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Indicator
Status - FY2023/24 data 

Comments
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

1. Caregiver Distress Among 
Homecare Clients(%) V V V Date Source ɀ Inter -RAI

2. Ambulatory Care Sensitive     
Conditions Best Managed 
Elsewhere (Rate)

V V U Data Source: IDS

3. Total ALC (Acute and Non -
Acute) Rate (%) V V V

Data Source: Change from 
DAD to CCO-WTIS

4. Frequent ED Visits for Help with     
Mental Health and  Addiction 
(%)

V V V Data Source: NACRS

V Monthly data received 

U Monthly data NOT received 



Caregiver Distress Among 
Homecare Clients
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Caregiver Distress Among Homecare Clients (%): April 2019 to June 2023
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Å Caregiver distress among homecare clients increased significantly during the pandemic and continued relatively high until Oct ober 2021

Å A downward trend then began, and since November 2022 we have been at or below the target we have set.



Number of Completed Homecare Assessments by Fiscal Quarter, and Fiscal Year
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Å3,088 interRAI HC assessments were completed in FY2019/20. 
ÅThis decreased significantly in FY2020/21 to 1,163 interRAI HC assessments.
ÅIn FY2021/22 the number of assessments completed rose to 1,918, which is still below pre -pandemic levels but a jump from 20/21.
ÅIn FY2022/23 the number of assessments completed rose to 2,623, which is a significant jump from 21/22 but still below the pr e-

pandemic level.
ÅIn FY2023/24-Q1 the number of assessments rose to 743, which is a significant jump from FY22/23 -Q1.



Contributing Factors
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Factors contributing to our current performance results :

Å The pandemic limited face -to -face visits and the ability to complete interRAI Homecare Assessments (which our data is based on). It is important to note that other no n 
face to face assessments of complex patients occurred during the timeframe which did not use the interRAI HCA as the assessment tool. The interRAI HCA is not a tool 
that is validated using a virtual platform. As the pandemic restrictions wane, the overall number of in -home assessments being completed are increasing and caregiver 
distress continues to improve for KW4. 

Å As the pandemic continued, more day program and respite care spots opened, which may have contributed to the reduction in caregiver stress. There is an ongoing 
opening of community respite programs. Of note, HCCSS is seeing a noticeable increase in service provider capacity.  Additionally, the short stay respite and 
convalescent care programs in long term care remain paused in WW , provincially other short stay respite and convalescent care has restarted.  

Å The number of face -to -face vs virtual visits has also increased (including home visits) for primary care and the AlzheimerɅs society which also may have contributed to a 
decrease in caregiver stress. 

Å The LetɅs go Home program (LEGHO) was introduced in November 2022 as well as the knowledge exchange on social prescribing which may also have contributed to 
a decrease in caregiver stress. 

Å The support of the community paramedic program may also have reduced caregiver stress.

Å Development of a delirium collaborative that will include education for caregivers on how to recognize signs of delirium earlier on which may contribute to decreasin g 
caregiver distress.

Å The ICT/CCP model of care, which provides support and wrap around services for patients and families who may be waiting for a specialist, may r esult in decreasing 
caregiver distress

Å Role of function of intensive geriatric service worker (IGSW) continues to support families and caregivers

Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson



Moving Forward
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:

Å Models of Care Innovation Fund EOI
Å As part of OntarioɅs plan to enable forward-looking, collaborative, and responsive solutions to the healthcare needs of every On tarian, Ontario Health launched an expressions of 

interest for their Models of Care Innovation Fund .  This fund will assist organizations in implementing innovative ways of maximizing the skills and expertise of their curren t 
health care workers.  As with previous expressions of interests, partners from across the KW4 OHT collaborated to create proposals . These submissions align with our focus 
and commitment to our priority populations and Ontario HealthɅs equity priorities.  The suggested initiatives offer partnership-driven, sustainable approaches to address healthcare 
challenges in our community. The Centre for Family Medicine along with partners from across the KW4 region submitted a propos al to expand the MINT Memory Clinic model 
that includes cross -sectoral partnerships with local or regional specialists to reduce wait times and travel for patients and their caregivers . If this proposal is selected by 
Ontario Health, it will expand the model to reach 300 primary care providers and 50 multi -disciplinary primary care teams across Ontario. These providers will be fully -trained, 
mentored and operational to assess and address the needs of patients with dementia and frailty and their caregivers .

Å Delirium Collaborative
Å The KW4 OHT Frail Elderly Collaborative in partnership with the Waterloo Wellington Older Adult Strategy is developing educational materials for patients, families, 

and clinical teams to assist with recognizing early signs of delirium to initiate interventions and supports sooner. 

Å Wellness Calendars
Å In collaboration with partners, KW4 OHT is producing a 2024 wellness calendar for older adults in the KW4 Region.

Å SCOPE (Seamless Care Optimizing Patient Experience)
Å SCOPE is a joint SMGH-GRH program to support KW4 primary care providers with clinical consultation for complex and urgent patients, including helping

with more efficient and seamless access to services that could decrease caregiver distress. 

Å Complex Care Program (CCP), Integrated Care Team (ICT) Expansion Project
Å In December 2022, the ministry provided 16 months of funding for a KW4 OHT Integrated Care Team (ICT) Complex Care program (CCP) expansion to provide wrap 

around services while patients are waiting to see a geriatrician . 

Å YourCare+
Å YourCare+ provides tools to use in the home, send to a family member or friend, or share with health care professionals.  
Å The tool allows caregivers to explore information, tips, and resources to help them feel confident and stronger in their caregive r r ole and provides advice 

about ways to protect their own health and avoid stress and burnout while caring for others.
Å This tool has been implemented in KW4 in collaboration with Dr Andrew Costa and team.

Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:

Å Building HCCSS WW Capacity
Å HCCSS WW continues to build capacity in home care and address health human resources shortages. HCSS continues to maximize/ex pand community clinics 

locally and across the province.  Optimization of rapid response nurses and direct care therapy to support patients waiting for service has 
demonstrated effectiveness in supporting patients requiring health care teaching, wound care, teaching of injections, home safety to enhance patient 
safety at home.

Å Retirement Homes
ÅThe HCCSSɅs campaign to increase the number of Retirement Homes providing all -in care (i.e., PSW) has begun implementation in Wellington. Expansion to 

KW is currently in the planning phases.  This care is funded by HCCSS WW but provided by the Retirement Home workforce. Expan sion is being targeted for 
later this fiscal year.

Å Principles of sfCare across sectors:
Å Hospital partners have promoted the exchange of knowledge related to principles of senior friendly care ( sfCare) across sectors. Leading practices in 

Community Based Early Identification, Assessment & Transition: Preventing Alternate Level of Care supports facilitating proac tive identification and 
promoting practices in care and self -management that prevent, slow or reverse declines in the physical and mental capacities of older adults, care plan 
development and ongoing re -assessment, delivery of interventions and sfCare, and proactive transitions. 

Å Ministry of Health: A Plan for Connected and Convenient Care:
Å Care for seniors and those needing long -term care (LTC) continues to be a priority for the Ministry and OH so it will be important that KW4 continues to 

advocate for improvements for our community. 
Å In the Plan for Connected and Convenient Care, released February 2, 2023, current and future provincial investments were highlighted:  

Å expanding access to home care services and recruiting and training more home care workers .
Å Working with Ontario Health Teams and home and community care providers to establish new home and community care programs .  
Å Expanding the Community Paramedicine program to help people with seniors live independently at home, where they want to be, by providing 

home visits for a range of services, including increasing assessments and referrals to local community services, such as home care.
Å Expanding palliative care services in local communities and adding new hospice beds. 

Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson

https://rgps.on.ca/wp-content/uploads/2022/04/2022-April-1-ALC-Community-_-FINAL.pdf
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Ambulatory Care Sensitive Conditions Best Managed Elsewhere (ACSC) (%): Apr 2019 to May 2023

12M-MA : 12 months moving average

Å Rate of ACSC best managed elsewhere decreased during the pandemic. 
Å This could potentially be an artificial decrease based on patients deferring to seek face -to -face care or having the option of v irtual care. 
Å FY2022/23, we can see an increase in the rates with the last two quarters being above our target. 
Å FY2023/24 YTD, a downward shift was noticed in the rates since the beginning of this fiscal year.

Note: The ACSC BME calculation has been updated, beginning in Apr 2021, to reflect 2021 Census Data



Contribution of Ambulatory Care Sensitive Conditions (in %) by Fiscal Year:
FY2019/20 to FY2023/24 May(YTD)

The top 3 ACSC Conditions (Chronic Obstructive Pulmonary Disease (COPD), Diabetes, Heart Failure) accounted for 
Å 69.2%  in FY2019/20, with the most prevalent being ɄCOPDɅ at 30.2%
Å 69.1%  in FY2020/21, with the most prevalent being ɄDiabetesɅ at 27.9%
Å 71.7%  in FY2021/22, with the most prevalent being ɄHeart FailureɅ at 27.2%
Å 70.4%  in FY2022/23, with the most prevalent being ɄCOPDɅ at 27.0%
Å 67.9%  in FY2023/24 May(YTD), with the most prevalent being ɄCOPDɅ at 27.3%, followed by Heart Failure at 21.2%

Å COPD had a decrease of 9.9% points in FY2020/21, a slight increase of 0.5% points in FY2021/22, an increase of 6.2% points in FY20 22/23, and a slight 
increase of 0.3% points in FY2023/24 May(YTD).

Å Diabetes  had a significant increase of 6.6% points in FY2020/21, a decrease of 4.2% points in FY2021/22, a slight increase of 1.0% poi nt s in FY2022/23, and 
a significant decrease of 5.3% points in FY2023/24 May(YTD)

Å Heart Failure  had an increase of 3.2% points in FY2020/21, a significant increase of 6.3% points in FY2021/22, a significant decrease of 8. 5% points in 
FY2022/23, and an increase of 2.5% points in FY2023/24 May(YTD)
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Factors contributing to our current performance results :

COPD:
Å Many COPD exacerbations that require hospitalization that we are seeing at SMGH are related to infections and newly diagnosed patients. The increase in rates for 2022 

and 2023 reflects the removal of public PPE measures and expanded social circles, etc. which increased the transmission rates fo r respiratory infections and 
COPD exacerbations.

Å We are seeing a return to our normal number of referrals for diagnostic testing and asthma education appointments at the hospital. The visits for almost all appointment 
types at the airway clinic in 2023 YTD have surpassed 2022 volumes.
Å Increased volume from primary care as they return to normal practices
Å Increased referrals from local specialists
Å Stable referrals from the emergency department

Heart Failure:
Å Remote Care Monitoring initiatives that have been put in place since March 2022 at SMGH for Congestive Heart Failure has had a significant positive imp act (i.e., 

decrease in heart failure hospitalizations)
Å Access to primary care and specialists has also increased this year compared to the past two fiscal years thereby diverting hospital visits/admissions
Å SMGH in collaboration with Evidence2Practice Ontario, Centre for Effective Practice, eHealth Centre of Excellence and North Y ork General participated in a use care to 

seamlessly integrate Heart Failure quality standards to support clinicians with easy -to -use tools and supports at the point of c are across primary care and 
acute care .  This project began in April 2022 with the identification of areas of improvement, and review of existing literature/best e vidence and quality standards.  Next 
was the scoping and development of digital interventions culminating in a go -live in mid -October 2022.  Highlights from this pro ject include:
Å Integrated Heart Failure Toolbar is now available in Primary Care TelusPSSuite EMRs with versions for OSCAR and Accuro coming in 2023. This heart failure tool 

leverages the most up -to -date evidence and best practices, and embeds quality standards, to assist clinicians in appropriate dia gnoses, investigations, treatment, and 
transitions in care across the continuum.  This can assist clinicians with identifying, tracking and supporting at -risk patients as well as resources to support 
medication plan management. An accompanying educational resource from CEP will support clinicians to fill knowledge gaps, bui ld confidence and support them in 
diagnosing and managing patients living with heart failure.

ÅHospital ϥnformation System enhancements that support existing workflow and improve quality of care.  ɈThe work we have done wit h the pilot has re -confirmed 
many of the clinical care standards we had in place as a regional cardiac centre .  We enhanced the application of best practices, allowing any physician (not just 
cardiologists) with a patient in heart failure to use our heart failure orders and be guided through the best evidence -based careɉ.

Å Standardized clinician -facing discharge summaries as well as patient -facing discharge summaries

Courtesy of:
Å Brandon Douglas, Vice President ɀClinical Services , SMGH 
Å Sarah Farwell, Director Strategy, Innovation and Communications, SMGH 
Å Danny Veniott, Program Manager - Respiratory Therapy, Airway Clinics, SMGH
Å Dr. Amelia Yip, Heart Functional Lead and Cardiologist, SMGH and the Evidence2Practice Ontario
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:

ÅModels of Care Innovation Fund EOI
Å As part of OntarioɅs plan to enable forward-looking, collaborative, and responsive solutions to the healthcare needs of every On tarian, Ontario Health launched an 

expressions of interest for their Models of Care Innovation Fund .  This fund will assist organizations in implementing innovative ways of maximizing the skills and 
expertise of their current health care workers.  As with previous expressions of interests, partners from across the KW4 OHT collaborated to create proposals . These 
submissions align with our focus and commitment to our priority populations and Ontario HealthɅs equity priorities.  The suggested initiatives offer partnership -driven, 
sustainable approaches to address healthcare challenges in our community. SMGH in partnership with various members submitted a proposal for the creation of an 
innovative community -based primary care rapid access clinic for unattached, medically complex patients who are at risk of hospital admission, and/or are post -
discharge and at risk of readmission.  If the proposal is selected by Ontario Health, this clinic will expand access to team -based care, connected to local specialist groups 
for rapid assessment, diagnosis, care and consult. This proposal also includes the development of a local e -consult pathway betw een the KW4 primary care sector, 
starting with 3 specialty groups including SMGH cardiology, SMGH respirology and GRH/SMGH General Internal Medicine . 

COPD:
Å Reminder to all providers that:

Å SMGHɅs Airway clinic has fully reopened all in person diagnostic testing and education sessions. 
Å SMGH is fully operational at Community Healthcare Clinic hosted COPD and Asthma education/self management programs operated through Woolwich, 

LangɅs, Kitchener Downtown and Guelph CHCɅs and including some of their remote program sites
Å In -person COPD appointments continue to increase . SMGH also continues to offer telephone or virtual options when required or requested
Å The COPD program continue to be involved in the joint GRH/SMGH WebEx virtual visit program using the PHIPA compliant WebEx platform from within Cerner, their 

electronic health record vendor. Staff and Patients continue to find it more user friendly than OTN
Å SMGH ran a successful virtual COPD activation remote/virtual care project with great patient outcomes despite low referral numbers.   Many of the patients referred 

wanted to come onsite after so many years of reduced social gathering. Operating a program that offers both in -person care and v irtual care provides the ability for 
patients to choose the care that meets their needs and allows for flexibility in the patient's journey. The program aligned w ith the KW4 OHTɅs philosophy of using digital 
health solutions as enablers of care, while understanding that digital first is not always the best approach for every patien t as care teams must adapt to meet the patient 
where they are at. The patients enrolled in the virtual program were those who mainly could not come to an onsite exercise pr ogram due to physical, emotional, 
geographical, and socioeconomic reasons.  In most cases, patients would have had a combination of two or more of these factor s which would have made access to onsite 
care even more challenging. This program is a great partnership with the KW4 OHT, especially the digital support team and com mun ications teams. SMGH will be 
continuing the virtual option on a case -by -case basis to their current COPD activation program to help those with true or perceived barriers to an onsite program 
access care within our current operational budget

Å St Mary's issued an RFP and has signed a multiyear contract with CloudDx to continue the COPD and heart failure virtual/remote care projects. The same vendor has been 
used for the last 2 years of the COPD program and last years heart function RCM project. The contract has options to expand ser vices and add new programs over time.

Courtesy of:
Å Sarah Farwell, Director Strategy, Innovation and Communications, SMGH 
Å Danny Veniott, Program Manager - Respiratory Therapy, Airway Clinics, SMGH
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:

Heart Failure:
Å Remote Care Monitoring (RCM) and Surgical Transition Program:

Å KW4 OHT, in collaboration with SMGH and Primary Care developed and submitted a proposal for Heart Function Clinic Virtual sustainment and expansion
Å The program kicked off in November 2022 with an enrollment target of 100 patients by March 31, 2023. 
Å The current program monitors heart failure patients from the heart failure clinic. This funded proposal will help expand the program to include patientɅs post 

cardiovascular surgery with complication of heart failure post procedure.
ÅWork is underway to improve access to BNP and NT -proBNP testing , including standardization where possible as well as improving education. 
Å SMGH's Heart Failure RCM program submitted an EOI for 2023/24 Digital Funding in May 2023 to expand their existing program.  The focus this year will include: 

Å leveraging existing relationships to expand the program (e.g., larger geographic reach), and beyond the walls of SMGH (i.e., enr ollment through PCP office). 
Å working with other programs to realize further efficiencies that impact the patient experience
Å ensuring the social determinants of health are being realized with the Institute for Healthcare Improvement (IHI) model of qu ality
Å obtaining and analyzing metrics further (such as patient experience, delivery clinical excellence)

Å Neighbourhood Integrated Care Team (NICT) Project
Å KW4 OHT in collaboration with member organizations and the community have designed a patient personas, journey maps and integrated care pathway for 

senior with congestive heart failure . The goal of this pathway is to provide a clear community -based care pathway that adopts a chronic disease management 
approach, improves communication, increases access to information, offers more comprehensive and holistic care, improves the patientɅs quality of life, engages 
patients and care partners as members of the care team, better integrates services across sectors, creates a community suppor t around the patients, and integrates 
palliative care earlier in the patientɅs care journey.  The NϥCT Leadership Action Committee will be reviewing improvement oppor tunities in September for roll -out 
beginning this Fall. to attend. 

Å Clinical Pathway Development and SCOPE
Å Local KW4 OHT partners have been working together since Summer 2022 to improve the dyspnea pathway in the Region to specifically support improved heart 

failure diagnosis and management in the community .  The purpose of the pathway is to support Primary Care Practitioners in the referral process of appropriate 
patients with possible heart failure, ensuring patients receive the right care at the right time in the right place.  If the pat ient does not meet the criteria for referral to 
the Heart Function Clinic, the SCOPE Nurse Navigator will assist to locate the appropriate services for continuity of care.  The pathway went live in October 2022 with 
feedback being collected to inform future iteration.  The CHF development team is expanding their membership to include more pri mary care physicians, NPs, and 
the KW4 OHT SCOPE Nurse Navigator. 

Å SCOPE(Seamless Care Optimizing Patient Experience) is a joint SMGH -GRH program to support KW4 primary care providers with clinical consultation for 
complex and urgent patients, including resource navigation for patients experiencing heart failure . SCOPE is available through the Ocean eReferral platform. 

Courtesy of:
Å Dr. Amelia Yip, Heart Functional Lead and Cardiologist, SMGH
Å Brandon Douglas, Vice President ɀClinical Services , SMGH and 
Å Sarah Farwell, Director, Strategy, Innovation and Communications, SMGH
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:

Diabetes:
Å Neighbourhood Integrated Care Team (NICT) Project
Å KW4 OHT in collaboration with member organizations and the community have designed a patient personas, journey maps and integrated care pathway for 

Newcomers with diabetes.  The goal of this pathway is to increase knowledge of resources and services available in the KW4 region, provide strong syste m 
navigation and culturally competent care, improve chronic disease management in the community, reduce duplication of efforts between providers and reduce 
barriers to accessing care.  The NICT Leadership Action Committee will be reviewing improvement opportunities in September fo r r oll -out beginning this fall.

Ministry of Health: A Plan for Connected and Convenient Care:
Å Care for those with chronic conditions continues to be a priority for the Ministry and OH, so it will be important that KW4 continues to advocate for improvements 

for our community. 
Å In the Plan for Connected and Convenient Care, released February 2, 2023, current and future provincial investments were highlighted:  

Å Expanding the Community Paramedicine program to help people with chronic health conditions live independently at home, where they want to be, by 
providing home visits to seniors for a range of services, including managing chronic conditions

Å Developing stronger care pathways for people that suffer from chronic illnesses like congestive heart failure, chronic obstructive pulmonary disease, 
stroke and diabetes to allow for greater care throughout the lifecycle of their treatment, from screening and prevention to c omm unity support and recovery 
at home.

Å expanding 9 -1-1 models of care that provide paramedics more flexibility to treat certain patients who call 911 at home or on -scene in the commun ity rather 
than in emergency rooms, to different patient groups, such as people with diabetes and epilepsy, and implement a new treat -and -release model 
with recommendations to patients for appropriate follow -up care. 



Alternative Level of Care 
(ALC)
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Total ALC (Acute and Non -Acute) Rate (%) - April 2019 to June 2023

12M-MA : 12 months moving average

ÅOverall, the KW4 ALC rate has been fluctuating over the past 4 years and 3 months, and the total ALC rate shows an increase y ear over 
year since the beginning of the pandemic, however, there is a sudden downward shift since the beginning of FY2023/24.
ÅIn the first quarter of FY 2023/24, the average ALC rate is 14.2% which is 3.4 percentage points lower than the overall average of 17.6%.



ALC Open Cases as of June 2023

As of June 30, 2023:

ÅThere were 86 patients designated ALC on the waitlist in the two KW4 OHT hospitals. This translates into 43 fewer cases compared to June 30, 2022

ÅThese patients have accumulated 3,955 ALC days. 

ÅOf the cumulative ALC Days 66.5% were attributed to patients waiting for Long Term Care, 15.6% waiting for Supervised or Assisted Living and 6.8% were waiting 

for Mental Health

Cumulative ALC Days of Open Patients Designated ALC by Discharge Destination - June 2023

Open Cases % of Cumulative ALC Days

Facility

Volume 

(June 

2023)

Volume

(June 

2022)

%Change

(June 2023 vs.

June 2022)

Cumulative

ALC Days

(June 2023)

Long Term

Care
Rehab

Complex

Continuing

Care

Home with

CCAC

Home with

Comm.

Services

Home

without

Support

Supervised

or Assisted

Living

Convalescent 

Care

Mental

Health

Palliative

Care
Unknown TBD

St. Mary's 10 17 -41% 141 27.0% 0.0% 63.0% 0.0% 0.0% 0.0% 6.0% 0.0% 0.0% 4.0% 0.0% 0.0%

Grand River 76 112 -32% 3,814 68.0% 3.0% 2.0% 0.0% 0.0% 0.0% 16.0% 4.0% 7.0% 0.0% 0.0% 0.4%

Total 86 129 -33% 3,955 66.5% 2.9% 4.2% 0.0% 0.0% 0.0% 15.6% 3.9% 6.8% 0.1% 0.0% 0.4%

Cumulative ALC Days Contributor - Top 3 Discharge Destination (excl. TBD) 1st 2nd 3rd

Source - Waterloo Wellington Sub-Region Monthly Alternate Level of Care Performance Summary - June 2023



ALC Rate by Facility, Service Type, and Fiscal Year FY19/20 to FY23/24 June(YTD)

KW4 Total ALC Rate: 

Å increased 0.8% points between 

FY19/20 and 20/21

Å decreased by 0.6% points between 

FY 20//21 and 21/22

Å increased 2.4% points between 

FY21/22 and 22/23 

Å decreased 5.4% points between 

FY22/23 and 23/24 Jun(YTD)

Å had a decrease of 2.8% points over 

the last 4 years and 3 months.

KW4 Acute ALC Rate:

Å increased 3.9% points in between 

FY19/20 and 20/21

Å increased 1.4% points between FY 

20//21 and 21/22

Å increased 3.7% points between 

FY21/22 and 22/23

Å decreased 7.0% points between 

FY22/23 and 23/24 Jun(YTD)

Å had an increase of 2.0% points 

over the last 4 years and 3 

months.

KW4 Post Acute ALC Rate:

Å decreased 4.1% points between 

FY19/20 and 20/21

Å decreased another 5.1% points 

between FY 20//21 and 21/22

Å decreased 0.6% points between 

FY21/22 and 22/23

Å decreased 1.8% points between 

FY22/23 and 23/24 Jun(YTD)

Å had a decrease of 11.6% points 

over the last 4 years and 3 months

Source: ALC Rate Quarterly Release CCO-WTIS
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Factors contributing to our current performance results :

Å Long Term Care (LTC)
Å In collaboration with our LTC partners, HCCSS WW supported:

Å The closure of the waiting list of Pinehaven  and the transfer of LTC beds and residents from Pinehaven  to Winston Park. HCCSS WW also supported residents 
of Pinehaven  who wanted to transfer to other LTCHɅs instead of The Village of Winston Park. 

Å The opening of 45 additional LTCH beds at The Village Winston Park have supported a reduction in ALC to LTC. The closure of Twin Oaks of Maryhill LTCH 
which included the transfer of residents to long term care homes of their choice.

Å Better access to service providers through home and community support services may have also resulted in a decreased ALC rate within hospitals
Å Integrated discharged planning team members have fully implemented the Bill 7 legislation to support movement to LTC  which may have supported  

a reduction in ALC.

ÅHospice
Å Additional beds were added to Hospice Waterloo Region .  This increase to 11 beds allows for the provision of additional palliative care for those at end of life and 

support for their families.

Å Emergency Department (ED) Diversion Program
Å In Q4 of 2022 ED Diversion was re -launched at all KW hospital sites (SMGH, GRH, with expansion to CMH). The re -launch included re -education of frontline staff, 

and engagement of key hospital stakeholders that can support early identification of patients that meet the eligibility for E D Diversion and could be supported with 
enhanced PSW services in the community to avoid an admission to the hospital.

Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:
Å Neighbourhood Integrated Care Team (NICT) Project

Å KW4 OHT is developing a Neighbourhood Integrated Care Team Model (NICT) in our four priority neighbourhoods to identify high -risk clients and support them 
in the community through an integrated model of care that includes primary and community care. 

Å Using a population health management approach, we will look at upstream initiatives to reduce ALC rates focused on Self -Directed Individuals (low -risk), and 
Supported Individuals (moderate -risk)

Å We will also aim to optimize hospital capacity and patient flow by applying best practices in admission avoidance for those presenting in the ED by diverting 
patients back to home with the appropriate support(s) in place .

Å We will also focus on timely discharge of patients designated ALC through intensive care coordination and partnering with Behavioural Supports Ontario (BSO).

Å Alternate Destination ɀHospice
ÅOn August 31, 2023, Region of Waterloo Paramedic Services received approval from the Ministry of Health, for the Alternation Destination (Hospice) project under 
the ministryɅs Patient Care Model initiative for eligible 9-1-1 palliative care and end of life patients .  KW4 OHT was a proponent for this model and offered a letter of 
support earlier this year. Under this model, palliative care patients calling 9 -1-1 will have the option to be treated on -scene for pain and symptom management, 
including pain or dyspnea, hallucinations or agitation, terminal congested breathing, and nausea or vomiting. Following treat men t on -scene, patients have the option 
for paramedics to coordinate the patientɅs follow-up care directly with the patientɅs primary palliative care provider or with alocal hospice for further treatment and 
wrap -around care. This ensures that paramedics have more options to provide safe and appropriate treatment for patients while helping to protect 
hospital capacity . 

Å Emergency Department (ED) Diversion Program
Å The KW4 OHT Frail Elderly Collaborative in partnership with the Waterloo Wellington Older Adult Strategy is developing education tools built on the RGP Toronto 

materials to assist with education and knowledge transfer in assessing and recognizing delirium early in the Emergency Department with treatment and 
care options. Education tools to be launched in Fall 2023

ÅLetɅs Go Home (LEGHO)
Å In July 2022, Community Care Concepts was approved by OH West to be the CSS organization for the Cambridge North Dumfries (CN D) and KW4 OHT.  In 

collaboration with WW hospitals, LEGHO has successfully been implemented.  We will continue supporting quality improvement ef for ts learned through 
implementation during this quarter.

Å Through the LEGHO model, partners developed a LEGHO program leveraging existing services and providers (with the possibility to add capacity) within their OHT to 
support ED Diversion/Admission Avoidance and Hospital Discharge. 

Å This program offers up to 6 weeks of Community Support Services, customized to the unique needs of vulnerable patients, and a t no cost to the patient, supporting 
their stabilization in the community post discharge.

Å System Navigation links patients to ongoing Community Support Services as needed.
Å The program has been well received by hospitals and has been of great benefit to patients with 152 patients supported in Q1. At the end of Q1, our LEGHO program 

is at 43.4% of our overall annual capacity.
Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:
Å Complex Care Program (CCP), Integrated Care Team (ICT) Expansion Project

ÅAs part of OntarioɅs Plan to Stay Open, a proposal is being implemented to expand the existing CPP/ICT for Older Adults, and GeriMedRisk  for upstream 
prevention of ALC designation  within the KW4 Ontario Health Team catchment area.

Å The proposal aims to create a sustainable pathway for older adults living with frailty to avoid hospital visits and decrease the active nu mbe r of alternate 
level of care designations . 

Å The expansion will allow for: 
Å Support of 60 -80+ older adults living with complex and chronic conditions who are rostered with primary care provider practices without an inter -professional 

team
Å Assessment and case management for high -risk older adults living in retirement homes
Å Support of older adults waiting on the Specialized Geriatric Services (SGS) waitlist
Å Support and establishment of referral pathways for safe and timely discharge of identified appropriate hospitalized patients in lieu of ALC designation or after ALC 

designation
Å Additional support for identified  Independent primary health care provider practices without an interprofessional team. 

Å An evaluation working group has been formed to evaluate the project and will be pulling data for the fall.
Å A couple of additional family health organizations, inclusive of 7 individual providers, have been added to the project
Å To date through this project the team has worked on 188 patients. 119 were from the GMCC waitlist, the rest from other source s.
Å 100 InterRAI assessments have been completed, 
Å 89 intervention letters to Primary Care Provides have been completed 
Å 36 additional Primary Care Provider communication have also occurred.
Å 11 unique individuals have received home visits
Å 47 case consults with a geriatrician have occurred
Å 11 geriatric psychiatry referrals have been made
Å 34 patients (1/3 of total patients) continue to be followed by the complex care program

Å Advanced care planning and community support services are considered part of the patients care plan
Å Education is being provided to the ICT team through the Provincial Geriatrics Leadership Ontario (PGLO)  orientation program and regional geriatric program central.
Å OH West Steering Committee continues to discuss sustainability of funding, connections with system partners, and potential spread of the ICT model.
Å OH West to onboard ICT to Ocean eReferral in Q3 for primary care providers in our area to access.  VPN access continues between primary care and New Vision as a 

form of seamlessly referring their patients.  The ICT team, supported by home and community care, will go live with Hypercare for secure communication once 
agreements are signed between all ICT partners and Hypercare.

Å The team was at full compliment for this quarter for this project which enabled them to support timely discharges from hospit al
ÅThe teamɅs work continues to be recognized nationally and they have been accepted to present at the AFTHO and Canadian Academy of Geriatric Psychiatry Conference 

CAGP in Newfoundland happening in fall 2023

Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson
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Initiatives currently underway, or planned for the near future , that will impact our performance on a go -forward basis:
Å SCOPE (Seamless Care Optimizing the Patient Experience)

Å SCOPE is a platform that promotes integrated and collaborative work between primary care, hospital services and community hea lth partners to serve patients 
with complex needs. Through a single point of access, primary care providers are connected with a Nurse Navigator who assists with navigating the health care 
system, to ensure providers and patients are connected to the appropriate resources in the timeliest way possible. By connect ing primary care providers to 
appropriate resources, unnecessary Emergency Department visits and hospital admissions can be avoided ultimately avoiding ALC .  Several pathways have 
been developed (including some examples of Diagnostic imaging, and General Internal Medicine) to assist in seamless access fo r patients.

Å ALC Leading Practices
Å Self assessments have been completed by hospitals and community organizations for ALC leading best practices and in collaboration with OH West will 

develop plans for implementation by individual organizations. 
Å The second step is review and use of the self -assessment results:

ÅOntario Health West will complete thematic analysis of all self -assessments and share the analysis with Sub -Region Access and Flow Tables.
Å Sub-Region Access and Flow Tables will build workplans to address/improve transitions across sectors with a focus on reducing he alth inequities, 

transition points of early identification, ED diversion, hospital admission avoidance, barriers to hospital discharge, etc .

Å Transitional Care Beds (TCU)
Å HCCSS continues to operate a 25 bed TCU that focuses on supporting ALC patients and patients in the community at risk of admi ssion to hospital. The unit has 

15 general unit beds, and 10 memory care beds. TCU operates 5 beds in Guelph Wellington area at Stone Lodge Retirement Reside nce.

Å Long Term Care (LTC)
Å In collaboration with LTC partners, HCCSS WW is supporting the opening of additional LTC beds which are expected to come online in the spring of 2024. 

ÅMinistry of Health: A Plan for Connected and Convenient Care:
Å Care for seniors and those needing long -term care (LTC) continues to be a priority for the Ministry and OH, so it will be important that KW4 continues to 

advocate for improvements for our community. 
Å In the Plan for Connected and Convenient Care, released February 2, 2023, current and future provincial investments were highlighted:  

Å building 30,000 new LTC beds by 2028 and upgrading 28,000 LTC beds to modern design standards
Å hiring more than 27,000 long -term care staff , including nurses and personal support workers, to provide LTC home residents with an average of 

four hours of hands -on care by nurses and personal support workers each day
Å providing specialized services and supports to residents with more complex needs to help LTC residents get the care they need without having to 

go to emergency rooms or be admitted to hospitals. 
Å Enhancing access to more diagnostic services for LTC residents through partnerships with hospitals and community labs, to identify solutions to 

close service gaps, increase timeliness and convenience and improve overall experience.
Courtesy of:
Å Lee-Ann Murray, Director of Patient Services, Home and Community Care Support Services Waterloo Wellington and 
Å KW4 OHT Frail Elderly Reference Group co-Leads - Caitlin Agla, Chantelle Archer, Jane McKinnon-Wilson, Krysta Simpson
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Frequent ER Visits For Help with Mental Health & Addictions (%) - April 2020 to June 2023

Å Overall, there was been a downward trend in frequent ER visits for help with mental health & addictions in FY 20/21 and 
21/22 with an uptick in 22/23 which has continued during the first quarter of this current fiscal year.



KW4 OHT: Unique # of Patients and ED Visits by Neighbourhood : FY 20/21 to 23/24 Jun(YTD)
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Between FY20/21 and 23/24 Jun(YTD), 
825 unique individuals residing in KW4 
had four or more ED visits for help with 
MH&A, totaling 5,776 visits.

Å Our four priority neighbourhoods 
(N2C, N2G, N2H, N2M ) account for 
only 18% of KW4Ʌs population but 
42.9% of the visits and 38.5% of the 
individuals from KW4 

Å The other fourteen KW4 
neighbourhoods account for 82% of 
KW4Ʌs population but 57.1% of the 
visits and 61.5% of unique 
individuals

Å Although the Waterloo South 
neighbourhood (N2L) appears to 
have a high percentage of visits 
(11.9%) and individuals (12.2%) this 
is in line with the % of the people 
who reside there (8%) of KW4Ʌs 
population and therefore this 
neighbourhood does not appear to 
be disproportionately represented.

Å 18% of the visits to a hospital 
located within KW4 and 16% of the 
individuals reside outside of KW4 
OHT neighbourhoods. 



Unique # of Patients and # of ED Visits by Top 5 Diagnoses in FY2020/21 to FY2023/24 Jun(YTD)

Diagnoses :

Å The top 5 diagnoses codes accounted for 37.2% of visits for 39.4% of the individuals, with the most prevalent being 

ôAnxiety Disorder, unspecifiedõ at 9.7% of visits for the last 3 fiscal years and 3 months, however, this diagnosis also saw 

the largest percentage decrease in visits since last fiscal year.

Å In the first quarter of FY 23/24, Depressive Episode, unspecified had the largest percentage increase in visits.


