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Executive Summary

More and more Ontarians are struggling with the stress, confusion,

HY

and uncertainty of deciding on and finding the right accommodation
for themselves - or a loved one - when leaving hospital. Patients are
remaining in the hospital when they should be receiving care
elsewhere. In the process of leaving to a long-term care home
(LTCH), they are feeling unfairly treated by a system of access lacking
in transparency.

¢KS LldzN1J2asS 2F Wl I @Ay 3
to help funders and providers of care more deeply understand the
experience of the client duringthe WK 2 a LIA G | £ (G 2
transition takes place thousands of times each month in Ontario. If
we understand the experience of some of these patients, we can

GKAYl lFo2dzi GKS OKIFIy3Sa ySSRSR
better.

Value from the Pati ent/ Family Caregiver Perspective

21 patients who were discharged from University Health Network
(UHN)-Toronto Western (6) and Quinte Health Care (15), to long-
term care homes, told investigators what helped and what was
lacking in this journey. People have a common idea of what is
important:

dl want help getting accurate information that | can
understand at the right time and place, including viable
options, so my family and | can make the right decision
for us. | want to feel confident that people care and to

¢CKSANI {

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

L R 2y ®imaké & dgtidion out of fear, inadequate
¢k NBX 2NJ &dzNLINR &4 S4a¢

Applying this value statement rigorously and throughout the entire

process exposes areas where deficiencies occur:

Deficiency # 1 tnaccurate and unavailable Information

Deficiency # 2The system of access is incomprehensible to families

Deficiency #3t NBLJ | yyAy 3 R2SayQi 200dzNJ

Reficienpys 4 Loppromised care ¢ Kk SANJ 2 F 8 Q LINE 2SO

Deficiercy # 5: Confusing financial messages

K 2 v PECIENRA § Rsxficignbhplepfor ghgfamily

It should be noted that patients and caregivers spoke very highly of
the people providing care, and acute care services, frequently _

p(r]a%ing %girt]eﬁsortsﬁ' l@s%n%‘grs%&[esstf% ﬁeed%oEfol?:‘& cm%r&éésé S

improvement, engaging front-line workers in this effort.

Improving the experience of clients and families going from hospital
to LTCH would involve:

I Proactively planning future care and accommodation options for
the aging, before crises occur. Making life choices from a
pressurized acute setting is best viewed as a system failure
Improving the understanding of long-term care and supportive
care options by all providers who come into contact with seniors
and their families.

Improving the information about long-term care Homes (LTCHs),

including.their features, quality, and wait times such that it can
NS Tgegures, quality

0S GNBFKGSR sA0GK FTFANYySaa | yR
Y y be aearly anghelpfully presented to families.
Ly O2y iGN} adsz LIS2LX S |faz2 SELINBa&aSR 6KFG (GKSe& RARYQG 6l yi G2 KI LLIS)
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9 Systematically presenting other care options such as retirement

homes, home care, other community services and private pay
options in a service-oriented manner.

9 Eliminating the over-processing of information by community
care personnel, redirecting them towards a better client and
family experience and less to the organizational or provincial

administrative requirements. Focus on reducing over-processing

of information in processes that span organizations to gain the
greatest benefit.
9 Simplifying access by overhauling regulations associated with

LTCHs and changing regional long-term care home priority access
policies. Current policies are contributing to prolonged hospital

stays, compromised care and confusion for people who need
long-term care.

2 K (KS { »dHte BoveMehtdh-B2@hiolveas bureaucratic
regulations and circular reasoning, where administrative matters

trump those affecting life and death. Bureaucratic rules, in the book,
LIS2 LX S Ad/A YUK S& WNEolzl faidili 2eycidpey 2

LJdzii
GKS OK2A0Sa GKSe
an appropriate title for this report. Families encounter a very

complex process requiring life-changing trade-offs with information

that is often more meaningless than genuine.

If the hospital to LTCH process is an important process, then it
requires awareness, alignment, and a client/ patient focus across

organizations. With this, employees would feel a sense of mission in

serving the needs of the final customer.

HY

Y RSH H ok Mdingdd K 2 a

t $2 LY S QA& -tefirEchis aft@r Bejh@ospiazady 3 G 2
Report Organization
We studied two processes at two separate sites in Ontario. Each
process has its own report:
Sites Involved Report 1 Report 2
Wl 2aLAGE|WI 2aLI0
I FNBQ ¢NJ[¢/ 1 Q
Toronto Central Region O O
Toronto Western Hospital +
Toronto Central CCAC
South East Region X C~)
Trenton Memorial Hospital +
South East CCAC

In this document, Report26 S SEIl YA Y S
careK2YSQ (GNIXyardAiAzy

O daSterid K 2 &

| Site Acknowledgements

The leadership of Toronto Western Hospital (TWH), Quinte Health
Care ¢ Trenton Memorial, South East Community Care Access Centre

and Torontg Central Commumty Care Acgess Center are to be
congrzla‘t‘]}}ayeé Igy openmg tfllelr doors andqwarmg access to the

people they serve, and their staff, they are demonstrating leadership

in quality improvement. This is not easy. However, this kind of

courage will be what fuels the ongoing changes needed to transform

and integrate health care in Ontario.

The project involved front line staff, management, and technical
advisors at each site, from all related organizations with project
management provided by Doleweerd Consulting.
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1. Introduction 1 Specifyind ¢ K| (i méd@to theddfed

 Identifying deficiencies in the process that were experienced by

Having Their Say and Choosing Their Visayproject funded by The the client and family

Change Foundation in partnership with the Ontario Association of 1 Determining how capable the process is of providing value

Community Care Access Centers (OACCAC). I Providing observations and suggestions for improvement for the
hospital, CCAC, service provider agencies, vendors, Local Health

Purpose of the project Integration Network (LHIN) and Ministry of Health and Long-

¢KS LdzN1}Ra$ 2F Wik @GAy3d ¢KSANI {28 TdmydRre MBHRT2)AAY S OKSANIRERD WNRREDE
to help funders and providers of care more deeply understand the
S E LIS NA Sy0S 2F GKS Of ASyid RdzNA ylaScopes)fserz@stmmgleb(armrEed K2YSQ NI yardAz2y«

transition takes place thousands of times each month in Ontario. If ¢CKS 4021 2F GKS WKz2aLWAdGLt G2 [¢/1Q
we understand the experience of some of these patients, we can identifying the need to go to the hospital, admission to the hospital,

think aboutthechand S48 Yy SSRSR G2 YI 1S S3S mbkidgfoBgetm cSréhodte Nefe@ighOuSually includes an Alternate

better. Level of Care (ALC) phase, and ends with the arrival at the long-term

o _ o care home. The greatest emphasis is placed on the circumstances
The objective of this project is improvement. The way people feel GKFd oNRdAK(G G(KS Of ASY S 955

GKAES YI 1Ay3 0 NI yaa A2 y FNEY wK\A?alanlg%r%A A‘.C tﬁ‘egvallﬁt?o o?p%st aéu?e opltlons (|%Z¥T9-f'§ 2y 2F

design of the process which spans many organizations. The and the transition to the LTCH. There is less emphasis on the

Community Care Access Centre (CCAC) Coordinators, Nurses, inpatient care experience and the actual stay in the LTCH. The

Personal Support Workers, Discharge Planners, and Therapists WK2 3 LA G § i 2 [¢/ 1 Q LINE 5834 &1 & A )/@S

working within each individual organization are what make the and Toronto Central regions.

process bearable for those going through it.
CKA&a NBLR2NI RA&AOdzAaSaE (GKS WK2ALAGI €
Two principal client experiences are explored: the transition from FOO2YLI yeAyd NBLRNI RA&ZOdAaasSa GKS U
PKE "El Libngdertncate B2 %S 6[ ¢/ 1 0Q FyR ¥ N‘E\%lchkgéé ﬁs@\/‘:h]}t‘hb' F!at ent é)mlngct)olthe Ho?pltal and_then foIIows
2
K2YSs 6AGK K2YS OFNBQO® S A y i s Ilrﬁef\n ﬁ\f%t%lﬁa vall"%lty%f}btﬁ@{s'tlages ﬁ\ glrﬁecludes aoﬁmssFonSt

specific hospital inpatient units in Toronto and South East Ontario. the hospital, hospital discharge, and then receiving services at home.

Jeff Doleweerd and Tim Berezny are the authors of this report, CKS WK2ALIAGLH f G2 K2YS8 6A0K K2YS OF N

having been involved in all stages of the initiative. in the Toronto Central region, not in the South East region.

This report presents its findings using the following structure:

June 9, 2009 Pg.5
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Methodology

The investigation is guided by quality improvement theory. The basic
O2y OSLIia L¥LzZ I NART SR I a
to guide the investigation. The core idea of this report is to
understand what clients and patients prefer (value), map how value
is provided, and find ways to make value flow from beginning to end,
by eliminating waste.

Figurel Lean Steps in Brief

M® { LISOAT
Perspective

NS

e

3. Make Value Flow, at the Pull of the
Customer, Perfectly

We began to understand the experience of the client by seeking

them out and listening to their story. We gathered their views, not
T2NJ NBaSHNDKIE o6dzi Fa WSELISNIG
the process was examined to see how it works. Is the process
designed to deliver what people want and value? We can then start
to examine what parts of the process add value, what parts of the
process represent waste and what can be done to create a better
client experience.

I R

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

Action 1 - Specify Value fromthe # 1 EAT 08 O 0AOOPAAOEOA
The local CCAC and hospital recruited a sampling of people recently

wi Sty dpgarepdframhosiitg ogeae gpoRe Bienyiews ToighelReY & S R dzl2

dzy RSNEGI YR (KS LINEOS&Za TNRY (KS

contacted caregivers or power of attorneys listed in the patient

LJ- G

record for consent if the patient had dementia or cognitive
challenges and difficulty recounting their experience fully. Our
AYGSNBASsa 6SNBE O2yRdzOGSR Ay
client present if possible. Occasionally, we held interviews over the
LIK2ySd ¢KS YI22NAGe 2F LIS2LX S 6K2 ¢
[¢/1 Q OFGiS3I2NE 6SNB FlLIYAfte YSYOSNEZ
interpreter. All interviews were recorded (where the client

consented), transcribed professionally, and then subjected to a

variety of qualitative analyses by the investigators. We arrived upon

the main themes after multiple iterations and reviews of the

transcripts.

7 A

i K Ol

¢tKS OftASyidiaQ FyR OFNBIAGSNEQ AyaiidK
generating theclientvaf dz8 &G 6 SYSyido /ftASyiaQ O
to illustrate the shortcomings of the process. The defects, or

WRSTAOASYOASaQ a tAaGSR Ay (KS NBL
get reversed before they get experienced by the client. We held a

_focus group with a sub-set of caregivers who helped validate and o

A RANB Lteidhtt K 2LIAYAZ2ZYa UKIFUO Y OUSND

All participants were provided with a small monetary reward as a
WiKFy1 @2dzQ F2NJ GKSANI LI NIAOALI GAz2Yy

Action 2 z Identify and Map the Value Stream (The Process)
Detailed process maps were created after directly observing the
clinical and administrative staff activity. We observed and collected

June 9, 2009
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information articles ¢ brochures, forms, letters, checklists, and
screenshots of applications- from start to finish. We created and
v f ARFGSR | Ww. Sy DNIKIY
information. This detailed process map was then used to generate a
modified value stream map - a more conceptual or abstracted
diagram showing only key operations involved.

We overlaid the map with the issues identified through the client
AYGSNIBASSG LINRPOSaad 2SS | faz
improvement ideas informally suggested by staff, clients and
families. We include in this report the change concepts which could
improve the performance of the process, based on our preliminary
analysis.

Action 3 z Make Value Flow, at the Pull of the Client, Perfectly
The process map was analyzed to determine if, in its design, it is
capable of delivering value to the client. In so doing, we were able to
better understand the root causes of both the positive and negative
issues identified by the clients.

Anote about language cWLJF GASY (i Q Gaod WOf ASY
simplicity, we have chosen to describe people admitted to hospital as
WLI GASY (S8 A v yORR YOYKd2yaA 1 & | a WOf A€
6KSY RAaOdzzaaAy3 ASYSNIf ljdz f A
refers to family or others who are informally caring for a patient or

client.

Process Overview

t $2 LY S QA& -tefirEchis aftdr Beyh@ospitakzady 3

inpatient unit. Here, when deemed to require an Alternate Level of

Care (ALC) the client and family select LTCH choices. The patient

of the process.

The information flow process begins with the hospital Social Worker

2|l] F f 2 dr&delsYold)lthe I6nk-terd Kare Aokh@ Thi is thielcli@rit flow portion

02

f 2y 3

(SW) (see staffing structure overview next) who provides information
to the family. Then the patient is referred to CCAC (step 5). The CCAC

I G KCBdWdhaRor (80) déds ah FSssnied yF DSclidit iR 5)2 NJ

Coordinator sends the information back to the 6) CCAC Main office
to process the file and send the application package to the 7) LTCH

office(s). ¢ KS Of A Sy

A a

YV2U0AFTASR AT

waiting list. When a vacancy arises the 7) LTCH notifies the 6) CCAC
Main office which then makes a bed offer to the chosen client.

Client Flow

1. Home

v

2.Hospital ED

v

1z

3. Inpatient Unit
- Classify ALC
- pick 3 LTCHs
- tour LTCHs
- accept bed

Information Flow

F- -

5. CCAC Hospital
Office

rt
.

.

!

6. CCAC Main
" Office

4. Long-term

7.LTCH
office-accept
client to wait
list, notify
CCAC of
vacant bed

pufi

S NA Q

Thehight S@St adGSLA TN OKFINPOSHITA L care Home | (e
From 1) home, the client travels to the 2) hospital Emergency
Department (ED) and eventually gets admitted to the 3) hospital
June 9, 2009 Pg. 7
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Summary of Findings 7O ( T O b E én§-TerndGare,
(11 A8

What is Value?

Through interviews with clients and caregivers that experienced the
WK 2 & LIangfertn cate X 2 & S
emerged that were used to define what WalueQs, as desired by the
client:

A want help getting accurate information that | can
understand at the right time and place, including viable
options, so my family and | can make the right decision
for us. | want to feel confident that people care and to
be treated with fairness and respect.
MO2YGNI &aGX LIS2LX S | faz
L R 2y ®imaké & dgcidion out of fear, inadequate
OF N’ 2NJ adzNLINRK aSasé

CKAA WxlfdzS {GFdSYSyidQ
families experiencing this transition.

We found positive aspects to what people experienced. Most
commonly, staff spoke highly of the acute care provided, the staff
helpfulness in certain locations, and that health often improved after
going to long-term care.

The design of the hospital to LTCH transition, however, yielded
deficiencies identified by the clients. Most commonly, clients and
families told us about the following deficiencies:

S E LINE & & Sstaterdefit)

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3
Deficiency # 1 tnaccurate and unavailable Information

Deficiency # 2The system of access is incomprehensible to families

Deficiency #3t NBLJ | yyAy 3 R2SayQi 200dzNJ

Deficiency # 4 Compromised care
Deficiency # 5 Confusing financial messages

61 ¢/ 1 0Q LINE OS & ADeficiOrgyV#6 hylfficiert &N Brihe family

What is the Process for Delivering Value?

The detailed process investigation revealed many root causes of

process deficiencies. From this investigation, 39 change concepts

were generated. All of these change concepts are centered on the

concept of delivering better value to the client and reducing waste.

¢tKS OtASyiQa SELSNASYyOS ONR&aasSa | vy
there are ideas for every organization involved in this journey - the
hospital, CCAC, LTCHs, LHIN and MOHLTC - anchored on the value
iKSe8 RARYQlU ¢lyid (2 KILLSYyO®
The change concepts are not intended as definitive

recommendations, rather they are meant to provoke further

reflection and feasibility investigation. They are not designed to

NB LINE & S ydptanizeftte tunttiodalberfbrifandd d¥dhé oYghhizaticR or i KS  Of A Sy

department, but rather to improve the process as a whole.

How Capable Is the Process?

The process was examined in relation to the value statement with

GKS F2tt26Ay3 jdSaaAz2yyY al2g O LI
Ol t dzS% | & RS T Atyd Bunctiat this ikfency 6tha Sy (1 K &
LINEPOSA3daQ RSaAIAys 26YySNBKALIE YR GKS
major constraints to capably delivering value as sought by patients,

ot
L

family caregivers, and the public.

June 9, 2009
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2. Study Statistics

| Population Group
21 interviews were conducted. Candidates were identified and

HY

provided by Quinte Health Care Corporation (15), and Toronto
Central CCAC (6). All clients were patients at either Trenton
Memorial Hospital or Toronto Western Hospital.

The sample population had the following characteristics:

9  Average Age: 82 (min 55, max 96)

9 8 people were receiving home care prior to admission (3 in
Toronto)

9 6 people had LTCH application completed prior admission (0
in Toronto)

9 10 people were living with a family member prior to

hospitalization (3 in Toronto)

76% female

Average (Mean/Median) hospital stay : 128/66 days*

Average (Mean/Median) Acute stay : 58/20 days*
9 Average (Mean/Median) ALC stay: 70/47 days*

*data only available for SECCAC

= =4 =4

19 people placed to LTCH: (14 SE/5 Toronto)

LTCH 1 choice: 9 SE, 1 Toronto

LTCH 2™ choice:1 SE, 1 Toronto

LTCH 3" choice: 0 SE, 3 Toronto

Interim bed: 2 SE, O Toronto

Retirement home or home: 1 SE, 0 Toronto

= =4 =4 4 =4

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

5S4GFAf SR
Statistics® &

{ GF G A SfipAn@)B : Dotailgd InbeSiewke2 dzy R A y

I T7T OA AAT O Modpitalizdtidn StatisticA &

10 of the 21 clients were admitted due to dementia or frailty of

aging, while the remaining hospitalizations were due to a specific

acute event (fall, stroke, other organ failure, etc). The frailty and

RSYSY (Al Kz2aLWAdFfATFdA2ya 6SNB 27FaS
condition progressing to a point where the caregiver could no longer
O2LIS 2N a2YSGKAYy3I KILLSYSR Ay
avoidable (e.g., medication error). These can be classified as

WLI2 (0 Sy G A | thdsgitalizatidrR. KaRily dafeghd®s themselves
agreed with this assessment.

GKS &

c 2F GKS wmn WYLRidntSweie fedeifirg @ACt G2 AR 6 f SQ
seNIDA OS &> ¢ KA Scut&hbdpitalizationsdvére 1 KS mwm W
receiving CCAC services before admission to the hospital. These

hospitalizations may also represent opportunities to identify

problems and direct clients to other appropriate sources of care.

In the Trenton site of Quinte Health CareX WI @2 ARl 0f SQ K2 aLJ
comprised 40% of the total ALC days accumulated. (Data not
available for TWH-UHN)

June 9, 2009
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3.3 DPAAEAU 6 A1 OA &EOI

Perspective

| Positive Experiences
The investigators heard to different degrees, the following positive
attributes. Unless indicated otherwise, the themes span both

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

Positive Attribute # 2. The staff involved from CCAC and Quinte
were helpful
Interviewees were delighted at times with the helpfulness of the

CCAC Coordinator and Social Worker in South East site. At South
East, the Coordinator gets involved early in the process, and many
people noticed the benefit. This CCAC Coordinator not only does a
full assessment, but counsels the family about LTC options,

¢C2NRPy (2 YR {2dziK 91l ad arxdisSaoe C2NJ GKS NBIFIRSNNa AydiSNBadags ¢S AyRAOI
Toronto quotes with a (T). The remainder is for South East. GL ¢2dz R £ A1 S idiratogwadveryi KI G w/ / !/
N _ GSNE K Séahdfeynavk their policies they have
Positive Attribute # 1. The acute care was very good G2 aGAO] (23 L 3dSaas odzi OSNBE
Those interviewed often expressed that, were it not for the
treatment their loved one received in hospital, they would not have GhK 288FKs 2K 88FK® b2 LyR Al 6t a
survived. This was echoed throughout the group of clients where 58F ¢ R2ySod hK y23 y25s L OFyUdi LN
they presented with emergency issues.
GThe intensive care unit was excellent. They saved my Ex w/ /, !A / . [ 22 NR&IWHY[PQSWAMQUBM . e (ij .
Y2YQi fATSOH 660 AZ2XOSNE AYF2NNIUOUAQGSO® ' yR akKsS ol t
L fA]1SR® Xé2dz {y26> 06SOFdzaS @&2dzu
GL 61 a OSNE AYLINBaaSR 6AGK G(KS PEPIYSY Ol dRaisyygusaterfghing And | fed she o
FaEA3IYSR G2 KAYD 1S 61a OSNE k&N aakStLl o%lpd UKSNBI odzi &KS dff
GLF AG 6SNByQli F2NI GKS NBI G MEPegrlein Jrentencgnmentedoq fecgHizghgration of the CCAC
RSLI NIYSYyd Y& Y2Y ¢g2dfd R y2i 8ndHopithsachas:
G/ / V] I 22NRAYIFG2NB YR w{20Al f

Once the LI (i A dsufeind@ds were met, there were diverging views
among the interviewees on the quality of the care, with some
patients at extolling the virtues of services such as nursing, while
others were very negative. There may be a relationship between the
length of time someone resided in hospital as an ALC patient and a
diminishing satisfaction as the level of care no longer met their
needs.

together all along. | had a lot of support from the [SW]. |
mean he was on the phone a lot to me, giving me
choicesthaty/ / ! / |/ 22 NRAYFG2NB (2f R KAY
In Toronto, the Social Worker advises families of the hospital

discharge policies and the requirements for three choices of long-

June 9, 2009
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term care homes. Interviewees were not aware of any CCAC role
present within Toronto Hospital site.

The Deficiencies

The investigators categorized the problems noted by families of
loved ones going to long-term care in six main areas:

1) Inaccurate and unavailable Information;

2) The system of access is incomprehensible to families

3)t NBLX FyYyAYy 3 R2SayQi 2 00dzNJ
4) Compromised care;

5) Confusing financial messages and;

6) Insufficient help for the family.

Significant differences that exist between Toronto and South East are
noted where they occur.

Deficiency # 1 : Inaccurate and unavailable Information
The client/ caregiver repeatedly expressed frustration at being
provided West guessQnformation that later turned out to be
incorrect, causing a loss in trust.

Waiting time information is lackingHospitals need to use their

acute care beds for people who need acute care. For ALC patients,

families are required, or strongly encouraged, to select homes with
WAK2NI glFAGAYy3 tAA0EAQD | 26SPBSNE
view. FUNI KSNE A G A & x"@oyf D i$ dorklatks 2oé
shorter or longer waiting time. A person at the top of a list can wait a
long time, and a person at the bottom of another list may get a
surprise offer letter early on. This is due to the complexity of
matching available beds to people (See Deficiency 2).

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

One caregiver noted that she was told it would take 6 months, and
then was offered a bed in 1 week.

G2 KIFG NBYIFAYya F o0A3 ljdzSadAazy YI N
was the fact that it looked so grim and yet so

dzy SELISOG SRt & (2 KIF@S | OSNR Ll2ai

We were told by another, waiting for the veterans LTCH beds:

428 &alAR 6S 6lyid wE K2YS8 | yR (K|
aAR WE K2YS8 Aa f2y3 LAl FyR &:
@2dz KIgS (2 OK22aS (g2 20G§KSNJ LI I
KFIgS G2 32 (2 2yS 2F (K2asS 2G§KSN
G2 0KAIZA ARBFipdzNY SR 2dzi> F2N) az2vyS$s

know, | was very shocked. | got a phone call one day

FNRBY GKS {20A1Ff 22N]J SN areiaya LQ
T2N) é2dzdod ! 60SRQa 02YS 2Ly i o
0SAYy3a GNIYAFSNNBR UGKSNB®PE 06¢0
Another persongoti KSANJ WAYF2NXI GA2YQ | 62dzi ¢
long-term care home directly. This is common in both Toronto and
South East.
G.dzi KS aFrAR X FYyR GKAA&a Aa (GKS Y.

& deo3d the pergog who'd pEheinamg in at [gfoRet + 6 ¢ S F2 NI

o & A y 3 forgemi-private, that their name had been on the list

(and waiting) since July of 2006. So | figured it would be,
well, a while, so | was really surprised when they phoned
just over two weeks later, and they offered a semi-
LINA @I GS i OE K2YS@ dé
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A focus group of caregivers overwhelmingly stated that better "Yeah, it was location and word of mouth, because
knowledge of wait times would have improved their ability to make people we knew in the church community and stuff, they
decisions and the overall experience significantly. said, "Yeah, well my Mom's been there. It's a great
N A N . . . .~ spot”. - .
tF3S wn 2F% OKS [/ 1V [ fASYd {SNBAOS t2ftA0eé alydzZdft alea a¢KS [/ !/
must ,inform the perso? aboAut h(?me wa.i,.ting lists \s\o he_orAshe knows Ina location such as Toronto, with the large nurrlber of ho[ngs, such )
K26 t2y3 GKS 6FAG YFe 08 F2NI I AdJSQdhddeR ek RrbiRio trd fidrfewdh2 S& ¥ 2 G
effectively occur.
_ _ _ S Site visits figure prominently into the process, with 18 of 21

Other important information about LTCHSs is difficult to acceHse interviewees booking tours of homes. Some families went on as
primary decision criteria for selecting a LTCH for both study sites are: many as 20 tours. Characteristics of the home (based on site visits)

1. Location(LINPEAYAGE G2 FlLYAate O NBS %Is%§tweﬁg) b|a}{.£ove§a81ple, bias may occur if an event

. occurred causing a bad odour just before a visit, or if a LTCH showed

2. Word of mouth experiences of others

3. Characteristics/ features of the home. only the cleanest or newest areas of the home.
The cultural and/or religious attributes of long-term care homes is a Arranging site visits was difficult.
specific characteristic sought out by 4 of 6 sample families in the G2S8ftts 200A2date e2dz gyl G2 3J2
Toronto site, and few if any in Trenton. Lists of homes given to Which is sort of difficult because, to go look at the
families were differently arranged at each site, but both featured nursing home you got to phone the Social Worker there
basic address, size and cultural features. The family caregivers were who coordinates a little tour. And that is usually only one
encouraged to gather other information and go on site visits to period a week. Like maybe just maybe a Thursday at one
LTCHs. 200t 201 FyR GKIrdQa Ad® hKZ FyR A

320 {2 GKIFIGQa F ftAGGES LI AY Ay 0

Trusted endorsements in a small community are easily available as
nearly everyone knows of someone with a connection to a nursing
home, especially in Trenton where few homes exist. This is subject to
bias if the individual spoken to had an unusually negative or positive
experience at a particular site, or if the site had been subject to
negative rumors or news reports.

these places to see them because you have to conform

82dzNJ aOKSRdzA S (G2 GKSEMWX® LG 0SSO
Despite being heavily relied upon by families, and encouraged by

health professionals, there is no consistency in approach to tours

and other information shared aboutdng-term carehomes Families

find it difficult to evaluate many attributes of a home that are
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important to them. For example; staffing levels, how internal
transfers occur and how roommates are assigned, how outbreaks are
managed, extent of medical coverage, availability of a Nurse
practitioner, other resident behaviours on the floor, what volunteer
base there may be to take people to medical appointments etc.
These are all difficult to ascertain but important to families, in
retrospect:

G2 KFEd 1AYR 2F aUGKTTKR#8a
something that concerns me. What kind of training does
the staff have? Are there real Nurses there or are they
2dzad {1AYR 2F bdz2NES FARaAD L
knew there were so many different levels of Nurses. So is
thereareal NurseonRdzi @ K¢ 6 ¢ 0

9PSNE LISNE2Y A& dzyAljdz2Sz I a
long-term care homes. The paper-based lists of homes given to the
21 interviewees miss features important to so many families. Given
the circumstances, families are capable of entirely missing the
opportunity to go on site visits.

G! FGSNI a2y gla AYyI gAGKAY
survey from the home. And they were asking (how we
thought) about a tour. And | had said on there, I didn't
know a tour was possible, you know. And so...but that
was maybe...maybe that was a communication thing
that either we could have been told, or we should have
41 SR RARYyUG GKAyYy]l G2

Further, families find there is not enough help for them when they
are looking for options on where to take their loved one (see

HY

A a

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

Deficiency #6).

Note: only one family across the 21 interviews indicated they
used the Ministry of Health complaints web site.
http://publicreporting.LTCHomes.net/en-ca/default.aspx. This

family mentioned relying on a daughter in the family who was a
lawyer, to sort through the site, and gather anything important.

ii K § Deficiency # ;| Thé system of access isincomprehensible to

families
The LTCH matching process is complex, and that complexity is felt by
T slignts. Whep magching aclient trya beds thefatiowingisg 5ty
some of the factors that come into play: the priority level of the
client (five possible levels), bed characteristics (private, gender,
aY21Ay3s SGOX0I 0SKI @haidhtsxasy 8 A RS NI (
Sﬁhdéfpilitvzopav- @?NSSCIUGDBNE @\,o‘\rtya@/m@siblwimgé 0 KI y cniJ
Uz2RlIéeQa 22faz 02 | O0dzNJ U Sffoeka LINBERA C
specific person waiting.

This complexity is felt by the clients. There is little understanding
among patients about their relative position on a list, how much time

i K &eymay Radedo waitpagdivkaymoyespeopiehigherion the wajting S

list for an available bed. A significant reason for this lack of
understanding by clients is that even the health care workers helping
the client do not have access to accurate information. Healthcare
workers provide wait time information based largely on previous
experience and observation, not on current accurate data. The lack

| & 1 ¢ o of transparency about LTCH wait times is the first main source of

wait list confusion and stress for clients.

As one family caregiver commented concerning waitlist position:

June 9, 2009
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GL g2dz R KI @S fnjnMothaRhadibgen 1 v 2 & | 6wl & Yoy choiced Y dza 0 KIF @S &aK2NI 61 A
on the placement list. | think | would have liked to know
GKFG 0S0lKdasS I t2d4d 2F AG aSSYSR GSNE |

Another client was pleasantly surprised when the wait time
information provided to her greatly over-estimated the wait:

G ¢ K Sal Woké told me that the home that offers
Peritoneal Dialysis has a really long wait, but | insisted
2y UKS K2YS FyR AdG OIFYS dzZJ A
The second main source of walit list confusion and stress for clients
are the rules governing hospitalischarge The rules for applying to

a LTCH ask the patient to choose homes with short waitlists, as per

the following brochure excerpts:

Excerpts from Hospital Correspondence to Patients

Quinte Health Caredit is suggested that you select three facilities,
one that is your preferred choice and two alternative choices with
short waiting times (usually three months or less). The choice
selection is completely your decision. If a bed in a long-term care
facility (not on your choice list) becomes available, and can meet
your care needs, you will be discharged X Should you choose to
remain in hospital as an uninsured patient, you will be charged the
full daily rate for hospital care. (Rate as of April 1, 2007 is $847 per
RIF&0é

TWH UHN Brochur¥ & L T tRcarelzdiin & thét you need
care in a long-term care facility, your social worker will help you
apply to the Community Care Access Centre (CCAC) for that service.
You will be asked to choose three long-term care facilities. At least

DA G NI > ¢
Ji\écusseH, espwé%e?ng required to select
homes with short wait lists (where YhortQs never defined), neither

However, as previously

the client nor the health care worker has accurate information about
which homes have short waitlists.

The following client expressed her confusion:

Y tPad {iKe Yo &I Ey WrSBA A K & NHzZ $a 8 SN
three choices of a nursing home. And if you turned one
down, then you were taken off the list. And that was not
a very good situation. So | guess they've changed the
NHz S&a y2¢> 2NJ aSSY G2 0S lyeglet
The rules led people to decisions that had unintended results. For
example, the following client may have unnecessarily occupied a
[ ¢/ 1 O0SR 4KS RARYQlO gty 6KSy &akKS C
& &sked them if | could have my mother stay with me
until the private room at [x home] was ready and they
AR AT L G 1S KSNJ 2dzi 2F GKS ae.
private room. She will go to the bottom of the list. So, so
f2y3 & L 1 SSLJstidlbnNbe listfortdee K2 YS8 a
private room at [x home]. Sothatisacatch 220 K| & L QY
y20 LI NGAOdzZ I NI & F2yR 2F3x &2dz |y
Another complicated LTCH placement rule that confuses many
clients relates to the relative priority given to hospital patients on
certain days Hospital clients may get priority over community
Of ASylasx &adzOK a Ay ¢2NByid2 6KSy
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South East when the hospital is given priority on three days of the
week. The idea behind the priority rules is to relieve pressure on

KzalLWAidlf o60SRaxX ONBIGAyYy3
G2L) 2F ( rfg-tefmiatelhde, Fvidghl hbme br another

t $2 LX S Qa -tefrichis afidr BejhPIPspithlizady 3 G2 f 2 y 3

she was getting looked after. So | felt pretty determined
to try my hardest to get Mom from hospital to the

Fy 2dzif S yHRARAYE/ KRIVEA SRENS FEXBSARSE dAWIRG & i ¢

long-term care home, may be by-passed by someone recently ¢KS K2aLRAdlrtQa AY 2F @FO0FGAy3 oSRa
admitted to hospital. want to remain in hospitals to get priority LTCH access. Overall, it
increases confusion and causes behaviour at odds with ideal patient
The perceived priority of hospital patients getting into long-term care flow. Theoretically, the regulations could increase ALC issues as
h'omes was d,esEriE)ed by many peoE)Ie in both sites. One woman )Nho people discover that you can get into a LTCH faster by going through,
P2t dzy USSNR U0 UKS [ ¢/ | uKFO Aa tﬁe%MaXﬁpHngn%dgﬂl%nm}égnb%tl'%r[ﬁezAOS al ARY
aeKSe G2fR YS akKS ghad adziiea ﬁcﬁe:Aucf?ange%gs‘F;é‘ortédl‘yro%curried i shuth )fra& Ontario. The
CCAC and she says oh yes she was the next one on the practice of having all new LTCH bed vacancies arising on Tuesdays,
list. But then CCAC says we had a crisis at the hospital so Wednesdays and Thursdays offered to hospital patients before
they had to clear them. | said to her very gently, | said, those clients with the same priority in the community has ended.
well you know my mother is supposed to be here, and Elsewhere, priority status continues to be granted to specific
you h?ve ‘%”St’ fo yovu put mother in thisAhome a”? you | hospitals by their respective LHIN, continuing this state of .
LJzi UKS ONAaAa LIS2LIX S 6KSNB &)Rfusgnz GKSNJ Aad ¢KSe@ RARYQlU R?2
that. They left her where she was and they used up her
ALl O0So L gla (G2fR GKIFIG AyAGAlrtfe GKS&@ RARYQG R2 lyedKAy3
fA1S GKAA O0SKAYR Y& 0l O] X V2 Asy éesult/oPtise @onfdsing rules in place, families turned to
advocacy to find somebody to help with the confusing process
Other people in South East shared similar feelings that the location . i o ~
of someone played a prominent role in how resources were a l: T oez2dz R % yQu KIgs I', -f FYALE Y SYo
distributed. NEIffé LINsSaadaNAy3dI wlKS K2alLWAual f e
choice. | think you end up going wherever the first bed
GL K2dzaAKEG GKFG 2y 0SS @2dz2ONE  y 2 (0209t A yoa ALONIDX 8SdaNB d&ly LU KIK Ay 1 GKI

system by being in the priority (the hospital), although

we want [x ] home we want [x ] home | think maybe

they told me that we would stay the same priority, | GKFiQa K2¢ ¢S 320 WEB K2YSPdd &
grayQi a2 adiNBE 2N O2y @Ay OSR (KFd GKFG Aa oKIFG g2dZ R
happen mainly because she would be at a place where A similar sentiment was echoed by another:
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G2 S 4 SNBpick tidb@nBs and pay $57 a day.
LG o1& Ftglea Wilk{1S Al
''YF2NIdzyriStex L KI @S
Sy2dzZaK GAYS G2 FAIAKIA

dzLJ
g2
GdKS

Another person reported placing a complaint to her local MPP after
she was informed that the wait for a LTCH may be six months. As it
turned out, a bed offer was unexpectedly presented to them a week
later. The resulting perception was that the $gueaky wheel gets the
greaseQwhile the more probable scenario is that the information
provided at the start was inaccurate.

A second outcome to the current rules was that families try to
W3 m&gpstem to get the best outcome for their loved ane

G L Lddzi
two as the ones | knew we wouldn't get into for a couple
of years. So | knew that | would get number one first.
The other 2 choices were in new homes with a long
gFrAGAY3 tAE0DPE

Another couple discovered and exploited a loophole in the rules
where spousal applicants get higher priority than single applicants.
¢CKS O2dzLX S adzoYAUGSR GKS
name to qualify as spousal applicants. When the wife was admitted
to the LTCH, the husband withdrew his name.

We asked families what advice they had for others in a similar
situation. A common answer was to be an active and strong
LINEY2GSNI 2F (GKS AYRAGARdZ f Q&

62 NJ

a e

iKS 2 y S 4S ol y[j SR FA N‘%n@il%ild%e?(ol?friegéd?’s%velled tH‘ng%ntg‘f{ﬁescarééi\%rE

HY t §$2 L)X SQa -tefrichis aftdr BejhOiospiaizady 3 (2 € 2y 3
vd a{2 A& GKSNB |lye IROAOS &2dz o
6 AG0K TIKGAY LISINBERAY A2NI ND K3 Al dzDSINGE 2 QK é

FI2J d D § (A AAfyEEveiddtS thefe Fa) GEEEE R(IK
& ( S Yatbthe fagt¢and tell them that they have a mind of their
26y ® ¢KS8UNB y2iz tA1S:3

LINK & 2 ¥ SN,

Deficiency#3: 0 OADPI ATTET ¢ AT AOT 60 1T AAQO
Our investigation found 11 of 21 patients were previously CCAC

clients (with 8 receiving home care). At least 5 of these had

previously visited the Emergency Departments (ED) for problems for

which they were later admitted. These 11 clients also spanned the

specific people with dementia or other frailty of aging. Families were

heavily involved in care decisions for this group.

¢KS 3INI Rdzr f RSOfAYS Ay GKS

7

a8 Ot A8yl
u

FILdA3dzZS Ay GKS WKSFfIGKASNR LI NByildo
hospitalized may represent missedopportunities for providing
information, education, and diversion

G!a 2yS OFNBIAGBSNI NBLER2NISRZI aRSY.
RARY QiU NBItATS K2¢ ljdAadO1te AlG as
KSNJ FoAtAGe G2 O2LIS¢ o

LI 6ASyGQa ylYS Ff2y3 gAGK KSNJ Kdzaol yRQa

For people interviewed receiving CCAC services and with
dementia/frailty, the ED is used by many families as a place to go
when they can no longer cope. The following specific reasons for ED
admission were observed in this group:

w»
QX

NIzt (

Ol dzA S Casefiveifatiguélss.) Dwbrizh afme intd théikSclen & F
find her husband standing over the stove with his oxygen
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hose on the heated element. She could no longer handle this A focus group involving family members of those with
stress. dementia/frailty stated that pre-planning to anticipate problems
1 Providing a safer environmente.g.,) a daughter received a caused by diminishing health would have been beneficial. For some
Ottt Ay UGUKS YARRES 2F (KS y héiditisTnipdtyht tkaShielrizge torpe-NadEing afrieXrahikac 2 dzNJ
saying her mom was cutting the back of her couch looking neutral 3rd party (i.e. Physician) rather than a son/daughter who
for her grandson who lived 200 kilometers away. G2dzald sl yda G2 Ldzi GKSY gl eéod

These ED Admission cases typify the scenarios in which an alternate ) . . . . . .
a{ KS @g2dz RyQu KSINJI AU FTNRBRY YSO®

mentioned movingtoanursinghomecg St f GKSy &AKSQR
GKAY]1 Fo2dzi Al og

type of care may have been more appropriate (such as long-term
care, interim nursing home, home care, respite, hospice, 24-hour
care, medication, etc...). However, the families felt that that there

were no other viable alternatives available, leading them to the ED. . ) ) )
Many families of patients suffering a steady decline had the

"| can't take him home, because | can't look after him. | impression that the admission to the ER could have been avoided

couldn't. | couldn't. He was too confused and | don't entirely if:

have enough support and the healthcare system, there

Adydi Sy2dAK 2dAJJI2 NI F2NJ LIS2 L & Fagnesighagbgeqegriier (dementiain particular),
I there was assistance in medication and nutrition

Hospitalization is not avoided in part because the preplanning management,

discussion is readily delayed by familidthis was reported to be ' there was caregiver relief, or
because the client does not wish to leave their home, children feel I sufficient caregiver education about care alternatives that
guilty about the options available to their parent, or there is existed, and planning started.

disagreement among members of the family regarding the

i } These were confirmed in a focused group discussion.
appropriate option.

: . . oA . Placement rules discourage preplannimthen planning is equated .
G.dzi AKS AGACE AyaAadSR GKFG FAKS KIR ngaps% dohen planning is eguated g
with being put on a waitlist.
then Dad would take her to the bathroom. That became
a very, very long ordeal just for them to get her to the GL 3TFdzSaa Ltweuk kave beenpdRsBiblborA T A
bathroom and back in bed because of the pain. And Dad should be possible, to do some planning ahead without
came to the point where he could hardly sleep because a2NI 2F O2YYAdaAy3a G2 Fy | LILX AOL

KS gla toleda ¢g2NNASR | 02dzi a2 YBecéubeit deamslikedaudage to, in order to get into
the system, you have to say you're willing to take a room
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on short notice, or pass on it and then maybe lose your Allowing hospitalization to be the event that causes discussions and
LI I OS¢ decisions to occur within families is a failure to implement adequate,

systematic methods of encouraging preplanning.

The placement rules about accepting bed offers can end otherwise
Deficiency # 4 : Compromised care

Much has been written about the need for ALC days to be reduced so
access can be given to others awaiting care in hospital. Based on

productive planning conversations among family members, perhaps
prematurely.

5SaLIAGS GKAAZ | O02YY2yrditdmihgsd OS ifteviewing Fe&pNEe@ntlyiwiling for nALC,KUGH hospital days
interviewed was to try to plan for issues sooner among the family. need to be reduced because families perceive inadequate care
Families consistently showed that they have complex dynamics to during this waiting period. They cite a lack of attention, discourtesy
sort through, and that this planning was easy to delay. of hurried workers, or an actual decline in their health.

bz Sftfx Y& aArAaitSNI alAR WLUR f AlllinfervidheYunderdtoodtBat viai#ing B GokRNBr a bntr-@rs
0SaARSE K2YSQd {2 L &l ARI W2 Soehame 888 dlSmedtal 16 Yheir h&althd S X 6 S

3244 Grt1 d2 az2y Fa ¢SftfoQ !y'F'Q azyYy _céI-A_{FVQZ, Yb2 gleod L
6ryG G2 32 K2Y$S Farayoeq 2 kKiOK &lksl Ralkkd U y&R & khr Rl 13 UKSNBE® bz
FTAYSX® ¢KSY 68 fSTFd Adoé gone earlier to long-term care, maybe she be better off.
{KS adGreSR Ay Kz2alLWAdlrt G22 t2y3ax
Some families were more complex than others: UKAYl 1AfEtSR KSNJYSyulfteo YAtLES

RSLINS&aSRPEOCO
CLYAfRY a.dzi Y@ LI NBylta AyaraldSRYE FT2N) ¢6KFIGSOSNI NBlazys GKS o2eéa
had to make the decision. They had to be in The most common concerns about care in hospital that were
FANBSYSy (o expressed by waiting families were: 1. Inadequate feeding, 2. bed
sores / lack of movement and 3. limited social stimulus. These were
Q alftf FTAOSKE due in large part to the setting. The hospital unit is not equipped or
R o 5 o easily configured to properly accommodate the typical needs of a
CLYAt&X lkffSITAOSZ 6KAOK Aa QSNﬁpaﬂ%ﬁ‘t%&ui}r‘ir@%-’éérﬁcare: SOldzaS L al AR
G2 0KSY:X (KIFG R2SayQid 62N] X 0SOFdzaS ¢KIG GKS@ ¢ yiaSR

was us to have family meetings every single time. | said, a! YR GKS 20KSNJ GKAYy3IS FYyR L 1y26
w2 8§ OFyQid 1SSLI R2AY3 GKFG® . 2 dEhekaspgads fagltbut. uplags&ve vgere trededoferdany
NEBaLRyaArof SoQé 6¢0 Mom, lots of times she didn't eat. Because they told me
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NAIKG 2dziz w28 FNB y2i | Vv dzNReogmonKa SeditaybWas efident i skvderal inter2iewéesi
havethestaff (2 R2 AdPQE These may have involved the hospital itself during the ALC stage,

community care Nurses, or the Family Physician:
Another said: . . ) R
L 61 & RAAIFLILIAYGSR s6Al0K KSNI 26y
G{KS 3F20 y20KAY3I F2NJ bpt LISNI RI rduché&licabon. Ore time &heriih& Goctor was in
K2aLAGlrfe® LT 6S RARYyQU ONRY3I K Sodecddid took RePtdRadwalidirkciic, thig dbgioR Y Q (i

K @S SIiSy®éoco when he saw she was taking one pill four times a day he
aFLAR y23 y235 y2X hyS | RIFIé&d | SN
As indicated in the positive experiences section, acute care offered in medication supplies. Enough for six months. She was

hospitals was virtually always lauded by the interviewS S& ® a ¢ KS @& taking whatever her doctor telling her. That doctor was

alF @SR KSNIJ ft AFSe3 2N deteoBimdniNB I G Y Sy Kk §4h ®2$E)@%%m$y& €

heard. But when acute care facilities were faced with offering

something more long term than acute, feelings changed: One son was bitter about a community Nurse medication error that
, . A o KS aleéa OFdzaSR KA&d Y2UKSNRa K2aLRAdGl
G2 KSY KS gl a auAftstlcomgupts YSNH wdPdPP6 2y S wb dzNJ
YSs IyR a4KS$S glayud OSNE yAO0S M8 sy 2K Sy $id SN INBH, 2td2 INBRFZGSNBR T

you shouldn't have your husband come in here, he overdose. The second time that she was given too much

should be in a nursing home. This isn't the place for insulin by a Nurse at home was really bad. Her

K A YWelQat the time | was stunned. | couldn't even YSAIKo2dzNJ OFftf SR (4KS | YodzZ I yOSXod
' yagSNIP L | 2dzbriy, but hishdZis dewen S € OrYS G2 Y& Y2YQa K2dzady 6SNB Ay |

T2NJ I ydNEAY3I K2YST BecKuSeNB U & 2 dzAlINBNRY S F200 T |0 SedS | ye O2yasSldsS
he was really bad. He was confused and | was really

upset. [...] 1 got thinking about it after and I thought, By the time of the interview, many people had been resident of long-
Wae 3I22RySaad L K2LIS oi KS& R 2 yefinitarethddsslforiweédksafid madths Fangilynedbérs,
LIS2LX S O PSHBEKI (G0Q a2YSOAYSa AdzZNLINAASRXYX ¢g2dzdZ R AYRAOIGS

had improved.
When in a hospital, patients and family are often in a vulnerable and ) ~ o _
anxious state. At the same time, an ED staff member may be a { KS  Lprhat T-@fih hadpital. We found that out

stressed due to the high demands of their situation. It is a care shortly after being in the nursing home ...it's pretty
mismatch felt by both the workers and the patients.
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3dz8 44
88 KXd {KS A4

adl yRINR L
K2aLWAGI f =

While there was no mention of medication issues arising in the long-
term care homes themselves, several people did state that their
loved one improved after getting to the long-term care home.

G¢KSe 3I20 KSNI2FF 27F | ff
enough, she didn't need those narcotics. So that was a
better thing for sure.0

Another person summed up the connection between the care setting
and the quality of care for many of the interviewees.

G2Stfx GKSNB A dongud@udie v | f
home]. More people coming in and looking after

K S NX oni-&rm cafe home] has more staff. Oh yeah,
a2 YdzOK 0SGGSNI OF NB® XhK
the hospital at all, but [the long-term care home] is just
set up for more care all the time; So | think everybody if
GKSe@XAT GKS& I Oldartte (1ySe
now that | know, what | saw, | wouldn't hesitate at all, to

go from the hospital to a nursing home because you get

more care there. | don't think there's any question about
0KIFGé o

Deficiency # 5: Confusing financial messages
The investigators listened to story after story of people who were
confused, surprised or angered by the real or threatened financial

HY

i K

t $2 LX S Qa -tefrichis afidr BejhPIspithzady 3 G 2

F2NJ LIS 2 LI S X Mnpatt&ofstaylidd ifohpspital. THisivas oich moré prahdlriged in
Y dzO K SodtfEastiChthiio, @t AdindedHealth Care, than at the Toronto site.

The decision by a hospital to charge a fee is based on an
interpretation of regulation R.R.0O. 1990, Reg. 965, s. 16 (2):

(2) Where an order has been made with respect to the
discharge of a patient, the hospital shall discharge the

2 & S gpatient and/ti® pajientshalldeaverthehospgatan the

date set out in the discharge order.

The rationale is that once a discharge order has been made, the
patient is no longer insured by OHIP, and thus may be charged a fee.
For both South East (Quinte) and Toronto (TWH), patients designated
as ALC would face a co-payment equivalent to the basic rate charged

of} N‘§t thé fgCi|it¢t\F&)§thaE they await (e.g., long-term care home).

At Quinte Health Care, there was the added written message that,

2 & a ghould a patint Y downyan ayaijalsle bed offeredtothem (not

within their choices) the charge would become ~ $820 per day. Both
hospital sites employ a letter that asks families to sign their name

( Rodicdtipg thgyregdand gnglerstpadl the payment issugs. For the

people interviewed, the average wait time for a LTCH bed was four
months post hospital admission. (*)With hundreds and thousands of
dollars at stake, the fees were very significant issues to all
interviewees. *South East data only.

At Quinte Health Care, people simply did not understand the
combination of written pampltets and verbal messaging
Interviewees said:

G/ 2LF 8YSyid KlIa yS@OSNI 0SSy
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G¢KSe RARYQlO (Sftf KSNE (KSe

co-payment], so when | got back ..., | was already three

Y2y(iKa 0SKAYR Ay LI &YSyidaoné

! YR ip&yinent thidgis really the thing that

bugged me the most, because | just couldn't get it. | just

RARY UG dzy RSNBGFYR®DE

"They gave me a letter about it, but it was couched in

fly3dzZZ 3S Ay (GKS tSGGSNI GKI G
G¢KSe RAR GStft YS diuplited . dzi
S 6SNB Ay @2dz R2yUild GKAY]

GLUYUY FFEANI @ AyaSttAaAasSyido L
buried somewhere in the letter...it .should be like, "If you
refuse this bed, you're gonna pay $800 a day, like

blinking, flashing."

The language in the written forms at Quinte Health Care is not simple
nor is it geared to the lay person. Furthermore, the forms are
presented at a time when patients and family are coming to terms
with failing health and life changes. For example, following a stroke
that left her father paralyzed on one side of his body and unable to
speak, the daughter was pre-occupied with selling his house, looking
for accommodations in a long-term care home and also dealing with
the stress of seeing her father no longer able to cope on his own. She
admitted to receiving the information, but absorbing it and
internalizing the message did not take place, given the stress of the
situation.

HY
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Rhie $830 feéiwash& deifed bly fendili@sAsia Pressurk tacicdzid byl K S
Quinte Health Care. The purpose was to strongly encourage patients

into a place they may not want to go in order to free up the hospital

bed for a higher acuity patient.

"| felt very surprised and a little shocked that the
Continuing Stay Coordinators would put so much
pressure on you so early in the game. | think that was a
bit of a disappointment for me especially because as a
61 aftuYgA (o &8 AggRNS OSNE gdz ySNI ot So X

PN six individualy 34 ForontoWestern fospital, what would be
o paid was characterized as a matter negotiated between the
individual and the hospital finance department. Interviewees
& Sxpresseding mentigniof@ay Niger hgdrefusakfie®, shamld thayinot & | &
accept a long-term care bed presented. Beyond this, they were
invited to apply for a reduced daily co-payment with language that

saysd e 2dz Yl & ljdzZ t ATe F2NJ I FdzZf € 2 NJ LI

Consequently, Toronto interviewees reported that with one phone

call, the right explanation or complaint seemed to yield a lower, or

no, payment.
Yeah, they phoned me. And the finance person said
g2dzZ R 024G tA1S bPmInoy | Y2yOuK 2
G{2 L &alFARX L a2Nl 27F O2YLX IIAYSR
K2aLAdlrt alrAR wakSQa FNBS 2F aAao
aKSQa G GKS K2aLWAdaltszX akKsS KIFa ||

NBYiQd ¢KSARKQELAKS LIad AVRI ANBY (i 6 ¢
pay for month of November and December. So we did

y2id LI 8d6¢0é
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Similarly, another interviewee indicated that some negotiation led to
good results.

L RARY QU LI eéXyz2e {KS
have to pay the hospital co-payment only if she
exceeded the two months limit and refused to go to a
long-i SNY O NB ydNEAY3I K2YSdé

gl a Ay

For some families this feels more obscure than fajrparticularly if
they do not have the resources or capacity to complain.

GLF Ye fasdfférent/dr i onaged to the

hospital or | was able to find a lawyer, | would find a

loophole on payingtheco-LJ- @ YSY i ® [/ 2YS 2y 3
YS F2NJ I F22f dé 6¢0

From this small study, there is little evidence that the even stronger
threat of a higher payment at Quinte Health Care yields a quicker
discharge from hospital. In fact, a greater proportion of people at
Quinte Health Care-¢ NBYy 12y X NBYI AYSR Ay
first choice presented (9 of 15) versus TWH (1 of 5 interviewees).

Deficiency # 6 : Insufficient help for the family

Care options are not systematically offered in a service-oriented
manner to people leaving hospital, in either site observed. There are
no methods available to staff to systematically review what would be
relevant private and public pay options, including retirement homes,
home care or other community services. As the number of options
grow, the current anecdotal and brochure based methods of
information are showing their limitations.

K2
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Once made ALC, information to patients is heavily oriented to long-
term care options, usually presented in paper list format. There were
two observed examples of ALC patients destined for long-term care
buLcl w@c?chaﬁg%décol‘u‘]r}s\etbl'gé to r!éti}/erlﬁentl'homgs%rq%f hg{me care
at Quinte Health Care. These decisions were based on the threat of
the fee for refusing a first available bed.

6¢oV

When asked what prompted the placement decision, most indicate
that the choice was to go home or to long-term care. Further, that
since their loved one required extensive nursing care, home was not
an option. In Toronto, families indicate that going home with home
care, private pay, or retirement home solutions were not offered.
This is not tg say_,fchgtfatients should have gone elsewhere, but only

R2Y Q u S .
that the optl‘ljon was not entertained.

Three of six people in Toronto described, in detail, the steps they
took to pursue other options, without any hospital or CCAC aid.

M®d 4L
5 LIRefihack to gsredingrpent tores | fougr Gtiel@yt o 5

meals on wheels from people | worked with. Then my

son, who is a chiropractor, helped me find out that OHIP

gl yidSR allaS TONYNS HisR KK2SZNT W! Q

0

Oty LI & F2NJ I LISNmz2y (2 32 Ayid?z2
every day. One hour, Monday to Friday. Thatis all... ¢ @

M

H® aL Fa1SR GKS {20A1Ff 22NJ SN 0
K2YSQ LINPINIXY L KSINR | 062dzi 2dzadl

her way out of hospital. | found out that you could get 56
hours of home care per week. So | asked if | could have
taken my mom home and wait out her choice there. The
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{20AFf 22NJSNJAFAR WL RAR y20 T4 @RIz {ySGERISIR 202NJ1YNIg2 NJ a2YS2y S
0S0ldzaS &82dz R2y Qi t AGS R2gy (2 ¢yl KSEILIL KISNGS LI KFRadzyyR2 RKEI 6 ¢ 0
by calling around that where I live is where the program
6Fa FANBRG &0 NISR® L 6Fa a2 YI Rop® .¢dzi L RAdR a@ecBupddtd A 0K KNI

three based on my own research, and my own due

o® ! remBnghoreld Wwithin walking distance of RAfAISYyOSe® //!/ RAR y2i KStL®DEO6CE
my house. So my daughter and | reserved a room to go
in October for my mom. So when my Mom got the blood 2 KSYy Fal SR wHatSdviiedzSéuhakeFoy health care
LINPOof SY:Z (KSe& (KSy G2t R YS ( erévidersgoekingitofnprove theiprotess of goghtam hoskitsl &o
R2y Qi KI &S | bdz2NAS GKSNBDE long-term careK é&families in Toronto commented about an absence

of direct involvement with the CCAC at the hospital. Where this was
vao a{ 2 ¢KI (20K 2A:2@9 38 yeasS NRI A vy aalrefativésttehgth at the South East location, in Toronto several

people found this problematic:.
l® G¢KS {20AFtf 22NJ] SNWPO® KSNIyFYS KIa FrttSy FTNRY Y@ o o
KSFRX L OFttSR KSNJ a2 YIlye GAvYSHB q&RKS e 45482 dgR (olilvdieda d2NB - G KE G 0
options but that my Mom had to go to a long-term care. from the, beginrling in the hosp,ital and so that you keep
CKIFIG0a Alddé 6¢0 dzLJ G KF G NBfIFOGAZ2ZYyaKALDE 0¢o

One person in South East identified how they found services on their H® a¢KS YIAy GKAy3 A& //1!/ LEFOS

own ¢ hospice services ¢ that could help with feeding their parent directly to the family lead, right? Because that is the

while still in the hospital. main miss:ing link inAthe \fvhole thing. Becaus? then, a ) ’

siYLX S ljdzSauAzy L auAftf R2yQuU (1y2¢

We heard several people in the Toronto site mention that they really g1 AGA ya fAa GakKé o¢o

wanted someone to help them and support them with this very

taxing process. Some expressed this with anger: 33vd a52 @2dz KIS T ROAOS F2NJ GKS

) ) . ) - . could ivarqve the transitign to long-term careK ¢
M® a{KS 3 GS YS 2yfé AYyF2NNIUAZ2Y aKS gFyuSR 02 3IAODS
YS® L 3Sd F o0SGGSNI dzyRSNEGF YRAY 3 TNBY} @ist 4 Y@ 10P2 dbif LdahBENT 72 N
(T)
vd G¢Stt YS Foz2dzi GKI G de
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loé¢ {2evSa2Rg 2o Xwdald Kl @AY@aM@%ﬁé@ﬁ,@rﬁzé edzad |

little bit knowledgeable about the whole medical system s AYGSNDASEs LINEINBaasSR: GKS AyosSa
UKFG 6S O2dAf R GFE1 G20 {2YSO3RP 18KBQAQD2EKANR Y 068 adraSysSyd 4a

hospital and not from the nursing home that could
maybe assist you through the whole process, who could

be there for you. Who could answer questions and you was validated with interviewees and successively modified. For this

O2dz R IS4G I ROAOS FTNRBYX® 2Kz2 Qlﬁ\fj%ar&lve%I\Nére}‘alg%lcdﬁsglte&r#agréjp s%tgng v@hg@%ey

feelings about nursing homes. Some kind of helper we
could consult with even about the financial stuff, and said:
ISGAOAY3 NAR 27F | ff havetled FdzZNY A GdzNBX2 K2 R2SayQi
YydzZNEAY3I K2YSQa AYGSNBad Fd KSINIL FRY R 2%ty (13 K 08y T KISOOdzNI S Ay
K2aLWA Gl fQa AyGaSNBad Fd KSI NI o | undgrstandiainthe xightiirBeraml glarepigcluding viable
options, so my family and | can make the right decision
vd Ga5AR @2dz YSSO lyeoz2Re |G K Sfor#2 dahirodekl EonfideiEhat pedpl€ Gre and to
Community Care Access/ Sy & NB K ¢ be treated with respect.

words of the clients, together, explaining what they desired in the
process of going from hospital to living in a long-term care home. It

could rank order the various statements in terms of priority. They

' ® a/ 2YYdzyAde O &8BARKI [i KR 2 ¢z #athEothpoyeht 5f this statement is a dimension of service value

know who thatis...£ T) 6 that may, or may not, be offered in the care process. Any step in the
hospital-home process that does not contribute positively to the
Another gentleman expressed his hope for changes that may come client experience is waste, in Lean theory. A step may be required by
with the statement: regulation or for administrative reasons. This does not necessarily

R . . make it valuable in the eyes of the client.
aL Fdzt t & thalmgpeRifgdllBsirdeyylikRe this are Y

fairly important because | do believe that they will / I NBIAGSNE |ftaz2 AYRAOIGSR 6KIG GKS@
improve the process, because if you hear from enough . ] o R L
LIS2 L) §5 GKSy (kSe 02yys$o0d (KS RpiR2%Fs 4 shk sU 2 @aiNladgogaesRx0A a2y
Al @Ay3s e2dz 1y26s //!'Theniaydd aGrQNa N FRNLINK &5& e® o
GKSNBUYa | O2yaradSyid GKNBIRYX GKIFIG GKSe ySSR (2 TFAEO®DE

Delivering on the value statement implies negative experiences

would diminish, yet caregivers were insistent this second statement

be part of the report.
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4. ldentify and Map the Value Stream (The

Process)
The consultants created a workflow level process map by observing
the process step-by-step. The detailed map tracked most databases,
forms, hand-offs, inspections, persons, and steps in the process, from
end-to-end. This is done assuming a client arrives in hospital at
emergency department, is admitted (unit 8a or 8b of TWH or
inpatient unit of Quinte Health Care-Trenton) and is discharged to a
long term care home.

The map is far too large and complex to include in this report. We
instead include a high level process map describing the overall
process, broken into 8 process blocks. The following section
discusses the relevant activities observed in these 8 process blocks.

Blocks 1 ¢ 4 represent the Wient pathwayQThis is the process as the
client experiences it. It is the interactions within these steps that the
client experiences value.

Blocks 5 ¢ 8 represent the Hata processing pathwayQThese steps are
largely invisible to the client, and largely involve communication
between organizations, filling out paperwork, and tracking
information. These blocks exist to support the patient pathway.

There are 39 change concepts presented, listed with the organization
that may be most interested in implementing the concept.
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Client Journey Path Process: Hospital to Long Term Care

——— (High Level)
a. Living in community Abbreviations:
who: Client CC: Care Coordinator
/I\l CCAC: Community Care Access Center
2-Hospital Emergency (s) - IP: Inpatient
a. Present in emergency dept. LTCH: Long Term Care Home
whe: Client DP — Discharge Planner = Continuing Stay

A\ Coordinator or Social Worker
3-Hospital IP Medicine Unit (s) -

a. Stay on IP medicine unit (s)
who: Client L

b. Client discharge counseling
who: DP<>CC iy
c. Clasaify ALC i ) Information Processing Path
who: Physician L a. Tour LTCHs
d. Select LTCH & counseling
who: DP<>CC + client L

5-Hospital CCAC Office
a. Submit completed LTCH package

who: Client Caregivers

PN

o. LTCH assessment hennsansnnnnsnnnnnnnnnnnnannnnnsinnnns »who: CC *
who: CC L : r. ._.";'_4_ .
el L s 1 [7-LTCH Head Office (5)
a. Process & send LTCH package to LTCHs +¥|a. Accept/ reject application
who: Admissions Coordinator '_""l: whao: LTCH staff
b Place Clients on waitlists
who: Admissions Coordinator |H
4 ¢. Vacant bed matched to client <-... | Bed becomes available
f. Accept offer & discharge to who: Admissions Coordinator who: LTCH staff
LTCH ‘ d. Offer bed
who: Client who: Admissions Coordinator
b » b. Arrive at LTCH e. Discharge from CCAC

who: Client + Caregivers

who: Admissions Coordinators

- D@LEWEEI}D June 9, 2009 Pg. 26
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Process Metrics

Hospital to LTCH Workflow Observed
estimate*

Number of unique information collection forms used 36

Number of instances of forms observed 84

Number of databases/ applicationsunique 9

Number of unique staff involved in process 7

Total number of handoffs/ delays in process 15

Total observed of steps in proces$icludes 69 handling) 160

Vacant Bed Offer Process Observed
estimate**

Number of unique information collection forms 9

Number of databases+ tracking tools (spreadsheets) | 2 (4)

Number of unique staff involved in process 5

Total number of handoffs/delays in process 6

Total observed of steps in proce¢iscludes 18 handling) | 53

* based on SE site, variations for TCCCAC noted on Ben Graham
Process Map **SECCAC and Toronto are very similar

t $2 LY S QA& -tefirechis aftdr Bejh@Hdspitakzady 3

At a glance description of process:

A patient presents to the emergency department with an acute issue
2NJ WOI NB3IAPSNI 0 dzNY 2 dzin Rpatienf iit. 0 SO2 Y S

The Social Worker associated with the unit is triggered to visit the
patient. Tracking tools are completed and charting done in hospital
information system (HIS). The patient is given information about the
K2aLIA Gt Qa RA&OKL NBHHe, anlaLe ckder & @
written by the Physician indicating patient is ready for discharge.

The CCAC Coordinator is notified (timing varies) by hospital
personnel. Coordinator schedules time to see client or family to
complete RAI at a minimum. (Extent of involvement differs by site.)
Background information is gathered from HIS. The patient is
preregistered in CCAC system. Tracking tools are completed.

The application package for LTCHs is completed by the Coordinator,
with components done by the hospital personnel such as medical
information. The Coordinator completes a RAl assessment and the
family submits their choice list of homes. The Coordinator forwards
this to CCAC main office. The main office completes registration
information and forwards to the relevant long-term care homes,
who, in turn accept (or not) people to their waitlist within five days.

When a bed is available, the LTCH notifies CCAC by fax. CCAC locates
candidate clients waiting for that home (~3). Contacts are made to
determine readiness/ stability and to update assessments. A bed
offer is made to one person by phone, by the CCAC Waitlist
Coordinator, who notifies the LTCH of the result. The patient is
expected to move to the home in a timely manner.
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can be expected if admitted to hospital, including co-payment

1 z Client Journey Location: Home arrangements.
#4. CCAC+HOSPITAL+L-MNrk together to create viable options

lazliving in the Community for when crises do occur that can be accessed directly from

T Clients at home have various degrees of risk, most have community, via CCAC, with involvement of emergency medical

chronic disease and failing health. services. This may redirect the current patient flow away from

T All people had primary care Physicians and eight of 21 were hospitalization. (note- family focus group gathered their

receiving community care. Many interactions with each. thoughts on best design features for this.) Done effectively,

1 Diffused ownership among health system of responsibility to this could result in significant ALC day reduction.

encourage preplanning for care and accommodation issues #5. CCAGDevelop a more 'retail' approach to services, assisting

bY2y3 aSyA2NE YR GKSANI FHYRER SeBupile Mnbdfsthning died ccRcoffeft ¥n@hiuek LILIS Y @

T Many instances of family frustration with primary and the service and how to access them.

community care sector approach to seniors. Encounters often #6. CCAC+ Primary caré/ork together to build more meaning

more transactional/ procedural than helpful. into the interactions with existing community care clients/

I Lack of timely diagnosis, medication and nutrition patients and their families who need help with chronic disease
management, and caregiver burnout among most common and aging, thus improving their experience. Share intelligence
complaints at this stage. from both home visits (CCAC) and house calls (primary care).

9 All families are unaware of cost issues of staying in hospital. #7. CCAG/ NI ltriggrsQithe community to assist families in

L ) initiating the care/ accommodation planning process. (e.g.,
Databa®s/Forms/ Communications systemant reviewed- many & - / ) ) P ) Ep (eg
when a patient is diagnosed with dementia, when somebody

Change Concepts GdzNy& Tnx ogKSY NBGANBYSyG LI YyyA)
#1. CCAC+HOSPITAlollaborate with partners to improve #8. CCACCreate more assertive outreach options for
preplanning of long-term care and crisis contingency planning patient/Client groups, such as those with dementia or frailty of
in seniors. aging, who could benefit from better medication management,
#2. CCACCreate consistent messages about importance of crises contingency planning, respite care and family education.
prepll YYAY 3 F2NJ adFFF (2 Sy adzNB #3 KMOHLTEDNBYRitiArig-term2ate angl Sdnotpliditi®Q R2 S &
not encourage families to delay planning for the future. image of this and other alternative settings for care outside
#3. HOSPITALSreate consistent messages and clear information hospital. Establish methods to convey the ways in which
that can be agreed upon and shared via primary care and hospitals are excellent and what they are not suited for.

CCAC s, to those at risk of hospitalization. This includes what
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2a.
1
1

Client Journey Location: Hospital Emergency (s)

Present in Emergency Department
11 of 21 were brought by ambulance to hospital.
Ten of 21 had caregiver fatigue, or an avoidable adverse event
in community (medication management issue).
~five instances of patients admitted to emergency department
due to lack of inpatient beds.
Depending on where ambulance brings patient, hospital may
or may not have acute care history available.
Patient may receive nursing or medical care if presenting with
acute (not social) issue.
May be referred to other community services and/or be
discharged.
In Toronto, there is instant notification of CCAC with ED
notification portal (clients who may need service and aid of
existing CCAC clients presenting to ED. ¢ CCAC office monitors
portal).

Databases used
Forms Observed?

Change Concepts

#10

#11.

. HOSPITALS ook for methods for making the hospital
emergency department a senior-friendly environment,
providing the most caring and considerate place possible as
people move to other more appropriate settings.
HOSPITALSViake hospital admission process more robust to

trigger notification to all relevant parties (i.e. CCAC Community

Care Coordinators, home care agencies and supply vendors).

t $2 LX S Qa -tefrichis afdr Bejh @I spithzady” 3

#12.

#13.

# 14.

i 2

MOHLTGC Re-evaluate the funding limitations on service that
can be provided by home care (or other services) to determine
if resources can be better re-allocated from ALC.
LHINSIntegrate information systems so that no matter where
a patient arrives, acute care history is available.

CCAcExtend concept of TCCCAC ED notification to other CCAC
areas to ensure more triggered methods of follow-up exists
across province.

| 3 z Client Journey Location: Hospital Inpatient
| Medicine Unit (s)

3a. Stay on IP medicine Unit(s)

)l
)l
)l

Patient may require stabilization by hospital care team.
Roundsoccur;dzy A i { 20AFf 2 2NJ SNRA&
Family is notified or contacted about the potential need to
consider alternate care and accommodation.

Several instances of movement of patient within hospital or
across hospital sites. Communication with family regarding this
was often problematic (e.g., surprised to find patient moved).
CFrYAfASAE NBLRNI KI@Ay3a (2
know status of patient, as they rely of verbal messages from
various parts of the hospital care team for status.

May receive rehabilitation while in hospital.

Ample charting in paper chart and/or Hospital Information
system. Approach is highly variable across sites regarding what
Adak AayQi
learn variations when dealing with multiple sites/ floors.
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Databases used: Change Concepts:
Forms Observed2?2 #18. HOSPITALS +CGCACeate a tool that supports the person
Tracking Tools#4 doing discharge planning and family with information to
examine all viable services available, public and private. (e.g.,
Change Concepts: Care Concierge). Includes planning for home care and long-
# 15. HOSPITALSViethods to communicate inpatient medical term care.
patient status more visually, both with patients and families #19. HOSPITALS+CCAesign into the process a knowledgeable
and among the care team. Use of bullet rounds among staff person who can spend meaningful time with patients and
and whiteboards with patients has shown effectiveness in families, directly and early in process to explore all such
other areas. options.
#16. HOSPITALS+CGA@entation vehicles made available to #20. CCACReduce the burden of paperwork on families and make
people in hospital plus other locations, to apprise them of how communication more senior friendly.
to start planning for the future.
# 17. CCAC Create a method for tracking that replaces manual 3c. Classify ALC
Wl 23LIAGEE 1 [/ GNIOlAy3a (22f Q B Chaidsificatbnfdond by Physiciak, Widh &iick of Aretdatn2 £ & b
W/ athptRd RNI gy FNBY // !/ Q& LIaf Misskh& cae Gepidd SeOsSctioh Meflcienky 4 :
workflow directly. Compromisedcare® b 2GS GKIFG y2 AYydSNBAS
_ _ _ tohomecarSQ &G dzRé SELINB&&SR T NHz G NI
3b. Client Discharge Counseling 9 Clients begin paying S50 daily co-payment. See section

9 Client interacts primarily with the hospital Social Worker/
Continuing Stay Coordinator in partnership with the hospital
team to plan the transition to home. When home care or
placement is required CCAC is notified.

I Discharge counseling documentation may predispose people
to planning for long-term care. Ability to pay for other options
and other community services may or may not be discussed.

No decision support tools at point of care or elsewhere to

support systematic review of options with family.

Deficiency # 5 :Confusing financial messages.

Change Concepts:

#21.

#22.

LHING Explore idea of a single organization taking
responsibility for providing access to and/or paying for delivery
of all care of the patient once they are classified as ALC, even
while they remain in the hospital. This may include providing
or paying for nursing, personal support, and other allied health
services as well as collecting co-payment etc. (Requires home
care process capability issues to be addressed. See Report 1).
Hospital +LHINMake copayment information consistent
across sites within region, reducing use of jargon. As this
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aspect involves an assessment of ability to pay, this function requirement that placement counselors do a tour themselves
may be combined with another role of someone able to offer of all the homes in their region.
private pay options requiring such knowledge of ability to pay.

3e. LTCH Assessment
3d. Select LTCH + Counseling i Care Coordinator performs the RAI-HC assessment, a

T Counseling knowledge is based on experience and information standardized assessment performed provincially. Done as
that may not be recent. Not able to provide accurate wait designed, the RAI-HC takes approximately 1 hr to complete.
times, waiting list sizes for LTCHs. 9 See data processing path (RAl assessment itself seen to have

I Over 600 homes in province, each with unique size, features, marginal impact on client journey.)
service etc. No consumer friendly and searchable knowledge _ o o
bank available to public. Not possible for any person to provide Quinte HG Trenton Varnation | Torento Western Variation
comprehensive and timely counseling on what is available A hospital Placement Case A hospital Care Coordinator, (a
within this sector. Manager (a CCAC employee, CCAC employee arranging home

dedicated to placement), care + placement).

Quinte HC Trenton Variation | Toronto Western Vaation performed detailed RAI-HC - performs a brief assessment, @

Helping the client/ caregivers Helping the client/ caregivers assessment and face-to-face 10 minutes with the client.

select homes and all related select homes and all related counseling. Approx one hour to | Collect other information from a

counseling is aided by the CCAC | counseling is performed by the perform. Included laptop direct | review of hospital chart.

Coordinator hospital Social Worker. data entry. -completes RAI data in CCAC

- Other information was office.

Forms Observed0 provided in this exchange. - No families indicated any CCAC

Change Concepts: - All families aware of CCAC involvement within hospital.

#23. CCAQ Publish quantitative metrics on expected wait times involvement.

LTCH waiting list sizes. BrochuresSome LTCH brochures may be distributed.

#24. MOHLTG, Give patients more opportunity to be matched with Forms Observed23: The LTCH application package is completed-
an appropriate home by allowing more than 3 LTCH options, previous forms that were originated on inpatient unit. Choice list
especially important to those who may be hard to service. may be provided by client at this stage. Five to six forms require

#25. CCAQ Ensure that those helping in the selection of a LTCH are signature of client or family. (therefore faxing etc. at a later time).
fully knowledgeable about the options. This may include Databases3
training and certification for a given region, and potentially a

June 9, 2009 Pg. 31

t2y3



Having Their Say and Choosing Their Way Projecs LJ2 NIi H Y

Change Concepts:

#26. CCAOWS OA S §
encounter. Work with staff to see how information collected

iKS

/

NI

I 22 NRAY Ll (2 NRé&mpordnLetch).adaSaavyYSy i
# 28. CCACProvide counsel to the client/caregiver with regard to
issues such as changes in managing finances, moving logistics,

and time spent can be maximized towards having a positive

impact on the client experience.

3f. Accept & Discharge to LTCH

t $2 LX S Qa -tefrichis afdr Bejh @I spithzady” 3

G2 f2y13

wait list, placements nearer to family, assuring placement is

and other value-added service.

4 z Client Journey Location: L ong-term care Homes

I The client received a bed offer for one of their 3 LTCH picks.
I Theclient has up to 5 days to prepare and move into the LTCH,
otherwise the offer is withdrawn. 1
1 The family/caregiver helps move belongings from previous
home to LTCH, and arranges other details such as finances and 1

4a. Tour Long-term care Homes

Family caregivers usually tour LTCHs on behalf of patients

waiting in the hospital.

May visit many homes. Hospital provides paper based list of

termination of leases.

Quinte HC Trenton Variation
The client may be offered an
interim bed that is not on their
choice list. Often this LTCH is
over an hour from the
caregiver/family. If they refuse
this bed, they may be charged
$800 +day.

This caused a great deal of fear
in the interviewees.

Change Concepts:

Toronto Wesern Variation
No mention of an $800/day
charge was mentioned by the
interviewees.

As such, the stated theme of
making a decision out of fear
was less prevalent at site 2.

addresses of local long-term care homes. This is a small subset

of 600 + homes in province.

 Limited times are made available for tours at homes (e.g.,

Thursdays at 1pm). Tours may be of homes distant from

hospital, but closer proximity to a family member.

1 Each home arranges their approach to tours- what is covered

etc. Multiple phone calls with each home to arrange tours.

T CrYAtASa ast
Quinte HG Trenton Variation
Less sites to visit in the region
due to fewer tong term care
homes.

NOK FT2NJ WGKS

Toronto Western Variation
More long-term care sites to
visit. More mentions of use of
outside research (e.g., web,
media) than at Quinte HC-
Trenton.

# 27. LHIN- Investigate more client-centric, realistic, and effective

alternatives to encourage patients to take interim beds (such

as making rule changes so as to not lose priority level on LTCH

(highly variable)

NA 3K {

9 Databasesinternet research, media research, complaints site
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Change Concepts: details, and that family and LTCH facility personnel are
#29. CCAC + OACCACreate a provincial Wii NHza (G SR & 2 dzNXD S Quailabie NeRvelzdnfe the new resident.
which quality and characteristics about LTCHs can be shared.
This could take a number of forms such as publications using a | 5 z Data Processing Location: Hospital CCAC Office
standard template, reviews by Social Workers or Placement
Coordinators, reviews by an unbiased third party, DVDs, virtual

5a. Submit Completed LTCH package
{ This is done with some variations between sites as noted:

tours, etc.
#30. CCAC + OACCACdzLILI2 NII RS@St 2LIvSyd 2F I fSaa WO2vViiNRPff SRO .
AAGS GKEG FFYAEASE2 NR y2 H SYi2 &i Quinte HG Trenton Variation | Toronto Western Variation
After in RAl assessment, CCAC | After gathering information on
feedback on long-term care homes.
Coordinator returns to Main floor, CCAC Coordinator goes to
b. Arrive at L ong-term care Homes (Admit/ Move in) office of CCAC to complete the Hospital CCAC office where
1 Travel to the home would be done either by the caregiver or minor component of RAI she completes all of electronic
arranged by the hospital through Ontario Patient Transfer assessment remaining and RAI assessment and transmits to
(OPT). Sometimes done without family caregiver involvement. physical handoff to team Team Assistant at main office by
1 Medication orders and relevant medical history from hospital assistant for remainder of a method not observed.
may be communicated to LTCH via fax (was not transferred for processing.
some interviewees). Databases2
9 This is a time of great sensitivity for both the family of the Forms Observed: 20

resident who may have passed away (to create the vacancy)
Change Concepts

#32. CCAC Minimize and automate the data capture requirements
for CCAC personnel in the hospital. There is currently
significant overproduction and overprocessing of information.

and the family moving in their relative. Families sometimes
note the lack of sensitivity of each health system stakeholder
to overall gravity of situation.

Change Concepts: Some goals may include; that any piece of information should

#31. HOSPITAL/LTEBSaA3dy | WRAAOKI NHS (2 [beonlyentersdnceShatany dath gaptyred must inform care
ensures all medication and discharge instructions follow the delivery decisions by front line staff; that a CCAC Coordinator
patient, and that personal wishes of families are gathered and should be able to reasonably follow the same process in any
addressed in such important transitions. Assign a person to hospital in the LHIN, replace faxes with electronic transmission,
guide the transition, ensuring someone is attending to the maintain visibility of the state/process of a client to all relevant

a0l 1SK2f RSNA 6A0K2dzi | RRSR WGNI Of
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6 Z Data processing Location: CCAC Main Office I CCAC adds client to wait list for this home, noting relevant
client features (gender, accommodation type, care level, etc)
6a. Process and sendLTCH package to LTCHs within software system.
1 The information from the RAl assessment and the placement T 2KSNB Of ASyid I OOSLIII yQBoceksda Wo A (K
application package is copied 3 times, once for each long-term returns back to hospital for family to make another choice.
care home the client has indicated on their choice list. This is
couriered or faxed. Change Concepts:
T Homes have five daystoacceLJi 2 NJ Wg A i KK2t R #BOEH S Redues neg toggegeptance (S days) by long-term care
their long-term care home, and associated waiting list. home by providing relevant information from CCAC
Coordinator electronically.
Databases3 #36. MOHLTCAIllow expanded number of choices immediately,
Forms Observed1 particularly for those who are hard to serve, thereby
Tracking formsbed availability form expediting the process of locating homes willing to offer
residence.
Change Concepts:
# 33. LHING Eliminate the fax/courier step by creating a shared c. Vacant bed matched to client
repository with applications and RAI-HC assessments that f LTCH notifies CCAC of vacant bed by fax, within 24 hours of
allow the CCAC and LTCHs to be able to look up the relevant vacancy.
information. T {LISOATAO RSGIAf A 2F oKchregf GeLIS 27
#34. CCAC+ LTCekamine what is most valuable to the LTCH from medium care, male, female, semi-private, etc.) may be lacking
within the application and assessment package, and for how aslong-termcareK2 YS dzy RSNIi {$&a A& 246y Ay
long the information remains useful. Information collected and process. Other families internally may want the bed in
whose usefulness expires before being viewed should no question.
longer be collected. 1 Final details of vacant bed may come days later.
6b. Place Clients on Waitlists 9 CCAC locates ~3 potential clients from list for consideration to
I LTCH indicates acceptance to CCAC which then creates an Elace.vA p:oceslc, beginsA, t?at rrlay last days, Of gathezing . e A
WE OOSLII Yy OSQ tSGGSND [ SGGSNI A& %%Er"ae @3 63 RAYGE 2M Rl Wy u b U dza
attorney. considered. For hospital patients on the list, this will include
calls to Social Worker or other CCAC personnel at the hospital.
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Change Concepts:

#37. MOHLTC+LTCH + CCAfeate a provincial LTCH bed registry
that can be shared across all CCACs and LTCHs. This would
outline the specific details of each bed within each home, and
an overview of the high level clinical status of the resident
occupying this bed. From this data there would be greater
visibility on the resources and residents, thereby illuminating
what may be coming available. (e.g., wait times). Specific
details of the vacant bed, particularly the nature of roommate,
which dictates if room is male/female occupied, and
behavioural issues would be more transparent.

# 38. MOHLTCconsider an overhaul of long-term care home

regulations with goal of simplification of rules of access (see

conclusion of report).

# 39.
of person waiting due to a change of location (i.e. Both
practices of gaining 1a status while hospital is in a crisis, and a
patient losing community crisis 1a status when person in
community becomes hospitalized.)

6d. Offer Bed
 Placement Coordinator communicates with the
client/caregiver via phone.
I Family has a day to accept or reject the bed offer.

6e. Discharge from CCAC

9 Client status in CCAC system is changed to WischargedQf client

is accepted to a long-term care home that is their first choice.

T Follow up phone call (~6 weeks) to determine if person placed
in 2" or 3 choice wants to remain on waitlist for their 1
choice. If not, discharge.

LHIN Consider discontinuing practice of changing priority level

HY
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7 zData Processing Location: LTCH Head Office (s)

Not observed.
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5. Conclusion: Is the Process Capable of

delivering value to the client?

t $2 LX S Qa -tefrichis afdr BejhPI®spithzady 3 (2 f 2y 3

flaws include conducting assessments that may not be used later,
wait list information that is unavailable despite patient requirement

. . ; G2 OK22aSlistRaK2XBagl NB3dz I GAz2ya GKI G
Thus far, this report has answered the following questions: )
1 What does the client define as value? preplanning and others that encourage long-term care homes to
I Whatis the process used to deliver value to the client? always be fully occupied.
Recall the value statement: Infrastructure
& want help getting accurate information that | can lfyY2ald SOSNE az2Fiaol NB Odz2NNBydafe dzas
understand at the right time and place, including viable process is designed to serve the functional needs of a single
options, so my family and | can make the right decision organization or department. Such fragmented legacy IT systems lacks
for us. I want to feel confident that people care and to the architecture to allow for inter-enterprise communication so
0S GUNBFGISR ¢gA0GK FIANYS&aa | yR estedtial tokgportdie process.
b26> 6 HOboypalicha @KS LINEOSaa 27 Adtionells Sunnyespurggysysigys kegrranged functionally,
Currently, the process is not very capable of meeting patient and with functional managers (e.g., discharge planning, hospital intake,
family expectation for at least three reasons: the design, ownership organizational placement, long-term care management, etc)
and infrastructure are lacking. rewarding the attainment of functional excellence. (e.g., # of
7 assessments completed, % of occupancy of LTCH etc.). The ideal
Design inter-enterprise process, designed to deliver value by helping people
The process has not been designed on an end-to-end basis. There are with this transition, would be used to drive role definition.
few if tual perf tati izati A A s A o oA “ =
ew if any mutual per (?r.mance expec a' ions across organizations The resultis staffthatk NB € STG G2 YIyr3s (KS Kéo
anchored on what families need. Functional managers use the legacy o . . .
N oA Ny appllcaltlons,tf]at daq not move information to where it needs to go,
departmental processestomanad S U KSANJ Fdzy OuUA 2y Il 1 -NE I Qa. )
. . ] and that takes their time away from helping people.
performance improvement. As such, information about, for example,
bed avallal:?lllty.or new co.m.munlty' services is slow or unable to arrive | Ownership
to the destination where it is required. CKS 280ySNEKAL] 2F GKS WK2ALRGI G2 |
Further, the documentation of the process has been primarily effort. It is a group of people diffused across several organizations
functional, with few interconnections, electronic or otherwise, to who devote some part of their mindshare to the end-to-end 3 A
LINEROSaaQa LISNF2NNIYOSP ¢KAA RAFTTdAza S

support performance. The placement process needs inter-enterprise
redesign to optimize its performance. Specific examples of design

that the process has not been well documented end to end, that
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improvements have been historically small scale and slow to arrive. If
the authority to change the process comes by lobbying other
functional managers to make change, the changes will be tiring and
time consuming for all involved.

The infancy of the process design, ownership and infrastructure
around it are the major constraints to capably delivering value as
sought by patients, family caregivers and the public.

6. Moving forward

| Challenging the way we think about long-term care

access
Through these two sites, a number of questions were generated
about access to LTC. While they are not easily answered, they do

t

= =

S 2 LX S Qa -tefriechds aftdr BejhOidspitakzady 3 (12 f 2y 3

need required to access such a bed not kept at a fixed level?

2 2 dzf R

Why do some LTCHs have long wait lists while others have empty

beds? What can be changed about the sites that are not in

demand to make them more attractive than staying as an ALC

patient in the hospital?

52853

I NI Y QY SétaEDRIPINITCHS dedrease
or increase days spent in hospital? Could this restriction on

community access to LTCH increase patient flow to hospital?

52853

GKS LI GASYGQa

hospital stays?

FSEFEN 2F

Why can no more than three LTC homes be put on a choice list?

Can the available supply of LTCH beds be changed to enable

OKFftSyas a2vys 2F GKS s2N)Ay3 | a ST TRicking Mentfaving eniiprmly vgilaple Brivais [o4mg 5

options streamline access, improve care in homes, and reduce

system design:

9 Does the W7% LTCH occupancy funding incentiveClecrease ALC
days (by ensuring high utilization), or increase ALC days (by

cost to the system?

| Future areas of inquiry

FT2NOAY I K2 aL ( thit Bolds/AR padieBts untkaS W Shafpllgwdng i running list of questions participants raised in
South East and Toronto that may be explored in future sites:

spot opens in the LTCH)?

1 Which method would be more effective for providing
appropriate care for patients and reducing ALC days Ccontinuing
to expand capacity by creating permanent long-term care beds,

2 NJ SELJ Yy RA yoycredtifg SedicttéddatefnSed)
beds?

f 2K2 akKz2dAZ R 200dzL2 | [¢/1 ©S
going to long-term care homes differs. For example, when
vacancy rates go up, a new home is built, or a new wing is
created, CCACs go further down the waitlist. Why is the level of

1. What can be learned from crisis community placements

where the patient never entered the hospital? Can these

learnings be applied to improve the ALC process?

2.1 29

¢ K é)rogfra

R2Sa

m differ than waitin
27

SUSt

GKS SELISNASYyOS 27

%Jir;/_hé)sgi

tal?
RQ 27F

LS2Lx S
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Current status of improvem ent actions
Toronto Central

During the past year, Toronto Central CCAC has initiated a redesign
of its current service delivery model. The focus of change is on
improving value to clients, more effectively supporting transitions,
and helping hospitals address short and long term wait time and
capacity issues.

This project has had a significant influence on CCAC planning and has
helped to set priorities for transformation. Key building blocks of the
approach are outlined below.

A Population Focused Model of Care Coordination

TCCCAC is transitioning from a geographic focus to a population
focused case management model, where case managers specialize in
caring for certain client types. This will enable case managers to gain
a better understanding of client and caregivers, tailor processes and
communications to meet their needs, and strengthen partnerships
with stakeholders including physicians, hospitals, psycho geriatric
resources and others. Given their vulnerability and the results of this
project, frail seniors at risk of losing independence will be the first in
a series of population-focused teams in the future.

Intensive, Continuum -Focused Case Management for
Targeted High Risk Populations

The population-based model will introduce a more intensive case
management model for targeted high-risk populations. Intensive
case management has the potential to reduce avoidable admissions
to hospital, improve pre-planning and more proactively identify and
respond to issues of caregiver fatigue. In this model, care

t $2 LI S Qa -tefrichis afdr BejhPIHspithzady 3 (0 2

coordinators will follow their clients through the continuum of care.
Seniors receiving home care who are admitted to hospital will be
followed by their existing community care coordinator, who can help
them prepare to return to the community and support them in
makeing decisions about their next care destination.

Organizational Focus on the Client Experience

Toronto Central CCAC has committed to deepening its understanding
of the experience of clients. A promise of care and service
commitments are being established across all areas of client service.
Specialized training and orientation has been developed and the
provincial client satisfaction survey has been adjusted to capture
more feedback from clients. Other client experience initiatives
underway include:

1 Introduction of Client Quality Check PointSToronto Central
CCAC now performs check-in calls to all newly admitted
clients 1-2 days post-discharge from the hospital. This is
intended to provide support to the client in their transition
and to proactively address any issues or concerns that they
may have with their service.

T Communication RedesigiiToronto Central CCAC has
redesigned all client brochures based on feedback from this
report and client focus groups and input. The message is
simple ¢ Help is a phone call away. Call centre staff have
been retrained to provide a warm embracing experience for
all callers and further work is underway to take the call
centre response to a new level.
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Waiting at Home & Seniors Independence Project

These two projects have allowed Toronto Central CCAC to test very
different approaches to supporting seniors and their caregivers. One
is community based, with a goal to help seniors remain independent
in the community safely with more integrated support. The other is a
hospital Yh-reachCbrogram where community care coordinators
work with CCAC staff in hospitals to support clients to get back
home. TCCCAC has seen significant diversions from long-term care as
well as vastly improved results in measures of client experience and
satisfaction. Evaluations of these programs are available from
Toronto Central CCAC.

Together We Care

In March 2009, Toronto Central CCAC co-authored dTogether We
Care€ Xwhite paper exploring innovative ways to support patient
flow across the continuum during times of growing demand and
reduced capacity. The focus is on transforming system culture and
behaviours related to clients ¢ particularly when it comes to
traditional assumptions about long term care. The mantra is keeping
people home and getting people back home. This paper was tabled
at the hospital leadership (CEOs) in the Toronto Central LHIN, who
recognized that we need a change in approach across the continuum
at every level of the organizations that serve clients. The next step
includes a round table on the subject and research into an integrated
model of care for seniors.

Hospita | Transformation

Toronto Central CCAC has committed to transforming how it works in
hospitals with a goal to improve the value that it brings to clients,
rethinking key processes, and building stronger relationships with
hospital partners at all levels of the organization. A number of

HY

t $2 LI S Qa -tefrichis afdr BejhPIHspithzady 3 (0 2

significant changes are planned for the coming year, including a new
approach to working in the emergency department, redesigned
processes and workflows, and improved information and support for
clients as they transition home or to other care destinations. Other
initiatives include:

! HomeFirsg¢ K S
environment where life-altering decisions are not made in an
acute care bed. It has the potential to transform the current
referral process to long term care by refocusing everyone,
including discharge planners, physicians and the CCAC, on
the idea that patients should go home first if they are able.
Patients are assessed for their ability to go home with CCAC
support; decisions about long term care are made once a
client has returned to the community. Home First has shown
dramatic improvement in other jurisdictions, both in terms
of client experience and in reduced ALC to long term care.
Toronto Central CCAC is planning to phase in a Home First
approach with all of its hospital teams beginning in Summer
2009.

9 Early Naotification and Involvement of CCAC in Hospital
new automated referral system is being implemented in the
Toronto Central LHIN. Fundamental to this system is an early
notification to the CCAC of a hospitalization to improve the
timeliness and opportunity for their involvement. In early
tests, this has been critical to getting people back home (as
opposed to long term care) and providing improved support
to clients and families.

Crisis Placements
1A crisis placement designation gives priority to hospital patients in
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Pg. 39

t2y3

Gl 2YS CAshidaul deatihgla INB I OK



Having Their Say and Choosing Their Way Projecs LJ2 NIi

the LTCH placement processes, causing a ripple effect across the
system that has real impact on the client experience. This report
verifies that Al Crisis Placement causes confusion and may cause
further hospitalizations. Toronto Central CCAC and Toronto Central
LHIN have a steadfast commitment to avoiding the assignment of 1A
status to hospitals. However, Toronto Central CCAC continues to feel
the impact of other LHIN areas when they use this priority method,
and has therefore escalated this issue to a provincial review table.

Commitment and Focus from Board to Front Line
Toronto Central CCAC has committed to three major aims for
2009/10 that demonstrate wide spread commitment to
tranformational change. Overall transformation will occur over two
G2 GKNBS &8SINE | a
focused culture through the new organization. These aims included

9 Transforming Our Clients Experience;

 Transforming Our Work and Role in the Hospital;

9 Building Our Quality and Safety Capacity Across the

Organization.

G¢KAA LINP2SOGxX O2YO0AYSR gAlGK
Central CCAC in challenging our thinking and behaviours. It
significantly informed our path forward. We have chosen to radically
change the way we are structured, organized as well as how we

HY
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coordinator. This involved some phone tag between the family and
the CCCAC coordinator. The process is now more streamlined so that
patients can get easy access to the coordinator at predefined,
scheduled times on site in the hospital.

Staffing modifications

People who are waiting for long term care in hospital may not
require acute care, but they continue to have personal care needs.
Without adequate attention, their health status can actually decline
while they wait. This was a problem for Quinte Health Care, who
addresses it by adding personal support workers to help people with
needs such as feeding and ambulation.

There was a practice in South East Ontario of having all new LTCH
bed vacancies arising on Tuesdays, Wednesdays and Thursdays
offered to hospital patients before those clients with the same
priority in the community. This caused confusion to those waiting for
LTCHs and may have been counterproductive to the goal of reducing
unnecessary hospitalizations. This practice was discontinued

"RV Reng TOY'e | ¢

The South East CCAC and Quinte Health Care have established a
senior- level ongoing liaison process to action findings of the project.

FT2NJ (KS

F LILINEF OK OF NB F2NJ 2dzNJ Ot ASyida Fa | NBad#Z (¢
SouthEast
Placement Notification
Families of people hospitalized and looking for LTCH advice needed
to make a call to the CCAC to get assistance from the CCAC
June 9, 2009 Pg. 40
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Appendix A : Staffing Structure referral to the CCAC, or a linkage to other community resources to

YIEAYUGlLrAYy GKS LI GASYGQa AYRSLISYRSyOS

Social Workers and Continuing Stay Coordinators retirement homes, Hospice, Meals on Wheels, Alzheimer Day

The staffing structures differ at TWH- UHN and Quinte Health Care- Programs, etc.).

Trenton. At TWH, Social Workers employed by the hospital counsel

patients through the entire process of selecting choices, steering the CCAC Coordinator

family to complete most of the application package for LTCHs. In The staffing structures of Toronto Central CCAC and South East CCAC

Toronto, the CCAC Coordinator completes the final assessment for also differ within the respective hospital scenarios. At the South East

site, hospital patients come into contact with the CCAC Coordinator

eligibility.

with the encouragement of the hospital SW when the potential for
At Quinte Health Care, the CCAC Coordinator is involved sooner in placement is noticed. The SECCAC Coordinator is involved in
the process, triggered by the hod LIA G+ £ Q& / 2 y G A Y dzA Y@ucatirig th&famlli@ sodiFbiacénliesl, 2hJules, the expected wait
(who may be a Nurse). Both the Continuing Stay Coordinator in times etc. In Toronto, the Social Worker for the Hospital does much
Trenton and the Social Worker in Toronto take responsibility for of this counseling. The CCAC Coordinator in Toronto is involved only

02 Y'Y dzy A OF G A y 3 G2 GKS OfAS Ylj i K éonc@t%er';'clkem |'d sltaf)legtﬁe advﬁl?&a@ida gdbrﬁbﬂts, anH‘Jr%ofsth(t!hé Sazs
including any requirementstod St SOG [ ¢/ 1 Q4 GAGK LAKENBOINY 610K LAXBRDP . 2GK // 1/ Qa /22
. . ) assessment, and forward the completed application to the CCAC
For convenience, we will refer to the Social Worker and the
Main Qffice. There were obs rved,d}\ffer?nces |n2the eSchNamcs and
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time taken to complete the RAI assessment across sites.

though this is technically incorrect.
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InTor%néo, the %CAC C?ordma%or is on- sXcevglven the high volume of
patients going to LTCH. In Sout East the CCAC Coordinator is part

SW. The SW is a hospital employee. The SW uses a number of
) : ) o . time on site at Trenton, with the hospital scheduling family meetings
approaches to identify clients who may be a high risk of exceeding

GKS K2ALMAGHE Qa SELISOGSR f Syadk “dlthegopidigatononpredeienmined g 3 va NB 02 YLX A OF (
situation (e.g. frailty, co-morbidities, living arrangements, etc), or Waitlist Coordinator

who may need home care services. This role performs similarly in both sites. Waitlist Coordinators are

located within the CCAC office, and manage the communication

Ay @2t OSR YHGOKAYI FOFAEFGES [¢/1 08
waitlist. Once a LTCH vacancy is communicated via fax to CCAC

Once the patient has been identified, the Social Worker works with
the patient, family and care team to find a post-acute care option to
enable discharge. The SW then implements the discharge plan. This

) ) ) o ) Waitlist Coordinator, the bed is matched with potential residents by
may include a transfer to another inpatient unit in the hospital, a
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reviewing the wait list. The potential resident is then investigated for
their medical stability/ readiness etc.. This involves multiple phone
calls and could involve reassessments of the client in some
situations. Once a match is determined, the Waitlist Coordinator
communicates the bed offer, often to the patient or caregiver
directly. Regulations specify that patients may take up to 24 hours to
make a decision on a bed offer.
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Appendix B : Detailed Interviewee Statistics

Detailed interviewee Statistics

Figure2: Overview of People Interviewed

Location |Reason for admission or CCAC diagnosis|Placement location/ choice
QHC-TMH |Fall & CHF 1st

QHC Prostate surgery & dementia 1st

QHC seizures/ frail 1st

QHC Fall & CVA Home after first available offer
QHC Frail/old/ dementia 2nd

QHC Fall — Osteo 1st

QHC CVA Tao first available bed
QHC Frail & Osteo related Retirement home
QHC Fall & Blind 1st

QHC Dementia & 02 3rd

QHC CVA 1st

QHC Dementia 1st

QHC Dementia 1st

QHC Pain —frail/old 1st

QHC Dementia Ta first available bed
UHN-TWH |Kidney failure/ frailty waiting

UHN-TWH |Colon failure 2nd

UHN-TWH |CAD 1st

UHN-TWH |Failure to cope 3rd

UHN-TWH |Delirium 3rd

UHN-TWH |CHF 3rd
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Appendix C : Detailed Process Map lllustration.
¢CKA& A& |
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purposes only. A full map may be made available upon request from Doleweerd Consulting (www.doleweerd.com).
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