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Why is Integration Important?

• An issue of current concern to policy makers is how population aging will influence the provision 
of health and community services.

• Currently in Canada, approximately 15% of the population is 65 years of age or older. By 2036, 
this same group is projected to account for 24% of Canadians.

• Responding to the needs of the growing population of older Canadians will require a 
collaborative effort between health and community services to ensure timely and coordinated 
care for persons with multiple concurrent health conditions.

• The sustainability of health systems will, in part, depend on creative solutions to ensure that 
individuals are receiving the right care, at the right time, and in the right place. This will require 
access to an appropriate range of community and institutional services with continuity across 
these settings.
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Quality improvement is the foundation for reform

• Quality is the foundation for health system reform to enhance client and family experience, 
improve health outcomes of Ontarians, and achieve better care more cost-effectively.   
Integration is a critically important dimension of quality.  

• Several initiatives underway currently embody these core principles of health care 
transformation:
• Focus on quality to drive value in health care

• Excellent Care for All Act
• Building a solid evidentiary platform to engage health care providers and consumers, and 

support quality improvement
• Aging in Ontario Chartbook
• Health Systems and Services Research
• Framework to measure quality and impact

• Developing and testing new integrated delivery models
• The Aging at Home (AAH) Strategy
• The Assisted Living Services for High Risk Seniors Policy
• Integrated Client Care Project
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The Ontario government has identified quality as the primary focus for 
the health care system through initiatives like the Excellent Care for All 
Act, 2010

• The Excellent Care for All Act, 2010  (ECFAA) provides a foundation to reform the health system 
around the client. This focus promotes innovation while creating incentives for quality, value and 
evidenced-based care for clients.

Care is organized 
around the person to 

support their health

Quality of care is 
supported by the 

best evidence and 
standards of care

Quality and its 
continuous improvement 
is a critical goal across 
the health care system

Payment, policy and 
planning support quality 
and efficient use of 
resources
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ICES Chartbook Findings: 
An Early Glimpse into Service Usage by Gender

• In the oldest age groupings (85-89 
yrs; 90+ yrs)  in the age-sex pyramid, 
the percentage of women was twice 
that the percentage of men (2007/8 
data).

• 5% percent of senior women 
reported an unmet need for home 
care services, compared to 3% of 
senior men.

• On the other hand, senior females 
make fewer unscheduled Emergency 
Department (ED) visits in every age 
group.

• Future ICES health care atlases will 
offer more in-depth analyses on 
service usage by groups such as frail 
older women and  seek a better 
understanding the difference 
between men and women on ED 
utilization
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The ministry’s research agenda includes a strong focus on seniors 
and aging as a priority.

Research Awards
The ministry promotes the growth of capacity in research 
through its:
• Career Scientist Program to support early researchers
• Nursing Research Fund Career Awards to support nursing 

researchers
• Home Care Research and Knowledge Exchange Chair Senior 

Researcher support
• Other training awards and opportunities including visiting 

scholars and practicums
Funded institutes/centres also offer categories of awards such as 

chairs, studentships, and fellowships

Knowledge Transfer and Research Networks
• Seniors Health Research Transfer Network
• Rainbow Health Ontario (Sherbourne Health Centre)
• Echo: Improving Women’s Health in Ontario

Applied Health Research Network Initiative 
• System Integration and Innovation
• Population Health Improvement 
• Aboriginal Team
• Francophone Team
• Health Human Resources
• Health System Performance Research Network / 
Performance Measurement

Research Institutes/Centres
• Institute for Clinical Evaluative Sciences
• Ontario Problem Gambling Research Centre
• Ontario Neurotrauma Foundation
• Toronto Rehabilitation Institute
• Ontario Mental Health Foundation
• Princess Margaret Hospital/ Ontario Cancer Institute
• Centre for Addiction and Mental Health
• Nursing Health Services Research Unit
• Cancer Care Ontario
• Centre for Research on Inner City Health
• Ontario Stroke Network
• Centre for Health Economics & Policy Analysis
• Centre for Health Services and Policy Research
• Centre for Rural and Northern Health Research
• Innovation Cell
• POGO - Centre for Research on Childhood Cancer
• Projects - Nursing

Planning and Evidence/Knowledge Exchange Tools
• Literature Reviews – Preliminary and rapid literature reviews identify and summarize relevant research evidence on strategy/policy priorities.  To 

date, over 150 reviews have been completed and used to support clients from across the ministry, LHINs and Ontario Public Service.
• Health Horizons Newsletter – A quarterly newsletter designed to inform health system planners and decision makers of the latest developments in 

health research from across the world.
• Health Evidence Quarterly – A quarterly newsletter designed to highlight the best recent Ontario health services research on priority issues for policy 

and planning.  These issues provide evidence in an easy to use format.
• Externally-Informed Annual Health System Trends Report – A report on ten expert-identified health system trends including information on 

jurisdictional responses to the opportunities and risks associated with the trends.  The research evidence in the report is updated annually and the 
trends in it are refreshed every three years.

• E-repository – A searchable intranet-based electronic collection focused on research reports prepared and/or commissioned by the ministry, 
including jurisdictional reviews, literature reviews, and funded research studies.

• Research Evidence Tool – A mandatory tool that prompts ministry policy makers to make full use of internal and external resources for research 
evidence and health data.
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Research   Research   

ProductivityProductivity

Supporting 
research that aligns 

and supports our 
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Consistent performance measures are being developed to report results 
and measure the contribution of specific initiatives to improving the 
health status of Ontarians, and achieving better care more cost-
effectively

Key Population Outcomes
• Quality of life / Quality adjusted life 

years
• Population health status

Key Quality Indicators
• Client, care giver and provider 

experience 
• Quality of care (accessible, appropriate, 

effective, efficient, equitable, integrated, 
patient centred, population health 
focused, and safe)

• Caregiver burden

Health System Impact:  Cost-Effectiveness 
and Utility Indicators

Improved cost/service efficiency as a result of 
new intervention
• Rate of change in costs over a cycle of care:

• Services and supplies costs 
• Administrative and case management 

Cost avoidance in health care system as a result 
of integrated care
• Rate of change in client utilization of health 

system resources
• Impact on unscheduled ED visits; ALC days; 

Utilization of LTCH; Wait times; Community 
services; Avoidable hospitalizations; reduced 
readmission rates. etc
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A range of innovative community-based programs have emerged as a 
result of Ontario’s AAH Strategy

• The Aging at Home (AAH) initiative started in 2008 to support seniors living independently in the 
community.

• Delivered through the Local Health Integration Networks (LHINs), the Strategy has relieved 
pressures on hospitals and long-term care homes by helping to find more appropriate settings for
clients.

• Through AAH, new models of care for seniors are being developed to better integrate hospital, 
clinical home care delivery and community support services.  Some examples include:

• Home First (discharge and multi-sector service coordination) which provides a Basket of services to help 
discharged patients return home from hospital and avoid readmission.

• GEM (geriatric emergency management) Nurses to decrease ER waiting times by assessing patients promptly 
and efficiently.

• Restore Program helping ALC patients improve functional abilities and divert or delay LTC home admission.  
• Assisted Living / Supportive Housing Services to provide day-to-day supports tailored to needs of residents 

and Enable seniors to remain in a home environment and avoid unnecessary ER visits.
• Specialized Geriatric Services Serve seniors with complex needs by providing prompt access to assessment 

and referral services.
• Nurse-Led Outreach Teams to provide mobile resources to Divert clients from emergency rooms.
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The updated Assisted Living policy will better integrate health, community 
care and social support for high risk seniors in the community so that 
they can remain in their homes for longer

24hr support & 

Nursing care on site

Frequent personal support 
visits within 24hr period 

and unscheduled

Urgency and 
Intensity of Services

Frequency of 
Services

Scheduled Care

Low - Medium Medium - High High - Very High

‘Assisted 
Living’
Services

Home with 
Support

LTCH

Impact on ALC

Impact on LTCH WL
(Diversion)

Scheduled and Unscheduled Care:
‘Just-in-time ‘ support for urgent 
personal care
Relationship with professional 
services for chronic conditions
Medication prompting
Social support 
Essential homemaking
IADL provision

Nursing care 24/7
Supervision/ hands-on 
support with ADLs
Medication management

Scheduled Care
Home visits
Prompt with IADLs
Occasional 
professional
services
Social support 
Medication support
Episodic acute care
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Ontario’s Integrated Client Care Project is seizing an opportunity to 
transform the health care system

Current State Future State

ICCP vision 
• Home and community care clients in Ontario are supported 

by a system that offers optimal client outcomes using a 
value-based model of care.

• Client services 
paid on a fee per 
unit of service.
• Multiple providers.
• Limited incentives 
to coordinate 
services.

• Integrated delivery teams.
• Single contracts for multiple 
services.
• Bundled payment based on 
outcomes.
• Competition around client 
outcomes drives research, 
quality and innovation.

Phased planning and implementation approach
• Four key population groupings identified: wound care, palliative care, frail seniors and medically fragile children, to be 
rolled out sequentially.
• Wound care launched in four sites.  Subsequent groupings in planning phase.
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Through ICCP, new structures and processes are being developed to 
support system-wide integration and shared care* service delivery

Supporting system-wide care integration:
• Coordinated assessment, placement and referral

• Designated points of contact for hospitals, primary care, the community and individuals 
• Coordinated delivery across all sectors

• Concurrent service providers share information about the client and coordinate their 
respective care plans

• Education
• Enhance capacity through provider education and best practice dissemination

• Specialized Outreach and consultation
• Linking primary care delivery and tertiary or specialized care 

Supporting Flexible Shared Care delivery:
• Flexible, integrated “Circle of Care” virtual shared care delivery teams that cross 

multiple organizations and sectors
• A designated care integrator that takes responsibility for the optimal functioning of the 

shared care team
•“Shared care”:  Interprofessional, intraprofessional, multi-sector and multidisciplinary collaboration 
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The Art of the Possible:  A Comprehensive Community-Based Health 
and Care Continuum

LTCH 
Providers

Community 
Support 
Services

Value-based 
Home Care

Client Informal 
Caregivers

Client Care 
Coordinator and 

System Navigator

Public 
Health

Mental 
Health and 
Addictions

Coordinated 
Access & Links 

to Specialty, 
Tertiary & Acute 

Care

Primary 
Care

Informal 
Caregivers 

and 
Volunteers


