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Message from the Board Chair

On behalf of the Home and Community Care
Support Services Board of Directors, it is my
privilege to present our consolidated Annual
Report for 2022/23.

Our 14 Home and Community Care Support
Services organizations continued to deliver
exceptional home and community care services
over the last year, while updating or establishing
new policies and practices to meet provincial
legislation and regulations that came into effect
during that time.

Throughout the year, Home and Community Care
Support Services delivered on our commitment to
support health system modernization and meet the
priorities outlined in our mandate letter from the
Minister of Health. We are particularly proud of the
strides our 14 organizations made toward acting as
one unit, province-wide, serving all people across
Ontario.

In May 2022, Bill 175, the Connecting People to
Home and Community Care Act, 2020 was
proclaimed, and our teams acted quickly to ensure
the appropriate policies were in place and staff
equipped with the education needed to achieve
our compliance with these regulatory provisions.

Our teams also worked diligently to implement Bill
7, the More Beds, Better Care Act, 2022, which
amended the Fixing Long-Term Care Act, 2021 and
enabled the safe transfer of people who no longer
require treatment in hospitals to temporary care
arrangements in long-term care homes.

Our work supporting Ontario Health Teams
continued with the establishment of a province-
wide steering committee to support Ontario

Health Team implementation and home care
modernization. Home and Community Care
Support Services was an active participant at
Ontario Health Team tables across the province
and identified by many as a crucial partner.

We experienced a shift in our COVID-19 journey,
moving from pandemic response to restoration and
recovery. Our work with partners on vaccination
programs continued while our duties expanded to
include the administration of antiviral medication
in community and clinic settings. We also launched
five capacity planning initiatives as part of our
support for the Ministry of Health’s Plan to Stay
Open: Our Health System Stability and Recovery.

In 2022/23, our efforts to ensure all people in
Ontario had access to the same high-quality care,
regardless of where they live, continued by
providing staff opportunities to strengthen their
knowledge, awareness and skills to provide
culturally safe service to Indigenous, Francophone,
Black and other marginalized communities.

You will read about our progress in these areas and
more within this report. You will find that our
patients continue to be at the centre of everything
we do. Together, we are committed to moving
forward as high-performing organizations working
to realize our unified vision of “exceptional care,
wherever you call home.”

Joe Parker
Board Chair, Home and Community Care Support
Services



Message from the Chief Executive Officer

It remains my pleasure to lead Home and
Community Support Services through so many
successes and achievements during such a busy
and pivotal time in health care.

In 2022/23, our work continued to be guided by our
mission of helping everyone to be healthier at
home through connected, accessible, patient-
centred care. To ensure we were best positioned to
achieve our goals, one of my top priorities this past
year was the design of our organizational structure
and the establishment of a streamlined leadership
team. This included the appointment of five Chief
positions joining me as our provincial Executive
Leadership Team, and the establishment of a
regional model that will provide our 14
organizations the opportunity to work more closely
with nearby teams. Navigating the ever-evolving
health care landscape is challenging work, and I’'m
grateful to be doing it alongside such skilled and
dedicated leaders and staff.

As the COVID-19 pandemic evolved to a state of
recovery, we were pleased to re-open our offices to
staff, patients, caregivers and community members
across the province. We now have staff working in
a mix of locations through a hybrid workplace
model, including community and clinical settings,
patients’ homes, on-site and remote. This model
enabled us to effectively deliver face-to-face
customer service and care to patients, their
families and caregivers and to build strong
relationships with our health system partners. It
also enabled flexibility to be able to respond
efficiently to the shifting landscape of the global
pandemic and to ensure we are considering
opportunities to reduce our physical footprint in
line with guidance from Infrastructure Ontario.

We continued to support a diverse population of
patients, each with unique circumstances, culture
and health status. We remain committed to

providing a respectful, accessible and inclusive
environment for all patients, employees, partners
and the public. I’'m proud of the progress we’ve
made in building a culture of equity, inclusion,
diversity and anti-racism through education,
training and process improvements focused on
Black, Indigenous, Francophone, 2SLGBTQI+ and
other marginalized communities. We will continue
to improve patient outcomes and satisfaction by
collaborating with system partners to eliminate
systemic barriers.

Additionally, through our Equity, Inclusion,
Diversity and Anti-Racism committee, we made
strides in building a workforce that reflects the
diverse communities we serve. We also engaged
staff in a number of meaningful events and
educational opportunities aimed at fostering a
more comprehensive understanding of equity,
inclusion, diversity and anti-racism to help guide
them in their work. To continue to support the
rollout of these important programs and initiatives,
we created a new provincial position for the role of
Manager of Equity, Inclusion, Diversity and Anti-
Racism and invited members from our Community
of Advisors to join the interview panel in order to
ensure the candidate reflected the needs of the
communities we serve.

| am pleased to share the details of these
achievements and more within the pages of this
report. | am proud of the work we have
accomplished to date and excited for the work
ahead as we continue to provide high-quality home
care, long-term care placement and access to
community services to patients across Ontario.

Cynthia Martineau
Chief Executive Officer, Home and Community Care
Support Services



Introduction

In 2022/23, Home and Community Care Support
Services focused on making progress against the
goals outlined in our Annual Business Plan. It was a
busy and productive year, as we worked more
seamlessly together across our 14 organizations to
provide the best care possible to the people we
serve, all while supporting health system capacity
and recovery efforts as the global pandemic began
to wane.

With the Connecting People to Home and
Community Care Act, 2020 proclaimed into force in
May 2022, Home and Community Care Support
Services began to address the need for a number of
new provincial policies to ensure all 14
organizations were compliant with the new
regulations. The changes made across the province
in compliance with the legislation, outlined in detail
under the Description of Activities over the Year
section of this report, pave the way for
strengthened integration of home and community
care services in a transforming health care system.

In August 2022, the Ministry of Health released its
Plan to Stay Open: Health System Stability and
Recovery to address Ontario’s immediate needs
and to stabilize the health and long-term care
sectors for the future, and passed Bill 7: More Beds,
Better Care Act, 2022 enabling the safe transition of
people who no longer require treatment in
hospitals to temporary care arrangements in long-
term care homes. As a key health care system
stakeholder, Home and Community Care Support
Services responded to the immediate priorities
identified in Bill 7 by developing a comprehensive
implementation and staff education plan for those
involved in the long-term care placement process.
In addition, and to support the larger system-wide
goals identified in the Plan to Stay Open, we
developed a multi-year Capacity Planning initiative
that aligns with and supports the government’s
plan and provides for the implementation and
expansion of the following initiatives:

e Targeted service provider organization

incentives;

e Enhanced utilization of transitional care

beds in retirement homes;

e Increased neighbourhood models of care;

¢ Maximize and expand community clinics;

and,

¢ Optimization of direct care nursing and

therapy staff.
The targeted implementation of these five
initiatives began in 2022/23 and focused on our
hard-to-serve and other specifically identified areas
across the province, with the objective of
sustaining and improving home care and system
capacity.

A significant component of our work over the last
year was the ongoing support for and participation
in Ontario Health Teams. In 2022/23, Home and
Community Care Support Services had the
opportunity to support hospitals, primary care
providers and other stakeholders to test innovation
in home care delivery through our work with
several Ontario Health Teams. We continue to
inform working groups, consisting of Ontario
Health, the Ministry of Health and Ontario Health
Teams on critical functions, including care
coordination, service provider selection and
contracts, data sharing, privacy and evaluation.

At the organizational level, Home and Community
Care Support Services was engaged in establishing
a strategic organizational and leadership structure
building on our efforts to work more seamlessly
across our 14 organizations. With a provincial
Executive Leadership Team and Senior Leadership
Team in place, we had the opportunity for
enhanced collaboration and consistency of care for
the patients, families and caregivers we serve. The
launch of our provincial website in September
2022, as well as the implementation of a provincial
Guide to Placement into Long-Term Care Homes
and Guide to our Home and Community Care
Services, published in October 2022 and March
2023 respectively, ensure patients have access to
the same comprehensive information regardless of
where they reside in Ontario.




In 2022/23, we undertook a focused approach to
organizational design to ensure our most valued
asset, our people, are enabled to drive forward
innovation and excellence in patient care.
Following the initiation of our People Strategy in
early 2022, several key initiatives were
implemented in fiscal 2022/23. These initiatives
included the development of a framework for a
provincial wellness and well-being program and the
implementation of an inaugural Employee
Engagement Survey, the results of which were
shared with staff provincially and locally as well as
opportunities to inform action planning.

While working simultaneously to support health
system capacity and recovery following two

disruptive years of dynamic pandemic response,
aligning with new legislation and supporting health
system modernization, last year Home and
Community Care Support Services staff coordinated
and/or delivered more than:
e 35,700,000 PSW hours (+3.2% from
2021/22)
e 10,000,000 Nursing visits (+5.2% from
2021/22)
e 28,700 Long-term care placements (+4.4%
increase from 2021/22)

We are pleased to share our achievements over the
2022/23 fiscal year.



Population Profile

Below is a population profile of Ontario, which Population profiles for individual Home and
includes information on the number and type of Community Care Support Services organizations
health system partners across the province. can be found in Appendix One.
Area (km?) 908,699 Health System Partners:
Total Population 15,228,355
e 1000s of primary care providers
H 0,
Population Age 65+ 18.8% e 680 community support agencies
Population Growth Rate 1.16% ® 624 long-term care homes**
Population Density 16.76/km?2 * 150 hospital sites
e 100+ service provider organizations
Rural Population 17.2% ] )
® 100+ equipment and supply vendor sites
Indigenous Population 2.8% e 72 school boards
Francophone Population 4.7%

(including IDF)*

Low Income Population 14.4%

*IDF - Inclusive Definition of Francophones, including Francophones whose mother tongue is not French
** As of July 1, 2023

Sources:
¢ Ministry of Finance projections (2018-2041) via Ministry of Health Visual Analytics Site
¢ Statistics Canada 2016 Census via Ministry of Health Visual Analytics Site
¢ Home and Community Care Support Services Strategy, Decision Support departments



Description of Activities

COVID-19 PANDEMIC RESPONSE

The COVID-19 pandemic continued to have a
dramatic effect on health care in 2022/23 with
response and recovery efforts occurring
simultaneously. All 14 Home and Community Care
Support Services organizations were unwavering in
their efforts to make a difference and to be there
for the patients and families who have relied on us
during this unprecedented time in health care,
while also supporting our health system partners.

Vaccination and Homebound Anti-Viral

Administration

At the start of the year, the 14 Home and
Community Care Support Services organizations
were focused on vaccination and testing efforts
through redeployment and homebound vaccination
programs. Toronto Central alone administered 736
influenza vaccines and 647 COVID-19 vaccines to
homebound patients in 2022/23.

Home and Community Care Support Services began
accepting referrals from primary care and hospitals
for the administration of intravenous antiviral for
individuals diagnosed with COVID-19 using the
Health Canada approved Remdesivir, a broad-
spectrum antiviral medication that, when
administered within seven days of symptoms
appearing, reduces the need for hospitalization of
patients who are at high risk of developing severe
COVID-19. This service was initially offered as an in-
home nursing program, and after successful
adoption, a pilot program to provide this treatment
in clinic settings was introduced in several areas.
Remdesivir was administered in-home to 60
patients in Central while 23 patients in Central
West and 120 in Mississauga Halton received
infusions in clinic settings. Aligned with the public
health guidance, there are plans to further expand
availability of this treatment in 2023/24.

Building Capacity Through Pandemic

Response

COVID-19 continued to impact long-term care
homes, congregate settings and communities as a
whole. In response, Champlain introduced the Shift
Model to 208 retirement homes within the region
with the intent to limit the number of different
personal support workers providing care within a
single retirement home. Ensuring the efficient use
of limited human resources, Champlain worked
with patients and caregivers to create care plans
that spread care-related activities across the day,
rather than concentrated during peak hours. The
shifts supported increased infection prevention and
control practices which led to reduced risk of
spreading infection. Additionally, Champlain’s rapid
response nurses worked jointly with the Ottawa
Public Health Unit and Ottawa paramedics to
assess, manage symptoms and escalate care to
physicians for more than 500 residents in
retirement homes during COVID-19 outbreaks.
Also, the rapid response nursing remote care
monitoring team followed 156 COVID-19 patients
in their home.

In Waterloo Wellington, Home and Community
Care Support Services supported increased resident
admissions to long-term care as isolation beds re-
opened and homes required enhanced
communications and expedient information sharing
to fill available beds quickly. At the peak of this
work, in June 2022, 181 isolation beds were
reopened in Waterloo Wellington.

A Partner in Care

Supporting hospital surge capacity and patient flow
challenges, while monitoring alternate level of care
patients were priorities for all 14 Home and
Community Care Support Services organizations
over the past year. In Hamilton Niagara Haldimand
Brant, our COVID-19 work was so effective that the
team received the 2022 Partnership in Protection
Award from the Retirement Homes Regulatory
Authority. This award is in recognition of our



unwavering commitment to resident protection
and collaboration.

Our staff in the South East worked with local
Ontario Health Teams to provide regular updates
related to pandemic response and recovery efforts.
Partner meetings occurred weekly, bi-weekly and in
some cases daily. Barriers and action plans were
identified and reviewed for all patients with longer
standing alternate level of care to long-term care
designations. Managers closely monitored bed
offers and acceptance of alternate level of care to
long-term care patients with ongoing
communication at sites for patient transfer dates.

PROVISION OF HOME CARE SERVICES
Providing exceptional care wherever people call
home is at the core of what we do. In addition to
supporting the people we serve through
connected, accessible, patient-centred care, we
have continued to explore and implement new and
innovative ways to support health system capacity.

In 2022/23, Home and Community Care Support
Services supported over 650,000 patients across
Ontario with health assessments, creation of
individualized care plans and the delivery of
services at home or in community nursing clinics,
which included more than 35 million personal
support visits or sessions. The team also managed
the long-term care home assessment and
placement process for over 28,700 individuals.

Supporting Hospital Capacity and
Transitions

As health system recovery efforts were underway
in 2022/23, Home and Community Care Support
Services continued to develop partnerships to
support timely and safe transitions from hospital to
home or to long-term care, and to help ensure vital
resources, like hospital beds, were available for
those who needed them most.

In Central East, the Emergency Department
Diversion Committee was relaunched with
representation from Home and Community Care
Support Services, hospitals, service providers and
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community paramedicine partners. The committee
identified three immediate priorities, including the
development of a Multidisciplinary Mobile
Emergency Diversion team. Comprised of rapid
response nurses, occupational therapists,
physiotherapists and nurse practitioners as well as
community paramedicine partners, the team
assisted with immediate care needs, such as IV
medication administration, wound care and home
safety assessments until contracted services could
be secured. This temporary and urgent hands-on
care allowed patients to be discharged from
hospital, and/or prevent a return trip to the
emergency department. The Multidisciplinary
Mobile Emergency Diversion team was first piloted
in December 2022 in the Peterborough area, where
health human resource shortages were
pronounced. Since implementation, the team
helped divert 92 emergency department visits
within 120 days and provided care to 41 patients in
the community.

A Stroke Care Coordinator role was developed in
North Simcoe Muskoka to improve the transition
from hospital to home and provide ongoing care
for people who had experienced a stroke. Based
out of Royal Victoria Regional Health Centre and
supported by the Central East Stroke Network, the
program helped increase the number of stroke
patients admitted to the Home and Community
Care Support Services Stroke Pathway and
supported admissions to the pathway from all area
hospitals since it launched in January 2023.
Referrals to the Pathway program increased from
36 to 42 between Q3 and Q4 2022/23 and benefits
include warm handoffs of patients transitioned
from hospital to the community, reduction of
hospital readmissions for stroke patients and
improved integration between home care and
outpatient programs.

In the “@home” model of care, hospitals and
various health care partners work together to
identify and provide eligible patients and their
families with an integrated home care approach.
Patients receive @home care for up to 16 weeks,
after which many transition to Home and



Community Care Support Services for ongoing
health care and personal supports. Care
coordinators from Home and Community Care
Support Services Central supported the safe
transition of more than 360 patients through
@home programs from five hospitals including
through Humber River Heart@Home,
MackenzieHelps, MSHCare@Home, NYGH@Home
and Southlake@Home. Once safely at home,
coordinated, enhanced or bundled care programs
continued to bring together health care providers
to meet the individual patient’s needs, often with
one or more services such as nursing, personal
support, restorative or rehabilitation services and
medical equipment and supplies. The majority of
patients enrolled in the @home programs were
seniors at significant risk for re-hospitalization. This
model of care optimized patient recovery in a
patient-centred approach, while helping address
hospital capacity challenges.

The Central West Hospital to Home Direct Nursing
Service, which focuses on palliative care, supports
palliative patients through regular check-ins and
symptom monitoring from a dedicated team of
nurses. These nurses assess the patient and can
provide appropriate patient care to avoid an
emergency or acute care intervention. The Hospital
to Home nurse completes weekly clinical
assessments of the patient, their symptoms, the
situation in the home, and provides education and
resources to support the patient and their family so
the patient can remain safely in their own home. In
2022/23, the program served 128 unique patients,
with nurses providing 266 in-person visits, 243
telephone consultations and 366 virtual visits.

In 2022, Home and Community Care Support
Services Mississauga Halton partnered with Trillium
Health Partners, Schlegel Villages and Saint
Elizabeth Rehab Health to address a persistent
backlog of patients designated alternate level of
care awaiting rehabilitation in hospital by
repurposing transitional beds at Schlegel Villages.
Through this pilot, Schlegel Villages’ bed utilization
rate increased from 78 to 95%. The care program
lasts from two to eight weeks and provides
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intensive physiotherapy and occupational therapy
to support patients to return home. Between
December 1, 2022 and March 31, 2023, this
transitional care approach enabled the transfer of
13 patients designated alternate level of care for an
average 57-day length of stay. This helped free up
much needed hospital capacity and provided
patients with the rehabilitation services needed to
return home safely and more quickly than if they
had remained with an alternate level of care
designation.

Wound Care

The Central East Wound Care Interprofessional
Team worked together to provide virtual and face-
to-face wound care consultations, ensuring
patients throughout the region continued to
receive seamless, evidence-based, integrated and
high-quality wound care. In response to access
challenges presented during the COVID-19
pandemic, a digital wound care solution was
implemented to provide remote wound care access
to patients with high-needs isolated in their homes
and communities. In 2022/23, the Wound Care
Interprofessional Team provided 682 expert wound
consultations for 445 patients.

In 2022, Erie St. Clair introduced a Wound Nurse
Practitioner program to support complex wounds
within the community in a clinic setting. This
initiative supported wound care specialization and
hospital emergency department avoidance. Nurses
worked in collaboration with primary care
providers and prescribed intravenous antibiotics
and renewals of prescriptions to support wound
healing. This program supported 311 patients in
fiscal 2022/23. Future expansion of this wound care
initiative includes support and collaboration with
Ontario Health Teams and the hospital lower limb
preservation project.

In collaboration with contracted service provider
organizations and community partners, Home and
Community Care Support Services South East
developed a Wound Care Interprofessional Team,
consisting of specialized direct care and support
staff. Launched in fall 2022, the Advance Practice



Nurse - Wound, Ostomy and Continence will
provide direct nursing care for complex wounds as
well as mentorship and support to wound care
providers across the region. South East was excited
to trial this new model of wound management on
local and provincial wound care initiatives such as
diabetic foot wounds, pressure ulcer formation and
post-surgical dehiscence. In their first month, the
Advance Practice Nurse — Wound, Ostomy and
Continence visited more than 30 patients in the
community using a collaborative model of care in
partnership with local nursing providers.

Supporting Vulnerable Populations through

Unique Partnerships

Through unique partnerships with community and
health system partners, Home and Community
Care Support Services provides targeted care to a
variety of vulnerable populations in local
communities, including children and youth
struggling with mental health and addictions
challenges, vulnerably housed individuals and high-
risk senior populations.

Home and Community Care Support Services offers
Mental Health and Addictions Nurses programming
to support school-attending children and youth,
aged 4 to 21 years, struggling with depression,
addiction or other mental health issues. In
2022/23, Home and Community Care Support
Services North East partnered with Algoma Family
Services Care and Treatment Program and a local
secondary school in Sault Ste. Marie to deliver a
unigue mental health and addictions program in a
specialized classroom to support optimum function
for students experiencing mental illness. The
classroom is staffed with a teacher, an educational
assistant, a social worker, care and treatment
worker and a Home and Community Care Support
Services North East mental health and addictions
nurse to provide students with a safe space to
discuss their mental health needs and support one
another throughout their journey towards health
and wellness. The mental health and addictions
nurse supported the program twice a week through
early identification, assessing and monitoring of
mental health, medication management and
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education, addictions support, education to the
program staff and liaising between families and
physicians.

Home and Community Care Support Services
Toronto Central partnered with the City of Toronto
and Toronto Community Housing to develop an
integrated service model for Toronto Seniors
Housing. The model brought about new ways of
supporting senior tenants so they can age in place
with dignity and in comfort. The program aimed to
increase access to health and community support
services through enhanced integration of
community housing staff with home and
community care and other community services
staff. More than 15,000 tenants, aged 59 years and
older, live in 83 buildings across the city operated
by Toronto Seniors Housing. At the end of 2022, all
83 Toronto Seniors Housing buildings were
operating with the integrated service model.

Toronto Central care coordinators were assigned as
liaisons to the 59 Toronto Seniors Housing
buildings, housing approximately 13,000 tenants,
located within the Toronto Central catchment area.
Seniors services coordinators and care coordinators
were attached to buildings and worked in
integrated teams to provide wrap-around supports
to the tenants. This included connecting them to
home and community care as well as other
community support services. The program was
successfully implemented in the East, Mid-East and
Mid-West sub-regions of Toronto Central with
continued expansion planned in 2023/24.

In Champlain, we joined with community partners
including community health centres, community
paramedics, The Ottawa Hospital Cancer Centre
and Inner City Health to create the Vulnerably
Housed Working Group. The group aimed to
improve access to services for the vulnerably
housed population with significant chronic,
complex and palliative needs. This collaboration
helped inform the development of the Inclusion
Team comprised of three care coordinators, team
assistant and nurse practitioner to support
individuals who are unsheltered, vulnerably housed



and/or who have a mental health issue that
requires a different approach to conventional
service delivery. With the hiring of team members
still underway at the end of fiscal 2022/23, there
will be more positive outcomes to report as the
team is implemented in 2023/24.

Targeted Service Provider Organization
Initiatives to Combat Health Human
Resource Challenges

Home and Community Care Support Services
Waterloo Wellington engaged in a comprehensive
personal support service provision improvement
strategy in response to ongoing system-level health
human resource capacity challenges. The multi-
pronged initiative which was implemented in
October 2022 includes improvements such as
enhanced service allocation guidelines, an
enhanced approach to wait listing to support
patients with complex needs to receive service in a
timely manner, and a change in how service
provider organizations interface with the wait list.
As a result, 20% more people are receiving personal
support services.

Home and Community Care Support Services South
West implemented several successful palliative
care initiatives. The Palliative Patient Population
Guideline was updated and shared with contracted
service providers to ensure widespread
understanding and use. Additionally, an enhanced
billing rate was initiated for service provider nurses
who provide skilled palliative care. To support the
retention of more palliative care nurses, South
West utilized targeted funds to expedite specialized
education including Fundamentals, Comprehensive
Advanced Palliative Care Education and Learning
Essential Approaches to Palliative Care courses. The
success of these efforts is evident, with over 170
participants enrolling in palliative course offerings
throughout the South West area. This means that
more patients have access to nurses with
specialized skills in palliative care, allowing for high-
quality patient and family centered end-of-life care
in their place of choice, home.
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ESTABLISHMENT OF AN ORGANIZATIONAL
STRUCTURE AND STREAMLINED
LEADERSHIP TEAM

Developing a strategic organizational structure was
crucial for effectively leveraging the strengths of
our Home and Community Care Support Services
teams as we continued to deliver high-quality
patient care while also working to transform and
modernize the home care model.

We developed organization design principles to

guide our approach, which included:

¢ Moving with purpose toward a high performing
single organization, ensuring no negative
impact to patient care and stability of
core operations;

e Creating greater efficiency and
effectiveness while making sure our objectives
are achieved at both the local and provincial
level;

e Leveraging talent across our organizations,
promoting collaboration and empowering staff;
and

e Carefully considering changes in reporting
relationships where it strengthens our ability to
function effectively.

As a pillar of the health care system, establishing
Home and Community Care Support Services’
Executive Leadership Team was an important
milestone for the evolution of our organization. In
August 2022, to support and lead alongside with
our Chief Executive Officer, we appointed five chief
positions — Quality, Safety and Risk Officer; Patient
Services Officer; Corporate Services Officer and
CFO; Strategy, Transformation and Engagement
Officer; and Human Resources Officer. These
foundational roles provide the leadership necessary
for the continued delivery of high-quality

care, while developing and implementing our
business and operational plans and supporting
health system transformation and home care
modernization through Ontario Health Teams.



With these roles in place, the focus turned to
effectively aligning our provincial teames, filling
gaps, and improving the way we work together
locally and provincially to support our ability to
deliver the best possible care for the patients we
serve. To achieve broader organizational goals and
objectives, Home and Community Care Support
Services organizations were clustered into four
regions — Central, East, North and West —respecting
and including the local organizations. This regional
model enables us to maximize our current
resources, increase efficiencies and build
consistency across the province. The overall
organizational design reflects our provincial
cohesion with the additional ability to adapt to
reflect local nuances.

With recognition of the great depth of experience
and expertise across the province, realignment of
the Vice President and Director teams has taken
place to ensure our leadership structure is fully
aligned to our strategy through new functional
portfolios, where a number of vice presidents have
regional and/or provincial responsibilities for
specific initiatives and/or areas of expertise. This
includes the implementation of Patient Services
Regional Lead assignments for the West, Central,
North and East regions. Similar alignment activities
have occurred within the Human Resources,
Finance, Communications and Strategy leadership
teams to ensure a complementary structure is in
place across the organizations. These roles are
instrumental in advancing streamlined program
planning, promoting fiscal responsibility and
ensuring our strategic aims are met as outlined by
the Ministry of Health and our Board.

As organizational design and realignment activities
progressed through 2022/23, the Senior
Leadership Team (comprised of the Executive
Leadership Team and Vice Presidents) remained
committed to supporting staff across the
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organization through regular updates and through
transparent and effective communication including
regular People Leaders meetings and All Staff
Town Halls. Home and Community Care Support
Services is at the threshold of transformation and
these organizational design changes support us to
deliver on our mandate.



ADVANCE HEALTH SYSTEM
TRANSFORMATION

Home and Community Care Support Services is a
key partner in advancing health system
transformation through the development of
Ontario Health Teams across the province and their
development of local integrated care delivery
networks, including the strengthened integration of
home and community care services and the
modernization of service delivery.

All 14 Home and Community Care Support Services
organizations across Ontario have been actively
partnering with most Ontario Health Teams and
supporting those still in the development phase.
We established a province-wide steering
committee to support the implementation of
Ontario Health Teams, home care modernization
and a standardized Ontario Health Teams
Participation Agreement to promote greater
consistency as planning progresses, in alighnment
with our role as crown agencies.

Leading Projects

As part of an evaluation process supported by
Ontario Health, Home and Community Care
Support Services helped select seven Ontario
Health Team leading projects that will inform
provincial planning related to home and
community care modernization. Through this work,
Home and Community Care Support Services
organizations are supporting hospitals, primary
care and other stakeholders to test innovation in
home care delivery, while also maintaining stability
in the home care system as a whole.

Thorncliffe Park Community Hub, a leading project
through the East Toronto Health Partners Ontario
Health Team, services a high-needs population and
is available as a safe, accessible, community-
centred space where residents can access health
and social services and programs. Home and
Community Care Support Services Toronto Central
is collaborating with the partners to co-design the
hub as a full-service community space. Throughout
2022/23, the Hub served as a COVID-19 mass
immunization clinic serving the residents of
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Thorncliffe Park, which was designated a COVID-19
hotspot. After conducting an environmental scan of
nursing clinic sites across the city, as well as the
home care service utilization rates for Thorncliffe
Park residents, Home and Community Care Support
Services Toronto Central identified a need for a
nursing clinic in Thorncliffe Park to improve patient
outcomes. As a result, four nursing beds in the
Thorncliffe Park Community Hub are now being
supported.

Central East is supporting the Durham Ontario
Health Team leading project - an integrated system
of care for the residents of the Downtown Oshawa
Neighbourhood. The health status of the residents
that fall within that catchment area is significantly
below that of the rest of the Durham Region and
results in higher utilization of

emergency, community and social services along
with higher rates of chronic conditions when
compared to the regional average. Additionally,
located within the Downtown Oshawa
Neighbourhood is a mid-rise 10-storey apartment
building with 150 residents who are 60 years of age
and older with rent geared-to-income and socio-
economic challenges. Through the Downtown
Oshawa Neighbourhood integrated model of care,
patients can access care through various providers
on-site including care coordinators, community
paramedicine partners, Lakeridge Health Mental
Health Services, Community Care Durham and
contracted service provider organizations. Care
may also be accessed through self-referrals and
primary care referrals. The patient pathway is
premised on the principle of "no wrong door" to
care and services. In time, the Downtown Oshawa
Neighbourhood model of care will be scaled to
support the entire region.

Outside of this work, Home and Community Care
Support Services organizations partnered with
Ontario Health Teams in focused areas such as
system navigation, reducing the number of patients
designated alternate level of care, access and flow,
emergency department diversion and hospital
admission avoidance. We continued to collaborate
with health system partners in the advancement of



innovative system level improvement in order to
enhance the patient experience and build system
capacity while also supporting Ontario Health
Teams to advance toward maturity.

Access and Flow

Home and Community Care Support Services
Central has been an active member of the North
York Toronto Health Partners Ontario Health Team,
which brings together a continuum of care
providers, including 22 core partners, more than 30
alliance partners, a Patient and Caregiver Health
Council and a Primary Care Network with over 200
primary care physicians. Home and Community
Care Support Services Central helped design and
implement a new transitional care program to
support patients with medical and/or social
complex needs. North York CARES (Community
Access to Resources Enabling Support) provides
integrated, multi-disciplinary care, including high
intensity home and community supports to
identified patients. Based on patient satisfaction
and successful outcomes, the program doubled in
enrollment size in 2022/23, enabling more than 60
at-risk seniors to remain safely at home.

Integrated Patient Care Teams

The Guelph-Wellington Ontario Health Team
established Integrated Patient Care Teams in
2022/23. Home and Community Care Support
Services Waterloo Wellington co-led the design and
implementation work and embedded care
coordinators and a mental health and addictions
nurse in primary care teams. The model focused on
enhanced information exchange and innovation in
digital health and enabling technology. To this end,
care coordinators within the Guelph-Wellington
Ontario Health Team Integrated Patient Care
Teams have access to the primary care electronic
medical record and add notes and send messages
to team members, improving communication
across the team. Improving communication with
primary care partners means better coordination of
services for patients and more seamless care across
different sectors.
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Emergency Department Diversion

Home and Community Care Support Services
Mississauga Halton provided staffing for the nurse
navigator role within the Seamless Care Optimizing
the Patient Experience (SCOPE) program, which
promotes integrated and collaborative care
between primary care, hospital services and
community health partners to serve patients with
complex needs. Through a partnership between
Connected Care Halton Ontario Health Team,
Halton Healthcare, and Community Paramedicine,
this role was extended to March 29, 2024 and
expanded into the Remote Care Management
program in Mississauga Halton. SCOPE initiatives,
like the nurse navigator, contributed to an average
60% emergency department avoidance. As of
March 31, 2023, the program had monitored and
supported 161 patients with an average length of
enrollment of 43.6 days. The program had a
reported satisfaction rate of 81%.

ADVANCE HOME AND COMMUNITY CARE

MODERNIZATION

In May 2022, the Connecting People to Home and
Community Care Act, 2020 (Bill 175) was
proclaimed. Most regulatory provisions under Bill
175 came into force immediately, with others
following in September 2022. Accordingly, Home
and Community Care Support Services began to
address the need for a number of new provincial
policies to align practice changes across our 14
organizations in compliance with the new
regulations.

Several workstreams were established to develop
policies accompanied by guidance documents and
education materials in support of local change
implementation. Areas of focus included care
coordination, transition planning, Patient Bill of
Rights, patient complaints management and
incident management protocols, French language
services and the provision of personal support
workers in long-term care.

All 14 organizations were engaged in the provincial
review and development of the policies,



procedures and resources developed in alighment
with the legislation. Additionally, all organizations
conducted thorough reviews of existing local
policies and procedures to ensure alignment and
compliance.

Each Home and Community Care Support Services
organization worked closely with contracted
service provider organizations to achieve
compliance with requirements around the Patient
Bill of Rights, abuse prevention and complaints
management along with other aspects of the
regulatory provisions.

Implementation of the modernized Patient
Bill of Rights

Patient care is the core function of Home and
Community Care Support Services. Patients,
caregivers and families are key partners in care and
a Patient Bill of Rights sets the foundation for how
they can expect to interact with, and be treated by,
each Home and Community Care Support Services
employee, as well as contracted service providers.
The rights outlined in Section 9(1) of Ontario
Regulation 187/22 under the Connecting Care Act,
2019 are closely aligned with our mission, vision
and values, as well as our strategic priorities, and
will continue to be promoted, respected and
upheld through our dedication and commitment to
the patients and families we serve.

A provincial policy was developed and rolled out in
May 2022 to support the implementation of the
updated Patient Bill of Rights outlining our
responsibilities for promoting and distributing this
information to staff, contracted service provider
organizations and patients, families, caregivers or
substitute decision makers. Under the policy, and in
alignment with the regulation, the modernized
Patient Bill of Rights is displayed prominently in all
Home and Community Care Support Services
offices, on our website, as well as in the offices and
clinics of contracted service providers.

The Patient Bill of Rights is available in both official
languages as well as Arabic, Chinese, Greek, Italian,
Portuguese, Russian, Spanish, Tagalog and Tamil,
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and is available in other accessible formats such as
large print and audio to support the diverse patient
populations within Ontario.

Care Coordination Policies

New provisions included within the regulation
expanded the scope of home and community care
services and created more flexibility in how care is
delivered. These provisions related to care
coordination required us to develop new provincial
policies and procedures to support consistent
compliance across the province with the goal of
standardizing guidelines and procedures, wherever
possible, across all 14 Home and Community Care
Support Services organizations. These policies were
in effect as of May 1, 2022. While some Home and
Community Care Support Services organizations
had existing policies that covered these areas,
these now better align with the requirements in
the new regulation and are now consistent across
the province.

A new provincial Transition Plan Policy provides
direction to ensure a patient’s seamless transition
from Home and Community Care Support Services
following discharge from our services. Care
coordinators routinely provide a written transition
plan for all patients with chronic and complex
conditions with two or more active services in the
final six months prior to discharge from our
services, upon request by the patient or at the care
coordinator’s clinical discretion. The policy
indicates the care coordinator must ensure the
patient is prepared for transition through early
planning with clear, timely and accurate
communication. Additionally, the care coordinator
promotes self-management skills and the need to
secure other appropriate or alternative resources,
such as contact information for community and
social supports.

The provincial Personal Support Services in Long-
Term Care policy clearly defines the circumstances
under which patients transitioning to a long-term
care home and/or residents residing in a long-term
care home would be eligible for personal support



services funded by Home and Community Care
Support Services.

Additional provincial policies developed or
standardized included a Care Coordination Services
policy, a Care Plan policy, Eligibility Criteria for End-
of-Life Services for Out-of-Province Patients policy
and Service Allocation policy.

Accessible Formats for Patients and

Member of the Community Policy

Actions were taken across the province to support
compliance and consistent application of the
requirements under Section 3 of Regulation 187/22
related to the availability of information to patients
and substitute decision-makers in a clear and
accessible format. In January 2023, a provincial
policy was developed and implemented across our
organizations that outlines our commitment to
upholding the right for patients to receive clear and
accessible information about their home and
community care services. This commitment was
also enshrined within the modernized Patient Bill of
Rights. Additionally, this requirement aligns with
our existing responsibilities under the Accessibility
for Ontarians with Disabilities Act, 2005.

To support awareness of, and compliance with, the
above requirement, Home and Community Care
Support Services developed an Accessibility
Statement that acts as a declaration of our
commitment to the Accessibility for Ontarians with
Disabilities Act, 2005 and Ontario Regulation
187/22. This statement is included within the new
policy with the expectation that it is to be
adopted/embedded into local policies and
procedures. A provincial email address for
accessibility related enquiries was also created
(HCCSSAccessibility@hccontario.ca) and listed on
our website to support public requests for
accessible documents.

French Language Services Policy

In alignment with our obligations as crown
corporations under the French Language Services
Act, and Section 29.1 of Ontario Regulation 187/22
under the Connecting Care Act, 2019 to actively
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offer our services in both official languages, a new
provincial French Language Services policy was
developed and implemented across the Home and
Community Care Support Services organizations in
September 2022. The policy enabled a consistent,
inclusive and equitable approach to the provision
of French language services in meeting the needs of
Francophone patients, families and caregivers.
Fundamental to the policy is the concept of active
offer, meaning that services in French are to be
offered to the patient upon first contact and
throughout the patient journey.

Patient Abuse Prevention, Recognition and

Response

Under Section 28 of Ontario Regulation 187/22, all
Home and Community Care Support Services
organizations are required to have a plan for
preventing, recognizing and addressing physical,
sexual, mental, emotional, verbal and financial
abuse of persons who receive home and
community care services. The abuse prevention
plan must provide, among other things, for the
education and training of both staff and volunteers
in methods of preventing, recognizing and
addressing the above types of abuse. Home and
Community Care Support Services must also ensure
contracted service provider organizations have a
plan.

Home and Community Care Support Services
developed a provincial plan to support a consistent
approach to preventing, recognizing and
res