or complicated 
interventions 8% 42% 50%
a) Person is independent or requires 
infrequent care throughout the day 75% 25% 0%
b) Person requires interventions every 
few hours 17% 83% 0%
c) Person requires frequent (i.e., 
constant to hourly) and/or complicated 
interventions 0% 42% 58%
a) Condition is controlled through 
medication or treatments but may cause 
instability in mood, behaviours etc. 25% 8% 67%
b) Condition has acute episodes or flair-
ups 42% 17% 42%
c) Person suffers daily from condition 8% 25% 67%

a) Condition is controlled through 
medication or treatments but may cause 
instability in mood, behaviours etc. 41.7% 0.0% 58.3%
b) Condition has acute episodes or flair-
ups 50.0% 8.3% 41.7%
c) Person suffers daily from condition 25.0% 8.3% 66.7%

a) Condition is controlled through 
medication or treatments but may cause 
instability in mood, behaviours etc. 58% 42% 0%
b) Condition has acute episodes or flair-
ups 42% 50% 8%

c) Person suffers daily from condition 17% 75% 8%

Round 1

Round 2

Round 3

How important is it to 
consider the complexity of 
care needs when paneling 

someone for a Personal 
Care Home?

How important is it to 
consider the stage of 

diagnosed medical 
conditions when paneling 
someone for a Personal 

Care Home?

Round 1

Round 2

Round 3

Round 3

Round 2

Round 1

How important is it to 
consider the number of 

prescription medications a 
person is taking when 

paneling someone for a 
Personal Care Home?
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a) Person has 2 or less chronic conditions 25% 0% 75%

b) Person has 3-4 chronic conditions 17% 25% 58%
c) Person has 5 or more chronic 
conditions 0% 50% 50%

a) Person has 2 or less chronic conditions 41.7% 0% 58%

b) Person has 3-4 chronic conditions 41.7% 0.0% 58.3%
c) Person has 5 or more chronic 
conditions 8.3% 16.7% 75.0%

a) Person has 2 or less chronic conditions 50% 50% 0%

b) Person has 3-4 chronic conditions 25% 75% 0%

c) Person has 5 or more chronic 
conditions 8% 75% 17%

a) Usually Bladder Continent (Bladder 
incontinent 2 or less times a week) 67% 0% 33%

b) Occasionally to Frequently Bladder 
Incontinent 33% 8% 58%

c) Bladder Incontinent 0% 50% 50%

a) Usually Bladder Continent (Bladder 
incontinent 2 or less times a week) 75% 0% 25%

b) Occasionally to Frequently Bladder 
Incontinent 33% 0% 67%

c) Bladder Incontinent 17% 42% 42%

a) Usually Bladder Continent (Bladder 
incontinent 2 or less times a week) 83% 17% 0%

b) Occasionally to Frequently Bladder 
Incontinent 42% 58% 0%
c) Bladder Incontinent 8% 50% 42%

a) Usually Bowel Continent 58% 0% 42%

b) Occasionally to Frequently Bowel 
Incontinent 25% 25% 50%

c) Bowel Incontinent 17% 67% 17%

a) Usually Bowel Continent 58% 0% 42%

b) Occasionally to Frequently Bowel 
Incontinent 17% 17% 67%

c) Bowel Incontinent 8% 75% 17%

a) Usually Bowel Continent 67% 33% 0%

b) Occasionally to Frequently Bowel 
Incontinent 25% 67% 8%
c) Bowel Incontinent 8% 33% 58%

a) Person has mild cognitive impairment 25% 17% 58%

b) Person has moderate cognitive 
impairment 25% 25% 50%

c) Person has severe cognitive 
impairment or has been diagnosed with 
Dementia/Alzheimer's 0% 67% 33%

a) Person has mild cognitive impairment 42% 0% 58%

b) Person has moderate cognitive 
impairment 8% 8% 83%

c) Person has severe cognitive 
impairment or has been diagnosed with 
Dementia/Alzheimer's 0% 83% 17%

a) Person has mild cognitive impairment 50% 50% 0%

b) Person has moderate cognitive 
impairment 8% 83% 8%

c) Person has severe cognitive 
impairment or has been diagnosed with 
Dementia/Alzheimer's 0% 25% 75%

How important is it to 
consider bladder 
continence when 

paneling someone for a 
Personal Care Home?

How important is it to 
consider bowel continence 
when paneling someone 

for a Personal Care 
Home? 

How important is it to 
consider the number of 
comorbidities a person 

has when 
paneling someone for a 
Personal Care Home? 

How important is it to 
consider cognitive 
impairment when 

paneling someone for a 
Personal Care Home? 

Round 3

Round 1

Round 2

Round 3

Round 1

Round 2

Round 1

Round 2

Round 3

Round 3

Round 1

Round 2
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a) Person frequently experiences anxiety 
or depression 33% 0% 67%
b) Person has a diagnosed mental health 
disorder 17% 8% 75%
c) Person experiences periods of 
psychosis and/or hallucinations 8% 42% 50%
a) Person frequently experiences anxiety 
or depression 50% 0% 50%
b) Person has a diagnosed mental health 
disorder 42% 0% 58%
c) Person experiences periods of 
psychosis and/or hallucinations 8% 42% 50%
a) Person frequently experiences anxiety 
or depression 58% 42% 0%
b) Person has a diagnosed mental health 
disorder 33% 67% 0%
c) Person experiences periods of 
psychosis and/or hallucinations 17% 50% 33%
a) Regularly smokes 58% 0% 42%
b) Alcohol dependency or abuse 42% 0% 58%
c) Illicit drug dependency or abuse 33% 8% 58%
a) Regularly smokes 75% 0% 25%
b) Alcohol dependency or abuse 67% 8% 25%
c) Illicit drug dependency or abuse 42% 8% 50%
a) Regularly smokes 67% 33% 0%
b) Alcohol dependency or abuse 67% 33% 0%
c) Illicit drug dependency or abuse 50% 33% 17%
a) Wandering 25% 33% 42%
b) Displays socially inappropriate or 
disruptive behaviour 0% 33% 67%
c) Verbally or Physically abusive to 
self/others 0% 67% 33%
a) Wandering 17% 8% 75%
b) Displays socially inappropriate or 
disruptive behaviour 8% 25% 67%
c) Verbally or Physically abusive to 
self/others 8% 67% 25%
a) Wandering 42% 58% 0%
b) Displays socially inappropriate or 
disruptive behaviour 17% 75% 8%
c) Verbally or Physically abusive to 
self/others 17% 33% 50%
a) Person believes they are very healthy 42% 0% 58%
b) Person believes their health is fine 42% 0% 58%
c) Person believes their health is poor 0% 0% 100%
a) Person believes they are very healthy 33% 0% 67%
b) Person believes their health is fine 33% 0% 67%
c) Person believes their health is poor 0% 0% 100%

a) Person believes they are very healthy 33% 67% 0%
b) Person believes their health is fine 33% 67% 0%
c) Person believes their health is poor 0% 100% 0%
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a) Rarely feels lonely 92% 0% 8%
b) Sometimes feels lonely 83% 0% 17%
c) Often feels lonely 42% 0% 58%

a) Rarely feels lonely 100% 0% 0%
b) Sometimes feels lonely 92% 8% 0%
c) Often feels lonely 58% 42% 0%

a) Someone who is able to move 
around independently with the help of 
an assistive device 92% 0% 8%
b) Someone who relies on personal 
assistance, in addition to an assistive 
device 42% 0% 58%
c) Someone who relies entirely on 
personal assistance to move around 
their own living space 8% 42% 50%
a) Someone who is able to move 
around independently with the help of 
an assistive device 92% 8% 0%
b) Someone who relies on personal 
assistance, in addition to an assistive 
device 33% 67% 0%
c) Someone who relies entirely on 
personal assistance to move around 
their own living space 8% 50% 42%
a) Someone who has limited visual 
impairment 83.3% 0.0% 16.7%
b) Someone who has moderate visual 
impairment 50.0% 0.0% 50.0%
c) Someone who has severe visual 
impairment 16.7% 8.3% 75.0%
a) Someone who has limited visual 
impairment 83% 17% 0%
b) Someone who has moderate visual 
impairment 58% 42% 0%
c) Someone who has severe visual 
impairment 17% 75% 8%
a) Someone who has limited hearing 
impairment 83% 0% 17%
b) Someone who has moderate hearing 
impairment 75% 0% 25%
c) Someone who has severe hearing 
impairment, 33% 8% 58%
a) Someone who has limited hearing 
impairment 92% 8% 0%
b) Someone who has moderate hearing 
impairment 75% 25% 0%
c) Someone who has severe hearing 
impairment, 33% 50% 17%
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