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1.0 Background

Overview: Ontario’s 14 Community Care Access
Centres (CCACs) are responsible for providing
home-care services to Ontarians who might other-
wise need to stay in hospitals or long-term-care
homes. This includes frail elderly people and people
with disabilities who need help to live as independ-
ently as possible in their own homes.

Home care is funded by the Ministry of Health
and Long-Term Care (Ministry). To be eligible for
home-care services, a person must be insured under
the Ontario Health Insurance Plan. Referrals to
home-care services can come from hospitals, family
physicians, or clients and/or their families.

Home care used to serve primarily clients with
low to moderate care needs, but now serves clients
with increasingly more complex medical and social-
support needs. This change came about primarily
after July 2009, when all Ontario hospitals were
expected to keep alternate-levels-of-care patients to
a minimum (alternate levels of care refers to when
a patient is occupying a bed in a hospital, but does
not require the intensity of resources or services
provided in this care setting). In the year ending
March 31, 2015, 60% of home-care clients were
senior adults (aged 65 years and over), 20% were
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adults (aged 18 to 64 years), 15% were children
and 5% were palliative.

Service Delivery Model: CCACs, through their
staff of care co-ordinators, assess individuals to
determine if their health needs qualify for home-
care services, and to develop care plans for those
who qualify. CCACs then contract with about

160 private-sector service providers to provide
home-care services directly to clients, in the form
of professional (i.e., nursing and therapy) and/or
personal support (i.e., bathing and toileting) servi-
ces. These service providers are either for-profit or
not-for-profit. The CCAC care co-ordinators manage
client cases, and reassess and adjust care plans on
an ongoing basis.

Community Support Services: CCAC care co-
ordinators also act as navigators to community
services and can refer clients to the approximately
800 community support service agencies (support
agencies) that offer community support services
(such as meals on wheels, transportation, respite
care, and home maintenance and repair) and
homemaking services (such as housekeeping

and laundry support). Some community support
services and homemaking services may require
co-payment from clients. Similar to CCACs, support
agencies are funded by the Ministry through the
Local Health Integration Networks.



Because support agencies were historically set
up by volunteers to serve local needs, these services
are not available everywhere. Generally, urban
areas offer more community support services than
rural and northern areas, but still, urban areas may
not have all the services needed to meet changing
needs.

The role of support agencies may soon change:
a regulatory amendment made in July 2014 and
arelated set of ministry guidelines issued in
April 2014 allow support agencies, in addition to
CCAGCs, to provide personal support services for
lower-needs clients. Once a client is referred to a
support agency, the agency then becomes respon-
sible for that client, including care co-ordination
and provision of personal support services.

Accountability Relationship: Each CCAC is
accountable to one of the 14 Local Health Integra-
tion Networks (LHINs), which are mandated to
fund health-service providers such as hospitals,
CCACs and support agencies in defined geographic
regions. The LHINS, in turn, are accountable to the
Ministry, which sets the overall strategic direction
for health care in Ontario.

The Ontario Association of Community Care
Access Centres (Association) was incorporated in
1998 to represent all 14 CCACs. It receives most
of its funding from the Ministry and the CCACs
through membership fees. Effective May 2015,
the Association’s board of directors is composed of
three externally recruited members in addition to
nine representatives from CCACs, for a total of 12
members. With a staff of about 190, the Associa-
tion provides shared services such as procurement,
policy and research, and information management
to the CCACs.

Spending on Home Care: For the year ending
March 31, 2015, Ontario spent a total of $2.5 billion
to provide home-care services to 713,500 clients,

as shown in Figure 1. (This figure shows CCACs’
spending on home-care services only rather than
CCAC'’s total expenses, in the year ending March 31,
2015. In comparison, a similar figure included in
the Special Report on Community Care Access Cen-
tres—Financial Operations and Service Delivery that
our Office tabled in September 2015 showed total
CCAC expenses, and for a different year—2014.)
This represents a 42% increase in funding and

Figure 1: Home-care Funding and Clients Served by CCACs, Year Ending March 31, 2015

Source of data: Ministry of Health and Long-Term Care

North Simcoe Muskoka 100 24,932 4,027
Champlain 231 58,305 3,957
North East 136 35,652 3,802
South East 122 32,349 3,769
Hamilton Niagara Haldimand Brant 311 82,686 3,756
Erie St. Clair 142 38,790 3,668
North West 53 14,783 3,564
South West 210 59,346 3,547
Central 285 82,587 3,457
Waterloo Wellington 133 38,986 3,403
Central East 276 82,611 3,346
Toronto Central 250 74,822 3,338
Mississauga Halton 160 49,004 3,271
Central West 111 38,640 2,879
Provincial Total 2,520 713,493 3,532




a 22% increase in the number of clients served
compared to the year ending March 31, 2009 (a
year before our last audit of home-care services); in
2008/09, CCACs spent $1.76 billion to serve about
586,400 clients.

Over the past decade between 2005/06 and
2014/15, overall CCAC funding (which includes
funding for home care and other CCAC services,
such as long-term-care home placement) has
increased by 73% from $1.4 billion to $2.5 billion,
but has remained a relatively constant 4% to 5% of
overall provincial health spending. In recent years,
the Ministry has increased funding to the CCACs
in several areas. For instance, in the 2015 provin-
cial Budget, the government announced funding
increases in the home and community sector over
three years between 2015/16 and 2017/18 at 5%

a year, for a total of $750 million. The government
did not specify how these increases would be allo-
cated to the 14 CCACs and the approximately 800
support agencies in the sector. In addition, to help
CCACs meet the government’s five-day wait-time
target for nursing and personal support services for
complex clients, the Ministry allocated $75 million
to the CCACs through the LHINSs in each of 2013/14
and 2014/15: $15 million went toward nursing ser-
vices and $60 million to personal support services.
These funding increases show that the Ministry
continues to work toward expanding home and
community care to ensure that people receive care
as close to home as possible, one of several prior-
ities set out in the September 2014 mandate letter
from the Premier to the Minister of Health and
Long-Term Care.

CCACs must not spend more than they receive
each year according to their respective agreements
with their funding LHIN.

Government Priority: In April 2014, the Minister
of Health and Long-Term Care committed to a
vision of home and community care that is reli-
able, robust and accessible; that is client-centred
and highly integrated with the other health and
community supports; and that is accountable and

transparent, and provides value to both clients and
taxpayers. In September 2014, an Expert Group on
Home and Community Care (Expert Group) was
formed to provide specific, practical recommenda-
tions to enable the Ministry to achieve its vision.
The Expert Group released a report, Bringing Care
Home, in March 2015. The report contained 16
recommendations to create a better client- and
family-centred home and community care sector, as
shown in Appendix 1.

A September 2014 mandate letter from the Pre-
mier to the Minister of Health and Long-Term Care
said the expansion of home and community care
was a government priority.

In May 2015, the Ministry issued Patients First:
A Roadmap to Strengthen Home and Community
Care, which was informed by the work of the
Expert Group. The document outlines 10 initiatives
intended to be implemented from 2015 to 2017 to
transform the home- and community-care sector.
Appendix 2 shows these 10 initiatives.

Care Co-ordinator Roles: CCAC care co-ordinators
are regulated health professionals—mostly nurses,
social workers and occupational therapists—who
are responsible for assessing clients and managing
their home care. They work directly with clients
and their families, either at the CCACs or at hospi-
tals. Care co-ordinators create individual plans of
service—called care plans—that set out the type
and amount of services to be provided, collaborat-
ing with the clients’ primary care providers (such
as nurse practitioners) and other care partners such
as family physicians and other community agen-
cies. As well, care co-ordinators provide support

to clients as they move between services and care
settings (such as between long-term-care homes
and supportive housing), and across geographic
boundaries.

To enable care co-ordinators to spend more time
with clients, CCACs employ team assistants who
provide administrative support services, such as
updating client files, setting up client appointments,
and discharging clients at the direction of the care
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co-ordinators. Unlike care co-ordinators, team
assistants are not regulated health professionals.

As of March 31, 2015, 5,100 or three-quarters of
the CCAC’s 6,775 staff worked as care co-ordinators
and team assistants who manage home-care cases.
Their costs account for about 20% of total CCAC
funding (the majority of the remaining costs are
for procured services from contracted service
providers).

Client Care Model: To more consistently deliver
client services to meet the varying levels of need,
the 14 CCACs use a model of care (see Figure 2) to
guide their service levels to clients.

Under the model, clients are assessed by
CCAC care co-ordinators based on various factors
including the client’s health condition, degree of
independence, risk of experiencing acute episodes

(an acute episode is a period when an injury is at
its worst), and socio-economic factors (such as
levels of education and income). The CCAC care co-
ordinators then categorize the assessed clients into
five population groups: well, short-stay, community
independence, chronic, and complex. Each client
group would receive specific care co-ordination

by CCAC staff who should have specialized know-
ledge and case management skills to deal with

the care co-ordination level of intensity needed to
address the clients’ care needs. Appendix 3 shows
the population and sub-population groups, and
their respective recommended case management
intensity.

Home-care Assessment Tools: Once a CCAC
confirms a client’s eligibility based on the criteria
set out in regulation, a CCAC care co-ordinator

Figure 2: Client Care Model

Source of data: Community Care Access Centres
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Explanatory Notes:

a. Larger population at the base (“well”); smaller population at the top (“complex”).

b. Clients can move up and down the triangle between different populations as their needs change.
c. An acute episode can occur at any time for any population group, but potential for an acute episode increases for clients with more acute needs.



assesses the client using standardized assessment
tools called Resident Assessment Instruments or
RAIs. These tools are developed by a collaborative
network of researchers in over 30 countries that
belong to an organization called interRAI. There are
different RAI tools used across home- and commun-
ity-based health services, such as long-term-care
homes and support agencies. For instance, support
agencies use RAI-community health assessment
(RAI-CHA) to assess clients’ ability to live independ-
ently in the community, and CCACs and hospitals
use RAl-palliative care (RAI-PC) to assess the needs
of palliative clients. But for the purpose of home
care, CCAC staff uses RAI-contact assessment (RAI-
CA) and RAI-home care (RAI-HC) at specific points
in time.

To assess a client’s service needs, care co-
ordinators administer the RAI-CA, usually over the
phone from the CCAC office, within 72 hours of
referral. With this tool, care co-ordinators deter-
mine whether clients need to be formally assessed
right away, need urgent home-care services, and/
or need specialized rehabilitation services. Because
there is usually a wait before clients are assessed
with RAI-HC, each CCAC has developed its own
scoring method to use within RAI-CA so service lev-
els can be preliminarily determined and provided
right away. If clients are assessed as not needing
home-care services, CCAC care co-ordinators may
refer them to other community support service
agencies to receive needed services such as meals
on wheels, homemaking services, and transporta-
tion services.

Some CCACs have also developed a shorter pre-
screening tool to help their staff quickly determine
whether an individual would require an assessment
using the RAI-CA. Clients who are pre-screened
and determined to be “well” according to the
Client Care Model are not subject to the RAI-CA
assessment.

If the client is assessed in the initial contact
assessment as community independent, chronic or
complex, the care co-ordinator must administer the
RAI-HC in person at the client’s home within seven

to 14 days from the time the contact assessment

is completed. The care co-ordinator develops the
care plan using results from the RAI-HC assess-
ment as well as other information and clinical
judgment. The care plan details the level and type
of home-care services that would meet the client’s
needs. The CCACs developed a scoring method
(not endorsed by interRAI) to be applied with the
RAI-HC tool. The scoring method generates scores
between 0 and 28, with 0 being the lowest level of
need for personal support services, and 28 being
the highest level of need. Care co-ordinators also
use this tool to reassess long-stay clients who have
complex, chronic or community-independent
characteristics, to determine their continuing need
for service or to adjust service levels as required.
The Association is working toward implementing
the interRAI-HC tool to replace the current RAI-HC
by April 2017 (both interRAI-HC and the currently
used RAI-HC were developed by the same research
collaborative). According to the Association, the
interRAI-HC tool will better assess clients’ needs.

Figure 3 shows when each of these assessment
tools is used in a client’s journey through the home-
care system.

CCAC clients may also receive nursing and/or
therapy services through home care. CCAC care
co-ordinators do not need to score the clients to
determine these service levels because professional
staff (such as registered nurses) determine service
levels and number of visits using their professional
clinical judgment and following predetermined
service guidelines called clinical pathways, which
set out the goal, process, duration and plan of care
depending on the illness.

Personal Support Services: Most of the home-care
services are delivered by personal support workers
who are employed by private-sector for-profit or
not-for-profit service providers. In 2014/15, about
three-quarters of contracted service hours were
spent on providing personal support services to
home-care clients (the remaining hours were deliv-
ered by nurses and therapists). According to the



Figure 3: Client’s Journey through the Home-care

System* from Referral to Discharge
Prepared by the Office of the Auditor General of Ontario

Hospital or community (e.g., physicians, family or self)
refers client to CCAC for home care

!

CCAC care co-ordinator assesses client using a
pre-screener tool (for community referrals only)

!

CCAC care co-ordinator assesses client needs and
determines urgency for service and prioritization for further
assessment using RAl-contact assessment (RAI-CA) tool

!

CCAC care co-ordinator orders initial
home-care services for client

!

CCAC care co-ordinator conducts in-home assessment
using RAlFhome-care assessment (RAI-HC) tool
(not applicable to short-stay clients)

!

CCAC care co-ordinator develops care plan for client

!

Client receives services from
contracted service providers

!

CCAC care co-ordinator monitors
client status and reassesses client using
RAI-home-care assessment (RAI-HC) tool

!

Client discharged or care plan revised as needed

* Figure illustrates process for personal support services.

Home Care and Community Services Act, 1994 (Act),
personal support services include services to help
clients with personal hygiene activities and routine
personal activities of living, as well as the provision
of equipment and supplies.

A regulation under the Act specifies the max-
imum amount of personal support services that
is to be provided to a client. The regulation was
amended in May 2008, effectively raising the max-
imum amount of time that a client would receive
personal support services as follows: a maximum
of 120 hours (formerly 80 hours) in the first 30
days of service, and 90 hours (formerly 60 hours)
in any subsequent 30-day period. These limits can
be exceeded indefinitely in “extraordinary circum-
stances” for palliative clients and those waiting for
placement into a long-term-care home, or for up to
90 days in any 12-month period for other clients.

Caregiver Support: The Community Care Access
Corporations Act, 2001 provides six purposes of a
CCAC, one of which is to provide, either directly
or indirectly, goods and services to assist relatives,
friends and others in the provision of home care. It
is well known in the sector and among researchers
that caregivers such as family members and neigh-
bours play an important role in ensuring that cli-
ents are properly cared for so that they can remain
in their home for as long as possible. The Expert
Group’s report also identified an urgent need to
support caregivers in their continued care of clients
and recommended more resources be provided

to increase capacity for in-home and out-of-home
scheduled emergency respite services.

Our audit objective was to assess whether the
Community Care Access Centres (CCACs), in
partnership with the Ministry of Health and Long-
Term Care (Ministry) and Local Health Integration
Networks (LHINSs), have processes in place to



provide care co-ordination to home-care clients in
a seamless and equitable manner, monitor service
providers in accordance with contractual and other
requirements, and measure and report on the
quality and effectiveness of home-care services pro-
vided. Our last audit of home care was conducted
in 2010. Due to the importance of this program,

we determined that it was appropriate to conduct
another review at this time. Senior ministry man-
agement accepted our audit objective and associ-
ated audit criteria.

We undertook fieldwork from March 2015 to
June 2015 and visited three CCACs: Central CCAC
(head office in north Toronto), North East CCAC
(head office in Sudbury), and Champlain CCAC
(head office in Ottawa). We selected these three
CCACs to represent the 14 CCACs based on geog-
raphy, population size, and the mix and volume
of professional services provided. The Ministry,
through the LHINS, paid these three CCACs a
total of $644 million in the year ending March 31,
2015, representing 26% of total funding to all 14
CCACs and about 25% of the total clients served
in Ontario. At these CCACs, the focus of our work
was on senior adults (aged 65 years and older)
and non-senior adults (aged 18 to 64 years) rather
than children who may also receive home- and
community-care services. We reviewed client files
and internal program documents, analyzed pro-
gram data, and interviewed appropriate staff. We
also interviewed staff at the related Local Health
Integration Networks, the Ministry, and the Ontario
Association of Community Care and Access Centres,
which represents all 14 CCACs.

We met with the chair of the Expert Group on
Home and Community Care (Expert Group) and
considered the Expert Group’s work in this audit.
In addition, we obtained data from Ombudsman
Ontario on complaints about CCACs. In addition,
we met with the Canadian Institute for Health
Information to determine the type of data collected
through the assessment tools in Ontario in compari-
son with other Canadian jurisdictions. We also met
with Health Quality Ontario to determine the role

it plays in evaluating CCAC performance. Further-
more, we obtained an external perspective of home
care from the following organizations: the Ontario
Community Support Association, Home Care
Ontario, the Canadian Home Care Association, the
Canadian Caregiver Coalition, the Ontario Nurses’
Association, and the Ontario Health Coalition.

We met with two experts knowledgeable in the
design and application of the home-care assessment
tools. We also interviewed representatives from
nine selected service providers on their experience
with implementing the personal support workers
wage subsidy program. In addition, we conducted
research to identify practices used in other Can-
adian provinces, the United Kingdom, Australia,
and the United States to support caregivers of
clients.

This audit on home-care services complements
the audit we conducted and reported on in the Sep-
tember 2015 Special Report on CCACs in response
to a specific motion passed by the Standing Com-
mittee on Public Accounts, an all-party committee
in the Ontario Legislature. That report covered
areas including CCAC expenses, senior executive
compensation, nursing services delivered by both
CCAGCs and service providers, and procurement of
private-sector service providers.

The Community Care Access Centres (CCACs) play
an integral role in ensuring that clients receive
care in the most comfortable place possible—their
own homes. Between 2008/09 and 2014/2015, the
Ministry of Health and Long-Term Care (Ministry)
increased spending on home-care services by 42%.
The Ministry has recognized the value of home and
community care, issuing a number of reports, as
noted in Section 1.0, highlighting the importance
of strengthening this sector.

Despite these positive efforts, some of the
issues we raised in our 2010 audit of the home-care



program still remain. For example, clients are still
put on wait-lists and have to face long wait times
to obtain personal support services, and clients
with the same assessed needs still receive differ-
ent levels of services depending on where they

live in Ontario. These long-standing issues remain
primarily because home-care funding to each CCAC
is predominantly based on what each received in
prior years rather than on actual client needs and
priorities. As a result, to stay within budget, each
CCAC exercises its own discretion on the types and
levels of services it provides—thereby contribut-
ing to significant differences in admission criteria
and service levels between CCACs. For example,
because there are no provincial standards in many
critical areas, such as the level of personal support
services warranted for different levels of client
needs, some clients may receive more services than
others, just because of where they live.

Until these overarching issues are addressed,
clients in Ontario will continue to receive inequit-
able home-care services. OQur specific observations
in this audit include:

Whether a person receives personal sup-
port services, and the amount of service
provided, if any, depends on where the
person lives—FEach CCAC can allocate dif-
ferent levels of services to individuals with
similar levels of needs because each CCAC
develops its own criteria as a result of fund-
ing inequities. Thus, an individual assessed
to receive services by one CCAC might not
receive services at another. For example, at
one of the three CCACs we visited, a client
receiving a home-care-assessment score of
seven would not receive any personal support
service because that CCAC only provides ser-
vices to clients with a score of eight or higher.
However, the same client would receive ser-
vices in the other two CCACs we visited. The
level of care the client receives can also differ
among CCACs, even for clients with the same
assessment score. For example, a client with
a home-care-assessment score of 15 could

receive, every week, up to five hours of per-
sonal support services in one CCAC we visited,
eight hours in the second, and 10 hours in the
third. As well, because CCACs cannot incur

a deficit, the time of year a client is referred
to a CCAC, and that client’s level of needs,
can influence whether this person receives
services or not. For example, at one CCAC we
visited, nine times more people were on the
wait-list at the end of the fiscal year compared
to the beginning of the fiscal year in 2014/15.
Within the wait-list, the increase was mainly
for clients with high and very high needs.
These clients typically require more service
hour allocations. This inequity in service lev-
els among CCACs is largely because per client
funding for home care varies significantly.
Despite reforms in the funding formula that
began in April 2012, the province still pro-
vides different amounts per client to different
CCACs. As well, the availability of community
support services varies across the province,

so some CCACs may be required to provide
more services to their clients when no other
agencies can provide the necessary additional
support.

Care co-ordinators’ caseload sizes vary
significantly, and some exceed suggested
ranges in standard guidelines, so there

is little assurance on whether care co-
ordination services were consistently
provided to all clients—In two of the CCACs
we visited, caseload sizes were not complying
with the recommended range in the caseload
guidelines developed by the Ontario Associa-
tion of Community Care Access Centres. For
example, one CCAC’s care co-ordinators on
average carried 30% larger caseloads for
chronic clients than recommended. As well,
caseload sizes varied within each CCAC—one
care co-ordinator’s caseload could be as much
as double that of another care co-ordinator
within the same CCAC. These variations could
result in some clients getting better-quality



care co-ordination than others. The third
CCAC chose not to follow the recommended
ranges, and instead developed its own ranges
to manage its resources after it evaluated its
experience with the standard caseload guide-
lines. CCAC staff indicated that the caseload
sizes in the Association’s guidelines need to be
reviewed to more reasonably reflect achiev-
able targets within budgetary constraints.
CCACs are not able to provide personal
support services to the maximum levels
allowed by law—CCAC care co-ordinators
are required to follow local service allocation
guidelines and use clinical judgment when
determining client service levels. At the time
of our audit, clients were for the most part
allocated up to a maximum of 60 hours of
personal support services per month (any
additional hours are subject to CCAC manage-
ment approval). However, regulatory changes
effective May 2008 increased the maximum
service level to up to 90 hours per month after
the first month of service (clients are allowed
up to 120 hours in the first month of service).
One of the CCACs we visited monitors how
many patients receive over 60 hours of service
per month, in order to meet its annual operat-
ing budget. At that CCAC, we found that more
clients had to wait to receive services if they
required the highest number of service hours
per month compared to clients with lower ser-
vice needs. Furthermore, Ontario’s regulation
is silent on the minimum amount of services
that can be provided. As a result, there is

no minimum service level requirement for
personal support services that CCACs must
provide to their clients—for instance, a speci-
fied minimum number of baths per week.
Clients may not receive appropriate levels
of services as CCAC care co-ordinators did
not assess or reassess clients on a timely
basis—At the three CCACs we visited, 65%

of initial home-care assessments and 32% of
reassessments for chronic and complex clients

were not conducted within the required time
frames in the year ending March 31, 2015.
Some clients were not assessed or reassessed
in almost one year, and some beyond a year.
These delays mean that clients might not
receive the appropriate type and level of care
as expeditiously as possible, which could
result in them remaining in home care longer
than they need to—or even in them using hos-
pital emergency services or being hospitalized
for periods of time that might not have been
necessary.

Not all care co-ordinators maintained their
proficiency in, and some were not regularly
tested on, the use of assessment tools—At
the three CCACs we visited, 33% of care co-
ordinators did not maintain their required
proficiency in completing assessments by per-
forming the minimum number of assessments
per month that the Ministry’s provincial stan-
dards require. Also, not all care co-ordinators
were formally tested on the use of the assess-
ment tools at the required frequency. So there
is little assurance that all care co-ordinators
were proficient in assessing clients using the
assessment tools and were using these tools
appropriately to assess client needs.

Supports to caregivers such as family mem-
bers of home-care clients are limited and
not consistently available across Ontario—
The amount of support, such as respite care,
that a caregiver receives depends on where
the caregiver lives, because such services are
not always available or easily accessible in all
areas within Ontario. Even when CCACs can
provide personal support services to relieve
the caregivers’ burden, those services are
provided within the client’s allocated service
hours, and no additional hours of care are
provided. Such arrangements may not provide
sufficient support to caregivers to prevent
burnout. We noted that the Ministry, in its
May 2015, 10-point action plan on home

and community care, proposed to invest in



more training and education programs for
caregivers.

CCAC care co-ordinators may experience
difficulties in effectively referring clients
to obtain community support services
because assessment information and wait-
lists are not centralized—CCACs cannot
access assessment information from some
community support service agencies because
many agencies have chosen not to use the
shared information system established for
this purpose. As well, CCACs have to contact
multiple support agencies to identify available
services for meals on wheels, respite care,
homemaking and transportation because
there are no centralized wait-lists for these
services.

CCACs’ oversight of contracted service
providers needs improvement—CCACs do
not consistently conduct site visits to ensure
service providers are complying with their
contract requirements. We found that none of
the CCACs we visited had verified that service
providers accurately and completely reported
incidents of missed visits. As well, CCACs
cannot easily identify instances where the
service providers did not provide the needed
services at the times required by the clients
under a recent change in the definition of
“missed visits” to “missed care.” Even though
CCACs survey clients on how satisfied they are
with service provider performance, the results
were not reliable because of the high margins
of error for some of the client responses.
Each CCAC’s performance is measured
against different targets for performing
client services—Only some of the perform-
ance information reported by CCACs is
measured against targets. Of those perform-
ance areas that have targets, CCACs are held
to varying standards because targets are
established individually with their respective
LHINs. For example, for the performance
indicator measuring the percentage of CCAC

home-care clients who made an unplanned
emergency department visit within the first
30 days of being discharged from the hospital,
the targets across the three CCACs we visited
varied from about 4% to 12% in 2014/15.
This report contains 14 recommendations con-

sisting of 31 actions to address our audit findings.

. OVERALL MINISTRY RESPONSE

The Ministry of Health and Long-Term Care
(Ministry) appreciates the comprehensive
audit conducted by the Office of the Auditor
General of Ontario on the provision of home
care services by Community Care Access Centres
(CCACs). We commit to addressing all the
recommendations directed to the Ministry and
to working with our partners in the home and
community care sector to ensure an appropri-
ate response to all of the Auditor General’s
recommendations.

As the Ministry noted in its response to
the Auditor General’s September 2015 Special
Report titled Community Care Access Cen-
tres—Financial Operations and Service Delivery,
strengthening home and community care is a
key government priority. The Ministry’s Patients
First: A Roadmap to Strengthen Home and Com-
munity Care (Roadmap), released in May 2015,
outlines the Ministry’s plan to transform the
way we deliver care at home and in the com-
munity through 10 key initiatives. As with the
Auditor General’s September 2015 report, the
observations and recommendations provided
through this audit will be considered and incor-
porated by the Ministry as we work toward our
goal of higher-quality, more consistent and bet-
ter integrated home and community care.

The Auditor General’s recommendations
in this report are relevant to several of the
Roadmap initiatives. The creation of a Levels of
Care Framework will support the consistency
of available services, levels of service and client
assessments across the province. The framework




will represent a system-wide improvement and
will address current service and information
gaps in home and community care. In addition,
the Roadmap also identifies expanding supports
for caregivers as a priority. The Ministry is com-
mitted to meeting the needs of home and com-
munity care clients and their caregivers.

OVERALL RESPONSE FROM CCACs
AND THE ASSOCIATION

CCACs are committed to implementing
evidence-based best practices and approaches
to improve patient care and will incorporate the
feedback from this Auditor General’s report,

as we have previously. We support standard-
ized approaches that enable consistent patient
assessment, data collection and benchmarking
locally, provincially, nationally and internation-
ally. That is why CCACs have worked diligently
over past years to drive evidence-informed
models of service delivery and have regularly
assessed, measured and reported on our
performance.

The important role of care co-ordinators is
highlighted in this report. CCACs believe the
value of care co-ordinators cannot be stressed
enough as they are the central component of a
successful home care system. Care co-ordinators
are the single point of contact for patients and
their caregivers. They support patients and
caregivers by developing care plans that are
tailored to patients’ evolving needs, ensure
services are delivered as planned and are often
both an advocate for patients and an ally for
caregivers in supporting patients throughout
their care journey. Because care co-ordinators
assess patient needs and ensure patients receive
the best available care when and where they
need it, physicians and other providers rely on
them as the conduit for communication with
patients, including when there is a change in
health status.

Over the last 10 years, the complexity of
home care patients has grown considerably,
presenting new challenges for health partners
across the system in supporting increasingly
complex patients in their homes. In 2014/15,
approximately 70% of CCAC long-stay patients
were categorized as complex, compared to less
than 40% only five years ago. CCACs’ overall
patient volume has more than doubled over
the last 10 years, to over 700,000 patients in
2014/15.

Any proposals to modernize home and com-
munity care must recognize changing patient
numbers and needs—and the growing demands
on home care. The legislative framework
that has shaped our sector and the funding
approaches that support CCACs are outdated
and have not kept pace with present-day and
future needs for home and community care.

CCACs remain committed to continuous
improvements in patient care and service, and
support the work the province is undertaking
in the transformation of home and community
care. Based on our proven history of managing
change, CCACs will continue to work in partner-
ship with patients and caregivers, the Ministry
of Health and Long-Term Care, Local Health
Integration Networks, physicians, hospitals,
community agencies and service-provider
organizations to ensure the delivery of quality
home and community care.

CCAC care co-ordinators are the single point of
contact for clients and co-ordinate supports to
clients depending on their care needs, which may



change over time. Their responsibility is to ensure
services are delivered as set out in the clients’ care
plans. Care co-ordinators also work with phys-
icians and other health-care providers in ensuring
that the services provided to clients meet clients’
needs. In determining client care needs, CCAC care
co-ordinators use standard, evidence-based assess-
ment tools in conjunction with clinical judgment,
on an ongoing basis.

Assessing and reassessing clients on a timely
basis is an important part of managing home-care
services, to ensure that clients receive the right
service levels at the right time to meet their needs.
We had the following concerns with client assess-
ments in the three CCACs we visited: they were not
done on a timely basis; care co-ordinators were not
consistently tested on their competency in assessing
clients; and supports for family caregivers were lim-
ited and inconsistently available, even when there
was an assessed need for these services.

The eligibility criteria for home-care services
require that a person be insured under the Ontario
Health Insurance Plan to receive home-care ser-
vices. CCACs serve clients referred for home-care
services from either a hospital or the community.
Between 2012/13 and 2014/15, at the three CCACs
we visited, the number of hospital and community
referrals remained consistent with an average of
52% of referrals from hospital and 48% from the
community. CCAC care co-ordinators are expected
to conduct an initial contact assessment using
RAI-CA for clients referred from the community
(whereas clients discharged from hospital may
receive an initial assessment in hospital) and then
RAI-HC for all clients.

We found that at the three CCACs we visited,
CCAC care co-ordinators were not conducting
the initial assessments (either the RAI-CA or
the RAI-HC) on a timely basis. Figure 4 shows
whether initial assessments and reassessments

were done within prescribed timelines. We had
the same observation in our 2010 audit of Home
Care Services. Our audit observation in this area is
also consistent with the Association’s: it found in
its January 2013 interim review of the Client Care
Model that many CCACs were unable to achieve
the service standards of assessing clients within
the required period. At the three CCACs we visited,
for the year ending March 31, 2015, where CCAC
care co-ordinators conducted the RAI-CA assess-
ment, 40% were not done within the required 72
hours; and, where CCAC co-ordinators conducted
the more comprehensive RAI-HC assessment, 65%
were not done within the required timelines (ran-
ging from seven to 14 days) for the various client
population categories. On average, the actual time
between referral and RAI-CA assessment was six
to eight days rather than within the required three
days. RAI-HC assessments were conducted 25 to
28 days after the RAI-CA assessments rather than
within the required seven to 14 days.

Regular reassessments are also important to
ensure clients who are already receiving home-care
services continue to receive services that best meet
their needs, or to inform CCAC care co-ordinators
when care is no longer required. We found that
clients who are already receiving home care are not
being reassessed following the prescribed timelines
to ensure the care they receive is still appropriate.
For the year ending March 31, 2015, of the clients
who were reassessed, CCAC care co-ordinators at
the three CCACs we visited did not reassess those
who were complex and chronic within the required
timelines in 32% of the cases, but did reassess all
who were community independent within one year
of their initial home-care assessment, as required.

Some clients were not reassessed even though
they should be. As of July 2015, depending on
the CCAC, 34% to 39% of the clients who should
be reassessed were not reassessed as required.

At one CCAC, more than half of their community
independent clients had not received a reassess-

ment within the required one year and were still
waiting in July 2015.
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The delays in assessments and reassessments—
in some cases as long as a year or more—highlight
the concern that clients were not always being
assessed by care co-ordinators using these stan-
dardized tools, which may result in clients receiv-
ing services at levels not matching their needs.
Given this concern, all three CCACs implemented
processes to remind care co-ordinators of overdue
assessments and reassessments, and one CCAC
reminded its care co-ordinators of overdue assess-
ments and reassessments again when they were
overdue by 18 months. But because the number of
overdue assessments and reassessments at the three
CCACs we visited was significant as of March 31,
2015, we question whether staff at the CCACs
effectively reviewed and acted on the overdue cases
contained in the information reports.

The following is one example of an experience of
a referred client who did not receive assessments on
a timely basis. A client who is over 90 years old lives
alone in a retirement home. In September 2014,
the client was referred to a CCAC for physiotherapy
and personal support services to address the client’s
decreased mobility and difficulties with activities
of daily living. A few weeks later, the CCAC phoned
to schedule an initial phone contact assessment
for the following month, 52 days after the client’s
referral and well beyond the three-day timeline for
initial contact assessments. The phone assessment
produced an RAI score of 21, which is “very high,”
and the care co-ordinator classified this client as
complex. The CCAC did not approve the client for
physiotherapy services, and approved only 16 hours
of personal support services per month, well below
the 90 hours per month allowed under legislation.
In December 2014, the client fell and sustained a
fracture. The client’s family requested additional
personal support services, but the care co-ordinator
explained that these services were being waitlisted
at that time and therefore were not available. The
family chose to pay for private care for the addi-
tional hours needed. The client’s cast came off in
January 2015, at which point the family requested
physiotherapy services. The CCAC care co-ordinator

made a home visit in March 2015, four and a half
months after the initial contact assessment and
well beyond the seven days required for an initial
home-care assessment. Based on the home assess-
ment, the CCAC care co-ordinator determined that
the client needed more personal support services,
but because such services were subject to a long
wait-list, the client did not receive the additional
services, and was not approved for physiotherapy
services.

CCAGCs provide varied training to their new care
co-ordinators in the use of the assessment tools. For
example, one CCAC provides its new care co-ordin-
ators a minimum of two home visits with a mentor,
education sessions, and practice assessments.
Another CCAC requires its new care-coordinators
to take part in a seven- to 10-day comprehensive
orientation program focusing on the use of the
assessment tools. This CCAC also offers its new care
co-ordinators eLearning and peer support.

In order for the care co-ordinators to remain
proficient in their use of the assessment tools,
ministry policy requires that each care co-ordinator
complete at least eight to 10 assessments per
month. We reviewed whether this policy was met
at the three CCACs we visited, in four sampled
months in 2014/15. We found that 33% of the
care co-ordinators did not complete the required
minimum number of assessments per month. The
CCACs explained that their care co-ordinators did
not perform the expected number of assessments
because they were casual or part-time staff; some
work in hospitals and only perform assessments as
needed; and some were on leave or changed pos-
itions. However, we noted that the Ministry’s policy
did not establish a separate minimum requirement
of assessments conducted for casual or part-time
care co-ordinators.




Ongoing testing could help ensure care co-
ordinators continue to be knowledgeable in the use
of the assessment tools. There is no provincial stan-
dard on how often CCAC care co-ordinators should
be tested on the use of these tools. As a result, each
of the CCACs developed its own policy prescribing
how often care co-ordinators should be tested.

Two of the three CCACs we visited required care
co-ordinators to be tested every two years for both
the in-home assessment tool and the initial contact
assessment tool; one CCAC required testing every
year for the in-home assessment tool, and every
two years for the initial contact assessment tool. In
practice, we found that care co-ordinators were not
tested at their required training frequency at two

of the three CCACs. At these two CCACs, tests were
either not delivered at the required time interval,
or were not delivered to all care co-ordinators.
Specifically, one CCAC conducted tests in 2010 and
again in 2013, a three-year period, even though its
policy is to test care co-ordinators every two years.
About 20% of care co-ordinators did not participate
in the 2010 test, and about 5% of care co-ordinators
did not participate in the 2013 test. The other CCAC
last tested its care co-ordinators in 2011, but 9%

of the care co-ordinators either did not participate
in or failed that test. At the time of our audit, this
CCAC had not required its care co-ordinators to
complete testing since 2011, and did not have a
planned timeline for future testing.

We noted that long-term-care home staff in
Ontario are required to be tested on the assessment
tool every year, and Alberta, British Columbia and
New Zealand also require their home-care staff to
be tested on the assessment tools every year. The
Ontario Association of Community Care Access
Centres (Association) hired an external organiza-
tion in 2004 to train and test care co-ordinators
on the assessment tools at all 14 CCACs, but the
Association does not monitor whether the care
co-ordinators have been tested at the required
frequency—this is left up to the individual CCACs
to monitor.

RECOMMENDATION 1

To ensure that all home-care clients receive the
most appropriate and timely care, Community
Care Access Centres, in conjunction with the
Ontario Association of Community Care Access
Centres, should:
assess and reassess clients within the
required time frames;
inform clients of the expected wait time for
assessments and reassessments, especially
when the required time frames will not be
met;
require managers to review reports on
overdue assessments and reassessments
and better ensure care co-ordinators act on
addressing overdue files as soon as possible;
and
require that all CCAC care co-ordinators
comply with the minimum number of assess-
ments per month and be tested on the use of
the assessment tools each year, and monitor
compliance to that requirement.

RESPONSE FROM CCACs AND THE
ASSOCIATION

The Association and CCACs appreciate that the
Auditor General acknowledges that patient care
and safety are our highest priorities. We are
pleased that the Auditor General also recognizes
care co-ordinators as highly skilled and regu-
lated health professionals who continuously
assess patients using their clinical judgment and
an array of important inputs. These include, but
are not limited to, information from patients
and their caregivers (received in person or by
phone), frequent updates from all members of
the care team (including physicians and staff
from contracted service providers), and the
Resident Assessment Instrument, a standard-
ized electronic information-gathering tool. All
of these methods assist care co-ordinators in
assessing patient needs, strengths and prefer-
ences. As information is shared and needs



change, care co-ordinators prioritize patients
and adjust plans accordingly to ensure patients
get the care they need. CCACs will continue to
improve processes for timely assessment and
reassessment to determine the best timing for
use of assessment tools, and to better articulate
guidelines on the use of broad assessment tools
in the overall assessment of patient need for
care.

Both the CCACs and the Ministry recognize the
importance of caregivers in the care of home-care
clients. One of the CCACs we visited set up a coun-
cil consisting of clients and caregivers that provides
advice to the CCAC’s board of directors and identi-
fies solutions to improve client services. As well, all
CCACs have set up a dedicated webpage on “the-
healthline.ca”—a provincial website about CCAC
services—that provides information on services
and support to caregivers. In fact, the Ministry had
recognized the importance of caregivers as early as
2009 when it funded a report on long-term policy
implications about caregivers. The report noted
that the government should support and encour-
age greater caregiver participation. The Ministry,
along with the Ministry of Labour, has since put in
place a number of initiatives to assist caregivers.
These include amending legislation to create a job-
protected leave of absence of up to eight weeks for
family caregivers to provide care and support to a
family member with a serious medical condition.
They also include improving home-care clients’
access to short-term beds in long-term-care homes
so that caregivers can get some relief from provid-
ing care.

At the time of our audit, we found that the
actual support offered to caregivers was still min-
imal at the three CCACs we visited.

Within the CCACs, care co-ordinators can
arrange for a portion of a client’s allocated
personal support services to be directed to
help provide caregivers with respite care.

However, this block of time comes out of the
client’s overall personal support hours and is
not additional to the client’s allocated service
hours.

For services external to the CCACs, CCAC
care co-ordinators can refer clients to other
agencies to, for example, stay at dedicated
short-term beds in long-term-care homes or
attend adult day programs, so the caregivers
can get some relief. However, these services
either have wait-lists, or are not available at
all in some communities.

We compared the level of support available to
caregivers of home-care clients in Ontario to other
jurisdictions and found that other provinces and
countries provide more support to caregivers. Cur-
rently, Manitoba is the only Canadian province that
has passed legislation to formally acknowledge the
presence and importance of caregivers in home and
community care. Subsequent to the introduction of
this legislation in 2011, the Manitoba government
in April 2012 appointed a Caregiver Advisory Com-
mittee to provide information, advice and recom-
mendations to the Minister of Healthy Living and
Seniors. Manitoba further allows qualified primary
caregivers to receive a refundable tax credit of up to
$1,400 (the maximum allowable amount in 2015).
As well, according to the Canadian Caregiver
Coalition, Nova Scotia provides financial support
to eligible caregivers. Furthermore, according to
the Ministry, Australia, the United States and the
United Kingdom profile the carer in their assess-
ment of clients’ needs; the latter country also has
a network of 144 “carers’ centres” that offer sup-
port, advice, counselling and training to informal
caregivers.

We also found that CCACs do not always sep-
arately track caregiver aid or services provided;
only one of the three CCACs we visited tracked this
information. Its data showed that the number of
caregiver respite hours decreased 16-fold between
2012/13 and 2014/15, from 18,700 hours to 1,110
hours. This decrease was due to this CCAC, in
2013/14, deciding to modify a program for senior




adults so that only adult day programs, but not
caregiver respite care, were provided.

The Ministry proposed further action in its
May 2015, 10-point plan to strengthen home and
community care to invest in more training and
education programs for caregivers. The Expert
Group’s report also recommended more resources
to increase the availability of services that support
caregivers, specifically by increasing the capacity

for in-home and out-of-home scheduled emergency

respite services.

RECOMMENDATION 2

To support caregivers so that home-care clients
can receive care at home for as long as needed
and to ensure the level of support to caregivers
is sufficient,
the Ministry of Health and Long-Term Care,
through the LHINS, should assess the types
of caregiver supports and initiatives avail-
able in other jurisdictions, and consider
approaches to use in Ontario; and
Community Care Access Centres should
track the amount and type of caregiver sup-
port provided, and assess whether supports
provided are sufficient and appropriate.

[ viNisTRY RESPONSE

The Ministry supports this recommendation
and recognizes the importance of putting clients
and caregivers first in the planning and delivery
of home and community care. As noted in the
Auditor General’s report, the Ministry has com-
mitted to increasing caregiver supports and
education as part of the 10-step Patients First: A
Roadmap to Strengthen Home and Community
Care. Under the Roadmap, the Ministry is also
working to create a Levels of Care Framework
that will take into account both client and care-
giver needs in the determination of a care plan.
The Ministry remains committed to engaging
and consulting caregivers in the development of
all Roadmap initiatives through the Patient and

Caregiver Home and Community Care Advisory
Table, as well as through project-specific work-
ing groups. The Ministry will review caregiver
supports and initiatives available in other juris-
dictions to inform Ontario’s efforts to support
caregivers.

. RESPONSE FROM CCACs

CCAGCs agree there is an extreme shortage of
services and support available for caregivers.
CCACs work closely with caregivers to support
patients where they live, and see first-hand the
strain endured by caregivers. All 14 CCACs have
created a website called Caregiver Exchange

to promote the support and services available.
While several CCACs have set up programs to
support caregivers, no CCAC has received fund-
ing for these services and programs. CCACs look
forward to, and welcome, expanded caregiver
support.

Clients receiving services from CCACs are assigned
to care co-ordinators. Each care co-ordinator may
have a caseload consisting of just one type of client
population, or a caseload of mixed-population
groups. Care co-ordinators are assigned cases based
on four factors: distance to clients’ homes; intensity
of care co-ordination required; care co-ordination
specialty (with specific population groups, such as
complex, chronic and community independence);
and the level of co-ordination with other health-
care providers such as hospitals and community
services. Through our audit, we found that care
co-ordinators’ caseload sizes varied from CCAC

to CCAC, and within the same CCAC, and did not
meet the provincial guidelines that the Association
established; and only one of the CCACs we visited
had developed an information report to monitor
care co-ordinator caseloads.



CCACs—Community Care Access Centres—Home Care Program

4.2.1 Care Co-ordinator Caseloads Varied
and Did Not Meet Guideline Sizes in
2014/15

Across the three CCACs we visited, most care co-
ordinators have single-population caseloads (such
as complex, or chronic or short-stay clients), except
in rural or large geographic areas where assigning
mixed-population caseloads (i.e., a combination

of complex and chronic and others) is considered
most cost-effective considering travel time and
because there may not be sufficient cases from
certain client populations. In 2009/10, the Associa-
tion developed provincial guidelines on caseload
sizes for each client population category under the
Client Care Model. At the time of our audit, two of
the three CCACs we visited followed this provin-
cial model. The third CCAC initially followed the
provincial model but in February 2014 conducted a
review of its adoption of this model to identify areas
for improvement. Based on this evaluation, this
CCAC in February 2015 adopted a modified version

of the provincial model, which outlines different
client categories (called community and congregate
care) than the ones called for in the provincial
model. This CCAC also developed its own caseload
size guidelines for its client categories in spring
2015. It noted that revisions were necessary to bet-
ter allow it to meet its clients’ needs.

Figure 5 shows the comparison of actual case-
load sizes and the recommended caseload sizes for
each client population category at the three CCACs
we visited. Of the two CCACs that followed the
Association’s caseload guidelines, we found that
as of March 31, 2015, the average caseload sizes
did not meet these guidelines, and some care co-
ordinators carried significantly more or fewer cases
than recommended. Specifically:

e atone CCAC, even though the recommended

caseload sizes for complex clients ranged from
40 to 60, its care co-ordinators carried on
average 71 cases, but as many as 146 cases;

Figure 5: Comparison of Actual and Recommended Caseload Sizes by Client Population at Three Selected CCACs
Source of data: Ontario Association of Community Care Access Centres, Selected Community Care Access Centres

Care Co-ordinator

Actual Caseload Sizes as of March 31, 2015

Caseload Sizes per CCAC#1 CCAC #2
Patient Category Sub-population Association Guidelines Average Range Average Range
Complex Senllor.adults, adults, 40-60 71 46-146 a4 14-60
palliative
Chronic Senllor_ adults, adults, 80-100 119 88-170 89 51-115
palliative
Community §table at risk, supported 140-160 160 66-217 112 70-148
Independence independence
Stortstay U TN, (e 200-300 214 116317 294 135-365
oncology

Actual Caseload Sizes
Care Co-ordinator as of June 13, 2015

Caseload Sizes per CCAC #3
Patient Category Local Guidelines Average Range
Congregate care 150-170 169 94-220
Community 90-110 91 50-113
Palliative 70 62 42-71

Short-stay 300 351

175-539

-
S
™
=
S
2
©
D
(7]
=
s
>
L]
o™
£
&
o
]
=
o




at the same CCAC, even though the recom-
mended caseload sizes for chronic clients
ranged from 80 to 100, its care co-ordinators
carried on average 119 cases, but as many as
170 cases;

at another CCAC, even though the recom-
mended caseload sizes for community
independent clients ranged from 140 to 160,
its care co-ordinators carried on average 112
cases, but as few as 70 cases.

CCACs indicated that, in recent years, the
increase in the number of clients, especially those
with complex and chronic needs, has outpaced the
increase in funding for care co-ordination activities.
In addition, needs of existing clients change over
time, which may warrant additional care co-ordin-
ation services. As a result, care co-ordination case-
loads cannot always be within the levels required
by the standard guidelines.

Care co-ordinators’ caseloads could be better
managed if data was available to alert management
when client cases need to be allocated more equit-
ably among care co-ordinators. Only one of the
three CCACs we visited had developed an informa-
tion report to allow management to monitor care
co-ordinator caseloads.

We also found that caseload sizes varied widely
even within each of the three CCACs we visited. For
instance, as of March 31, 2015, a care co-ordinator
at one CCAC was responsible for 30 cases of com-
plex clients, but another care co-ordinator at the
same CCAC was responsible for twice as many, or
60 complex clients.

These variations in caseload sizes could affect
the quality of care co-ordination. Each client may
experience different amounts of care co-ordination
depending on which care co-ordinator was assigned
to the client, and where in the province the client
resides. The Association conducted a review of
care co-ordinator caseloads in January 2013 and
found that across seven CCACs, only one in five
care co-ordinators had caseloads that were within
the recommended ranges; over half exceeded the

recommended ranges; and one in four were below
the recommended ranges.

In addition to the higher-than-recommended
caseload sizes, other factors also affect care
co-ordination quality. For example, in one of
the CCACs we visited, a care co-ordinator who
works full-time and is responsible for community
independent clients had a caseload of 168 at the
time of our audit, above the suggested 140 to 160.
But this care co-ordinator also conducted over-
due assessments and covered for two other care
co-ordinators.

CCACs we visited noted that the recommended
caseload ranges were not achievable because
of staff vacancies, sick leaves and budgetary
constraints, and suggested that the Association
review the recommended caseload sizes and mix.
One CCAC noted that having single-population
caseloads (such as complex, or chronic, etc.) is
challenging because clients often do not want to
switch to another care co-ordinator when their
health needs change, and prefer to stay with the
co-ordinator they are familiar with. As well, as
noted, one CCAC we visited adopted a modified
case management model during 2015. That CCAC
set different caseload targets than the Association’s
caseload targets and, as a result, was better able to
meet its own targets. At the time of our audit, the
Association had not changed the recommended
caseload sizes for care co-ordinators for the various
client populations.

Following up on clients after they are discharged
from home care to determine their continued well-
being could help ensure clients do not unneces-
sarily return to the hospital and/or to home-care
services. We found that care co-ordinators at one
CCAC we visited did not follow up with 17% of
clients, while another CCAC did not follow up with
82% of clients. The third CCAC did not centrally
track whether follow-up calls were made to clients



discharged from CCAC services in the year ending follow up with discharged clients within the
March 31, 2014. At the two CCACs that did com- required time frames.
plete and track follow-up calls, the average number

of days between discharge and follow-up was 64 for . RESPONSE FROM CCACs

the community independence population, contrary . . .
., o S Care co-ordinators play an important role in
to the Association’s provincial guideline of 30 days. . . o .
L. L. assessing, planning and co-ordinating services

For complex and chronic clients, the provincial . .
o . to enable patients to reach their care goals.
guidelines require CCACs to complete follow-up . . .
L Given that a growing number of patients want
calls within six weeks; however, on average, the
o . to stay at home, and that the average stay on
two CCACs we visited followed up with complex . .
. . . L . CCAC services was approximately 15 months for
clients in 12 weeks and with chronic clients in 11 . . .
L. . . long-stay patients in 2014/15, care co-ordinator
weeks. CCACs indicated that there is a population . o
) . caseloads continue to grow. Caseload guidelines
of clients who tend to return to home-care services .
. . are one of several factors CCACs consider when

after discharge from home care due to their health . . .
. . . ] balancing the needs of patients and the growing
conditions, and following up with them after dis- )
o . demand for care. The number of patients they
charge may not significantly affect their return rate.

We found that of the clients discharged at the three
CCACs we visited in the year ending March 31,

serve cannot be the only measure of the work
of care co-ordinators. Measurement would also

. include the range of care they provide based
2014, 26% needed to return to home-care services o . .

o on each individual patient’s need. Patients
subsequently for the same health condition they i . . . i
. prefer ongoing relationships with their care
had before they were discharged from home care ) o
. ) . co-ordinator, further contributing to growth
in that year. On average, clients were readmitted

to CCACs 181 days after discharge from CCAC
services. But of the clients who were discharged

in caseloads. Moving a patient off of a care
co-ordinator’s caseload just to meet a target

is disruptive to the patient and is not a choice
CCAGC:s take if it is not essential. CCACs continue
to review caseloads to further understand

from CCAC services for reasons other than admis-
sion to hospital, placement in long-term-care home,
or being on vacation for more than a month, 20%

. .y . and develop programs and services that hel
were readmitted within one month of discharge. P .

RECOMMENDATION 3

To ensure care co-ordinators are deployed opti-

patients live independently in the community.

mally in accordance with caseload guidelines
and to encourage equitable service levels across

the province, the Community Care Access Cen- In addition to admitting clients to receive home-

tres, in conjunction with the Ontario Association care services, CCAC care co-ordinators are also

of Community Care Access Centres, should: responsible for referring clients to community
seek to understand the reasons for caseload support service agencies (support agencies) when
variances and determine how these can be the client’s needs cannot be met by CCAC home-
addressed; care services alone, or when the client’s needs are
reassess and, where necessary, revise current lighter and would be better met by support agen-
provincial guidelines for care co-ordinator cies. Some examples of community support services
caseload sizes; and are meals on wheels and respite services, which

may include a cost to the client. Since June 2009,



care co-ordinators are also responsible for manag-
ing the placement of clients for certain categories
of services, such as adult day programs (supervised
group programming for dependent adults) and
supportive housing/assisted living programs (for
people who do not require the level of help pro-
vided in a long-term-care home, but can no longer
manage their own household).

Since 2013, CCACs have used a web-based, geo-
graphically specific listing of resources on a website
called “thehealthline.ca” to facilitate their referral
activities. However, we found the following issues
that hamper the CCACs’ ability to efficiently refer
clients to appropriate support agencies: CCACs did
not consistently track referrals or keep centralized
wait-lists for all programs for existing home-
care clients; the availability of programs varied
across regions; the supply of adult day programs
and supportive housing programs did not meet
demand; and key client assessment information
was not added into an information system and was
therefore not shared among CCACs and support
agencies.

We found that the three CCACs we visited did

not consistently track the referrals they made for
their home-care clients or for the general public to
community support services. Two CCACs started
collecting referral data on adult day programs and
supportive housing programs in 2012/13; the third
CCAC started doing so in 2013/14. Prior to that,
care co-ordinators made notes in individual files
when they made a referral to community support
services, but they did not compile the statistics

on the total number of referrals made. In the year
ending March 31, 2015, the three CCACs we visited
combined referred about 10,500 people to adult
day programs and supportive housing/assisted liv-
ing programs, up 37% from the year prior.

Data collected on referrals to community sup-
port services other than adult day programs and
supportive housing/assistive living programs varied
among the three CCACs we visited. One CCAC
tracked all referrals made; one tracked referrals
only on respite care, transportation, and independ-
ence training for acquired brain injury clients, but
not meals on wheels; and one CCAC did not track
any referrals to other community support services.

When CCACs do not maintain complete data on
the type of referrals they make to other agencies,
they cannot demonstrate that clients were directed
to appropriate community support services.

Across the three CCACs we visited, where referrals
were tracked, the number of referrals had increased
in the last two years. However, CCAC staff informed
us that certain community support services are not
available in some regions. In these cases, the CCAC
will try to refer clients to other similar services
provided by agencies in their regions, or by agen-
cies in other regions. However, if these alternatives
are not available, the clients do not get access to

the needed community support services at all.

For example, we found that hospice care services
provided by support agencies are not available in
one geographic area of a CCAC that we visited.

To address such shortcomings, the Expert Group
recommended in April 2015 that each LHIN submit
to the Ministry a capacity plan for its region indicat-
ing where there are service shortfalls and how any
gaps in home-care and community services will be
addressed.

The number of available adult day programs and
supportive housing/assisted living programs are
not meeting demand. Wait-lists and wait times



for these services were significant at the three
CCACs we visited. All three CCACs maintain central
wait-lists for these two programs. On average, 275
people were waiting for adult day programs and
380 people were waiting for supportive housing/
assisted living programs in the three CCACs we
visited as of March 31, 2015. Some people waited
for as long as two and a half years for adult day
programs, and two years for supportive housing/
assisted living programs. The average wait time
varied among the three CCACs: the average wait
time for adult day programs was as low as 3.6
months in one CCAC, but more than double that in
another CCAC; the average wait time for supportive
housing/assisted living services was as low as 2.8
months in one CCAC, but as high as 7.7 months in
another CCAC.

The three CCACs we visited do not have central-
ized wait-lists for the other community support
services such as meals on wheels and transporta-
tion services. To refer clients to these services, care
co-ordinators have to contact each support agency
to find out if spaces are available. Even though
support agencies may have their own wait-lists for
these services, the three CCACs do not have real
time access to this information. Having this access
could improve the CCACs’ ability to more efficiently
refer clients for these services.

RECOMMENDATION 4

To effectively navigate clients to obtain neces-
sary community-based services and to ensure
current information on the availability of such
services is easily accessible to all health service
providers and clients, Community Care Access
Centres should:

track all referrals made to community sup-

port service agencies; and

in conjunction with their funding Local
Health Integration Networks, consider devel-
oping centralized wait-list information for all
community support services.

[ RresPoNSE FROM ccAcs

The community support service system is frag-
mented because there are many entities that
provide support in every community. CCACs
have developed eReferral, a tool that notes
where CCAC patients receive community sup-
port services, which is then tracked within the
CCAC electronic client record. CCACs provide
eReferral to over 500 community support ser-
vice agencies.

Although CCACs have no regulatory author-
ity to manage wait-lists for community support
service agencies, CCACs have the technology
capacity and could manage these wait-lists with
LHIN and partner agreements and necessary
program funding.

When each CCAC, support agency or other health
service provider agency takes in a client, an assess-
ment needs to be conducted. As a result, clients
dealing with many agencies often have to provide
similar information multiple times. In order to
reduce client frustration and duplication of efforts,
the Ministry introduced, in June 2009, an online
system called Integrated Assessment Record to
enable agencies to share client assessment infor-
mation with each other. Between June 2009 and
March 2015, the Ministry spent about $24 million
to implement, maintain and operate this system.
However, we found that this system did not
contain complete client assessment information for
use by CCACs and support agencies. The Ministry
required only CCACs and long-term-care homes
to upload assessment information to the system,




but did not extend that requirement to support
agencies, which upload assessment information to
the system on a voluntary basis. According to infor-
mation maintained by the Ministry, as of Novem-
ber 2015, 43% of the support agencies in Ontario
that used the RAI assessment tools uploaded assess-
ment information to this system.

In addition, we found that although some data
was available in the system, the actual use of the
available data was even lower. The LHIN of one of
the CCACs we visited surveyed the health-service
providers in its region in November 2014 and
found that only 37% of them used this system to
share assessments. For the three CCACs we visited,
less than 1% of the CCAC home-care assessments
were viewed by other agencies, and about 5% of
the support agencies’ assessments were viewed
by other providers (most likely CCACs, but could
also include other agencies). One CCAC we visited
explained that its staff did not use the assessment
information in the system because it did not contain
certain information, such as assessors’ notes, that
could include clinical information to help CCAC
staff understand the client’s situation.

CCAC staff also informed us that the system did
not have a feature, such as an electronic notifica-
tion, that alerts care co-ordinators when a client
is also receiving services from another agency.

This feature could help CCAC staff know that a
client’s information is already collected by another
agency and on the system, so they would not have
to request it from the client again. As well, CCACs
indicated that this system is not an interactive
health record, but rather a viewer for a limited type
of assessment records, and there can be delays of
up to 36 hours for assessments to be viewed.

RECOMMENDATION 5

To increase sharing of assessment information
and to avoid duplication of effort, the Ministry
of Health and Long-Term Care, in conjunction
with the Local Health Integration Networks,
should:

require all health-service providers to upload
complete assessment information, including
assessor’s notes, on a common system; and
establish a feature in the system to alert staff
working in CCACs and community support
service agencies when a client’s assessment
record is already in that common system.

[ miINISTRY RESPONSE

The Ministry agrees with the recommendation
to increase the sharing of assessment infor-
mation and reduce the duplication of effort
through a common system. The Ministry will
evaluate the feasibility of enhancements, includ-
ing adding assessor’s notes and a feature to alert
staff when a client’s assessment record is avail-
able in the system. The Ministry is also seeking
independent advice on the best approach for
community health partners.

. RESPONSE FROM CCACs

CCACs agree that health-care providers need
access to common health records. To that end,
the Association helped develop and the CCACs
now use the Client Health Record Information
System (CHRIS). This sophisticated platform
feeds into Ontario’s electronic health record
through the connecting South Western Ontario
(cSWO), connecting North Eastern Ontario
(cNEO) and connecting Greater Toronto Area
(cGTA) programs, now under the umbrella of
connecting Ontario (cOntario). We agree that
any common system should have a notifica-
tion function, and the CHRIS system currently
delivers this function. The Association and
CCACs continue to enhance our current system
to provide better access to critical information
to improve patient care planning and service
delivery.



Historically, the Ministry has provided differ-

ent amounts of funding to CCACs. Starting in

April 2012, the Ministry began funding reform for a
portion of funding provided to CCACs. The intent of
the funding reform is to provide funding to CCACs
so that similar levels of services are provided to
similar types of clients. Using the funding model,

a portion of each CCAC’s funding (approximately
30%) is redistributed among all CCACs. The redis-
tribution is based on both the expected population
growth and the provincial average of services
provided to CCAC clients in the province. However,
in our audit, we found that this funding reform had
not appreciably resolved the inequity in funding,
which contributed to inconsistencies in accessing
home-care services across the province.

Despite the funding reform that began in 2012/13,
most of the funding CCACs received in the year
ending March 31, 2015, was still based on amounts
they received in previous years. As well, as the
CCAGs transitioned to the new funding formula,
the Ministry did not want to create significant
year-over-year changes in any CCAC’s funding;

as such, the Ministry capped the portion of base
funding redistributed by the formula to be no more
than a 3% increase or 1% decrease compared to
the previous year’s base funding. One of the CCACs
we visited noted that this restriction has prevented
it from fully benefiting from the funding increases
that it would have qualified for.

In the year ending March 31, 2015, even after
the funding reform formula was applied to all
CCAGs, the costs of delivering home-care services
at CCAG:s still ranged from $2,879 to $4,027
per client, averaging $3,532 per client. Cost per
client also differs by client population group. For

instance, the Local Health Integration Networks, in
collaboration with CCACs, completed an analysis
on the 2014/15 per-client monthly costs for the
different client groups across all 14 CCACs in 2015.
That analysis showed that the average monthly
costs for long-stay complex (adult) clients ranged
from $1,227 to $2,392 per month, and the average
monthly costs for long-stay chronic (adult) clients
ranged from $566 to $984 per month, depending
on the CCAC. The varying funding levels allocated
to CCACs have resulted in some CCACs having to
place some clients on wait-lists and increasing the
qualification threshold at which services are pro-
vided. As a result, clients did not receive equitable
levels of services, as described in Sections 4.4.2
and 4.4.3.

RECOMMENDATION 6

To ensure CCACs receive funding that enables
the provision of equitable service levels across
Ontario, the Ministry of Health and Long-Term
Care, in conjunction with the Local Health
Integration Networks and the Community Care
Access Centres, should explore better ways to
apply the funding reform formulas to address
the funding inequities.

[ viNisTRY RESPONSE

The Ministry agrees with this recommendation.
The Health Based Allocation Model is designed
to enable the Ministry to equitably allocate
funding for health services. The Ministry will
continue to collaborate with CCACs and LHINs
to review the funding formulas and explore
adjustments to better ensure equitable service

levels.
RESPONSE FROM CCACs AND THE
ASSOCIATION

CCACs and the Ontario Association of Com-
munity Care Access Centres are working
with the Ministry and the LHINs to develop



improvements in funding formulas that account
for varied geography and changing patient
complexity and better address current fund-

ing inequities. The current funding formula

is based on historical funding adopted from a
model when patients received the majority of
care in an institution instead of at home. The
approach to funding should reflect the needs of
patient populations and determine the neces-
sary funding required to meet those needs. New
formulas would enable strategic investments

to implement change in the delivery of services
and improve consistency in access to care for
patients. Resolving the inequities in home-care
funding will lead to greater consistency in care
across Ontario.

CCACs cannot operate at a deficit. It is at the discre-
tion of each CCAC how it will meet the demand for
its personal support services and other home-care
services (such as nursing and therapy services) and
achieve a balanced budget at year-end. This results
in CCACs having to make decisions on whether to
provide fewer services to more clients or to provide
more services to fewer clients. Even when CCACs
assess clients as being eligible to receive home care,
they then prioritize personal support services to
clients when their needs exceed a locally defined
threshold. As well, the level of care the CCACs
provide their clients can also differ, even for clients
with the same assessment score. The time of year a
client is referred to a CCAC for home-care services
can also influence whether the person receives
timely services or not.

There are no common provincial service priori-
tization guidelines, and each of the three CCACs
we visited had different criteria to prioritize which
clients would receive services. For example, a client
assessed with a RAI-HC score of seven would not
receive any personal support service from one

CCAC we visited because that CCAC prioritizes allo-
cation of services such that only clients with RAI-
HC scores of eight or higher would receive services
(patients with scores between eight and 10.5 at this
CCAC do not receive services immediately; they are
placed on a wait-list). But the same client would
receive services in the other two CCACs. For some
clients, the lack of personal support services could
aggravate their health condition and cause them to
suffer unnecessarily. These clients could return to
the hospital to obtain needed medical care or could
later require a greater intensity of home care than
originally warranted.

Even when a client has a higher RAI-HC score
and therefore is more likely to receive personal
support services at most CCACs, the level of service
could vary. For example, a client assessed with a
RAI-HC score of 15 would be receiving, every week,
up to five hours in one CCAC, eight hours in the
second, and 10 hours in the third.

To ensure they achieve a balanced budget by
year-end, CCACs may adjust their service prior-
ity criteria during the year. As a result, a person
assessed with a certain score near the beginning
of a fiscal year may qualify for services, yet a few
months later, because of a change in the local
CCAC’s service priority criteria, another person
with the same assessment score would not qualify
for any service. For example, at one CCAC, new
clients with RAI-HC scores of 15.5 or higher
received services in July 2014, but that CCAC raised
the admission threshold to 20 in September 2014;
therefore, new clients assessed with a score of 16
to 20, after September 2014, were put on a wait-list
for services. At this CCAC, nine times more people
were on the wait-list at the end of the fiscal year
compared to the beginning of the fiscal year in
2014/15. Within the wait-list, the increase was
mainly for clients with high and very high needs.
These clients typically require more service hour
allocations.

Figure 6 shows the 2014 and 2015 prioritization
criteria used at the three CCACs we visited.
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Figure 6: Comparison of Personal Support Service Levels! across Three Selected CCACs, 2014 and 2015

Source of data: Selected Community Care Access Centres

CCAC #1 CCAC #2 CCAC #3
Effective from April 2015 Effective from September 2014 Effective from May 2014

RAI-HC # of Hours RAI-HC # of Hours RAI-HC # of Hours

Score per Week Score per Week Score per Week

Low and Moderate 0-10 1-2 1-6 1 0-10.5 0

Moderate? n/a n/a 7-10 2 n/a n/a

High 11-16 5 11-16 8 11-12.5 5
... e o

Very High 17-28 14 17-28 14 16-28 15

1. Senvice levels shown represent the maximum amount of hours for clients who live alone (those who live with a family member usually qualify for fewer hours).

2. Two of the three CCACs we visited do not have this priority level.

When CCACs change their service priority
criteria to control costs, this can also affect exist-
ing clients. CCACs may, after reassessing client
needs, discharge clients whose assessed needs
no longer meet the revised service priority cri-
teria, even though these clients were previously
receiving home-care services. For instance, in
September 2014, one CCAC, with the approval of
its LHIN, determined that clients whose assessment
scores were less than 11 would be reassessed and
discharged from CCAC care if appropriate, in antici-
pation of eventually transferring low-needs clients
to support agencies (see Section 4.4.5). This CCAC
expected that discharging low-needs clients would
help it potentially save $6 million a year. This CCAC
reassessed some 1,300 out of a total of about 1,800
low-needs clients who were already receiving home
care, and discharged 575 clients. It then suspended
the discharge process to review the status of the
discharged clients. In December 2014, the CCAC
conducted a survey with the discharged clients it
could reach, and found that 30% of them reported
that they were not doing well, and 60% of them
reported that they had to rely on care provided by
their family and friends, or self-care.

The following is an example of how one CCAC
treated clients with similar assessed needs dif-
ferently. At one CCAC, an 80-year-old client was
assessed as a chronic client with a RAI score of 13

in June 2014. The client had decreased mobility,
decreased functionality with activities of daily liv-
ing, and a physical injury. This client was allocated
two hours of personal support services per week.
In this same CCAC, a 93-year old client was also
assessed as a chronic client, but with a slightly
higher RAI score of 14 in August 2014. The client
had cognitive impairment. However, this client did
not receive the needed support service right away
in August 2014 after being assessed because the
CCAC put the client on a wait-list to receive servi-
ces. This client did not receive any services from
the CCAC until December 2014 when the CCAC
approved two hours of personal support services
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per week.

4.4.3 Wait-lists Exist for Personal Support
Services and Therapy Services, and
Different Prioritization Criteria Applied

CCAG:s told us that the main reason they place
clients on wait-lists is because they do not have the
financial capacity to provide the needed services
immediately. All three CCACs we visited had wait-
lists for personal support services and therapy
services as of March 31, 2015. For instance, one
CCAC we visited had over 2,000 people with vari-
ous needs (complex and non-complex) waiting for
personal support services, with wait time ranging



from 12 to 198 days. That same CCAC also had 500
people waiting for occupational therapy, with wait
time ranging from 20 to 138 days depending on the
location within the CCAC. On the other hand, none
of the three CCACs we visited had wait-lists for
nursing services.

The wait-lists do not reflect the total demand
for services, such as those who may be eligible for
home-care services as set out in the criteria under
the applicable regulation but do not meet the local
CCAC service prioritization guidelines. Each of
the three CCACs we visited had developed its own
wait-list prioritization criteria for personal support
services, which varied. For instance, at one CCAC,
clients assessed after September 2014 as low to
moderate needs with RAI scores of 10.5 and under
would not even be added to its wait-list for services.
Meanwhile a client with the same score at the
other two CCACs would have been placed on their
respective wait-lists for services.

In 2013/14, the Ministry made a commitment
to publicly reporting and working toward a five-day
wait-time target for nursing and personal support
services, and required CCACs to meet this target.
According to data published by Health Quality
Ontario (a government agency created in 2005 that
reports to the public the state of the health system
in Ontario), from October to December 2014:

On average, 93% of clients in Ontario received
their first nursing visit within five days of
being approved for services, but results varied
across the 14 CCACs, from about 90% to

97%. The provincial result represents a slight
decline from the 2013/14 annual performance
of about 94%.

On average, 85% of clients assessed as com-
plex in Ontario received their first personal
support service within five days of being
approved for services, but results varied
across the 14 CCACs, from about 69% to

95%. The provincial result represents a slight
improvement from the 2013/14 annual per-
formance of about 84%.

In its three-year, 10-point plan to strengthen
home and community care, the government in
May 2015 committed to developing, by 2017, “a
capacity plan that includes targets for local com-
munities as well as standards for access to home
and community care and for the quality of client
experience across the province.”

CCAC care co-ordinators are required to follow
local service allocation guidelines and use clinical
judgment when determining client service levels.
Even though CCACs are allowed by regulation
effective in May 2008 to provide a client with up to
90 hours of personal support services per month,
the CCACs we visited were not, for the most part,
providing that level of service. A number of factors
influence this: CCACs noted that determination of a
service level is a clinical decision made by care co-
ordinators that is not determined by the regulated
maximum allocation of service. In addition, CCACs
must work within their budgetary allocations,
which have resulted in each CCAC having to make
decisions on whether to provide more services to
fewer clients, or fewer services to more clients.
To support their decisions, CCACs have each
developed local service prioritization guidelines
that define maximum service levels to be allocated.
For example, one CCAC was allowing a max-
imum of 15 hours of personal support services per
week (60 hours per month), and the other two
CCACs were allowing a maximum of 14 hours of
services per week (56 hours per month) to their
highest-need clients. These levels reflect the former
maximum hours of services allowed (60 hours for
services provided after the first 30 days in service)
prior to the regulatory change that took effect in
May 2008. One of the CCACs we visited monitors
how many patients receive over 60 hours of service
per month, in order to meet its annual operating
budget. We found that clients receiving maximum
levels of service tend to be those waiting to be



admitted to long-term-care homes and those in
palliative care. For other types of clients, CCAC
management told us that they controlled the max-
imum hours of services in order to contain costs.
CCAC care co-ordinators can allocate more hours
of services than their locally determined maximum
amounts, but only upon management approval.

As well, we found that over the years, CCACs
have reduced the maximum hours clients would
receive. For instance, between 2010 and 2014, the
most hours per week that one CCAC actually pro-
vided to its most complex clients declined from 14
to seven. We noted similar reductions in the other
two CCACs.

Our review of the other provinces’ and territor-
ies’ maximum number of personal support hours to
clients showed variations in the levels of services
provided. Some jurisdictions set a maximum
number of hours to be provided per month while
some did not. For those jurisdictions that did set a
limit, the maximum hours ranged from 100 hours
to 160 hours per month. Three jurisdictions in our
comparison did not establish a maximum number
of hours. Ontario’s regulated maximum number of
hours is at the low end of the range when compared
to the other Canadian jurisdictions. We acknow-
ledge that each jurisdiction may include different
services under its own definition of personal sup-
port services, so it would be prudent for Ontario to
compare its maximum allocated hours of personal
support services to these jurisdictions’ to determine
whether Ontario’s hours are appropriate.

Ontario’s legislation specifies the maximum
amount of services that CCACs can provide;
however, it is silent on the minimum amount of
services that can be provided. As a result, there is
no minimum service level requirement for personal
support services that CCACs must provide to their
clients—for instance, a specified minimum number
of baths per week.

RECOMMENDATION 7

To ensure Ontarians receive equitable and
appropriate levels of home-care services, the
Ministry of Health and Long-Term Care, in
conjunction with the Local Health Integration
Networks and the Community Care Access Cen-
tres (CCACs), should:
develop standard guidelines for prioritizing
clients for services, and monitor for compli-
ance to those guidelines;
evaluate ways to provide more service hours
closer to the regulated maximum limits for
those assessed as requiring such services;
and
consider establishing a minimum level of
services that clients can expect to receive
from CCACs.

. MINISTRY RESPONSE

The Ministry supports this recommendation
and is committed to ensuring that Ontarians
receive equitable and appropriate levels of home
and community care services. The Ministry will
work with CCACs and Local Health Integra-

tion Networks to ensure that existing home

and community care assessment tools are used
effectively. In addition, the first phase of the
Ministry’s plan to transform home and com-
munity care is focused on improving consistency
of care and providing Ontarians with a clear
understanding of what they can expect from

the home and community care sector. As part

of the Levels of Care Framework, the Ministry
will develop service allocation guidelines and
standardized care protocols to ensure that there
is consistency in how clients are cared for across
the province.

RESPONSE FROM CCACs AND THE
ASSOCIATION

The Association and CCACs are currently work-
ing with the Ministry of Health and Long-Term



Care in its development of a Levels of Care
Framework for home care in Ontario. We are
fully committed to the Ministry’s goal of helping
develop a sustainable, “value-for-money” frame-
work that ensures services and assessments are
consistent and would encourage the province to
consider the consistent application of funding to
support assessed patient needs.

Regulatory changes that came into effect in

July 2014 allow support agencies, in addition to
CCAGs, to provide personal support services to
clients with lower levels of needs, so CCACs can
focus on clients with higher needs. Once a client
is referred to a support agency, the agency then
becomes responsible for that client, including care
co-ordination and provision of personal support
services. At the time of our audit, the Ministry
and the LHINs were still finalizing the operational
changes necessary to divert clients from CCACs

to the support agencies. Changes that need to be
considered include, for example, clarifying the roles
of the CCACs and support agencies regarding care
co-ordination for clients with lower levels of need
to avoid client confusion.

RECOMMENDATION 8

To enable Community Care Access Centres
(CCAG:s) to focus their efforts on clients with
higher levels of need, the Ministry of Health and
Long-Term Care, in collaboration with the Local
Health Integration Networks and the CCACs,
should expedite the process of transferring and
diverting low-needs clients needing personal
support services from CCACs to community sup-
port service agencies.

. MINISTRY RESPONSE

The Ministry supports this recommendation and
is working with the LHINSs to ensure safe and

appropriate transitions to approved community
agencies. The LHINs have begun evaluating the
readiness of their funded community agencies
to determine their capacity to support this new
client population, including seeking the neces-
sary ministry approvals to provide personal
support services.

As of fall 2015, the Ministry is providing
the Local Health Integration Network Collab-
orative (LHINC) with funding to support and
expedite implementation efforts. Implementa-
tion through LHINC will ensure provincial
consistency in the approach used across all 14
LHINS, while still allowing for local flexibility. A
phased implementation approach is being used,
beginning with four early adopter LHINSs. These
LHINs will test processes, standards and tools to
inform a broader provincial rollout. To support
the legislative change and clarify the roles of
the CCACs and support agencies regarding care
co-ordination, the Ministry publicly released
two policy guidelines (Policy Guideline Relating
to the Delivery of Personal Support Services by
CCACs and CSS Agencies and Policy Guideline for
CCAC and CSS Agency Collaborative Home and
Community-Based Care Co-ordination). The Min-
istry will work with the LHINs and with LHINC
to ensure that these guidelines are clearly
understood and utilized.

[ RresPonsE FRom ccacs

LHINSs are leading the implementation of regu-
lation changes through pilot sites. CCACs look
forward to working with the Ministry and LHINs
to evaluate these pilots to ensure that services
for patients are accessible and not further
fragmented.



Since October 2012, the CCACs have used a stan-
dard service contract that reflects the Ministry’s
Contract Management Guidelines for CCACs, which
includes a set of performance standards for all their
contracted service providers that provide nursing,
therapy and personal support services (explained
in Section 1.0 under Service Delivery Model).
The performance standards include, for example,
service providers accepting a certain proportion of
client referrals from CCACs within specified times,
and CCACs receiving client discharge reports for
nursing and therapy services from service providers
by required deadlines. The CCACs also contract
with an external survey firm to assess overall client
satisfaction with the service providers’ perform-
ance, as well as to assess the impact on the client’s
care when service providers were late for scheduled
visits, or sent different personnel for each visit.

We discussed details of contract changes prior to
October 2012 in the Special Report on CCACs—
Financial Operations and Service Delivery issued in
September 2015.

As a part of monitoring service providers, the
CCACs conduct quarterly or monthly meetings with
all their service providers to discuss areas including
achievement of performance targets, complaints
received, and the status of new and ongoing
initiatives. CCACs may issue quality improvement
notices to service providers when CCACs identify
areas of improvement required by service providers
to improve client care. When performance issues
are not resolved, CCACs may decrease the service
volume allocated to a poorly performing service
provider, or may terminate the service provider
contract. Service providers are also required to
submit annual reports and audited financial state-
ments to the CCACs for review. The annual reports
contain information such as a summary of the ser-
vice provider’s performance in the year, a summary
of results from staff satisfaction surveys, and the

status of ongoing quality-improvement initiatives,
if any.

However, the CCACs do not assess the service
providers for meeting client outcomes; they do not
always apply corrective action when service provid-
ers underperform; their client satisfaction rates are
not always reliable; and they do not consistently
conduct site visits to service providers. We also had
further concerns about the Ministry’s planning and
implementation, and the Ministry’s, the LHINs’
and the CCACs’ oversight of the personal support
worker wage subsidy program.

From November 2012 to September 2014, the
Ontario Association of Community Care Access
Centres (Association) developed and collected data
for three outcome indicators for a project to assess
the effectiveness of treatment for certain wound
care areas and for hip and knee replacement care.
These indicators measured areas such as hospital
readmission rate and the final outcomes achieved.
However, in September 2014, the Association
paused this project, and CCACs stopped measuring
these outcome indicators. We discussed details of
this project in the Special Report on CCACs issued
in September 2015.

While the indicators set out in the October 2014
standard service provider contracts (the most
recent iteration of the contracts at the time of
the audit) include measures of client experience
(for example, whether clients were satisfied with
the care that service providers delivered—see
Section 4.5.3 for discussion on survey results reli-
ability), they do not measure outcomes, such as
how often clients return to hospitals after receiving
home care. As a result, CCACs cannot determine
whether the level and quality of services provided
to home-care clients have reduced the risk that they
need to return to a hospital setting.




One CCAC we visited did not always apply cor-
rective measures to service providers that did not
meet expected levels of performance. For instance,
half of our sample of service providers that supply
shift nursing services to this CCAC did not meet
the required 90% acceptance referral rate as stated
in the contract in 2014/15. Instead, they accepted
between 35% and 74% of the referrals made to
them, for reasons such as insufficient staffing
levels. Similarly, over 80% of its service providers
that deliver nursing services on its behalf did not
meet their overall satisfaction rate target of 90% in
2013/14. This CCAC had in other cases applied cor-
rective actions such as reducing the referrals made
to the service provider, or issuing a quality improve-
ment notice, but after it assessed the appropriate-
ness of applying corrective actions, did not apply
any contract remedy in these cases.

CCACs also monitor service providers for missed
visits. Before October 2014, the definition of a
missed visit was inconsistent across CCACs. For
instance, if a service provider arrived late, some
CCACs required it to be reported, while other
CCAGs did not. The target for missed visits also
varied across CCACs. For example, the target for
missed nursing visits ranged from 0.2% to 0.55%
in the three CCACs we visited. Service provid-
ers generally met these targets. However, as of
October 2014, the Association standardized the
definition of a missed visit so that the CCACs can
collect and assess consistent data. This indicator
is now referred to as “missed care.” All CCACs are
required to consistently interpret missed care as
whether the care provided was in accordance with
the client’s care plan. When a service provider
notifies the client that a visit will be missed and
reschedules a visit with the client, the incident
will not be captured as missed care under the new
definition, even though it was counted as a missed
visit by some CCACs under the former definition.

Also, this new definition will make it more difficult
to identify instances where the service provider
did not provide the needed services at the times
required by the clients, such as late arrivals, if the
care plan does not specifically refer to a time and
day of visit (but rather something less specific such
as two visits a week). At the time of our audit, a
target had not been set for the new missed care
indicator as the CCACs needed time to collect
performance results under this new definition to be
able to establish a baseline for measurement, but
the CCACs plan to set such a target by April 2016.

RECOMMENDATION 9

To help ensure that service providers provide

the best-quality home-care services to clients,

Community Care Access Centres should:
develop performance indicators and targets
and collect relevant data that measure client
outcomes;
reassess the use of “missed care” versus
tracking all possible scenarios of missed,
rescheduled and late visits; and
consistently apply appropriate corrective
actions to service providers that perform
below expectation.

[ RresPonsE FRom ccacs

CCAGC:s follow a rigorous provincial framework
for service provider contract management,
which is publicly available. CCACs regularly
monitor performance and issue quality improve-
ment notices to service providers to improve
patient care. Where performance issues are

not resolved, CCACs take corrective action

by decreasing the amount of service volume
allocated to a poorly performing provider or
terminating a contract. In January 2015, CCACs
clarified the definition of missed care and began
collecting data on the refined definition. CCACs
are currently using this data to establish per-
formance targets for all occurrences of missed
care.



The client and caregiver satisfaction survey is one
of the few methods of obtaining feedback from
CCAC clients. The responses help CCACs monitor
service providers and improve new initiatives and
programs. This survey includes a standard list of
questions about the client’s experience, such as
“How easy or difficult, on average, has it been to
contact your case manager when you needed to?”
Based on telephone survey results conducted by
an external survey company on behalf of the 14
CCAGCs, between April 2012 and September 2015,
the overall client satisfaction rate was over 90%.
However, we found that these standard survey
results were not reliable based on the high margins
of error for some of the client responses.

Between April 2012 and September 2015, about
30% of the three CCACs’ clients who were con-
tacted responded to the telephone survey (referred
to as the response rate). This rate is slightly above
the average 27% response rate for surveys adminis-
tered over the phone reported by the company that
administers this survey.

We also found that clients’ responses to some
of the questions in the standard survey contained
margins of error that were beyond acceptable
levels according to their own methodology. The
Association and the CCACs jointly determined that
a margin of error of 10% was required for survey
results to be considered reliable. Any responses
with a higher margin of error would not be reliable
or accurate for use in monitoring service providers.
We reviewed the results for some of the survey
responses and noted instances where the margins
of error were much higher than 10% because of a
low response rate. For instance, 79% of clients in
one CCAC indicated that they were satisfied with a
service provider providing continuous care. Com-
pared to a target satisfaction rate of 90%, the CCAC
still considered this service provider as having met
the target because the margin of error for this ques-
tion and for this service provider was 18% given the

low response rate (much higher than the required
10% margin of error), and the CCAC adjusted the
target down to 72% (calculated as 90% less 18%
margin of error).

RECOMMENDATION 10

To ensure that the client satisfaction survey
results can be used to effectively monitor the
performance of the service providers, the
Ontario Association of Community Care Access
Centres, in conjunction with the Community
Care Access Centres, should review and revise,
where necessary, the client satisfaction survey
methodology to increase the accuracy and reli-
ability of survey responses.

. RESPONSE FROM CCACs

CCAGCs use a nationally recognized tool that is
widely used by health-care providers, including
hospitals, across Canada. CCACs have imple-
mented strategies to ensure that sample sizes
produce statistically significant results in all but
the smallest-volume contract providers. These
small contracts represent only 4% of overall
CCAC service volumes. CCACs will continue to
regularly update this survey tool to ensure they
are seeking as much feedback from patients

as possible. This patient satisfaction survey

is only one tool employed by CCACs to assess
patient satisfaction across the province; more
importantly, all CCACs engage with patients
directly to receive their valued feedback so we
can continue to improve quality and the patient
experience.

In our 2010 audit of home-care services, we found
that only one CCAC conducted routine inspection
visits to its service providers to monitor the quality
of care they delivered. In this current audit, the lack
of site visits is still a concern; again, only one of the




three CCACs we audited had conducted routine site
visits to inspect its service providers in the three
years up to the year ending March 31, 2015. This
CCAC reviewed areas such as scheduling standards,
use of risk reporting tools, and implementation of
certain clinical standards.

On the other hand, the other two CCACs we vis-
ited did not consistently conduct site visits. One did
not conduct any routine site visits at all, citing lack
of resources as a reason. The other CCAC conducted
limited inspections of its service providers’ internal
records, but mainly relied on service providers to
conduct self-inspections, specifically to find and
report on whether they correctly excluded missed
visits from their billings to the CCAC (service pro-
viders would have previously reported incidents
of missed visits to the CCAC). This CCAC found
that, based on self-inspections by service providers,
one of its four service providers had not properly
excluded missed visits in its billings, which resulted
in a quality improvement notice for that service
provider. However, this self-inspection would not
help the CCAC detect whether the service provider
had under-reported the number of missed visits to
the CCAC in the first place. Therefore, we are con-
cerned that the lack of site visits by the CCACs, and
the reliance on self-reporting, does not sufficiently
mitigate the risk of underperformance or billing
inaccuracies. This risk could be better mitigated
if the CCACs conducted routine inspections of its
service providers.

RECOMMENDATION 11

To ensure that information submitted by service
providers is complete, accurate and reflects their
performance, the Community Care Access Cen-
tres should conduct routine site visits to monitor
quality of care and verify the accuracy and com-
pleteness of information reported to CCACs.

. RESPONSE FROM CCACs

CCAGCs are implementing direct reporting by
service providers into the CCAC client health

record to monitor consistency in patient visits.
As this information is currently self-reported on
a voluntary basis, CCACs see value in manda-
tory provincial requirements for automated
reporting directly to the CCACs so that CCACs
can better monitor service provider perform-
ance. Further, a consistent provincial data-
collection system will enable CCAC oversight of
service provider performance and eliminate the
current reliance on self-reported performance
data.

Reviewing and monitoring complaints can help
identify concerns with a service provider’s perform-
ance and provide insight into the quality of home-
care services provided. The majority of complaints
on home care at the three CCACs we visited related
to the amount of services received, the quality of
care provided by service providers’ staff, and admis-
sion for services.

In our audit, for the year ending March 31,
2015, we found that the prevalence of complaints
at the three CCACs we visited ranged from six to 10
per 1,000 clients. But the CCAC that reported six
complaints per 1,000 clients did not fully include all
situations that could result in danger, loss or injury
as did the other two CCACs; therefore, its actual
prevalence of complaints would likely have been
much higher. In the 2010 audit, the rate was signifi-
cantly lower, at three to eight per 1,000 clients, but
we visited different CCACs at that time (one was
common in both years).

All the complaints we reviewed were gener-
ally resolved within the legislated time frame
of 60 days, and the actions that the CCACs took
to address them were generally appropriate. All
CCAGCs applied a risk rating to each complaint, as
required in their policies, but only one CCAC used
the rating scale to establish a time frame to address
the more severe complaints within a quicker time
frame than the legislated 60 days. This CCAC



determined that assigning timelines to different
risk levels is an effective method of prioritizing
complaints; the other CCACs would benefit from
adopting such a policy.

As well, even though the CCACs require service
providers to include in an annual report a summary
of findings obtained through client complaints
received during the year, we found that some
service providers reported the nature of complaints
received while others only reported the number
of complaints. Also, neither the Ministry nor the
LHINs require CCACs to report the nature of local
complaints. One of the three CCACs we visited
reported the nature of complaints to its LHIN as
part of a larger report on client safety, but the other
two did not. As a result, CCACs cannot easily iden-
tify systemic issues.

RECOMMENDATION 12

To ensure that complaints brought to the atten-
tion of either the Community Care Access Cen-
tres or the service providers are appropriately
addressed on a timely basis, the Community
Care Access Centres should:
prioritize the complaints they receive by
level of risk and respond to the most urgent
ones first; and
require service providers to identify common
areas of concerns as reported by their com-
plainants, and analyze this information for
further action.

. RESPONSE FROM CCACs

CCACs have a well-established, well-articulated
and transparent process for responding to
patient complaints that is prescribed by regula-
tion. CCACs have implemented systems to track
patient complaints and prioritize risk issues to
enable effective responses and minimize likeli-
hood of recurrence. Service providers regularly
submit a quality-improvement report to CCACs,
which includes the number and nature of com-
plaints received, a summary of common themes

and the corrective action that was undertaken
to minimize recurrence. We continue to improve
data definitions in order to enable CCACs to
further expand our capacity to analyze informa-
tion at the provincial level and further drive
province-wide improvements in patient care.

In 2014/15, the Ministry provided about $52 mil-
lion to CCACs so they could increase base wages for
personal support workers (PSWs) to aid in recruit-
ing and retaining PSWs to help meet Ontario’s
growing demand for home- and community-based
services. With this funding, CCACs were to amend
their contracts with service providers that sup-

ply personal support services, requiring them to
increase the hourly wages of the PSWs they hire.
The goal is to increase the minimum hourly wage of
PSWs by $1.50 each year in 2014/15 and 2015/16,
and $1.00 in 2016/17 so that the base wage will rise
to $16.50 by April 1, 2016. At the time of our audit,
the Ministry had determined the preliminary PSW
allocation of funding to CCACs for the 2015/16 year
to be $53 million.

In June 2015, the Ministry announced changes
to the wage subsidy program that included the
implementation of a cap on PSW rates of $19 per
hour. Therefore, PSWs earning over $19 per hour
will no longer be eligible for the Ministry’s PSW
wage increases. Thus, PSWs who were paid close
to $19 an hour previously, and were expecting a $4
per hour increase over the three years, may receive
only a portion of the overall pay increase up to $19
an hour.

We identified several concerns with the Min-
istry’s implementation and the Ministry’s, the
LHINSs’ and the CCACs’ oversight of the PSW wage
subsidy program, as outlined below:

Service providers we contacted told us that
although the funding that the Ministry
provided initially included an implicit 16%




for benefits, in addition to base salary, actual
benefits paid by service providers are higher,
ranging from 20% to 25%. Service providers
therefore had to cover the gap in funding

out of their own pockets. The Ministry has
since provided additional funding to cover
22.7% of benefit costs for subsequent years
2015/16 and 2016/17, and retroactively for
the 2014/15 year.

Service providers told us that the increased
PSW wage is encroaching on the lower end
of the registered practical nurse wage band.
If the difference in wages is not maintained,
the service providers are concerned that

they will be disadvantaged in bargaining
when the registered practical nurse collective
agreements are up for negotiation. Service
providers are also concerned that the PSWs
they employ would receive different pay just
because some serve CCAC- and other LHIN-
funded clients, and others serve private-pay
clients. The ministry funding is not intended
for the PSWs who serve private-pay clients.
Service providers are required in their con-
tract with the CCACs to provide all records
relating to the PSW wage subsidy funding,
upon request, to the CCAC, the LHIN and the
Ministry. The three CCACs we visited did not
conduct site visits to service providers’ prem-
ises or request service providers to provide
financial records to ensure they used the fund-
ing to increase their PSW staff wages. CCACs
indicated that they were asked by the Ministry
to support the implementation of the PSW
wage stabilization initiative by acting as a
flow-through for the funds to those employers
with whom CCACs had an existing contract.
We noted that the Ministry only requires
service providers to annually self-declare that
they have complied with the wage increases.

RECOMMENDATION 13

To ensure that the funds provided to recruit and
retain personal support workers are spent for
the purposes intended, the Community Care
Access Centres should conduct inspections of
service provider records, on a random basis, and
share the results with the Ministry of Health and
Long-Term Care.

[ miINISTRY RESPONSE

The Ministry supports this recommendation

and will work with the Local Health Integration
Networks, CCACs and the Ontario Association
of Community Care Access Centres to establish a
common provincial audit process.

[ RresPonsE FRom ccacs

CCACs were asked by the province to support
the implementation of the PSW wage stabiliza-
tion initiative by acting as a flow-through for
the funds to those employers with whom CCACs
had an existing contract. It is understood that
the Ministry will establish a provincial process
to conduct audits of the organizations that
received the funds to ensure that the funds were
used in accordance with the terms and condi-
tions prescribed by the Ministry in each year of
the program. The Ministry, in partnership with
the LHINS, is accountable for any follow-up
related to how employers allocated the funds.

CCAGCs report their performance in various areas to
both the LHINs and Health Quality Ontario. Appen-
dix 4 shows the list of performance measures
reported and the entity to which this information is
reported. Only results collected by Health Quality
Ontario are publicly reported on its website.



We found that the three CCACs report their per-
formance in about 40 different areas to either the
LHIN or indirectly to Health Quality Ontario (one
CCAC is subject to four additional performance
measures at its LHIN’s request), up from 13 that we
noted in our 2010 audit on home care. We noted
that while the majority of the indicators measure
output (for instance, number of clients served and
cost per service) and client experience (such as wait
times from hospital discharge to service initiation),
only seven measure outcome (for instance, client
readmission to hospital and unplanned emergency
visits), as shown in Appendix 4.

Fifteen of the performance indicators that are
reported to the LHINS, and six of the performance
indicators that are reported indirectly to Health
Quality Ontario, are measured against targets.
Similar to our audit observation in 2010, we con-
tinue to note that CCACs are held to different stan-
dards because performance targets are established
individually between each CCAC and its respective
LHIN. For example, for the performance indicator
measuring how long 90% of the clients had to wait
from the time they were discharged from the hospi-
tal to when they received CCAC service, the target
across the three CCACs we visited varied from five
days to eight days in 2013/14. Similarly, for the
performance indicator measuring the percentage of
CCAC home-care clients who made an unplanned
emergency department visit within the first 30 days
of being discharged from the hospital, the target
across the three CCACs we visited varied from
about 4% to 12% in 2014/15.

The remaining performance indicators reported
to the LHINs and indirectly to Health Quality
Ontario do not have targets because the informa-
tion is only collected to allow decision-makers to
have an overview of the provincial and local health
system. However, it would be prudent to establish
benchmarks for these areas.

We found that where targets were set and the
indicators relate to home care, the three CCACs we
visited did not consistently meet all the perform-
ance areas, as shown in Figure 7:

About 60% of the performance targets were
met in those areas that were reported to
LHINs in the year ending March 31, 2014, the
latest information available at the time of our
audit. In two of the CCACs visited, patients
referred from the community setting (i.e., not
referred from hospitals) waited twice as long
to receive their first service as the targeted
wait time (patients in one CCAC waited on
average 94 days against the target of 48 days,
and patients in the other CCAC waited on
average 47 days against the target of 28 days).
Only one-third of the performance targets
were met in those areas that were reported
indirectly to Health Quality Ontario in the
year ending March 31, 2015. For example,
none of the three CCACs we visited met

their targets for the percentage of home-care
patients that were readmitted to hospitals
within 30 days of hospital discharge—one
CCAC had a target of 14% for the hospital
readmission rate, but over 20% of its patients
were readmitted within 30 days of discharge.
This CCAC indicated that the higher-than-
expected readmission rate may be due in part
to limited availability of walk-in clinics and
after-hours clinics in the region, and some
patients may not have primary physicians,
resulting in a higher hospital readmission
rate. As well, one CCAC did not meet its target
of having 90% of its patients receive personal
support services within five days—instead, it
was able to achieve this service level for less
than 80% of its clients.

LHINs held meetings with the CCACs to dis-
cuss ways the CCACs could better meet targets in
the next reporting period. For the six indicators
reported to Health Quality Ontario, if the targets
are not met, some CCAC CEOs’ compensation
may be affected, as set out in their employment
contracts. For the remaining 11 CCAC indicators
reported by Health Quality Ontario, if CCACs’ per-
formance declines year after year, Health Quality
Ontario cannot impose any corrective measures
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on the CCACs because the CCACs are not directly
accountable to Health Quality Ontario.

Further, CCACs rely on other entities to provide

some of the information that they use to measure
their own performance. For instance, an external
survey company provides CCACs with results on

client satisfaction, and the Ministry provides CCACs

with data on hospital readmission. However, in

both cases, CCACs experience a six-month delay in
obtaining the information needed to measure their

own performance in these areas.

RECOMMENDATION 14

To ensure that critical operational and financial
areas are consistently assessed and are transpar-
ent to the public, the Ministry of Health and
Long-Term Care, in collaboration with the Local
Health Integration Networks, the Commun-
ity Care Access Centres, and Health Quality
Ontario, where applicable, should:
review and assess whether all the indicators
collected continue to be relevant for deter-
mining efficient and effective performance
of home care;
make more CCAC results on performance
measures publicly available;
consider establishing targets for all perform-
ance areas where needed,;
develop more outcome-based indicators to
measure against overall CCAC performance;
and
make hospital readmission data available to
Community Care Access Centres on a more
timely basis.

[ viNisTRY RESPONSE

The Ministry agrees with this recommendation.
Indicators are developed through LHIN-led
tables that include ministry representation. The
Ministry will ensure there is alignment of CCAC
indicators with the system-level indicators in
the Ministry-LHIN Accountability Agreement

(MLAA), as well as with provincial strategies
and initiatives.

The 2015-18 MLAA includes three indica-
tors related to home and community care. The
Ministry collaborated with LHINSs to recommend
provincial targets for all three indicators. Two
indicators are new to the MLAA, although cur-
rently reported by Health Quality Ontario:

percentage of home-care clients with

complex needs who received their personal
support visit within five days of the date that
they were authorized for personal support
services; and

percentage of home-care clients who received

their nursing visit within five days of the date

they were authorized for nursing services.

The third indicator is the “90th percentile
wait time from community for CCAC in-home
services: application from community set-
ting to first CCAC service (excluding case
management).”

As part of Patients First: A Roadmap to
Strengthen Home and Community Care, the Min-
istry will continue to review performance indi-
cators and targets for home and community care
and will work to make them publicly available.

The Ministry will also work with CCACs and
other relevant partners, including the LHINs, to
provide relevant data on hospital readmission
and emergency room Vvisits.

. RESPONSE FROM CCACs

Every year, at the provincial and regional level,
CCACs, the Ministry and the LHINs review
performance indicators to ensure they are
relevant. Together, we remove irrelevant indica-
tors, identify outcome-based indicators and set
progressive evidence-informed targets. We will
continue working together to support the shar-
ing of information at local and provincial tables
to promote transparency and accountability in
order to provide Ontarians with the information
they need as patients and caregivers.



Source of data: Expert Group on Home and Community Care

That the Ministry of Health and Long-Term Care (Ministry) endorse the principles of client- and family-centred care as
expressed in the proposed Home and Community Care Charter and incorporate them into the development of all relevant
policies, regulations funding and accountability strategies for this sector.

And that the Local Health Integration Networks (LHINs), working with the Ministry, use the proposed Home and Community
Care Charter for the planning, delivery and evaluation of home care and community services.

That the Ministry provide more resources to increase the availability of services that support family caregivers and, in
particular, increase the capacity for in-home and out-of-home scheduled and emergency respite services. When respite
services are identified as being needed by a family caregiver(s), these services should be explicitly included in the care plan.

That the Ministry explicitly define which home care and community services are eligible for provincial funding (i.e., the
available ‘basket of services’) and under what circumstances. A clear statement of what families can expect and under
what circumstances should be made easily accessible so that families can better anticipate and participate in the creation
of sustainable care plans. Eligibility for all services should be determined using a common standardized assessment tool
that is also publicly accessible.

That the Ministry take a leadership role in working collaboratively with other ministries in defining a single and co-ordinated
basket of services for clients and families whose needs cross multiple ministries.

That each LHIN submit to the Ministry an evidence-informed capacity plan for its region indicating where there are
shortfalls and how any gaps in home care and community services will be addressed. These plans should use a common
provincial framework using standardized data sets and tools, and the plans should be updated every three years.

That the Ministry allow the LHINs discretion to direct funds to reflect the priorities within their region to meet client and family
home care and community service needs, even if that means re-allocating money across the various funding envelopes.

That the Deputy Minister of Health and Long-Term Care, through the Council of Deputy Ministers, take a leadership role in
developing an integrated plan for defining and delivering a single, co-ordinated needs-based statement of benefits (i.e.,
an inventory of home and community services) for children and adults with long-term complex needs and their families
provided by all relevant Ontario ministries (e.g., Ministry of Children and Youth Services, Ministry of Community and Social
Services, Ministry of Municipal Affairs and Housing, Ministry of Transportation).

That LHINSs, in collaboration with the LHINs’ Primary Care Leads, develop and implement strategies to improve two-way
communication between primary care providers and home and community care providers.

That, where performance agreements with primary care providers exist (e.g., with Family Health Teams and Community
Health Centres), the LHINs take responsibility for managing performance against the service standards in these
agreements and making these results publicly available.

10

That the Ministry proceed to issue its planned Integrated Funding Project Expression of Interest to develop models for
home and community care for populations with short-term post-acute needs.

11

That the Ministry direct the LHINs to select and fund the most appropriate lead agency or agencies to design and
co-ordinate the delivery of outcomes-based home and community care for populations requiring home and community
care for a long term within their LHIN.

12

That the Ministry take a leadership role in working collaboratively with other ministries in defining a single and co-ordinated
needs-based envelope of funding for services for clients and families whose needs cross multiple ministries.

13

That the Ministry increase the funding available for self-directed funding for clients and families with high needs and that
care coordinators work with families and support them whether they choose self-directed funding or an agency provider.

14

That Health Quality Ontario, working in partnership with the LHINS, finalize and implement system performance indicators
and, in consultation with providers and families, develop and implement a scorecard for the home and community care
sector. The scorecard should be publicly reported, and all publicly-supported home care and community support service
providers should be required to submit quality improvement plans on an annual basis.

15

That the Ministry tie funding for home and community care services (e.g., home care, community support services, primary
care) to the achievement of clearly defined outcomes and results.

16

That the Ministry appoint Home and Community Care Implementation Co-Leads (one Co-Lead from within and one from
outside of the Ministry), with appropriate support, to guide and monitor the implementation of the recommendations in
this report, reporting annually to the Minister of Health and Long-Term Care.
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Appendix 2—May 2015 Ten Steps to Strengthen Home and Community Care,

Patients First: A Roadmap to Strengthen Home and Community Care

Source of data: Ministry of Health and Long-Term Care

Develop a statement of home and community care values
Create a Levels of Care Framework

Increase funding for home and community care

Move forward with bundled care

Offer self-directed care

Expand caregiver supports

Enhanced support for personal support workers

[Offer] more nursing services

Provide greater choice for palliative and end-of-life care
Develop a capacity plan
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