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Introduction  
 
The legislative and regulatory environment governing patient care and the transition of patients 
from hospital to long-term care (LTC) is extraordinarily complex.  It involves interpreting 
numerous pieces of legislation and their corresponding regulations.  These complexities, 
coupled with varying levels of understanding about how each piece of legislation interacts with 
others, result in different interpretations of the law.  A consistent understanding of the 
legislation, and the roles and responsibilities of hospitals and community care access centres 
(CCACs) will help to facilitate earlier discharge of patients from hospitals as well as clarify the 
processes for patients, families and providers. 

On May 2, 2012, approximately 50 people gathered in Toronto to participate in an Invitational 
Roundtable discussion hosted jointly by the Ontario Hospital Association (OHA) and the Ontario 
Association of Community Care Access Centres (OACCAC). Participants included Chief 
Executive Officers, strategic leaders and researchers from hospitals, staff from CCACs, Local 
Health Integration Networks (LHINs) and the Ministry of Health and Long-Term Care 
(MOHLTC), as well as patient advocates, an ethicist and field experts. (See Appendix A for 
agenda). 

Roundtable Objectives: 

• To discuss legislation and issues related to the placement of patients from 
hospitals into LTC homes 

• To achieve a common understanding with respect to obligations under a 
number of interacting pieces of legislation (i.e., Long-Term Care Homes Act, 
Public Hospitals Act, Health Insurance Act, Health Care Consent Act) 

• To identify ways to improve the transition of hospital patients to LTC residents 
today and in the future  

 

 
A key focus of the discussion was to identify what can be done to improve LTC placement 
practices within the existing regulatory environment, and to build on recommendations from 
recent key reports including, Caring For Our Aging Population and Addressing Alternate Level 
of Care by Dr. David Walker, Former Provincial ALC Lead. 
 
This Roundtable report summarizes the key messages that emerged from the discussions and 
presents a number of actions that were suggested at length by the day’s participants.  The 
report is intended to contribute to future policy and planning discussions about solutions toward 
the province’s ongoing ALC capacity challenges and LTC placement. 
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We do not have proper 
sizing capacity.  The 

solution is to have the 
appropriate mix of 

capacities of services 
needed across all 

sectors. 

We need to find a way to 
quickly upgrade the 

unused capacity in the 
LTC sector so that 
patients are willing, 

prepared and even desire 
to access these beds. 

Overview of Key Messages Emerging from the Day 
 
The following key messages support the importance of transitioning patients, whose care needs 
have already been met in hospitals, successfully and in a timely way to a more appropriate 
setting for ongoing care and support.   There was a clear consensus that we must create viable 
transition pathways for ALC patients who are waiting in hospital for long-term or community 
care.  
  
Support the Development of a Population-Based Capacity Plan 

1. Solutions to address the ALC issue must be informed by a comprehensive, system-
wide review of capacity across the continuum of care with the MOHLTC, LHINs and 
health service providers to ensure that evidence-based investments 
are made in key areas of care.  There is a mismatch between 
current levels and types of services and the demographic 
characteristics and needs of the populations that require 
services.  Capacity assessments must go beyond hospital and 
LTC beds to include assisted living, group homes, congregate 
living, neighbourhood/hub models, other flexible settings where 
care can be provided in the community, home care and 
community support services  (including intensive case 
management and navigation support for high-risk patients). 
Capacity solutions should consider the human resources necessary 
to help support patients to wait somewhere other than in hospitals for an 
alternate placement.   

2. As the population ages and requires more complex care, 
further discussion with the MOHLTC, LHINs and health 
service providers is required to determine how best to 
optimize available capacity and resources − 
complex/continuing care, community, long-term care, 
assisted living, etc − to care for our most vulnerable 
patients.  Appropriate care options and special programs are 
needed across the continuum to meet the care requirements of 
complex, high-need groups. The design of specialized programs 
should take into account critical mass of residents as well as the 
resources and skills required to provide safe, high-quality services.   

 
  



4 
 

Address Issues Related to Legislation and Policy 

3. LTC placement is deeply impacted by the complexity of the legislative and regulatory 
environment. Some of the biggest challenges arise from different levels of understanding 
and interpretation of the law and policies (including the Long-Term Care Homes Act 
(LTCHA), Public Hospitals Act, Health Insurance Act, and Health Care Consent Act).1

4. Recognizing that LTC is not a transitional destination for most people, patients have a 
legislative right to choose the place they want to live.  There was little support at the 
Roundtable for enforcing a “first available bed policy”.  However, there was strong 
consensus that patients need to wait “somewhere other than hospital” for their first choice.  
It was suggested that hospitals should work closely with CCACs to develop a common 
framework to facilitate discharge and placement of patients into LTC homes. 

    

 

 
 
 
 

  

                                                           
1  To address challenges with interpretation, the Ministry issued a memorandum clarifying expectations with respect 
to placement in LTC homes on May 23, 2012 (see Appendix B). 
 
On May 25, 2012, the Government announced the appointment of a Lead for the Provincial Seniors’ Strategy.  Both 
announcements will have an impact on ALC capacity and LTC placement.  

Suggested Elements of a Framework for Hospital Discharge to LTC Care Placement  
The framework should be a guide.  It should be patient-centred, reflect a patient’s right to 
choose, and reflect a collaborative approach to assisting patients to move to a more 
appropriate setting after their acute care needs have been met. 

 
Principles: 
• Reflect the mission and values of the hospital 
• Include open communication with patients and families 
• Be consistent with relevant legislation 
 
A LTC Discharge Placement Policy needs to:  
 Outline the working relationship with hospital discharge planners and CCACs (e.g. 

establishment of a joint discharge team) 
 Clarify roles of the CCAC and hospital staff as to who is involved in the discharge planning 

and placement/process  
 Reflect a Home First Philosophy (patient should not be designated ALC for LTC until other 

available options have been explored) 
 Stipulate that all resources available in the community have been explored, including 

short-stay and transitional placements 
 Provide scenarios and suggested strategies for addressing potential situations that may 

arise (e.g., withdrawal of consent) 
 Provide template letters (e.g. information for patients, Substitute Decision Makers [SDMs] 

and family) 
 Outline the stages or levels of communication with patients/SDMs 
 Explain per diem charges and co-payment charges 
 Include a media communications plan 
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5. A clear policy direction is required to address the long-standing confusion about 
when hospital per diems are allowed and how best to manage difficult situations 
when a hospital tries to charge a per diem differential rate upon discharge and/or a 
Chronic Care (Complex Continuing Care) Co-payment Rate.  Per diem and co-payment 
policies vary in complex continuing care/rehabilitation facilities and LTC facilities.  Efforts are 
needed to standardize co-payment policies, ensure that policies support the philosophy of 
assess and restore, and clarify roles and practices when a patient (or their SDM) withdraws 
consent when presented with an appropriate offer of admission.  
 

6. While hospitals are encouraged to engage in proactive discharge planning with the 
patients and/or their SDMs, hospitals cannot legally force a patient to leave if they are 
waiting for their “first choice” and/or choose to apply to only one LTC home.  When a 
patient rejects an offer of admission from one of their LTC home choices, hospitals are 
justified in charging the patient a per diem. While patients can withdraw their consent at any 
time until an offer is made, when they receive an offer of an appropriate bed in the LTC 
home that they have chosen, the patient is expected to accept the bed. Under certain 
circumstances, when a patient refuses to accept a LTC bed offer, the hospital is within their 
parameters to discharge them.2

 
 

Improve the Transition of ALC Patients Waiting for LTC Placement 
 
7. Hospitals and CCACs should work closely together to support a common 

understanding of their respective roles and responsibilities in communicating with 
patients and their families on the risks of staying in hospital, planning for 
discharge, implementing hospital discharge policies, and exploring post-acute care 
options including LTC placement.   All care providers need to provide consistent 
messages to patients and families (Hospitals, CCACs, and Primary Care Providers).  

 
8. Finding the right balance between patient choice and the timely and efficient 

transition to post-acute destinations (including LTC), is a key challenge that needs 
to be addressed.  LTC placement is a sensitive issue for many patients and their families.  
It requires system players to work collaboratively with a shared understanding of the 
needs of the patient.  It also requires a common understanding and awareness of the roles 
and responsibilities of providers (as set out in legislation and policy)3

9. There is a need to strengthen the accountabilities that all health care providers in 
the system have to ensure that ALC patients receive the right care in the right place.  
This will require more open discussions about aligning incentives, accountabilities and 
responsibilities for ALC patients across the continuum.   

, clear and consistent 
communications with patients and families about placement options, and consistent 
processes. This will also help ensure that LTC placement is better understood and fairly 
represented in the media and/or on political platforms.  

 

                                                           
2 This policy was reinforced in the May 23, 2012 Memorandum issued by the MOHLTC (see Appendix B). 
 
3 For example, the Long-Term Care Homes Act assigns the CCAC with the role of managing placement to LTC 
homes and outlines specific roles and responsibilities of Placement Coordinators.  
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We need to 
determine whether 

short-stay should be 
considered a 

placement choice or 
part of a clinical 

pathway. 

10. All hospitals need to embrace, regularly and consistently, a Home First culture 
(home as the default destination rather than a LTC facility).  This requires the 
commitment, leadership and support of all players including Senior Management and 
Physicians/Clinicians within the hospital.  Enablers for this change include the expansion 
of home care, community services and assisted living options (e.g., home first/integrated 
discharge planning). 

 
11. Access to short-stay, respite care and wait-at-home options 

need to improve so patients can wait somewhere other than 
an acute hospital.  It is in the best interests of the patient to wait 
somewhere other than a hospital.  

 
12. Primary care providers have a poor understanding of the 

LTC sector and/or policies that govern LTC placement. There 
is tremendous opportunity for these providers to facilitate 
advanced care planning and connections to CCACs for discussions 
about LTC options.  Improved education and communication targeted 
at primary care providers would improve their awareness and understanding of the range 
of available care options. 
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Suggested Actions    

A number of high-value actions were suggested that require further discussion with the 
MOHLTC and other stakeholders. 
 
Capacity Planning  
 
ACTION 1:     Conduct a comprehensive system-wide capacity review (sizing, costing, 

resources, evidence-based care pathways, accountability,  performance, 
etc.) to ensure access to appropriate levels of care (i.e. the right care, at 
the right time, in the right place). This review should identify any changes 
required to address capacity and patient flow issues (people and relationships; 
systems and structures; policies, legislation and regulation; and processes, 
including access to transitional spaces where patients can wait for placement). 

 
OACCAC and OHA will continue to communicate with the MOHLTC to reinforce 
the need for capacity planning to become a priority of government to ensure the 
availability of the right mix of services across the continuum of care. 

 

The Interpretation of the Legislation 

 
ACTION 2: Develop a system-wide education strategy that results in a better 

understanding of expectations, as well as current legislation and policies 
that govern patient choice and LTC placement. Specific education activities 
should be targeted to: 
• Primary care providers to improve their awareness about options and 

decisions related to LTC that will help them inform families/patients earlier 
in the care trajectory.  

• Hospitals, CCACs and LTC homes to ensure consistent interpretation of 
the relevant legislation, regulations and policies, and how best to 
communicate this information to patients and families (e.g., produce a 
reference/brochure, similar to the “Circle of Care – Sharing Personal Health 
Information for Health-Care Purposes” that helped to educate all health care 
professionals on the application of the consent provisions of the Personal 
Health Information Protection Act, 2004).  

• The broader public about LTC home placement to clarify the roles of 
various health care providers and others involved in the transition, to 
identify transition options, and to encourage people to plan for their care 
needs. 

 

  

http://www.ipc.on.ca/images/Resources/circle-care.pdf�
http://www.ipc.on.ca/images/Resources/circle-care.pdf�
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To ensure a better understanding of the legislation and regulations guiding the 
transition of care for stakeholders, providers of care and the broader public:   

i. OACCAC and OHA will communicate with the Expert Lead for Ontario's 
Seniors Care Strategy to share key messages and actions outlined, 
including the need for the development of a multi-faceted educational 
agenda to ensure that providers and the public have the information 
required  to plan for their care needs. 

ii. OACCAC and OHA and other stakeholders will develop educational 
forums and initiatives to help provide clarification and an enhanced 
understanding of the legislation and regulations guiding the transition of 
patients.   

 

The Transition of ALC Patients Waiting for LTC Placement 

ACTION 3:  Re-examine options and solutions to improve accountability and efficiency 
within the health care continuum, beginning with more open discussions 
about aligning incentives and accountabilities for ALC patients. These 
discussions should address fundamental questions including: 
• How should patients and families be involved in discussions about the 

choices and options needed to support the appropriate transfer of ALC 
patients?  

• How should the LTC sector be engaged in discussions about issues related 
to unused/undesirable capacity within the sector?  

• What is the feasibility of wait time guarantees for a ‘place’ in LTC that could 
include a long- or short-stay bed or a space in a day, night or outreach 
program? 

 
Recognizing the ALC challenges that exist in hospitals, it is important that 
MOHLTC together with LHINs and stakeholders (i.e. hospitals, CCACs, LTC, 
community care providers, patient advocates, etc.), develop a process to ensure 
the alignment of incentives and appropriate capacities required to care for ALC 
patients. 
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ACTION 4:   Establish a framework for hospital discharge to LTC placement to ensure 
standard policies and programs govern hospital discharge.   The framework 
should reflect the Home First philosophy ensuring people are provided with the 
opportunity to maximize their function, where possible, before making a 
significant life transition to another living arrangement (e.g., long-term care, 
assisted living, retirement home, other, etc.).  The framework should identify the 
individual and joint roles and responsibilities of hospitals, CCACs and other 
community providers to address the needs of patients, outline compliance with 
the legislation confirming CCACs as the single referral point for LTC placement, 
and recognize the CCACs’ key role in identifying options for placement from ALC 
beds and diversion from emergency departments. 

 
OACCAC and OHA, together with other stakeholders, will explore the 
development of a guidance document with the objective of promoting consistent 
policies and practices in the management of patients in hospitals requiring 
LTC/ALC placement. 

 

 

Concluding Remarks & Next Steps 

Roundtable participants agreed on the importance and need for the OHA and OACCAC to 
continue working together, alongside government and others in the care continuum, toward a 
common understanding of relevant legislation and policies governing the transition of hospital 
patients to LTC.  

There was also recognition of the need to ensure that the right people are at the table working 
together in the spirit of public interest and trust. Alignment of this work with the Provincial 
Seniors’ Strategy was identified as an opportunity to advance the actions emerging from the 
Roundtable.  
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Appendix A:  Roundtable Agenda 
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Appendix B:  May 23, 2012 Ministry Memo 
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