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EXECUTIVE SUMMARY

This case study on the hospital and home care interface is composed of three “mini” case
studies in three different sites across Canada. The first site, the Carelinks Program in the Simon
Fraser Health Region in British Columbia, is an example of a specific, targeted program to facilitate
the movement of clients from the hospital to home care. Specific funding was obtained to initiate
this program. The second site was the Alberta East Central Regional Health Authority. Regional
health authorities have hospitals and home care under one administration. Thus, while not a specific
hospital to home care initiative, regional health authorities have the potential to move funds, and
innovate, at the hospital and home care interface. The third site was the East York Community Care
Access Centre in Toronto, Ontario. This site provided examples of innovative activities which can
take place even in a more traditionally structured model of health care service delivery.

One of the unique features Garelinks, and the philosophy which underlies it, is that
Carelinks is designed to be a community “inreach” into the hospital. The model provides a more
consistent approach to care because the community approach to care starts right in the hospital and
carries on as clients are transferred to the community.

Carelinks was officially started in February of 1999 in the Eagle Ridge (ERH) and Royal
Columbian Hospitals (RCH). However, the start of the program was not without incident. In order
to establish Carelinks the region submitted a proposal to the BC Ministry of Health to borrow $2
million to launch the program. In order to pay back the loan, a ward of 30 beds was closed at the
RCH. In addition, a few social workers who had been doing discharge planning were let go. This
created some tension and ill will which lingers to this day.

Carelinks staff and physicians noted that there did not always appear to be adequate resources
in the community to care for the people discharged from the hospital. While the Carelinks client
coordinators recognized the challenges of their positions and of fitting into a large pre-existing
hospital system, they were generally positive about the progress being made.

Physicians were asked about how successful or unsuccessful Carelinks coordinators were in
facilitating a smoother discharge from the hospital, ensuring better home support and reducing the
length of stay. Responses were on a five point scale with the mid-point being neither successful or
unsuccessful (about the same as before Carelinks). In terms of facilitating a smooth transition, initial
findings were that 31 percent of physicians felt it was about the same while 64 percent thought that
the coordinators were very or somewhat successful. Physicians who had daily or weekly contact with
Carelinks had the highest proportion of scores of very successful (24 percent). With regard to the
provision of better home health care support, 46 percent of physicians thought Carelinks had been
very or somewhat successful and 43 percent thought things were about the same. The comparative
proportions for achieving reductions in hospital stays were 47 percent and 42 percent respectively.

In terms of lessons learned from staff, the clear message was that the implementation of
Carelinks was made more difficult by bed closures and job losses. It was also noted that while home
care services often have to justify the cost-effectiveness of new initiatives, the same standard is
generally not applied to other services such as hospitals.



It wasfelt that there had not been an adequate involvement of physiciansfrom the beginning
of Carelinks and there was a recognition of the key role physicians play in the care process.
Furthermore, it was aso noted that more services are needed particularly during evenings and
weekendsto handletheflow of clientsdischarged from the hospital . Finally, the point was made that
hospitals have to take clients seven days per week and twenty-four hours per day and that home care
needs to recognize thisreality and try to factor it into their policies and practices.

East Central Health isavery rural areawith anumber of small villages and towns. There
are no major urban centres or tertiary hospitals and the population is spread out over 38,000 square
kilometers. There are 58 municipalities in the region and approximately 104,000 inhabitants. The
rural nature of theregion providesanumber of challengesfor delivering health care servicesthat are
generaly not found in more urban environments. East Central Health has the “oldest” population
profile in Alberta with around 14 percent of the population being aged 65 years or older compared
to ten percent for Alberta as a whole.

Regionalization brought about significant changes in the health system. When regionalization
was implemented 14 hospitals boards and three community health boards were disbanded and the
positions of the 17 Chief Executive Officers of these organizations were terminated. Most
administrative services such as materials management, payroll and human resources were centralized
under the new regional administration. Hospitals were turned into Health Centres and, typically, a
senior nurse was promoted to the position of Health Centre Administrator.

In 1995 when regionalization started, there were cuts to most components of the health
system. However, since that time there has been a clear priority on strengthening home and
community services. While hospital beds were reduced by about half, (from 624 in 1995 to 313 in
1999) and continuing care beds by about ten percent (from 902 to 819), homecearedr
significant budget increases.

When asked why the different parts of the health system were able to work together some
respondents noted that the severe cuts forced people to collaborate to increase the efficiency and
effectiveness of health services. It was noted that in areas where there was less pressure, there had
also been less collaboration. The role of the Board and the leadership it provided was also felt to be
a key factor by all levels of staff. Home care seems to be working as an alternative to acute care and
residential long term care in East Central Health. However, the work between hospitals and home
care also served to reveal the next major need which is housing. Supported housing plus home care
IS seen to be a way by which the rate of institutionalization can be further reduced.

With regard to the perspectives of care coordinators and home care staff, they felt operations
worked reasonably well during regular hours, Monday to Friday. However, care coordination was
seen to be more of a challenge in the evenings and during weekends. For example, a client may be
slated for discharge on Monday but actually be discharged on Saturday. In this situation, home care
may not be notified in time or it may be difficult to connect with home care.



Care staff felt that a consulting physician located in home care would increase coordination
between home care and physiciansin the hospital. It was aso noted that over time home care may
need to become a seven days per week, 24 hours per day service. In addition, as some clients may
try to use politicians and lawyers to obtain the care they think they need, there should be some way
to provide support to home care staff in such circumstances as they feel under increased pressure.

TheEast Y ork Community CareAccessCentr eservesthe community of East Y ork which
has a population of approximately 107,000 people. It isone of six Community Care Access Centres
(CCACs) in the Toronto area, and it serves a multi-cultural, multi-ethnic population. There is one
hospital in East Y ork, the Toronto East General Hospital, which has 340 inpatient beds and admits
over 18,000 people per year. It servesan areawhichislarger than East Y ork. Servicesin Ontario are
organized in a somewhat traditional manner in which the Ministry of Health and Long-Term Care
funds various sectors of the health system directly.

Staff of the East Y ork Access Centre and the hospital work closely together. Access Centre
staff work at the hospital seven days per week to enable clients to go home quickly from the
emergency department and inpatient wards. Care coordinators work with hospital staff to develop
adischarge plan for clients to go back home or to be placed in along term care facility.

A key finding for East Y ork was that in the absence of a more formally integrated system,
such as regionalization, administrators and health care providers can still take the initiative to
promote a more integrated and systems-oriented approach to care delivery. Such initiatives are,
however, dependant on the individuals involved and their willingness to work together to ensure
better care for the people they serve. There are generally few structural or financial incentives for
collaboration, although there is an incentive regarding the quality of patient care. In fact, there are
often disincentives for collaboration. Thisisillustrated in East Y ork where the Access Centre has
afixed budget but there has been increasing pressure to take on more clients from the hospital.

Inthisenvironment, one method of integration isthat of devel oping pilot projects on matters
of mutual interest such asclinical pathways that continue across both sectors. One example of such
clinical pathways is the Integrated Community Care Pathway for Transurethral Prostatectomy
(TURP) Clients. This clinical pathway provides an integrated and system-wide approach across
hospital care and home care. Another major initiative is a Cardiac Care Pathway that goes from the
hospital to the community.

The nursing shortage which seemsto have devel oped across Canadais starting to impact the
ability of the Access Centreto meet itsobligations asit is becoming increasingly difficult for home
care agencies to recruit new nurses. This problem has been further compounded by the salary
differentials between nurses in the hospital and those providing care in the community. Also, with
the pressureto take on moreclients, particularly from the hospital, the Access Centre and home care
agencies haveincreasingly moved to providing care seven days per week and, at |east on an on-call
basis, 24 hours per day.
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In East York, a number of steps have been taken to facilitate the hospital and home care
interface. Formal mechanisms of communication have been established at the senior management
levels. Thereisjoint work on discharge planning and on the devel opment of clinical pathwayswhich
span the hospital and home care continuum. There are other special programs which have been
established such as a close working relationship between the oncology clinic in the hospital and
home care such that someindividuals who would otherwise have been admitted to the hospital can
go directly to home care.

The main issue with regard to funding which emerged was the difficulty of transferring
money between different components of the health system at the local level. One suggestion wasto
seeif the Ministry of Health and Long-Term Care could develop some way of tracking costs on a
full case cost basisand devel op somemechanismsfor re-allocating dollarsbased on the actual site(s)
of service. Another point was that there did not appear to be any method of rewarding superior
performance in the existing funding models. It was suggested that some form of envelope funding
could be developed which could include hospitals, home care and other related areas. Having a
funding envelope would facilitate the transfer of resources between sectors because there would be
one overal budget instead of several different budgets. It was also noted that there should be
incentives for the development of more broadly based and integrated information systems and for
the incorporation of new technologies into clinical practice.

Envelope funding was also suggested at the micro-level so that care providers could best
match the needs of clientswith the resources available. Thisisharder to do with current policieson
maximum hours of care and care digibility (e.g., one can only get subsidized equipment if oneis
formally on the home care program). It was also suggested that there could be additional funding
targeted to post-hospital discharge clients to facilitate the movement of clients from hospitals to
home care. Currently, CCACs have fixed budgets and have no financial incentive to admit such
clients.

In terms of lessons lear ned from the three mini-case studies, the following points appear to
be key elements in developing a more integrated continuum of care between hospitals and home
care:

. The Board and senior management should exhibit vision, leadership and commitment
to the initiative. This is probably a critical success factor.

. There should be some degree of separation in how funds are shifted between
hospitals and home care. If the transfer is too direct and people lose jobs as part of
the transfer there may be ill will that can linger for a long time.

. Transitional beds may be a useful component of a hospital and home care initiative
because they allow people to recover to the point where they can go home instead of
to a long term care facility.
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Developing initiatives on a direct cost recovery basis may cause some problems. It
Is also a questionable option in that other sectors of the health system, such as
hospitals, generally do not have to justify new investments.

Services are connected in an overall system of health care. Thus, one should consider
whether proposed changes to acute care services may have a negative effect on
continuing care services before such changes are implemented.

Effective discharge planning is a key to the effective transfer of clients from the
hospital to continuing care services.

Finally, it is a good idea to involve physicians actively and from the beginning of an
initiative. They have a great deal of influence about how and when clients can move
from the hospital back to their homes. There may also be some benefit to a greater
involvement of physicians in home care.



-Vi-

TABLE OF CONTENTS
EXECULIVE SUMMEIY . . .o e e
Table of CONLENES . . . . . e e e e e e e e e e e e e e e e e e e
1. INTRODUCTION . .. e e e e e e e e e e e e e e e e e e e s
2. THE CARELINKSINITIATIVE OF THE SIMON FRASER HEALTH
REGION IN BRITISH COLUMBIA . ... e
2.1 Introduction and ContexXt . . .. ... e e e e
2.2 The Cardinks Initiative . ... ... .. e e e e e e e
2.3 Outcomesand LessonsLearned . ...
2.3.1 General QUICOMES . ..o v oo e e e e
232 LessonslLearned ............. . ...
24 KeyPoliCYy ISSUES . . .. oot
2.4.1 Facilitating the Hospital and Home Care Interface ...........
242 Impactof UserFees ...

2.4.3 Perceptions of What Hospital and Home Care can do to

Work More Closely Together ... oot

2.4.4 Suggestions for Funding Options to Enhance the Hospital

and HomeCarelnterface ...........c .

3. THE ALBERTA EAST CENTRAL REGIONAL HEALTH AUTHORITY

3.1 Introductionand Context ..............ciiiiiiiii
3.2 OutcomesandLessonsLearned ............... .. ...,
321 General OUICOMES . ... vvi i
322 TheClientPerspective . ...,
323 LessonsLearned . ..........oouiiiiii
33  KeyPoliCy ISSUES . . ..o
3.3.1 Facilitating the Hospital and Home Care Interface ...........
332 Impactof UserFees ...

3.3.3 Perceptions of What Hospitals and Home Care can do to

Work More Closely Together . ... oot

3.3.4 Suggestions for Funding Options to Enhance the Hospital

and HomeCarelnterface ...........c



-Vii-

THE EAST YORK COMMUNITY CAREACCESSCENTRE .................. 14
4.1  Introductionand Context ... .........uuiiitiii e 14
42 OutcomesandlLessonslLearned .......... ...t 16
421 Generad OUICOMES . .. v ittt e 16
422 LessonsLearned ....... ... 17
43  KeyPoliCy ISSUES . . ..o 19
4.3.1 Facilitating the Hospital and Home Care Interface ................. 19
432 ImpactonUser Fees. ... ... 19

4.3.3 Perceptions of What Hospitals and Home Care can do to
Work More Closely Together ... 19

4.3.4 Suggestions for Funding Options to Enhance the Hospital
andHomeCarelnterface ......... ... 20

DISCUSSION .. 21



1 INTRODUCTION

In order to bring a more concerted policy focus to continuing care, the
Federal/Provincial/Territorial (F/P/T) Ministers of Health set future priorities for work related to
“supporting high quality integrated acute, continuing and community-based health services” at their
meeting in September 1998. As a response to these priorities, a work plan was developed by the
F/P/T Working Group on Continuing Care (WGCC) which included this project on financial
incentives and disincentives within the continuing care sector. The WGCC workplan was approved
by the F/P/T Advisory Committee on Health Services (ACHS) in November 1998. A competitive
bidding process was established for the conduct of the project. The project was launched in
September 1999 and project activities were overseen by a Project Advisory Committee (PAC) made
up of members of the WGCC.

As noted in the Request for Proposal, the specific goals or purposes of this project were as
follows:

. Document the current situation with respect to continuing care budgets, client
coverage/entitlements, and the public/private mix;

. Identify intended and unintended incentives and disincentives both within continuing
care and operating elsewhere in the health system but impacting on continuing care
services, and analyze the effects of these incentives/disincentives on actual service
delivery and cost-effectiveness; and

. Produce selected case studies which compare, for example, different funding
approaches relative to similar clusters of services, or different coverage/entitlements
and service mix for certain client groups (e.g., elderly, clients with complex needs),
or the cost-effectiveness of care in hospitals versus the community.

With regard to the third goal noted above, case studies were conducted for this project on the
public/private mix, funding mechanisms to facilitate the hospital and home care interface, and
decision making processes related to allocating continuing care resources, under constraints, in
different models of service delivery.

This report presents the findings of the case study on the hospital and home care interface.
The case study is compared of three “mini” case studies. One is on a specific, funded initiative to
assist in the transition of clients from hospitals to home care. One is an analysis of the hospital and
home care interface in a regional health care system, and one is an analysis of this interface in a more
traditional model of services delivery.
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2. THE CARELINKSINITIATIVE OF THE SSIMON FRASER HEALTH REGION
INBRITISH COLUMBIA

21 I ntroduction and Context

The Simon Fraser Health Region was developed during the period 1993 to 1997. The full
transfer of funding to regions occurred in the 1997/98 fiscal year. The Simon Fraser Health Region
hasamix of urban, suburban and rural areas and itswestern boundary is at the border with the City
of Vancouver. Itincludes: thecity of New Westminster, theoriginal capital of British Columbia; two
relatively suburban areas, Burnaby and Coquitlam; and a somewhat rural areacalled Pitt Meadows.
Themajor hospital intheregionisthe Royal Columbian Hospital (RCH). Itisanon-teachingtertiary
hospital which usually operates at, or above, capacity. The Burnaby Hospital (BH) is located in
Burnaby and the Eagle Ridge Hospital (ERH) is located in Coquitlam. They are both community
hospitalsin built up suburban areas. The Ridge Meadows Hospital (RMH) servesamorerural area
but one that is experiencing ongoing growth and expansion.

With the advent of regionalization, there was more opportunity, and more of an impetus, to
try to streamline care. Most of the hospitals operated at capacity and it was noted that there were a
number of long stay clients in hospitals who could be cared for in the community or in residential
facilities. These clients are referred to as Alternative Level of Care (ALC) clients.

Two significant initiatives were undertaken at the Eagle Ridge Hospital to try to move ALC
clients out of the hospital. Onewasapilot project entitled the Acute Bridging Care (ABC) program
and the other was an audit of ALC clientsat the Royal Columbian Hospital to determine whether or
not there were other options for their care.

The ABC program is best understood as the predecessor of, and mode! for, the Carelinks
program. Its objectives were to:

. Provide an alternative to hospitalization by initiating immediate, short term intensive
support services for those people who have a medical/health problem that could be
safely managed at home;

. Facilitate the timely discharge of patients from acute care once they no longer require
acute care hospitalization . . . by supporting “at home” convalescence; and

. Facilitate attitude and practice shifts within the health care community.
2.2  TheCarédinkslInitiative

While the early development of Carelinks focussed on moving ALC clients from hospitals
back into the community, the full Carelinks program has a number of components. As noted,

Carelinks client coordinators work inside the hospital to facilitate the discharge of clients to their
homes or other appropriate sites such as long term care facilities.
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Another program called the Prevention and Early Discharge Program (PED) is also
considered to be under Carelinks. PED coordinatorsfacilitate thetransfer of clientswho liveinlong
term care facilities between these facilities and the hospital. That is, they work to ensure a smooth
transfer from the facility to the hospital and an efficient discharge from the hospital back to the
facility.

Carelinks client coordinators are aso located in the emergency departments to work at re-
directing clients who would otherwise be admitted to the hospital back to their homes where they
may receive additional supportsto assist themuntil they recover. Thisissimilar to aQuick Response
Team model of care.

Carelinkswasofficialy started in February of 1999 inthe Eagle Ridge and Royal Columbian
Hospitals. However, the start of the program was not without incident. In order to establish Carelinks
the region submitted a proposal to the Ministry of Health to borrow $2 million to launch the
program. In order to pay back the loan at the RCH award of 30 bedswas closed. In addition, afew
Socia Workerswho had been doing discharge planning were also let go. This created sometension
and ill will which lingersto thisday. Given the turmoil at RCH about bed closures and layoffs, the
ERH Carelinks program was started without bed closures. The estimated savings from RCH
appeared to be adequate to cover the operation of Carelinks at ERH as well.

One of the uniquefeatures of Carelinks, and the philosophy which underliesit, isthat unlike
the earlier ABC program and other programs which are seen as aform of hospital outreach into the
community, Carelinksis designed to be acommunity “inreach” into the hospital. This again may
cause some tensions with hospital staff and administrators as they are used to having control over
“what goes on in the hospital.” However, the model provides a more consistent approach to care
because the community approach to care starts right in the hospital and carries on as clients are
transferred to the community.

Another aspect which is important both philosophically and conceptually is that the
administrators of Carelinks see it not as a type of program which is separate and distinct but, rather,
as an organizational process redesign within an integrated continuum of care services.

It is important to distinguish the role of the client coordinators from more traditional
discharge planners. The role of the Carelinks client coordinators brings together the role of the
hospital liaison nurse, and the role of Social Worker in liaising with continuing care case managers,
and adds responsibility for any unallocated activities not covered by the liaison nurse or social
worker. It also includes assessment for short term home support and any other activities related to
the transfer of clients from hospital. Thus, Carelinks has expanded the pre-existing case management
model to include short stay clients as well as long term clients. Itis an inclusive service model which
Is based on client risks and needs. Social Workers still maintain their counselling role in the hospital.
Clients are admitted through a single intake process using the care coordinators and care is facilitated
to a variety of targets including the home, facility, adult day care centre and convalescent care in
specially designated units. These convalescent beds have gained increasing important as a way to
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move clients out of acute care beds and asaway for clientsto spend the time to recover so that they
can go home, rather than to along term care facility.

2.3  Outcomesand Lessons L ear ned?

2.3.1 Genera Outcomes

Given theinnovative nature of the Carelinks program funding was applied for and received
from the Health Transition Fund, Heath Canada to conduct a comprehensive evaluation of
Carelinks. Thisevaluation is being conducted by KPMG. It isongoing and will be completed by the
early fall. While onemust await thefinal results of theevaluation, itispossibleto report afew initial
and preliminary findings as part of this case study. (We thank the Health Transition Fund, KPMG
and the Simon Fraser Health Region for allowing usto present some preliminary resultsin this case
study). This section will note the views of management about outcomes, some relevant data from
the ABC project about potential cost savings, and some findingsfrom interviewswith care staff and
surveys of clients and physicians.

M anagement staff note that there has been areduction in the number of Alternative Level of
Care (ALC) daysin hospital. For example at ERH a 28 bed ward which regularly had 6 to 8 ALC
clientsbefore Carelinkshasabout 2 ALC clientsafter Carelinks. Emergency room overflows, while
always variable, were reduced to almost none, at one point, after Carelinks. It must, however, be
recognized that these are anecdotal reports. Theissue of ALC days and patterns of emergency room
admissions will be addressed in the larger evaluation.

There are some positive resultsfrom the eval uation of the ABC program which indicate that
that initiative was relatively successful. Whether these results have carried over to Carelinks itself
remains to be seen but given the similarity of the programs one can have some sense of what may
be achieved with Carelinks.

The ABC program at ERH was in place from August 5, 1997 to December 5, 1997. It was
apilot project which included 105 clients. The average age of clientswas 73.4 years and one third
were males and two-thirds were females. Comparing lengths of stay, by case mix, it was found that
therewasareduction of 3.81 daysafter the ABC programwasinitiated. Thisresulted in an estimated
annual reduction in the length of stay for ABC type clients of 2.98 days. Extrapolated to the RCH
it was found that the savingsin bed dayswould allow for the closure of 25 beds. The ABC program
also showed a small reduction in the length of stay in the emergency room. Given the pressure on
beds, the ERH hospital also had “flex” beds which could be opened or closed based on demand.
While for the August 5 to December 5, 1996 period flex beds were used 50.5 percent of this time,
a year later under the ABC program, from August 5 to December 5, 1997, they were only used ten
percent of the time.

! This case study is based on formal interviews with two senior managers, discussions with awide range of
staff and managers and the results of alarger evaluation. Written materials were also reviewed.
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Client and physician surveys were conducted which revealed satisfaction for both groups
with the ABC program. Hospital nursing staff and the care coordinators believed that the ABC
program had resultedin positiveeffectson attitudesand outcomes. Socia workers, whotraditionally
did discharge planning, felt that the program resulted in a less streamlined approach and
recommended that they be given more resources to expedite the discharge process.

The findings of the audit of the 39 ALC clients were that:

. Approximately 1/3 could be returned home with a variety of community services;
. Approximately 1/3 could have an accelerated return to facility; and
. Approximately 1/3 required bed placement in long term care, rehabilitation or

convalescent beds.

Based on the findings of the ABC program and the audit, a proposal was developed for a larger,
ongoing initiative to be called Carelinks.

In terms of finances, the following constitutes a short version of the financial justification
for the Carelinks project based on estimates derived from the ABC program.

Additional Resources for Coordinators and Enhanced

Community Services $1.5 million
Bed closures (30 beds at RCH) @ $60,000/bed) $1.8 million
(10 beds at ERH) @ $60,000/bed) $0.6 million
Reduction of Acute Care (RCH, 3 @ $60,000) $0.18 million
Social Workers (ERH 2 @ $60,000) $0.12 million
Total Savings $2.7 million
Net Savings $1.2 million

Similar estimates were developed for the Burnaby and Ridge Meadows hospitals. As noted
earlier, given the significant disruption caused by the layoffs of social workers at RCH, Carelinks
was adopted at ERH without bed closures. As can be seen, the added expense of $720,000 for not
closing beds or reducing staff still allowed for an estimated annual saving of half a million dollars
for both hospitals.

The closure of beds and laying off of social workers has caused tensions which remain to this
day. Nevertheless, it appears that the Carelinks program is now well entrenched at ERH and RCH.
Due to the pressure on hospitals in the winter of 1999, the Ministry of Health provided some



-6-

additional funding to the region so that similar problems could be avoided or mitigated inthefuture.
The decision has been made to use some of these fundsto start Carelinks at the Burnaby and Ridge
Meadows Hospitals.

In terms of the preliminary results of the evaluation of Carelinks, it was found that staff felt
that Carelinks worked best where there was a head nurse or team leader who could liaise with the
care coordinators (these positions were eliminated for most wards at the RCH). While staff did not
perceive that Carelinks reduced admissionsto emergency they did feel that they were ableto divert
clients, who may have otherwise been admitted to hospitals, back to their homes. In terms of
reducing ALC clients staff felt that there was some limited success at RCH which is large and
complex. They felt that there was more success at ERH.

Carelinksstaff and physiciansnoted that there did not always appear to be adequateresources
in the community to care for the people discharged from the hospital. While the Carelinks client
coordinators recognized the challenges of their positions and of fitting into a larger pre-existing
hospital system, they were generally positive about the progress being made. Social workers, asin
the ABC evaluation, still seemed to retain some reservations and a belief that they plusthe liaison
nurses were able to do as good, or better, ajob than the Carelinks staff.

In terms of client perceptions, preliminary data from a small set of clients per group were
available from the larger evaluation. The groups are Carelinks clients at ERH, Carelinks clients at
RCH who livein the Simon Fraser Health Region, Carelinks clients who were seen at the RCH but
do not livein the health region, and clients who passed the Carelinks screen for eligibility but were
not Carelinks clients at Burnaby Hospital and Ridge Meadows Hospital. When clients were asked
if they felt that they had been discharged too soon, ahigher percentage of Carelinksclientsanswered
yes (23 % to 33%) compared to BH (22%) and RMH (5%). This may mean that the client
coordinators are ableto move people out of the hospital faster but that clients may perceivethat they
should have stayed in hospital longer. Clients were asked if someone at the hospital arranged for
their care before they |eft the hospital. The highest percentage of yes scores were at ERH and BH
(76%) and the lowest was at RMH (38%). Finally, clients were asked to rate the quality of the
coordination between the hospital and homecare. The scoreswerequite positiveacrossall hospitals.
Thus, theresultson client perceptionsat thisearly stage are somewhat mixed between Carelinksand
moretraditional approaches. One must wait for thefull results of the survey before one can draw any
significant conclusions.

Physicianswere al so surveyed about their perceptions of Carelinks. Some 99 of 256 surveys
werereturned (alist of physicians who were believed to have some relation to Carelinks served as
the universefor the sample). Physicianswere asked about how successful or unsuccessful Carelinks
coordinators were in facilitating a smoother discharge from the hospital, ensuring better home
support and reducing the length of stay. Responses were on a five point scale with the mid point
being neither successful or unsuccessful (about the sameasbefore Carelinks). Intermsof facilitating
a smooth transition some 31 percent felt it was about the same while 64 percent thought that the
coordinators were very or somewhat successful. Physicians who had daily or weekly contact with
Carelinks had the highest proportion of scores of very successful (24 percent). With regard to the
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provision of better home health care support 46 percent thought Carelinks had been very or
somewhat successful and 43 percent thought things were about the same. The comparative
proportions for achieving reductions in hospital stays were 47 percent and 42 percent.

When asked about the degree of coordination of care services before and after Carelinks, 44
percent said services were more coordinated and 4 percent said they were less coordinated. Finaly,
when asked to rate how easy it isto access client coordinators on aten point scalefrom not very easy
to easy the mean scorewas 6.24. However, 63% of physicianswho worked with Carelinkson adaily
or weekly basis scored in the range of 8 to 10 while thiswas only so for 8 percent of physicianswho
dealt with Carelinks less than once per month.

2.3.2 LessonsLearned

In terms of lessons |earned the clear message was that the implementation of Carelinkswas
made more difficult by bed closures and job loss. It was also noted that while home care services
often have to justify the cost-effectiveness of new initiatives, the same standard is generally not
applied to other services such as hospitals. There should be a different way of funding home care
services to avoid issues of job loss and paybacks.

It was also felt that there had not been an adequate involvement of physicians from the
beginning of Carelinks and there was a recognition of the key role physicians play in the care
process. Furthermore, it was also noted that more services are needed particularly during evenings
and weekendsto handletheflow of clientsdischarged from the hospital . Finally, the point was made
that hospitals have to take clients seven days per week and twenty-four hours per day and that home
care needs to recognize this reality and try to factor it into their policies and practices.

24  Key Policy Issues

2.4.1 Facilitating the Hospital and Home Care Interface

With regardsto care providersit was noted that it would be hel pful to foster mechanismsfor
peopletowork together andimprove collaboration. Increased knowledge of rolesand responsibilities
and enhanced communication were also thought to be useful. With regard to the overal system,
goalsto work on included a greater understanding of the continuum of care by all staff, increased
accessibility to a range of care aternatives, improved linkages with community agencies and
identification and resolution of system barriers.

With regard to the ERH, there were no ward closures. Thistook off the pressure and led to
arelatively smooth implementation of Carelinks. Also, there are some team leaders or head nurses
on thewards at ERH and thereis a sense that care coordination isimproved if these personsarein
place.



2.4.2 |Impact of User Fees

Themajor issue about user fees had to do with the cost of drugs and dressingswhich arefree
in the hospital but which generally require some degree of co-payment in the community. Thisis
particularly an issue for palliative care clients and those who need expensive drugs. Asisthe case
in some other jurisdictions, informal arrangements may be made to provide expensive drugs or
dressings through the hospital for peoplewho leave to go home and would face afinancial hardship.
In addition, under certain circumstances Carelinks may also pay for such items.

2.4.3 Perceptions of What Hospitals and Home Care can do to Work More Closdly Together

It wasnoted that it isimportant to continueto work to identify and overcome system barriers.
At RCH some consideration could be given to re-instituting a team leader or head nurse on wards.
Thisisan example of what one respondent said hospitals should do and that isto look at their own
policies and procedures and to see what they can do to facilitate more seamless care for clients. It
was a so noted that individuals and groups could be less territorial.

With regard to home care, it was stressed that it isimportant for home care to recogni ze that
hospitals are continuously open and are required to admit clients at all times. In the past home care
staff believed that they were not an emergency service and only needed to operate during regular
working hours. Staff need to recognize that the trend isto evening and weekend work. Thus, service
hours can be expanded and responsiveness to client needs can be improved. Home care needs to
adjust to an integrated model of care delivery which operates seven days per week and 24 hours per

day.

2.4.4 Suggestions for Funding Options to Enhance the Hospital and Home Care Interface

It was noted that the transfer of resources from the hospital to home care may have been too
direct at the RCH. Onegroup of staff lost jobs and new peoplewho did somewhat similar work were
hired. One of the respondents noted that it was easier when decisions were made at the provincial
level because they were more removed (and everyone could band together and blame the Ministry
of Health). At aregional level, it may be preferable to find a more indirect way of transferring
resources between program components.

It was al so noted that additional funding from Health Canadawould be helpful if someform
of national home care program is developed. This may mitigate problems related to resource
transfers based on cost recovery models such as the one used for Carelinks. There also needsto be
arecognition that home care clientsare much sicker than they used to be and resources shoul d reflect
this shift in the care needs of clients. Finally, it was noted that home care is still vulnerable dueto
the pressure for increased resource use in acute care and that there should be specific targeted
funding for home care services nationally, provincialy, and, perhaps, regionaly.
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3. THE ALBERTA EAST CENTRAL REGIONAL HEALTH AUTHORITY
3.1 I ntroduction and Context

TheEast Central Health Region (call East Central Health) was established on June 24, 1994
under the Regional Health Authority Act. Membersof the Board were, and till are, appointed by the
Minister of Health. The Board was mandated to take the necessary steps to prepare for
regionalization which was implemented on April 1, 1995.

East Central Healthisavery rural areawith anumber of small villagesand towns. Thereare
no major urban centresor tertiary hospitalsand the popul ation is spread out over some 38,000 square
kilometers. There are 58 municipalitiesintheregion and some 104,000 inhabitants. Therura nature
of theregion providesanumber of challengesfor delivering health care serviceswhich aregenerally
not found in more urban environments. East Central Health has the “oldest” population profile in
Alberta with some 14 percent of the population being aged 65 years or older compared to ten percent
for Alberta as a whole.

Geographically, the northern part of East Central Health starts a bit to the east of Edmonton
and goes to the Saskatchewan border. The southern part starts somewhat east of Red Deer and goes
to the Saskatchewan border. The major communities are Camrose in the north west part of the
region, Stettler in the south west and Lloydminster in the north east of the region.

Regionalization brought about significant changes in the health system. When regionalization
was implemented some 14 hospital boards and three community health boards were disbanded and
the positions of the 17 Chief Executive Officers of these organizations were terminated. Most
administrative services such as materials management, payroll and human resources were centralized
under the new regional administration. Hospitals were turned into Health Centres and, typically, a
senior nurse was promoted to the position of Health Centre Administrator.

There were numerous small hospitals across the region, many with fairly low occupancy
rates. Given the rural nature of the region people felt that they wanted health services that could be
fairly easily accessed. Thus, these hospitals were built by Alberta Health to accommodate the needs
of a rural population. The hospitals were small and often included long term care facility beds.

While there was some variation, some areas such as Camrose had developed close working
relationships between hospitals and home care services even before regionalization. For example,
a shared discharge planning position was established that was jointly funded by the hospital and
home care before regionalization came into place. In the case of Camrose, the relationship was
between Saint Mary’s hospital and the home care service. Saint Mary’s is what is referred to as an
“affiliate partner.” These are health services, typically run by religious or charitable organizations,
which have been allowed to remain independent. They have their own Boards and administrators and
are funded by the health region through contractual arrangements.
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As noted, while there were differences across the region, home care was awell established
program prior to 1995. It has continued to be a highly valued part of the health system. Over time
various champions of home and community based care have appeared in the region. For example,
thefirst Board chair, and another Board member camefrom theformer community health boardsand
were familiar with the benefits of home and community based services. In addition, East Central
Health took very seriously the policy framework provided by Alberta Health to place a priority on
the delivery of home and community services.

Theearly daysof regionalizationweredifficult. Theinitial hospital bed targetsset for regions
were challenging. Again, East Central Health took these challenges seriously and, as shall be seen
In the next section, made major cutsin services, while still enhancing home care services. Aswill
be seen, the story in East Central Health is, overall, a positive one in which challenges were met,
adversity was overcome and the devel opment of anew road to a more integrated health system was
started. It must be noted, however, that there is no guarantee of positive results from implementing
aregiona model. A neighbouring health region which was very similar to East Central Health did
not make the hard cuts and did not integrate services. Their deficits grew and their response was to
ask for more money. The result was that the CEO was dismissed, the Board was disbanded and a
public administrator was put into place until a new Board could be appointed. Eventually, some
additional funding was provided to all regions by Alberta Health.

3.2  Outcomesand L essons L ear ned?

3.2.1 Genera Outcomes

Conducting a comprehensive outcome evaluation was beyond the scope of this project.
However, there are a number of findings which are related to the hospital and home care interface.
Perhaps first and foremost is the commitment of the Board and senior management to developing
more integrated health services. In terms of the devel opment of home care and its integration with
hospital services and long term residential services, senior management is of the view that thereis
ahigh level of integration in some areas. Overall, throughout the region, it is felt that they are at
about 75% of where they would like to be. However, they also want to go further and integrate all
hospital, home care, residential care and public health services and perhaps apply the single entry,
care coordination model from continuing care to the whole health system. The management team
Is currently being strengthened in order to achieve, over time, afully integrated health system.

One of the notable points made was that home care has clearly had ongoing support. Staff
at all levels gave credit to the leadership of the Board of Directorsfor focussing on home care. The
Board and the current CEO have placed a priority on meeting the “un-met need” for home and
community services. They have worked to separate clinical and fiscal concerns at the front lines.
Case managers have the latitude to meet the needs of clients, within a given fiscal framework, but

2 This case study is based on interviews with three senior managers, three care staff and three clients and
their informal caregivers. Written materials were also reviewed.
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the framework can be exceeded, if required, and management will find ways to free up the money
required to ensure peopl e get the service they need. Thus, case managers are protected from acting
as “fiscal policemen.”

In 1995 when regionalization started, there were cuts to most components of the health
system. However, since that time there has been a clear priority on strengthening home and
community services. While hospital beds were reduced by about half, (from 624 in 1995 to 313 in
1999) and continuing care beds by about ten percent (from 902 to 819), home care received budget
increases. However, it must be noted that there was considerable spare capacity in the hospital sector
and some spare capacity in long term care facilities. Thus, itis more appropriate to compare changes
in budgets rather than in bed capacity or service utilization. The following indicates that home care
has had considerable support over the past several years.

Y ear Increase/Decrease in Home Increase/Decreasein LTC Increase/Decrease in
Care Budgets (%) facility Budgets (%) Hospital Budgets (%)
1996 -10.10 5.66 -3.43
1997 40.59 1.39 -6.00
1998 19.56 6.12 231
1999 5.65 4,22 4.29
2000 13.73 3.33 4,67

Changes in budget allocations have meant an increase in the community and home care
budget from $6.952 million in 1995 to $12.584 million in 2000 or from 5.7% to 9.8% of the total
budget for the region. The acute care budget has remained relatively flat at about $32 million while
the long term care facility budget has gone from $29m to $36m from 1995 to 2000. The costs of
administration has gone down from 4.7% to 4.6% during this same period.

During the 1995 to 2000 period there have been reductions in the overall length of stay in
hospitals and a reduction in the proportion of Alternate Level of Care (ALC) days in hospitals. The
average wait for a long term care bed is six weeks. Some of these achievements may be related to
the fact that home care expanded its services to evenings and weekends since the advent of
regionalization.

3.2.2 The Client Perspective

Three clients and their informal caregivers were interviewed as part of this case study. One
is always reminded of the hardships clients face on a daily basis and of the strength, courage and
perseverence of informal caregivers when one directly interviews clients and family members. In
general, clients had felt the negative effects of cuts in the hospital sector. One client in his mid-80s
who had been quite healthy was reported to have been denied access to an MRI in Edmonton when
he had a stroke because this service was, by policy, restricted to those 79 years of age or younger.
The same client was under consideration for placement into a long term care facility while in hospital
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but hiswife insisted on continuing rehabilitation until he could walk up and down stairs so that she
could take him home. It may be that the spare capacity in the hospital made his extended stay
possible. Theclient and hiswifewere happy with the home carethey received and generally received
service from the same person. They were less satisfied with their respite care because there was
constantly a different worker who came to provide this service.

Another issueisthat it is sometimes difficult to provide afull range of home care services
for peopleliving on their farms. Thus, people have often goneto long term care facilities once their
careneedshave become more severe. Thishappened to one of the other clientsinterviewed. Hewent
into the hospital and, given his care needs, he was eventually placed in along term care facility. He
did not do well in the facility. He was lonely, felt he had been abandoned, could not sleep and had
trouble eating because the food was too bland. He lost weight and described his stay there as a “visit
to hell.” His wife finally rented a place to live in one of the larger conities; moved from the
farm and took her husband out of the facility. They were able to get the home care they needed right
away and the staff in the facility were able to coordinate with the home care staff to allow for a fairly
smooth transition. The husband’s health has improved somewhat since he started on home care.

The third client had severe arthritis and still lived on the farm. However, she had to come into
town fairly regularly for care in the health centre and hospital and found each trip very tiring. She
had complex needs and in the past had been able to stay in the hospital to get care and had her needs
attended to, however, with the cut backs in hospital services this was no longer possible.

3.2.3 Lessons Learned

When asked why the different parts of the health system were able to work together some
respondents noted that the severe cuts forced people to work together to increase the efficiency and
effectiveness of health services. It was noted that in areas where there was less pressure there had
also been less collaboration. The role of the Board and the leadership it provided was also felt to be
a key factor by all levels of staff. Home care seems to be working as an alternative to acute care and
residential long term care in East Central Health. However, work with home care has also served to
reveal the next major need which is housing. Supported housing plus home care is seen to be a way
by which the rate of institutionalization can be further reduced.

Management made efforts to encourage people from home care and institutional care to work
together by, for example, encouraging joint meetings and by other means of bringing people together.
Home care services have been encouraged to adopt the same care model across the region.
Standardized policies, principles and practice guidelines have also been developed.

The people interviewed took pains to point out all of the things which still needed to be done
to improve the system. One of the key areas noted was the further development of partnerships
between hospitals, facilities, home care, and physicians. It was recognized that physicians play a key
role in moving clients through the system and in providing care. It was felt that more work needed
to be done with physicians to develop ongoing partnerships and closer working relationships.
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3.3  KeyPolicy Issues

3.3.1 Facilitating the Hospital and Home Care Interface

It was recognized by respondents at al levels of the system that more could still be done to
facilitate the smooth transition of clients from hospitals to home care. Management stated it was
addressing this issue, and the larger issue of overall service coordination, by strengthening the
management team to provideleadershipinthisarea. Whileit wasfelt that coordination may befairly
good within a community, it was noted that further improvements could be made when clients go
to ahospital inanother community, or region, and then come back home. Home care may not always
be notified that clients have been sent back home. It was also felt that better information systems
were required to give al parts of the health system access to the client record as the client moved
through the system.

With regard to case coordinatorsand home carestaff, they felt thingsworked reasonably well
during regular hours, Monday to Friday. However, care coordination was seen to be more of a
challenge in the evenings and during weekends. For example, a client may be slated for discharge
on Monday but actually be discharged on Saturday. In this situation, home care may not be notified
intime or it may be difficult to connect with home care.

3.3.2 Impact of User Fees

It was noted by respondentsat all |evels of the organization that there were certain structural
disincentivesto discharging clients. First and foremost was the fact that clients would have to pay
at least a portion of the costs of drugs, dressings and assistive devices. Where thisisfound to be a
hardship, hospitals may provide asupply of needed resources at discharge or find away to continue
to pay for needed drugs and other items even after the client has left the hospital .

It was al so pointed out that clientsnow haveto pay for services such as house cleaning, snow
removal, mowing the grass and other such services which are necessary for maintaining clientsin
the community and which were provided by home care in the past. An interesting finding was that
even if people had the money they sometimes refused to pay because they felt such services should
be part of medicare. Another issue was that some three years ago a policy change was made to
provide seniors with generic drugs. This confused some seniors because the scientific names were
used on the labels and seniors were not sure of what drug they had been prescribed.

3.3.3 Perceptions of What Hospitals and Home Care can do to Work More Closely Together

It wasfelt that coordination could beimproved by building better partnershipsbetween home
careand physiciansworkingin hospitals. Also, new servicessuch asquick responseteamswere seen
as vehicles to further enhance coordination. As noted earlier, there was also a commitment by the
Board and senior management to enhance overall coordination of the health system as akey policy
priority. There was also an expressed need for a single client record. The development of clinical
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pathways that start in the hospital but continue on into home care was seen as another vehicle for
enhanced coordination as were standardized teaching packages and shared care plans.

Care staff felt that aconsulting physician located in home care would increase coordination
between home care and physicians in the hospital. It was aso noted that over time home care may
become a seven days per week, 24 hours per day service. It was noted that there is more pressure on
staff as clients may try to use politicians and lawyers to obtain the care they think they need. There
should be some way to provide support to home care staff in such circumstances.

3.3.4 Suggestions for Funding Options to Enhance the Hospital and Home Care Interface

It was noted that some legislated staffing levels in Alberta may not be required in all
circumstances and that it may be better to try to meet real needs with required resources. For
example, inarural arealike East Central Health there may be small facilitieswhich are now required
to be staffed at the level of afacility with twice the number of beds. It was aso noted that there is
still a focus in legidlation, policy and practice in providing consistent services (the same for
everyone) rather than adopting more innovative approaches which may improve the efficiency and
effectivenessof care. Subacute or transitional care bedswere seen to be potentially useful asameans
to better rehabilitate clients and prepare for their return home, rather than sending them to along
term care facility.

Thecarestaff had someinnovative solutionsfor improving homecareservices. They felt that
case coordination could be enhanced by establishing a consulting physician position in home care.
They also noted that physicians are asked to provide input and advice on care and that they should
be compensated for telephone calls, consultations and other care planning activities in regard to
home care clients. It was also noted that care, particularly in the evenings and on weekends, could
begreatly assisted if physicianswere encouraged through funding and other meansto do more house
calls. Thiswould also alow the physician to better appreciate the context in which the client lives
and how this may impact on the client’s health and care requirements.

4, THE EAST YORK COMMUNITY CARE ACCESSCENTRE
4.1 I ntroduction and Context

Services in Ontario are organized in a more traditional manner in which the Ministry of
Health and Long-Term Care funds various sectors of the health system directly. This case study
focuses on the hospital and home care interface in a system in which there are ostensibly no formal
structural linkages between hospitals and home care. It was interesting to find that in the absence of
formal, structural arrangements a number of informal and voluntary initiatives had been developed
at the local level to facilitate the hospital and home care interface.

The East York Access Centre serves the community of East York which has a population of
some 107,000 people. Itis one of six Community Care Access Centres (CCACS) in the Toronto area,
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the other five are Toronto, Etobicoke, Y ork, North Y ork, and Scarborough. East Y ork is one of the
smaller regions and is located in the eastern part of Toronto between Toronto and North York. Its
eastern boundary is with Scarborough and it includes the Don Valley area of Toronto. There are 43
Community Care Access Centres (CCACs) in Ontario.

The mission of the East Y ork Access Centre isto support residents of al agesliving in East
York and their caregivers at home and in the community by:

. Providing information about and access to individualized, community-based health
and support services;

. Coordinating and monitoring the provision of these services; and

. Arranging admission for persons requiring residence in a long term care facility

The above services may be provided by home care programs in other jurisdictions.

The Access Centre was established on September 15, 1997 and moved to its current quarters
on April 27, 1998. It serves a multi-cultural, multi-ethnic population of generally working class
individuals, with some 24 percent of the population having low incomes. The 1996 census indicated
that 15.4 percent of the population of East York was elderly compared to 13.8 percent for Metro
Toronto. The proportion of people aged 85 years or older is more than double the average of the
other Toronto CCACs and in some communities within East York the population of seniors exceeds
20 percent.

There is one hospital in East York, the Toronto East General Hospital. This regional, acute
care general hospital which was opened in 1929, has 340 inpatient beds and admits over 18,000
people per year. It serves an area which is larger than East York and has half a million people in its
primary and secondary catchment areas, of which some 40 percent are immigrants. The hospital has
over 1,837 employees and some 400 medical doctors on staff. It has three service delivery units
(emergency services, diagnostic imaging/laboratory medicine, and operative services) and provides
seven major health services:

. Adult and elder care

. Muskuloskeletal

. Surgery/Gynaecology

. Maternal/Newborn/Child

. Mental Health

. Cardiorespiratory

. Gastrointestinal/Urology/Nephrology

Staff of the East York Access Centre and the hospital work closely together. Access Centre
staff work at the hospital seven days per week to enable clients to go home quickly from the
emergency department and in-patient wards. Care coordinators work with hospital staff to develop
a discharge plan for clients to go back home or to be placed in a long term care facility.
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A number of initiatives have been undertaken to enhance service coordination. The Toronto
East General Hospital and community partners developed an initiative called “Partners for Health”
in the mid 1990s when the Ontario Ministry of Health and Long-Term Care was supporting the
development of integrated health delivery systems. Partners for Health has served as an umbrella
vehicle for facilitating coordination between the hospital and community services and for launching
research and demonstration projects. There is also a CCAC council made up of the Chairs of the
Boards and Directors, and Executive Directors, of th