COMMUNITY CARE ACCESS CENTRES

Bringing Value Home

Harold & Barbara Willis

“Home and community care is so much more
economical for the whole system and is one
of the smarter moves on the part of the
health system. When most people talk about
health care, they don’t think about receiving
high quality health care services in the
home - so that you don’t have to stay in the
hospital occupying a bed.”
-Harold Willis, CCAC Client
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INTRODUCTION

CCACs Help Ontarians Live
Healthy and Independent at Home
Given the choice, and if possible, most Ontarians prefer to
receive health care at home. Connecting people to high quality
health care services in the right place at the right time is at the
heart of our business.
Ontario’s health care system can be overwhelming and
confusing. A direct call to your local CCAC from a client, a friend,
a family member, a concerned neighbour or a family physician is
all that is needed to connect Ontarians to community health and
social services.
CCACs employ highly experienced health professionals who work
every day to ensure people can lead healthy and independent
lives at home for as long as possible. CCAC case managers have
extensive knowledge of local health care and community services;
they develop personalized plans for services, including nursing,
physiotherapy, social work, nutrition, and personal support.
Depending on need, referral to and coordination with community
support services, such as Meals on Wheels, transportation and/or
home cleaning, may also be required. Additionally, working with
other health care professions such as physicians, CCACs
help people:

• Spend less time in hospital and more time at home recovering;
• Prevent unnecessary emergency room visits;
• and facilitate placement to a Long Term Care Home or other
alternate care destinations;

• Continue to live in their own homes and communities as they
age or cope with long term health problems;

• Who are dying, stay and be cared for at home;
• Who have short term rehabilitation needs return to work or go to school.
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Click here to view >
“The ability of individuals to
enter the health system at
any given point, and then
navigate the continuum of
care smoothly and efficiently,
is one of the hallmarks of
a high-performing, patientfocused health system. To
facilitate care at the right
place at the right time, the
Government of Ontario should
ensure that structures and
processes are in place so that
patients, especially those with
complex needs, have their
care connected across the
continuum,”
Four Pillars: Recommendations for
Achieving a High Performing Health
System – OHA/OACCAC

As Ontario’s health care system changes and evolves, we recognize
the need for care in the home and in our communities is increasing
as a critical component of a modern, high functioning and
sustainable health care system. In order to safeguard its future,
Ontario’s 14 Community Care Access Centres recommend:
• Continued investment in home and community care as a cost effective
strategy that ensures Ontarians receive the right care at the right time in
the right place.

• Better alignment and formalized relationships between primary care, public
health, CCACs and LHINs to enable more consistent and effective integrated
approaches to chronic disease prevention, management and care across
the continuum.

• Ongoing investment in innovative care delivery that promote a person’s

“Enhancing funding levels for
home and community care
services is key to addressing
the health care challenges
of an aging population... on
the acute and long-term care
sectors. In addition, increasing
the level of home and
community care is consistent
with consensus opinion that
these services are an effective
and affordable means of
delivering health care and a
multi-value method of care
preferred by Ontarians.”
(Valuing Home and
Community Care, 2010)

self management of illness and chronic diseases.

• Continued recognition of the important role of CCACs to connect people
with health care services to keep them healthy and independent in the
home and community.

• The rapid implementation and broad application of the Excellent Care for
All Act to all health care providers.

TOM CLOSSON, PRESIDENT
AND CEO OF THE ONTARIO HOSPITAL ASSOCIATION

“Strong community supports help patients return home quickly
from the hospital after a procedure and ensure that seniors
receive the care they need to live in their own homes for as
long as possible. This improves patients’ quality of life, frees
up hospital beds, and could shorten wait times in hospitals’
emergency rooms.”

How Mrs. Pathan Returned Home From Hospital

After spending 2 ½ years living in a Complex Care
hospital, last August Mrs. Pathan came home to live
surrounded by her family. Through CCAC’s Home First
program and with careful planning that involved the
family, hospital staff and her family physician, Mrs. Pathan
is receiving nursing, personal support, occupational
therapy, dietetics and social work, as well as medical
supplies to support her care at home. Her story is a
remarkable example of how Home First encourages all
health care partners to think creatively about the types of
clients who can be safely supported at home.
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Mrs. Pathan was one of the
170,000 patients CCACs
supported to come home
from the hospital last year,
saving the health care system
hundreds of thousands of
hospital days and millions
of dollars.

HOME AND COMMUNITY CARE

A Cost Effective Solution
to a Sustainable Health Care System
There is a significant body of research, starting with Marcus
Hollander’s work in 2001, supporting the proposition that home
and community care is a cost-effective alternative to care in
hospitals and long-term care for many people1. A recent analysis
sponsored by the Ontario Community Provider Associations
Committee (CPAC) and The Change Foundation estimated that
home and community care contributes to $150 million in annual
savings and value to the health care system2. In spite of the value
it provides, home care accounts for less than 4.5% of the total
public expenditure on health care.
Ontario’s hospitals rely on their partnership with the home care
system to help relieve pressures on emergency departments and
to help people come home once their acute health care needs
are addressed. Across the province CCACs, Ontario’s home care
agencies, and their hospital partners are adopting a “Home First”
philosophy.

“Home First is a major culture
shift by all members of the
healthcare team. We saw
our numbers of ALC patients
(patients who are in an acute
care bed and no longer need
to be there) decrease very
soon after implementation. It’s
the right thing to do”.
Cathy Raiskums, Manager of Social
Work And Patient Flow, Halton
Healthcare Services

Home First is an approach that helps hospital patients to continue their
recovery safely at home while receiving enhanced home-care services.
These patients are often frail seniors who have completed their acutecare treatment.
Our aim is to ensure people have the opportunity and services
they need to achieve their highest level of functioning before
making life-changing decisions about moving to long-term care
homes or other care settings. This approach has had dramatic
results and has significantly reduced the number of people waiting
in acute care beds for alternate levels of care. We’re also finding
that a significant number of people, who appeared to be destined
for long-term care homes while in hospital, are able to improve
their level of functioning and continue to live in their own homes
safely and with only moderate levels of support.

We recommend:
Continued investment in home and community care is essential to reducing the
burden on hospitals and ensuring Ontarians have access to value-added services
in the right place of care when they need them.

1 “Final Report of the National Evaluation of the Cost-Effectiveness of Home Care”,
Marcus Hollander and Nina Chapell, Health Transition Fund Canada, 2002
2 “Valuing Home and Community Care”, Boston Consulting Group, 2010
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VALUE OF HOME CARE CASE MANAGEMENT

Access, Streamlined Health System
Navigation and Individualized,
Evidence-Based Care Planning
As Ontarians move through the health care system, they rightly
expect that their journey will be seamless and coordinated and
that health care providers at all points of their journey will be
informed about their needs and individualized health care plan.
The goal of CCACs is to make this a reality for all Ontarians.
CCACs were created to give Ontarians a single point of access and
connection in the community to the most appropriate health care
services that meet their individual needs, ensuring they receive
the right care at the right place at the right time – at the right
cost. The 14 CCACs provide a single point of accountability for the
delivery of care outcomes regionally, while maintaining a strong
community presence through over 200 local offices.
Case management is the cornerstone of CCAC services. CCAC
case managers are health care professionals who are connected
with every part of the health care system and are focused on
providing comprehensive evidence-based care planning based on
each client’s individual needs. In addition to working directly with
people in their homes and communities, CCAC case managers
work in hospitals, family health teams and with other community
agencies to help people navigate the health care system and make
connections to other services and supports.

How Liza Became a Palliative Case Manager with CCAC

Liza Pramparo started her health care career as a surgical
nurse in a large hospital. Sadly, when Liza’s young
husband was diagnosed and then passed away from a
brain aneurism, she found herself suffering through an
incredibly difficult time. She was so moved and comforted
by the care and support her husband received in order to
die at home, in the middle of his life and surrounded by
the people who loved him, that she wanted to apply both
her professional and personal experiences to help guide
and support other people in the same way her family had
been.
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The National Home and
Primary Care Project evaluated
the impact of aligning home
care case managers with
family physicians through
formalized partnerships to
create opportunities for earlier
intervention and integrated
team-based care for people
with chronic diseases,
primarily diabetes. The project
demonstrated that home care/
primary care partnerships
increased patient satisfaction,
improved communication
and decision-making and
effectively leveraged both
the physicians’ and case
managers’ skills to improve
the quality of care. The
final report states, “Without
exception, physicians who
have worked in partnership
with a home care case
manager do not want to
revert back to the traditional
relationship.”

For this reason, Liza decided
to become a CCAC palliative
case manager; she is now one
of hundreds of CCAC health
care professionals dedicated to
helping the 75% of Ontarians
who want to die at home get
their wish.

CCAC case managers are most importantly neutral brokers who
act on behalf of clients to ensure accountability for quality, positive
health outcomes and value for the public investment in home care.
Case managers derive no direct benefit from the services they
provide. Their role is to help people access the most appropriate
services to meet their needs and ensure accountability for service
quality and outcomes. In the absence of this level of oversight, the
U.S. health care system has uncovered multi-million dollar losses
due to fraudulent or unnecessary home care billings.
Case management is not administration – CCAC case managers
are experts in health assessment, care planning and outcome
evaluation and have extensive knowledge of local health care and
community services. The service that case managers provide in
the home care system is analogous to the role family physicians
play in providing your medical care. Your family physician meets
with you to discuss your medical concerns, assesses your health
status, refers you for diagnostics or specialist services, sets up a
treatment plan and monitors your care ensuring that your needs
are met. No one would suggest that family physicians are an
unnecessary layer of bureaucracy in health care – the same is true
of home care case management professionals.

“By working hand-in-hand
with our case managers and
with the Community Care
Access Centre we can discuss
our patients’ needs and get
feedback in a timely fashion,
and that means better care for
the patient.”
Dr. Don Collins-Williams, Applehills
Medical Group, Ontario physician
partner “Partnership in Practice:
National Home and Primary Care
Partnership Project final report,
Canadian Home Care Association,
March 2006

DR. BEN CHAN, CEO, HEALTH QUALITY ONTARIO

“Development of customized case management services and
integrated care teams demonstrates CCACs are committed to
advancing care for their clients.”

We recommend:
Continued recognition of the important role of CCACs to connect people with health
care services to keep them healthy and independent in the
home and community.
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CARE CONNECTIONS

Chronic Disease Prevention
and Management
A small proportion (only 5%) of Ontarians account for 84% of
hospital and home care expenditures in Ontario1. Chronic disease
accounts for an estimated 55% of direct and indirect health care
costs. As our population ages, the burden of chronic disease
management on our health care system will increase. Our health
care workforce is also aging, and new solutions are needed to
optimize our capacity to provide care and improve how we help
people to successfully manage their own care.
Effective chronic disease prevention and management requires
multi-dimensional strategies and interventions that are populationbased, patient-centred and built on evidence and collaborative
relationships between patients and families, primary care,
public health, other health service providers, and community
organizations. CCACs are in the business of care connections—
they connect people with the care they need at home and in the
community. As Family Health Teams are developing across the
province, CCACs are working to establish strong partnerships and
facilitate system level collaboration to improve chronic disease
prevention and management.
Adults, mostly seniors, with long-term needs resulting from
chronic diseases and age-related frailty make up 40% of CCAC
clients and they receive almost 70% of all services provided by
CCACs. CCACs offer a range of supports and services to help our
clients to stay at home and in their communities for as long as
possible. Integration initiatives such as the Integrated Client Care
Project (ICCP) support system-wide change to ensure delivery of
the right care, at the right time, by the right providers, all at the
right cost. The ICCP aims to improve service delivery and value
within the system by adopting an enhanced system navigation role
to improve system linkages, communication and coordination.
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JAN KASPERSKI, CEO, ONTARIO
COLLEGE OF FAMILY PHYSICIANS

“In the future, and in order to
succeed in building a sustainable
health care system, we will need
to stop delivering care in silos. We
will need a collaborative, teambased system of care, including
public health units, CCACs,
hospitals and the primary care
sector.”

A notable ICCP innovation strengthens the role of case managers
as conduits of support through the client’s cycle of care in order
to effect smooth care transitions; another innovation effects
integration across sectors of care – i.e. home care with primary
care, acute care and community support services. These elements,
along with the inclusion of a single common assessment shared
with relevant providers, a better definition of outcomes and the
application of an innovative cost model reducing unnecessary
waste of resources, all focus on improving client care throughout
their health system journey.
There is growing evidence that organizing services around
specific populations can streamline and integrate care and increase
quality and value2. CCACs across the province are implementing
a common Client Care Model, a population-based model designed
to match the intensity of case management/care coordination
and services to groups of clients based on their assessed needs.
A key element of this work is the adoption of care pathways standardized, evidenced-based practices that have been used by
health care providers around the world to reduce variations in
care across health care settings, and to improve client outcomes
and experiences.

We recommend:
Better alignment and formalized relationships between primary care, public health,
CCACs and LHINs to enable more consistent and effective integrated approaches to
chronic disease prevention, management and care across the continuum.

How CCACs Are Helping Rick Maintain His Independence

Rick, who has diabetes and suffers from depression, is
one of the 80% of seniors in Ontario living with one or
more chronic diseases. As a result of his diabetes, five
years ago, Rick needed his right leg amputated below the
knee and recently had another procedure to amputate
his left big toe. Working together with the CCAC, a home
care nurse, a dietitian, and a chiropodist, Rick is now
learning new ways to help take better care of himself.
Regular visits to the diabetes clinic not only encourage
him to get out of the house but he is also learning to help
dress his wound. He is starting to follow healthier lifestyle
habits that help him feel better about himself, control his
diabetes, and maintain his independence.

1 “Ideas and Opportunities for Bending the Health Care Cost Curve”, Ontario
Association of Community Care Access Centres, Ontario Hospital Association
and Ontario Federation of Community Mental Health and Addictions Programs,
April 2010.
2 Michael E. Porter, Elizabeth Olmsted Teisberg, “Redefining Health Care:
Creating value-based competition on results” 2006.
7 Community Care Access Centres, Bringing Value Home

Rick is one of 200,000 adults
with ongoing chronic care
needs who CCACs support
to live safely at home and
achieve a better quality of life.

TECHNOLOGY

CCACs Use Technology to Help
People Manage Chronic Conditions
Increasingly, CCACs are moving toward using technologies in the
home to improve the delivery of health care, to connect people to
services in the community and to help people better manage their
own health conditions.
In partnership with the Ontario Telemedicine Network and Family
Health Teams, CCACs were part of the Ontario Telemedicine
Strategy pilot funded by the Ministry of Health and Long-Term Care
and Canada Health Infoway. The pilot tested the use of remote
monitoring technology in the home to help clients with congestive
heart failure and chronic obstructive pulmonary disease manage
their own care more effectively, thereby, reducing emergency
room visits, hospitalizations and long-term care home admissions.
Together with the LHINs and other partners, CCACs are exploring
several other opportunities for innovation, including more
telehomecare such as eShift for children with chronic conditions
(see below), new wound care outcome management systems, and
the development of e-referral programs.

CCACs are improving the way
we deliver services to people
with chronic health conditions

GREG REED, CEO,
eHEALTH ONTARIO.

“We are working together to develop regional integration hubs
across the province. Community Care Access Centres, with
their role as system level connectors, and eHealth Ontario, with
the infrastructure necessary to connect service providers, will
enable us to deliver the right care, in the right place, at the
right time. This is a perfect example of how collaboration within
the health care system is transforming the way patients
receive care.”

We recommend:
Ongoing investment in innovative health care delivery in the home as a key
solution to the long-term sustainability of our health care system.
Using Innovation to Drive Continuous Improvement

Working with medically fragile children requires nurses
with paediatric specialties. eShift, is an innovative way
to support more children at home by connecting an
enhanced-skill personal support worker (PSW) in the home
with a registered nurse via a web-enabled iPhone. PSWs
and nurses use the device to share information securely
through a web portal. Instead of working one-on-one with
clients, eShift enables each paediatric registered nurse to
monitor, mentor and manage care at up to four locations
simultaneously. Essentially it gives a nurse who works
remotely eyes, ears, and hands on location.
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eShift is one of several
innovations CCACs have
developed to help better serve
more than 2,000 children with
complex chronic conditions.

OUR COMMITMENT

Outstanding Care Every Person
Every Day – CCACs’ Commitment to
Quality and Accountability
Ontarians care deeply about health care. We all want high quality
health care services that are accessible close to home, produce
positive health outcomes and respect our individuality and choices.
Quality improvement is about continuously evaluating what we
do and acting to improve our services. CCACs are committed to
quality and are driving quality improvement in the community. In
2010, CCACs published the first annual “CCAC Quality Report”.
The report highlights CCACs’ commitment to working together and
with our health care partners to improve the quality of our services
and to share the results of our efforts with all Ontarians. By
working together, we can improve the consistency of care provided
to people across the province and use our collective capacity to
maximize efficiency and minimize duplication of effort.
Collectively, we are also working to create common commitments
across the province about what quality means in the delivery of
home care services.
CCACs have implemented a common provincial system to collect,
compare and report on feedback from our clients and their
caregivers on their care experience. CCACs have agreed to work
together on the following four strategies that will improve quality
across the home care system.

1. Delivering safe and quality care
2. Enhancing the quality of the care experience
for our clients and their caregivers
3. Supporting the delivery of the right care in
the right place at the right time across the
health system
4. Ensuring that every dollar we spend
provides value
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Click here to view >
The 2010 Quality Report is
the first collective annual
report by CCACs towards our
shared vision of delivering
outstanding care to every
person, every day. This report
highlights our commitment to
continuously improving the
quality of care for the 600,000
Ontarians we serve collectively
every year.

CCACs are in the process of collectively adopting service standards
– programs and services that are consistently offered across the
province; these include:
Hours of Operation: Live-Voice Answer
• All CCACs provide services 24/7 for 365 days per year
• All CCACs have committed to a twelve-hour timeframe of daily business
operations when a person can expect a CCAC to respond with livevoice answer to a call or enquiry. This is managed through Information
and Referral (a provincial toll-free telephone number 310-CCAC) or by
contacting a local CCAC office.

Dedicated CCAC Case Manager in Hospital Emergency Room
• A CCAC case manager will be available 100% of their shift (a minimum of 8
hours 5 days per week) to the hospital’s emergency room (ER) for hospitals
with more than 20,000 ER visits annually.

CCAC Case Manager on Hospital Inpatient Wards
• With our hospital partners, priority wards will be identified and these
service areas will have case management support on site to respond
directly to discharge needs a minimum of 8 hours 5 days per week.

Client Transitions
• All CCACs have committed to a common set of practices and protocols to
support discharge from hospital whether waiting for an available long-term
care option, recovering at home, or transitioning from one CCAC catchment
area to another.

While CCACs have taken many steps to continuously improve the
quality of care we deliver, we still have room for improvement. We
welcome feedback on our performance. We listen to our client and
want to learn from their experiences. As we continue to develop
our services, CCACs are also committed to ensuring that measures
are in place to help create a health care system that is better
prepared to face the challenges now and in the future.
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A case manager will be
available 100% of their shift (a
minimum of 8 hours 5 days per
week) in hospital emergency
rooms with more than 20,000
visits annually.

Our efforts to improve quality are strengthened by the Excellent
Care for All Act, 2010. This landmark legislation creates
a framework that makes health service providers directly
accountable for a quality-focused approach to the delivery of
health care across Ontario. Although CCACs are not yet subject
to this new legislation, they are already meeting many of its
requirements, such as:
• All CCACs have Board Quality Committees.
• All CCACs have annual quality improvement plans.
• All CCACs have a formal client complaint process and an electronic system
to provide for accurate reporting and analysis of complaint information to
improve our ability to respond to feedback from our clients.

• All CCACs have started using a common client and caregiver satisfaction
survey. This allows us to measure the quality of care and experience of
clients across the 14 CCACs.

• All CCACs use a common satisfaction survey with our contracted service
providers to improve the way we work together.

• All CCACs have satisfaction surveys with our employees to help us make
each CCAC an even better place to work.

• All CCACs use a standard set of tools to assess the needs of clients and
identify appropriate services to support clients and caregivers.

• All CCACs, by the end of 2011, will be using the same electronic system
for client information, creating a common electronic record for each
CCAC client.

We recommend:
The rapid implementation and broad application of the Excellent Care for All Act to
promote health sector accountability for quality in all health care settings.

Millie’s Feedback Matters

Millie just had an interview to share her feedback on
her experience receiving services through the CCAC.
While protecting Millie’s privacy, her input will help
CCACs improve the services that they provide – so will
the feedback of 12,000 other clients and caregivers this
year. Next year, CCACs will start reporting to the public
on what we heard from Millie and others, and what we’re
doing to make services better.
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OUR STORY

About Ontario’s CCACs
Community Care Access Centres (CCACs) provide border-to-border access to community
health care and support services across Ontario’s 14 Local Health Integration Networks.
Each year CCACs provide coordinated access to services to over 600,000 people of all ages
to assist them to return home from hospital, continue to live at home and attend school,
or access other levels of care when their needs can no longer be met in the community.
CCACs support people of all ages who are recovering from an acute episode, living
with chronic health conditions or needing palliative care to support their wish to die at
home. CCACs play a key role working closely with physicians, hospitals and other health
care partners to help people to navigate the health care system and access the most
appropriate health and social services to meet their needs.
The 14 CCACs share a common vision and mission. Our vision is to provide outstanding
care to every person, every day. The collective mission of CCACs is to deliver a seamless
experience through the health care system for people in our diverse communities,
providing equitable access, individualized care coordination and quality health care.
The Ontario Association of Community Care Access Centres (OACCAC) is the voice of the
CCAC sector, a key player within a sustainable integrated health care system. The OACCAC
fosters strategic alliances within the health care system while continuously delivering high
quality shared services to members and health care partners.

www.ccac-ont.ca
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