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With its vision for LHIN renewal in the proposed Patients First Act, the Ontario government is reconfirming the importance of home and community care for patients and their families. And that means
the promise of Patients First needs to be delivered in an environment of ever-increasing demand and
expectation.
Community Care Access Centres (CCACs) have been handling this demand, adapting and expanding to
care for higher volumes, while gathering learnings along the way.
Successfully managing this complexity means that people have been able to stay in their homes longer
or transition safely home from hospital sooner. CCACs are reducing pressure on the hospitals and on
long-term care homes, while providing the most cost efficient type of care possible.
CCACs are serving more patients year-over-year and continue to focus on providing better care and
value for Ontario’s patients and families. In addition to increasing access to services, CCACs work
together to give Ontarians the information they want and need. CCACs also strive to continuously
improve the quality and consistency of home and community care across the province.
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Caring for those who need the most support
CCACs are caring for more and more people with multiple chronic and complex health issues – the
percentage of CCAC “higher needs patients” has nearly doubled since 2009/2010.

Listening to what matters most to patientsfffffffffffffff
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CCACs regularly seek
feedback from patients
and their families to help
improve quality of care.
This feedback helps CCACs
learn which services need
to improve.
For instance, through
patient feedback, CCACs identified the need to make it easier for patients to move between two
different locations where they receive care —for example, from a hospital to their home. CCACs
responded. In partnership with hospitals and the Ontario Hospital Association, CCACs developed a guide
that supports shared planning and improved patient transitions from hospitals to the community.

Sharing information and using data to drive quality
CCACs post their annual Quality Improvement Plans (QIPs) online and report on their progress in
achieving the targets set out in those plans. The QIP is one tool to help CCACs define and share their
organization’s quality improvement priorities. All CCACs report on a core set of quality-based indicators
that support the Ontario government’s health priorities. QIPs include measures and targets for
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improving patient safety, access and patient experience.
CCACs use these measures to guide their ongoing efforts to
improve the care patients receive. You can find each CCAC’s
QIP on their website, via healthcareathome.ca. Health Quality
Ontario’s (HQO) analysis of CCACs QIP progress is available at:
http://www.hqontario.ca/System-Performance/Home-CareSector-Performance

CCACs use a single, province-wide e-health platform called the Client Health and Related Information
System (CHRIS) to help measure quality of care and to provide secure data to system partners like HQO
and the Ministry of Health and Long-Term Care that drives further innovation and quality improvement.
CHRIS and its supports – including evidence-informed patient assessment tools – facilitate information
sharing, planning and decision making, as well as communication among healthcare providers. CHRIS
maintains patient privacy, while providing real-time information that can allow parts of our health care
system to work together efficiently. For example, there are 82 hospitals enabled with electronic
notifications to CHRIS. That means hospitals can notify CCACs when patients are admitted to or are
discharged from emergency or in-patient units. This leads to more timely communication of what
patients are experiencing, helping CCACs coordinate better care for patients.

Keeping patients safe and at home longer
CCACs believe safety for patients at home is a top priority and are always working to ensure patients are
as safe as possible.
Tracking safety risks in the home is an important factor for improving the quality of patient care. By
tracking safety information, CCACs gain a better understanding of the reasons behind an increase or
decrease in overall safety, and can develop more effective prevention programs, targeted more
effectively at the portion of the patient population most at risk.
In addition to supporting patients in the community, CCACs have care coordinators assigned to all
Ontario hospitals. Their goal is to help people not have to return to hospital, so CCACs are providing
higher levels of immediate access to in-home care when patients are discharged from hospital.
The majority of these care coordinators work on site in the hospital and work closely with different
hospital staff to facilitate patient care to homes and different settings. Their role includes facilitating
discharges from emergency departments to prevent in-patient admissions. CCAC rapid response nurses
help adults and children with complex needs transition home from hospital and facilitate timely
navigation to primary care for appropriate follow up care.
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The video below describes the emphasis that CCACs put on helping high need patients stay at home –
something most patients prefer.

CCACs also provide information resources that support safety at
home, including the following example (click on the image to go to
the Safe at Home page from the North Simcoe Muskoka CCAC site):

Personal Support Workers (PSWs) play a vital role in helping people do the things they can no longer do
on their own and to continue living in their own homes for as long as possible. Each year, CCACs are
providing more personal support services to people in communities across Ontario.

By caring for more patients with high-care needs at home, CCACs are ensuring people stay in their
homes longer, which helps free up long-term care beds for those who need them the most.
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Currently, 83 per cent of patients in longterm care beds have high or very high
needs.
CCACs have increased the number of patients whom they help to go home from hospital with supports
in place, rather than stay in hospital longer or go to other institutions. This increase in service volumes
has helped reduce the pressure on long-term care homes and hospitals. The video below describes a
CCAC approach called Home First.

Providing care to patients who need it most – firstdddddddddddd
Access to care is an important measure of
home care quality. When assessing
patient-care needs, CCAC care
coordinators must prioritize people whose
care needs are urgent. The Ministry of
Health and Long-Term Care has
emphasized the need to reduce wait times
for patients with the greatest needs. That
is why it has implemented a five-day
target for all nursing visits and personal support visits for patients with high needs.
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Providing the support people need at end-of-life
Studies suggest that 70 to 80 per cent of
people would prefer to die at home, if
supports were available, yet 66 per cent of
Ontarians die in hospitals. CCACs support
patients, their families and caregivers at
each phase of their care journey. Building
on the strong foundation of current CCAC
hospice palliative care programs and
services, CCACs are working together to
develop a hospice palliative care action plan
that identifies high-value, high-impact
practices and opportunities to improve care
across the province.
All CCACs provide palliative home care as a core service, including nursing, personal support, therapies
and medical supplies and equipment. CCACs’ goal is to improve the patient’s quality of life by
addressing the physical, emotional, social, cultural and spiritual needs of every patient and their loved
ones. CCACs also provide funding for nursing and personal support services in residential hospices and
assess patients’ eligibility for hospice care.

Supporting some of Ontario’s most vulnerable patient populations dddddd
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CCACs continue to care for more vulnerable patients: their health needs are more involved and the
interventions and support they need are more complex than ever before. To address that need, CCACs
are providing direct nursing care to the most vulnerable patients: students with mental health or
addiction issues, frail seniors and adults, children with complex, serious illnesses as well as patients who
need end-of-life care. CCACs’ expertise working in different care settings – home, schools, hospitals and
primary care – ensure these nursing roles are integrated within their unique settings.

Rapid Response Nurses
These nurses reduce re-hospitalization and
avoidable emergency department visits by
improving the quality of transitions from acute
care to home care for high-risk and medically
complex children, seniors and frail adults. CCACs
recognized an opportunity for improvement in the
number of visits by rapid response nurses and
achieved their target of increasing visits by 50 per
cent.
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Mental Health and Addictions Nurses (MHAN)
A strong relationship with the district school
boards is necessary as these nurses help
educators learn how to recognize students
with mental health and addiction issues and
provide early nursing interventions and
support for students within the school setting.
The program has demonstrated early wins by
decreasing hospital admission rates and
increasing school attendance, while improving
students’ experiences with moving through
the mental health system. CCACs provide
other services to students, as well, including:
nursing, physiotherapy, occupational therapy,
speech language therapy and dietetic services.

Hospice Palliative Care Nurse Practitioners
Supporting people to die at home or in their
place of choice, these nurses work
collaboratively with patients, families and other
care providers. They work in acute, hospice and
primary care settings to reduce hospitalization
and avoidable emergency department visits for
patients who need hospice palliative care, by
enhancing quality of care through combining
therapies to comfort and support patients and
their families and to better manage pain and
symptoms.
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CCACs in Ontario were funded to recruit a total of five Nurse Practitioners (NPs) per CCAC for a total 70
NPs to support people dying at home or in the place of their choice through in-home hospice palliative
care, consultation, and integration across health sector partners. The Hospice Palliative Care Nurse
Practitioners work their full scope of practice to enhance the continuity of hospice palliative care across
primary care, community supports, acute and specialty care sectors. The NPs’ functions and
responsibilities include:
•
•
•

•
•

Collaborate with the CCAC care coordinator in service planning
Support patients and their families throughout their illness trajectory until their end-of-life, in
their setting of care
Provide direct clinical hospice palliative care for patients and caregivers
o Enhance the quality of hospice palliative care by providing whole-person care – a
combination of active and compassionate therapies for patients and their families who
are living with, or dying from, a progressive life-limiting illness, or are bereaved
o Provide optimal pain and symptom management
Reduce hospitalization and avoidable emergency department visits for patients, and support
individuals in dying in their place of choice
Strengthen capacity of primary care practitioners providing hospice palliative care so that
patients and their families may receive comprehensive best practice hospice palliative care
“close to home”, in the care setting of their choice.

Providing information to help people make important decisions about their care
Access to timely and appropriate care is important to patients and caregivers, and is a measure of the
quality of health care that a person receives. CCAC care coordinators assess a person's care needs to
determine which, and how urgently, services are needed. Patients who need care urgently will get the
care they need right away, while people with less urgent or less complex care needs may wait for their
services to start or be connected with a community resource.
Publicly posting home care waitlist information provides people with the tools they need to make
important decisions about their care. All CCACs publicly post their waitlists for services, including
nursing services, personal support services, physiotherapy, occupational therapy, speech and language
pathology, nutrition and social work.
The provision of information and referral services is also a core function of CCACs that facilitates patient
navigation. In addition to providing direct assistance to patients and the public, CCACs provide
comprehensive, reliable and easy-to-use on-line tools, such as thehealthline.ca, to help people find
information and self-navigate to community services and programs.
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Working together with primary care to provide a seamless experience for patients ……
Patient navigation is a core function of the care coordination that all CCAC patients receive. CCACs may
facilitate navigation to adult day programs, supportive housing and assisted living programs,
rehabilitation beds and complex care beds. All CCACs are responsible for patient navigation to longterm care homes. Where they are available, CCACs facilitate navigation to residential hospices.
CCACs continue to build collaborative relationships with primary care. CCACs are measuring this
collaboration by tracking care coordinator connections with Family Health Teams, Community Health
Centres, and primary care practitioners. Over 85 per cent of Family Health Teams and 81 per cent of
Community Health Centres across the province have one or more CCAC care coordinators assigned to
their practices to improve integrated care and facilitate patient navigation. CCAC rapid response nurses
also have a role in facilitating timely navigation to primary care for complex patients after discharge
from hospital.

Working together and communicating effectively with primary care are essential for responding to the
increasing needs of patients with complex conditions and their caregivers. Improved communication
helps deliver a seamless care experience and meet the ongoing needs that patients have. CCACs are
also making sure that primary care providers have the information they need so they can easily identify
their contact at their local CCAC when they need more information about their patients. Together,
we’re delivering better coordinated and integrated care in the community, closer to home
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