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Background

There are over 150 public hospitals with a total of 
227 sites operating in Ontario. In the last five years, 
more than 1 million patients have been discharged 
annually from these hospitals. 

Although most patients go home when they no 
longer require care in the hospital, over 20% of 
patients still require various levels of support (see 
Figure 1). Such support includes home care (for 
example, nursing and personal-care services such 
as bathing) provided in the patient’s home, as well 
as specialized services provided by rehabilitation 
and palliative-care facilities, and ongoing care pro-
vided in either long-term-care homes or complex 
continuing care (CCC) facilities. 

It is important that the transition from hospital 
to home, or to another health-care setting, is done 
as soon as possible after the decision is made that 
the patient no longer requires hospital care and can 
be discharged. Remaining in hospital longer than 
medically needed can be detrimental to a patient’s 
health for various reasons, including the risk of 
getting a hospital-acquired infection (for example, 
C. difficile) and, especially for older patients, a 
decline in physical and mental abilities due to a 
lack of activity. In addition, when patients remain 
in hospital longer than necessary, their beds are not 

available for new patients, which may cause the 
cancellation of scheduled surgeries, such as elective 
surgeries, and longer wait times for people being 
admitted through the hospital’s emergency depart-
ment or for in-patient surgeries. 

Although the hospital physician is ultimately 
responsible for determining when a patient is med-
ically ready to be discharged, the patient’s multi-
disciplinary team of health-care providers generally 
determines any post-discharge care needs. Making 
these arrangements is done in conjunction with 
the patient and/or the patient’s family, and may 

Figure 1: Discharge Destination of Hospitalized 
Patients in Ontario, 2009 (%)
Source of data: Discharge Abstract Database
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be facilitated by hospital staff, for example, who 
request care at a rehabilitation or CCC facility for 
the patient, or may be done by the Community Care 
Access Centre (CCAC), which is responsible for 
assessing eligibility and arranging for both home 
care and access to a long-term-care home. Further, 
cleaning staff at the hospital are responsible for 
preparing each room for the next patient. Co-
ordination of these parties is essential to having an 
effective and efficient discharge process.

The Ministry of Health and Long-Term Care 
(Ministry), primarily through the Local Health Inte-
gration Networks (LHINs), provides approximately 
89% of total hospital funding. Other hospital fund-
ing sources may include accommodation charges 
for semi-private and private rooms, and donations. 
In the 2009/10 fiscal year, the total operating cost 
of Ontario’s public hospitals was approximately 
$23 billion. In general, the cost of physician servi-
ces provided to hospital patients is not included in 
the hospital’s operating costs, since the Ministry 
pays most physicians directly for these services 
through the Ontario Health Insurance Plan (OHIP). 

Audit Objective and Scope

This year, our office audited three areas that 
can have a significant impact on patient flow in 
hospitals. This audit focused on the discharge 
of patients from hospital. The objective of this 
audit was to assess whether selected hospitals 
have implemented effective and efficient policies, 
procedures, and systems for the safe and timely 
discharge of patients. We also conducted separate 
audits on hospital emergency-department manage-
ment and home care provided through the Com-
munity Care Access Centres (CCACs), which some 
patients require to be arranged before they can be 
discharged from hospital. 

We conducted our audit work at three hospi-
tals of different sizes: Credit Valley Hospital in 
Mississauga (in the Mississauga Halton LHIN), 

St. Michael’s Hospital in Toronto (in the Toronto 
Central LHIN), and St. Thomas-Elgin General Hos-
pital in St. Thomas (in the Southwest LHIN). These 
three hospitals discharged a total of about 56,000 
patients in 2009. 

In conducting our audit, we reviewed relevant 
files and administrative policies and procedures; 
interviewed appropriate hospital, CCAC, and min-
istry staff; and reviewed relevant research, includ-
ing attributes of good discharge transition planning 
identified in Ontario and in other jurisdictions. 
We also reviewed data received from the Minis-
try’s Wait Time Strategy as well as the in-patient 
Discharge Abstract Database. As well, we engaged 
the services of two independent consultants, with 
expert knowledge in discharge planning, to assist us 
on an advisory basis. 

We did not rely on the Ministry’s internal audit 
service team to reduce the extent of our audit work, 
because it had not recently conducted any audit 
work on the discharge of patients from hospital. 
None of the hospitals we visited had an internal 
audit function. 

Summary 

A number of initiatives have been introduced by 
the Ministry, Ontario’s hospitals, and Community 
Care Access Centres (CCACs) aimed at improv-
ing the flow of patients through hospitals, many 
of which impact on the process of discharging 
patients. All three of the hospitals we visited were 
managing their processes for discharging patients 
well in some areas and were changing certain other 
processes to improve patient flow. However, all the 
hospitals had other areas where practices could 
be improved, such as the early identification and 
timely revision of patients’ estimated discharge 
dates, and better monitoring of bed availability. 

Numerous studies have shown that remaining 
in hospital longer than medically necessary can be 
detrimental to patients’ health. Further, waiting in 
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hospital for a bed in a community setting or for other 
community-based services, including long-term care 
and home care, to be available is much more expen-
sive than community-based care alternatives. In 
2009, over 50,000 patients waited in hospital due to 
delays in arranging post-discharge care (also known 
as patients waiting for an alternate level of care, 
or ALC), accounting for 16% of total patient days 
in all Ontario hospitals. In addition, the total days 
ALC patients were hospitalized increased by 75% 
between 2005/06 and 2009/10, while total hospital 
patient days increased only 7%. At the time of our 
audit, no one, such as the Local Health Integration 
Networks (LHINs), the CCACs, or the hospitals, was 
ensuring that community-based services, including 
home care and long-term care, were available when 
patients were ready to be discharged from hospital.

Although seniors (people aged 65 and over) 
represent only 13% of Ontario’s population, in 
2009 they accounted for almost 60% of hospital 
patient days—and over the next 20 years, the 
number of seniors is expected to double. Given 
the aging population, efficient processes for dis-
charging patients from hospitals will become even 
more critical. The adage “what gets measured gets 
managed” will need to be kept in mind, because 
the Ministry, the LHINs, and the CCACs need better 
information on the timeliness of patient discharge 
and especially on whether recent initiatives are 
having an impact on the ALC challenge. Hospital 
administrators and medical staff would benefit 
from having more reliable and consistent data on 
patient flow to benchmark the results of their pro-
cess improvement efforts.

Some of our other more significant observations 
included: 

• Current best practices recommend a regu-
lar quick multidisciplinary team meeting 
to update discharge planning activities. 
Although the three hospitals generally 
held such meetings periodically, physicians 
attended at only one hospital, and CCAC rep-
resentatives attended most meetings at only 
one other hospital.

• Province-wide, 50% of ALC patients who 
could have been discharged if home-care 
services were available had to wait in hospital 
for an average of six days for the services. 
Determining eligibility and arranging for 
home care takes time, but about 50% of the 
time at two hospitals we visited, CCACs were 
not given sufficient advance notice as set out 
by established policies. At the third hospital, 
90% of the time less than 48 hours’ notice was 
given, because this hospital’s CCAC wanted to 
avoid rescheduling services if the discharge 
date changed. 

• The Ministry’s Physician Documentation 
Expert Panel recommended that hospital 
physicians prepare a discharge summary, 
including a medication reconciliation, to com-
municate patient information (such as follow-
up appointments, pending test results, and 
medications the patient should take) to sub-
sequent health-care providers. Although dis-
charge summaries were generally prepared, 
one hospital’s were completed significantly 
late. At all three hospitals, medication recon-
ciliations were often not prepared, increasing 
the risk of medication errors. 

• The hospitals we visited indicated that many 
post-discharge care facilities will not accept 
patients on the weekend, and therefore less 
than 10% of their total discharges to long-
term-care homes, complex continuing care 
facilities, and rehabilitation facilities occurred 
on the weekend. 

• The hospitals had some good bed manage-
ment initiatives. For example, one was 
developing a system to optimize bed manage-
ment by providing the status of each bed 
(occupied, needing cleaning, or available). 
Another—having found that peak hours for 
emergency-department admissions were in 
the morning, whereas peak hours for this hos-
pital’s discharges were in the afternoon—had 
begun to require at least 40% of discharges to 
occur by 11 a.m., thus reducing the time that 
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admitted patients waited in the emergency 
department for a bed. 

• Wait times in hospital for ALC patients vary 
significantly across the province. For example, 
from November 2009 to February 2010, for 
hospitals in the North West LHIN, 90% of 
discharged ALC patients were placed within 
27 days of being designated ALC, while in the 
North East LHIN, the corresponding period 
was 97 days. 

• The time from hospital referral to placement 
in a long-term-care home can take more than 
four weeks, yet there were minimal guidelines 
on or oversight of how long this process 
should take. At the hospitals we visited, the 
typical process involved the CCAC conducting 
a patient eligibility assessment (the goal was 
to complete this within two or three days); if 
eligible, the family choosing which long-term-
care homes to apply to (which averaged from 
three days to two weeks); and then the long-
term-care homes deciding whether to accept 
or reject the applicant (which took an average 
of up to 15 days at one hospital and 22 days at 
the other hospital that tracked this informa-
tion). Long-term-care homes rejected between 
25% and 33% of applications at the one CCAC 
that tracked this information, for reasons 
such as the patient requiring too much care 
or having behavioural problems. Accepted 
applicants were often just added to a lengthy 
wait-list. 

• Of ALC patients waiting province-wide for 
beds in long-term-care homes from November 
2009 to February 2010, 90% were placed in 
long-term-care homes within 128 days, with 
50% placed within 30 days. Because hospitals 
are an inappropriate and expensive place to 
wait, two hospitals required patients ready 
for discharge to apply to long-term-care 
homes with little or no wait, or potentially 
be charged $700 to $1,500 a day to stay in 
hospital. Patients often did not want these 

SuMMAry OF HOSpitAlS’ OVerAll 
reSpOnSeS

Overall, the hospitals generally agreed with our 
recommendations. One hospital highlighted 
the importance of recognizing that discharging 
patients from hospital was just one stage in the 
continuum of patient care. Further, this hospital 
noted that to have the maximum impact on the 
health-care system, the entire continuum of 
care needed to be considered (including care 
provided in the emergency room and through 
Community Care Access Centres).

OVerAll MiniStry reSpOnSe

The Ministry is committed to improving transi-
tions of care for patients so they receive the 
right care in the right place at the right time. 
This audit provides constructive recommenda-
tions to improve the discharge process for hos-
pital patients. Although the report reviewed the 
processes and practices in three hospitals, the 
Ministry takes a province-wide perspective. The 
Ministry appreciates that the Auditor General 
identified initiatives that support patient flow 
and wishes to note the following additional 
initiatives aimed at further spreading best prac-
tices for effective transitions: 

• As part of the recently announced Excel-
lent Care for All Strategy (April 2010), the 
Ministry is working with system partners (for 
example, the Ontario Health Quality Coun-
cil) to provide programs that will support 
health service providers in strengthening 
their focus on the efficient use of resources 
and quality improvement based on the 
best evidence available. This initiative is 
expected to include the dissemination of best 
practices and the development of tools (for 
example, discharge summary and medication 

homes because of their distance from family 
or because the homes were older facilities.
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Detailed Audit Observations

HOw DiSCHArge wOrkS
The process for discharging a patient from hospital 
begins at different times, depending on whether the 
patient’s hospitalization was planned (for example, 
to have scheduled surgery, such as elective sur-
gery) or unplanned (for example, as a result of an 
emergency-department admission). For patients 
with a planned admission date, establishing an 
estimated discharge date (because recovery times 
from planned surgeries are often fairly predictable), 
as well as planning for the patient’s recovery once 
discharged, can be done in advance of the surgery.

When a patient’s admission is unplanned, a 
nurse, in conjunction with other health-care pro-
fessionals, conducts an assessment to determine, 
among other things, if the patient is at high risk for 
a complicated discharge. A complicated discharge 
usually occurs when the patient cannot go back to 
his or her previous living situation—for example, 
because the patient requires a higher level of care, 
on either a short-term or an ongoing basis. An 
estimated discharge date for the patient, which is 
generally made on the basis of the doctor’s diagno-

sis, should usually be established on admission or 
shortly after admission. 

During their hospital stay, patients are assessed 
on an ongoing basis by members of the multidisci-
plinary team responsible for their care, which 
includes their doctors and nurses, and may also 
include other disciplines such as physiotherapists, 
dietitians, and social workers. The multidisciplinary 
team, among other things, assesses the patient’s 
post-discharge needs, and if the patient requires 
placement in another facility for rehabilitation, 
complex continuing care, or palliative care, the 
hospital is responsible for arranging it. If the team 
determines that the patient requires home-care 
services or placement in a long-term-care home, the 
hospital contacts the Community Care Access Cen-
tre (CCAC), which is responsible for assessing the 
patient’s eligibility for these services. If the patient 
is eligible, the CCAC is also responsible for arran-
ging home-care services or processing the patient’s 
application for a long-term-care home. All of these 
factors, along with any changes or complications in 
the patient’s condition, can have an impact on the 
estimated discharge date.

When a patient no longer requires hospital care, 
the physician writes a discharge order, which, under 
the Public Hospitals Act, requires the patient to leave 
the hospital within 24 hours. Some patients who no 
longer require hospital care will remain in hospital 
longer, usually because they are waiting for post-
discharge care arrangements, and may be difficult to 
place (for example, because they have dementia, are 
significantly overweight, require non-oral feeding, 
or require frequent medical treatments like dialysis 
or chemotherapy). Because these patients are 
waiting for care elsewhere, they are referred to as 
alternate-level-of-care (ALC) patients. 

At the time of discharge, the physician at the 
hospital prepares a discharge summary detailing 
specifics about the patient’s hospitalization, such as 
his or her diagnosis, treatment received, discharge 
medication, and follow-up appointments. The 
discharge summary is generally sent to the patient’s 

reconciliation templates) to support their 
implementation.

• Many Local Health Integration Networks 
are now proceeding with the Alternate Level 
of Care Resource Matching and Referral 
Project, which aims to reduce the number 
of alternate level of care days by improving 
workflow and communication between 
organizations (for example, among hospitals 
and their Community Care Access Centres). 
This electronic information and referral sys-
tem matches patients to the earliest available 
and most appropriate care/support setting at 
discharge.
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family physician and may be sent to other phys-
icians to ensure continuity of care. 

Patients who do not receive needed support 
after they are discharged may experience other-
wise avoidable health problems, and may require 
readmission to hospital—a situation that not only 
negatively affects patient health but also places 
unnecessary demands on hospital resources. 

Figure 2 shows the number of hospital beds, 
patient discharges, and average length of patient 
stay in Ontario hospitals from the 2005/06 fiscal 
year through the 2009/10 fiscal year.

rOleS AnD reSpOnSibilitieS At 
DiSCHArge

Several parties share responsibility for discharging 
patients from hospital, under a number of different 
pieces of legislation. For example:

• The Public Hospitals Act provides the frame-
work within which hospitals operate. It sets 
out the responsibilities of hospital boards 
(which generally govern the hospital) and 
their medical committees with respect to 
the quality of patient care provided by the 
hospital. It also makes physicians responsible 
for determining when a patient should be 
discharged. The Minister of Health and Long-
Term Care is responsible for administering 
and enforcing this legislation. 

• Under the Ministry of Health and Long-Term 
Care Act, the Minister of Health and Long-Term 
Care’s duties and functions include governing 
the care, treatment, and services and facilities 
that hospitals provide, as well as controlling 
the charges made to all patients by hospitals. 

• Under the Local Health System Integration 
Act, 2006, Local Health Integration Networks 
(LHINs) are responsible for prioritizing and 
planning health services and funding certain 
health-service providers, including hospitals 
and CCACs. There are 14 LHINs, which are 
accountable to the Ministry. As of April 1, 
2007, each hospital and CCAC is directly 

accountable to its LHIN, rather than to the 
Ministry, for most matters. With regard to 
discharge planning for hospital patients, the 
LHIN’s role includes being accountable to the 
Minister of Health and Long-Term Care for the 
performance of local health services, includ-
ing access to and co-ordination of services.  

• There are 14 Community Care Access Centres 
(CCACs) across the province, one for each 
LHIN. Under the Long-Term Care Act, 1994, as 
well as under the new Long-Term Care Homes 
Act, 2007 (proclaimed July 1, 2010), CCACs 
are responsible for assessing the eligibility 
of patients for home-care services and long-
term-care homes, as well as arranging for 
home-care services and processing eligible 
patients’ applications for long-term-care 
homes. Further, effective September 2009, 
LHINs may decide to expand the role of their 
respective CCACs to include placement of 
patients in complex continuing care and 
rehabilitation facilities. 

initiAtiVeS 
Ministry

The Ministry has supported a number of initiatives 
to improve the flow of hospital patients, including 
the process for discharging patients from hospital: 

Figure 2: Patient Discharges, Hospital Beds, and 
Average Length of Patient Stay in Ontario Hospitals, 
2005/06–2009/10
Source of data: Ministry of Health and Long-Term Care

Average
# of # of length of

Fiscal year Discharges Beds* Stay (days)
2005/06 1,095,000 18,400 6

2006/07 1,091,000 18,400 6

2007/08 1,091,000 18,700 6

2008/09 1,087,000 18,800 6

2009/10 1,092,000 18,400 6

* excludes bassinets for newborns
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• The Expert Panel on Alternate Level of Care 
was established to provide recommendations 
in response to the problems and challenges of 
patients waiting in hospital for an alternate 
level of care. In its 2006 report Appropriate 
Level of Care: A Patient Flow, System Integra-
tion and Capacity Solution, the panel proposed 
22 recommendations, some of which were 
adopted, including increasing home-care 
services and reviewing hospital discharge 
policies and CCAC placement policies to 
ensure that patients can be moved into an 
appropriate long-term-care home in as timely 
a manner as possible. 

• The Flo Collaborative was launched in Septem-
ber 2007 by the Centre for Healthcare Quality 
Improvement (CHQI), a Ministry-funded 
initiative. Twenty-nine hospitals participated 
in the Collaborative, generally in conjunction 
with their CCACs. The Collaborative’s aim 
was, in part, to improve the effectiveness and 
timeliness of the processes for transitioning 
patients from hospital to subsequent care 
settings, thereby reducing ALC patient days. 
The Collaborative identified a number of areas 
for improvement, as well as attributes of good 
discharge and transition planning. In spring 
2009, CHQI launched a strategy to communi-
cate information on the identified areas for 
improvement to, among others, the hospitals 
and CCACs that were not able to participate 
in the Collaborative. We used various Flo Col-
laborative attributes of good discharge and 
transition planning as a best practice guideline 
during our hospital visits.

• The four-year Aging at Home Strategy com-
menced in 2007/08. The strategy includes 
increasing community support services such 
as home care, assistive devices (for example, 
wheelchairs), and supportive housing, which 
typically provides personal care (for example, 
assistance with hygiene and dressing). These 
additional community services are expected 
to, among other things, decrease both the 

number of patients waiting in hospital for an 
alternate level of care and the time they wait. 
The Ministry indicated that it would be assess-
ing the strategy over three years commencing 
in 2010/11. 

• The Emergency Room/Alternate Level of Care 
Wait Time Strategy was initially introduced 
as the Emergency Room Wait Time Strategy 
in 2003 to reduce the time patients spend in 
the emergency room. It was expanded in May 
2008 to include improving hospital bed utiliz-
ation—for example, through the more timely 
discharge of patients no longer requiring 
hospital care. According to the Ministry, this 
initiative aimed to improve the sharing and 
implementation of best practices in, among 
other things, the discharge planning process. 
This initiative also included increasing home 
care and community supports for patients 
when they are discharged from hospital.

• In September 2009, as part of the Ministry’s 
Wait Time Strategy, tracking of wait times 
using a standardized provincial definition 
commenced for hospitalized patients who 
were discharged to an alternate level of care 
(ALC), such as a long-term-care home. Fur-
ther, starting in 2011, there are plans to track 
additional information, such as how long ALC 
patients still in hospital have been waiting. 
At the time of our audit, almost all of the 
113 hospitals expected to submit ALC wait-
time information were doing so. 

Community Care Access Centres

The CCACs associated with the hospitals we visited 
had all implemented initiatives, as part of the 
Ministry’s Aging at Home Strategy, to improve the 
timing of patient discharges from hospital. These 
initiatives included: 

• Home at Last—a program to provide, for 
patients who do not have family or friends 
to assist them, a personal support worker 
or volunteer for a few hours on the day they 
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are discharged from hospital. Assistance 
provided is for transportation home and basic 
necessities, such as picking up the patient’s 
medication and some groceries, and ensuring 
that the patient has a meal. This program was 
operating at two of the three hospitals we 
visited. 

• Wait at Home—an initiative to provide CCAC-
organized homemaking and personal support 
services in excess of regular home-care hours, 
to enable patients to wait in their homes for 
a long-term-care vacancy, rather than wait-
ing in hospital. Under this initiative, patients 
were eligible for a maximum of almost double 
the regular number of home-care hours for 
60 days in the CCACs associated with two 
of the hospitals we visited and for up to 90 
days in the third CCAC. We noted that most 
patients participating in this initiative were 
placed in long-term-care homes within these 
times. Patients not placed were moved to the 
top of the wait-list for the long-term-care 
homes they applied to. One CCAC indicated 
that it had halted its Wait at Home program 
in November 2009 due to a lack of funding, 
but anticipated restarting the program in the 
2010/11 fiscal year when next year’s funding 
was received. 

• Stay at Home—a program to provide CCAC-
organized homemaking and personal support 
services in excess of regular home-care levels 
for a limited time to enable patients to be 
discharged home earlier than otherwise. This 
program was provided by the CCAC at one of 
the hospitals we visited. 

Hospitals

All of the hospitals we visited participated in the 
Flo Collaborative and were undertaking additional 
initiatives to improve their discharge practices. For 
example:

• One hospital had conducted a review of its 
patient flow processes, including the dis-

charge process and identifying patient flow 
bottlenecks.

• Another hospital had developed a process, 
which included the involvement of the med-
ical chiefs of staff, for specifically reviewing 
and increasing patient discharges where 
medically possible whenever the emergency 
department has an unusually high number of 
patients waiting for a bed. 

• The third hospital had updated the process 
used by its nurses to help identify patients with 
risk factors that may delay their discharge. 

plAnning FOr in-pAtient DiSCHArge 
Provisional Discharge Destination and 
Estimated Discharge Date 

According to the Flo Collaborative, an estimated 
discharge date and a provisional discharge destina-
tion (for example, home with home care, a rehabili-
tation facility, or a long-term-care home) should 
be established for every patient within 48 hours of 
admission. The hospitals we visited indicated that 
the estimated discharge date is generally based on 
the patient’s diagnosis. If the identified discharge 
destination is different from where the patient 
came from, the discharge will probably be more 
complex and time-consuming. For all patients, 
establishing an estimated discharge date gives 
health-care providers at the hospital and those in 
the community, as well as the patient and his or 
her family, time to prepare for the patient’s post-
discharge needs. 

All the hospitals we visited had a policy requir-
ing the early identification of each patient’s esti-
mated date of discharge or expected length of stay, 
and two of them had policies requiring the identifi-
cation of post-discharge care needs. However, these 
policies varied. For example: 

• One hospital required that an estimated 
discharge date be discussed “starting on 
admission” along with the nature of any post-
hospital support that might be required. 
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• Another hospital required that an estimated 
discharge date be specified within 24 hours of 
the patient’s admission. 

• The third hospital required that the admitting 
physician state the expected length of stay 
upon admission for patients admitted with a 
diagnosis. Other patients were automatically 
assigned a three-day length of stay. 

However, although the provisional discharge 
destination was usually noted in sampled patients’ 
files, the patient’s estimated discharge date was 
often not documented, either in the patient’s file 
or elsewhere, at the three hospitals visited. For 
example:

• One hospital implemented a utilization system 
that it planned to use to record each patient’s 
estimated discharge date. We noted that the 
hospital had used the system to record the dis-
charge date for some patients in our sample. 
But on the date of our review, 83% of patients 
with an estimated discharge date had already 
passed that date and it had not been updated. 

• At another hospital, a single hospital ward 
indicated that it documented patients’ esti-
mated date of discharge on a spreadsheet. But 
on the date of our review, 53% of patients did 
not have an estimated discharge date. Further, 
one-third of patients with an estimated dis-
charge date had already passed that date and 
the dates had not been updated. 

• The third hospital generally did not record 
an estimated discharge date or an expected 
length of stay. 

Staff at the hospitals visited indicated that esti-
mated discharge dates are not formally established 
for every patient, either because they have a gen-
eral idea of the typical length of stay (for example, 
for elective surgery or childbirth) or because it is 
too difficult to accurately estimate the length of stay 
(for example, for unplanned emergency admissions 
or patients with numerous medical conditions). 

Monitoring Patients’ Readiness for 
Discharge 

According to the Flo Collaborative, multidisciplin-
ary teams at hospitals should conduct a quick 
round-table discussion about each patient (referred 
to as a bullet-round discussion), including his or 
her medical readiness for discharge and estimated 
discharge date. The Flo Collaborative also recom-
mended using visual triggers, such as whiteboards, 
that clearly show each patient’s discharge status 
(that is, his or her readiness for discharge) and 
required discharge planning activities.

Bullet-round discussions were conducted to 
varying degrees at the three hospitals we visited. 
For example, although these discussions were 
conducted daily in the general medicine wards of 
all three hospitals, the surgical wards held twice-
weekly discussions at one hospital and weekly 
discussions at the other two. None of the hospitals 
held bullet-round discussions on discharge plans 
in their obstetrics wards, nor were discussions held 
in the pediatric wards at the two hospitals that had 
such wards. One of the hospitals indicated that 
these discussions were not held because obstetric 
and pediatric patients had very predictable lengths 
of stay in hospital. We attended bullet-round dis-
cussions at all three hospitals and noted that most 
were led by the in-charge nurses, with little input 
by the other disciplines. We also noted that:

• Physicians, who are responsible for dischar-
ging patients, routinely attended bullet-round 
discussions at only one of the hospitals. 

• CCAC representatives, who are responsible 
for arranging post-discharge home care 
and admissions to long-term-care homes, 
routinely attended most bullet-round discus-
sions at only one of the hospitals. The other 
two hospitals indicated that, due to resource 
constraints, CCAC representatives could only 
attend some of the bullet-round discussions.

• Most bullet-round discussions we observed 
spent minimal time on discharge planning, 
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other than whether a patient could be dis-
charged today or tomorrow. However, we did 
note that one hospital ward at each of two 
different hospitals put a strong emphasis on 
discharge planning, including identifying 
actions that needed to occur to get patients 
ready for discharge, identifying the patients’ 
post-discharge needs, and arranging post-
discharge care. 

A physician at one of the hospitals indicated that 
bullet-round discussions were too time-consuming, 
because they involved discussing other physicians’ 
patients as well as that physician’s patients. How-
ever, at the hospital where physicians attended 
bullet-round discussions, the discussions were 
organized so that each physician attended only 
that segment during which his or her patients were 
discussed. 

All three hospitals had a patient utilization man-
agement system, which helps identify patients who 
are ready for discharge. However, only two of them 
were using it regularly for their general medicine 
and surgical patients. With this system, various 
indicators (including vital-sign assessments, vomit-
ing, and pain control) are assessed to determine 
whether a patient is medically stable and ready 
for discharge. It is not intended to replace clinical 
evaluation and judgment, but can help focus dis-
charge planning activities. Although one of the pur-
poses of the bullet-round discussions was to assess 
patient discharge dates, the information provided 
by the system identifying those patients as ready for 
discharge was not routinely considered. 

Whiteboards in nursing stations were also used 
to varying extents at the three hospitals we visited. 
However, many of the whiteboards we observed did 
not indicate each patient’s expected discharge date, 
expected discharge destination, or outstanding 
discharge planning actions. In particular, we noted 
that: 

• The whiteboards in the general medicine 
wards at two hospitals were colour-coded 
to show when patients were expected to be 
discharged. For example, green meant the 

patient would be discharged within 24 hours, 
yellow meant the patient would be discharged 
within two or three days, red meant the 
patient would be discharged after three 
days, and blue meant the patient was ALC. 
However, whiteboards in other wards of these 
hospitals did not indicate when patients were 
expected to be discharged. 

• At the other hospital, two-thirds of the wards 
contained a column on their whiteboards to 
record the estimated discharge date for each 
patient. However, at the time of our visit we 
noted that an estimated discharge date did 
not appear for each patient, and was typically 
recorded only when patients were likely to be 
discharged within a day. 

One hospital took the initiative of conducting an 
audit of selected whiteboards, between December 
2009 and February 2010, to determine their reli-
ability in predicting patient discharges. This hospi-
tal found that 76% of patients who were expected 
to leave within 24 hours actually did, but that 45% 
of patients actually discharged had not been identi-
fied as a likely discharge the previous day. 

Patient Preparation for Discharge 

Various methods are used to communicate to 
patients and their families or caregivers their antici-
pated discharge dates and the factors influencing 
that decision. In 2009, about one-third of patients 
were admitted for planned elective procedures. 
Before admission, these patients are typically pro-
vided with information on their expected length of 
stay and post-discharge care needs.

While in hospital, all patients (whether their 
admission was planned or unplanned) typically are 
informed about their expected discharge date and 
post-discharge care needs. For example, all three 
hospitals we visited informed us that they provide 
patients or their families with pamphlets on how to 
manage various medical conditions (such as heart 
disease, stroke, and diabetes) when they return 
home.  
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The Flo Collaborative recommended using 
whiteboards in patient rooms or other visual aids 
to communicate with patients, among other things, 
the patient’s expected discharge date and the goals 
(such as stable vital signs and pain under control) 
that the patient must achieve before discharge. We 
observed whiteboards in patient rooms at all the 
hospitals visited. Although some of one hospital’s 
patient whiteboards used colour coding to signify 
the patient’s discharge status (for example, yellow 
signifying that the patient would be discharged 
in two or three days), none of the whiteboards 
we observed indicated the patient’s estimated 
discharge date. Another hospital informed us that 
it posts a sheet in patient rooms that outlines the 
goals a patient needs to achieve to be discharged. 
But this sheet was posted in only one patient room 
we observed. 

reCOMMenDAtiOn 1

To provide sufficient time for a patient’s family 
and other caregivers to prepare for patients’ 
post-discharge needs, hospitals should ensure 
that:

• key discharge information, such as the 
patient’s estimated discharge date and 
discharge destination, is established and 
documented for every patient by the time of 
admission or shortly thereafter, and revised 
if the patient’s condition warrants a change 
in the discharge date;

• quick round-table discussions regarding 
patients’ readiness for discharge are 
attended by key decision-makers from the 
multidisciplinary team, such as the patient’s 
physician, who is responsible for discharging 
the patient, and if the patient is going to a 
long-term-care home or requires home-care 
services, by a representative of the Commun-
ity Care Access Centre; and 

• the estimated discharge date and discharge 
plans are communicated to patients and 
their families by using visuals displays, such 

as whiteboards in patient rooms, as recom-
mended by the Flo Collaborative. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

The hospitals generally supported this recom-
mendation, and one hospital reiterated the 
importance of ensuring that patients with sched-
uled surgery (for example, elective surgery) had 
their estimated discharge date established prior 
to admission. However, two of the hospitals 
noted that it was not always feasible to establish 
upon admission an estimated discharge date for 
patients with multiple complex medical condi-
tions who are admitted through the emergency 
department because, for example, diagnostic 
tests need to be completed first. 

Although one of the hospitals indicated that 
physicians generally attended the quick morning 
round-table meetings to discuss patients’ readi-
ness for discharge, another hospital commented 
that many of its physicians choose to visit 
patients at different times of the day, and there-
fore it was often not feasible for these physicians 
to attend these morning meetings. Both of these 
hospitals indicated that, although they would 
like a representative from the Community Care 
Access Centre (CCAC) to attend all of the quick 
round-table meetings, resource constraints were 
currently preventing this. However, one of these 
hospitals noted that it was holding discussions 
with its CCAC regarding having a CCAC repre-
sentative attend twice-daily meetings to discuss 
bed availability hospital-wide. 

One hospital commented on the import-
ance of visual management tools such as 
centrally located nursing station whiteboards 
to enhance team communication and patient 
communication whiteboards to better prepare 
patients and their caregivers for discharge, and 
was reviewing the mandatory use of nursing 
station and patient whiteboards hospital-wide. 
Another hospital noted that it now has patient 
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ArrAnging pOSt-DiSCHArge CAre 
Patients may require care or equipment after being 
discharged from hospital. In some cases, the hospi-
tal provides patients or their families with contact 
information for various community resources, so 
that the care or equipment can be arranged. In 
other cases, when the patient has certain equip-
ment needs or requires home care or placement 
in a long-term-care home, the hospital contacts 
the CCAC, which is responsible for assessing the 
patient’s eligibility for these services. If the patient 
is eligible, the CCAC arranges for the home-care 
services or processes the patient’s application 
for a long-term-care home. From April through 
December 2009, Ontario hospitals made over 
200,000 requests to CCACs for patient-eligibility 
assessments for home-care services. This includes 
requests made for admitted and non-admitted 
patients, such as emergency patients and out-
patients. Information was not available on the total 
number of hospital patients referred for placement 
in a long-term-care home. The three hospitals vis-
ited had dedicated CCAC representatives on-site to 
process such referrals. 

Some patients require services from a CCAC 
that is not associated with the hospital they are 
in (for example, patients who have travelled to 
another area of the province for specialized medical 
care). For these patients, the CCAC associated with 
the hospital conducts the initial assessment and 
then contacts the other CCAC to make the care 
arrangements. However, one hospital we visited 
commented that services vary among the CCACs, 
with no standardized expectations, so returning 
patients to their home community was not always 
easy to do. 

Arranging for Home-care Services and 
Equipment

About 10% of patients require home care after they 
are discharged from the hospital. Home-care ser-
vices offered vary among the CCACs, but generally 
include nursing assistance (for example, changing 
wound dressings, administering needles with 
medication, and monitoring vital signs); personal 
support (for example, helping the patient with 
activities of daily living such as bathing, dressing, 
eating, and grooming); physiotherapy (to help 
the patient regain strength and range of motion 
after surgery); occupational therapy (to assess the 
patient’s post-discharge environment to ensure 
safety); and palliative care (to help with end-of-life 
care). 

CCACs require time to determine a patient’s 
eligibility for home care and make arrangements 
for required services. Therefore, they generally 
need advance notice in order to have their assess-
ment and arrangements completed by the time 
the patient is ready for discharge. The hospital’s 
nursing staff or social workers generally contact the 
CCAC to arrange for post-discharge home care. We 
noted that one hospital we visited had established, 
in conjunction with its CCAC, “Notification Guide-
lines” indicating when staff should contact the 
CCAC for home-care services, and that these guide-
lines were posted for easy reference at the nurses’ 
station as well as on this hospital’s intranet. Both 
of the other hospitals had CCAC documents that 
advised the hospital when to contact the CCAC, 
which were available to staff on the hospitals’ intra-
net sites. 

None of the hospitals visited had information 
on whether their CCAC referrals were made in 
accordance with their established time frames. 
Based on our sample of patients discharged from 
these hospitals in 2009, we noted that the hospi-
tals often did not refer patients within these time 
frames (see Figure 3). One hospital indicated that 
it made many same-day referrals (that is, referrals 
made on the patient’s discharge date) because the 

whiteboards for about half of its beds, but that 
the use of whiteboards would not be beneficial 
for other patients whose lengths of stay are very 
predictable.
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CCAC requested that referrals not be made until 
the patient was ready to go home, in order to avoid 
cancelling services if the patient’s discharge date 
changed. Another hospital noted that the CCAC is 
aware of patients who may require home-care ser-
vices, since a CCAC representative attends bullet-
round discussions daily. 

In order to avoid situations where the CCAC 
does not have time to arrange for required services, 
one CCAC had indicated to its referring hospitals 
that it wanted same-day referrals to be under 15% 
of total referrals. However, according to a report 
completed by this CCAC, same-day referrals from 
the hospitals in its region averaged 31% of total 
referrals in April 2010. Further, one of its hospitals 
made 66% of its referrals on the day the patient was 
scheduled to be discharged. 

Two of the hospitals indicated that there are no 
standardized times for CCACs to respond to hospi-
tal referrals for home care. These hospitals noted 
that, unlike most weekday referrals, new referrals 
made to the CCAC on Fridays or weekends are not 
responded to until the next week.

With respect to post-discharge equipment needs 
(such as a wheelchair), patients having scheduled 
surgery are generally informed before admission 
about such needs. For other patients, their equip-
ment needs are identified after admission. In 
either case, if the patient requires equipment, two 
hospitals told us they recommend a list of vendors 
to the patient or direct them to the phone book. 
One hospital told us that its orthopaedic depart-

ment sometimes sells equipment to the patient at 
cost and shows him or her how to use it. As well, 
the CCACs associated with all of the hospitals we 
visited may provide equipment free of charge for a 
limited time.

All the CCAC offices we spoke with told us that 
they rely on the patient to contact them if there 
are any problems with home-care services or 
equipment. 

Figure 3: Length of Advance Notice Required for CCAC Home-care Services, and Rate of Compliance  
Achieved, 2009
Prepared by the Office of the Auditor General of Ontario

patients referred
required notification period before patient in Accordance

Hospital Discharge According to Hospital/CCAC policy  with the policy (%)
1 one to seven days in advance, depending on the home care required 50

2 48 hours in advance 10

3
two days in advance for most patients, three days in advance for 
patients requiring two specific services

54

reCOMMenDAtiOn 2

To better ensure that any required home-care 
services are available when eligible patients are 
ready to be discharged, hospitals, in conjunc-
tion with their Community Care Access Centres 
(CCACs) and Local Health Integration Networks 
(LHINs), should develop time frames that are 
standardized within each LHIN that provide 
adequate advance notice of the date such servi-
ces will be needed and keep the CCAC apprised 
of any changes to the required commencement 
of home-care services. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

All of the hospitals supported this recommenda-
tion, and two of them highlighted that it would 
also be beneficial for standardized time frames 
to be developed for Community Care Access 
Centres to respond to hospital referrals.
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Arranging for Long-term Care

Although seniors (people aged 65 and over) cur-
rently represent about 13% of Ontario’s population, 
in 2009 they accounted for almost 60% of the 
total number of hospital patient days. According 
to Statistics Canada, the number of seniors is 
expected to double over the next 20 years, which 
will undoubtedly increase the demand for hospital 
in-patient services and post-discharge care. The 
most common destination for patients who cannot 
return home, the majority of whom are seniors, 
is a long-term-care home. There are more than 
600 long-term-care homes in Ontario, which are 
either for-profit or not-for-profit nursing homes, 
charitable homes, or municipal homes. In 2009, 
about 4% of hospital patients were discharged to a 
long-term-care home. Therefore, it is important for 
hospitals to efficiently manage their processes for 
discharging these patients. 

Hospital staff contact the CCAC when they 
believe a patient will require the higher level of 
care provided in a long-term-care home upon dis-
charge from hospital. CCACs require time to assess 
a patient’s eligibility for a long-term-care home 
and process applications for eligible individuals. 
However, none of the hospitals we visited had poli-
cies, nor was there any CCAC guidance, on what 
advance notice hospital staff should ideally be 
giving the CCAC when a patient is expected to be 
discharged to a long-term-care home. 

All CCACs use a standardized assessment to 
determine patient eligibility for a long-term-care 
home. However, there are no provincial standards 
regarding how soon the CCAC, after receiving a 
hospital’s referral of a patient believed to require a 
long-term-care home, must make a decision on the 
patient’s eligibility. The CCAC associated with one 
hospital we visited had a goal to initiate an assess-
ment within 48 hours of receiving the referral, and 
the CCAC associated with another hospital had a 
goal to complete an assessment within 72 hours. 
The CCAC associated with the third hospital had 
agreed to make initial contact with the patient 

within two working days and indicated that it tries 
to perform the assessment within two to three days 
of receiving a referral. Information maintained by 
one of these CCACs indicated that almost all of the 
assessments were conducted within three days. 
Neither of the other two CCACs could provide us 
with this information. 

For patients assessed as eligible for a long-
term-care home, applications to several selected 
homes are typically completed by the patient or 
the patient’s family. Two of the hospitals we visited 
had policies on the maximum time allowed for 
families to select the homes they wished to apply 
to: three days at one hospital and two weeks at the 
other. Once the applications are completed they 
are submitted to the applicable long-term-care 
facilities, which review them and either accept or 
reject the patient’s admission. Information from 
a CCAC associated with one of the hospitals we 
visited indicated that about one-quarter to one-
third of applicants were rejected by long-term-care 
homes in the 2009/2010 fiscal year. But none of the 
CCACs associated with the hospitals we visited had 
tracked the specific reasons applicants were denied 
admission during 2009. Anecdotally, CCAC repre-
sentatives informed us that the main reasons for 
rejecting applicants are that patients are too heavy, 
require too much care (for example, require assist-
ance with feeding, dressing, and toileting), or have 
behavioural problems. In January 2010, one CCAC 
started tracking information on the reason applica-
tions were rejected, and another CCAC indicated 
that it would be able to track such information 
using a newly implemented information system. 

Legislation requires long-term-care homes to 
give the CCAC their response to an application 
within five business days, but there are no penalties 
levied if homes take longer than five days. At the 
two hospitals we visited that tracked this informa-
tion in 2009, the long-term-care homes’ average 
response time varied from a low of three days to a 
high of 15 days at one hospital, and from a low of 
eight days to a high of 22 days at the other hospital. 
However, even if a patient is accepted by the home, 
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this does not mean the patient can be discharged to 
that home, because many long-term-care homes do 
not have any available beds. The patient is therefore 
put on the home’s waiting list for a bed. 

Under the Public Hospitals Act, patients no 
longer needing treatment in a hospital gener-
ally have to leave on their discharge date. But in 
practice, given the lengthy time frames involved in 
arranging for a long-term-care home, these patients 
often end up staying in hospital longer than neces-
sary while waiting for required post-discharge care. 
This situation is discussed in more detail later in 
this report, under “Patients Waiting in Hospital for 
Post-discharge Care.” 

reCOMMenDAtiOn 3

To improve the process for admitting hospital-
ized patients to a long-term-care home, the 
Ministry, working in conjunction with the 
Local Health Integration Networks (LHINs), 
Community Care Access Centres (CCACs), 
long-term-care homes, and hospitals, should 
determine the best approach to placing a patient 
in a long-term-care home and establish bench-
mark standards for completing each stage in this 
process, such as determining patient eligibility, 
completing applications to long-term-care 
homes, and the long-term-care homes’ process-
ing of patient applications. The Ministry should 
also consider whether LHINs should be made 
accountable for monitoring adherence to the 
target time frames. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

All three hospitals supported this recom-
mendation, and two of the hospitals further 
highlighted the need for ensuring that long-
term-care homes comply with the legislated 
time frames for either accepting or rejecting a 
patient’s application. 

MiniStry reSpOnSe

The Ministry supports the principle of using 
benchmark standards to drive performance, and 
agrees with benchmark standards for the timing 
of each stage in the long-term-care-home place-
ment process. In this regard, the Ministry, in 
conjunction with the LHINs, CCACs, hospitals, 
long-term-care homes, and researchers, will 
undertake a feasibility study of establishing 
benchmark standards for completing each 
stage of the process of placing patients into a 
long-term-care home. A potential mechanism 
for monitoring could be through the LHIN 
accountability agreements with health-service 
providers.

As mentioned in the Auditor General’s 
report, target time frame standards already exist 
for long-term-care-home response times and 
are specifically legislated in the Long-Term Care 
Homes Act, 2007. The Ministry expects CCACs 
to enforce the legislative requirements with the 
long-term-care homes and notify the Ministry if 
the homes are non-compliant. Further, through 
the Ministry’s inspections of long-term-care 
homes, inspectors, when noting that homes 
are not meeting this requirement, will issue an 
action/order that takes into consideration the 
severity and scope of the home’s non-compli-
ance and any history of overall non-compliance 
at that home.

LHINs have service accountability agree-
ments, which include performance measures, 
with various health-care providers including 
hospitals, community agencies, and long-term-
care homes. The Ministry, in conjunction with 
the LHINs, will look at ways to strengthen 
accountability for all stakeholders involved 
in the placement of patients into a long-term-
care home. For example, education sessions 
are being held with long-term-care homes, 
CCACs, and the LHINs to ensure their under-
standing of and adherence to the provisions of 
the Long-Term Care Homes Act, 2007.
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COMMuniCAting inFOrMAtiOn tO 
SubSequent HeAltH-CAre prOViDerS 

A discharge summary is used by the hospital 
physician to communicate information about the 
patient’s hospital stay and post-discharge care 
needs to subsequent health-care providers, such 
as the patient’s family physician. Timely discharge 
summaries are important for the continuity and 
quality of patient care, and therefore can help 
patients avoid adverse medication reactions and 
readmissions to hospital. The Physician Documen-
tation Expert Panel, established by the Ministry, 
indicated in its 2006 report A Guide to Better Phys-
ician Documentation that the discharge summary 
is among the most crucial pieces of documentation 
in the patient’s health record. The panel indicated 
that hospitals may develop policies for completing 
discharge summaries, and outlined what discharge 
summaries should contain, such as follow-up 
appointments and details of discharge medications 
(with reasons for giving or altering medications, 
frequency, dosage, and proposed length of treat-
ment). However, the panel did not recommend any 
time frame for completing discharge summaries. 

Hospital Policies on Discharge Summaries

All hospitals we visited had policies requiring 
the completion of discharge summaries for their 
patients. However, we noted that the policies varied 
among the hospitals. For example: 

• Two of the hospitals did not require the com-
pletion of discharge summaries for patients 
with hospital stays of less than two or three 
days, respectively. The third hospital required 
discharge summaries for all patients. 

• One hospital required all physicians to com-
plete, date, and sign the discharge summary 
within 10 working days after discharge, with 
failure to do so resulting in the suspension of 
admitting privileges for the physician. The 
other two hospitals informed us that they had 
not established a time frame within which 

physicians must complete the discharge 
summary. 

• Two of the hospitals required that the dis-
charge summary be copied to the patient’s 
family physician. At the third hospital, staff 
told us that patients are usually given dis-
charge instructions and are asked to provide 
a copy to their family physician. None of the 
hospitals required that discharge summaries 
be provided to long-term-care or other health-
care providers. 

We reviewed the files of a sample of patients 
discharged from the three hospitals in 2009, and 
noted the following:

• Discharge summaries were generally com-
pleted at two of the hospitals in accordance 
with their stated policies and practices. At 
the third hospital, a discharge summary was 
prepared for 70% of patients whose files we 
reviewed. The files for the other patients indi-
cated that they were given discharge instruc-
tions, but these instructions did not contain 
any details of the patients’ treatment while in 
hospital. 

• At one hospital, 90% of discharge summaries 
were signed off by the physician within the 
10 days specified by hospital policy. At the 
second hospital, 72% of discharge summaries 
were signed off within 10 days, with 90% 
signed off within 32 days. But at the third hos-
pital, only 7% of discharge summaries were 
signed off within 10 days, with 90% signed off 
within 139 days. 

• Between 50% and 95% of patients required 
a follow-up appointment—for example, with 
their surgeon. Although none of the hospitals 
had a policy on scheduling follow-up appoint-
ments for patients, between 20% and 30% of 
patients had a follow-up appointment made 
for them by the hospital before discharge. The 
pre-scheduling of follow-up appointments 
may assist patients in obtaining the post-
discharge care they need. 
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One hospital informed us that it was imple-
menting an electronic discharge summary. This was 
expected to improve the quality and timeliness of 
discharge summaries because it was easy to use and 
would result in more complete and consistent pres-
entation of key patient information, such as what 
procedures were done in the hospital, any follow-up 
appointments required, pending test results, and 
discharge medications. 

Medication Reconciliations

Medication reconciliations, which are conducted 
before the patient’s discharge, compare the 
medications a patient will be taking after being 
discharged from hospital to the medications the 
patient was taking before admission and during 
his or her hospital stay. The goal of a medication 
reconciliation is to help prevent adverse drug 
events by ensuring that any changes in medications 
on discharge (such as adding or discontinuing 
medications, or changing the dosage or frequency 
of medications) are readily apparent to the subse-
quent prescribing physician. Accreditation Canada, 
which examines the quality of health services at 
hospitals with the aim of helping them improve the 
quality of services they provide, requires that medi-
cation reconciliations be completed. Further, the 
Physician Documentation Expert Panel indicated 
that details of discharge medications (including 
reasons for giving or altering medications, fre-
quency, dosage, and proposed length of treatment) 
should be part of the discharge summary. All the 
hospitals we visited informed us that they were in 
the process of implementing the use of medication 
reconciliations. 

In order to complete a medication reconcilia-
tion, hospitals need information on the drugs 
patients were taking before admission. According 
to hospital staff, a patient’s medication history 
should be obtained from the patient or patient’s 
family at the time of admission. It is also beneficial 
to verify the medication history against another 
source where possible. In fact, both the Institute 

for Safe Medication Practices Canada and Safer 
Healthcare Now! (a campaign to improve patient 
safety by integrating best practices into the deliv-
ery of patient care) recommend that medication 
histories be verified against at least two sources 
of information. At the three hospitals we visited, 
the majority of medication histories were taken at 
the time of admission. However, most information 
was not verified against other sources, which could 
include, for example, the Ontario Drug Benefit sys-
tem (which lists medications paid for by the system 
for all seniors and eligible low-income individuals) 
or a list of medications provided by the patient’s 
pharmacist. Hospitals stated that they usually seek 
information from an independent source when the 
patient is uncertain about his or her medications. 
Further, one hospital noted that some patients 
bring their medications with them to hospital and 
that this provides the basis for determining the 
best possible medication history for the patient. 
However, we noted many differences (for example, 
missing medications and differences in medication 
dosages) between the independent source that had 
been identified in some patient’s files and the list 
of medications on admission used to complete the 
medication reconciliations.

Based on our sample of discharge summaries at 
the three hospitals, we noted that:

• The percentage of discharge summaries that 
included some type of medication reconcilia-
tion ranged from a low of 10% at one hospital 
we visited to a high of 30% at another. At 
one of the hospitals the reconciliation was 
a specific document, whereas at two of the 
hospitals, the reconciliation was informal, 
consisting simply of physician comments 
throughout the summary on whether new 
medications should be added and whether 
medications taken before hospital admission 
should be continued, stopped, or put on hold. 

• Between 54% and 70% of the summaries just 
listed the medications that patients should 
take post-discharge, without any indication 
that they had been compared to the patients’ 
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medications on admission and without pro-
viding the reasons for any changes or new 
medications prescribed. 

• Between 10% and 27% of the summaries had 
no information on the patients’ discharge 
medications, although many of these patients 
were taking medication when they entered 
hospital. 

• The frequency or dosage of at least one new 
medication was missing for 14% to 20% of the 
patients. 

HOSpitAl beD AVAilAbility 
A shortage of in-patient beds can create problems 
throughout a hospital. For example, emergency 
patients may have to wait in the emergency depart-
ment for a bed, post-operative patients may have 
to remain in the recovery room, and patients with 
pre-scheduled surgeries, such as elective surgeries, 
may have their surgeries cancelled. 

Timing of Patient Admissions and 
Discharges 

Most hospitals in Ontario have a very high occu-
pancy rate, with virtually all beds being occupied 
the majority of the time. In fact, two of the hospitals 
we visited had bed occupancy rates over 85%, with 
one hospital consistently over 90% occupancy. 
Research indicates that hospitals will experience 
regular bed shortages if occupancy is above 90%. 
One way to create additional bed capacity is to 
reduce the average length of patients’ stay in hospi-
tals. However, according to 2008/09 data from the 
Canadian Institute for Health Information, Ontario 
hospitals have an average length of patient stay that 
is shorter than that of almost all other Canadian 
provinces. One hospital we visited indicated that 
to determine whether lengths of stay could be 
reduced, comparisons between actual and esti-
mated length of stay, based on patient diagnosis, 
are made. 

reCOMMenDAtiOn 4

To ensure that medical information essential for 
the continuity and quality of patient care is com-
municated in a timely manner to subsequent 
health-care providers, hospitals should:

• require discharge summaries to be com-
pleted for all patients in accordance with 
the Guide to Better Physician Documentation 
developed by the Ministry’s Physician Docu-
mentation Expert Panel;

• establish a target time frame, such as a max-
imum of 10 days, for completing discharge 
summaries and forwarding them to the 
patient’s family physician or other subse-
quent health-care providers; and 

• consider the use of a medication recon-
ciliation template to be completed for each 
patient detailing any changes between 
the medications the patient was taking on 
admission and the medications that the 
patient will be taking post-discharge. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

The hospitals generally agreed with this recom-
mendation. One hospital already had practices 
in place requiring physician completion of dis-
charge summaries for all patients within 10 days 
of discharge and in accordance with the Guide 
to Better Physician Documentation. Another 

hospital commented that hospitals should have 
accountability structures for ensuring that dis-
charge summaries are completed and forwarded 
to subsequent health-care providers within 
targeted time frames. 

With respect to the use of a medication 
reconciliation template, one of the hospitals 
commented that it has found that its use of such 
a template has promoted and facilitated the 
completion of accurate medication reconcilia-
tions at discharge. 



2010 Annual Report of the Office of the Auditor General of Ontario82

Ch
ap

te
r 3

 •
 VF

M
 S

ec
tio

n 
3.

02

Given the high hospital occupancy rates, 
discharges need to occur before new patients 
can be admitted. Therefore, the timing of patient 
admissions and discharges is important. Using data 
provided by the Ministry, we analyzed all hospital 
admissions and discharges in Ontario for Janu-
ary through November 2009 (see Figure 4). The 
number of unplanned admissions (for example, 
admissions through the emergency department) 
remained relatively consistent throughout the 
week. However, considerably fewer planned 
admissions (for example, for scheduled surgeries) 
occurred on weekends, even though almost 20% of 
all discharges occurred on Fridays—more than on 
any other day of the week. Further, hospital admis-
sions exceeded discharges on Sundays through 
Wednesdays, which can potentially create shortages 
of in-patient beds. The hospitals we visited indi-
cated that many post-discharge care facilities will 

not accept patients on the weekend. For example, 
province-wide, patients are almost four times as 
likely to be discharged to long-term-care homes on 
a weekday than on a Saturday or Sunday. At the 
hospitals we visited, less than 10% of total dischar-
ges to long-term-care homes, complex continuing 
care facilities, and rehabilitation facilities occurred 
on the weekend. 

We also noted that although roughly 65% of 
hospital discharges occur between 9 a.m. and 
3 p.m., admissions peak between 6 a.m. and 
8 a.m. (see Figure 5). This pattern means admit-
ted patients may have to wait (for example, in the 
emergency department) a number of hours for 
other patients to leave and the room to be cleaned 
before they can be moved into a hospital bed. 

All three hospitals we visited had processes for 
reviewing the status of their bed availability daily:

Figure 4: Admissions and Discharges to Ontario Hospitals by Day of the Week, January through November 2009
Source of data: Discharge Abstract Database
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• One hospital had every hospital ward provide 
a twice-daily update on its intranet of the 
number of beds available, anticipated admis-
sions (scheduled and through the emergency 
department), and anticipated discharges. 

• All three hospitals held a daily meeting with 
representatives from all hospital wards to 
update a list of available beds and anticipated 
admissions for the day. 

We did note a couple of good practices at the 
hospitals we visited. For example, one hospital was 
developing a system to optimize bed management, 
which it expected to implement in summer 2010. 
We were informed that this system will provide 
a “live” status (for example, occupied, empty 
but requires cleaning, or available) for each bed. 

Another had analyzed the timing of patient admis-
sions and discharges. This hospital found that peak 
hours for its emergency-department admissions 
were in the morning, whereas peak hours for its 
discharges were in the afternoon. As a result, this 
hospital developed a policy to have 40% to 60% 
of the day’s discharges occur by 11 a.m., which 
reduced the time that admitted patients waited in 
the emergency department for a bed. 

Length of Time Beds Are Empty between 
Patients 

All of the hospitals visited indicated challenges in 
ensuring that beds were available when needed. 
Monitoring the status of hospital beds (for example, 

Figure 5: Admissions and Discharges to Ontario Hospitals by Hour of the Day, January through November 2009
Source of data: Discharge Abstract Database
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whether they are occupied, empty but require 
cleaning, or available for a new patient) helps hos-
pitals manage this challenge. All of the hospitals we 
visited had at least some information on whether 
their beds were occupied, empty and clean, or 
empty and in need of cleaning. But none of the 
hospitals tracked the time to fill an empty in-patient 
bed—that is, from the time one patient leaves the 
bed until the time a new patient occupies the bed. 

At our request, the three hospitals conducted 
one or two days of tracking the time beds were 
empty between patients on selected wards. The 
results indicated that all three took about one hour 
to clean the rooms, from the time housekeeping 
was notified to the time the room was clean. How-
ever, the average time a bed stayed empty ranged 
from three hours to just over six hours. The hospi-
tals indicated that the additional time could be due 
to the wards’ not being able to take new patients 
because of the current patient workload and/or 
because of nurses’ lunches and breaks. The hospital 
that averaged six hours advised us that it had no 
patients waiting for a bed during the time most of 
the beds were empty.

pAtientS wAiting in HOSpitAl FOr 
pOSt-DiSCHArge CAre

Numerous studies have shown that remaining in 
hospital longer than medically necessary can be 
detrimental to patients’ health for various reasons, 
including the potential for a hospital-acquired 
infection (for example, C. difficile) and, especially 

reCOMMenDAtiOn 5

To help reduce the time admitted hospital 
patients wait for a bed:

• hospitals should review the times and days 
of the week patients are admitted and dis-
charged, and arrange patient discharges to 
allow sufficient time for beds to be prepared 
in advance for new admissions, especially for 
patients arriving at known peak admission 
times; and 

• larger hospitals should assess the costs and 
benefits of implementing a bed management 
system that provides “live” information on 
the status of hospital beds, including which 
beds are occupied, awaiting cleaning, and 
available for the next patient, as well as 
the reasons for delays in placing admitted 
patients in available beds. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

The hospitals generally supported this recom-
mendation. One of the hospitals noted that, 
although it is feasible to match patient bed 
needs to capacity for scheduled patient admis-
sions, it is much more challenging to meet the 
needs of emergency patients because emergency 
admissions to surgeries are less predictable and 
cannot be delayed or cancelled. Another hos-
pital commented that additional bed capacity, 
which can provide more timely access to an in-
patient bed, can be created by better matching 
peak times of patient admissions and appropri-
ate patient discharges, and by optimizing the 
length of in-patient stay in hospitals. Further, 
this hospital indicated that actively planning 
for discharges enables a smoother workflow for 
staff and physicians, and provides an improved 
patient experience. 

One hospital indicated that, although it 
does use various systems to obtain some of the 
information that an electronic bed management 
system would provide, it is currently assessing 
the costs and benefits of implementing such a 
system to integrate this information. The hospi-
tal noted that the successful implementation of 
this type of system would depend on a number 
of factors, including how easily staff can enter 
data. This hospital commented that information 
from a bed management system could be used 
in conjunction with its twice-daily meetings to 
discuss bed availability hospital-wide.
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for older patients, a decline in physical and mental 
abilities due to a lack of activity. But patients who 
are ready to be discharged often need to wait in the 
hospital for post-discharge care (such as home-care 
services or placement in a long-term-care home, a 
complex continuing care facility, or a rehabilitation 
facility) to be arranged. These patients are referred 
to as alternate-level-of-care (ALC) patients. In addi-
tion to the potentially negative impact that waiting 
in hospital may have on the patient’s health, it is 
much more costly to keep patients in a hospital as 
opposed to a community setting. We were informed 
by the Ontario Hospital Association that it esti-
mated that it costs about $450 per day to care for 
an ALC patient in a hospital.

In 2009, over 50,000 ALC patients were 
discharged from Ontario hospitals; almost 85% 
of them were seniors (aged 65 and older). Most 
senior ALC patients arrived at the hospital as an 
unplanned admission through the emergency 
department. Although ALC patients accounted for 
only 5% of all hospital discharges, they represented 
16% of the total number of days patients were 
hospitalized. In addition, although the total days 
ALC patients were hospitalized has been relatively 
constant for the past two years, these days had 
increased by 75% between 2005/06 and 2009/10. 
However, the total days all patients were hospital-
ized increased by only 7% during this time period. 

The Ontario Hospital Association conducts a 
monthly survey of the number of ALC patients 
in almost all acute-care hospitals in Ontario. As 
of June 2010, results indicated that 16% of all 
acute-care beds in the province were occupied 
by a patient waiting for an alternate level of care, 
although results varied significantly across the 
province, with the percentage of beds occupied by 
ALC patients ranging from 3% in the Central West 
LHIN to 24% in the North East LHIN. At the hos-
pitals we visited, an average of between 11% and 
23% of their beds were occupied by ALC patients. 

Province-wide, most ALC patients were waiting 
to be placed in another facility, such as a long-term-
care home, although 17% were waiting for home 

care, as shown in Figure 6. Further, about 50% of 
ALC patients in rehabilitation or complex continu-
ing care facilities were waiting in these facilities for 
placement in a long-term-care home. According to 
the CCACs we spoke with, one reason patients wait 
in hospital for a long-term-care home is that appli-
cants prefer the less expensive “basic” accommoda-
tion in long-term-care homes (about $250 less per 
month than a semi-private room and $600 less than 
a private room). Further, only low-income residents 
in basic accommodations can qualify for a Ministry 
subsidy; residents in private and semi-private 
rooms do not qualify. In the 2009/2010 fiscal year, 
80% of applicants from one hospital we visited 
requested basic long-term-care accommodations. 
However, according to legislation, only 40% of 
long-term-care homes’ beds are required to be basic 
accommodation.

As an example of how critical the situation can 
get in hospitals, in January 2010, because a large 
number of people were waiting in the emergency 
department for an in-patient bed, the LHIN of 
one of the hospitals we visited, through its CCAC, 
moved all of this hospital’s ALC patients waiting for 

Figure 6: Discharge Destination of ALC Patients in 
Ontario, 2009 (%)
Source of data: Discharge Abstract Database
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placement in a long-term-care home to the top of 
the wait-list. This caused patients at other hospitals, 
as well as people in the community, to wait longer 
for a long-term-care home. The hospital indicated 
that this was a rarely used measure that it and the 
LHIN hoped to avoid in the future. 

The issue of patients waiting in hospital for 
alternate accommodation is not unique to Ontario. 
For example, according to the Canadian Institute 
for Health Information, Newfoundland and Ontario 
have about the same rate of ALC patients waiting 
in hospital, as a percentage of all hospitalizations. 
B.C. is a bit better, and Alberta has only about half 
Ontario’s rate. 

Identifying Patients at Risk of Delayed 
Discharge

Patients who cannot go back to their previous 
living situation are sometimes difficult to find post-
discharge care for. Examples of patients who may 
be difficult to place include those who have demen-
tia, are significantly overweight, require non-oral 
feeding, or require frequent medical treatments like 
dialysis or chemotherapy. The Flo Collaborative 
recommends that patients be screened within 48 
to 72 hours of admission to hospital for risk factors 
that may delay their discharge, and that plans be 
developed for managing any identified risks. It also 
suggests using standardized risk criteria for the 
early identification of patients who will need CCAC 
services, such as for placement in a long-term-care 
home. The early identification of these patients, 
regardless of any challenges in estimating their dis-
charge date, is important because it provides addi-
tional time for post-discharge care arrangements to 
be put in place.

Only one hospital we visited had a policy of 
screening upon admission for risk factors that 
may delay discharge. This hospital had developed 
a formal process, which assessed areas such as 
the patient’s cognitive ability, level of confusion, 
and risk of falls. The other two hospitals indicated 
that they conducted informal processes. However, 

for the sample of patient files we reviewed, there 
was generally no documentation to indicate that 
such informal assessments were being completed, 
although one hospital indicated that it would assess 
selected risk factors for certain patients during their 
admission and indicate “yes” on its utilization sys-
tem if the patient was considered high-risk.

Copayments for Patients Waiting for 
a Long-term-care Home or Complex 
Continuing Care Facility

Under the Health Insurance Act, hospitals are per-
mitted to charge a copayment to patients who wait 
in hospital for a place in either a long-term-care 
home or a complex continuing care (CCC) facility. 
The purpose of the copayment charge is to eliminate 
any financial incentive for patients to stay in a hos-
pital, for which they would otherwise pay nothing, 
as opposed to a long-term-care home, where some 
payment is normally required. Therefore, the estab-
lished hospital copayment is the same as the basic 
rate charged to residents in a long-term-care home 
or a CCC facility. On July 1, 2010, the copayment 
was about $1,600 per month, and could be reduced 
for low-income individuals. Money collected from 
copayment charges is retained by the hospitals.

Each of the three hospitals visited had policies 
in place for charging patients a copayment. Two of 
the hospitals’ policies stated that patients were to 
be charged once they were designated ALC by their 
physician. Although the third hospital’s policy was 
to charge patients once they were designated ALC, 
in practice, this hospital gave patients a five-day 
grace period, to ensure that patients were informed 
of the charges. 

None of the three hospitals had documenta-
tion on whether all patients who could have been 
charged the copayment were actually charged it. We 
compared the number of patients whose discharge 
destination was a long-term-care home or a CCC 
facility with the number who were actually charged 
a copayment, and noted that one hospital charged 
only about 10% of eligible patients a copayment. 
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This hospital indicated that it serves many low-
income people who are exempt. Both of the other 
hospitals charged over 85% of eligible patients.

Additional Daily Charges

Under the various laws governing long-term-care 
homes at the time of our audit, eligible patients 
or their substitute decision-makers may submit an 
application to a maximum of three long-term-care 
homes of their choice. The new Long-Term Care 
Homes Act, which came into effect July 1, 2010, per-
mits applicants to select a maximum of five homes. 
Some hospitals, including two that we visited, have 
established more specific requirements in order to 
move patients into long-term-care homes as quickly 
as possible, so that the hospital beds are available 
for other patients requiring in-patient care. In 
particular:

• One hospital we visited required patients 
needing long-term care to apply to three 
homes: one home of their choice and two 
homes from a CCAC-prepared list of homes 
with either available beds or a short wait-list. 
The three homes must be selected within 
72 hours after the hospital provides the list, 
and the patient must go to the first home that 
offers a bed.

• Another hospital we visited required patients 
to apply to three long-term-care homes. But 
if those homes do not have an available bed, 
the patient must consent to going to any home 
that has an empty bed within the catchment 
area of either the hospital’s CCAC or the 
neighbouring CCAC. 

At these two hospitals, failure to follow hospital 
policy resulted in more senior hospital personnel 
(for example, a nurse manager, hospital vice-
president, and/or a representative of the legal 
department) approaching the patient and his or 
her family to encourage them to comply. If that 
approach did not work, these hospitals had a policy 
of charging a per diem rate ($700 per day at one 
hospital and $1,500 per day at the other). This 

policy is used to persuade patients to leave hospital 
and wait for their ideal discharge destination in 
a more appropriate place. One of these hospitals 
indicated to us that it informed patients that the 
per diem would be charged, but had never actually 
charged it; the other informed us that although it 
has charged a few patients, it has not successfully 
collected from them. 

Based on our discussions with representatives 
from seven CCAC offices across the province, there 
are various reasons patients do not want to live at 
the long-term-care homes that have frequent vacan-
cies. These reasons include:

• Location—Applicants prefer a long-term-care 
home close to family and friends, so that they 
can easily visit. A home that is further away 
makes it especially difficult for an elderly 
spouse to visit regularly. 

• Value—Applicants prefer newer facilities to 
older ones. Basic accommodation in newer 
facilities is generally one or two people to 
a room with a bathroom. In contrast, basic 
accommodation in an older facility generally 
consists of four people in one room with one 
shared bathroom. For the three hospitals vis-
ited, we reviewed their associated list of long-
term-care homes with frequent vacancies and 
noted that they were almost all older facilities. 

• Performance—Applicants prefer long-term-
care homes that operate in accordance with 
the standards set by the Ministry. We reviewed 
the results of the Ministry’s inspections at the 
long-term-care homes with frequent vacancies 
that accepted patients from the hospitals we 
visited, for the period July 2007 through June 
2008 (the most recent information available 
at the time of our audit). We found that about 
60% of these homes had at least five unmet 
standards, which was almost double the prov-
incial average of unmet standards. 
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Alternatives to Long-term Care

CCAC representatives told us that hospitals gener-
ally do not suggest alternatives to long-term-care 
homes to patients. Examples of such alternatives—
which often have minimal, if any, waiting lists—
include retirement homes or hiring help at home. 
We compared the cost of these options and noted 
that both can be more expensive for the patient 
than the cost of a long-term-care home. In particu-
lar, as of July 2010, the amount paid by residents of 
long-term-care homes ranged from about $1,600 
per month for basic accommodation to $2,200 per 
month for private accommodation, with subsidies 
available for low-income individuals. However, 
Ministry information indicated that retirement 
homes, which are not intended for people with 
heavy care needs, generally cost between $1,500 
and $5,000 per month. Further, we noted that 
hiring individuals from private agencies, which 
generally bill for a minimum visit of four hours, can 
cost up to $2,900 per month to provide daily care 
at home. Both these alternatives may still be more 
cost-effective than keeping the ALC patient in a 
hospital bed.

Another alternative to a long-term-care home is 
supportive housing, which typically includes some 
personal care, such as assistance with hygiene and 
dressing. In some buildings, all of the residents 
receive care, whereas in others, only a small num-
ber do. According to the Ministry, accommodation 
costs paid by residents can range from about $600 
to $1,200 per month, and can be further subsidized 
based on a resident’s income, with costs for per-
sonal care funded by the LHIN. However, there is a 
waiting list for these units. 

Unlike long-term-care homes, these alternative 
care arrangements are for the most part not regu-
lated or inspected by the Ministry. In June 2010, 
the Retirement Homes Act was proclaimed, and the 
Ministry indicated that related care and safety stan-
dards were being developed and would be included 
in regulations to be made under the act. 

Wait Times for Post-discharge Care

In September 2009, Cancer Care Ontario started 
collecting data on ALC patients discharged from 
most hospitals, as well as the number of ALC 
patients still waiting at each hospital at month-end, 
as part of the Ministry’s Wait Time Strategy. At the 
time of our audit, this information was not publicly 
reported. The Ministry indicated that through the 
Wait Time Strategy, it also plans to collect data on 
how long ALC patients not yet discharged have 
been waiting in most hospitals, starting in the 
2010/11 fiscal year. Hospitals were to report this 
information using a standard definition provided by 
the Ministry.

According to data gathered by Cancer Care 
Ontario, as of March 31, 2010, about 3,700 patients 
were waiting in hospital for alternate accommoda-
tion, such as home care, a long-term-care home, or 
a complex continuing care or rehabilitation facility. 
We analyzed the ALC data for the period Novem-
ber 2009 through February 2010, and noted the 
following:

• For all ALC patients—The median wait times 
by LHIN ranged from four days to 15 days. For 
the province as a whole, 50% of all discharged 
ALC patients went to their discharge destina-
tion within eight days of being designated 
ALC (90% went within 51 days). However, 
the wait time in hospital for these discharged 
ALC patients varied considerably across the 
province. For example, for hospitals in the 
North West LHIN, 90% of all discharged ALC 
patients went to their discharge destination 
within 27 days, whereas in the North East 
LHIN, the corresponding period was 97 days. 
Most patients waiting for complex continuing 
care and rehabilitation facilities were placed 
within 30 and 20 days, respectively.

Further, within two days of admission to 
hospital, 15% of ALC patients were designated 
ALC. This may imply a lack of community sup-
ports to care for these patients at home caus-
ing these patients to come to the hospital. 
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In addition, as shown in Figure 7, about 
half of ALC patients were discharged from 
hospital within seven days of being designated 
ALC. This may signify a problem co-ordinating 
post-discharge services on a timely basis. 
Hospitals indicated that these problems occur 
for various reasons, including the CCAC not 
always being available to complete eligibil-
ity assessments on weekends, and facilities, 
such as long-term-care homes, not always 
accepting patients on weekends. 

• For ALC patients waiting for home care—90% 
had received services within 28 days, with 
only 50% receiving them within six days.

• For ALC patients waiting for a long-term-care 
home—90% were placed within 128 days 
(50% were placed within 30 days). Further, 
5% of these patients waited more than six 
months for a long-term-care home.

We also noted that the wait times recorded 
for ALC patients may not be comparable among 
hospitals. For example, two of the hospitals we 
visited transferred at least some of the ALC patients 
to their hospital’s complex continuing care (CCC) 
ward to wait for required post-discharge care. At 
one of these hospitals, the wait time was calculated 
from the time the patient was initially designated 
ALC to the time the patient was discharged from 
hospital. At the other hospital, patients had two 
wait times: one for their ALC stay in the ward 
where they received treatment, and then a separate 
ALC stay in the CCC ward. If the two wait times 
were added together, 90% of this hospital’s ALC 
patients would have been placed within 64 days, 
rather than the 49 days reported. 

Ability to Use Beds for Acutely Ill Patients 

Within hospitals, ALC patients may be located in 
hospital wards with acutely ill patients (such as the 
ward where they received their treatment); hos-
pital wards established for ALC patients; or other 
hospital wards, such as rehabilitation and CCC. The 

three hospitals we visited located their ALC patients 
as follows:

• One hospital placed these patients in acute-
care wards throughout the hospital, with 50% 
located in two wards. 

• Another hospital located three-quarters of 
these patients in wards with acutely ill people 
located throughout the hospital, with the 
remainder in its CCC ward. 

• The third hospital located most ALC patients 
in its CCC ward. 

Hospital staff informed us that ALC patients typ-
ically require fewer nursing resources than acute-
care patients. Therefore, if acute-care beds are used 
for ALC patients on a long-term basis, hospitals may 
reduce their staff. Additionally, some ALC patients 
make copayments. To “reopen” these beds for 
acute-care patients can be costly, because hospitals 
incur additional costs and no longer collect the 
copayment from the ALC patients. In fact, one of 
the hospitals we visited had had a separate ward for 
some of its ALC patients, but closed the ward after 
these ALC patients were placed.

Figure 7: Percentage of ALC-designated Patients 
Discharged from Hospitals, by Number of Days 
between Designation and Discharge, November 2009 
through February 2010
Source of data: Wait Time Information System, Cancer Care Ontario
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reCOMMenDAtiOn 6 

To ensure that patients receive the care they 
need in the location best for the patient:

• hospitals, in conjunction with their Local 
Health Integration Networks (LHINs), 
should educate all patients and their families 
on the fact that, for patients whose condition 
has stabilized and who no longer need acute 
care (especially older patients), hospitals are 
not a safe or appropriate place to wait for 
post-discharge care (for example, because of 
the risk of getting a hospital-acquired infec-
tion such as C. difficile); 

• the Ministry, in conjunction with the 
LHINs, should assess the costs and benefits 
of increasing the level of post-discharge 
services that can commence on weekends to 
better enable hospitals to safely discharge 
patients on weekends; and 

• the Ministry, in conjunction with the LHINs, 
hospitals, and Community Care Access Cen-
tres, should give increased consideration to 
options such as more appropriate places for 
patients to safely wait for placement in an 
alternate-care facility such as a long-term-
care home; or increased supportive-housing 
arrangements to enable patients to continue 
to live more independently.
Further, to help hospitals better manage their 

patients who are waiting for post-discharge care, 
the Ministry should:

• further clarify how alternate-level-of-care 
(ALC) wait times should be measured so 
that ALC wait times are being consistently 
reported to the Ministry’s Wait Time Strat-
egy; and

• publicly report the time ALC patients wait 
in hospital before being discharged into a 
community-based setting. 

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

The hospitals generally supported this recom-
mendation. One of the hospitals highlighted 
that, although its LHIN was supporting patients 
through numerous strategies, there continued 
to be a gap in community services available on 
weekends and that many of the long-term-care 
homes associated with the hospital were not 
willing to accept patients on weekends. Further, 
this hospital noted that since the new Long-Term 
Care Homes Act, 2007, which came into effect in 
July 2010, the number of ALC patients waiting 
for a long-term-care home had doubled. The 
hospital also noted that many patients and their 
families are now requesting placement in only 
one long-term-care home, and expecting to wait 
in hospital for this home—a wait that could take 
many months, if not years. As a result, this hos-
pital highlighted the need for an interim place, 
rather than the hospital, where patients could 
safely wait for the long-term-care home of their 
choice. 

Another hospital indicated that the transition 
from an acute-care hospital to a post-discharge 
destination can be the most vulnerable point of 
care for patients. Therefore, this hospital noted 
that additional system capacity may be needed 
for hard-to-place patients, and further strategies 
and greater supports should be considered to 
better facilitate smooth transitions for patients 
seven days of the week. In this regard, it is lead-
ing a pilot project to care for patients at home 
through a “virtual ward.” Patients participating 
in this pilot are to have access to an interdisci-
plinary team of health-care professionals, 
including a physician, and receive home-based 
community care. This hospital also commented 
that it would be reviewing its current practices 
for managing ALC patients, in terms of both 
clinical process and information flow, to identify 
opportunities for improvement. However, this 
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perFOrMAnCe MeASureMent 
Performance indicators enable hospitals to monitor 
the progress of any initiatives, track their perform-
ance over time, and compare their performance 
with that of other hospitals using the same indica-
tors. It is important that the indicators be reviewed 
by individuals with the power to facilitate change 
when needed, such as senior management and in 
some cases the board of directors. 

All of the hospitals visited had systems in place 
for monitoring performance, including some indi-
cators of patient flow throughout the hospital. One 
hospital monitored a number of indicators related 
to the discharge process, and reported results to 
senior management and the board of directors. 
For example, this hospital monitored the number 
of surgeries cancelled because of a lack of beds, 
the percentage of patients staying beyond their 
expected length of stay, the number of patients 
discharged by 11 a.m. each day, and the number 
of patients not in the best ward for their illness 
(for example, a heart patient in an orthopaedic 
ward). Although one other hospital tracked some 
similar measures, neither it nor the third hospital 
monitored all of these indicators or reported these 
measures to their board of directors. A lack of 
consistent performance measures used by hospitals 
limits the ability of the hospitals, as well as the 

hospital and another hospital cautioned that 
ALC indicators need to be linked to health sys-
tem planning and actionable outcomes. 

MiniStry reSpOnSe 

The Ministry will work with the LHINs, provin-
cial associations such as the Ontario Hospital 
Association and the Ontario Association of 
Community Care Access Centres, and hospitals 
to identify opportunities to meet this recom-
mendation in order to ensure that patients 
receive quality care in the most appropriate 
location. The Ministry agrees with the need 
to continuously improve patient transitions 
between sectors, such as between hospitals and 
long-term-care homes, and is supporting policy 
initiatives that improve these transitions on a 
seven-day-a-week basis. Further, the Ministry 
is continuing to enhance a variety of initia-
tives, including the Aging at Home Strategy, 
which encourages the LHINs and CCACs to 
adopt a “Home First” philosophy. This enables 
patients to return home, once their acute 
care at hospital is complete, to determine in 
their normal environment their required care 
needs and living arrangements. The Ministry’s 
investment in the Aging at Home Strategy is 
allowing the LHINs to increase community 
capacity, thus expanding the range of appropri-
ate places for patients who do not require a 
long-term-care home to wait for services and 
other options. The Ministry is working with the 
LHINs to resolve any legislative, regulatory, or 
policy barriers that would prevent the LHINs 
from implementing initiatives to address this 
recommendation. 

Since the implementation of the ALC defin-
ition in July 2009, operational processes and 
tools have been put in place to answer clinical 
questions related to patients’ ALC designa-
tion, and hospitals have been provided with 
additional guidance through bulletins, help 

desk support, teleconferences, and special 
documents. This is to ensure that data quality 
is of a high standard. Further, the Ministry 
has directed Cancer Care Ontario to monitor 
hospital adherence to and application of the 
new ALC definition. As system improvements 
are deployed in 2011, the Ministry will reinforce 
the definition of ALC with all hospitals. In 
addition, the Ministry will explore the recom-
mendation to publicly report wait time data for 
ALC patients waiting to be discharged to the 
community.
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LHINs and the Ministry, to monitor and benchmark 
performance to identify and implement better prac-
tices in patient flow and the discharge process. 

Performance measures can also be used to mon-
itor the safety of patient discharges. Indicators for 
this purpose include the results of patient satisfac-
tion surveys and readmission rates. All the hospitals 
visited had access to this information, but only one 
reported it to the board of directors on a regular 
basis. 

All three hospitals visited used an independent 
survey firm to conduct patient satisfaction surveys. 
These surveys, which were mailed monthly to 
randomly selected discharged patients, included 
some questions on the discharge process, such as 
whether the purpose of the post-discharge medica-
tions had been explained and whether the patient 
had been told whom to call with any questions 
post-discharge. One of the hospitals we visited had 
over 80% of surveyed patients respond positively to 
both of these questions; the other two hospitals had 
positive response rates between 72% and 77% for 
the questions. However, the survey contained no 
questions on whether the patient had had sufficient 
time to make discharge arrangements before his or 
her discharge. 

With respect to readmission rates, the Canadian 
Institute for Health Information (CIHI) is respon-
sible for managing the Discharge Abstract Database 
(DAD), which captures data on unplanned readmis-
sions within seven days and from eight to 28 days 
after discharge. For CIHI’s purposes, an unplanned 
readmission is defined as the unscheduled return of 
a previously discharged patient to the same hospital 
for the same or a related condition. Unplanned 
readmissions to hospital within seven days of 
discharge may be an indicator that the patient was 
discharged from hospital prematurely. Unplanned 
readmissions to hospital within eight to 28 days 
of discharge are more likely to be an indicator of a 
systemic failure—that is, insufficient community 
resources. For the period April through December 
2009, the provincial rate for unplanned readmis-
sions within seven days of discharge was less than 

2%; the rate from eight to 28 days post-discharge 
was just over 2%. These rates were consistent with 
previous fiscal years. 

About 10% of Ontario hospitals do not report 
information on readmissions to CIHI, because 
reporting is voluntary. However, all three of the 
hospitals we visited reported such information. Two 
of these hospitals had fewer readmissions than the 
provincial average, whereas the third had almost 
double the average. One of the hospitals with fewer 
readmissions than the provincial average tracked 
and reviewed readmissions for specific ailments, in 
order to see if there were any systemic issues that 
needed to be addressed. 

CIHI indicated that the unplanned readmissions 
are probably understated, for various reasons, 
including data not accurately reported by hospi-
tals (that is, hospital staff may not identify every 
readmission) and no tracking of patients who 
return to a different hospital (for example, patients 
may receive specialized treatment at a regional hos-
pital, but return to a local hospital with subsequent 
problems). Further, based on our analysis of infor-
mation from the DAD, we noted that 22% of the 
people discharged from hospital during 2009 were 
hospitalized more than once that year. Although 
this group would include people admitted to hos-
pital on different occasions for different illnesses, 
the percentage also suggests that readmissions are 
probably higher than currently reported. As well, 
none of the hospitals we visited tracked people who 
returned to the emergency department for the same 
or a related condition post-discharge, but were not 
readmitted to hospital. 

reCOMMenDAtiOn 7 

To help evaluate the patient discharge process, 
hospitals should:

• in conjunction with their Local Health Inte-
gration Networks (LHINs) and Community 
Care Access Centres, develop measures for 
monitoring and reporting on the effective-
ness and safety of hospital processes for 
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discharging patients, and compare results 
among hospitals to help identify areas for 
improvement or best practices that can be 
shared with other hospitals; and 

• regularly report key discharge performance 
indicators to senior management and the 
board of directors. 
As well, to help monitor, on a province-wide 

and regional basis, unplanned returns to hospital 
for the same or related conditions, the Ministry, 
in conjunction with the LHINs, hospitals, and 
the Canadian Institute for Health Informa-
tion, should track post-discharge emergency-
department visits as well as readmissions to any 
hospital that occur within a few days (or other-
wise established reasonable time frame) after a 
patient is discharged from a hospital.

SuMMAry OF HOSpitAlS’ 
reSpOnSeS

The hospitals generally agreed with this recom-
mendation; one of the hospitals indicated it was 
reporting such information on a regular basis. 
This hospital also indicated that its LHIN, in 
collaboration with its hospitals and its CCAC, 
has created a monthly discussion forum to 
facilitate collaborative, transparent, and open 
dialogue about performance across institutions. 
Further, the hospital commented that such 
forums support peer-to-peer accountability 
and yield opportunities for the sharing of best 
practices and ideas to advance initiatives for 
improvement. Another hospital commented that 
much information was already available daily 
to its senior management and that its board of 
directors received quarterly updates. Further, 
this hospital indicated that all hospitals in its 
LHIN were using the same system to assess each 

patient’s readiness for discharge, and that the 
LHIN, CCAC, and hospitals in its LHIN review 
indicators of hospital safety and effectiveness 
and share best practices. 

With respect to patient readmission rates, 
one hospital suggested that, in addition to 
overall rates, readmissions should be tracked by 
medical condition because certain conditions, 
such as jaundice in newborns, tend to have a 
higher rate of medically required readmissions. 

MiniStry reSpOnSe 

The Ministry recognizes the importance of 
tracking readmissions and is in agreement 
with the Auditor General’s observations. In 
this regard, the Ministry continues to work 
on capturing data on post-discharge visits to 
any emergency department because almost all 
unplanned hospital readmissions are admit-
ted via the emergency department. However, 
capturing such data requires linking hospital in-
patient and emergency department data sources 
(that is, linking the Discharge Abstract Database 
to the National Ambulatory Care Reporting 
System), which is resource intensive. Therefore, 
as a result of an external technical expert panel’s 
evaluation of numerous readmission indicators 
(part of the development of the Health Care 
System Scorecard), tracking is initially being 
conducted on unplanned emergency depart-
ment visits by mental-health and substance-
abuse patients that occur within 30 days of the 
patient’s discharge from any hospital. In addi-
tion, the indicator “readmissions to any hospital 
for certain medical conditions” is included in 
the proposed renewal of the performance agree-
ment between the Ministry and the LHINs.


