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Background
Among Canada’s largest health care system challenges are 1) increasingly common chronic diseases like heart failure, and 2) “alternate level of care” (ALC) patients. Over 350,000 Canadians have heart failure, and half are readmitted to hospital each year. Managing heart failure is difficult and patients are often hospitalized because of improper disease management. Hospital patients designated ALC (representing 20% of all acute care beds in Ontario in 2008) no longer require acute care but cannot be discharged, due to the lack of post-hospital resources. It is estimated that 60% are waiting for nursing home beds. Despite their prevalence in Ontario hospitals, little is known about ALC patients. 
The Change Foundation has recently funded a study — led by Dr. John Hirdes of the University of Waterloo and the Homewood Research Institute  — to examine risk factors for disease deterioration and barriers to medication use in home care (HC) clients with heart failure, as well as to investigate the care needs and discharge rates of ALC patients waiting for long-term care in acute hospitals.

Methods
The RAI-HC is a scientifically based comprehensive assessment of a person’s strengths, preferences, and needs, and  Community Care Access Centre (CCAC) case managers have used it since 2002 to assess all long-stay (longer than 60 days) adult clients. All Ontario ALC patients in acute care waiting for LTC also undergo RAI-HC assessment. The provincial RAI-HC database includes 1 million long-stay HC client records and 60,000 records for clients in acute care hospitals awaiting LTC placement. RAI-HC records have been linked to Ontario CCAC service and discharge records to determine service utilization and LTC discharge. 

Results
Of 21,000 identified clients with heart failure, less than 30% are receiving ideal medications and almost 30% are receiving none. Clients who are 85+, have physical decline, are behaving disruptively, or have chronic obstructive pulmonary disease are less likely to receive heart failure medications. Some LHINs rank better than others in medication use. 
ALC patients are more clinically complex and have higher caregiver burden than HC clients, but a substantial subgroup has a similar clinical profile to elderly long-stay HC clients. Six-month LTC admission rates increased as the validated priority score increased in the HC population, but not in the ALC sample. Powerful clinical variables do not predict LTC placement in acute ALC patients; the patient’s geographic region was found to be the only significant predictor. 
Conclusions
The preliminary results identify barriers to care for heart failure clients and will initiate development of home care interventions to improve disease management and quality of life. The underuse of heart failure medications points up the need for primary care to address this issue. Overall, the clinical characteristics of ALC patients waiting for LTC indicate that some of these patients might be successfully managed in home care, while a substantial number would be suited for supportive housing. Analysis of ALC discharge to LTC indicates that the classification ‘ALC patient waiting for LTC’ is not always driven by clinical need. 
The research model used in this examination will be applicable to many chronic diseases and will have a real impact on the health of older Canadians.
