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Comments / Changes
Initial Clinical Practice Guideline Released

FOCUS
The purpose of this clinical practice guideline (CPG) is to provide Mental Health and
Substance Use Supported Housing and Residential Program (SHARP) contracted facilities’
teams with a clear and justifiable framework to:
•
Respond to individual residents who engage or request to engage in behaviours that
put themselves or others at significant risk while living in a residence or in their plans
for after discharge
•
Respond to family members/loved ones who make requests that could put the
resident or others at significant risk
•
Respond to referrals for potential residents who engage or request to engage in
behaviours that put themselves or may put others at significant risk.
This CPG applies to the full spectrum of residents with mental illness.
This CPG framework understands decision-making within the team context to include the
resident and family/friends/loved ones.
It is important to recognize that the process of responding to such requests will likely
evolve over a period of time and will require reassessment of facts, outcomes and
preferences at regular intervals.

2.

BACKGROUND
This CPG was developed using the Fraser Health Ethics Services System - Level Decision
Process. It builds on the Fraser Health Residential Care and Assisted Living
Program Supporting Residents to Live at Risk in Residential Care – Clinical Practice
Guideline.
Through the CPG development process the following list of prioritized value themes and
detailed descriptions of what is most important in responding to requests that may put
individuals at significant risk emerged.
•
Safety of Others: We minimize risk of significant illness, injury, or death to others in
the facility/community.
•
Respect for Residents: We understand and make decisions based on the values and
beliefs of residents; we assist/inform residents of risks related to their choices; we
create opportunities for residents to express personal preferences in our decision
processes; we follow the competently made decisions of our residents; we distinguish
between residents’ wishes and those of their family; we respect residents’ changes of
heart/mind.
•
Resident Wellbeing: We minimize risk of significant illness, injury, or death to our
residents; our individual (resident-specific) care planning (Recovery Centered Clinical
System) decisions are well justified; we do not cause residents harm unintentionally
(due to system failures); we use a holistic health and wellbeing framework to support
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residents to be as healthy and well as possible; we provide particular support for
vulnerable residents.
Support for staff: We support staff to maintain personal and professional integrity;
we keep our staff safe from physical injury.
Organizational Integrity: We provide clear guidance for staff; we live up to our
professional responsibilities; we are inclusive in our broad decision process (in developing
support for living at risk guidelines); we meet our legal operating requirements.

Rationale
The reasons for the prioritization of the above values include:
1) The nature of life is to be at risk. Each of us makes decisions to live at greater or
lesser degrees of risk for illness, injury and death every day. For example, the
decision to walk, bicycle, drive or take transit to work and the decision of what route
to take both carry different risks. Human dignity is at least in part derived from our
(present or past) ability to exercise our conscience in negotiating life and assessing
such risks. It is important that we, as care providers, acknowledge residents as
dignified individuals with their own desires, values and beliefs. It is also important to
recognize that although we provide care for them, residents have the moral and legal
right to make decisions that put themselves at risk for illness, injury and death.
It is the role of the health care provider to assist residents to understand the
consequences of potentially harmful behaviours and then to actively respect these
choices, even if they go against the values and beliefs of staff and families. Demonstrating
respect requires supporting risky behaviours while acting reasonably to minimize the risk
the behaviour poses for significant illness, injury, or death for self and others.
2)

People may experience the effects of historical trauma or social exclusion. A
mindfulness of personal assumptions and values related to these experiences is
necessary to avoid disadvantaging or disempowering others.

3)

The culture of healthcare has an inherent tendency to privilege physical safety above
other dimensions of wellbeing. However, community mental health residential care is
not about curing disease but supporting living; it is about helping those who need to
live in a more supportive home-like environment to do so in a way that is consistent
with what is important to them. The Recovery Approach in licensed facilities aims to
support this by helping residents to identify their hopes and dreams.

4)

The duty of the care provider is primarily to the resident. Relationships with their
family/loved ones can be very important constituents of the well-being of residents and
some residents will want their family/loved ones involved to greater or lesser degrees.
Family wishes are not seen as appropriate formal guides for residents who are or have
been competent; this is different if the resident has never been competent. Note: this
concerns residents who are living in residence. When a resident is being transitioned
into the care of family or other natural supports, enabling them to support the resident
should include every effort to educate them with respect to LAR principles to ensure
continuity of care while remembering that knowledge and understanding from the
resident and their family/natural supports can improve outcomes.

5)

While one has the right to make decisions that put oneself in harm’s way, and such
decisions can be very reasonable from an individual perspective, one must also
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respect the others in the community. Respect for others requires a) minimizing risk of
harm to others that they did not consent to, and b) including their perspectives in the
discussions of risk management that concern the community of people within which
they reside. The second point suggests that it is important to look at a community
mental health residential care facility as a community where group perspectives are
developed in dialogue alongside individual perspectives.

3.

6)

Others in the community mental health residential care facility also include residential
care staff. While staff members have a fiduciary responsibility to residents and
therefore an obligation to honour residents’ values and beliefs even if they disagree
with these, staff members still have their own integrity on the line in their actions.
Staff members should be supported as much as possible to think through and
understand what is most important in situations and when their own personal values
are offended, to debrief and make sense of this for themselves. This is especially true
as staff members may be unregulated workers who may not have the professional
training to understand the fiduciary duty expected of them.

7)

The organization sets the framework within which residents receive care and staff
provides care. Because the recovery is based on values and beliefs and because these
values and beliefs may differ from resident to resident and staff member to staff
member, the organization has a responsibility to ensure it is sensitive to these
differences and to enable all impacted to live with integrity, all within the bounds of
the broader legal framework of society.

DEFINITIONS
Living at Risk: Living in a manner where one is at risk of suffering illness, injury or death.
It happens for all of us every day.
Decisional Capability: In general, the ability to both understand information relevant to a
decision and to appreciate the consequences of that decision. Every person’s capability to
make decisions will fluctuate over the course of a day (morning person vs. “night owl”).
Additional Support Tool 1 (Appendix B) provides guidance for working through competency
assessment.
Resident Recovery Focus/Approach: The Recovery Focus and Approach in licensed
facilities is a philosophy that supports residents to identify their goals, hopes and dreams.
These inform residents’ recovery plans and service delivery. Conversations with staff will
help to identify core values held by residents and how they might pursue what is important
to them in various life domains.
Significant Risk: Before any restrictive intervention is justified, the risk must be
significant. It is not enough that there is a chance, however likely, of a minor negative
effect (e.g., a mild stomach upset or slight bruise).
a.
Determining degree of risk is not an objective task for staff members, it is up to the
resident to determine whether the degree or probability of harm is acceptable to them
when they have the capacity for this judgment (see Appendix A)
b.
When the physical risk is to other residents and staff in the facility the care team must
determine whether or not the degree of risk is acceptable and whether or not the risk
can be minimized. If there is a significant risk posed to resident or to others then the
team should continue to “Interventions” (Section 6).
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Constraining factors: Constraints that affect an individual’s preferences and may lead
them to behave in certain ways they otherwise would not. These factors may include
substance use, the influence of a significant other, etc.
4.

EXPECTED OUTCOMES
•
Recovery plans are consistent with resident values
•
Staff feel supported in responding to choices with potential risk
•
Residents and families are satisfied with the process and feel honoured
•
There will be experiential learning opportunities
•
People are able to access housing programs in a timely manner
•
Recovery plans will include risk mitigation

5.

ASSESSMENT

6.

INTERVENTIONS
Process of Applying the Algorithm
6.1. Activation: A resident takes an action and/or is encouraged by others to do so and
staff members and/or the resident’s natural supports are uncomfortable with the
possible consequences the behaviour could have:
a.
For a current resident: Go to Step 2
b.
For a potential resident (a SHARP referral): Review Support Tool 5
6.2.

Fraser Health staff and Facility staff should go through the algorithm together. The
speed of this process should be determined by the urgency of the situation:
a.
If the matter is urgent (where there is imminent risk to the resident or others)
where possible the Manager of Care/Manager of Facility/Case Manager should
inform the resident (and the family, in cases where the family is involved in the
risky behaviour or when the resident has consented/requested that family be
involved) that the behaviour needs to cease until there is time to work through
this CPG process. The resident may experience some distress and may not find
it easy to “cease” in which case the Manager of Care/Manager of Facility/Case
Manager should work with the resident to minimize the potential risk until the
CPG process can be engaged.
b.
If it is not urgent (there is no imminent risk to the resident or others) the
Manager of Care/Case Manager should initiate the CPG process, and inform the
resident informed (and the family, in cases where the family is involved in the
risky behaviour or when the resident has consented/requested that family be
involved) from the beginning and throughout.
c.
Note: If the Manager of Care is not available (e.g. evenings or weekends) staff
should follow normal operating procedures (except if it is urgent, see 6.2 2a)
and ensure the Manager of Care is informed as soon as possible.

6.3.

The Manager of Care/Case Manager should act as coordinator to gather information
about the activity, the actual/potential impact of activity on the resident, those inside
the facility, those outside the facility, etc. from relevant sources including:
a.
The resident (always the starting point): either Manager of Care or other
appropriate team member should engage with the resident to obtain additional
information
b.
Care team members including the Case Manager and family/friends if they have
been involved or the resident has consented/requested that they be involved
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Referral source
Progress notes
Paris/Meditech data

6.4.

The Manager of Care/Case Manager should review the algorithm to become familiar
with it, make sure they have all the needed information, and then arrange a team
meeting. At that meeting the Manager of Care determines the significance of risk
(See Definitions).
a.
If the risk is significant, or the team members identify the need for additional
support, the Manager of Facility/SHARP Coordinator should be engaged and the
Decision-Making Algorithm should be started (Appendix A and Appendix B)
•
If the Manager of Facility/SHARP Coordinator also identifies the behaviour
as a major conflict or a high potential for litigation they should consult with
the Local Fraser Health Manager. The Local Fraser Health Manager should
consult with Fraser Health Integrated Risk Management.
b.
If the risk is not significant, the Manager of Care/Case Manager should explain
why the risk does not constitute significant risk to the person(s) who raised the
concern so the decision-making algorithm is not engaged. Support tool 4 may
assist with this conversation.

6.5.

The Decision-Making Algorithm and Support Tools (Appendix B) should be
worked through. The resident’s voice should be at the center of this.

6.6.

After the Decision-Making Algorithm and Supports Tools have been worked through
the Manager of Care/Case Manager should arrange a meeting with the resident,
which may include the resident’s natural support network, to develop a plan for the
following decisions:
a.
If the behaviour is going to be supported:
•
Review the concern(s) and strategies for minimizing risks
•
Develop or revise the resident’s Recovery Plan (and other plans as
appropriate possibly including the Advance Care Plan, etc.) to include
strategies to address the resident’s request(s) or need(s) and include
strategies to minimize significant risk
•
Identify who will be responsible to operationalize the decision
•
Determine a date for formal review of the decision, monitoring of outcomes
and re-evaluation of the plan if facts change, the resident’s behaviour
indicates the outcomes are not as expected, or the plan is not meeting the
resident’s goals
b.
If the behaviour cannot be supported and the resident has chosen to stay at the
residence:
•
Review the concern(s) and strategies for minimizing risks
•
Develop or revise the resident’s Recovery Plan (and other plans as
appropriate possibly including the Advance Care Plan, etc.) to include
strategies to address the resident’s request(s) or need(s) and include
strategies to minimize significant risk
•
Identify who will be responsible to operationalize the decision
•
Determine a date for formal review of the decision, monitoring of
outcomes and re-evaluation of the plan if facts change, the resident’s
behaviour indicates the outcomes are not as expected, or the plan is not
meeting the resident’s goals
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6.7.

The process (the steps taken in this CPG) should be documented (see Documentation)

6.8.

The plan (written into their now revised Recovery Plan) should be implemented

6.9.

The plan should be re-evaluated on date identified in Recovery Plan, or sooner if
required

6.10. The successes/challenges of using this process should be discussed at the annual
facility review with the owner, MOC and SHARP Coordinator
7.

DOCUMENTATION (for residents who choose to live at risk)
7.1. Document in resident chart on “Documentation for LAR Residents – Template”
(Manager of Care):
−
The issue
−
Names of those involved in the discussion (e.g. what staff were involved)
−
Outcome of each “track” of algorithm
−
The decision and plan
−
Resident’s understanding of risks and potential consequences of the decision
−
Strategies in place to minimize risk
−
Who is responsible to operationalize the decision
−
When decision will be reviewed
−
Signature of Manager of Care
−
Keep in clearly marked section of resident chart
7.2.

Document in PARIS (Case Manager)
•
Note the date the “Documentation for LAR Residents – Template” was
completed and that the documentation is located in the resident’s facility chart
•
A paper copy may be placed in the Mental Health Centre file

7.3.

Support amending their Recovery Plan with the resident to reflect the outcome as
per (6.1). Note in Plan that “Documentation for LAR Residents – Template” has been
completed.

8.

EDUCATION
Education for staff will be phased:
8.1. Phase 1: 3 x 3 hour workshops for contracted facility staff and Fraser Health staff to
act as pilot sites.
8.2. Phase 2-4: Larger, mixed-site scale education sessions for remaining SHARP sites.
8.3. Phase 5: Acute and Tertiary education.
8.4. Phase 6: (ongoing) online learning module accessible through the CCRS.
8.5. Phase 7: (ongoing) designated individual responsible for supporting staff to use this
CPG, monitoring its use, and providing ad-hoc education as required/requested.

9.

EVALUATION
Monitoring and evaluation of the CPG implementation will occur in three processes:
1) Focus groups
2) Survey-based
3) Quarterly utilization data
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The focus of the evaluation:
•
Are the expected outcomes being achieved?
•
Is use of the CPG resulting in the conversations outlined in its processes occurring in
the context of residents living at risk? Are the intended conversations occurring in the
context of residents living at risk?
•
Are staff feeling more supported/less distressed around decision-making in context of
residents living at risk?
•
Can implementation be improved?
10. MONITORING
Twelve Months Post Implementation Shared Work Team Review
•
75% of Managers of Care activate the Living at Risk CPG in situations where
significant risk requires decision-making
•
75% of plans created using the Living at Risk CPG are reflected in the Recovery Plans
•
75% of the time, situations are escalated to senior staff when parties are unsatisfied
with the decision
11. REFERENCES
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7(1) c.1. Retrieved
from http://www.bclaws.ca/civix/document/id/consol21/consol21/00_02075_01#secti
on7
Fraser Health. (2011). Consent for Healthcare - Policy. Retrieved from
http://fhpulse/clinical_resources/clinical_policy_office/Lists/CDST
Library/DispForm.aspx?ID=748
Fraser Health. (2011). Good Decisions: A map to the best system-level decision, all things
considered. Retrieved
from http://fhpulse/clinical_resources/ethics_services/Documents/Good%20Decisions
%20Toolkit%20-%20TEMPLATE.pdf
Fraser Health. (2007). My Voice: Advance Care Plan workbook. Retrieved from
http://www.fraserhealth.ca/health-info/health-topics/advance-care-planning/
Health Care (Consent) and Care Facility (Admissions) Act. (1996, C-181). Retrieved from
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12. APPENDICES
Appendix A: Decision Making Algorithm
Appendix B: Support Tools
Appendix C: Members of the Shared Work Team

Developer(s): Living at Risk Shared Work Team
CPO #05-2099
©2016 Fraser Health Authority (FHA). Print versions must be compared to current electronic version in the Clinical Policy Office. FHA authorizes
use/reproduction/modification of this publication for non-commercial healthcare/educational purposes only. Unmodified versions must retain all copyright
notices; modified versions must remove FHA copyright notices but acknowledge FHA as author of the source publication. All other rights reserved. For other
uses, contact clinicalpolicyoffice@fraserhealth.ca. Permission must be sought separately for any non-FHA material. This publication was prepared for use
within FHA. FHA disclaims all liability for use by third parties. Final judgment about the propriety of any clinical practice rests with the health care provider.

CLINICAL PRACTICE GUIDELINE: Living at Risk: MHSU –
Supported Housing and Residential Program

Page
8 of 22

Developer(s): Living at Risk Shared Work Team
CPO #05-2099
©2016 Fraser Health Authority (FHA). Print versions must be compared to current electronic version in the Clinical Policy Office. FHA authorizes
use/reproduction/modification of this publication for non-commercial healthcare/educational purposes only. Unmodified versions must retain all copyright
notices; modified versions must remove FHA copyright notices but acknowledge FHA as author of the source publication. All other rights reserved. For other
uses, contact clinicalpolicyoffice@fraserhealth.ca. Permission must be sought separately for any non-FHA material. This publication was prepared for use
within FHA. FHA disclaims all liability for use by third parties. Final judgment about the propriety of any clinical practice rests with the health care provider.

CLINICAL PRACTICE GUIDELINE: Living at Risk: MHSU –
Supported Housing and Residential Program

Page
9 of 22

APPENDIX A: DECISION-MAKING ALGORITHM
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APPENDIX B: SUPPORT TOOLS
Support Tool 1: Assessing the Resident’s Awareness of their Actions
In response to the question (Q2) on the algorithm “Does the resident understand and appreciate
the consequences of the decision?”
Our default should be that the resident is capable (this aligns with BC’s Health Care Consent and
Facilities Admissions Act).
This CPG’s approach to working through situations where residents may choose to live at risk is
based on the values of:
•
Respecting the dignity of residents by allowing them to make choices for themselves as
much as possible,
•
Making decisions based on the residents well considered values and beliefs, and
•
Maximizing the safety and wellbeing of the resident and the others in the community.
There are five considerations that may be cause for concern:
1. The resident doesn't seem to understand their health condition/situation or the possible
consequences in the behaviour. If this is the case, provide education to explain their
condition and make yourself aware of things such as:
•
Are you speaking a language that the resident understands? Or should you contact a
free interpreter from Provincial Language Services through the case manager?
•
Are some of the values, beliefs, and practices of the residents’ culture difficult for you
to understand and would you benefit from support from FH Diversity Services?
•
Are you speaking at the right level of language (slowly, without complicated medical
terms, checking with them whether they understand) so that the resident has the best
chance to understand?
•
Are you having these conversations over time? It takes time for even the most
capable person to understand many things.
•
Are you having these conversations at times when the resident is best able to think
clearly, communicate, and understand? When is this resident at their best (some
people are morning people or night people)?
•
Are you providing appropriate information/education to make sure they understand
the risks i.e. what are the possible long-term consequences, and/or is there a chance
for becoming disabled rather than dying?
•
Are you being sensitive to who is present during these conversations? The resident
may be more relaxed and able to understand in the presence of their partner or
certain staff. They may also be at their most distracted in the presence of an
angry/agitated relative or around certain staff members.
•
Do you have all of the information you need to assist the resident to make an
informed decision or do you need to involve others in the conversation (i.e. the
prognosis if they do not receive a prescribed medical or dental care)?
2.

The resident does not seem to have a good sense of what is important to them. If this is
the case, provide support for thinking things through. BE CAUTIOUS - a resident
disagreeing with you or the care team is different from them not being capable/competent
to make this decision! This will take multiple conversations because some residents may
not have much practice in forming decisions and thinking about their values in an
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intentional and systematic way. It will also require support, encouragement and help to
frame what is important to them. The following guiding questions can assist you to work
with the resident to help understand what is important to them:
•
What is important to you as we move forward with your care? What are your hopes
and dreams? (Reference their Recovery Plan)
•
Why do you prefer this solution (e.g. not having surgery) – what does it give you that
you feel is important? Are you afraid or unsure about something?
•
Here is a competing value (tell the resident a story – e.g. the pain of surgery now
versus a lack of pain now but a shorter life expectancy overall) – how would you
balance these two values?
•
What would have to happen for you to change your mind? What does this tell you
about what else matters to you?
If the resident is now better able to articulate their values and understand their health
condition and appreciate the possible consequences of their actions, make sure the
conversation(s) have been documented, answer 'Yes' to Q2 and continue through the
algorithm.
If you are still concerned about the resident’s ability to understand their decision or
appreciate the consequences of his/her choices, it may be due to one of the additional
considerations below.
3.

Constraining factors (substance use):
•
Refer back to the resident’s Recovery Plan (where relevant) to remind yourself and the
resident of its contents
•
Explain to the resident that you cannot support their lifestyle choices (i.e. Living at
Risk) at this time and tell them why and that you will revisit it with them at a specific
later date.
o
It is important to us that you make decisions that you understand and appreciate
the consequences for and I am worried that your ability to understand is being
limited by your use of these substances.
•
Explore harm reduction strategies.
•
Consider consulting/getting the support of a Concurrent Disorders Therapist.
•
Set a date to revisit the discussion and this CPG.
•
Make sure the conversation(s) and decisions have been documented.

4.

That a cognitive deficit may be interfering with their capacity to make a decision:
•
Refer back to the resident’s Recovery Plan (where relevant) to remind yourself and the
resident of its contents.
•
Explain to the resident that you cannot support their choice (i.e. Living at Risk) at this
time and that you will revisit it with them at a later date (i.e. when we better
understand their cognitive abilities).
o
It is important to us that you make decisions about your recovery, and that you
understand and appreciate the consequences for them, and I am concerned that
you do not have the ability to do this right now.
•
Refer to a psychologist to determine their level of cognitive ability, if possible. The
goal here is for the psychologist to help you with strategies to communicate in the
right ways and at the right level so that the resident can better understand.
•
Consider consulting/getting the support of an Occupational Therapist.
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Set a date to follow-up with the psychologist and resident to revisit the decision and
this CPG.
Make sure the conversation(s) and decisions have been documented.

The resident may be being coerced into making a decision to live at risk that is not aligned
with what they value or think is an acceptable risk. If you think this may be the case:
•
Talk to the resident about their relationship with these other people and the activities
they are engaging in.
•
Work with them to develop a shared understanding of what they are doing with these
people, what the possible consequences are, whether this aligns with what is important
to the resident, and work with them to reduce the harm or look at alternatives
o
Example: I really want to see my parents when I’m out but they don’t let me visit
when I’m high. I have a hard time not getting high when I hang out with Cheryl
and Sam.
o
Ask the resident what they get from hanging out with Cheryl and Sam. What is
important to them about this relationship? Is there a way for them to get this
thing that is important but also stay aligned to their hopes and dreams in their
Recovery Plan?
•
Make sure the conversation(s) and decisions have been documented.
•
Explore harm reduction strategies.
If you are still concerned that the resident does not understand the consequences and/or
what’s important to them and continues to minimize the staff member’s concern, then
continue to work to reduce harm to the resident, revisit their Recovery Plan, and reduce
potential harm to other residents. In other words, you will not be supporting the behaviour
at this time.
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Support Tool 2: Substitute Decision-Making
Substitute Decision-Making is about trying to make decisions for someone from that person’s
perspective, when they are no longer able to do so.
•
It involves becoming a “values detective” and trying to understand what is important to the
resident in their life
•
It involves working with family members and loved ones as sources of information about
the resident – who they are and what their life is about – and as substitute decision-makers
•
Making decisions on behalf of a resident is difficult. Substitute decision-makers do not
necessarily understand what this role requires and they may need help to carry it out
Follow these steps:
1. Look for advance wishes the resident may have made. Has the resident done any Advance
Care Planning? If there is a plan, does it speak to the resident's current situation or desire
to live at risk?
•
If yes, consult the plan for information on the resident's wishes.
•
If one exists but is not relevant to their current situation, see what preferences of the
resident are reflected within the document that might guide the decision-making.
2.

Determine if a formal Substitute Decision-Maker exists:
a) Court order for a Committee of Person or
b) A Representation Agreement.

3.

Are one or more representatives named in a Representative Agreement (either Section 7 or 9)?
If yes, consult these persons and:
•
Ensure they are able to understand and appreciate the resident's situation,
•
Ensure they have the resident's best interests in mind,
•
Ensure they are willing to take on this responsibility and,
•
Ensure you are aware of the limits of Section 7 compared to Section 9 Representative
Agreements.
If no representative is named in the Advance Care Planning documents, a Temporary
Substitute Decision Maker (TSDM) is chosen by a doctor or other health care provider from
the list below. The order of the people who qualify to be on the list is determined by B.C.
law. To be able to act as a TSDM, the person must be 19 or older, be capable, have no
dispute with the resident, and have been in contact with the resident in the past year.
They must be approached in the order given:
1) The spouse (married, common-law, same sex - length of time living together doesn't
matter)
2) A son or daughter (19 or older, birth order doesn’t matter)
3) A parent (either, may be adoptive)
4) A brother or sister (birth order doesn’t matter)
5) A grandparent
6) A grandchild (birth order doesn’t matter)
7) Anyone else related to the resident by birth or adoption
8) A close friend
9) A person immediately related to the resident by marriage (in-laws, step-parents, stepchildren, etc.)
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You may not change the order of the list. A person lower down on the list may only be
chosen as the TSDM by the health care provider if all the people above them do not qualify
or are not available. If one or more substitute decision-makers are identified that are not
informed, competent, or not able to act according to the resident’s values/preferences, the
answer to Q3 is “No” (for example, the resident’s values/preferences are clear but the
substitute decision-maker disagrees with them).
Make yourself aware of the Healthcare (Consent) and Care Facility (Admission) Act, My Voice:
Expressing my wishes for future health care treatment, and Fraser Health Consent Policy.
These are some of the tools that will help honour the resident's values and preferences.
Caution! Keep the resident at the center of this. Work with the SDM to explore what the
resident would want if they were able to make their own decision. A question that may help:
If your loved one (the resident) could become fully lucid right now and talk with us so
that they understood their situation and everyone's perspectives (including family, loved
ones, staff) before returning to their current state, what would they want us to do?
•
•
4.

Do not ask the question "what do you want us to do with your dad?" Instead ask,
"What would your dad want us to do for him?"
Proceed to step 4.

Answer Q3 in the Algorithm. If one or more substitute decision-makers are identified that
are informed and competent, and are able to act according to the resident’s values and
beliefs, the answer to Q3 is “Yes”.
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Support Tool 3: Support for Family/Friends/Loved ones
This step is here to make sure the family/friends/loved ones have the time and space to help
them understand why Fraser Health follows this process (Supporting Resident to Live at Risk in
Residential Care) and values resident-centered care.
Find time to sit down and have a conversation with the resident's family/friends/loved ones. You
may want some level of assistance from a colleague who is trained in having these types of
conversations. We want to support them as much as we can but their desires come second to
the resident's. Note: this will be different if the resident wishes that family member(s)/loved
one(s)’s values should guide the resident’s behaviour. Some things to cover are:
1.

If the family/friends/loved ones are distressed, acknowledge their feelings. Remember that
this is likely a very distressing situation for them and they may need time and support,
possibly including spiritual care. Share your own feelings here in comparison or contrast to
theirs, if it helps to build trust.

2.

Confirm that everyone understands that this approach to living at risk is based on the
importance (values) of preventing harm to others, respect for residents, resident wellbeing,
support for staff, and organizational integrity. This conversation will require someone who
is familiar with the values that are the foundation of this process (see “Rationale” section).

3.

Confirm that everyone understands the facts:
•
What are the facts of the resident's current situation?
•
What are the facts (not assumptions!) about the resident’s current at-risk behaviour?
•
What are the possible consequences of different decisions/behaviours?
(e.g. a family may be feeding a diabetic resident soda and candy not realizing the
potentially serious consequences).

4.

Confirm that everyone understands, as much as possible, what is important to the resident
in relation to the at-risk behaviour. Remember, keep the resident at the center of this
process whenever possible. It is their life after all.
•
Do not ask the question "what do you want us to do with [the resident]?" Instead ask,
"What would [the resident] want us to do for him?"

5.

Make room for a conversation about what is important to the family/friends/loved ones
(values). Some things to ask during this conversation:
•
What is important to you about their care (e.g. safety, quality of life, etc.)
•
Thinking about what the resident wants, how do you feel about what is important to
you in comparison with what seems to be important to the resident about their life?

6.

If people are not satisfied with a decision to support (or not support) the resident, make
time for family/friends/loved ones to speak with a more senior staff member.

7.

Document the conversation that was had with family/friends/loved ones, what the subject
was, who was in the conversations, how they can/will help with the resident’s Recovery
Plan, whether there is any follow-up needed, and whether they were in agreement with the
plan to support the resident to live at risk.
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Support Tool 4: Support for Staff
In response to the question “Are specific staff members feeling as though the behaviour or
decision compromises their integrity?” this step is here to make sure that staff have the time
and space to understand why Fraser Health follows this process (Living at Risk in the MHSU
Supported Housing and Residential Program) and values resident-centered care.
Find time to sit down and have a team meeting for this conversation. Recognize that this will be a
difficult conversation and you may want some level of assistance from a colleague who is trained
in having these types of conversations. Before you lead this conversation it may help for you to
take some time for self-reflection on how you are feeling about the situation (emotionally) and
what is important to you (values) and how that fits within the context of a team approach that is
resident centered.
Some things to cover during this meeting are:
1. Acknowledge the feelings of any members of the care team who may be distressed. Share
your own feelings here in comparison or contrast to theirs, if it helps to build trust.
2.

Confirm that everyone understands that this approach to living at risk is based on the
importance (values) of preventing harm to others, respect for residents, resident wellbeing,
support for staff, and organizational integrity. This conversation will require someone who
is familiar with the values that are the foundation to this process (see “Rationale” section
above).

3.

Confirm that everyone understands the facts:
•
What are the facts of the resident's current situation?
•
What are the possible consequences of different decisions/behaviours?
(e.g. Resident choosing to move out of residential care against medical advice and/or
without a plan).

4.

If you have not already had the conversation, explore with the staff what the resident has
stated they want (or would want if they are not able to tell us directly now). This
conversation is about the resident’s values and preferences.

5.

Now make room for a conversation about what is important to the staff (their values).
Some things to ask during this conversation:
•
What is important to you about their care (e.g. physical safety, quality of life,
emotional safety, others)
•
Think about what they want/would want (Step 4). How do you feel about what is
important to you versus what is important to them about their life?

6.

After this conversation(s) if the staff member(s) is feeling less distressed implement the
plan to support the resident to live at risk. If they are still strongly against the decision to
support the resident make room for more education and conversation with the staff/team.
At the end of the day, the staff have a professional obligation and fiduciary responsibility to
follow the recovery plan.

7.

If someone is not satisfied with the conversation(s) make time for them to speak with a
more senior staff member.
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Support Tool 5: Applying this Clinical Practice Guideline for Potential Residents
This support tool provides guidance on working through this CPG process for a potential
resident. It should be engaged whenever the potential treatment team (e.g. MOC, SHARP
Coordinator) or resident’s family have concerns that the potential resident may engage or
request to engage in behaviours that will put themselves or may put others at significant risk.
The work in this tool should be led by the SHARP Coordinator and include the referral site
physician, the potential resident, the team, and the Manager of Care at the referral destination.
The aim here is to support conversations with the potential resident and ensure communication
and collateral information regarding the potentially risky behaviour with the referral source and
the facility. At the end of the day we want to ensure potential residents are matched to a facility
that will best support their unique recovery plan. Clarity and fairness through access to dialogue
for everyone involved are important values in this process.
All of the work in this tool will be happening under time pressure. Time for a trusting relationship
to develop between the potential resident and the staff at the referral source will also be limited
(though a richer conversation will likely be possible when going through this CPG at the potential
resident’s future home). Still, it is better than not having these conversations at all and should
lead to an improved understanding and planning at the facility for the potential resident.
The SHARP Coordinator should ensure the following steps are covered in this process. He/she
should be asking on the phone or in person with the referral source to:
1.

Confirm the facts around the potential resident’s behaviour.
• What are the facts of the resident's current situation?
• What are the facts (not assumptions!) about the resident’s current at-risk behaviour?
• What are the possible consequences of different decisions/behaviours?
At this step the SHARP Coordinator should ensure that the concerns warrant further
discussion. If in the SHARP Coordinator’s professional opinion they do not: discuss this with
the potential treatment team or resident’s family, explain the rationale, and then continue
on with the normal referral process. Otherwise, continue onto “2” below and ask whether
the referral source has covered these conversations:

2.

Has there been a conversation (preferably more than one) with the potential resident to:
•
Confirm that the potential resident understands and agrees with their health
condition/situation or the possible consequences in the behaviour?
•
Have they been provided with education (what was it?) to explain their observed
constraining factors?
•
Understanding that there are many variables at the referral source, the SHARP
Coordinator may want to keep these considerations in mind:
o
Could there be cultural differences you or the team are unfamiliar with and could
get guidance on from Fraser Health Diversity Services?
o
Was there the opportunity to have conversations with the potential resident over
time (as much as possible)?
o
Was the resident provided with any education yet to make sure they understand
the risks i.e. what are the possible long-term consequences of their actions?
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Do you have all of the information needed or do you need to involve others in the
conversation (i.e. the outcome if they do not receive a prescribed medical or
dental care)?

This may be an appropriate time to invite the potential resident to visit the facility (i.e. preadmission visit) and have some conversation with the MOC and Fraser Health staff.
3.

During that conversation on their pre-admission visit, it may be helpful to understand what
the potential resident values (“What is important to you about x?”). Some pieces that can
be explored include:
•
What is important to you about x (e.g. smoking while having COPD)?
•
What is important to you as we move forward with your care? What are your hopes
and dreams? Reference their Recovery Plan (where applicable and if they have one)
•
Why do you prefer this solution (e.g. not having surgery) - what does it give you that
you feel is important? Are you afraid or unsure about something?
•
Here is a competing value (tell them a story – e.g. the pain of surgery now versus a
lack of pain now but a shorter life expectancy overall) - how would you balance these
two values?
•
What would have to happen for you to change your mind? What does this tell you
about what else matters to you?
Discuss how the potential resident’s values can be tied into supporting them at this facility.
For example, if the potential resident refuses a walker because they see it as ‘something for
old people’ (i.e. it is important to them that they remain independently mobile, or that they
are respected and not made fun of, or that they do not feel like they are seen as frail, etc.)
how can the alternative supports or alternative ways of living up to their values be
supported in this facility?
Remember, the resident’s voice should be at the center of this.
At this stage hopefully a plan can be started and the potential resident can move to a facility
where the conversation around living at risk can continue with guidance from this CPG with
the staff there. If it is agreed that the potential harm to themselves or others from resident’s
behaviour is too serious for the facility to support ask “What can Fraser Health do to provide
support this individual?” For example, if they pose a serious risk of harming others is there
an alternate facility where they can live on their own but with supports? (A simple denial is
not enough.)
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APPENDIX C: MEMBERS OF THE SHARED WORK TEAM

Shared Work
Team
Members

Team Leader
Process
Facilitators

Name:

Position:

Angela Louie
Becky Doherty
Barbara Hoffman
Carolyn Brunac
James Breckenridge

Rehab and Recovery Coordinator, MHSU
Housing Manager Contracted Services, MHSU
Manager, Licensing, Langley/Surrey/Whiterock
SHARP Case Manager, Delta MHSU
Peer Support Worker and Sitting member of Regional
Consumer Advisory Committee
Family Support Specialist, MHSU
Clinical Coordinator, MHSU
Regional Residential Licensing Manager, Fraser Health
Psychiatrist, Head of Department of Psychiatry at ARH
Psychiatrist, Head of Department for MH Langley
Clinical Coordinator, MHSU
Ethicist, Fraser Health Ethics Services
Director, Fraser Health Ethics Services & Diversity Services

Len Polak
Marion Kim
Paul Hundal
Pieter Strauss
Shilpa Shete
Marion Kim
Duncan Steele
Bashir Jiwani
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