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[bookmark: _GoBack]ALC/Home & Community Care Work Group Meeting Minutes


Date:	Tuesday March 11, 2025
Time:     8:00am
Location: Microsoft Teams

	Item 
	Agenda 
	Lead 

	1.0 
	Welcome and Agenda Review 

	Sherry

	2.0 
	Approval of Minutes- February 11, 2025 – approved by consensus
	Sherry

	3.0 
	Focus Community Scorecard and Update
· ALC and ED data target review

    Amanda shared the focus community scorecard 



    Scorecard Analysis: 
· BCHS Successes
· Open ALC cases have decreased by 2 cases since January 31st (target achieved)
· Open ALC average wait times for all discharge destinations decreased from 43 days in January to 41 days in February.
· Reduction in 90th percentile PIA from Dec to Jan (0.3hrs)
· BCHS Opportunities 
· ALC throughput has decreased from 1.07 in January to 0.88 in February 
· 90th percentile AOT was 115 min in January 
· 90th percentile PIA was 7.3 in January
· Avg. patients waiting for an inpatient bed at 8am is 5.6 above target 
· NGH Successes
· Open ALC average wait times for all discharge destinations decreased from 94 days in December to 82 days in January/February 
· 90th percentile PIA is within target (3.8hrs)
· NGH Opportunities 
· Open ALC cases have increased by 6 cases since January 31st 
· ALC throughput has decreased from 0.70 in January to 0.53 in February
· 90th percentile AOT was 53 minutes
· Avg. patients waiting for an inpatient bed at 8am is 4.5 above target 

· Home First Readiness Assessment: Cross-Sectoral Analysis (West Region/HNHB Sub-Region)



Questions/Comments: 

· The palliative assessment is on everyone’s to do list. 
· There is a recommendation to have a common palliative care assessment tool across the OHT, but it is not prescriptive. It is up to the partners to decide. 
· Dr. McNeil commented that outside of the Palliative Performance Scale (PSS), which is used for cancer patients, there is no standardized tool. 
Action: Amanda will find out if there is a recommended tool from Ontario Health. 

	Amanda

	4.0
	Workplan Updates:

    Frailty Screener
· The frailty screener work group came together and is working on a draft. Waiting for feedback fro group members.
· The work group also discussed a pilot for the frailty screener at BGH and NGH, in community with VON and in primary care. It will be a small pilot to start.
· The work group will be meeting again within the next two weeks.  
· We want to continue with the frailty screener as a project for the next fiscal year for the OHT project charter. We will select a number of patients being screened and follow up with them again to see whether the pathway is working. Looking for approval from this group to put this in the OHT project charter as it will comprise part of the work of this committee. No opposition from this group.
· Discussion around PWLE representation. We used to have someone on this committee but don’t anymore. 
Action: Jennifer can contact Nicki Straza and let her know we need a PWLE for ALC/H&CC WG, and also someone for Frailty Screener working group

    Complex Case Resolution Table
· Unfortunately had to cancel last month’s meeting because we didn’t have any cases. 
· We have developed a form to be filled out. 
· Let Jennifer know a week in advance if you have a case you would like to discuss. 
· Paula commented a lot of the complex issues seem to be extreme and due to the lack of community resources, there seems to be no solution, however still open to bringing cases to this table.
	All

	5.0
	Community Support Services Update
· Working on a plan for what next year’s workplan will look like. Home readiness, palliative screening will be a part of the workplan moving forward. Will share when there is a more formal plan.  

	Sherry

	5.0
	Home and Community Care Update
· Defer 

	Cheryl

	6.0
	Hospital to Home Update
· We are three months in and it is going quite well. 
· Have had success with decreasing the length of stay and preventing ALC. 
· Have has a coordinator involved from the beginning which has helped to set the tone and pace. 
· Hoping this becomes part of base funding so we can continue.

	Elke

	7.0 
	Digital Health Update 

    Referral Pathways 
· Have been investigating our current state for referral processes. Jennifer and Kim have met with community support services to learn about gaps.  
· The goal is to identify change management plan, support communication and referral pathways to support care plans for when the province announces the eReferral platform. 
    
   Connect My Health 
· We are hearing that CMH will be supported provincially until November 2026. Have been ramping up work to increase knowledge and awareness of CMH. 
    811
· 811 is a central hub for navigating health services that the province has invested heavily in. The province is now giving ownership to OHTs to populate health 811 with local information. Will be reaching out for input.

Discussion around housing the frailty index and scorecard on the BBNOHT website. We now have a password protected section for BBNOHT partners in addition to the public facing website. 

Kim offered to provide Connect My Health registration assistance to anyone interested.

	Kim

	6.0 
	Closing/Additional Items

Community Integrated Resource team 
· In home geriatric visiting/ assessment. Team has a physician, nurse, OT and refers to Alzheimer’s Society, Community Paramedics, LEGHO. This program keeps frail elderly people out of hospital. 
· Looking to get digital enhancements for this program (hypercare, remote access).
· No opposition from this group to continuing this project. 

	Sherry


  
 
Next meeting:  April 8th, 2025
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March 11, 2025


ALC and ED Data and Target Updates


BBN Focus Community


Joint OH West-OHT Focused 
Community Approach


Confidential: Do not share or disclose without permission. Please note this data is for planning purposes only. Not to be copied or distributed without the written consent of the Owner







ALC and ED Key Metrics 
and Targets
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Most recent value is better than province or target


Most recent  value is worse than province or target


Most recent  value is higher than province or target


Most recent value is lower than province or target


Confidential: Do not share or disclose without permission. Please note this data is for planning purposes only. Not to be copied or distributed without the written consent of the Owner


BBN Focus Community Scorecard
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Confidential: Do not share or disclose without permission. Please note this data is for planning purposes only. Not to be copied or distributed without the written consent of the Owner


Brant Community Healthcare System: Norfolk General Hospital: 


Successes:
• Open ALC cases have decreased by 2 cases since January 


31st (Target achieved!)
• Open ALC average wait times for all discharge destinations 


decreased from 43 days in January to 41 days in February
• Reduction in 90th percentile PIA from Dec to Jan (0.3hrs)


Opportunities:
• ALC throughput has decreased from 1.07 in January to 


0.88 in February
• 90th percentile AOT was 115 min in January
• 90th percentile PIA was 7.3 in January
• Avg patients waiting for an inpatient bed at 8am is 5.6 


above target


Successes:
• Open ALC average wait times for all discharge destinations 


decreased from 94 days in December to 82 days in 
January/February


• 90th percentile PIA is within target (3.8 hours)


Opportunities:
• Open ALC cases have increased by 6 cases since January 


31st 
• ALC throughput has decreased from 0.70 in January to 


0.53 in February
• 90th percentile AOT was 53 minutes
• Avg patients waiting for an inpatient bed at 8am is 4.5 


above target


BBN Focus Community Scorecard Analysis
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24-25 ALC Target


Confidential: Do not share or disclose without permission. Please note this data is 


for planning purposes only. Not to be copied or distributed without the written 


consent of the Owner


*April 16, 2024, set by OH Provincial as baseline for ALC improvement
**Note: All data is TCU-adjusted and is point-in-time


Open ALC case volume as 
of April 16, 2024*


Target open ALC case volume 
(10% reduction)


Current open ALC case 
volume as of February 28, 
2025


Progress required to achieve 
10% reduction


OH West 1,216 1,094 1,139 Reduction of 45 cases required


BCHS 70 63 62 Target achieved


Norfolk General Hospital 17 15 26 Reduction of 11 cases required
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24-25 ED Targets


Confidential: Do not share or disclose without permission. Please note this data is for planning purposes only. Not to be copied or distributed without the written consent of the Owner


March 2024 used as baseline (may be further refined)


Current as of 
January 2024


Target Progress Required to Achieve 
Target 


Admit No Beds (ANB) 
7-day average at month 
end 
(daily average of patient 
waiting for a bed at 8am)


OH West: 270.7 OH West Target: 204 (20% reduction from baseline) OH West: 66.7 over target


BCHS: 16.6
NGH: 6.5


BCHS Target: 11 (20% reduction from baseline) 
NGH Target: 2 (20% reduction from baseline) 


BCHS: 5.6 above target
NGH: 4.5 over target


90th percentile 
Physician Initial 
Assessment (PIA)


OH West: 4.9 hrs. OH West Target: <4 hrs. OH West: 0.9 hrs over target


BCHS: 7.3 hrs
NGH: 3.8 hrs


BCHS: <4 hrs
NGH: <4 hrs


BCHS: 3.3 hrs over target
NGH: Meeting target


Ambulance Offload 
Time (AOT)


OH West: 56 mins OH West Target: <30 mins OH West: 26 mins over target


BCHS: 115 min
NGH: 53 min


BCHS: <30 mins
NGH: <30 mins


BCHS: 85 min over target
NGH: 23 min over target







Home First (HF) 
Readiness Assessment: 
Cross-Sectoral Analysis
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Timeline: Home First (HF) Readiness Assessment Analysis & Next Steps


Hospitals


Collect, Clean & Analyze  Data


CSS


CMHA


Cross-Sector


Share Findings/Opportunities


Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Q 4 Q 1 Q 2


HFRA went out to sector 
(Due Nov 13)


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


HFRA went out to sector


HFRA due; analysis complete 
by Feb 6


Team performs cross sector 
analysis


Status, preliminary focused analysis 
& thematic analysis complete


HFRA went out to sector; 
due Dec 13


Transform data into actionable 
deliverables / Development of CSS 


25-26 work plans


Current state analysis for Feb 7


Present findings at Access & Flow 
March 4


Continue to share findings at 


other strategic planning tables


Q 3


Status & thematic analysis complete


Transform data into actionable deliverables  


Development of 25-26 work plans 


Summary Report 
of Key Findings 
Across & Within 


Sectors


Further data analysis for various tables/committees, as requested.


Monitor Implementation


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


Transform data into actionable 
deliverables / Development of 


CSS 25-26 work plans


Monitor progress on implementation


Transform data into actionable 
deliverables / Development of 


MHA 25-26 work plans


HFRA follow-up re: 
missing information  


(Due: End of Nov)


Develop final report of HFRA for 
distribution to various HSRT tables


Monitor progress on implementation


FY24/25 FY25/26


Home First Readiness Assessment 
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Methodology


Home First Readiness Assessment 


Quantitative Data Analysis


A level of readiness (i.e., met, in-progress, needs work, not applicable) for each element of the HF Operational Direction was 
submitted across three sectors (Hospital, Community Support Services (CSS) and Mental Health and Addiction (MHA) in the 
West Region via a HF Readiness Assessment, which has been translated into numerical data (i.e., number of responses by 
level of readiness). A process was then undertaken to analyze and interpret the numerical data. This quantitative analysis 
helps make sense of the information by identifying patterns, trends, and relationships between variables through 
mathematical calculations. These individual data points have been turned into meaningful insights to drive decisions and 
next steps related to HF implementation across sectors. 


Qualitative Data Analysis


A large amount of qualitative data was also collected via the HF Readiness Assessments for each sector, which captured 
detailed statements about their progress with respect to the HF implementation, including accomplishments, opportunities 
and actions required to reach full implementation.


A thematic analysis was conducted on the qualitative data, which enabled the identification of common themes. A 
deductive approach was applied to the thematic analysis, which involved examining the data with some preconceived 
themes we expected to find based on theory or existing knowledge (i.e., Alternate Level of Care (ALC) Leading Practices and 
OH HF Operational Direction), where applicable. 


Note: The responses were collected  at an Ontario Health Team (OHT) area level for CSS, program level for MHA, and facility level for hospitals.
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West Region: Common Cross-Sectoral Themes & Potential Opportunities


Early ID of at-risk older 
adults: 


Use of screening tools, 
identification / communication / 


collaboration re: at-risk older 
adults by interprofessional team.


Complex Discharge 
Rounds: 


Establish or leverage existing 
process for consultation with 
CSS and/or MHA via hospital 


rounds (i.e., complex 
discharge planning).


Care plan development: 
Communicate EDD with community 


partners, patients / families / 
caregivers / substitute decision 


makers within required timeline to 
support goal to return home and 


initiate plan of care.


Support discharge planning: 
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy 


reports, embedded programs (e.g., LEGHO) & community central intakes/shared information packages


Home First Readiness Assessment 







HNHB: HF Level of Readiness 
Scores and Opportunities for 
Common Cross-Sectoral 
Themes
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CCS
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Standardize the use of screening and assessment tools to enhance consistency, reduce duplication, identify decline earlier; leverage e-
platforms for information sharing and referrals.


• Formalize risk screening processes to ensure early identification and intervention
• Improve integration and communication between CSS organizations, primary care providers and community paramedicine for screening clients 


at-risk


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency 


Department (ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Implement a quarterly auditing process by the ED management team and/or patient experience/quality team for compliance with use of 


selected screening tools, as required. 


MHA • Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Leverage existing embedded CSS programs (DREAM, LEGHO) and MOUs to enable regular cross sector communication to support patient 
transitions


• Strengthen partnerships and improve relationships between CSS agencies, hospitals, and OH atHome to support patient transitions and 
reduce hospital admissions (i.e., regular formal or informal touchpoints with OH atHome & discharge planners to maintain awareness and 
relationships)


• Develop standardized formats for sharing information and ensure consistency across all communication channels.
• Consider how warm transfer/coordinated access models could be utilized


Hospital EDD Identification, Communication and Documentation
▪ Ensure processes are in place for the identification, communication and documentation of the EDD and discharge plans within required 


timelines.


MHA • Engage a diverse network of support partners (e.g., supportive housing providers) to ensure comprehensive care planning.
• Establish a standardized communication pathway to ensure clear delivery of program and service information.
• Formalize partnership agreements (e.g., MOUs) with hospitals and set up structured referral pathways with direct hospital contacts.


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CSS
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Maintain regular communication with OH atHome and discharge planners to ensure timely updates on vacancies and patient needs.


Hospital Coordination and Collaboration
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer 


patients/clients to appropriate services in the community.


MHA • Establish a standard communication pathway and partnership with OH atHome.
• Provide support to ensure internal platforms remain updated.
• Formalize key partnerships with hospitals and OH atHome.
• Map access, suitability, and referral pathways for MHA supportive housing.
• Involve OH atHome in regional tables and identify a primary contact for information dissemination.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Enhance CSS participation in ALC rounds ensuring relevant CSS partners included
• Ensure regular CSS participation in the Complex Case Resolution Tables


• Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC 


cases.


• MHA • Encourage consistent involvement from larger MHA providers (e.g., CMHAs) in complex discharge rounds.
• Invite organizations not currently participating to join rounds when relevant.
• Develop a standardized process for hospitals to collaborate with community MHA providers for discharge planning. 
• Ensure key contacts are identified for collaboration on referrals. 


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).







Appendix
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West Region: CSS HF Level of Readiness Scores


Met The direction has been implemented and sustained. The practice occurs at least 80% of the time.


In Progress Some steps have been taken toward implementing the direction. Direction is partially implemented i.e.; practice occurs between 50%-79% of the time.


Needs Work The direction has not yet been implemented or implementation is in early stages. The practice occurs less than 50% of the time. 


100% Submission (Count: 15)
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West Region: Hospital HF Level of Readiness Scores


Home First Readiness Assessment


0 5 10 15 20 25 30


ED: Early at-risk ID/screening (1)
ED: Screening tool quarterly audits (1.b)


ED: Interprof'l admission assessment (2)
ED: Home care supports enrolled H2H patients (2.a)


Interprof'l assessment within 48 hours of admit (1)
Discharge planner assigned to at-risk patients (1.b)


Discharge plans shared with patient/family (1.b.2)
EDD shared with patient/family (1.c)


EDD used to initiate discharge plan/supports (2)
OHaH/OHT leveraged for community referrals (2.a)


Home care supports enrolled H2H patients(2.b)
Interprof'l discharge rounds/escalation process in place (3)


(4) Hospital/OHaH leadership approves ALC  to LTC
Early at-risk screening completed (4.a)


Comprehensive interprof'l assessment completed (4.b)
Comprehensive geriatric assessment completed (4.c)


Functional goals/restorative potential identified (4.d)
Transition barriers identified (4.e)


Home/community care referrals completed (4.f)
Written discharge plan to patient/family 48 hrs pre-discharge (5)


Weekly HF review of all ALC-LTC patients with OHaH (6)
Discharge summary to primary/home care 48 hrs post-discharge (7.a)


Primary care follow-up scheduled 1-7 days post-discharge (7.b)
Hosp/OHaH/CSS leadership engage regularly (8)


Number of Responses
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West Region: Hospital Home First Level of Readiness Scores


Met In Progress Needs Work No Response N/A


LEGEND


Met Practice has been 
implemented and sustained 
i.e., practice is met at least 
80% of the time (recognizing 
100% of the time may not be 
possible due to vacancies, 
sick time, HHR pressures, 
etc.).


In Progress Practice is partially 
implemented i.e., practice is 
met at least 50% of the time, 
up to 79% of the time.


Needs Work Not yet started i.e., practice 
has not yet been 
implemented, 
implementation is in 
progress i.e., practice is 
happening 50% of the time 
or less.


No Response No level of readiness 
indicated by the hospital.


N/A
Operational direction does 
not apply to the hospital (i.e., 
No Emergency Department).
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West Region: MHA HF Level of Readiness Scores


Home First Readiness Assessment


Met The direction has been implemented and sustained. The practice occurs at least 80% of the time.


In Progress Some steps have been taken toward implementing the direction. Direction is partially implemented i.e.; practice occurs between 50%-79% of the time.


Needs Work The direction has not yet been implemented or implementation is in early stages. The practice occurs less than 50% of the time. 


N/A The direction does not apply to the organizations or the services provided. 
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HF Implementation Working Group | March 4, 2025


Home First (HF) Readiness 
Assessment: Cross-Sectoral 
Analysis 


Prepared For: West Access and Flow Regional Recovery 
Advisory Group and Sub-Region Access and Flow 
Recovery Advisory Groups
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Timeline: Home First (HF) Readiness Assessment Analysis & Next Steps


Hospitals


Collect, Clean & Analyze  Data


CSS


CMHA


Cross-Sector


Share Findings/Opportunities


Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Q 4 Q 1 Q 2


HFRA went out to sector 
(Due Nov 13)


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


HFRA went out to sector


HFRA due; analysis complete 
by Feb 6


Team performs cross sector 
analysis


Status, preliminary focused analysis 
& thematic analysis complete


HFRA went out to sector; 
due Dec 13


Transform data into actionable 
deliverables / Development of CSS 


25-26 work plans


Current state analysis for Feb 7


Present findings at Access & Flow 
March 4


Continue to share findings at 


other strategic planning tables


Q 3


Status & thematic analysis complete


Transform data into actionable deliverables  


Development of 25-26 work plans 


Summary Report 
of Key Findings 
Across & Within 


Sectors


Further data analysis for various tables/committees, as requested.


Monitor Implementation


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


Transform data into actionable 
deliverables / Development of 


CSS 25-26 work plans


Monitor progress on implementation


Transform data into actionable 
deliverables / Development of 


MHA 25-26 work plans


HFRA follow-up re: 
missing information  


(Due: End of Nov)


Develop final report of HFRA for 
distribution to various HSRT tables


Monitor progress on implementation


FY24/25 FY25/26


Home First Readiness Assessment 
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Methodology


Home First Readiness Assessment 


Quantitative Data Analysis


A level of readiness (i.e., met, in-progress, needs work, not applicable) for each element of the HF Operational Direction was 
submitted across three sectors (Hospital, Community Support Services (CSS) and Mental Health and Addiction (MHA) in the 
West Region via a HF Readiness Assessment, which has been translated into numerical data (i.e., number of responses by 
level of readiness). A process was then undertaken to analyze and interpret the numerical data. This quantitative analysis 
helps make sense of the information by identifying patterns, trends, and relationships between variables through 
mathematical calculations. These individual data points have been turned into meaningful insights to drive decisions and 
next steps related to HF implementation across sectors. 


Qualitative Data Analysis


A large amount of qualitative data was also collected via the HF Readiness Assessments for each sector, which captured 
detailed statements about their progress with respect to the HF implementation, including accomplishments, opportunities 
and actions required to reach full implementation.


A thematic analysis was conducted on the qualitative data, which enabled the identification of common themes. A 
deductive approach was applied to the thematic analysis, which involved examining the data with some preconceived 
themes we expected to find based on theory or existing knowledge (i.e., Alternate Level of Care (ALC) Leading Practices and 
OH HF Operational Direction), where applicable. 


Note: The responses were collected  at an Ontario Health Team (OHT) area level for CSS, program level for MHA, and facility level for hospitals.
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West Region: Common Cross-Sectoral Themes & Potential Opportunities


Early ID of at-risk older 
adults: 


Use of screening tools, 
identification / communication / 


collaboration re: at-risk older 
adults by interprofessional team.


Complex Discharge 
Rounds: 


Establish or leverage existing 
process for consultation with 
CSS and/or MHA via hospital 


rounds (i.e., complex 
discharge planning).


Care plan development: 
Communicate EDD with community 


partners, patients / families / 
caregivers / substitute decision 


makers within required timeline to 
support goal to return home and 


initiate plan of care.


Support discharge planning: 
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy 


reports, embedded programs (e.g., LEGHO) & community central intakes/shared information packages


Home First Readiness Assessment 







West Region: HF Level of Readiness Scores and 
Opportunities for Common Cross-Sectoral Themes
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West Region: HF Level of Readiness Scores
Category 1: Early identification of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


MHA


Hospital


CSS


Home First Readiness Assessment 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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Regional Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities


CSS ▪ Apply consistent use of screening & assessment tools & sharing of results to reduce duplication. Consider how lead assessor models could 
be spread and scaled in community.


▪ Consider common screener across sectors to assess frailty and functional decline.
▪ Enhance communication and coordination between CSS and Ontario Health atHome to ensure timely assessments, responses, follow-ups, 


feedback loops to track referral outcomes & client status.
▪ Improve connection with Community Paramedicine and primary care for screening clients at-risk. 
▪ More consistent screening for palliative care needs.


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency 


Department (ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Ensure patients are assessed by an interprofessional team to inform admission decisions and identify appropriate community services for 


patients
▪ Implement a quarterly auditing process by the ED management team and/or patient experience/quality team for compliance with use of 


selected screening tools, as required. 
▪ Develop a follow-up plan for all older adults “at-risk” for adverse outcomes and ALC designation, as needed. 


MHA ▪ Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early identification of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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West Region: HF Level of Readiness Scores
Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


MHA


Hospital


CSS


Home First Readiness Assessment 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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Regional Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector ▪ Opportunities


CSS ▪ Improve mutual understanding of services and criteria & consider standardized formats for sharing information. Some areas have designed 
CSS postcards, one-pagers, CSS info packages but dissemination and utilization of these by partners could be more effective. Leverage CSS 
Central Intake where it exists.


▪ Strengthen and formalize connections between CSS and OH atHome, hospital discharge planners, patient flow navigators, GEM nurses to 
enhance understanding of CSS capacity, e.g., via regular formal or informal touchpoints to maintain awareness and mutually beneficial 
relationships. 


▪ Consider how warm transfer/coordinated access/eReferral models could be optimized in absence of formal central intake.


Hospital EDD Identification, Communication and Documentation
▪ Implement processes and practice improvements for the identification, communication and documentation of the EDD within required 


timelines with patient/family/caregiver(s)/SDMs. 


MHA Holistic Discharge and Transition Planning
▪ Engage a diverse network of support partners to ensure comprehensive care planning.
Care Pathway and Service Mapping
▪ Establish pathways for consistent sharing of program/service information and ensure strategies are in place to share them across the health 


system. 
Partnership and Collaboration
▪ Formalize partnerships with hospitals to define roles and a clear referral process
▪ Clarify and establish partnerships with Ontario Health atHome.
▪ Leverage regional working groups and tables to collaborate effectively, build relationships, and maintain open communication among all 


partners.


Category 2: Care Plan Development
Communicate estimated discharge date (EDD) with community partners, patients / families / caregivers / substitute decision makers (SDMs) within first 48 
hours of admission about goal to return home and initiate plan of care 
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West Region: HF Level of Readiness Scores
Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


MHA


Hospital


CSS


Home First Readiness Assessment 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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Regional Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities


CSS • Strengthen relationships with OH atHome and discharge planners through regular meetings & shared goals. More efficient utilization of 
available capacity data amongst partners (shared understanding of program eligibility & suitability? Spread & scale of huddles? Real time 
sharing? Case finding?)


• Leverage roles that span sectors to support transitions (LEGHO, Home at Last, Dementia Resource Teams, CSS navigators) & CSS Central 
Intakes & Flex Funds where they exist. Ensure CSS representatives have common understanding of all local CSS to optimize capacity of key 
staff. 


• Enhance CSS involvement at Complex Case Resolution Tables to address complicated discharge planning. Ensure partners from housing and 
mental health services included.


Hospital Coordination and Collaboration
• Enhance the level of engagement and build an understanding of the role each partner plays in discharge planning.
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer 


patients/clients to appropriate services in the community.


MHA • Communication and Information Dissemination : 
o Identify key contacts in hospitals and OH at Home for information sharing.
o Establish a standardized pathway for program/service information delivery.


• Care Pathway and Service Mapping:
o Develop client-centered care pathways.
o Map access, suitability, and referral pathways for MHA supportive housing.  


• Partnership and Collaboration
o Expand regional tables to include key partners, such as hospitals and OH at Home.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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West Region: HF Level of Readiness Scores
Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


MHA


Hospital


CSS


Home First Readiness Assessment 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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Regional Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities


CSS • Enhance collaboration on complex patient discharges through spread and scale of consistent involvement of key CSS navigation roles in 
complex discharge rounds, including LEGHO, Dementia Resource Consultants, CSS central intake, Behavioural Supports Ontario, case 
managers. Consider palliative and hospice involvement as needed. Ensure CSS representatives have common understanding of all local CSS 
to optimize capacity of key staff. 


• Capacity building/shared learnings between areas indicating “Met” status vs. In Progress or Needs Work to address barriers hindering CSS 
participation in rounds or discharge planning (MOUs, privacy agreements, communication of rounding schedules, etc.)


Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC 


cases.


MHA • Region-Wide Standards for MHA Participation: Develop shared processes that outline the roles, responsibilities, and communication 
methods for participating MHA organizations and hospitals.


• Communication and Referral Framework: Ensure hospitals and OH atHome have updated information (eligibility criteria, program details, 
and key contacts) to support discharge planning.


• Regional Collaboration: Leverage regional forums (e.g., OHT tables) to coordinate planning and share best practices.


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).
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Summary of Actions Across Sectors


Actions in Support of HF Implementation 


Hospital 


 Category 1: Early identification of at-risk older adults


Develop and deliver two (2) ALC Knowledge Exchange 
Sessions: (1) Screening (February 27, 2025); (2) 


Assessment and Care Planning (March 18, 2025)


Category 3: Support discharge planning
Share and leverage the CSS occupancy report for Assisted 


Living & Adult Day Programs to maximize available 
community capacity across the West Region. 


Category 4: Complex Discharge Rounds
Engage and consult with CSS partners via hospital rounds 


(i.e.,  complex discharge rounds)


CSS


-HFRA scores & themes reviewed by CSS Advisory


 -Palliative Home First analysis shared at West Region 
Palliative Care Network Collaborative


Category 3: CSS Occupancy reporting implemented for 
Assisted Living & Adult Day Programs to increase awareness 


of available capacity and optimize matching of patients in 
hospital to open spaces


Category 3 & 4: Increasing involvement in cross-sector tables 
(e.g., H2H, CCRTs) and hospital rounds/discharge planning 


(LEGHO, Home at Last, DREAM Teams, CSS Navigators/Central 
intake)


Enhancing CSS Communications Pathways (new/renewed 
Networks, comms plan)


MHA


- Presentation of HFRA themes and data at the MHA 
Advisory Table on April 10th


- MHA Advisory Table to identify key next steps


- Update will be provided to the broader OHW HFRA 
Team on April 11th


Home First Readiness Assessment 


Equity, Diversity and Inclusion
• ILM is working on an invitational message to determine an ideal approach to assessing Home First readiness across Indigenous HSPs. 
• The three identified HSPs include Six Nations, Kettle and Stony Point and De dwa da dehs nye>s Aboriginal Health Centre.
• Exploratory conversations between ILM and the CSS, MHA and Hospital Team highlighted the need for flexibility and the potential to leverage the ILM strategy for 


connection to this work and Indigenous HSPs.
• Messaging to be developed and issued by March 7th with a goal to provide feedback on the best approach and plan at the March 21st meeting.  
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Timeline: Home First (HF) Readiness Assessment Analysis & Next Steps


Hospitals


Collect, Clean & Analyze  Data


CSS


CMHA


Cross-Sector


Share Findings/Opportunities


Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Q 4 Q 1 Q 2


HFRA went out to sector 
(Due Nov 13)


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


HFRA went out to sector


HFRA due; analysis complete 
by Feb 6


Team performs cross sector 
analysis


Status, preliminary focused analysis 
& thematic analysis complete


HFRA went out to sector; 
due Dec 13


Transform data into actionable 
deliverables / Development of CSS 


25-26 work plans


Current state analysis for Feb 7


Present findings at Access & Flow 
March 4


Continue to share findings at 


other strategic planning tables


Q 3


Status & thematic analysis complete


Transform data into actionable deliverables  


Development of 25-26 work plans 


Summary Report 
of Key Findings 
Across & Within 


Sectors


Further data analysis for various tables/committees, as requested.


Monitor Implementation


Share Findings/Opportunities


Monitor Implementation


Collect, Clean & Analyze  Data


Share Findings/Opportunities


Monitor Implementation


Monitor progress on implementation


Present findings to Access & 
Flow, Advisory & other tables 


Transform data into actionable 
deliverables / Development of 


CSS 25-26 work plans


Monitor progress on implementation


Transform data into actionable 
deliverables / Development of 


CSS 25-26 work plans


HFRA follow-up re: 
missing information  


(Due: End of Nov)


Develop final report of HFRA for 
distribution to various HSRT tables


Monitor progress on implementation


FY24/25 FY25/26


Home First Readiness Assessment 







Sub-Region: HF Level of Readiness Scores and 
Opportunities for Common Cross-Sectoral Themes
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ESC Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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ESC Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Erie St. Clair


CSS • Improve communication and feedback loops between CSS partners and Ontario Health atHome. Strengthen feedback mechanisms to ensure CSS 
is informed of referral outcomes.


• Assess the applicability of early identification screening tools for all CSS organizations.
• Enhance staff proficiency with InterRAI tools.
• Timely assessment of palliative care needs. 


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency Department 


(ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Connect patients with appropriate care coordinator to confirm additional supports can be arranged to support their return home. 


MHA •  Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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ESC Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less







20


ESC Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Erie St. Clair


CSS • Strengthen and formalize partnerships between CSS organizations and Ontario Health atHome – enable regular OH atHome attendance at CSS 
meetings and events, provide additional communications on community service organizations’ programs and services.


• Strengthen relationship with GEM nurses and other key hospital staff to enable timely and appropriate referrals to CSS services.


Hospital Identification, Communication and Documentation
▪ Implement processes and practice improvements for the identification, communication and documentation of the EDD and discharge plans within 


required timelines with patient/family/caregiver(s)/SDMs. 


MHA • Leverage regional groups (e.g., MHAST, OHT tables) to refine partnership and referral processes.


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 
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ESC Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CSS
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ESC Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Erie St. Clair


CSS • Leverage CSS one-pager/service card listing all services provided to improve awareness and access to services. Strategic dissemination of these 
information sheets outlining eligibility criteria and referral pathways.


• Strengthen relationships with OH atHome and discharge planners through regular meetings & shared goals. More efficient utilization of 
capacity data amongst partners.


• Consider how coordinated access/warm transfer models and navigation could be adopted to improve access to CSS services.


Hospital Coordination and Collaboration
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer patients/clients 


to appropriate services in the community.


MHA • Identify key contacts in hospitals and OH atHome for information distribution.
• Clarify available community services and share program information with hospitals.
• Invite OH atHome to participate in OHT/sector tables.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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ESC Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CSS
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ESC Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Erie St. Clair


CSS • Expand formal and consistent participation of CSS in complex hospital rounds to support discharge planning. Key roles for inclusion: Dementia 
Resource Consultants (DRC), Behavioural Supports Ontario, CSS case managers, LEGHO. 


Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC cases.


MHA • Continue engaging organizations already active in hospital discharge rounds.
• Encourage ad hoc participants to attend more regularly.
• Ensure hospitals and OH atHome have updated information (eligibility criteria, program details, and key contacts) to support discharge planning 


if they are unable to participate in rounding due to HR constraints. 


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CCS
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Standardize the use of screening and assessment tools to enhance consistency, reduce duplication, identify decline earlier; leverage e-
platforms for information sharing and referrals.


• Formalize risk screening processes to ensure early identification and intervention
• Improve integration and communication between CSS organizations, primary care providers and community paramedicine for screening clients 


at-risk


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency 


Department (ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Implement a quarterly auditing process by the ED management team and/or patient experience/quality team for compliance with use of 


selected screening tools, as required. 


MHA • Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Leverage existing embedded CSS programs (DREAM, LEGHO) and MOUs to enable regular cross sector communication to support patient 
transitions


• Strengthen partnerships and improve relationships between CSS agencies, hospitals, and OH atHome to support patient transitions and 
reduce hospital admissions (i.e., regular formal or informal touchpoints with OH atHome & discharge planners to maintain awareness and 
relationships)


• Develop standardized formats for sharing information and ensure consistency across all communication channels.
• Consider how warm transfer/coordinated access models could be utilized


Hospital EDD Identification, Communication and Documentation
▪ Ensure processes are in place for the identification, communication and documentation of the EDD and discharge plans within required 


timelines.


MHA • Engage a diverse network of support partners (e.g., supportive housing providers) to ensure comprehensive care planning.
• Establish a standardized communication pathway to ensure clear delivery of program and service information.
• Formalize partnership agreements (e.g., MOUs) with hospitals and set up structured referral pathways with direct hospital contacts.


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 







29


HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CSS
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Maintain regular communication with OH atHome and discharge planners to ensure timely updates on vacancies and patient needs.


Hospital Coordination and Collaboration
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer 


patients/clients to appropriate services in the community.


MHA • Establish a standard communication pathway and partnership with OH atHome.
• Provide support to ensure internal platforms remain updated.
• Formalize key partnerships with hospitals and OH atHome.
• Map access, suitability, and referral pathways for MHA supportive housing.
• Involve OH atHome in regional tables and identify a primary contact for information dissemination.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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HNHB Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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HNHB Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Hamilton Niagara Haldimand Brant


CSS • Enhance CSS participation in ALC rounds ensuring relevant CSS partners included
• Ensure regular CSS participation in the Complex Case Resolution Tables


• Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC 


cases.


• MHA • Encourage consistent involvement from larger MHA providers (e.g., CMHAs) in complex discharge rounds.
• Invite organizations not currently participating to join rounds when relevant.
• Develop a standardized process for hospitals to collaborate with community MHA providers for discharge planning. 
• Ensure key contacts are identified for collaboration on referrals. 


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).
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SW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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SW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – South West


CSS • Coordination of assessments to avoid duplication and improve efficiency.
• Compliance with the use of screening tools and improve monitoring.
• Enhance communication between CSS organizations and Ontario Health atHome to ensure timely responses and follow-ups (clear 


communication channels and feedback loops to track referral outcomes and client status)
• Integrate palliative care screening tools and support services within CSS organizations.


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency 


Department (ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Ensure patients are assessed by an interprofessional team to inform admission decisions and identify appropriate community services for 


patients
▪ Implement a quarterly auditing process by the ED management team and/or patient experience/quality team for compliance with use of 


selected screening tools, as required. 
▪ Develop a follow-up plan for all older adults “at-risk” for adverse outcomes and ALC designation, as needed. 


MHA • Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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SW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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SW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – South West


CSS • Increase the presence and involvement of CSS agencies in OHT working groups and other relevant tables.
• Strengthen the link between community stroke rehab teams and post-acute stroke programs.


Hospital EDD Identification, Communication and Documentation
▪ Implement processes and practice improvements for the identification, communication and documentation of the EDD within required timelines 


with patient/family/caregiver(s)/SDMs. 
▪ Provide early and consistent messaging to patients and families about options and set the expectations regarding discharge planning. 


MHA • Support ongoing collaboration among hospitals, community MHA services, and Ontario Health atHome to streamline care plans and transitions.


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 







37


SW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


 Hospital


CSS
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SW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – South West


CSS • Leverage Complex Case Resolution Table to address complicated discharge planning with community-based partners, ensure partners 
from housing and mental health services included.


• Proactive engagement and awareness building about CSS roles and services (CSS one pagers, comprehensive dissemination, Central 
Intake, robust involvement of CSS in strategic planning tables)


• Leverage DREAM, LEGHO, Home at Last, Central Intakes to support earlier discharge
• Regular communication of community capacity via huddles with discharge planners and care coordinators to enhance relationships – 


spread and scale or optimize other tables


Hospital Coordination and Collaboration
• Enhance the level of engagement and build an understanding of the role each partner plays in discharge planning.
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer 


patients/clients to appropriate services in the community.


MHA • Identify key contacts in hospitals and OH atHome to improve information sharing.
• Develop client‐focused care pathways.
• Map access, suitability, and referral pathways for MHA supportive housing.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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SW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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SW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – South West


CSS • Spread and scale consistent involvement of key CSS staff in rounds including LEGHO, central intake, DREAM Dementia Resource 
Consultants 


Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC 


cases.


MHA • Continue engaging organizations already active in hospital discharge rounds.
• Encourage ad hoc participants to attend more regularly.
• Provide connections and communication support for participation in discharge rounding (where appropriate). 
• Ensure hospitals and OH atHome have updated information (eligibility criteria, program details, and key contacts) to support discharge 


planning if they are unable to participate in rounding due to HR constraints. 


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).
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WW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CSS
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WW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Waterloo Wellington


CSS • Consistent use of screening tools to reduce duplication. Explore the potential of a common screener across sectors to assess frailty and 
functional decline.


• Improve communication and coordination between CSS and Ontario Health atHome to ensure timely reassessments, follow-ups, assessment 
results.


• Monitor compliance with the use of screening tools & referral practices to ensure adherence and effectiveness.
• Strengthen the role of staff as system navigators to ensure clients are referred to appropriate services in a timely manner.


Hospital Standardized Screening Tools and Processes
▪ Evaluate early identification and screening tools for older adults and select a standardized screening method for use in the Emergency 


Department (ED) for all older adults (i.e., 65 years or older) “at-risk” for adverse outcomes and ALC designation, where applicable. 
▪ Integrate standardized early identification and screening tool(s) within the electronic medical record (EMR), where applicable/possible.
▪ Ensure patients are assessed by an interprofessional team to inform admission decisions and identify appropriate community services for 


patients
▪ Implement a quarterly auditing process by the ED management team and/or patient experience/quality team for compliance with use of 


selected screening tools, as required. 
▪ Develop a follow-up plan for all older adults “at-risk” for adverse outcomes and ALC designation, as needed. 


MHA • Establish communication and referral processes across the lifespan in collaboration with Palliative Care and Hospital partners as needed.


Category 1: Early ID of at-risk older adults
Use of screening tools, identification / communication / collaboration re: at-risk older adults by interprofessional team
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WW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less


MHA


Hospital


CCS
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WW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Opportunities – Waterloo Wellington


CSS • Strengthen communication and partnerships between CSS agencies, hospitals, and OH atHome to improve patient transitions, including 
same-day discharge support.


Hospital Identification, Communication and Documentation
▪ Implement processes and practice improvements for the identification, communication and documentation of the EDD within required 


timelines with patient/family/caregiver(s)/SDMs. 


MHA • Establish a standardized communication pathway to ensure clear delivery of program and service information.
• Leverage regional groups (including MHA subcommittees in OHT’s and sector tables) to refine partnerships and referral processes.
• Clarify and strengthen partnerships with Ontario Health atHome.


Category 2: Care Plan Development
Communicate EDD with community partners, patients / families / caregivers / substitute decision makers within first 48 hours of admission about goal to 
return home and initiate plan of care 
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WW Sub-Region Assessment Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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WW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Waterloo Wellington


CSS • Leverage the Community Flex Fund to support patients transitioning to the community.
• Maintain consistent participation in committees such as the Patient Transitions Steering Committee, Access and Flow, and Hospital to Home. 


Ensure Home First philosophy is consistently applied in all patient transition activities.
• Regular touchpoints/training sessions with discharge planners, GEM nurses, care coordinators to improve communication and referrals. 


Utilization of CSS one-pager.


Hospital Coordination and Collaboration
• Continue to build and leverage the expertise of Ontario Health atHome and Ontario Health Team partners to identify and refer 


patients/clients to appropriate services in the community.


MHA • Map access, suitability, and referral pathways for MHA supportive housing. 
• Develop partnerships and refine care pathways.


Category 3: Support discharge planning
Increase understanding & awareness of community supports with discharge planners & care coordinators leveraging occupancy reports, embedded 
programs (e.g., LEGHO) & community central intakes/shared information packages
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WW Sub-Region HF Level of Readiness Scores


Home First Readiness Assessment 


MHA


Hospital


CSS


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).


Met Clearly demonstrate practice has been implemented and sustained i.e. practice is met at least 80% of the time


In Progress Practice is partially implemented i.e., practice is met at least 50% of the time, up to 79% of the time.


Needs Work Not yet started i.e. practice has not yet been implemented, implementation is in progress i.e. practice is happening 50% of the time or less
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WW Sub-Region Cross-Sectoral Opportunities Based On Thematic Analysis


Home First Readiness Assessment 


Sector Opportunities – Waterloo Wellington


CSS • Enhance collaboration on complex patient discharges through participation in hospital rounds and discussions.


Hospital Escalation and Approval Process
• Ensure effective decision making and escalation processes are in place or in-progress to effectively manage complex discharges and ALC 


cases.


MHA • Encourage consistent involvement from larger MHA providers (e.g., CMHAs) in complex discharge rounds.
• Invite organizations not currently participating to join rounds when relevant.
• Develop a standardized process for hospitals to collaborate with community MHA providers for discharge planning. 
• Ensure key contacts are identified for collaboration on referrals. 
• Use existing regional forums (e.g., OHT tables) to coordinate round participation and share best practices.


Category 4: Complex Discharge Rounds
Establish process for consultation with CSS and/or MHA via hospital rounds (i.e., complex discharge planning).







Appendix
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West Region: CSS HF Level of Readiness Scores


Met The direction has been implemented and sustained. The practice occurs at least 80% of the time.


In Progress Some steps have been taken toward implementing the direction. Direction is partially implemented i.e.; practice occurs between 50%-79% of the time.


Needs Work The direction has not yet been implemented or implementation is in early stages. The practice occurs less than 50% of the time. 


100% Submission (Count: 15)
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West Region: Hospital HF Level of Readiness Scores


Home First Readiness Assessment


0 5 10 15 20 25 30


ED: Early at-risk ID/screening (1)
ED: Screening tool quarterly audits (1.b)


ED: Interprof'l admission assessment (2)
ED: Home care supports enrolled H2H patients (2.a)


Interprof'l assessment within 48 hours of admit (1)
Discharge planner assigned to at-risk patients (1.b)


Discharge plans shared with patient/family (1.b.2)
EDD shared with patient/family (1.c)


EDD used to initiate discharge plan/supports (2)
OHaH/OHT leveraged for community referrals (2.a)


Home care supports enrolled H2H patients(2.b)
Interprof'l discharge rounds/escalation process in place (3)


(4) Hospital/OHaH leadership approves ALC  to LTC
Early at-risk screening completed (4.a)


Comprehensive interprof'l assessment completed (4.b)
Comprehensive geriatric assessment completed (4.c)


Functional goals/restorative potential identified (4.d)
Transition barriers identified (4.e)


Home/community care referrals completed (4.f)
Written discharge plan to patient/family 48 hrs pre-discharge (5)


Weekly HF review of all ALC-LTC patients with OHaH (6)
Discharge summary to primary/home care 48 hrs post-discharge (7.a)


Primary care follow-up scheduled 1-7 days post-discharge (7.b)
Hosp/OHaH/CSS leadership engage regularly (8)
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West Region: Hospital Home First Level of Readiness Scores


Met In Progress Needs Work No Response N/A


LEGEND


Met Practice has been 
implemented and sustained 
i.e., practice is met at least 
80% of the time (recognizing 
100% of the time may not be 
possible due to vacancies, 
sick time, HHR pressures, 
etc.).


In Progress Practice is partially 
implemented i.e., practice is 
met at least 50% of the time, 
up to 79% of the time.


Needs Work Not yet started i.e., practice 
has not yet been 
implemented, 
implementation is in 
progress i.e., practice is 
happening 50% of the time 
or less.


No Response No level of readiness 
indicated by the hospital.


N/A
Operational direction does 
not apply to the hospital (i.e., 
No Emergency Department).
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West Region: MHA HF Level of Readiness Scores


Home First Readiness Assessment


Met The direction has been implemented and sustained. The practice occurs at least 80% of the time.


In Progress Some steps have been taken toward implementing the direction. Direction is partially implemented i.e.; practice occurs between 50%-79% of the time.


Needs Work The direction has not yet been implemented or implementation is in early stages. The practice occurs less than 50% of the time. 


N/A The direction does not apply to the organizations or the services provided. 
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