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Review of Methodology 
The primary research method for this study was consultation with a large number of 
stakeholders, literature review, study of existing models and recent Home and Community Care 
reports. Engagement with front line staff, service providers, patients, system partners, primary 
care physicians and provincial leaders was completed to understand current gaps and 
opportunities to work differently together. Based on the comprehensive review and feedback, a 
number of recommendations will be identified and outlined.  These recommendations will be 
submitted for consideration to the South West LHIN leadership team.  

 
Executive Summary 
Modernization of the home care sector will be essential to the next phase of health care 
transformation. After extensive consultation, the 2015 Donner Report (Bringing Care Home (by 
The Expert Group - Dr. Gail Donner, Joe McReynolds, Dr. Kevin Smith, Cathy Fooks, Dr. Samir 
Sinha, Donna Thomson) http://health.gov.on.ca/en/public/programs/lhin/docs/hcc_report.pdf) 
concluded that “it is clear that the current structure is not working”. Patients and families “deal 
with too many agencies”, with “too much overlap”, too many assessments and an inefficient 
system that is “not delivering the services they need”.  

The complexity of potential changes cannot be underestimated. The Ontario system currently is 
made up of a unique mix of public, not-for-profit and private sector organizations that will not be 
transformed overnight. There are also many questions that have been highlighted as part of the 
Long-Term Care Home inquiry on how both the LHINs and the providers are held accountable 
for care, and what levers the LHINs have to continuously improve and evolve the patient care 
experience in their communities. The current system with the LHIN acting as a “neutral broker” 
to commission services and care coordination separate from direct care delivery has been in 
place for over 20 years and needs to be examined to ensure outcomes for patients.  

In Ontario, a shift to caring for people with increasingly complex health and social needs in the 
community is well underway. This trend appears to be continuing with more people, with higher 
levels of complexity looking for care options that will allow them to live at home as long as 
possible. Among these are people with chronic health needs, seniors with complex health 
conditions and patients requiring hospice palliative care.  As a result of this trend, the nature of 
health services required and the response of health system planners will need to adapt to the 
needs of patient populations as they traverse various life and health challenges. Projections 
indicate, by the year 2027, 70% of Ontario seniors will have two or more chronic health 
conditions. The South West LHIN has seen a steady increase in the complexity of patients 
being supported at home. (See Appendix 1) 

http://health.gov.on.ca/en/public/programs/lhin/docs/hcc_report.pdf
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There is nothing to indicate that this trend will change. Acute care hospitals continue to target 
decreasing lengths of stay and are looking at more opportunities to explore ambulatory 
treatments including surgical procedures and are expecting a more robust home and community 
care system to be in place to support patients on discharge. 

There continues to be a commitment from the government to put patients at the centre with the 
right care, at the right time, in the right place. Literature suggests that for many Ontarians the 
right place is in their home. 

In the South West, we continue to experience significant human resource challenges in 
providing care at home, primarily for personal support services, but are starting to see 
increasing issues with nursing as well.  Physicians are expressing concerns with quality of care 
issues, especially with specialty care such as palliative care. Many emergency room physicians 
in the South West feel the lack of supports in the community leads them to admit patients rather 
than have them return home. Confidence in the home and community sector is being eroded. 
This lack of confidence was heard at every engagement session across the South West. A 
report from Cancer Care Ontario in September of 2018 indicates that, for post-operative cancer 
surgery patients, three hospitals in the South West have length of stay and unplanned 
emergency rates above the provincial rates. Reasons cited are lack of experience/education of 
providers and lack of 
availability of service provider 
staff. 

During the summer, the senior 
leadership team had the 
opportunity to visit all the sites 
across the South West LHIN 
and heard loud and clear from 
staff about the increasing 
difficulties they face on a daily 
basis getting services into the 
home. They expressed 
concerns on the amount of 
time it takes to complete the 
RAI tool (the standardized assessment tool used to care plan) and that the assessment is not 
shared broadly with others providing care. We have heard patients and caregivers express 
similar concerns regarding the time it takes to complete the process. 

The current government is focusing on an “end to hallway medicine” and a foundation to do this 
is to provide upstream support to patients to ensure they are not going to the emergency room 
inappropriately and, if they are admitted to hospital, ensure proper supports are provided to 
return them to their home. It is incumbent upon us to look at what the opportunities are for home 
and community care, to be bold and “step up” to provide that foundation. 
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Basically, most of the time was spent listening to the voices of those who need and use home 
and community care – patients, families, providers and caregivers and those who plan and 
provide care. 

 “We feel lost in the system. Often information is not 
communicated between organizations such as hospital 
and community. In the end, this leaves us with no support.” 

“The current system is too confusing. Give me a single 
point of contact for my homecare needs.  With a single 
point of contact there would be less confusion as this 
contact could navigate me through this complicated 
system.” 

“I can receive thirty assessments, but I can’t 
receive one hour of care.” 

“Greater flexibility and fewer hard rules. 
Listen to what the caregiver and patient 

wants to meet their needs during the home 
visit.” 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

“No matter where you 
live, I would like 

everyone to have 
equal access to 

support.” 

“We as caregivers, are exhausted; we 
want to keep our loved ones at home 

but need additional support whether it 
is more respite short term beds, adult 
day programs or a more reliable home 

care program.” 
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RECOMMENDATIONS 
 
The following recommendations will help define how the system can best support patients and 
families to thrive in the community.  These recommendations are intended to provide a starting 
point for the changes needed to create a truly client/family home care sector.  We need to 
ensure accountability for delivering a high-performing home and community care sector in 
Ontario. 

 
 

 

 

 
Modernization of Service Provider Contracts 
The existing contracts have been in place for a long time and are currently based on market 
share. There are a number of service providers, some providing all supports for patients and 
some who only provide a single service. Patients and caregivers find this confusing and often 
are at a loss as to who is providing care. Multiple providers involved in a patient’s care often 
means multiple assessments for each patient, no coordination among agencies around 
scheduling team members or sharing records, which creates unnecessary duplication and 
confusion for patients and caregivers. 

The current pay-for-visit model favours volumes over improved patient outcomes. When multiple 
agencies are involved, which is frequent with complex populations, accountability is further 
eroded. 
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Existing contracts are often too rigid to support innovative virtual care models, congregate or 
team-based care options, which would better meet the needs of patients. Multiple layers in the 
current system create significant administrative burden and duplication. 

How can we create neighborhood teams for patients which include community support services, 
contracted service providers, primary care teams and care coordination? Patients need a single 
connection to coach them through their journey and help them navigate this very complex health 
care system. The siloed and fragmented approach to care delivery is a barrier to holistic care. 

Recommendation: Modernize the current model for contracted services to reflect 
the changing needs of the sector.  The need to act on this recommendation is critical 

and was identified in every engagement session as a priority. 

1. Dissolve the Provincial Contract Management Guidelines – In 2012, the Ministry of 
Health and Long Term Care (MOHLTC) released restrictions on the Community Care 
Access Centre’s ability to conduct open and competitive procurement for home and 
community care contracted providers. These restrictions prevent the LHIN from re-
designing the current model of delivery in home care.  
 

2. Develop a Revised Home and Community Care Model – Currently, the model for 
home and community care is based on market share by discipline. A patient’s care plan 
is made up of multiple organizations providing different services (typically a single 
service). The LHIN should develop a model where: 
 

o A patient should be supported by a single inter-disciplinary care team. This team 
must be able to provide all nursing, personal support and allied health services 
that a patient requires. 

o A minimum of two service provider organizations in each sub-region is suggested 
to ensure there is choice and contingency plans in place to support patients. For 
example, should one organization have capacity or quality challenges, there will 
exist another organization to provide care.  

o The revised model should include enhanced standards for: 
 Electronic communication requirements to allow for better communication 

amongst health service providers (including e-Notification, access to 
Clinical Connect, access to scheduling, access to clinical notes and 
information, etc.) 

 Enhanced clinical standards (including training, education and staff 
competencies). Without these standards of care the confidence in the 
community sector will continue to erode. 

o There should be a clear and distinct model for delivery of home care in retirement 
homes and other congregate care settings. There needs to be continued 
opportunity to look at congregate care models.  
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3. Re-Development of HSSO’s Contract Performance Management Framework – 
Health Shared Services Ontario (HSSO) has developed a framework that LHINs utilize 
to manage the performance of our contracted home care providers. This framework has 
provided a foundation for contract management, but should be enhanced to better align 
to the delivery of complex care in the community. A focus should be made on enhancing 
processes and requirements for: 
 

o Performance Incentives or Value-Based Contracting 
 A portion of the provider’s total potential payment should be linked to 

performance on cost-efficiency, patient outcomes and quality 
performance measures.  
 

o Clinical Outcome Measurement 
 The framework should ensure proper mechanisms are in place to monitor 

a patient’s outcome at a clinical level. The current structure is focused on 
process measures such as wait times and utilization of services. While 
these are important, the LHIN must enhance its measurement in 
outcomes (e.g. percentage of patients whose wound heals within 
appropriate timeframe). Without a focus on the clinical outcomes for the 
increasing complexity of the patients being served quality of care will not 
be ensured. 

 
o Enhanced Patient Experience Measurement  

 The LHIN delivers more than 3,000,000 visits in the home on an annual 
basis. Our current structure for assessing a patient’s experience is 
focused on reactive “complaint management” and on an infrequent basis 
through our telephone experience surveys. The LHIN must move towards 
“real-time” patient experience metrics which will provide the organization 
with a better sense of care on a day-to-day basis. This could be 
accomplished with enhanced feedback tools on the LHIN website, and 
through iPad/iPhones from our staff in the home.  

 
o Clinical and Quality Audit Framework  

 Develop mechanisms to monitor and audit the clinical aspects and the 
quality of care in both a proactive manner, and in response to complaints 
/ concerns / incidents. This should include mechanisms and dedicated 
resources to: 

• Audit individual instances of care (i.e. a single visit) and episodes 
(a patient’s journey from admission to discharge); 

• Audit a small number of individual Service Provider Organizations 
and LHIN personnel for adherence to policy, process and best 
practices (as part of the larger provider Contract Performance 
Framework); 

• Audit contracted provider organizations for adherence to 
contractual requirements. 
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Recommend working within existing contracts to explore with existing Service Provider 
Organizations if there is a willingness to move towards creating community teams in sub-region 
areas.  Begin dialogue to understand if there is a readiness in any of the sub-regions to look at 
creating integrated community teams which can appear to patients and families as a single 
team.  There are models being explored across the province such as the “Hope” model by St. 
Elizabeth that need to be piloted in key areas as a starting place to evaluate how might we start 
the journey to neighbourhood care teams. 

 
This will take a commitment 
and willingness for providers 
to work more collaboratively 
together. We need to get to 
one assessment tool to avoid 
duplication and confusion for 
patients. This would be an 
interim step until contract 
models can be reviewed and 
restructured. 
 
 
 

 

 
 
Service Provider – Health Human Resources 
Capacity  

Recommendation:  Ensure the LHINs have advanced tools to manage the supply 
and demand of health human resources at a local level (as a home care provider, 

not as a system planner) 

 
Health Human Resources Wages - Develop an approach that will reduce the gap between 
wages for health human resources in the home and community care sector. If a compensation 
framework is not developed to address the significant gaps in pay rates, the human resource 
constraints are going to increase rapidly.  
 

http://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwj10_27k9LeAhWGooMKHfs8BtAQjRx6BAgBEAU&url=http://www.optionsforcare.co.uk/outcome-measurement/&psig=AOvVaw1q_ETtKsQJVoro8wy9XtMW&ust=1542225375627392
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Forecasting Supply and Demand - Develop a model to forecast patient demand in the 
community based on ratios of patients to health human resources. This work should be 
conducted to better forecast needs and avoid capacity challenges.  Part of this model should 
include data collection requirements from all contracted providers regarding wages, 
compensation, turnover, total compliment of staff, and results of exit interviews, etc.   

 
Shared Services – Creating Shared Efficiencies  

Recommendation:  Develop a standardized pan-LHIN model for policy development 
and adherence. 

 
Re-align the purpose of Health Shared Services Ontario (HSSO) to become a standardization 
and policy development organization for the LHIN’s delivery of home care. Using a model 
similar to Cancer Care Ontario, HSSO should develop capabilities and capacity to develop 
policies, processes, tools and patient facing materials that all LHINs will be accountable to 
follow. This shift from a 
back-office support 
function will reduce 
the need for 
development at a local 
level and increase the 
consistency and 
performance across 
LHINs. This may be 
beneficial for: 
 

o Outcome Based Pathways and Funding Models – Development of standardized 
pathways and treatment protocols.  

o Waitlist and Referral Management – Develop criteria for patient wait listing, 
including processes and communication materials. 

o Levels of Care – Develop and ensure compliance with a framework of “Levels of 
Care”. This would ensure LHINs are providing consistent type and levels of care 
based on shared eligibility requirements.  

o Patient Relations – The tools and processes to support addressing patient 
complaints and feedback vary widely across the LHINs.  

o Patient Safety - Building tools and supports for care coordinators on key patient 
safety topics, such as medication safety, falls prevention, infection prevention. 

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwj1neTDltLeAhVOp4MKHTBPC6YQjRx6BAgBEAU&url=https://frsecure.com/blog/differentiating-between-policies-standards-procedures-and-guidelines/&psig=AOvVaw0DtLahn9qclbnLMY80Hv4U&ust=1542226173776954
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Modernization of the Care Coordination Model 
Patients continually share that they are involved with too many care coordinators and that they 
must tell their story too many times.  

This work has begun to align care coordinators with primary care teams including solo 
practitioners to be more proactive in identifying patients at risk. The care coordinators need to 
be seen to be an integral part of the team. There is more work to be done to make this 
seamless for patients. This review will look at the evolution of the model and what the next steps 
are to create the right model to meet the needs of patients, caregivers and system partners.  

Recommendation: Develop the role of the care coordinator to better support 
patients across the entire home and community care sector. Must define patient 

populations who need care coordination by a regulated health professional. 

1. Develop a single home and community care sector (this will be a longer term 
strategy and will take a commitment from the LHINs to lead integration of 
organizations) – Currently, the South West LHIN is responsible for managing both the 
home care and community support services sectors. While the LHIN is responsible for 
both sectors, the level of management and funding models differs significantly. In the 
current model, patients experience poor transitions of care, duplication in service 
planning, and a lack of overall coordination across both sectors. The South West LHIN 
should: 

o Develop a model that integrates home care and community support services into 
a single sector. 

o Define and re-design the role of care coordinators in assessing patients for 
services across the entire continuum.  

o Define a single platform to manage referrals, e-notifications, and communication.  
 

2. Centralization of Placement – Currently, each LHIN has a responsibility to support a 
patient’s application to Long-Term Care, and to manage the waitlist and transition to the 
home. This process is highly regimented and regulated, but delivered at a local level. 
There is a need to re-develop and centralize this function, either provincially or at a 
multi-LHIN level. This development should focus on: 

o Providing patients with self-service options to apply for a bed in a Long-Term 
Care Home (including ability to update choices, check waitlist status, etc.)  

o Ensure administrative or clerical tasks are done by the appropriate level/type of 
staff and ensure regulated healthcare professionals are utilized for specialized 
tasks.  

o Economies of scale with the centralization across all or several LHINs.  
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o This process would not require regulated health professionals to perform this 
function. 
 

3. Outcome / Bundled Funding – In the current model for care coordination in home care, 
patients are stratified by population (or complexity of care). Depending on the needs of 
the patient, care coordinators may have a complex, time-specific role, or may have a 
less frequent/routine role. For example, a care coordinator supporting a ‘Short Stay’ 
patient conducts an initial assessment and builds a patient’s care plan, but does not 
conduct home visits, or intervene directly on a frequent basis. For these lower acuity 
patients, there is an opportunity to build care pathways and outcome-based funding 
models that would minimize the administrative overlap between a care coordinator and 
Service Provider Organization. These outcome-based funding models would provide a 
single envelope of funding to our providers to manage all services and service planning 
in a particular area. This could be used for: 

o Short Stay patients (including Wound, Oncology and Post-Operative 
Orthopedic) 

o Predictable Episodes of Care (including Allied Health services, 
teaching/consultation) 

 

Primary Care Integration 

Recommendation: Continued development of primary care integration creating 
stronger relationships with care coordination. 

During engagement with primary care, including team based practices and solo practitioners, 
there was consensus that comprehensive care coordination integrated within the primary care 
practice that is patient centered leads to effective and more seamless transitions between care 
settings and among providers. It is well documented that effective care coordination reduces 
duplication, increases quality of care and facilitates access and contributes to better value by 
reducing costs. Primary care is an anchor for patients and families. 

Primary care teams agreed that a Health Links approach to care coordination and care planning 
for the more complex patients, whether it is medical complexity or social complexity, is vital. 
This should not be about separate programs or staff but about enhancing the role of the 
integrated primary care coordinator to provide collaborative care planning for those identified as 
at risk patients. Health Links will not be seen as isolated to designated primary care teams but 
the approach to care is integrated into care planning for all at risk patients including the mental 
health patients.  

Primary care coordinators who are integrated within primary care and are seen as trusted 
members of the team will encourage moving away from traditional working relationships and 
behaviours to creating structure to support inclusion and collaborative care planning and 
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decision making. All of these roles must understand the active offer of services for the 
Francophone population and must understand provision of culturally sensitive care for 
Indigenous people. 

Care Coordination - Ensure all primary care 
coordinators understand that the foundational 
element of care coordination is the holistic care 
perspective that includes addressing 
clinical/medical as well as the broader 
determinants of health. This moves the focus 
from looking at care plans supported by current 
Service Provider Organization to broader 
supported plans.  System navigation must be 
integral to their role and will assist in overcoming 
barriers to services by assisting patients to 
navigate the complex health and social systems. 

Patient Centered - Ensure that care 
coordination is patient centered and includes communication and planning with patients and 
families. Patients are experts for their own lives and therefore must be involved in goal setting 
and care planning. 

Quality of Care - Ensure that care coordination emphasizes the timely and continuous delivery 
of high quality, equitable and continuous services and programs that are comprehensive, 
evidence informed, culturally competent and appropriate. 

Integration - Ensure care coordinators are seen as an integral part of the primary are team and 
are proactive in seeking care solutions for patients earlier in their disease trajectory. 

Value Add - Explore the value add of care coordinators providing more clinical assessment and 
monitoring in their role with the at risk patient populations.  

Tools - Ensure care coordinators have the right tools such as a collaborative care plan that 
documents the care plan and is accessible to the integrated care team.  

Connections - Ensure regular connections with the primary care teams to ensure connections 
are made for those requiring home and community care support. 

Accountability - Ensure accountability measures are in place for role, such as patient 
experience, number of touches within the system, decreased emergency room visits, reduction 
in specialist visits, care coordination and primary care experience. 

Core Competencies - Ensure development of core competencies for care coordinators to 
establish standards of care and performance. These will relate to clinical competency as one 
component. 

 

https://www.google.ca/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjPwrjEi9LeAhWE3oMKHcQgCUUQjRx6BAgBEAU&url=https://quorum.hqontario.ca/en/Home/Posts/Coordination-of-care-Where-is-the-research-and-how-do-we-focus-our-efforts&psig=AOvVaw2VwWayflbqwKTIX4vBmo9j&ust=1542223246347874
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Health Links as an Approach to Care, Not a Program 

Recommendation:  Consistent methodology approach to care coordination planning 
to all patient populations.   

An in-depth review of the outcomes for patients with the implementation of Health Links and 
lead agencies was completed. Health Links is an approach to care for patients with complex 
needs which may be medical in nature or could be more defined by their complex social needs. 
A critical component to this approach is the care coordinator being an integrated member of the 
primary care team to ensure a proactive approach to these patients to get the supports they 
need upstream in their journey. 

Innovative Alternate Models of Care 
The health care system is facing unprecedented challenges. There are increased financial 
pressures, a shortage and misdistribution of health care professionals in some regions, and an 
increased demand on paramedic services. At the same time, many jurisdictions are increasingly 
committed to transforming the health care system to be more patient and community-based. 

During many of the engagement sessions there were discussions on how to maximize existing 
staff in the community, how to leverage other professionals in the community, and how to 
establish various models, such primary care models that provide proactive care, hospital and 
community hub models and bundled funding models. 

The following recommendations support expansion across the South West of established 
programs, as well as, development and spread of new approaches to care. These programs will 
be targeted to meet the Quadruple Aim Model. 
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Connecting Care to Home (CC2H) 
 

Recommendation: Implement this program to more chronic disease populations 
including palliative care and mental health.  

This program is currently in place at London Health Sciences Centre (LHSC) supporting 
patients with Chronic Obstructive Pulmonary Disease (COPD) and Congestive Heart Failure 
(CHF). It has been recognized both nationally and internationally as a leading practice to 
support a positive patient experience. This program is supported by the key enablers of one 
care team to support patients as they transition from hospital to home, as well as, a technology 
platform (eShift platform). 
 
Virtual support teams are constructed, with one remote registered nurse supervising and 
directing an onsite care team.  Key enablers for the CC2H program are: 
 

• System Navigator 
• Clinical Coordinator (sees patient in hospital, as well as, within 24 hours at home) 
• Dedicated home care provider 
• 24-hour telephone support 
• Real time eShift platform tools 

 
Feedback from patients is very positive – not telling their story multiple times, reinforcement of 
hospital teaching and education, virtual visits enabling better connection with Respirologist, post 
discharge.  
 
The hospital team and home and community care team are seen as one and have developed 
trusting relationships, which has built confidence in supports at home. There is significant 
synergy between the Primary Care COPD Model (ARGI) and Connecting Care to Home. 
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The data results speak for themselves.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The LHSC executive team are committed to implementing this program to more chronic disease 
populations including palliative care, and wish to explore the application in the area of mental 
health. Given the critical mass of patients and the significant access and flow issues ongoing at 
LHSC, this program development should be prioritized as critical to move forward. 
 
This approach to care, needs to be spread across the South West acute care sites based on the 
critical mass of patients, as well as, readiness of the acute care team. 
 
 
Technology - Enabled Care Supported by eShift Platform 
 

Recommendation: Investigate and implement the eRehab model platform as used in 
Erie St. Clair LHIN to support patients that have suffered a mild to moderate stroke 

or orthopaedic surgery.  

Currently in the South West and in a number of LHINs across the province, palliative and 
complex pediatric patients are supported in the home. These patients are supported by a highly 
trained technician under the supervision of a directing nurse, supervising over four to six 
technicians at any given point. 
 
There has been research led by the Western University Faculty of Nursing confirming the 
patient benefits of this model of care. 
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Colleagues in Erie St. Clair are using this platform in an eRehab model to support patients 
having suffered a recent mild to moderate stroke or recent orthopaedic surgery. This program 
needs to be investigated to understand application within the South West LHIN. LHSC is very 
interested in this program and physicians believe this model has application to many post-
operative pathways (Dr. Homer Yang proposal), and supports the focus on shortened length of 
stay, improved patient experience being supported at home with decreasing return visits to 
hospital. Many of these pathways should be explored as opportunities for bundled-care funding 
models. 
 
Erie St. Clair has also started work on creating a “virtual ward” to identify capacity in the 
community for patients ready for hospital discharge. 
 
Many of these initiatives have the opportunity to support the most recent recommended LHIN 
priority of Integrated Discharge Planning. Maximizing the role of one home care team with a 
single provider, clinical care coordinator and optimal technology support can be on the leading 
edge of decreasing “hallway medicine”. 
 

Primary Care Innovation Collaborative - Best Care COPD Program 

Recommendation: Pursue the spread and scale of Best Care COPD program across 
the South West LHIN to all sub-region areas. (This work is led by Dr. Chris Licskai 
and team and has been presented to Ministry representatives as a leading practice 

for COPD patients.) 

Target population is high risk COPD patients with a goal of leading innovation in chronic disease 
prevention and management. This is patient centered holistic care upstream from acute care. 
 
The prevalence of COPD in those over the age of 35 is 11.8% and COPD exacerbations are a 
leading cause of hospitalization and 30-day re-admissions. Data for the South West LHIN 
confirms an average of 8,800 emergency room visits per year, which is 40% above the 
provincial average for 2017. 
 
The goal is integrated disease management focused on collaborative self-management and 
structured follow up with a standardized care team. The evidence suggests that building a 
primary care infrastructure to complement and extend existing transitional programs such as 
Connecting Care to Home is key to stopping the vicious cycle for patients of antibiotics and 
steroids. 
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Retirement Home Partnership 

Recommendation:  Develop partnerships with retirement homes to redesign the care 
delivery to residents to better support the patient experience. 

When patients with complex needs require care services they often encounter a system that is 
complicated, confusing, and not always well coordinated. As care providers we know there are 
immediate opportunities to improve these outcomes, lower overall costs of care, and do more 
with the same resources – we just need to lead forward and make the necessary change 
happen.  

The South West LHIN is forming a new partnership with retirement homes to rethink the way 
teams deliver care. Together, they are re-designing the delivery of care to residents within a 
retirement/assisted living setting to improve the patient experience, increase system capacity, 
and achieve greater efficiencies through shared integration opportunities.  The outcome for the 
patient will be more consistency of Personal Support Worker (PSW) support by staff they know 
and are familiar with. The redesign will also increase capacity for existing service providers in 
the community to support other patients. 

The community care coordinator will continue to determine eligibility and develop the care plan 
with the patient and family. The Personal Support Worker (PSW) support will be provided by the 
internal retirement home staff. 

Performance metrics will need to be developed including both patient and system outcomes. 
Retirement homes will implement new contract standards and a performance management 
reporting system that will adapt a billing system to meet the contractual requirements as set out 
in the South West LHIN/Contracted Service Provider Agreement.  

The current proposal is for retirement homes to lead the development of an evaluative summary 
by project end, in partnership with South West LHIN, with both qualitative and quantitative 
metrics demonstrating value-based outcomes. Retirement homes will also establish a 
“Playbook”, transferring knowledge to action for future spread with other partners. The Playbook 
will function as both a business plan and ‘how-to’ guide for creating value while providing step-
by-step direction for tactical redesign of similar care delivery protocols. The Playbook will 
include flexible processes, timelines and critical success factors to facilitate other project 
launches; and will essentially establish a standard for speed of execution, consistency, 
accountability and repeatability.  
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Community Paramedicine Program 

Recommendation: Development of a more robust Community Paramedicine 
Program. 

Paramedics are government-regulated health professionals who provide patient care under an 
ambulance service provider, as part of the emergency response system. They are delegated the 
ability to perform controlled acts and other advanced medical procedures by physicians who 
work for a provincial network of base hospitals.  

Community paramedicine is currently not included under the definition of ambulance service in 
the Ambulance Act, nor is it a core activity under the current legislation that governs Emergency 
Medical Services and resources.  

Community paramedicine programs have emerged throughout Canada and internationally in an 
effort to maximize efficiencies in patient care and resources. These programs provide an 
innovative model of care that helps to improve access to additional support services for seniors 
and patients with chronic health and social issues. The development and expansion of these 
programs allows paramedics to apply their education and skills beyond the traditional role of 
emergency medical response.  

These programs help to support high users of paramedic services and therefore avoid 
emergency department visits and hospitalizations. The aim of these programs is to improve 
patient outcomes and decrease costs in a way that supplements, but does not replace, services 
delivered by other health care providers. Community paramedicine programs can help to 
provide a more sustainable, integrated, patient-centred system. Cost savings related to 
community paramedicine are due to a reduction in downstream health care costs by redirecting 
patient to more appropriate community resources. (Dixon et al, 2009).  

Community paramedicine program delivery is generally defined through the model of care 
selected by the Local Heath Integration Network to address their unique requirements. Models 
of care may include paramedics in expanded roles and/or with an extended scope of practice 
when applying paramedic competencies in non-traditional community environments. A shared 
goal of community paramedicine programs aims to reduce the number of patients transported to 
the emergency department by re-directing them to service providers not located at a hospital, or 
by providing the necessary care in place.  

The overall goal of any program should be to promote the patient’s access to the right care, 
delivered by the right provider, at the right time, resulting in the best outcomes and the most 
effective and efficient use of resources. The foundation of any program will be dependent on 
stable and sustainable partnerships among numerous community-based agencies, teams and 
organizations. 
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This program is designed to support the increasing demand on primary care physicians by 
providing a range of community-based supports and primary care services, follow up and 
reporting of patient status. With an increasing number of emergency department visits for 
primary care interventions (such as IV starts) resulting from the delay in receiving these 
interventions at home, this program would be responsive and uniquely positioned to perform 
these procedures in a timely manner, preventing emergency department visits.  

This program supports community paramedics to perform a range of services outside their 
traditional role under the direction of a Medical Director or where appropriate, the primary care 
physician. Community paramedics may receive orders directly from a primary care physician, 
mobilize to conduct a specific service for a patient, conduct ad hoc or scheduled home visits, 
and report any pertinent findings requiring further non-urgent medical attention to the most 
appropriate health care professional. Examples of care may include, but not be limited to, 
physical assessment, immunization, intravenous therapy, medication administration, and point 
of care testing.  

Approximately 4,000 patients refuse transport to the emergency department annually following a 
911 response. Various reasons exist for this large volume of refusals however among this 
population are a significant number of vulnerable patients at risk of trauma from falls, 
deteriorating chronic medical conditions, palliative care crises, and recurrent high frequency 
system utilizers. The above patients are of the highest risk and most vulnerable who repeatedly 
access the 911 system and are potentially most likely to benefit from additional services if they 
can be coordinated within a timely fashion. As an example, in a study conducted in London, 
Ontario, Leggatt and colleagues found patients who activate 911 for a “lift assist” (LA) may be 
covertly unwell and require further medical care in hospital, with 21% of LA calls resulting in 
subsequent ED visits, 11.5% of LA calls requiring admission to hospital and 1.1% of LA calls 
resulting in mortality in the hospital within 14 days (Leggatt et al. 2017).  

The vulnerable patient navigator utilizes the community paramedic’s unique position to respond 
“on the ground” promptly following a 911 activation and support coordination of the most 
appropriate health care resource(s), improve access to existing community and primary care 
services, and reduce non-essential emergency department visits in the future.  

As pressures increase on in-patient medical speciality teams to discharge patients early into the 
community, the advantage of this vulnerable patient navigator community paramedic role is to 
work in coordination with the various disciplines from acute care to ensure continuity of care 
post discharge. As an example, palliative care patients can be followed by community 
paramedicine to ensure proper protocols are in place for Do Not Resuscitate (DNR) confirmation 
in the event of a 911 activation, and that key contacts with the palliative care mobile response 
teams are clear in the event of 911 paramedic contact to avoid unnecessary confusion and 
emergency department transport. Similar opportunities can be explored for the future with other 
specialized services with complex patients being managed in the community (examples include 
cardiovascular surgical patients (CVT) with left ventricular assist devices (LVAD), nephrology 
patients with home dialysis programs, and respiratory patients being discharged with significant 
oxygenation requirements).  
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This program may also include authorization of community paramedics to perform a range of 
services outside of their traditional role with an expanded scope under the direction of a Medical 
Director or where appropriate, primary care physician. 

This program staffs a single, cross-functional community paramedic versed in all aspects of the 
Paramedic Services community paramedicine programs described above. This paramedic 
would be responsible to provide ongoing, ad-hoc response, intervention, monitoring, reporting, 
coordination and support to all patients, caregivers, and providers after-hours. Due to the 
expected volume of work outside of traditional primary care scheduling hours, this paramedic 
will have the opportunity to perform administrative support and scheduling/triage for the 
upcoming day shift(s).  

Finally, after-hours coverage allows for a consistent point of contact for Paramedic Services 
community paramedic program for all identified issues regardless of date or time and ensures 
continuity of care seamlessly with the day shift paramedic for unresolved priorities. 

 
Housing Strategy 

Recommendation: Continued advocacy for commitment to a supported housing 
strategy including affordable retirement homes, assisted living and supportive 

housing, housing for mental health patients and residential hospice. 

In the majority of engagement sessions it was acknowledged that a robust home and 
community sector is critical to ending hallway medicine, as well as a strong commitment to a 
housing strategy.  

Many identified the lack of affordable retirement homes. At any given time there are patients 
presenting to the emergency room who are subsequently admitted to hospital and become 
Alternate Level of Care (ALC) by default. What they need is meals, medication and social 
activation, which they could receive in a retirement home, but price points are too high in the 
majority of existing homes. 

Assisted living and supportive housing environments also need to be supported. Another 
needed model is higher intensity support housing for mental health patients. The South West 
LHIN is exploring the opportunity to invest in this model of care with Indwell in both Woodstock 
and London. This will be a welcome relief to support this very vulnerable population. 

In the South West LHIN we are fortunate to have access to residential hospice beds in all sub-
region areas except Elgin County. It will be important to support beds in Elgin County. There 
needs to be continued advocacy to evaluate the existing funding model for these beds as well. 
The current reliance on fundraising to support these beds needs to be adjusted to continue this 
as a sustainable model of care. Given the existing human resource challenges in the community 
this may be a longer term strategy. 
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Family Managed Home Care Program 

Recommendation:  Continued support of the Family Managed Home Care Program 
in the South West. 

This model is giving a self-directed option to many families and needs to continue as an 
alternative option for care in the home. This option allows many families to move from 
experiencing challenges in receiving care in the home to living with much more robust support 
at home. 
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Palliative Care Outreach Teams 

Recommendation:  Continue development of Palliative Care Outreach Teams 
across the South West LHIN. 

 
The Palliative Care Outreach Team is a secondary level consult team that works in partnership 
with primary care providers to provide support and consultation in symptom management 
including psychosocial and spiritual aspects to care.  
 
Coordinated care is essential for palliative patients.  The outcome of an uncoordinated approach 
at end of life can cause physical and emotional distress, to patients and their families. The 
complex care coordinators, who carry the vast majority of palliative patients on their caseloads, 
epitomize the coordinated care planning approach with their palliative patients.  They often see 
the patients much more often than the required assessment interval, work through the many 
difficult discussions related to advanced care planning, setting patient goals related to their end 
of life (EOL) wishes for location of death, etc.  They have more care conferences than any other 
sub population within the South West, and have many more interactions with physicians.   

The Palliative Care Outreach Teams (PCOT) have increased the opportunity for patients to 
remain at home to die if that is their choice.   
 

Value Add of the RAI Tool 

Recommendation:  Complete an in-depth review of the RAI assessment tool. 

Staff continue to express concern that other providers do not have access to the information 
contained in the RAI assessment. The completion of the tool is quite time intensive and often 
patients find it quite an exhausting process. 

The interRAI Home Care Assessment Tool was designed to support the assessment of adults in 
home and community based settings. The tool is designed to support the planning and 
monitoring of care. There are a number of decision support tools that are outcome from the 
assessment such as scales for activities of daily living, Maple systems etc... that also support 
care planning. The RAI tool is utilized across all LHINs. 



 

24 
Home and Community Care Review By Donna Ladouceur 

November 2018 
 

A team needs to be developed to understand if this is the ongoing standardized assessment 
tool to be utilized and if so, how can it be shared for all members of the team to understand 
outcome. 

 
Technology 

Recommendation:  Develop an interface between all systems in the health care 
sector. 

 

 
 
 
 
 

 

Review of Existing Models of Care 

Recommendation:  Review existing models of care that have well established patient 
outcomes. 

Patients speak to “seamless, connected transitions”.  Established teams exist such as 
community stroke teams which do increase a seamless experience for patients. These 
programs should be expanded to support patients in the community.  These programs need to 
be explored as opportunities to leverage the expertise that lives within acute care especially in 
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regional centers such as St. Joseph’s Health Care, London and London Health Sciences 
Centre. 

Teams begin to work with complex patients before they leave hospital and then follow them 
during the critical post discharge period (determined by population) can assess and adjust 
supports in a timely way. Teams such as CC2H and community stroke teams create this sense 
of confidence for patients as they do not retell their story and there is increased understanding 
of the patient experience.  Evidence suggests that post discharge, virtual ward/teams which 
include (clinical) care coordination plus direct service provision with combinations of telephone, 
home visits and technology supported care can reduce all-cause mortality as well as certain 
hospital readmissions. Need to continually understand who part of the care team is.  More 
intentional connections need to occur with community pharmacists, who most often can be the 
“canary in the coal mine” of the frail senior who may be at risk. 

Research and patient experience supports that care for older adults needs to be flexible and 
nimble. The current fee for service model does not provide this flexibility. Need to examine the 
opportunity to develop bundled funding models for care for the frail older adults. 
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Closing Summary 
Ontario’s health care system, like health care systems across the world, is in transition. People 
are living well longer and are having more of their health care needs met in their homes and 
communities rather than in more traditional care institutions. The profile of needs is not as 
focused on episodic care but rather on long term management of chronic diseases. 

There is a different generation of seniors requiring support from the home and community care 
sector coming. They are comfortable with technology and they have different expectations of 
what a health care system can provide and they expect to be engaged in their care.  

As our province ages and becomes more diverse, our health care system must adapt to 
changing needs and public expectations for choice, flexibility, quality and value for money. 
Ontarians have been clear in their desire to have health care delivered as close to home as 
possible and to live in their own homes as long as possible.  We need to prepare to build a 
health care system that will more effectively and economically meet the needs of Ontarians in 
their homes and communities, including those with increasing complexity, both medically and 
socially. 

 

 

   
  

 

 

 

 

  
 
Increasingly, the public is recognizing the value of a more robust home and community care 
system, with 63 percent of Canadians selecting home and community care as a top priority in 
seniors’ health care.  There is broad agreement on the need to invest in a home and community 
care system that can handle the increased complexity and volume of patients.  At the same 
time, given rising public expectations for flexibility and choice in the delivery of health care, we 
need to begin the difficult discussion about what services will be provided and funded by the 
public health system and what patients may be required to subsidize or pay for out-of-pocket 
and how do we protect equity of access. 

Health Facts 
* More than 1 in 10 Canadians self-report their health status as poor to fair 
* Almost half of Canadians aged 65 years or older report having two or more chronic 
diseases 
* More than 1 in 3 Canadians over the age of 45 years provide informal care to a 
senior 
* Although 90 percent of Canadians indicate that they would like to die at home, 70 
percent die in hospitals or long-term care homes 
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In the South West, patients and caregivers are imploring us once again to transform the home 
and community sector to meet the complexity of the patients so they can remain at home. 

Here is how they define a high quality care team: 

“I want to be involved in my care plan and I want health coaching and support for self-
management.” 

“An interdisciplinary neighborhood care team that is staffed with qualified staff, provides 
timely access, is knowledgeable of their care needs, uses consistent team members and 
supports them through their care journey with minimal hand offs.” 

“They see their care team as broad including formal and informal caregivers, 
pharmacists, EMS, primary care, specialists. They are looking for a “coach” – a care 
coordinator to coordinate their care plan across both medical and social issues. They are 
looking for minimal assessments and expect that technology will support inter team 
communication. Patients would like a team-based care plan supported by a single point 
of contact to coordinate care based on patient care needs as they change.” 

“I want to know that my primary care team is involved each step of the way” 

“I want to know that I can access my supports in a culturally safe manner including 
respect for my first language” 

“When home is no longer the right option, they also expect affordable retirement homes, 
assisted living or supportive housing to be accessible for them.” 

“They are asking how are you are going to support my caregiver to be able to provide 
support to me?” 

As a home and community care system we must focus on transforming to meet the needs of the 
changing demographics and remain focused on the patient and caregiver needs. All model 
change recommendations will need 
to be co-designed from the patients 
and caregivers voice.  

In the year 2027, one of the most 
influential generations in history will 
begin to turn 80. The world will look 
very different including changing 
economics, family structures, 
advances in technology and we 
know that there will be an increased 
number of people living with chronic 
health conditions and complex 
health needs. 

The time is NOW to begin this change……. More people need to start making the 
commitment to change the system right NOW. 
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Appendix 1 
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Appendix 1 continued… 
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