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Background

Community Care Access Centres (CCACs) are 
responsible for providing home care services to 
Ontarians who, without these services and supports, 
might need to stay in hospitals or long-term-care 
facilities, or who may require services from other 
community-based agencies. Home care also assists 
frail elderly people and people with disabilities 
to live as independently as possible in their own 
homes. 

Generally, CCACs contract with service provid-
ers for home care services rather than provide those 
services directly. The role of the CCAC is to assess 
potential clients for eligibility and approve provi-
sion of the following services to eligible recipients:

• Professional services—including nursing, 
occupational therapy, physiotherapy, social 
work, speech language pathology, and 
dietetics.

• Personal support and homemaking services—
including assistance with daily living, such as 
personal care.

CCACs also authorize admissions to long-term-
care homes. 

For the year ended March 31, 2009, Ontario 
spent a total of $1.76 billion to provide home 
care services to 586,400 clients. Figure 1 shows 

a breakdown of CCAC home care expenditures 
for the 2008/09 fiscal year. At the time of our last 
audit, reported in our 2004 Annual Report, total 
expenditures for similar home care services were 
$1.22 billion to serve about 350,000 clients. Since 
then, total expenditures have increased by more 
than 40% while the number of clients that CCACs 
serve has increased by more than two-thirds. 

According to data provided by the Ministry of 
Health and Long-Term Care (Ministry) from the 

Figure 1: Breakdown of CCAC Expenditures, 2008/09 
($ million)
Source of data: Ministry of Health and Long-Term Care

therapies 
(e.g., physiotherapy, 
occupational therapy, 
speech language 
pathology) – $110 (6%)

other client 
service expenses – 
$113 (7%)

nursing – 
$497 (28%)

personal support
services – $517 (29%)

case management – 
$364 (21%)

other expenses
(general administration
and operational
expenses) – 
$163 (9%)
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2008/09 fiscal year, the approximate age break-
down for admissions to home care services was 
as follows: 55% of CCAC clients are over 65 years 
of age; 35% are between 19 and 64; and 10% are 
under 19. In the 2008/09 fiscal year, home care 
clients received approximately 19.8 million hours 
of personal support and nursing care, 6.7 million 
professional service visits, and 1.3 million case 
manager visits. 

Each CCAC reports to one of the 14 Local Health 
Integration Networks (LHINs), which, under the 
Local Health System Integration Act, are responsible 
for planning and funding health-service providers. 
The LHINs, in turn, are accountable to the Ministry 
of Health and Long-Term Care.

Audit Objective and Scope

The objective of our audit was to assess whether the 
Community Care Access Centres (CCACs), Ministry 
of Health and Long-Term Care, and Local Health 
Integration Networks (LHINs) had mechanisms in 
place to: 

• meet the needs of people requiring home care 
services;

• fund services based on client needs and mon-
itor compliance with service requirements to 
ensure that services are provided equitably 
and consistently across the province; and

• measure and report on the quality and effect-
iveness of the services provided in the home.

The scope of our audit included review and 
analysis of relevant files and administrative pro-
cedures, and interviews with appropriate staff at 
the Ministry, LHINs, and CCACs. We visited three 
CCACs: South East CCAC (head office in Kingston), 
Central CCAC (head office in Newmarket), and 
Hamilton Niagara Haldimand Brant CCAC (head 
office in Brantford). The expenditures of these three 
CCACs totalled $526 million, representing about 
30% of total CCAC expenditures. We sent a survey 
to the remaining 11 CCACs that we did not visit.

As part of our audit, we attended visits to clients’ 
homes with case managers from each of the three 
CCACs. We also met with representatives from the 
Ontario Association of Community Care Access 
Centres, the Ontario Home Care Association, the 
Ontario Health Quality Council, and the Ontario 
Home Care Research and Knowledge Exchange. 

We did not rely on audit reports from the Min-
istry’s Internal Audit Services because it had not 
conducted any recent work on CCACs.

Summary

The Ministry of Health and Long-Term Care has 
recognized that enhancing home care services 
offers both cost savings and quality-of-life benefits 
by allowing people to remain in their homes as 
opposed to being in long-term-care facilities, hospi-
tals, or other institutional settings. Home care fund-
ing has increased substantially since our last audit, 
and independent CCAC client satisfaction surveys 
indicate that home care clients are generally satis-
fied with the services they receive. 

However, some of the main concerns expressed 
in our previous audits of the home care program, in 
2004 and 1998, still remain. Specifically, funding 
is still not being allocated primarily on the basis 
of locally assessed client needs but rather remains 
a historically based allocation. This can result in 
clients with similar home care needs not receiving 
similar levels of services. As well, CCACs do not 
have adequate assurance that services are being 
acquired from their external providers in the most 
cost-effective manner. Specifically, we found that:

• The longstanding issue of funding inequi-
ties among CCACs for home care services 
remained largely unresolved. We found that 
the home care funding per capita across the 
14 CCACs still varied widely across the prov-
ince. For instance, one CCAC received twice as 
much in per capita funding as another. Total 
funding to CCACs has not been allocated on 
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the basis of specific client needs or even on a 
more representative basis that takes popula-
tion size, growth, age, gender, rural locations, 
and other local needs into account. The Min-
istry has developed a new funding model but 
its use is, as yet, too limited to have any effect 
in addressing funding inequities.

• Ministry policy requires CCACs to administer 
programs in a consistent manner to ensure 
fair and equitable access for all consumers no 
matter where they live in the province. Due to 
funding constraints, one of the three CCACs 
we visited had prioritized its services so that 
only those individuals assessed as high-risk or 
above would be eligible for personal support 
services, such as bathing, changing clothes, 
and assistance with toileting. Clients assessed 
as moderate-risk were deemed not eligible for 
funded services as a necessary cost-contain-
ment measure to achieve a balanced budget. 
However, we noted at the other two CCACs we 
visited that clients assessed as moderate-risk 
were provided with personal support services 
or placed on a wait-list to receive them. 

• Eleven of the 14 CCACs have some form of 
wait-list for various home care services. Wait-
lists were usually caused by a lack of financial 
resources or a shortage of specialist resources. 
Although there were about 10,000 people 
waiting for various services ranging from an 
average of eight days to 262 days at these 
11 CCACs, the other three CCACs said that 
they had no wait-lists at all. This is another 
indicator of a possibly inequitable distribution 
of resources among the 14 CCACs, which can 
arise when funding is provided on a historical 
basis rather than a needs basis.

• The absence of standard service guidelines 
has resulted in each CCAC developing its own 
guidelines for frequency and duration of ser-
vices. As a result, guidelines varied in the time 
allocated for each task and the frequency of 
service visits recommended. This means that 

the level of service offered may vary from one 
CCAC to another. 

• CCACs have made good progress in imple-
menting a standardized initial client-care 
assessment tool. However, these assessments 
to determine clients’ needs were often not 
being completed on a timely basis. At the 
CCACs we visited, many clients received their 
assessments ranging from four days to as long 
as 15 months after having been identified as 
requiring home care services. The required 
periodic reassessments of clients to ensure 
that service plans continued to meet their 
needs were also backlogged at all three of the 
CCACs we visited.

• Only one of the CCACs we visited com-
menced routine visits to its service providers 
to monitor the quality of care they delivered. 
These proactive visits identified problems 
that needed to be addressed. Better tracking 
of client events and complaints would also 
give some indication of the quality of home 
care provided. The recent effort made by the 
CCACs to conduct independent, province-
wide surveys on client satisfaction is a good 
initiative.

• More than 70% of CCAC expenditures were 
for purchases of services such as nursing, 
personal support/homemaking from external 
service providers. However, CCACs told us 
that they could not obtain the best value 
from providers, from both a cost perspective 
and a service perspective, because they were 
not able to procure services competitively. 
The Ministry has suspended the competitive 
procurement process on three occasions since 
2002 and, at the time of our audit, the process 
was still under suspension. CCACs advised 
us that continuity of care was an issue—their 
clients were concerned about losing their cur-
rent support workers if a competitive procure-
ment process resulted in a different service 
provider being selected. 
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• The lack of competitive procurement process 
has contributed to significant differences in 
rates paid to service providers within each 
CCAC and among the three CCACs we visited. 
For example, rates paid for shift nursing ser-
vices by one CCAC could be twice as high as 
those paid by another CCAC. 

• The 14 CCACs have jointly made good 
progress in implementing an updated case 
management information system, to provide 
useful information needed to help measure 
and improve performance.

• LHINs have accountability agreements with 
their CCACs that include 13 performance 
measures and targets. These targets were 
based on actual CCAC performance for each 
measure in the 2008 fiscal year. As trend data 
for all CCACs becomes available and is ana-
lyzed, public reporting of certain of these per-
formance benchmarks should be considered.

Detailed Audit Observations

The way that home care is administered in Ontario 
has changed since our last audit in 2004. At that 
time, the Ministry of Health and Long-Term Care, 
through its Corporate Community Health Division 
and seven regional offices, provided transfer 
payments to 42 Community Care Access Centres 
(CCACs) operating under the Community Care 
Access Corporations Act to provide home care servi-
ces to Ontarians. Under this structure, the CCACs 
reported directly to the Ministry’s seven regional 
offices. 

In 2006, 14 Local Health Integration Networks 
(LHINs) were formed under the authority of the 
Local Health System Integration Act. The LHINs were 
responsible for planning, funding, co-ordinating, 
and integrating health-care services within their 
regions. With this new legislation, the Ministry 
eliminated its seven regional offices. However, the 
Ministry has retained ultimate accountability for the 
health-care system by holding each LHIN account-
able for the performance of its local health system. 
Also in 2006, regulation changes to the Community 
Care Access Corporations Act amalgamated the 
former 42 CCACs to align with the same boundaries 
as the 14 newly formed LHINs. These 14 became 
operational on January 1, 2007. The CCACs became 
non-profit, community-based organizations in 2009. 
Each of the 14 CCACs reports to its local LHIN. 

In 2008, the Ministry issued a strategy to 
strengthen home care in Ontario. Among the things 
it called for were increased accountability from 
CCACs and their service providers; changes to the 
way client services are delivered; and an enhanced 
CCAC mandate to enable placement of clients into, 
for example, adult day-programs and assisted liv-
ing services in supportive housing. CCACs were 
also enabled to place persons into chronic-care 
and rehabilitation beds in public hospitals, thereby 
leveraging their expertise in case management 
to improve both client service and health-system 
efficiency.

OVERALL MINISTRY RESpONSE

Home care is a critical component of our health 
system. Currently, over 600,000 clients receive 
home care services in Ontario. The Ministry of 
Health and Long-Term Care (Ministry) recog-
nizes that home care services allow people to 
remain at home for as long as possible and sup-
port our hospitals and long-term-care facilities 
in functioning properly. 

In the 2009/10 fiscal year, the Ministry pro-
vided Community Care Access Centres (CCACs) 
with $1.9 billion in funding—an increase of 
56% since 2003/04. 

The government’s support for the home 
care and community sector is reflected in its 
commitment of an unprecedented $1.1 billion 
investment over four years for an Aging at 
Home Strategy that will provide seniors and 
their caregivers with an integrated continuum 
of community-based services (including home 
care) that allows them to stay healthy and live 
more independently in their homes. 
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The Ministry has recognized the dual benefit 
of enhancing home care services. Having people 
receive care in their homes whenever possible not 
only means better quality-of-life for the patient, it is 
also far more cost-effective than housing a patient 
in a hospital, long-term-care facility, or other insti-
tutional setting to receive care. One CCAC we spoke 
to informed us that, for instance, personal support 
services can enable individuals who have moderate 
risks/needs to continue living independently in 
their homes. Not having these services could lead 
to deterioration in a client’s condition that could 
result in hospitalization or institutionalization.

Home care clients have reported in client satis-
faction surveys that they are generally satisfied with 
the services provided by CCACs. However, some 
of our key concerns from our previous home care 
audits have still not been satisfactorily addressed, 
such as the way home care is funded. Except for the 
funding of new initiatives, funding for the most part 
is still largely historically based rather than being 
based more directly on the local needs of individual 
CCACs across the province.

FuNDINg OF hOME CARE SERVICES
Since our last audit in 2004, home care funding 
has increased significantly—from $1.22 billion to 
$1.76 billion in the 2008/09 fiscal year, an increase 
of more than 40%. Included in this increase for 
the 2008/09 and 2009/10 fiscal years, the CCACs 
received 4% base funding increases to support 
normal service growth and inflation in each year. 
We found in our audit, however, that the funding 
increase was not based on an assessment of the 
local needs of each CCAC. This has not addressed 
the longstanding issue of some CCACs continuing 
to receive significantly more per capita funding 
than others that offer similar services. Some 
CCACs have undertaken cost-containment and 
service-level containment measures to balance their 
budgets, such as increased wait-listing of clients, 
prioritizing services, and reducing administrative 
costs, to name a few. As a result, clients with similar 

conditions may well receive different levels of ser-
vice across the province. 

The inequitable distribution of funds was espe-
cially significant in the amount of base funding that 
CCACs got, which accounted for most of the fund-
ing they received.

Base Funding
Our 1998 and 2004 audits of home care and com-
munity-based services pointed out that the funding 
formula needed to take into account specific service 
needs, ongoing demographic changes, and changes 
to the health-care system. In the Ministry’s 1998 
response to our recommendation, it stated that 
CCACs are required to administer programs in a 
consistent manner to ensure fair and equitable 
access for all consumers no matter where they live 
in the province. The Ministry indicated in 2004 that 
it had further revised its funding formula to take 
into account population size, age, gender, rural 
locations, and the level of home care service needs 
of people who have been discharged from hospitals. 

The Ministry also noted that a Funding and 
Budget Planning Committee for CCACs was estab-
lished in March 2004 to oversee the allocation of 
new funds, monitor the impact of funding alloca-
tions, and review and plan for improvements to the 
funding formula. However, with the realignment 
of the former 42 CCACs to the current 14 CCACs, 
accountability for funding was transitioned to the 
LHINs.

In 2006, the Ministry recognized that there con-
tinued to be per capita funding inequities among 
CCACs and elsewhere in the health-care system. 
To address this issue, the Ministry has developed 
another new funding methodology called the 
Health Based Allocation Model (HBAM). Under 
this model, funding was to be based on measures of 
health that take into account demographic factors 
such as age, gender, socio-economic status, and 
rural locations. It was also to be based on charac-
teristics of health-service providers, such as special-
ization, location, and economies of scale. HBAM 
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is to apply actual past utilization and actual costs 
incurred in determining the allocation of funds.

Starting in the 2008/09 fiscal year, HBAM was 
used to determine funding for two new home care 
initiatives: a program called Aging at Home, and 
legislative changes that increased the maximum 
hours of service for clients. However, the Ministry 
indicated that it had not received government 
approval to apply the HBAM model to base funding 
to CCACs for home care. Consequently, funding is 
still mainly based on historical funding patterns. 
Given that base funding represented 90% of the 
funding (since realignment) to the three CCACs 
we visited, applying HBAM only to new initiatives 
means that any funding adjustments aimed at 
achieving equity will occur at an extremely slow 
rate. 

Our review found that many of the funding 
inequities that existed before realignment still 
existed after realignment. For instance, at the 
time of our audit, one CCAC had received twice 
as much per capita funding as another: $188 per 
capita for one versus $90 for the other. There may 
be valid reasons for such differences, such as a lack 
of community-supportive housing within the LHIN 
in some regions, as well as other demographic and 
geographic factors. However, the extent of the vari-
ances indicates significant funding inequities likely 
continue to exist, and they have had an impact on 
how equitable access to services is from one region 
to another, as discussed later in this report. 

As noted earlier, our 1998 and 2004 reports 
recommended that funding be based primarily on a 
region’s assessed client needs, and although some 
funding for new initiatives has been provided to the 
CCACs based on needs, base funding is still largely 
historically based. 

New Funding Initiatives
Since our last audit in 2004, there have been a 
number of new initiatives in funding home care 
services in Ontario. Although they represent posi-
tive steps taken by the Ministry in meeting more 

specific needs of home care clients, the impact of 
these initiatives has not yet been significant enough 
to address the issue of funding inequity across the 
province. Our review of some of the new initiatives 
noted the following:

• From 2004/05 to 2009/10, $76 million was 
provided to CCACs to help reduce wait times 
for hip and knee replacement surgeries. This 
funding was to be used to help facilitate 
patients’ early discharge from hospital by 
providing in-home rehabilitation and support 
services. It was to cover the costs of additional 
clients beyond the usual number of clients 
served in the 2003/04 fiscal year. However, 
the CCACs we visited that had received the 
additional funding said they did not know 
how many additional clients had been served 
by the funding, because a base number of 
clients had not been established. 

• In each of the 2008/09 and 2009/10 fiscal 
years, $30 million in additional funding was 
provided to CCACs to fund an increase in 
the maximum number of hours of personal 
support and homemaking services to eligible 
clients. The funding increase had been 
brought about by a regulatory change, and 
was calculated on the basis of the total costs 
of providing the services to new clients plus 
the additional costs of providing more hours 
of care to existing clients. However, the CCACs 
we visited all indicated that the funds were 
not sufficient to cover the related costs of the 
legislative change. Furthermore, the Ministry 
required CCACs to report only total costs 
rather than a breakdown by type of client and 
related costs. Therefore, the way the costs 
were reported made it difficult for LHINs or 
the Ministry to assess whether the funding 
had been sufficient to cover the additional 
hours resulting from the legislative changes.

• In the 2008/09 fiscal year, the Ministry 
launched the Aging at Home strategy, a 
four-year, $1.1 billion health-care initiative 
designed to allow seniors to live healthy, 
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independent lives in the comfort and dignity 
of their own homes. The Ministry based this 
funding on the new model (HBAM), which 
does allocate funding largely according to 
local needs. However, the funding that the 
14 CCACs received from this initiative in 
2008/09 and 2009/10 totalled only $45 mil-
lion of the announced $1.1 billion. 

The CCACs that we visited acknowledged that 
funding for new initiatives did provide additional 
resources, but that sometimes it did not cover 
the related cost increases, as with the increase of 
maximum hours of personal support services. Also, 
funding for new initiatives represented only a small 
portion of the total funding for home care. 

Unless total funding is allocated primarily on the 
basis of relative local needs, such as is proposed by 
the new HBAM model, funding inequities across the 
province will continue to affect the level of services 
home care clients with similar needs receive in dif-
ferent parts of the province. 

DELIVERY OF hOME CARE SERVICES
Case Management Caseloads

Almost all of the direct services—professional, 
personal support, and homemaking—that home 
care clients receive are provided by external service 
providers, while CCAC staff are responsible for 
overseeing the provision of this care. Figure 2 out-
lines the general steps involved in the delivery of 
home care services.

CCAC case managers are responsible for ensur-
ing that the right services are provided to the right 
clients at the right time. They take referral calls, 
assess the eligibility of potential clients for home 
care services, develop service plans, and authorize 
expenditures for services in accordance with the 
Home Care and Community Services Act, 1994. They 
also conduct periodic reassessments to determine 
whether clients should continue to receive home 
care. Finally, case managers are also responsible for 
monitoring the adequacy of the services provided, 
through site visits and handling complaints.

The Ministry’s information management system 
includes data on the total number of case managers 
within each CCAC. To get a better picture of the 
caseloads by each type of care at the three CCACs 

RECOMMENDATION 1

To help ensure that people with similar needs 
living in different areas of the province receive 
similar levels of home care service, the Ministry 
of Health and Long-Term Care, in conjunction 
with the LHINs, should allocate funds to CCACs 
primarily on the basis of assessed needs of each 
local community, using, for instance, the pro-
posed Health Based Allocation Model.

RESpONSE FROM COMMuNITY 
CARE ACCESS CENTRES

We agree in principle and support implementa-
tion of a patient-based funding model. It should 
be noted that both community-assessed needs 
and the availability of community resources play 
critical roles in determining appropriate home 
care service levels. 

MINISTRY RESpONSE

The Ministry agrees that funds to CCACs should 
be allocated on the basis of the local commun-
ity’s needs. The Health Based Allocation Model 
(HBAM) will include both population-based 
indicators and direct measures of health status 
to provide a more accurate measure of local 
health needs. With support from the Ministry, 
the LHINs could use HBAM to inform their 
annual incremental funding to CCACs. An 
important consideration for future goals of 
HBAM implementation for funding will be to 
maintain system stability and ensure that access 
to services is preserved.
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caseloads; we found that the number of cases 
per case manager varied significantly, as noted in 
Figure 3. Case management accounts for more than 
20% of the CCACs’ budget, as noted in Figure 1. 
The combination of caseload size and the types 
of clients within case managers’ caseloads has 
a significant impact on how effectively they can 
carry out their responsibilities, yet we found that 
no standard caseload guidelines had been estab-
lished for the deployment of CCAC case managers. 
Such standards would provide useful guidance to 
CCACs in assigning an optimal workload to each 
case manager. The risk associated with an uneven 
caseload is that some clients may either not receive 
timely services or not receive the right level or 
quality of service. 

Tracking relative caseloads across the 14 CCACs 
would provide useful data for the LHINs and the 
Ministry in overseeing the equitable delivery of 
home care services across the province.

Figure 2: Overview of CCAC Home Care Services
Source of data: Prepared by the Office of the Auditor General of Ontario

Step 1
CCAC is called 

(by hospital, client, 
family, medical

referral, or other)

Step 2
client is assessed
 for intake or put 

on a wait-list 
for service

Step 3
service planning

Step 4
service provision

Step 5
client is reassessed 
and either continues 

to receive services 
or is discharged

Type of Care CCAC #1 CCAC #2 CCAC #3
acute 199 125 131

adult (community) 125 123 101

palliative/oncology 68 77 49

children’s 207 135 256

Figure 3: Number of Cases per Case Manager
Source of data: Community Care Access Centres

RECOMMENDATION 2

To ensure that case managers are deployed opti-
mally and to encourage equitable service levels 
across the province, the Ministry of Health and 
Long-Term Care should work with LHINs and 
the Ontario Association of Community Care 
Access Centres to establish case manager–client 
caseload guidelines.

RESpONSE FROM COMMuNITY 
CARE ACCESS CENTRES

We agree with this recommendation. Each 
CCAC should periodically review the assign-
ment of clients to case managers to ensure that 
it is meeting the needs of the various popula-
tions served by CCACs. It should be noted that 
CCAC clients are not a homogeneous group 
of people. Their needs vary according to their 
health status, conditions, and level of risk. Ser-
vice levels will therefore vary according to client 
population and community.

MINISTRY RESpONSE

The Ministry is exploring new and special-
ized roles for CCAC case managers through a 
provincial project—the Integrated Client Care 
Project—in partnership with several stakehold-
ers. In addition to introducing specialized 
population-based case management (that is, 
according to client conditions, acuity, and 
other factors), the roles of system navigation 
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Processing Calls for Services

Requests for home care services can be made by 
potential clients, family members, medical refer-
rals, or the general public. In the 2009/10 fiscal 
year, approximately 60% of referrals to CCACs 
came from hospitals, which includes hospital phys-
ician referrals, and the remaining 40% came from 
the community, for example, family physicians or 
family members. When a referral is received, an 
initial “intake” assessment is completed in person or 
by phone. This enables the CCAC to help determine 
a client’s initial eligibility for its services or referral 
to other community-based services. 

CCACs have been using various tools to perform 
these intake assessments. However, they have rec-
ognized that the use of a standard assessment tool 
across the province is important for ensuring that 
individuals with similar needs receive similar levels 
of service regardless of where they live. CCACs are 
currently implementing a standard intake assess-
ment tool for all categories of clients, referred to 
as the Contact Assessment Tool. A full roll-out of 
the tool is expected to be completed by March 2011 
and, according to the three CCACs we visited, it is 
intended to be mandatory for all 14 CCACs. 

Admission to Services or Wait-lists

After a person has undergone an intake assessment 
and is found to be eligible for and in need of CCAC 
services, the Home Care and Community Services 
Act, 1994 requires that services be provided “within 

a time that is reasonable in the circumstances.” If 
a service is not immediately available, the client is 
placed on a wait-list.

In our 2004 Annual Report, we noted the lack of 
specific direction or guidance from the Ministry to 
CCACs on the ranking of clients to receive services 
and on the management of wait-lists. We found that 
this was still the case. Each of the CCACs we visited 
had developed and was using its own approach 
to prioritizing clients to be admitted to home care 
services or placed on wait-lists. 

Client Care Assessments 
People who have been identified as “adult long-stay 
clients”—those who are to receive CCAC services 
for at least 60 uninterrupted days—are assessed 
using a standard tool called the Resident Assess-
ment Instrument – Home Care (RAI–HC). Our work 
at three CCACs found that all were assessing adult 
long-stay clients with the RAI–HC tool. 

According to the Ministry’s client services policy 
manual, a case manager must complete the RAI–HC 
assessment within 14 calendar days of the date a 
client is identified as a long-stay client. These assess-
ments must be conducted in face-to-face interviews 
and usually take place in clients’ homes. This initial 
assessment leads to the development of a home care 
service plan. At CCACs that do not have the resour-
ces to provide the services, and depending on the 
client’s assessed priority of need, the client may be 
placed on a wait-list for some services.

We found that adult long-stay clients were, in 
many cases, not receiving their initial assessments 
within the required 14 days. We reviewed a sample 
of client files at each of the CCACs we visited and 
found that the time elapsed before clients were 
assessed ranged from four days to as long as 15 
months. We also obtained from two of the CCACs 
visited reports for one month in 2009 of assess-
ments that were to be completed, and found similar 
delays in completing the initial assessment.

When we asked them about the delays, the 
CCACs told us that they could have been caused 

and clinical care co-ordination across the 
health system will be introduced and evaluated 
as part of the case management role for com-
plex clients. Changes to the case management 
model will be evaluated to determine their 
effectiveness and any efficiencies achieved, 
with a view to creating optimal case manage-
ment guidelines for future use.
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by clients not being available within the required 
14-day time frame. However, for some of the cases 
we followed up, there was no documentation of the 
reasons for lengthy delays.

In our interviews with case managers, they told 
us that when clients with urgent needs could not 
wait 14 days to begin receiving services, the case 
manager would order home care services based on 
a phone assessment. Although phone assessments 
may be an interim solution for a client who needs 
services ordered immediately, they are not compre-
hensive enough to ensure that the right services are 
recommended to a client. It is therefore important 
that a timely initial assessment be conducted in the 
client’s home.

Wait-lists
Clients are placed on wait-lists because either 
the CCAC does not have the financial capacity to 
provide the needed services immediately or there is 
limited availability of the specialist human resour-
ces who provide those services. The CCACs we 
visited and surveyed indicated that, in most cases, 
the wait for personal support/homemaking services 
was caused by CCACs not having enough financial 
capacity to provide them, while the shortage of 
therapists was the main reason cited for clients 
being on the therapy wait-list. 

As we have outlined, inequities in funding affect 
the distribution of resources. At the three CCACs 
we visited as well as the remaining 11 that we sur-
veyed, we found that some had very high wait-list 
numbers for certain services while others had none. 
For instance, one CCAC we visited had 1,400 people 
waiting for speech language pathologists at the end 
of March 2010. One of the CCACs we surveyed had 
more than 1,300 waiting for personal support ser-
vices, and another had more than 770 waiting for 
occupational therapy services. Although CCACs had 
no wait-lists for nursing services at the time of our 
audit, there were about 10,000 people waiting for 
other home care services, with average wait times 
that ranged from eight to 262 days. Three of the 14 

CCACs indicated that they were able to meet the 
needs of their clients and had no wait-lists for any 
home care services. 

Variation in Eligibility for Services
The three CCACs we visited were using different 
approaches to ranking clients in order of priority to 
receive certain types of home care services when 
wait-lists are required. Therefore, a client’s eligibil-
ity to receive a service could vary from one CCAC 
to another. For example, with respect to personal 
support: 

• At one CCAC, only those individuals assessed 
as having high risks/needs (according to the 
RAI–HC assessment) or above were eligible 
for personal support services, such as bath-
ing, changing clothes, and assistance with 
toileting. Clients assessed as having moderate 
risks/needs or below were deemed ineligible 
for funded personal support services and 
were not even added to the wait-list. The 
CCAC informed us that these individuals 
were instead referred to community agen-
cies, where they would in some cases have 
to pay for the services themselves. This was 
described as a necessary cost-containment 
measure to achieve a balanced budget.

• The second CCAC placed individuals assessed 
as having moderate risks/needs or below on 
the wait-list for personal support services, but 
did not specify a time period within which the 
services would be provided. 

• The third CCAC also placed individuals 
assessed as having moderate risks/needs or 
below on a wait-list for personal support servi-
ces, and advised them that they would receive 
services within three months. 

Service Start Dates
After completing service plans for their clients, case 
managers order the necessary services from exter-
nal service providers. It is the service provider who 
visits the client’s home to provide those services. 
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Although each CCAC established its own approach 
to prioritization, there was no standard guideline 
for determining how soon the first service-provider 
visits to a client should occur. To determine 
whether services were provided on a timely basis, 
we applied the individual guidelines for priori-
tization of clients and wait-list management used 
by each of the CCACs we visited and found the 
following: 

• The first CCAC applied four different priority 
levels and time periods for services to com-
mence, ranging from 24 hours to 21 days. 
In our assessment of compliance with these 
guidelines, we found that 15% of clients who 
were to receive services within 24 hours had 
not. We noted that one client was to start 
receiving services within seven days, but the 
required services did not start until 134 days 
later. The CCAC could not provide an explana-
tion for this delay. At this same CCAC, about 
two-thirds of clients did receive their first ser-
vice visit within the established priority-level 
time periods.

• At another CCAC, there were three priority 
levels applied, but a time period within which 
services should start (a maximum of three 
months) was only specified for clients in the 
lowest priority level. Otherwise, the decision 
was based on each case manager’s assessment 
of his or her client’s needs. A review of this 
CCAC’s data showed that the majority of cli-
ents generally received their first service visit 
within a month.

• The third CCAC used RAI–HC scores to help 
it prioritize clients to start receiving personal 
support services, because it gave the CCAC at 
least some form of objective measurement. A 
review of this CCAC’s data showed that most 
of its clients received services within a month.

Service Levels

After a case manager has conducted an assessment 
to identify a client’s home care needs, he or she 

draws up a service plan detailing how these needs 
will be met. Our review of files at the three CCACs 
we visited found that service plans that detailed the 
assessed needs of clients were in place. However, 
the way that service levels were established varied 
from one CCAC to the next.

In the absence of provincial guidelines for 
determining what level of home care service was 
appropriate for needs assessed as low, moderate, 
and high, each CCAC that we visited had developed 
its own practices. These varied in the frequency and 
time they allowed for each service to be performed, 
resulting in clients with similar conditions possibly 
receiving different levels of service.

For example, bathing assistance is a common 
home care service provided by a personal service 
worker. However, the guidelines for this service 
varied among the CCACs we visited: 

• At one CCAC, the guideline called for service 
providers to spend 30 to 45 minutes with 
clients for bathing/tub showers and bathroom 
clean-up. The frequency of help given with 
bathing was determined by the client’s con-
tinence, skin conditions, and other related 
factors. 

• At another CCAC, case managers had specific 
guidelines to set bathing time depending on 
the needs of the clients: 5–15 minutes per day 
for one to seven days for those requiring super-
vision for safe tub transfer; 15–30 minutes 
per day for one to seven days for those with 
frequent incontinence; and 30–60 minutes up 
to twice a day for those with more serious con-
ditions requiring total assistance for bathing. 

• The third CCAC had no specific guidelines for 
time and frequency of client-bathing.

On our visits to three CCACs, we found that all 
three regularly monitored the client services they 
ordered against the available funds to help ensure 
that a balanced budget was achieved, which could 
also affect the level of services ordered from provid-
ers to meet clients’ needs.



2010 Annual Report of the Office of the Auditor General of Ontario124

Ch
ap

te
r 3

 •
 VF

M
 S

ec
tio

n 
3.

04

Monitoring Home Care Services Provided 

To ensure that home care services are provided as 
planned and meet performance standards, CCACs 
have formal contracts with service providers that 
establish measures to assess the adequacy of the 
services being provided. These include site visits to 
service providers’ premises; reviews of performance 
data, such as referral acceptance rates, significant 
event reports, and percentage of missed visits; fol-
lowing up on complaints from home care clients, 
their families, and the community; and conducting 
client satisfaction surveys. 

Site Visits 
All three of the CCACs we visited had conducted 
ad hoc site visits to some of their service providers. 
This included visits to follow up on complaints 
received or issues identified, as well as financial 
compliance audits for targeted funding. Only one 
CCAC had commenced routine site visits to audit 
all 14 of its personal support/homemaking service 
providers between March 2009 and February 2010. 
We reviewed the findings from this CCAC’s site 
visits completed at the time of our audit and found 
that this proactive oversight process had identified 
a number of common deficiencies:

• Three-quarters of the service providers’ pro-
cesses had limited ability to assess whether 
their staff had delivered the required services 
in the client’s home in a timely manner. 

• Half the service providers reviewed had 
insufficient processes in place to quickly iden-
tify scheduling discrepancies, such as missed 
or cancelled visits.

• Almost 60% of the service providers had 
inaccurate or unclear definitions of what con-
stituted a missed visit. 

• A third of the service providers did not evalu-
ate personal support workers by actually 
observing them providing services to clients. 
This indicated that monitoring the quality 
of personnel was based entirely on feedback 
received from clients or their families. 

This CCAC also informed us that it planned to 
conduct site visits to audit nursing service providers 
in the coming year. Another CCAC indicated that 
the Ontario Association of Community Care Access 
Centres is now reviewing the implementation of 
site visits/audits of service providers.

Performance Data Reviews
Service providers are required to submit perform-
ance data to CCACs every quarter. The submissions 
include referral acceptance rates, percentages of 
missed visits, and urgent-service-request accept-
ance rates. Service providers are to provide explan-
ations when they do not meet their targets.

 We found that all service-provider quarterly 
submissions of performance measures were 
self-reported by service providers. Currently the 
only performance measure that can be validated 
through the Client Health and Related Information 
System (CHRIS) is the referral acceptance rate. We 
reviewed this measure for a sample of personal sup-
port service providers for the second quarter of the 
2009/10 year. Our review identified differences at 
all three CCACs between the CCAC-tracked refusal 
rate and the service-provider self-reported accept-
ance rate. For example:

• At one CCAC, a service provider reported that 
it had rejected about 7% of requests for its ser-
vices in that quarter; our review of the CCAC’s 
data showed that this provider had rejected 
39% of requests for its services in the same 
period.

• At the second CCAC, a service provider 
reported that it had rejected only about 2% 
of requests for its services in that quarter; 
our review of the CCAC’s data showed that 
the provider had rejected more than 10% of 
requests for its services in the same period.

• At the third CCAC, a service provider reported 
that it had accepted 100% of requests for its 
services in that quarter; our review of the 
CCAC’s data showed that the provider had 
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rejected 12% of requests for its services in the 
same period.

Service providers are to provide explanations 
when targets are not achieved. For the above cases, 
we did not see evidence of reconciliation of the 
rates and follow-up of the explanations provided by 
the service providers. The CCACs informed us that 
they had discussed these items with the service pro-
viders and that these discrepancies could have been 
caused by the way the data had been reported or 
by human errors made in data entry. However, they 
would not be able to determine the actual reasons 
for the differences without doing a reconciliation 
of the figures. The CCACs indicated that in the vast 
majority of situations where one service provider 
refuses a referral, another service provider provides 
the services with no impact on the client.

All three CCACs we visited had held meetings 
with all of their service providers as a group as well 
as with each type of service provider as a group (for 
example, all nursing providers) to discuss issues 
related to each sector. 

At each of the three CCACs visited, we found 
varying practices for meeting with individual ser-
vice providers to discuss issues. One CCAC had a 
formal agenda and met with each service provider 
individually at least twice per year. Another only 
met with individual service providers to discuss 
specific issues that arose. The third CCAC had issue-
specific meetings and had just initiated quarterly 
meetings with individual service providers in the 
third quarter of the 2009/10 fiscal year.

Addressing Complaints
A system for reviewing and monitoring complaints 
can provide insight into the quality of home care 
services provided. It is also important for main-
taining good relationships with clients, their fam-
ilies, and the community. 

Each of the three CCACs we visited had a pro-
cess in place for reviewing complaints. Two had also 
hired independent mediators to help with handling 
complaints.

Our review of a sample of complaints at each 
CCAC found that most of them had been adequately 
addressed and responded to within the required 
60-day period. Consistent among the three CCACs 
we visited was the small number of complaints they 
received compared to the number of individual 
clients served. For instance, in the first three quar-
ters of the 2009/10 fiscal year, one CCAC reported 
157 complaints, which represented approximately 
three complaints per 1,000 clients served. Another 
reported 225 complaints, representing approxi-
mately five complaints per 1,000 clients served. The 
other CCAC reported 170 complaints for this time 
period, representing about eight complaints per 
1,000 clients served. 

Similarly, the number of complaints received 
through the Long-term Care Action Line was also 
small—about 270 calls per year. Since 2003, about 
25 cases against CCACs have been heard by the 
Health Services Appeal Board, with only one of 
those coming after the CCACs realigned.

However, CCACs told us that some issues 
brought to case managers by clients or family mem-
bers or even service providers are not classified as 
formal complaints. These issues would simply be 
resolved by the case managers and included in the 
client files.

At the time of our audit, the three CCACs we 
visited were using different “events management 
systems” to capture complaints and other issues. 
We reviewed the data available for these three 
CCACs and found the number of reported client 
“events” was significantly greater than the num-
ber of formal complaints. Two CCACs reported 
more than 1,300 events each for nine months, 
and the other reported more than 600 events for 
six months. At all three CCACs, client events that 
related to missed visits by service providers were 
the most common. All of the CCACs plan to adopt 
a province-wide events-management framework, 
which will standardize terminology and definitions 
so that comparisons and benchmarking can be done 
between different CCACs and across the province. 
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To obtain a complete picture of the areas of 
concern in home care service, both complaints and 
events must be reviewed. Yet our discussions with 
the appropriate LHINs indicated that none of them 
required CCACs to report on the major areas of 
complaints or client events to help them assess the 
overall quality of the services being provided by 
their CCACs.

Client Satisfaction Surveys
Another means used by CCACs to determine the 
quality of services provided by external service 
providers is the conducting of client satisfaction 
surveys. In the spring of 2009, a group of seven 
CCACs, including two of the CCACs we visited, 
began participating in a project to introduce a 
standard provincial survey to evaluate client and 
caregiver satisfaction. This initiative is co-ordinated 
by the Ontario Association of Community Care 
Access Centres with the goal of implementing the 
provincial survey across all CCACs. In the first two 
phases of what will be a four-phase survey, more 
than 4,700 telephone interviews were conducted by 
an independent party. The survey was completed 
with a 37% response rate, and 78% of respondents 
said they were satisfied that the home care services 
they received were good or excellent.

The survey measured client and caregiver satis-
faction with respect to nine areas: overall experi-
ence, client-centred care, appointments, quality of 
care, building relationships and trust, integrated 
care and support of transitions, willingness to 
recommend services to others, expectations of 
quality, and setting up the home for safety. For the 
two CCACs we visited that had participated in the 
survey, one outperformed the provincial average in 
six of the nine key performance areas and the other 
scored above average in all nine areas.

The results were analyzed by location, types 
of services received, ethnicity, and household-
type. Considering that different types of clients 
might have different expectations and different 
satisfaction levels with the home care services they 
receive, the survey results could also be analyzed, 

in future, on the basis of client category (such as 
acute care, maintenance, long-term support, or 
rehabilitative care). 

Two of the CCACs we visited had also conducted 
their own surveys to address populations not 
included in the provincial survey. For example, 
one CCAC conducted a palliative care survey, to 
which 90% of palliative clients surveyed in 2009 
responded that they were generally satisfied with 
the services they received. 

Another six CCACs that had not participated 
in the initial phases of the provincial survey were 
participating at the time of our audit. The remain-
ing CCAC indicated that it intended to participate at 
a later date.

Client Reassessment for Continued 
Services

Ministry policy requires home care clients to be 
reassessed by a case manager at least every six 
months, or whenever there is a significant change 
to their medical condition, functional levels, or liv-
ing circumstances. 

Our review of CCAC client files indicated that 
the six-month reassessment policy was often not 
followed. Senior managers and case managers at all 
three of the CCACs that we visited told us that this 
requirement was not always complied with because 
of a combination of workload issues and the fact 
that case managers routinely apply their judgment 
in timing the reassessments of their clients. Some 
clients may be reassessed more often than every six 
months while others may be deemed not to require 
a regular six-month reassessment.

To determine the extent to which reassessments 
were not being conducted every six months at each 
of the CCACs we visited, we reviewed a sample 
of client files as well as reports of overdue client 
reassessments for the adult long-stay population. 
The lengths of time by which the reassessments 
were overdue as of December 31, 2009, are noted in 
Figure 4. 
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If reassessments are not performed and docu-
mented at least every six months, the CCAC might 
not be aware of changes to clients’ health that 
would point to a need to increase certain services 
or enable a reduction of service levels. As well, 
especially for the frail elderly population, regular 
reassessments can determine whether the clients 
should be considered for placement in a long-term-
care facility. 

Although there might be legitimate reasons 
to adjust reassessment requirements rather than 
rigidly adhering to the six-month time frame, 
CCACs had not developed any guidance or criteria 
for staff to use in making this decision. As well, the 
rationale for not conducting the six-month reassess-
ment should be documented in the client’s file.

Overdue by CCAC #1 CCAC #2 CCAC #3
under 3 months 54 70 47

3–5 months 23 23 25

6 months or more 23 7 28

Figure 4: Overdue Reassessments for Adult Long-stay 
Population, as of December 31, 2009 (%) 
Source of data: Community Care Access Centres

RECOMMENDATION 3

To help ensure that an appropriate and consist-
ent level of service is provided to home care 
clients, Community Care Access Centres should:

• monitor case manager adherence to the 
established timelines for both the initial 
client assessment and the periodic client 
reassessments and, where such timelines are 
not met, ensure that case managers docu-
ment the reasons in the applicable client 
files;

• enhance external provider oversight to better 
ensure that the expected and paid-for levels 
of service are being provided to home care 
clients; and

• regularly review both client complaints and 
client events to identify any systemic areas 
requiring further follow-up.
To promote equitable funding and service 

levels across the province, the Ministry of 
Health and Long-Term Care, in partnership 
with the LHINs, should consider incorporating 
summary data from the standardized Resident 
Assessment Instrument to assist in developing 
a more client-needs-based funding model and 
to encourage the CCACs to adopt consistent cri-
teria for prioritizing the differing levels of home 
care services.

RESpONSE FROM COMMuNITY 
CARE ACCESS CENTRES

We agree that appropriate and equitable levels 
of services should be provided to home care 
clients. Specifically: 

• CCACs will review the assessment frequen-
cies and set requirements based on research 
and literature in this area. We agree that 
all reasons for assessment delays should be 
documented in the client record. 

• CCACs will improve oversight of external 
providers. Much of the necessary planning 
for oversight is well underway through 
established working groups. There will be 
a formal process for service-provider audits 
in place in 2011. Also, the Integrated Client 
Care Project will enhance service-provider 
accountability and emphasize monitoring of 
client outcomes.

• CCACs currently take action on and review 
all client complaints and events. In addition, 
a provincial Risk Management Framework 
has been developed and is being imple-
mented across CCACs. 
CCACs will work with the Ministry of 

Health and Long-Term Care to provide any data 
required in support of patient-based funding 
models. CCACs will also provide all requested 
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Acquisition of Services from Contractors

CCACs rely on external service providers to provide 
the home care services that their clients need. The 
majority of CCAC expenditures are for acquiring 
these services. The three CCACs we visited each 
spent over 70% of their budgets on purchasing 
services—such as nursing, personal support, home-
making, physiotherapy, and social work—from 
external providers. The CCACs we visited told us 
that they were often not able to obtain the best 
value from service providers because they were not 
able to obtain these services at competitive prices.

From 1997 to 2002, CCACs were required to 
acquire client services, medical supplies, and equip-
ment through a competitive procurement process 
for amounts greater than $150,000. However, since 
2002 the Ministry has suspended the competitive 
process on three occasions, and it remained sus-
pended at the time of our audit.

CCACs have found it difficult to operate cost-
effectively without the opportunity for different 
service providers to compete—both from a price 
perspective and a service-level perspective—since 
the amalgamation and realignment of CCACs to 
the new LHIN boundaries. This has been especially 
problematic because with realignment CCACs 

inherited many different service-provider contracts 
with differing rates and requirements. Many of the 
service-provider contracts in effect for the period 
of our review were entered into before 2004, with 
some as early as 1999. Each CCAC had developed 
its own process for renewing contract rates and 
extending contract requirements. 

Among the three CCACs visited, we did find 
significant variations in rates paid to different 
service providers for the same types of services. For 
example, shift nursing services could cost almost 
twice as much for similar work from one CCAC to 
another, as shown in Figure 5. We also found differ-
ent rates paid to the same service provider within a 
single CCAC and to different service providers within 
a single CCAC for the same type of service. Finally, 
we found differences in the rates paid to the same 
provider for the same types of services depending on 
which CCAC was paying them. Figure 5 illustrates 
the percentage differences between the lowest and 

information to the Ministry/LHINs regarding 
wait-list and caseload information.

MINISTRY RESpONSE

The Ministry agrees that appropriate and con-
sistent levels of service should be provided to 
home care clients. The Health Based Allocation 
Model (HBAM) supports equitable funding, 
because it includes population-based indicators 
(for example, age, gender, and socio-economic 
status) and direct measures of health status to 
provide accurate measure of local health needs. 

The Ministry will work with the LHINs and 
CCACs to obtain caseload information. 

Figure 5: Difference between Lowest and Highest 
Rates Paid for Services (%)
Source of data: Community Care Access Centres

Within  Within  Within  
Among

3 CCACs
CCAC 

#1 
CCAC 

#2 
CCAC 

#3 
Nursing
RN visit 52 40 31 32

RPN visit 82 44 31 32

blended RN/RPN 
visit

52 19 31 32

RN shift 98 60 22 59

RPN shift 69 69 22 59

blended RN/RPN 
shift

59 5 — 59

personal Support 56 29 30 54

Therapies
occupational 
therapy

82 43 28 37

physiotherapy 67 25 18 65

speech language 
pathology

61 45 24 45

dietetics 74 29 32 59

social work 55 43 10 39
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highest rates paid for different services both within 
and among CCACs. 

One of the reasons that rates varied signifi-
cantly was that the current negotiated prices were 
affected by the original prices that service providers 
had quoted many years ago, when they submitted 
bids in response to Requests for Proposals issued by 
the CCACs. 

Some rate variations are caused in part by a fully 
operational competitive procurement process not 
having been in effect for some time. CCACs advised 
us that home care clients have expressed concerns 
that their individual support workers might change 
if a competitive procurement process were put back 
into place. Although the CCACs we visited acknow-
ledged the importance of continuity of care, they 
indicated that the lack of a competitive process for 
procuring client services has prevented them from 
ensuring that those services are provided at the 
best prices.

While the competitive procurement process was 
suspended, CCACs had to extend existing contracts 
with service providers using guidelines that the 
Ministry had issued. According to those guidelines, 
the renewals and extensions were to be made 
within the annual level of funding, and CCACs were 
to ensure that “fair and reasonable” pricing was 
obtained for any services they procured. 

All three of the CCACs that we visited had suc-
cessfully renewed their service-provider contracts, 
basing them on a new standard contract developed 
in 2007 by the Ontario Association of Commun-
ity Care Access Centres. However, there is still no 
standard approach to renewals, and each of the 
three CCACs we visited went about renewing its 
contracts differently. For instance, our review of a 
sample of nursing and personal support contracts at 
one CCAC found that the rates negotiated in 2008 
ranged from a decrease of 3% to an increase of 24% 
from the previous rates. Another CCAC established 
a maximum fixed percentage increase for each 
type of service and negotiated rates up to these 
maximums. At the same CCAC, we noted that rate 

RECOMMENDATION 4

To ensure that home care services are procured 
from external providers in a cost-effective man-
ner, the Ministry of Health and Long-Term Care 
should work with LHINs and the Ontario Asso-
ciation of Community Care Access Centres to:

• formally evaluate the expected cost savings 
from allowing CCACs to procure home care 
services on a competitive basis, keeping in 
mind the potential impact on clients and 
service levels; and

• in the meantime, conduct a review of service-
provider rates by type of service across 
Ontario to determine whether the significant 
rate variations are warranted in relation to 
the actual cost of providing the service.

RESpONSE FROM COMMuNITY 
CARE ACCESS CENTRES

We agree with this recommendation and are 
prepared to be involved in a formal evaluation 
of procurement for CCAC services. However, 
it is important to note that procurement of 
services first and foremost is to ensure that qual-
ity providers are in place to deliver client care. 
Although the cost of delivering client care is part 
of the procurement process, 75% of the provider 
evaluation is based on quality.

The rate variations across CCACs and across 
the province are a result of past Requests for 
Proposals (RFPs), where the service provider’s 
price was accepted if that provider had the high-
est quality score. Prices are not negotiated at the 
end of the RFP process. Because there has been 
no RFP process in place for a number of years, 
CCACs have renegotiated rates at the time of 
contract renewal.

We caution that the assumption that an RFP 
process will result in either reduced rates or 
rate-spreads may not be correct.

requests outside of these parameters were evalu-
ated by an external expert.
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Various data and information systems are in place 
to help CCACs, LHINs, and the Ministry monitor 
and evaluate such things as the cost-effectiveness 
of services, access to services, client assessments, 
service-provider billing, and case management, as 
well as to provide overall program information.

Since our last audit in 2004, the Ontario Asso-
ciation of Community Care Access Centres has 
developed a Client Health and Related Information 
System (CHRIS), which standardized and consoli-
dated the four legacy systems the CCACs used prior 
to their realignment. CHRIS enables collection of 
detailed client information for intake, eligibility, and 
assessment tracking as well as planning client care 
and services, ordering services from providers, and 
billing. At the time of our current audit, all CCACs 
except for one had fully implemented CHRIS. In 
general, the three CCACs we visited gave us positive 
feedback on CHRIS, saying it contributed to improv-
ing the efficiency of their case management work.

Although CHRIS does not provide province-wide 
summary-level information, this information is 
available through ministry systems, specifically 

the Ministry’s Management Information System 
(MIS). This system contains quarterly and year-end 
financial and statistical information submitted by 
the CCACs, and the Web Enabled Reporting Sys-
tem (WERS) also generates reports for LHIN and 
CCAC use to help them identify variances between 
Accountability Agreement performance require-
ments and actual performance. 

Portions of the data captured within CHRIS are 
uploaded to the Ministry’s information systems, 
such as MIS. However, when we reconciled a 
sample of data reports between CHRIS and MIS, we 
did identify variances that arose from inconsistent 
data definitions and account classifications. 

Although the Ministry is responsible for the 
performance of the overall health system, we found 
that it had not conducted regular reviews of the 
province-wide data to assess cost-effectiveness of 
the services provided and to identify areas that 
may require further follow-up. Our review of data 
from the third quarter of the 2009/10 fiscal year 
identified significant variances among the CCACs. 
For instance, the total costs per personal support 
client served ranged from about $2,200 to $4,000. 
When we followed up with the CCAC that had the 
highest costs, it indicated that these costs may have 
been due to the complexity of the clients it served. 
Also, the average number of days clients waited for 
service initiation ranged from one day to 121 days. 
Our follow-up with the CCAC that had the longest 
wait indicated that the data may not be correct. 
Both CCACs indicated that they had not received 
any inquiries from the Ministry about these figures.

Overall, the CCACs and the Ministry have made 
good progress in collecting information that meets 
both their client-service-management needs and 
performance-oversight responsibilities. However, 
more attention needs to be paid to ensure the 
consistency and accuracy of data and the initiation 
of some oversight mechanism to review the data 
on a province-wide basis to identify areas that may 
require further follow-up.

MINISTRY RESpONSE

The Ministry will work with the LHINs and 
CCACs to analyze the cost drivers across the 
province that contribute to variations in home 
care costs.

As part of the Integrated Client Care Project, 
the Ministry, CCACs, and service providers are 
testing alternative payment models that are 
based on outcomes and that reward innovation. 
This shift is a new way to look at how to improve 
and sustain our health-care system through 
change in care delivery. Alternative payment 
models will be evaluated to ensure that incen-
tives are driving expected efficiencies in care, 
increasing innovation and resulting in improved 
quality of care and equitable service levels.



131Home Care Services

Ch
ap

te
r 3

 •
 VF

M
 S

ec
tio

n 
3.

04

MEASuRINg CCAC pERFORMANCE
CCACs are evaluated against 13 standard perform-
ance measures included in the Accountability 
Agreements they each hold with their LHINs. These 
measures cover financial, operational, and statis-
tical areas. Each measure includes an expected 
performance target to be achieved. For example, 
CCACs are to achieve a balanced budget, staff 
turnover should not exceed a specific target per-
centage, and the wait time from community referral 
to assessment date should not exceed a specific 
number of days. We found that performance targets 
were established individually between each CCAC 
and its respective LHIN. In lieu of best practice tar-
gets, the LHINs and the CCACs said they were using 
actual performances from the 2007/08 fiscal year 
as a base for further analysis to set future targets. 
Over time, consideration could be given to publicly 
reporting certain key performance measures.

In addition to the standard Accountability 
Agreement measures, each LHIN may choose to 
include measures that reflect local priorities. All 
three CCACs that we visited were held accountable 
to the LHINs for additional measures. For example, 
one had to work with hospitals to reduce the num-
ber of patients occupying hospital beds who could 
be served in the community; another was held to 
a specific time period for the implementation of 
CHRIS.

All three CCACs had also developed internal 
scorecards to measure their organizational 
performance.

RECOMMENDATION 5

To reap the full benefit of the recent improve-
ments to the case management information 
system, the Ministry of Health and Long-Term 
Care, working with the LHINs, should review 
the summary-level data on a province-wide and 
regional basis as a means of enhancing its over-
sight of the home care services currently being 
provided.

RESpONSE FROM COMMuNITY 
CARE ACCESS CENTRES

The CCACs value this recommendation as an 
important step in building consistency across 
all CCACs, and would be pleased to assist the 
Ministry of Health and Long-Term Care and 
the LHINs with the development of summary 
reports that would be useful and appropriate to 
their review processes.

MINISTRY RESpONSE

The Ministry will work with the LHINs to review 
summary-level data to enhance oversight of 
home care services. On an annual basis, the 
Ministry hosts data quality and education ses-
sions focused on improving the quality of finan-
cial and statistical data within the CCAC sector. 
Issues such as data accuracy, consistency, and 
outliers are identified and discussed in these 
sessions. The sessions are open for participa-
tion to all CCACs and LHINs. The Ministry also 
facilitates an advisory working group and client 
services working groups with the CCACs to 
discuss issues relating to financial and statistical 
data. The LHINs oversee all services provided by 

the CCACs by using data reported through the 
Community Annual Planning Submission and 
the Community Analysis Tool.


