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1.0 Reflections

The 14 Community Care Access Centres (CCACs) 
in Ontario are responsible for helping people 
access home- and community-based health care 
and related social services outside a hospital set-
ting. Their mission is to provide equitable and 
individualized access to quality care. The Ministry 
of Health and Long-Term Care (Ministry), through 
the Local Health Integration Networks (LHINs), 
fully fund CCACs’ operations. CCAC service is free 
to eligible Ontario residents. 

We audited financial operations and service 
delivery at CCACs, as well as the Ontario Associa-
tion of Community Care Access Centres (Associa-
tion), in response to a request from the Legislature’s 
Standing Committee on Public Accounts in 2014. 
(Our Office is currently conducting a separate audit 
focusing on aspects of CCAC home-care services 
beyond the areas identified in the Committee 
request. We plan to include the results of this separ-
ate audit in our 2015 Annual Report.)

We concluded that the way in which CCACs 
operate and deliver services needs to be revisited. 
Our specific findings and recommendations are 
detailed in this report.

On the financial side, savings may be found if 
changes to the current structure of CCACs (includ-
ing CCACs’ relationship with LHINs) and possibil-
ities for streamlining are considered. This could 
result in a greater proportion of funding going to 
direct care for patients instead of to the administra-
tive costs of CCACs and their contracted service pro-
viders, and to the profit that these service providers 
(both for-profit and not-for-profit) make from CCAC-
funded services. (Not-for-profit service providers 
can still profit from CCAC-funded services if their 
revenue from CCACs exceeds expenses they incur 
to provide CCAC-directed services.) It could also 
offer opportunities for more consistent adoption of 
best practices province-wide for spending funds and 
overseeing employed and contracted staff. 

On the service-delivery side, patients’ health 
outcomes may improve if inconsistencies in how 
the 14 CCACs deliver services are addressed with 
certain types of care being standardized so that 
patients with similar conditions are consistently 
treated using agreed-upon best practices. 

To date, there has been no thorough evalua-
tion of the current CCAC service-delivery model 
to ensure that this model is optimally providing 
consistent and quality care. A key factor contribut-
ing to the inconsistencies in the current model that 
any evaluation should address is the unsystematic 
manner in which home- and community-based 
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health initiatives have evolved in Ontario. Service 
providers first entered into contracts with CCACs in 
the 1990s, when 43 CCACs were established across 
the province. When these CCACs were amalgam-
ated into the current 14 CCACs in 2007, many of 
the new CCACs inherited the older contracts, which 
differed in the rates that they paid to contracted 
service providers for providing common services. 
In 2008, the Ministry suspended competitive 
procurement for CCAC contracted services, so the 
differences in rates remain to this day. In 2012, the 
Association developed a standard two-year contract 
that all CCACs signed with their service providers. 
However, the different rates for providing the same 
services remained unchanged in these contracts 
with service providers. 

As well, in 2011, the Ministry introduced a new 
service-delivery approach. As part of a government 
commitment to create 9,000 new nursing positions, 
the Ministry directed CCACs to employ their own 
nurses for “rapid-response nursing” (providing tran-
sitional care to certain patients just discharged from 
hospital) and mental health and addictions nursing, 
and their own nurse practitioners for palliative care. 
Before this approach was launched, only the 160 
service providers with whom the CCACs contracted 
provided all home- and community-based nurs-
ing care. Concerns have been raised that this new 
service-delivery approach contributes to confusion 
around roles and responsibilities, duplication of 
some services that both CCACs and service provid-
ers deliver, and differences in staff compensation 
between CCACs and service providers.

Minimizing—or, better still, eliminating—the 
inconsistencies in the current service-delivery 
model would likely result in a more equitable 
home- and community-based health-care system. 
Doing so would also enable the Ministry, the CCACs 
and their Association to better plan, monitor and 
improve patient care.

I appreciate the foresight shown by the all-party 
Standing Committee on Public Accounts when it 
requested that we comprehensively review CCAC 
financial operations and service delivery. As we 

completed our work in 2015, three significant 
reports were issued: Bringing Care Home (a report 
from a government expert group on home and com-
munity care), Patients First: Action Plan for Health 
Care (the government’s blueprint for improving 
the health-care system), and Patients First: A 
Roadmap to Strengthen Home and Community 
Care (a 10-point plan, informed by the work of the 
expert group, to improve and expand home and 
community care over the next three years). Having 
completed our audit and seeing the release of these 
reports confirm my belief that this is an optimal 
time for the government to further undertake a 
high-level, comprehensive analysis of what kind of 
a home- and community-based health-care delivery 
model would provide the highest quality of care 
most cost-effectively. The solution is not simply to 
add initiatives and make adjustments to existing 
services, leaving core problems and inconsistencies 
entrenched. Instead, the Ministry, CCACs and their 
Association have an opportunity to bring fresh and 
innovative perspectives to identifying the outcomes 
they need to achieve, and to defining the kind of 
system that can produce those outcomes cost effect-
ively and consistently across the province. 

2.0 Background

2.1 Community Care Access 
Centres Overview

Purpose: Community Care Access Centres (CCACs) 
are not-for-profit provincial government organiza-
tions that help people access home- and community-
based health care and related social services outside 
a hospital setting. Their mission is to provide 
equitable and individualized access to quality care. 
Service is free to eligible Ontario residents. 

CCACs are responsible mainly to determine 
eligibility for, and co-ordinate access to, home- and 
community-based services such as nursing, personal 
support, and therapy for people of all ages whose 
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needs range from short-term acute to long-term 
chronic. They also provide some other services, 
such as arranging placement of individuals into 
long-term-care homes. About three-quarters of the 
services CCACs provide are delivered in people’s 
own homes; the remaining quarter are delivered in 
schools or clinics, or involve individuals’ placement 
in long-term-care homes. Other than in a small per-
centage of cases, CCACs do not provide care directly, 
but contract with service providers (either for-profit 
or not-for-profit) to supply the required services. 

Regional System: The CCAC system was first 
established in 1996. By January 1998, there were 
43 CCACs across Ontario, consolidating services 
formerly provided by 38 home-care programs and 
36 co-ordination services for placing individuals 
in long-term-care homes. In 2003, two CCACs 
merged, bringing the total to 42; these 42 amal-
gamated into the current 14 in January 2007. Each 
of the 14 CCACs covers a distinct region of Ontario, 
as illustrated in Figure 1. 

Spending: Total CCAC spending in the year end-
ing March 31, 2014, was almost $2.4 billion, or 
about 5% of Ontario’s total health-care expendi-

tures. Professional clinical services purchased from 
contracted service providers accounted for 62% 
of the total, or about $1.5 billion. Figure 2 shows 
that between 2010 and 2014, total CCAC expenses 
grew from $1.88 billion to nearly $2.37 billion, or 
26%, with increases for individual CCACs ranging 
from 16% to 37%. Figure 3 breaks down spending 
for each CCAC by population and by number of 
clients served (either directly or through care co-
ordination) for the year ending March 31, 2014.

Service and Costs: The CCACs employed a total of 
6,630 full-time staff in the year ending March 31, 
2014, mostly in such areas as care co-ordination, 
information technology, and administration. These 
staff co-ordinated the provision of services for, or 
directly provided services to, about 700,000 people. 
Costs ranged between $2,892 and $3,775 per 
person; the average was about $3,400 per person. 
Historically, the Ministry has provided different 
amounts of funding to CCACs. Even though the 
Ministry began reforming its funding model in 
2012, most of the funding CCACs received in the 
year ending March 31, 2014, was still based on the 
amounts they received in previous years.

Figure 1: Locations of Ontario’s 14 Community Care Access Centres
Source of data: Ontario Association of Community Care Access Centres

1. Erie St. Clair

2. South West

3. Waterloo Wellington

4. Hamilton Niagara Haldimand Brant

5. Central West

6. Mississauga Halton

7. Toronto Central

8. Central

9. Central East

10. South East

11. Champlain

12. North Simcoe Muskoka

13. North East

14. North West
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Figure 2: Expenses by Community Care Access Centre Region, Years Ending March 31, 2010–March 31, 2014
Source of data: Ontario Association of Community Care Access Centres

($ million) Overall
CCAC 2009/10 2010/11 2011/12 2012/13 2013/14 Increase (%)
Central West 76 82 90 92 103 37

North Simcoe Muskoka 70 77 82 86 94 36

North West 38 40 43 48 52 36

Hamilton Niagara Haldimand Brant 232 250 260 272 303 31

North East 102 107 115 119 133 30

Waterloo Wellington 94 101 110 114 122 30

Toronto Central 182 205 209 214 235 29

South East 94 98 103 109 119 26

Mississauga Halton 116 127 132 142 145 25

Erie St. Clair 102 113 123 119 128 25

Central 207 211 226 237 257 24

Champlain 183 177 199 201 222 22

South West 168 169 179 189 205 22

Central East 216 204 227 241 250 16

Total 1,880 1,961 2,098 2,183 2,368 26

Figure 3: Expenses, Population Covered, and Clients Served for Each CCAC, Year Ending March 31, 2014
Source of data: Ontario Association of Community Care Access Centres

Spending
Expenses Population # of Clients Spending Per Per Client

CCAC ($ million) (000) Served (000) Capita ($) Served ($)
North Simcoe Muskoka 94 462 25 204 3,775 

Champlain 222 1,300 59 171 3,759 

Hamilton Niagara Haldimand Brant 303 1,400 82 216 3,712 

North East 133 564 36 236 3,710 

North West 52 231 14 224 3,584 

South West 205 962 58 213 3,536 

South East 119 500 34 238 3,504 

Erie St. Clair 128 621 38 205 3,392 

Central 257 1,800 78 143 3,300 

Toronto Central 235 1,150 74 204 3,169 

Waterloo Wellington 122 758 39 161 3,128 

Central East 250 1,600 80 156 3,105 

Mississauga Halton 145 1,220 47 119 3,081 

Central West 103 840 36 123 2,892 

Total 2,368 13,408 700 177 3,384
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Care Co-ordination: CCACs have traditionally 
focused on co-ordinating care provided by service 
providers and community support services. CCAC 
“care co-ordinators” are nurses, social workers and 
other professionals who determine the eligibility for 
and appropriateness of patient care and support, 
which is ultimately delivered, for the most part, by 
contracted service providers. (In a small percentage 
of cases, CCAC staff provide patient care directly; 
see Direct Patient Services.) Care co-ordinators are 
also responsible for ongoing oversight of patient-
care plans, adjustments to services provided to 
patients and periodic patient reassessments. These 
activities involve communication with primary-care 
physicians, hospitals, contracted home-care service-
provider agencies, and other community agencies 
providing services such as meals and transportation 
for patients living at home. 

Contracted Service Providers: As of March 31, 
2014, CCACs bought the majority of home- and 
community-based services from about 160 service 
providers under 260 separate contracts. These 
organizations are either for-profit or not-for-profit. 
They are, in effect, contractors hired by the CCACs 
to deliver the health services listed in Appendix 1. 
To deliver care under the direction of the CCACs, 
they employ a range of professionals, including 
nurses, personal-support workers, and what are 
often referred to as “allied health professionals” 
or “therapists,” including physiotherapists, occu-
pational therapists, speech language pathologists, 
dietitians, and social workers. (We refer to these 
professionals as “therapists” in this Special Report.) 

Service providers range in size from individual 
professional contractors to large multi-disciplinary 
corporations operating in several provinces. Some 
operate other businesses in addition to serving 
CCAC clients (such as operating long-term-care 
homes), and receive other sources of revenue (such 
as fee-for-service pay from individuals or private 
insurance plans, contributions from donations and 
not-for-profit foundations, and revenues from other 
provincial governments). 

Direct Patient Services: In some cases, CCACs 
supply direct care themselves; for example, five 
CCACs employ professionals who provide therapy 
services. (Under the Community Care Access Cor-
porations Act, 2001, CCACs can provide health and 
related social services, supplies and equipment 
directly or indirectly.) 

In addition, the Ministry of Health and Long-
Term Care (Ministry) directed all CCACs in 2011 
to begin providing direct patient services in three 
program areas:

• rapid-response nurse program—provides 
transitional care to patients just discharged 
from hospital, available to two specific types 
of patient: medically complex children, and 
frail adults and seniors with complex needs or 
high-risk characteristics;

• mental health and addictions nurse pro-
gram—provides nursing support in the area 
of mental health and addictions to students in 
school; and 

• palliative care nurse practitioner pro-
gram—provides in-home palliative care deliv-
ered by nurse practitioners who have received 
specialized training beyond that of registered 
nurses and who are usually paid more than 
registered nurses. 

Because the Ministry established these pro-
grams, the Local Health Integration Networks that 
have a responsibility to oversee the CCACs play 
a more minor role in setting guidelines for these 
programs. The major role in setting guidelines is 
played by the Ministry and the Ontario Association 
of Community Care Access Centres (Association), 
a non-profit organization that represents the 14 
CCACs (see Section 2.2 for more information on 
the Association).

Section 5.4 and Section 5.5 discuss these pro-
grams in detail.

Government Priority: In its 2012 Action Plan for 
Health Care, the Ministry committed to ensuring 
that patients receive care in the most appropriate 
setting; whenever possible, this is to be at home 
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instead of in a hospital or long-term-care facility. 
Furthermore, a September 2014 mandate letter 
from the Premier to the Minister of Health and 
Long-Term Care said the expansion of home and 
community care was a government priority. The 
2012 Action Plan was updated in January 2015 
(under the title Patients First: Action Plan for Health 
Care), with the same emphasis placed on home 
care. In March 2015, an expert group commis-
sioned by the Ministry released a report entitled 
Bringing Care Home that offered strategies to 
improve the quality and value of care provided by 
the home- and community-care sector. 

According to the Association, home care is an 
economical way to deliver service. The Associa-
tion estimated that, in 2014, home care cost about 
$45 per day per person, compared to $450 per day 
in hospital and $135 per day in a long-term-care 
facility. In addition, caring for people in their own 
home frees up hospital beds for patients with more 
acute needs. 

2.2 Governance of CCACs and the 
Ontario Association of Community 
Care Access Centres

Each CCAC is overseen and funded by a Local 
Health Integration Network (LHIN) that shares 
its geographic boundaries. Every CCAC signs a 
standard service-accountability agreement with its 
LHIN, which sets out the LHIN’s expectations for 
the CCAC. The current three-year service-account-
ability agreements expire in March 2017. 

A board of directors governs each CCAC and 
is responsible to establish strategic direction and 
ensure program quality and clinical excellence. 
Since April 2009, CCAC directors have been volun-
teers recruited from the community. 

A chief executive officer (CEO) leads each 
CCAC, and is accountable to its board of directors. 
The CEO is responsible for managing operations 
and finances in accordance with the direction set 
by the board, and must ensure that the CCAC meets 
LHIN requirements, ministry directives, and all 
applicable legislation. 

The Association was incorporated in 1998 to 
represent all CCACs. It receives most of its fund-
ing from the Ministry and the CCACs. Its board of 
directors used to be composed of one representative 
from each of the 14 CCACs. Effective May 2015, 
the Association’s board of directors is composed of 
three externally recruited members in addition to 
nine representatives from CCACs, for a total of 12 
members. With a staff of about 190, the Associa-
tion provides shared services such as procurement, 
policy and research, and information management 
to the CCACs. 

The key relationships between the Ministry, 
LHINs, CCACs, the Association and service provid-
ers are shown in Figure 4.

2.3 Legislative Framework for 
CCAC Executive Compensation

Several key pieces of legislation informed our work 
in the area of executive compensation at CCACs. We 
discuss executive compensation in Section 5.2.

The Public Sector Compensation Restraint to 
Protect Public Services Act, 2010 contains salary-
restraint measures applicable to certain public-
sector employers, including CCACs, effective from 
March 24, 2010, to March 31, 2012. In those two 
years, CCACs were prohibited from increasing 
salaries of non-union employees, such as CEOs and 
senior executives, except under certain specific 
conditions, and only if the increase did not bring an 
employee above a pre-determined pay range.

The Broader Public Sector Accountability Act, 
2010 contains salary-restraint measures cover-
ing certain broader-public-sector employers as of 
April 1, 2012, but does not apply to CCACs. 

The Excellent Care for All Act, 2010 requires every 
health-care organization to set aside a portion of its 
executive-pay budget for performance-based com-
pensation, with payment tied to success in meeting 
improvement targets set out in annual plans. The 
legislators decided to implement the legislation 
using a staged approach, beginning with hospitals, 
then with other health service organizations. At the 
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time of our audit, this Act was proclaimed to apply 
to hospitals, but had not yet been proclaimed to 
apply to CCACs. 

The Broader Public Sector Executive Compensa-
tion Act, 2014 came into force on March 16, 2015, 
after we had completed our audit. This Act allows 
the government to create compensation frame-
works for certain executives, including CEOs and 
vice presidents, at designated broader-public-sector 
employers, including CCACs. As of June 2015, the 
government had not established any compensation 
frameworks applicable to CCAC executives.

2.4 Recent Studies
Three significant reports, two of which are specific-
ally on home and community care, were released 
in 2015: 

• Bringing Care Home—a report from a govern-
ment expert group on home and community 
care; 

• Patients First: Action Plan for Health Care—the 
government’s blueprint for improving the 
health-care system; and 

• Patients First: A Roadmap to Strengthen Home 
and Community Care—a 10-point plan, 
informed by the work of the expert group that 
wrote Bringing Care Home, to improve and 
expand home and community care over the 
next three years (2015–17).

All three reports emphasize that improvements 
are needed in the home- and community-care sector.

Figure 4: Key Relationships between Entities Involved in the Delivery of Home- and Community-based Health 
Services
Prepared by the Office of the Auditor General of Ontario

Ministry of Health and  
Long-Term Care

Local Health Integration 
Networks (14)

Community Care 
Access Centres (14)

Service Provider 
Organizations (160)

Ontario Association of 
Community Care Access 

Centres

Ontario Association of 
Community Care Access 

Centres Board of Directors

Community Care  
Access Centres’  

Boards of Directors (14)

Accountable to

Represented by

Oversight responsibility for

Contract with

Patients

Servicing
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3.0 Audit Objective and 
Scope

On March 19, 2014, the Legislature’s Standing 
Committee on Public Accounts (Committee) passed 
a seven-part motion as follows:

That the Auditor General conduct an audit of the 

Community Care Access Centres in the Province 

of Ontario, including the Ontario Association 

of Community Care Access Centres. This audit 

should include, but not be limited to, a focus on 

the following issues:

1) Compensation of comparable employee 
positions in CCACs versus the compensation 
of the Community Care Providers that the 
CCACs contract with on a fee-for-service basis. 

2) Executive compensation practices, including 
expenses of executives and board members of 
the CCACs and those private-sector entities 
contracted to the CCAC.

3) Expenses of the regional CCACs, the Ontario 
Association of Community Care Access Cen-

tres and the private-sector entities contracted 
to the CCAC.

4) A review of the CCACs’ operating costs. 
5) A review of the existing contracts between 

CCACs and their community care providers.
6)	 A	review	into	the	long-term	financial	efficacy	

of existing protocols for providing care. 
7)	 A	comparison	review	into	the	efficacy	and	

cost effectiveness of home-care visits con-
ducted by health providers directly employed 
by the CCAC, and by those conducted by 
health providers employed by organizations 
contracted by the CCACs. 

We accepted this assignment under Section 17 
of the Auditor General Act, which states that the 
Committee can ask the Auditor General to perform 
special assignments. Figure 5 shows where the 
different parts of the motion are addressed in this 
Special Report.

We conducted our fieldwork between September 
2014 and January 2015, and followed up on some 
additional areas up to June 2015. We drew upon 
insights we gained during our 2010 audit on Home 

Figure 5: Public Accounts Committee Motion and Organization of this Report
Sources of data: Standing Committee on Public Accounts and Office of the Auditor General of Ontario

Motion Report Section
Expenses of the regional CCACs, the Ontario Association 
of Community Care Access Centres and the private-sector 
entities contracted to the CCAC

5.1 Overall Expenses of CCACs, Service Providers and Ontario 
Association of CCACs

Executive compensation practices, including expenses of 
executives and board members of the CCACs and those 
private-sector entities contracted to the CCAC

5.2 Executive Compensation, Executive and Board Expenses

A review of the CCACs’ operating costs 5.3 Direct Patient-care Costs

Compensation of comparable employee positions in CCACs 
vs. the compensation of the community-care providers that 
the CCACs contract with on a fee-for-service basis

5.4 Compensation of Nurses and Therapists at CCACs and 
Contracted Service Providers

A comparison review into the efficacy and cost-effectiveness 
of home-care visits conducted by health providers directly 
employed by the CCACs, and by those conducted by health 
providers employed by organizations contracted by the CCACs

5.5 Comparison of Effectiveness of Home-care Visits by CCAC 
Staff and Contracted Service-provider Staff

A review of the existing contracts between CCACs and their 
community-care providers

5.6 Existing Contracts between CCACs and Service Providers

A review into the long-term financial efficacy of existing 
protocols for providing care

5.7 Long-term Cost-effectiveness of Existing Care Protocols
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Care Services, and examined issues that have 
emerged since that audit. 

For this Special Report, we interviewed key 
personnel and examined relevant documents of the 
Ministry of Health and Long-Term Care (Ministry), 
selected Community Care Access Centres (CCACs), 
the Ontario Association of Community Care Access 
Centres (Association), and nine contracted service 
providers receiving 69% of total CCAC spending 
on procured direct services in the year ending 
March 31, 2014. We visited three CCACs that serve 
regions of various geographical sizes and that have 
budgets of various sizes. Together, the three spent 
about 30% of total CCAC expenses in the year 
ending March 31, 2014. In addition, we met with 
key personnel from the Local Health Integration 
Networks (LHINs) that oversee these three CCACs. 
We obtained information from the 11 remaining 
CCACs through a survey, and we followed up with 
all of them regarding their responses. The three 
CCACs and nine service providers we visited are 
noted in Figure 6.

In our work on senior-executive compensation, 
we obtained and analyzed compensation informa-

tion for senior executives and board members at all 
14 CCACs, and interviewed board chairs in each of 
the three CCACs we visited. We also obtained simi-
lar information from the nine contracted service 
providers. 

In our work on expenses, the financial informa-
tion we obtained included audited financial state-
ments from all 14 CCACs, the Association, and the 
nine selected contracted service providers. We also 
reviewed expense components at all of these organ-
izations. In addition, we looked at expense trends 
at the CCACs and the Association. Certain CCAC 
financial data is stored in the province’s Manage-
ment Information System (System), which classifies 
expenses into two major categories: patient services 
and administration. We compared a sample of cost 
categories recorded in audited financial statements 
to those in the System, and determined that the 
cost breakdown in the System was reasonable. We 
then used the data from the System for our analysis 
of expenses for direct patient care.

We performed additional detailed audit work at 
each of the three CCACs we visited. We reviewed a 
sample of service contracts and analyzed service-
provider billing rates. We interviewed CCAC 
nurses, nurse practitioners and their supervisors, 
and reviewed pertinent documents, including job 
descriptions and provincial program guides on 
direct-nursing services. We also assessed how the 
CCACs measured program effectiveness. As well, 
we accompanied CCAC care co-ordinators on home 
visits to better understand the work they do. 

In addressing the part of the Committee’s 
motion relating to protocols for providing care, we 
obtained information on care protocols from all 14 
CCACs. We also contacted all of the other Canadian 
provinces and territories, as well as Australia, 
Denmark, Sweden and the United Kingdom, to 
determine their use of care protocols, if any. The 
Ministry considered these countries as leaders in 
home-care delivery. We also obtained information 
from the nine selected contracted service providers 
about the protocols they used and their perspec-
tives on implementing them.

Figure 6: Community Care Access Centres and 
Contracted Service Providers Visited for this Audit
Prepared by the Office of the Auditor General of Ontario

Community Care Access Centres (CCACs)
Central CCAC

North East CCAC

Hamilton Niagara Haldimand Brant CCAC

Contracted Service Providers
Acclaim Health

Bayshore HealthCare

ParaMed Home Health Care, a division of Extendicare Inc. 

Red Cross Care Partners

Revera Inc.*

Saint Elizabeth

St. Joseph’s Home Care

VON (Victorian Order of Nurses)

We Care Home Health Services

* During our audit, Revera Inc. sold its home health division to  
Extendicare Inc.
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We met with the Ontario Nurses’ Association, 
which represents most CCAC care co-ordinators 
in the province, and with the Ontario Health 
Coalition, which gave us its perspectives on CCAC 
service delivery. 

Service providers supplied us with the financial 
information we requested, including executive- and 
nurse-compensation data. However, we cannot pro-
vide a high level of assurance on the accuracy and 
completeness of this information because we do not 
have the legislative authority to directly examine 
their financial records.

Our Office is currently conducting a separate 
audit focusing on aspects of CCAC home-care ser-
vices beyond the areas identified in the Committee 
motion. We plan to include the results of this separ-
ate audit in our 2015 Annual Report.

4.0 Summary 

The Standing Committee on Public Accounts 
requested that our Office review areas that included 
expenses, compensation, program effectiveness 
and procurement of home- and community-care 
services at the CCACs, their contracted service pro-
viders, and the Association. Our observations are as 
follows:

• Between 2009/10 and 2013/14, CCAC 
expenses increased 26% to provide more 
hours of care to patients with more chronic 
and complex health needs—Combined 
spending by the 14 CCACs rose 26% between 
April 1, 2009, and March 31, 2014. About 
62% of CCAC spending went to contracted 
service providers to supply services such as 
nursing, personal support and therapy. In the 
year ending March 31, 2014, these contracted 
service providers received from the 14 CCACs 
a combined total of about $1.5 billion, up 28% 
from the year ending March 31, 2010. Over 
the same period, the hours of care rose by 35% 
and the number of visits rose by 10%. Also 

over the same period, CCACs served a patient 
population with much more chronic and com-
plex health issues. (The number of chronic and 
complex patients increased by 89% and 77%, 
respectively.) Spending by the Association 
increased by 6% over the same period.

• Costs that CCACs considered to be for 
“direct patient care” included items that 
did not involve direct interaction with 
patients, such as service providers’ over-
head and profit—CCACs follow the provincial 
health-cost-reporting guidelines and include 
all expenses they incur to care for patients as 
“direct patient care costs.” This encompasses all 
expenses paid to CCACs’ own clinical staff plus 
all the expenses they pay to contracted service 
providers—including the service providers’ 
overhead costs and profits. Profits are defined 
as the difference between revenue from CCACs 
and expenses incurred to provide CCAC-
directed services, reported by both for-profit 
and not-for-profit service providers. (CCACs 
exclude their own overhead and administrative 
costs in reporting direct patient care costs). 
Using these rules, CCACs reported spending 
an average of 92% of their expenses on direct 
patient care in the year ending March 31, 2014. 
However, when service-provider overhead 
costs and profits are excluded from the calcula-
tion, the average falls to 81%. Furthermore, 
within the health-care sector, the definition 
of the term “direct care” varies. One stricter 
definition includes in “direct patient care 
costs” only those activities that involve direct 
interaction with patients. Activities that might 
influence patient care but do not involve 
interaction, such as documenting patient care 
activity, travel and staff training, are excluded. 
Under this definition that excludes both CCAC 
and service-provider spending on anything 
but direct patient interaction, CCACs spent on 
average 71.5% of total expenditures on direct 
patient care in the year ending March 31, 2014. 
Because care-co-ordinator travel is inherent to 
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home and community care, and documenting 
patient care is required under professional 
practice standards, if these two components are 
included in direct patient care, CCACs spent 
an average of 72% of their expenses on direct 
patient care in the year ending March 31, 2014. 
Regardless of the definition used, spending on 
direct patient care benefits patients only to the 
extent that the care is effective and results in 
better patient outcomes. Neither the Ministry 
nor the CCACs and their Association had 
analyzed how given amounts of spending on 
any given patient-care activities correlate with 
the patient outcomes that result. Such analysis 
would help CCACs prioritize their spending, 
allocating sufficient resources and funds to the 
most effective patient-care activities.

• CCAC CEOs’ salaries up 27% between 2009 
and 2013—The 14 CCACs paid their CEOs an 
average of $249,000 each in 2013 (the most 
recent year that data was available during 
our audit), up 27% compared to the average 
in 2009. Excluding one-time payouts such as 
severance and vacation pay, the annualized 
salaries of CEOs at CCACs averaged $245,300 
in 2013, also up 27% since 2009. This was 
43% more than what service providers in 2013 
paid their executives who they claimed to 
have similar responsibilities and duties as the 
CCACs’ CEOs. However, in many cases CEOs at 
CCACs do in fact have different responsibilities 
and oversee different kinds of organizations 
than their service-provider CEO-equivalents. 
In these cases, comparing their compensation 
is more of an “apples-to-oranges” exercise than 
an “apples-to-apples” one. 

• Not all CCAC CEOs followed the common 
compensation framework designed spe-
cifically for them; service-provider CEOs 
followed different frameworks—While 
all CCACs agreed to adopt a common CEO 
compensation framework that was developed 
in 2012, three had not implemented it at the 
time of our fieldwork. For non-CEO senior 

executives, there was a lack of consistency, 
with CCACs using a variety of different 
compensation frameworks. Among the nine 
service providers we visited in this audit, all 
used different compensation frameworks for 
their executives (both CEOs and non-CEOs). 

• CCAC nurses and therapists were better 
paid than their service-provider counter-
parts in the year ending March 31, 2014—
We found that CCAC nurses were paid on 
average $40.80 an hour, compared to an aver-
age of $30 an hour for nurses employed by 
service providers. The difference in pay is due 
to nursing unions negotiating different pay 
rates with CCACs and service providers. Also, 
the two CCACs we visited that employed their 
own in-house therapists paid their therapists 
significantly more than what they paid service 
providers for similar services. At one CCAC, 
the higher pay was because the therapists 
served a large, sparsely populated geographic 
area without any service providers (such areas 
do not have a stable enough volume of work 
to keep service-provider staff fully employed). 
At the other, the higher pay was because the 
therapists’ responsibilities were greater than 
those given to service-provider therapists. 

• No cost/benefit analysis of CCAC nurses 
directly providing services under three 
new programs (rapid response, mental 
health and addiction, and palliative care) 
was prepared before the programs were 
launched, and the effectiveness of these 
programs has not been evaluated—The 
Ministry implemented three new programs in 
2011 that required CCACs to hire their own 
nurses and nurse practitioners to directly 
provide services without the involvement of 
service providers. However, the Ministry did 
not first analyze whether service providers 
could provide the same service more cost-
effectively. The programs have now been in 
place for more than three years but have not 
been assessed to determine whether they have 
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overseen the development of “outcome-based 
pathways” for specific conditions, such as 
wound care and hip and knee replacements, 
in addition to clinical-care protocols. These 
pathways state when specific improvements 
in a patient’s recovery (“outcomes”) should 
occur. The establishment and widespread use 
of these pathways was intended to enable 
CCACs to shift from paying service provid-
ers hourly or per visit to paying them based 
on achieving the outcomes in time. This 
approach was to better enable the Ministry to 
adjust its health-care funding to hospitals and 
CCACs. Five CCACs tested the three pathways 
developed so far, but the Association was still 
analyzing the results at the time of our audit. 
As well, although achieving cost savings is not 
the sole objective for adopting clinical-care 
protocols and outcome-based pathways, we 
found that the implementation of these tools 
did not always result in cost savings. 

OVERALL MINISTRY RESPONSE

The Ministry appreciates the Auditor General’s 
comprehensive audit of Community Care 
Access Centres. We commit to addressing all 
the recommendations directed to the Ministry, 
and to working with our partners in the home 
and community care sector to ensure an appro-
priate response to all the Auditor General’s 
recommendations.

Strengthening Ontario’s home and com-
munity care sector is one of the highest pri-
orities of the Ministry’s Patients First: Action 
Plan for Health Care (Action Plan), released in 
February 2015. On May 13, 2015, the Ministry 
released Patients First: A Roadmap to Strengthen 
Home and Community Care (Roadmap), a 
new plan to improve and expand home and 
community care. This audit provides valuable 
observations and recommendations for the 
Ministry and its partners. 

met their goals. As well, even though both 
the Ministry and the Association developed 
some performance indicators for the three 
programs, most of these indicators did not 
measure program outcomes, and there were 
no targets set to ensure performance was 
meeting expected levels. The rapid-response 
nurses are supposed to visit patients at home 
within 24 hours of their being discharged 
from hospital, but 47% of patients were not 
visited within 24 hours. One CCAC we visited 
explained that this standard is not always 
met because many patients are discharged on 
Fridays and there is no nursing coverage on 
weekends in some parts of the region.

• Billing rates for the same service cat-
egories varied by service provider and 
CCAC—Before February 2008, CCACs used 
a competitive process to procure contracted 
services. The Ministry suspended this process 
because it heard that patients were concerned 
about losing their existing support workers 
whenever a competitive procurement process 
resulted in a change of service provider. Dur-
ing the use of the competitive process, differ-
ent billing rates for services were established. 
Those billing rates did not change, even after 
CCACs amalgamated. In some cases, they var-
ied widely, with some rates in certain service 
categories being more than double that of 
others for the same services. Moreover, some 
CCACs paid the same service provider dif-
ferent billing rates for the same service even 
within the same CCAC.

• Service providers use a variety of clinical-
care protocols; use of outcome-based 
pathways do not always result in cost sav-
ings—There are no province-wide standard 
clinical-care protocols for service providers to 
use, and some CCACs require service provid-
ers to use a different care protocol for their 
patients than the service providers use for 
patients in other CCACs with the same type 
of medical condition. The Association has 
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the costs of providing care are much higher. 
So while most people prefer to receive care at 
home, there is also a fiscal benefit to taxpayers. 

CCACs strongly believe there are many vital 
components to patient care. Because there is 
little insight into the operations of service pro-
viders, both non-profit and for-profit companies, 
it is more difficult to measure outcomes associ-
ated with some activities than others. In order 
to assess the full value for money on all the ser-
vices provided to patients, greater transparency 
is required.

Following the recommendations outlined 
in the Auditor General’s report will improve 
patient care and demonstrate the value for 
money that CCACs provide. CCACs will continue 
to work with the Ministry of Health and Long-
Term Care, Local Health Integration Networks 
and all care partners to modernize Ontario’s 
home and community care sector.

5.0 Detailed Observations 

5.1 Overall Expenses of CCACs, 
Service Providers and Ontario 
Association of CCACs 

SUMMARY: The Committee motion 
requested that we review expenses of the 
regional CCACs, the private-sector service 
providers contracted to the CCACs, and the 
Ontario Association of Community Care Access 
Centres. 

We compared the expenses of the CCACs 
and the Association between April 1, 2009, 
and March 31, 2014. We also examined the 
composition of service-provider expenses 
based on 2013 and 2014 data from nine ser-
vice providers (discussed in Section 5.3.1).

The Ministry of Health and Long-Term 
Care provided $2.4 billion in funding to 
CCACs in the year ending March 31, 2014. 

The May 2015 Roadmap includes 10 key 
initiatives intended to make it easier for patients 
and their caregivers to access better care at home 
and in the community. The Auditor General’s 
recommendations are relevant to many aspects 
of the Ministry’s initiatives and will be incorpor-
ated into project work plans and timelines. 

A key theme in this audit is the careful 
stewardship of resources supported by taxpay-
ers for the purpose of delivering health care at 
home. This is central to the goals outlined in 
the Action Plan and the Ministry appreciates 
the Auditor General’s work and advice in this 
priority area.

OVERALL RESPONSE FROM CCACs 
AND THE ASSOCIATION

Community Care Access Centres (CCACs) 
appreciate the Auditor General’s time and effort 
in reviewing Ontario’s home and community 
care sector. Building on work CCACs have begun 
and taking into account the valuable insights 
offered by the Auditor General will strengthen 
patient care.

CCACs are well positioned to transform the 
home and community care system. However, 
the legislative framework supporting CCACs 
has not changed in 20 years and has not evolved 
to reflect the increasing complexity of patient 
needs and higher volume. While funding for 
home and community care has been increas-
ing over the last decade, there are historical 
discrepancies, which create inconsistency in 
patient care. Also, the way CCACs receive fund-
ing prevents effective planning of resources and 
multi-year forecasting. Progress in establishing 
new best practices for providing care is ham-
pered by the inability to renegotiate contracts 
with service providers. 

The number of acute-care hospital beds 
and complex-continuing-care beds in Ontario 
is lower today than it was 25 years ago. CCACs 
alleviate pressure on other institutions, where 



Special Report18

This was 28% more than CCACs received in 
the year ending March 31, 2010, and was also 
greater than the funding increases to hospi-
tals, long-term-care homes and the overall 
health system over the same period. The 14 
CCACs reported an overall 26% increase in 
expenses in the same period. The largest 
expense component in their audited financial 
statements, at 62% of total CCAC expenses 
and totalling $1.5 billion for the year ending 
March 31, 2014, was payments to contracted 
service providers. The second-largest com-
ponent, at 20%, was the costs associated with 
CCAC care co-ordinators. The remaining 18% 
comprises costs associated with medical sup-
plies and equipment, direct-nursing programs 
and in-house therapy services (totalling 
10%), and administrative services (at 8%).

Service providers on average spent 82% 
of the funding they received on salaries 
and benefits for staff who directly delivered 
patient services, and on medical supplies and 
equipment (discussed in Section 5.3.1).

The Association’s expenses increased by 
6% over the same period. Most of the Asso-
ciation’s expenses are for shared services, 
including maintenance of a centralized data 
system and development of standardized 
information reports. 

5.1.1 CCACs’ 2013/14 Expenses Up 26% 
Since 2009/10; Association Expenses Up 6% 

Ministry funding to CCACs increased by 28% in the 
period between April 1, 2009, and March 31, 2014. 
This increase outpaced overall health-care spending 
in Ontario in the same period (funding to hospitals 
rose by 11%, to long-term-care homes by 19%, and 
to the overall health sector by 15%). This reflects 
the government’s commitment to expand home and 
community care. 

In the year ending March 31, 2014, using fund-
ing from the Ministry, the 14 CCACs spent a total 
of $2.4 billion, up 26% from the $1.9 billion spent 

in the year ending March 31, 2010. During this 
year, as noted in their audited financial statements, 
CCACs spent 27% of their expenses on salaries and 
wages, 6% on medical supplies and equipment, 5% 
on overhead and 62% on contracted health-service 
providers. Figure 7 shows the financial informa-
tion recorded by CCACs in their audited financial 
statements and in the government’s Management 
Information System (System) between 2009/10 
and 2013/14. 

A summary of the Association’s audited 
statements of operations from the year ending 
March 31, 2010, to the year ending March 31, 2014, 
is shown in Figure 8. The Association receives 55% 
of its revenue from the 14 CCACs, 43% from the 
Ministry, and the remaining 2% from conference 
fees and interest. 

In the year ending March 31, 2014, the Associa-
tion recorded in its audited financial statements 
about $40 million in expenses, representing a 6% 
increase from the year ending March 31, 2010. Sal-
aries and benefits were about $20 million (includ-
ing executive-, administrative-, and project-staff 
compensation). The Association spent most of its 
remaining funding on information technology.

5.1.2 CCACs Spent More Than 60% of Total 
Expenses on Contracted Service Providers

In the year ending March 31, 2014, about 62% of 
CCAC expenses were for contracted health-service 
providers. The 14 CCACs paid them a combined 
total of about $1.5 billion to supply nursing, per-
sonal support and therapy services to Ontarians, 
up 28% from the year ending March 31, 2010. 
Contracted service providers can then use this 
funding to deliver patient services, and pay for com-
pensation and expenses of executives and, in some 
cases, board members (see Section 5.3). With this 
increase in funding, under direction from CCACs, 
service providers delivered 35% more hours of care 
and 10% more service visits to 14% more clients 
than they did in the year ending March 31, 2010. 
The number of patients assessed as having high 
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needs also increased in this period: the number 
of chronic patients (patients with conditions or 
diseases that are persistent or otherwise long-lasting 
in their effects) increased by 89% to 97,000, and 
the number of complex patients (patients whose 
conditions require complex continuous care and fre-
quently require services from different practitioners 
in multiple settings) increased by 77% to 33,000. 

CCACs spent the remaining 38% of their 
expenses on their own staff, including care co-
ordinators, nurses and therapists, and administra-
tive and executive staff, medical supplies and 
equipment, and overhead. (We discuss compensa-
tion of CCAC executive staff in Section 5.2). 

CCACs’ expenses are discussed in more detail in 
Section 5.3.2. 

5.1.3 LHINs Inform CCACs of Annual 
Funding Late in the Year

To effectively plan how to spend provided funds 
and ensure they do not run deficits, CCACs need to 
know at the beginning of each fiscal year how much 
money they have to spend in the upcoming year. 
However, LHINs do not confirm final funding for 
CCACs until well into the year. 

Each CCAC’s annual funding is based on the 
amount it received the year before. In their agree-
ments with CCACs, LHINs indicate the forecasted 
funding amounts for the next two years. But the 
decisions LHINs make to plan for their region’s 
health-care services can result in that amount 
being increased or decreased depending on region-
specific priorities and ministry commitments and 

Figure 7: Summary Financial Information Recorded in the Audited Financial Statements and the Management 
Information System for all CCACs, 2009/10–2013/14 Fiscal Years1

Sources of data: All CCACs

Amount ($ million) % of Overall
2009/10 2010/11 2011/12 2012/13 2013/14 Total Increase (%)

Revenue per audited financial 
statements

1,888 1,996 2,116 2,201 2,389 — 27

Expenses per audited financial 
statements (A)

1,894 1,976 2,118 2,203 2,390 100 26

Purchased services 1,164 1,195 1,315 1,374 1,488 62 28

Salaries, wages and benefits 482 520 548 572 631 27 31

Other 248 261 255 257 271 11 9

Surplus/(Deficit)2 per audited 
financial statements

(6) 20 (2) (2) (1) — 78

Expenses per Management 
Information System (B)

1,880 1,961 2,098 2,183 2,368 100 26

Patient services 1,709 1,776 1,912 1,993 2,172 91 27

Overhead 171 185 186 190 196 9 15

Difference between expenses 
reported in audited financial 
statements and Management 
Information System3 (A) – (B)

14 15 20 20 22 — n/a

1. Each fiscal year begins on April 1 and ends on March 31.

2. Individual CCACs can report deficits in their audited financial statements, even though the Local Health Integration Networks, which provide ministry funding 
to CCACs, require that CCACs balance their budgets annually. The Ministry uses different accounting criteria than financial-statement auditors use when 
determining whether CCACs have balanced their budgets. Therefore, a deficit reported by a CCAC does not necessarily mean that the CCAC did not balance 
its budget.

3. The differences are due to numbers being aggregated differently in the Management Information System (System) than they would be under generally 
accepted accounting rules used in the audited financial statements. The System allows expenses to be reported net of any recoveries; the audited financial 
statements do not.
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initiatives. When the fiscal year begins on April 1, 
those decisions are not finalized, but CCACs must 
proceed with their operations regardless. In 2013 
and 2014, some CCACs were not informed of fund-
ing changes until October—or even later—less 
than six months before the end of the fiscal year on 
March 31. In one case, a CCAC was notified of chan-
ges to its funding for a fiscal year just three weeks 
before that fiscal year ended. 

RECOMMENDATION 1

To ensure Community Care Access Centres 
(CCACs) can properly plan to meet patient-care 
needs, the Ministry of Health and Long-Term 
Care, in conjunction with the Local Health Inte-
gration Networks, should finalize the annual 
funding each CCAC will receive before the fiscal 
year begins or as early in the current fiscal year 
as possible.

MINISTRY RESPONSE

The Ministry agrees with this recommendation. 
The majority of CCAC funding is a base budget 
that continues from one year to the next. The 
Ministry will review its business processes to 

identify opportunities to finalize allocations ear-
lier, and will work with the Local Health Inte-
gration Networks to confirm funding amounts 
for CCACs as early as possible in the fiscal year. 

RESPONSE FROM CCACs

CCACs fully support the recommendation that 
CCACs’ annual funding be received as early as 
possible in, or before the beginning of, the fiscal 
year. Funding is often targeted, one-time only 
and not reflected in increases to base funding. 
These are some of the factors that have led to 
historical discrepancies, and which can lead to 
inconsistency in funding available for patient 
care. Certainty in funding would enable stra-
tegic innovation to implement real change in the 
delivery of services to patients. Inequity in fund-
ing levels, compounded when service enhance-
ments are spread across regions unevenly, 
creates ongoing challenges regarding equitable 
access to care. CCACs believe patients would 
be better served if the province would provide 
multi-year allocations to ensure CCACs have the 
ability to plan and deliver sustainable care. 

Figure 8: Ontario Association of Community Care Access Centres’ Summary Audited Statements of Operations, 
2009/10–2013/14
Source of data: Ontario Association of Community Care Access Centres

Overall
($ 000) Increase/

2009/10 2010/11 2011/12 2012/13 2013/14 (Decrease) (%)
Total Revenue (A) 37,742 37,102 38,745 40,545 40,057 6

Expenses

Salaries and benefits* 10,884 15,545 19,479 20,168 19,765 82

Shared-technology services* 10,629 8,205 8,155 8,897 6,949 (35)

Business-technology infrastructure* 10,496 9,789 8,759 9,625 10,354 (1)

Other* 5,505 2,658 1,736 1,632 2,821 (49)

Total Expenses (B) 37,514 36,197 38,129 40,321 39,889 6

Surplus (A – B) 228 905 616 223 168 (26)

* The Office of the Auditor General of Ontario reallocated some of these expenses to make the five years of data consistent and comparable. Actual amounts 
presented in audited financial statements will differ.
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5.2 Executive Compensation, 
Executive and Board Expenses

SUMMARY: The Committee motion requested 
that we review executive compensation practi-
ces, including expenses of executives and board 
members of the CCACs and of those private-
sector organizations contracted to the CCACs. 

We compared the compensation amounts 
and compensation frameworks for chief 
executive officers (CEOs) and senior execu-
tives at CCACs and their equivalents at the 
nine contracted service providers we visited. 
We also compared the reimbursement of 
expenses to executives and board members in 
CCACs and service providers. 

Although CCACs and service providers 
both serve patients receiving care at home 
or in the community, they are structured 
differently. CCACs are not-for-profit 
provincial government organizations that 
employ mostly care co-ordinators (nurses, 
social workers and other professionals) and 
contract-management staff who direct and 
oversee the contracted home-care services 
delivered to Ontario patients. Service provid-
ers, on the other hand, are private-sector enti-
ties, either for-profit or not-for-profit, under 
contract to CCACs. Some service providers 
are sole-proprietor businesses. In addition to 
providing nursing, personal support and ther-
apy services to patients on behalf of CCACs, 
some also operate in other lines of businesses 
not related to CCACs, some of which are in 
other provinces or countries. Because of these 
differences, the executive team structure 
and the executive staff responsibilities of 
service providers can differ considerably from 
those of CCACs. We found that, on average, 
CCACs pay their executives more than service 
providers do. But their roles are not exactly 
comparable, as CCACs and service providers 
vary in size, mandate and geographic service 
area. For example, among the 14 CCACs, the 

average number of staff the CEO manages is 
470. Among the nine service providers we vis-
ited, the number of staff the CEO-equivalent 
manages ranges from 62 to 4,800. 

In 2012, an external consultant developed 
a compensation framework that was intended 
to help CCAC boards of directors follow a 
common approach to compensating CCAC 
CEOs. The framework spelled out such com-
pensation components as salary ranges and 
performance pay. At the time of our audit, 
all 14 CCACs had agreed to compensate their 
executives according to the framework, but 
three had not yet implemented it and were 
therefore still compensating their executives 
according to their own policies. For non-CEO 
senior executives, there is no single com-
pensation framework across the 14 CCACs. 
We did find, however, that 11 CCACs had 
compensation studies supporting their senior 
executive compensation. 

Board members at CCACs are volunteers 
and do not receive compensation for their 
work, but they can claim for the expenses 
they incur in their work. In the year end-
ing March 31, 2014, the CCACs we visited 
reimbursed an average of $1,600 per board 
member in meal and travel costs. Many of the 
service providers we contacted either did not 
reimburse any expenses in the year ending 
March 31, 2014, or appointed board members 
from among their salaried staff with no policy 
for reimbursing expenses.

5.2.1 Only Limited Comparison of 
CCAC and Service-provider Executive 
Compensation Is Possible 

Executives at CCACs and at service providers have 
different responsibilities and oversee different 
types of organizations; therefore, the executive 
compensation practices of CCACs and their service 
providers are different. 



Special Report22

Each CCAC is a not-for-profit provincial govern-
ment organization governed by a volunteer board 
of directors. The CEO of a CCAC oversees the organ-
ization’s day-to-day operations and is accountable 
to the board of directors. CEOs are responsible for 
staff employed directly by their CCAC and account-
able to the public for the contracted services per-
formed by service providers. Among the 14 CCACs, 
the average number of staff the CEO manages was 
470 as of March 31, 2014. 

Contracted service providers vary far more 
widely in their structure, responsibilities and size. 
They include large organizations that serve several 
different CCACs (and in some cases operate across 
Canada, and may also have other lines of busi-
ness), as well as smaller entities that serve a single 
geographic area. Of the nine service providers we 
visited, five are for-profit organizations, unlike the 
CCACs.

It would be unreasonable to compare the CEOs 
of these larger national organizations with the CEO 
of a CCAC because the service-provider CEO would 
oversee additional business beyond providing 
contracted health-care services in Ontario. CEOs 
of large national organizations are paid higher 
salaries than CCAC CEOs. For instance, the CEO of 
one large multinational service provider we visited 
earned almost $1 million in 2013.

A more reasonable comparison of executives at 
CCACs and service providers would be between a 
CCAC CEO and the person at the service provider 
in charge of business with CCACs in Ontario. 
This CEO-equivalent’s actual title at the service 
provider is often not “CEO,” but “senior vice 
president,” “district executive director” or some 
other designation. We note here that, among the 
nine service providers we visited, the number of 
staff the CEO-equivalent manages ranges from 62 
to 4,800 (compared to the CCAC CEO average of 
470). In Section 5.2.2, we compare the salaries of 
CCAC CEOs and service-provider CEO-equivalents. 
Also, not all service-provider CEO-equivalents are 
directly accountable to the organization’s board of 
directors as CCAC CEOs are. 

5.2.2 CCAC CEOs and Service-provider 
CEO-equivalents Differ in Average Salaries, 
Rates of Salary Increases, Performance 
Pay and Pensions

In 2013, the 14 CCACs paid their CEOs an average 
of about $249,000, representing a 27% increase 
from 2009, as shown in Figure 9. The CEO pay-outs 
in the years between 2009 and 2013 included base 
salary and performance pay, as well as one-off pay-
ments such as signing bonuses, vacation pay, and 
severance pay where applicable. The average CEO 
payout in 2014 was almost identical to that in 2013.

When these one-off payments are excluded, the 
average compensation for CCAC CEOs in 2013 was 
$245,300, still a 27% increase from 2009. Compen-
sation for other CCAC senior executives, not includ-
ing CEOs, increased by 16%, to $156,000 over the 
same period. 

We obtained the salaries of CEO-equivalent and 
non-CEO senior executives between 2011 and 2013 
from the nine service providers we visited. Accord-
ing to them, the average compensation of their 
CEO-equivalent increased by 5%, and their non-
CEO senior executives increased by 11%, over that 
period. In comparison, over the same period, CCAC 
CEOs compensation increased by 9% and CCAC 
non-CEO senior executive compensation increased 
by 11%, as shown in Figure 10 and Figure 11.

Figure 12 summarizes the differences in 
compensation and benefits between the CEOs and 
senior executives at the 14 CCACs and the nine 
service providers we visited. Service providers 
supplied us with the compensation data for the 
individuals they determined to be equivalent in 
position to the CCAC CEO and non-CEO senior 
executive positions. We noted that, according to 
this data, CCACs’ compensation was 43% higher 
for CEOs and 21% higher for senior executives than 
service providers’ compensation for the equivalent 
positions in 2013. However, as noted earlier, their 
roles are not exactly comparable. 

We also found that CCACs in 2013 offered a 
lower percentage of base salary as performance 
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Figure 9: CCAC CEO Payouts1 Before Taxable Benefits, 2009–2013
Source of data: Ontario Association of Community Care Access Centres

Overall
CCAC Increase/

Complexity (Decrease)
CCAC Level 2 2009 ($) 2010 ($) 2011 ($) 2012 ($) 2013 ($) (%)
Champlain 5 183,526 301,666 248,686 247,861 314,991 72

Hamilton Niagara 
Haldimand Brant

5 213,167 250,053 250,053 265,949 300,050 41

South West 5 217,587 259,616 250,000 267,501 288,463 33

North East —-3 227,710 248,149 248,142 260,323 288,000 26

Central 5 180,006 302,321 260,011 260,011 277,610 54

Central West 3 186,7214 205,867 224,569 243,159 267,333 43

Mississauga Halton 3 201,492 382,014 227,136 229,895 246,002 23

South East 3 174,462 185,096 340,167 351,539 235,238 35

Toronto Central 5 188,419 260,067 232,517 233,380 233,539 24

Waterloo Wellington 3 227,994 172,572 234,876 548,924 225,951 (1)

Erie St. Clair 3 169,192 220,752 220,752 220,752 220,752 30

North West —-3 173,013 177,996 180,546 208,774 204,691 18

North Simcoe Muskoka 2 223,974 199,877 199,877 210,678 200,002 (11)

Central East —-3 181,954 182,702 180,769 182,161 181,891 0

Average 196,373 239,196 235,579 266,493 248,894 27

1. Includes base salary, performance pay, signing bonus, vacation pay, and severance pay if applicable.

2. Under a compensation framework established in March 2012, CCAC CEO salary ranges were aligned with the complexity level of the CCAC (with level 1 least 
complex and level 5 most complex). CCAC boards determined complexity based on factors like size of the CCAC’s budget, number of employees, number of 
patients served and population diversity. See Section 5.2.3 for more detail.

3. The compensation framework had not been implemented by the CCAC at the time of our audit, so the complexity level was not determined.

4. Includes $59,220 of consulting fees (as opposed to salary) paid to an interim CEO.

Figure 10: Average Annualized Salaries of 14 CCAC 
CEOs and Nine Service-provider CEO-equivalents,  
2011–2013
Sources of data: All CCACs and selected service providers
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Figure 11: Average Annualized Non-CEO Senior 
Executives’ Salaries at 14 CCACs and Nine Service 
Providers, 2011–2013
Sources of data: All CCACs and selected service providers
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pay for both their CEOs and senior executives com-
pared to the eight service providers that offered 
performance pay.

With respect to pensions, CCAC employees are 
members of a defined-benefit pension plan called 
the Healthcare of Ontario Pension Plan. Pension 
plans varied at the selected service providers, and 
some did not have pension plans. 

5.2.3 Three CCACs Did Not Follow Common 
CEO Compensation Framework 

Initially, the Ministry set the compensation frame-
work for CCAC CEOs. The Community Care Access 
Corporation Act was amended in 2006 to allow 
CCACs to independently establish their CEO salar-
ies and benefits beginning April 1, 2009. Six CCACs 
developed their own compensation frameworks 
(either internally or with the help of a consult-
ant), while eight purchased and agreed to follow a 

common consultant-developed framework called 
the Executive Director Compensation Review. In 
2012, a compensation framework called Principles 
and Guidelines for CCAC CEO Compensation was 
developed by an external consultant engaged by a 
group of CCACs, so that all their boards of directors 
would handle their CEO compensation (including 
salary ranges and performance pay) uniformly and 
consistently. Between 2009 and 2013, CCACs and 
the Association had spent a total of about $360,000 
to purchase compensation frameworks. 

Figure 13 shows the CCAC CEO salary ranges 
in effect between 2009 and 2013 under the Execu-
tive Director Compensation Review (May 2008 and 
December 2008) and the Principles and Guidelines 
for CCAC CEO Compensation (March 2012). 

The maximum CCAC CEO salary amount in the 
recommended ranges increased from $180,000 
before April 2009 to $226,000 for some and 
$260,000 for others in April 2009, and then again 

Figure 12: Summary of Differences in Compensation and Benefits Between CCACs and Selected Service 
Providers, 2013
Sources of data: All CCACs and selected service providers

14 CCACs Nine Service Providers
Average CEO or CEO-equivalent annualized 
salary, including performance pay, but 
excluding taxable benefits

$245,300 $171,400

Annual maximum performance pay allowed for 
CEOs or CEO-equivalents

19% of base salary 40% of base salary*

Average non-CEO senior executive annualized 
salary, including performance pay, but 
excluding taxable benefits

$156,000 $128,700

Annual maximum performance pay allowed for 
non-CEO senior executives

4% of base salary 35% of base salary*

Pension plan Healthcare of Ontario Pension Plan 
(HOOPP), a defined-benefit plan

Mix of no pension, defined-benefit 
plan, and defined-contribution plan

Perks • 5 CCACs gave their CEOs car 
allowances ranging from $7,800  
to $10,200 per year. 

• 1 CCAC also gave its CEO a travel 
allowance of at least $9,000 per 
year with no cap.

• 8 CCACs did not pay any car 
allowances.

• 4 service providers gave their 
CEO-equivalents car allowances 
ranging from $6,000 to $20,400 
per year.

• 5 service providers did not pay 
any car allowances.

*  Based on data from eight of the nine service providers; one service provider reported that it did not pay its executives bonuses for performance.
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to $351,000 in January 2012. In effect, the top of 
the CCAC CEO salary range increased by 95% from 
2009 to 2013. However, because no CCAC CEO was 
paid at the top of the salary range in 2013, none of 
the CCAC CEOs had a 95% pay increase between 
2009 and 2013. The largest pay increase over that 
period was about 70%.

While all 14 CCACs agreed to put in place the 
common CEO compensation framework, one 
was still in the process of implementing it but 
had not completed doing so, and two had not yet 
implemented it at the completion of our audit. 
One CCAC that had not implemented it believed 
this framework did not fairly take into account the 
unique environment it operated in (it was located 
in a designated bilingual area and had an Aborig-
inal population). Nevertheless, the 2013 salary of 
this CCAC’s CEO was within the overall pay range 
recommended in the framework.

Under the framework, the salary range of a 
CCAC CEO was to be aligned with the complexity 
level of each CCAC. As Figure 14 shows, five levels 
of complexity were established, with level 1 being 
the least complex and level 5 the most. The corres-
ponding salary ranges were based on CEO compen-
sation in what the external consultant considered 
to be comparable entities, including community, 
complex-continuing-care, and rehabilitation hos-
pitals. Figure 9 shows the complexity level of each 
CCAC, determined by each CCAC’s board using 
factors such as size of budget, number of health-
care professionals employed, number of patients 
served, and population diversity. Of the CCACs 
that had implemented the framework at the time 
of our audit, one was classified as level 2, five as 
level 3, and five as level 5. The framework provided 
for up to 10% of the base salary to be designated as 
“pay-at-risk” (meaning that up to 10% of the base 

Figure 13: Recommended CCAC CEO Salary Ranges, with Average, Minimum and Maximum Actual Annualized 
Salaries, 2009–2013
Sources of data: Ontario Association of Community Care Access Centres, all CCACs

Actual Annualized
Salary Range # of CCACs that Accepted CEO Salaries ($ 000)

Year Recommended ($) Authority the Framework (out of 14) Avg. Min. Max.

2009

Before April 1: 
160,000–180,000

Ministry of Health and  
Long-Term Care

14/14

192 169 229
After April 1: 
166,000–226,000

Executive Director a Compensation 
Review (May 2008)

3/14b

170,000–260,000
Executive Director a Compensation 
Review—Revised (December 2008)

5/14b

2010
166,000–226,000

Executive Director a Compensation 
Review (May 2008)

4/14b

215 179 270
170,000–260,000

Executive Director a Compensation 
Review—Revised (December 2008)

4/14b

2011
166,000–226,000

Executive Director a Compensation 
Review (May 2008)a 4/14b

224 181 260
170,000–260,000

Executive Director a Compensation 
Review—Revised (December 2008)

4/14b

2012 145,000–319,000
Principles and Guidelines for CCAC 
CEO Compensation (2012)

14/14, but 3 had not yet 
implemented it as of January 2015

245 182 275

2013 145,000–319,000
Principles and Guidelines for CCAC 
CEO Compensation (2012)

14/14, but 3 had not yet 
implemented it as of January 2015

245 182 300

a. Prior to 2009, the top executive position at CCACs (now known as Chief Executive Officers) was titled Executive Director.

b. The remaining six CCACs developed their own compensation frameworks instead of accepting the recommendations of the Executive Director Compensation 
Review (May 2008) or Executive Director Compensation Review—Revised (December 2008).
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salary is withheld, to be paid only when the CEO 
achieves pre-determined expectations each year), 
plus an additional performance payment of up to 
10% of the base salary for CCAC CEOs who achieve 
“significant strategic and operational goals.” Each 
CCAC board may determine to apply pay-at-risk 
or performance pay, or both. Therefore, the max-
imum compensation amount that a CEO can earn 
in a level 5 CCAC is $351,000 a year, compared to 
$244,000 a year for the CEO of a level 2 CCAC. 

The Broader Public Sector Executive Compensa-
tion Act, 2014 came into force on March 16, 2015, 
subsequent to the completion of our audit. This Act 
enables the government to establish compensation 
frameworks for executives such as CEOs and vice 
presidents at designated broader-public-sector 
entities, including CCACs. It is unclear whether the 
CCAC CEO compensation framework will change as 
a result of this.

CCACs follow different compensation frame-
works for non-CEO senior executives. There is no 
single standard compensation framework for non-
CEO senior executives across the CCACs, which 
average five senior executives each. Non-CEO 
senior executives carry titles such as senior direc-
tors and vice presidents, and they manage various 
operational areas, including corporate services, 
client services, and quality and performance man-
agement. The CEO determines compensation for 

these senior executives, with consideration given 
to the geography, market rates and comparable 
compensation in other similar organizations. Across 
the 14 CCACs, three did not have any compensation 
study supporting their senior executive compensa-
tion, and 11 did. Of those 11, two followed two 
different compensation studies and are using 
those; the remainder did not. The overall pay range 
in 2013 for the 14 CCACs’ senior executives was 
$118,000 to $190,000.

5.2.4 Service Providers Used Different 
Compensation Frameworks

Overall, CEO-equivalent and senior executive com-
pensation practices varied among the nine service 
provider organizations we visited during the audit. 
Six followed compensation frameworks for their 
executives (both CEO-equivalents and senior execu-
tives), and three did not. 

Since service providers are independent busi-
nesses that have other sources of revenue besides 
funding from CCACs, their CEO and senior execu-
tive compensation frameworks are different from 
the CCACs’. Some of the differences in service 
providers’ compensation policies include remuner-
ating employees based on employee experience 
and using market salary rates that are updated 
at various times. In comparison, the CCACs’ CEO 

Figure 14: Salary Bands and Organization Complexity Level for CEOs of CCACs
Source of data: Ontario Association of Community Care Access Centres

Organization Base Salary ($ 000)1 Target Total Compensation ($ 000)2

Complexity Level Minimum Median Maximum Minimum Median Maximum
5 236 278 319 260 306 351

4 209 246 283 230 271 311

3 185 218 250 204 240 275

2 164 193 222 180 212 244

1 145 171 196 160 188 216

1. As explained in this section, up to 10% of the base salary can be withheld, only to be paid if the CEO achieves certain expectations. The CCAC’s board 
decides whether to apply the pay-at-risk option and what percentage (up to 10%) to withhold. The base salary amounts in this figure are what CEOs are paid 
if nothing is withheld—that is, if boards do not apply the pay-at-risk option, or if they do and the CEO achieves all expectations.

2. As explained in this section, up to 10% of the base salary can be added to the CEO’s compensation as performance pay. Again, the CCAC’s board decides 
whether to apply the performance-pay option and what percentage (up to 10%) to add. The target total compensation amounts in this figure include an 
additional 10% of base salary as performance pay.
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compensation framework states that CEO remuner-
ation is based on organizational complexity and 
achievement of expectations and significant goals, 
and does not specify when the salary ranges will be 
reviewed again. 

5.2.5 Reasons Why Various CCAC CEO 
Compensation Actions Were Taken Are 
Unclear

CCAC CEOs’ salaries are fully funded by Ontario 
taxpayers. We noted the following instances where 
it was not clear why some CEOs of CCACs received 
certain compensation amounts. These examples 
demonstrate inconsistent practices in compensating 
CCAC CEOs, both before and after the implementa-
tion of the common CEO compensation framework:

• One CEO received a signing incentive pay-
ment of $45,000 in 2009, representing 25% 
of base salary that year. This is significantly 
higher than the signing incentive payment of 
8% of base pay that was paid to the CEO of 
another CCAC in 2010. The board of direc-
tors in the first case did not document the 
criteria used to arrive at the 25% incentive 
but explained to us that the CEO received the 
signing incentive payment so that his full sal-
ary in that year would be consistent with that 
of other CCAC CEOs.

• One board of directors approved giving its 
CEO a performance payment of $38,300—the 
maximum allowable under the CEO’s con-
tract—for the year ending March 31, 2010, 
even though the CEO did not achieve the 
highest performance rating. 

We also noted three cases where CCAC boards 
of directors approved increases, but their CEOs 
declined them: 

• One CEO declined a board-approved salary 
increase of $50,000 in July 2013 and perform-
ance payments of about 7% for 2012/13 and 
10% for 2013/14, saying the money should 
instead be available to other staff in the CCAC.

• Another CEO declined a performance pay-
ment of more than $15,000 in 2013/14, citing 
the need for prudence in the fiscal environ-
ment at the time.

• A third CEO declined performance payments 
in 2012/13 and 2013/14, also citing the need 
for prudence in the fiscal environment at the 
time. The CCAC did not calculate how much 
the payments would have been. 

RECOMMENDATION 2

To ensure compensation paid to all Community 
Care Access Centre Chief Executive Officers 
(CEOs) is consistent and defendable, all Com-
munity Care Access Centres should follow a 
common CEO compensation framework and 
be required to report any exceptions to their 
respective Local Health Integration Networks.

MINISTRY RESPONSE

The Broader Public Sector Executive Compensa-
tion Act, 2014 (the Act), was proclaimed into 
force on March 16, 2015. This Act enables the 
government to establish compensation frame-
works for executives such as CEOs and vice 
presidents at designated broader-public-sector 
entities, including CCACs. The Ministry will 
work with the Local Health Integration Net-
works and other partners to ensure that there 
is a common and accepted CEO compensation 
framework in place for all 14 CCACs.

RESPONSE FROM CCACs

In April 2014, CCACs adopted a common 
CEO compensation framework developed by 
external experts and based on market compen-
sation across the broader public sector. As of 
April 2015, all 14 CCACs are consistent with 
the common framework. CCACs look forward 
to working with the government in the imple-
mentation of the Broader Public Sector Executive 
Compensation Act, 2014.
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5.2.6 CCAC Executives Incurred 
Fewer Expenses than Service-provider 
Counterparts

We noted that executives at the nine service provid-
ers we visited on average incurred higher expenses 
than their counterparts at CCACs because they 
often had to travel greater distances to perform 
their jobs, with some serving more than one CCAC. 
We found that these higher expenses were reason-
able under the circumstances.

In the year ending March 31, 2014, CEOs at the 
CCACs we visited claimed an average of $8,300 in 
expenses each, compared to an average of $11,000 
claimed by their service-provider counterparts. 
Similarly, CCAC non-CEO executives claimed an 
average of $11,000 each in expenses, compared 
to $16,000 each for their counterparts at service 
providers. Expenses claimed by executives at both 
the CCACs and service providers included travel, 
accommodation, meals, workshops, conferences 
and courses.

We also looked at expense reimbursements for 
boards of directors of CCACs and service provid-
ers, but we could not make a reliable comparison 
because many of the service providers we contacted 
either paid no expenses in the year ending March 
31, 2014, or do not generally reimburse directors 
for expenses because they are internal employees. 
The CCACs we visited reimbursed an average of 
only $1,600 per board member in meal and travel 
costs in the year ending March 31, 2014.

5.3 Direct Patient-care Costs 
SUMMARY: The Committee motion 
requested that we review the operating costs of 
the CCACs. 

In reviewing CCACs’ operating costs, we 
looked at the breakdown of costs between 
direct patient-care costs and costs not directly 
associated with patient care. To do this, it 
was necessary to review how the term “direct 
patient care” is defined in the health-care 

sector and what specific costs are included 
in this definition. How one defines direct 
patient care is significant. Depending on the 
definition used, in the year ending March 31, 
2014, CCACs, including their contracted ser-
vice providers, spent anywhere from 71.5% to 
92% of their expenses on direct patient care. 

Under the CCACs’ definition of direct 
patient care, which is derived from provincial 
guidelines, 92% of CCACs’ total expenses are 
considered to be “direct patient-care costs.” 
To arrive at this figure, CCACs include their 
direct nursing costs and the costs of care co-
ordinators, whose functions do not always 
involve direct interaction with patients but 
can influence patient care. Appropriately, the 
CCACs exclude their own overhead costs in 
their direct patient-care costs. However, they 
also include the full amount they pay to ser-
vice providers, some of which goes to service 
providers’ overhead and profit. (Profits are 
defined as the difference between revenue 
from CCACs and expenses incurred to provide 
CCAC-directed services, reported by both for-
profit and not-for-profit service providers.) 
In other words, while the CCACs separate 
out non-direct patient-care costs (overhead) 
from the portion of total expenses that apply 
to their own operations, they do not follow 
the same logic by separating out non-direct 
patient-care costs (overhead and profit) from 
the portion of total expenses that they pay 
service providers. When service-provider 
overhead and profit are excluded in determin-
ing direct patient-care costs, CCACs spend 
81% (rather than 92%) of their expenses 
on direct patient care under the definition 
derived from the provincial guidelines.

Under a narrower definition, where direct 
patient services include only those activities 
involving direct patient contact, the percent-
age of CCAC spending attributable to direct 
patient care falls to 71.5%. 
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Because care-co-ordinator travel is 
inherent to home and community care, and 
documenting patient-care activity is required 
by professional practice standards, these 
activities could be considered to be part 
of direct patient care even though they do 
not involve direct patient interaction. Once 
they are included in direct patient care, the 
percentage of expenses that CCACs spent 
on direct patient care for the year ending 
March 31, 2014, rises to 72%.

Given that most CCAC operating costs 
are payments to service providers, we also 
looked at how much of these payments 
service providers spent on direct patient care 
versus other cost components. Once overhead 
costs are excluded, service-provider activities 
involve only direct contact with patients. 
Using the narrower definition, we found 
that service providers on average spent 82% 
of CCAC payments they received on direct 
patient care. 

Regardless of the definition used, the pro-
portion of funding that goes to direct patient 
care is only relevant if we know what kinds of 
patient care are most likely to achieve better 
patient outcomes. Neither the Ministry nor 
the CCACs and their Association had ana-
lyzed how given amounts of spending on any 
given patient-care activities correlate with the 
patient outcomes that result. Such analysis 
would help CCACs prioritize their spending, 
allocating sufficient resources and funds to 
the most effective patient-care activities.

5.3.1 Service Providers Spent 13% 
of CCAC Payments on Administrative 
Expenses and Retained 5% on Average as 
Profits

In addressing the Committee’s concern that part 
of CCACs’ funding to service providers could be for 
purposes other than providing direct patient care, 
we examined the composition of the costs for a 

sample of service providers. We received financial 
information from nine service providers (of those, 
five operate on a for-profit basis). Based on either 
the 2013 or 2014 financial information they submit-
ted to us, the breakdown for the service providers is 
as follows:

• 82% of the funding they received from 
CCACs was spent on direct patient services, 
comprised mostly of salaries of nurses and 
personal support workers, and medical sup-
plies and equipment used for patient care.

• 13% was spent on indirect expenses such as 
executive and administrative staff salaries, 
and other administrative expenses.

• 5% went to profit (profits are defined as the 
difference between revenue from CCACs and 
expenses incurred to provide CCAC-directed 
services, reported by both for-profit and not-
for-profit service providers). The operating-
profit margin on CCAC-funded services 
ranged from 3% to 14% among eight of the 
nine service providers. One service provider 
reported a loss of 14% on CCAC work. This 
result is reasonable when compared with 
observations made in an assessment report 
commissioned by the Association, released 
in September 2014, that examined the fee-
for-service market. The report noted that 
Ontario’s home- and community-care service 
providers’ operating margins ranged from 
–4.80% (representing a loss) to 12.75%. 
Some service providers have other lines of 
business that might offset their losses from 
CCAC work.

It is important to note that, although service pro-
viders voluntarily submitted financial information 
to us in a cost-reporting template that we developed 
to facilitate this analysis, we are unable to provide a 
high level of assurance on this information. Because 
we do not have the legislative authority to directly 
audit the contracted private-sector contractors that 
sold services to the CCACs, we were not able to 
perform audit procedures to verify the accuracy of 
this information.
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5.3.2 Definition of Direct Patient Care 
Affects the Calculation of Direct Patient-
care Costs

Figures 15a and 15b provide a breakdown of total 
CCAC expenses by category for the year ending 
March 31, 2014. Overall, 62% of expenses goes to 
services procured from service providers, 30% to 
internal CCAC staffing and administrative costs, and 
8% to medical supplies and equipment. All of these 
amounts include direct patient-care costs. To deter-
mine exactly how much is spent on “direct patient 
care,” it is first necessary to define that term. 

Definition of Direct-care Costs Varies within the 
Health-care Sector 

Within the health-care sector, there is not a uni-
form, agreed-upon definition of the term “direct 
care.” Definitions vary. Sometimes “direct care” 
implies direct interaction with patients, while other 
definitions suggest activities that have a direct 
influence on patient care. 

CCACs and their Association define direct 
patient care as “all costs incurred by CCACs to care 
for patients safely in their homes and communities. 
This care, delivered by CCAC staff and contracted 
service providers, includes care co-ordination, nurse 
practitioner services, pharmacist services, informa-
tion and referral services, personal care, nursing, 
physiotherapy, occupational therapy, dietetics, social 
work, speech and language pathology, as well as med-
ical supplies and equipment.” 

In developing this wording, the CCACs treated 
all client services as defined in the Ministry’s 
reporting guidelines as direct patient care. The 
ministry reporting guidelines are derived from 

Figure 15a: Costs of Patient and Non-patient Services, 
as Defined by CCACs, Year Ending March 31, 2014
Sources of data: Ontario Association of Community Care Access Centres, 
all CCACs

1. Refer to Definitions 3 and 4 in Figure 16.
2. Percentage of patient services costs increases to 72% if care co-ordinator 

travel and documenting patient care activities are classified as patient 
services.

3. Breakdown based on information submitted by nine selected service 
providers accounting for 69% of all CCAC-procured direct services in the 
year ending March 31, 2014. Service providers retained an average profit 
of 5% (see Section 5.3.1); 3% represents the profit as a percentage of 
total CCAC expenditures.

Figure 15b: CCAC Costs for Patient and Non-patient 
Services, Under Alternative Definitions1 of Patient 
Services, Year Ending March 31, 2014
Sources of data: Ontario Association of Community Care Access Centres, 
all CCACs
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the national health-care information reporting 
system developed by the Canadian Institute for 
Health Information, a national agency funded by 
federal and provincial governments that gathers 
and reports information and statistics on health 
care. In this reporting system, health-care entities 
report their costs under the categories of adminis-
trative and support services, and inpatient or client 
services. In compliance with ministry reporting 
guidelines, CCACs and their Association consider 
inpatient or client services as direct patient-care 
costs; in other words, they use the broadest def-
inition of direct-care costs, which extends beyond 
direct interaction with patients.

Figure 16 summarizes the different definitions 
used by other health organizations, including the 
American Association of Critical-Care Nurses and 
the American Physical Therapy Association, as well 
as the definition in the Miller-Keane Encyclopedia 
and Dictionary of Medicine, Nursing, and Allied 
Health. With the exception of the American Physical 
Therapy Association (which uses a definition con-
sistent with that used by CCACs), all other sources 
we examined use a narrower definition of direct 
care, which is limited to only direct contact or inter-
action with patients.

Figure 16: Various Definitions for Direct and Indirect Care Costs
Sources of data: Ontario Association of Community Care Access Centres, CCACs, selected medical literature, and associations

Included in Patient Services Costs?
Definitions

1 2 3 4
Profit earned and overhead expenses incurred by service-provider organizations Yes Yes No No

Costs incurred by service providers that directly affect patients Yes Yes Yes Yes

Continuing education, travel, professional membership, telecommunications, office 
supplies, equipment—care co-ordinators

Yes Yes No No

Presentations in community—care co-ordinators Yes Yes No No

Maintaining patient records—care co-ordinators Yes Yes No No

Assistants to care co-ordinators Yes Yes No No

Managers of care co-ordinators Yes Yes No No

Relationship building, maintaining patient records—direct nursing programs Yes Yes No No

Medical supplies and equipment Yes Yes Yes Yes

Direct interaction with patients—direct nursing programs Yes Yes Yes Yes

Direct interaction with patients—care co-ordinators Yes Yes Yes Yes

Administrative and support activities such as building occupancy No No No No

% of direct patient services in total expense 92 92 71.5 71.5

Definitions:
1 — Direct patient care: all costs incurred by CCACs to care for patients safely in their homes and communities. This care, delivered by CCAC staff and 
contracted service providers, includes care co-ordination, nurse practitioner services, pharmacist services, information and referral services, personal care, 
nursing, physiotherapy, occupational therapy, dietetics, social work, speech and language pathology, as well as medical supplies and equipment.
(Source: CCACs and Ontario Association of Community Care Access Centres)

2 — Direct patient care: the activities in which a therapist participates that have a direct influence on the care of a specific patient or client.
(Source: American Physical Therapy Association)

3 — Direct patient care activities assist the patient in meeting basic needs.
Indirect patient care activities focus on maintaining the environment in which nursing care is delivered and only incidentally involve direct patient contact.
(Source: American Association of Critical Care Nurses)

4 — Direct care: the provision of services to a patient that require some degree of interaction between the patient and the health-care provider. Examples 
include assessment, performing procedures, teaching, and implementation of a care plan.
Indirect care: services related to patient care but that do not require interaction between the health-care provider and the patient. Examples include charting 
and scheduling. 
(Source: Miller-Keane Encyclopedia and Dictionary of Medicine, Nursing, and Allied Heath, Seventh Edition)
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CCAC Definition Attributes a Higher Proportion 
of Costs to Direct Patient Care

For the year ending March 31, 2014, under their 
definition of direct patient care, the CCACs 
reported that, overall, 92% of their expenses were 
for direct patient care. 

Individual CCACs reported direct patient-care 
costs ranging from 89.9% to 93.8%, as shown 
in Figure 17. The variance in these percentages 
among the 14 CCACs can be accounted for by the 
fact that each CCAC is an independent entity free to 
spend its money as it chooses. 

We noted that, as the definition requires, CCACs 
excluded their overhead costs in their calculation of 
direct patient-care costs. However, their calculation 
included all of the costs they pay to service provid-
ers, which includes service-provider overhead and 
profit. When service-provider overhead and profit 
are excluded, overall, 81% of CCAC expenses would 
be considered direct patient-care costs.

Alternative Definition Attributes a Lower 
Proportion of Costs to Direct Patient Care

Under a definition of direct patient care that 
excludes activities that do not involve direct patient 
interaction, less spending is attributed to direct 
patient care. In estimating this amount we noted 
the following challenges.

Time Spent by Care Co-ordinators on Direct Patient 
Care across CCACs Not Clear 

Given the importance to CCACs of monitoring 
whether their care co-ordinators are spending their 
time effectively to influence patient outcomes, it 
would be useful if CCACs tracked care co-ordin-
ators’ time in a consistent way. 

In 2009, the Association developed a standard-
ized time-tracking report for care co-ordinators, but 
only one CCAC uses it. Of the remaining 13 CCACs, 
12 developed their own custom reports to monitor 
care co-ordinator caseloads or activities. Unlike the 
Association version, these reports do not capture 
the amount of time the co-ordinator spends in con-
tact with each client. One CCAC does not track any 
aspect of its care co-ordinators’ work.

The Association has no power to compel the 
CCACs to use its standardized report. While the 
Association represents the CCACs, the CCACs are 
accountable to their boards of directors, not the 
Association. The Association notes that these reports 
are not for provincial analysis and data management 
but, rather, are “starter reports” to allow CCACs to 
easily access information about their clients and 
caseloads, and manage daily activities. 

Expenses and Activities Not Involving Direct 
Interaction With Patients Must Be Estimated and 
Excluded

When direct patient care is defined to include only 
those activities that involve direct patient inter-
action, CCACs spent 71.5% of their expenditures 
on direct patient care for the year ending March 31, 
2014, as shown in Figure 16. In reaching this con-
clusion, we excluded the following costs, currently 
included by CCACs in their calculations: 

• Profit	earned	and	overhead	expenses	incurred	by	
service providers: We estimated that a portion 
of CCAC funding to service providers goes to 
the providers’ overhead costs, which include 
taxes, occupancy costs, executive compensa-
tion, office equipment and supplies, and profit. 
(This is discussed in detail in Section 5.3.1.)

• Costs of support activities recorded in care 
co-ordinator costs: These activities include 
continuing education, travel, professional 
memberships, telecommunications, office 
supplies, and the purchase and/or rental of 
equipment.

• Care co-ordinators’ time spent on indirect activ-
ities: We estimated that care co-ordinators 
spent about 40% of their time on such support 
services as making presentations in the com-
munity, reading and responding to internal 
emails, reviewing policies and procedures, 
and maintaining patient records. This esti-
mate is based on a review of raw time data 
recorded in the CCAC information system, the 
only available information to quantify how 
care co-ordinators allocate their time, in a 
sampled month in 2014.
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• Support staff and managers of care co-ordin-
ators: Assistants to care co-ordinators spend 
only part of their time on activities involving 
direct patient contact. Similarly, managers 
of care co-ordinators do not typically provide 
direct patient services at all. 

• Direct-nursing programs: An estimated 60% 
of the CCACs’ costs for delivering nursing 
services directly (rather than through service 
providers) were for nurses and nurse practi-
tioners spending time on travel, relationship-
building and maintenance of patient records. 
This estimate was based on interviews we con-
ducted with over 30 direct-nursing-program 
staff at three CCACs, and time-allocation 
estimates we received from six other CCACs.

Because care-co-ordinator travel is inherent 
to home and community care, and documenting 
patient-care activity is required by professional prac-
tice standards, these activities could be considered 
to be part of direct patient care even though they 
do not involve direct patient interaction. Once they 

are included in direct patient care, the percentage of 
expenses that CCACs spent on direct patient care for 
the year ending March 31, 2014, rises to 72%.

No Analysis Done to Correlate Spending on 
Specific Patient-care Activities to Patient 
Outcomes 

No matter the definition of direct patient care used, 
it is unclear what percentage of their costs CCACs 
should be spending on direct patient care to pro-
duce better patient outcomes. We cannot assume, 
for instance, that having staff spend all their time 
on direct patient contact would automatically 
translate into better patient outcomes. Professional 
development hours, for instance, would not count 
as direct patient care, but might have a significant 
impact on patient outcomes. Similarly, patient out-
comes might be optimized if a CCAC care co-ordin-
ator spends a certain minimum proportion of time 
on in-person or phone interaction with the patients 
and/or their family, but there is no benchmark 
on what this amount of time should be. Neither 

Patient Services Overhead Expenses
Expenses as a % of  as a % of

CCAC Total Expenses Total Expenses
Hamilton Niagara Haldimand Brant 93.8 6.2

South East 92.7 7.3

Champlain 92.2 7.8

Central 91.9 8.1

Toronto Central 91.7 8.3

North Simcoe Muskoka 91.6 8.4

Erie St. Clair 91.5 8.5

South West 91.4 8.6

Waterloo Wellington 91.2 8.8

Central East 91.1 8.9

North East 90.5 9.5

Central West 90.5 9.5

Mississauga Halton 90.4 9.6

North West 89.9 10.1

Provincial Total 91.7 8.3

Figure 17: Patient Services and Overhead as a Percentage of Total Expenses, by CCAC, Year Ending March 31, 2014
Source of data: Ontario Association of Community Care Access Centres
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the Ministry nor the CCACs and their Association 
had analyzed how given amounts of spending on 
specific patient-care activities correlate with the 
patient outcomes that result. This analysis could 
help CCACs prioritize their spending, allocating 
sufficient resources and funds to the most effective 
patient-care activities, whether direct or indirect.

RECOMMENDATION 3

To ensure Community Care Access Centres 
(CCACs) can consistently identify, compare and 
manage care co-ordinators’ time and activities: 

• the Ontario Association of Community 
Care Access Centres, in conjunction with all 
CCACs, should update the standard care co-
ordinator time-tracking report and establish 
benchmarks for time spent on various care 
co-ordination activities; and 

• all CCACs should use the updated standard 
care co-ordinator time tracking report.

RESPONSE FROM CCACs AND THE 
ASSOCIATION

CCACs agree on the importance of measuring 
and tracking the way patient care achieves 
desired results. The Association is in the process 
of establishing benchmarks for time spent on 
various care co-ordinators’ activities, such as 
assessing patients, updating care plans, docu-
menting patient activities and visiting patients. 
The Association anticipates that reports that can 
be used to track and manage care co-ordinators’ 
time and activities will be available in December 
2015. At that time, CCACs will report actual 
data against established benchmarks.

RECOMMENDATION 4

To ensure that funds are allocated where they 
will make the most positive difference for 
patient care, Community Care Access Centres, 

in collaboration with the Ontario Association of 
Community Care Access Centres, should: 

• analyze the relationship between specific 
patient-care activities—whether pertaining 
to direct patient contact or supportive servi-
ces—and patient outcomes; and

• use this information to set resource and 
funding benchmarks for key patient-care 
activities.

RESPONSE FROM CCACs

CCACs, like other health care providers, follow 
prescribed provincial and national reporting 
standards. It is relatively easy to demonstrate the 
value of the time care co-ordinators spend with 
patients. It is more difficult to measure the value 
of all the different supportive services that CCAC 
staff, including care co-ordinators, perform 
to ensure patients get the care they need. By 
December 2015, supported by the Association, 
CCACs will develop a quantitative approach to 
measure how the various care activities contrib-
ute to positive patient outcomes. This approach 
will include an analysis of the types of care pro-
vided and expected patient outcomes. 

Through analysis of the data collected using 
this approach, CCACs will develop benchmarks 
for care activities for specific patient populations. 

5.3.3 Service Delivery Model for Home- 
and Community-care Could Be Streamlined

As described in Section 2.1, there are 14 CCACs 
responsible for direct home- and community-based 
health care in Ontario. Each employs nurses and 
nurse practitioners who provide direct-nursing 
services under three Ministry-directed programs, 
and five CCACs also employ their own therapists. 
In addition, CCACs contract services out to 160 
private-sector service providers that are either for-
profit or not-for-profit.

In such a service-delivery model, administrative 
and overhead expenses are incurred multiple times 
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at each organization, and some service providers 
also profit from the payments they receive from 
CCACs for providing CCAC-funded services. As 
we’ve discussed, the result is that about 72% of 
every dollar in funding is spent on activities that 
involve direct patient contact. This percentage is 
considerably lower than the 92% that the CCACs 
operating under this service-delivery model con-
sider is being spent on direct patient care.

As reforms and reports on health care, includ-
ing home and community care specifically, are 
currently under way in Ontario, this is an oppor-
tune time to assess whether the current delivery 
model—where direct care is spread out over a vast 
array of organizations, some of which profit from 
CCAC-funded services and some of whose services 
could be seen to overlap—could be streamlined for 
the benefit of patients needing effective health care 
at home and in the community. 

RECOMMENDATION 5

To ensure that patients receive equitable and 
high quality home- and community-based 
health care in the most cost-effective manner, 
the Ministry of Health and Long-Term Care 
should revisit the service delivery model that 
currently involves 14 Community Care Access 
Centres and about 160 private-sector for-profit 
and not-for-profit service providers.

MINISTRY RESPONSE 

The Ministry agrees with this recommendation 
to review the current service delivery approach 
for home- and community-care in order to 
ensure patients are receiving equitable and 
high-quality care. Patients First: A Roadmap to 
Strengthen Home and Community Care is the 
Ministry’s first phase in the plan to transform 
the way home- and community-care is delivered 
in Ontario. The plan includes the creation of a 
Levels of Care Framework to ensure services and 
assessments are consistently provided across the 

province, in addition to reviewing the current 
approach for setting CCAC contract fee rates for 
services delivered in the home-care sector by 
service provider organizations. A review of the 
service delivery model will follow this work.

RESPONSE FROM CCACs

CCACs fully support the need to modernize 
home- and community-care and are well pos-
itioned to undertake the transformation. The 
governing legislation is more than 20 years old, 
and existing laws and regulations do not reflect 
the complexity of patient needs, the growing 
volumes, or the complicated purchase-service 
model through which CCACs offer services. 
As the Auditor General notes, CCACs work 
with over 160 service providers and are not 
permitted to engage in a competitive process to 
issue contracts because of a ministry directive. 
CCACs look forward to continuing to work with 
the Ministry in developing and implementing 
a more streamlined and cost-effective service 
delivery model for patients across Ontario.

5.4 Compensation of Nurses 
and Therapists at CCACs and 
Contracted Service Providers

SUMMARY: The Committee motion 
requested that we review the compensation of 
comparable employee positions in CCACs and 
in private-sector service providers with which 
the CCACs contract on a fee-for-service basis. 

The types of employees who are employed 
both at CCACs and service providers are 
nurses and therapists. We compared the 
functions performed by CCAC and service-
provider nurses and therapists, and the com-
pensation paid to them. 

We found that before the Ministry 
directed CCACs to hire their own nurses, it 
conducted no cost-benefit analysis to deter-
mine whether service-provider nurses could 
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do the work assigned to CCAC nurses more 
cost-effectively.

On the nursing side, among the three 
direct-nursing programs, the only viable com-
parison of nurse compensation was in the area 
of rapid response. None of the nine service 
providers we visited have nurses who provide 
mental health and addiction services to stu-
dents at school, and none of the nine service 
providers have nurse practitioners who pro-
vide palliative care to patients at home. 

Both CCACs and service providers employ 
registered nurses. There is some overlap 
in the activities that they perform, but 
overall their functions are different—service-
provider nurses perform “task-driven” 
functions on patients with varying levels of 
needs, while CCAC rapid-response nurses co-
ordinate care for and provide consultation to 
patients with complex needs. We found that 
CCAC rapid-response nurses were paid more 
than service-provider nurses because of the 
higher pay rates their nursing unions negoti-
ated with the CCACs. 

On the therapist side, CCAC and service-
provider therapists perform comparable func-
tions. CCACs paid their in-house therapists 
more than what they paid service providers 
for comparable services.

5.4.1 No Analysis Done on Whether Service 
Providers Could Deliver Direct Programs 

While CCACs have traditionally focused on co-
ordinating care by service providers and commun-
ity support services, they have the legal authority 
under the Community Care Access Corporations Act, 
2001 (Act) to provide direct service as well. The 
Act allows CCACs to provide health and related 
social services, supplies and equipment directly or 
indirectly. 

In September 2011, the Ministry introduced 
three direct-care nursing programs (direct pro-
grams) at all 14 CCACs: rapid response, mental 

health and addiction for students in school, and 
palliative care. The main objective of these new 
direct programs was to meet specific patient needs 
and provide full-time jobs for nurses. Figure 18 
provides program descriptions and goals for each 
of the three direct programs. The CCACs we visited 
agreed that direct-program nurses perform services 
that were previously unavailable to patients.

Since the programs began in September 2011, 
the LHINs have allocated $30 million annually to 
the CCACs to operate these direct programs. This 
funding was intended to cover 126 rapid-response 
nurses, 144 mental-health and addiction nurses, 
and 70 palliative-care nurse practitioners, for a 
total of 340 nurses/nurse practitioners across the 
14 CCACs. The direct programs were part of a 2007 
government commitment to create 9,000 new nurs-
ing positions. 

The Ministry did not conduct any analysis to 
assess whether service providers could provide 
the same services more cost-effectively when it 
requested CCACs to hire professional nursing 
staff to deliver the direct programs starting in 
September  2011.

The CCACs’ expansion of work to include pro-
viding direct-care services was criticized by many, 
including stakeholder groups and service providers. 
Various associations that represent home-care and 
community mental health and addiction service 
providers raised their concerns to the Ministry 
about the decision to place new nurses in CCACs. 
While they supported the investment in principle, 
they were concerned that the new direct programs 
had been developed without first consulting the 
service-provider nursing community. As well, two 
of the associations worried that the new positions 
were placed in the CCACs rather than among 
contracted service providers. In their view, this 
had a negative impact on the resource pool in the 
home- and community-care sectors, and would 
undermine the competitive process for procuring 
nursing services in the future. The Ministry held 
talks with these groups and considered their input, 
but eventually proceeded with implementing the 
programs at CCACs.
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We sought feedback about the direct programs 
from nine service providers, and eight of them 
responded. Most said that, in their view, CCACs 
should be responsible for arranging for care, not 
providing it directly. Their views are consistent with 
the recommendations made in a 2005 independent 
review by former Ontario Health Minister Elinor 
Caplan entitled Realizing the Potential of Home 
Care, which noted that the mandate of the CCACs 
should be amended to remove the provision of dir-
ect services such as nursing, personal support and 
therapies. In Caplan’s view, this change could help 
“avoid a conflict of interest between the CCACs’ role 
as gatekeeper of government funding and decision-
maker on [the] quantity and nature of services to 
be provided.” The service providers also noted the 
following concerns:

• The direct programs create confusion around 
the roles and responsibilities of CCACs and 
service providers.

• One of the direct programs duplicates medica-
tion reconciliation services already offered by 
service providers.

• Service providers provide 24/7 care, while 
many of the direct-care nurses employed by 
CCACs work only standard daytime shifts.

• Service providers face new competition from 
CCACs in their efforts to recruit highly trained 
and educated staff. (However, we found that 
across the 14 CCACs, only about 8% of the 
nurses hired into the direct nursing programs 
had been directly employed by service provid-
ers prior to joining the CCACs.)

Because the Ministry did not conduct any 
analysis to assess whether service providers could 
provide the same services more cost-effectively, we 
compared the cost to deliver the rapid-response 
nurse program at the CCACs with the average 
contract rate that CCACs paid to service providers 
to obtain nursing services. We included all the costs 
incurred to provide all types of nursing services. For 
the CCAC nurses, we included the nurses’ salary 
and benefits, staff education, travel, equipment, 
supplies, telecommunication and other miscel-
laneous items. For the service-provider nurses, we 
included the rate that CCACs pay service providers 
to cover similar items (that is, wages, benefits, 
transportation, and training and development of 
service-provider employees). We found that at the 
three CCACs we visited, it was costing about $60 an 
hour for nursing services delivered by CCAC rapid-
response nurses, compared to about $57 an hour 

Figure 18: Direct Care Nursing Programs—Purposes and Goals
Source of data: Ministry of Health and Long-Term Care

Program Purpose Goal
Rapid Response Nursing 
Program

Focus on care during transition from 
acute care to home care for eligible 
individuals.

Reduce re-hospitalization and avoidable emergency 
department visits by improving the quality of transitions 
from acute care to home care for two population groups: 
medically complex children, and frail adults and seniors 
with complex needs or high-risk characteristics.

Mental Health and 
Addictions Program

Support district school boards to build 
capacity to recognize and respond to 
student mental health and addictions 
issues.

Provide mental health and addiction supports and 
services in an inter-disciplinary team with mental health 
leaders, mental health workers and existing district school 
board staff to children and youth in Ontario’s 72 publicly 
funded district school boards.

Palliative Care Nurse 
Practitioner Program

Provide critical capacity to enhance 
continuity of clinical care co-ordination 
in palliative care across primary care, 
home care, community supports, 
acute and specialty palliative-care 
sectors.

Improve the value of home and community palliative-care 
delivery by contributing to reduced hospital admissions, 
improved pain and symptom management, reduced drug 
costs, increased access to palliative care from primary 
care practitioner and reduced referrals to specialist care.
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for nursing services delivered by service-provider 
nurses with similar credentials. In other words, if 
CCACs had opted to contract out the services to 
service providers, they would have saved approxi-
mately $3 an hour per nurse. 

5.4.2 CCAC Rapid Response Nurses Paid 
More Per Hour than Service-provider 
Nurses 

In the year ending March 31, 2014, CCAC nurses 
were paid a higher hourly wage on average than 
their counterparts at service providers. However, as 
noted earlier, nurses employed at CCACs and at ser-
vice providers perform different functions. Because 
some nurses at service providers are not repre-
sented by bargaining units, and of those who are, 
some belong to different bargaining units than the 
nurses at CCACs, their pay rates differ. At the three 
CCACs we visited, rapid-response nurses earned 
between $39.40 and $43.70 an hour, depending on 
the region. Across the province, on average, CCAC 
rapid-response nurses earned $40.80 an hour. In 
contrast, the nine service providers we visited paid 
their registered nurses between $25 and $34 an 
hour, averaging $30 an hour. 

All CCAC nurses employed in the direct pro-
grams are represented by bargaining units, includ-
ing the Ontario Nurses’ Association, the Canadian 
Union of Public Employees, the Canadian Office 
and Professional Employees Union, and the Ontario 
Public Service Employees Union. In contrast, not 
all registered nurses employed by service providers 
are represented by bargaining units—there were no 
unionized registered nurses at seven of the nine ser-
vice providers we contacted. The service-provider 
nurses who are represented by bargaining units are 
either represented by some of the same bargaining 
units that represent the CCAC nurses, or other bar-
gaining units. There are 14 collective agreements 
covering CCAC nurses. There are 50 collective 
agreements covering those service-provider nurses 
who are unionized.

A number of service providers pointed out that 
the introduction of the direct programs created 
competition for nursing staff and that they were 
unable to match the salaries and benefits offered by 
CCACs. Specifically, while the CCACs received new 
annual funding of $30 million from the Ministry to 
hire the new nurses, service providers told us they 
have had to pay their employees using the same 
CCAC billing rates that have existed since February 
2008, when the Ministry suspended competitive 
procurement of services. 

CCAC nurses have more predictable work 
schedules than service-provider nurses, as some 
service-provider nurses are expected to be on call 
around the clock, but CCAC nurses are not. Incomes 
for CCAC nurses are more predictable because they 
are paid an annual salary while service providers 
usually pay their nurses an amount per visit or 
hour (based on the volume of work ordered by the 
CCACs, which fluctuates). 

5.4.3 CCAC Direct-care Nurses Do 
Different Work than Service-provider 
Nurses

Both CCACs and service providers employ nurses 
with registered nurse designations. However, 
these nurses perform different functions and serve 
patients with different levels of complexity. 

The job of rapid-response nurses is to support 
a safe transition from hospital to home for eligible 
patients. This service is available for 30 days, after 
which the rapid-response nurse will transition 
the patient to care delivered by a service provider 
nurse, where necessary.

Figure 19 shows a typical process for a patient 
likely to receive nursing services after discharge 
from hospital, and identifies the work performed 
by service-provider nurses supplying direct clinical 
services to patients and by CCAC rapid-response 
nurses supplying specialized rapid-response ser-
vices to patients. As mentioned, all of this work is 
performed by registered nurses.
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Patients are eligible for the Rapid Response 
Nursing Program if they have complex needs. This 
includes two population groups exclusive to the 
program: medically complex children, and frail 
adults and seniors with complex needs or high-risk 
characteristics (such as those with chronic obstruct-
ive pulmonary disease or chronic heart failure). 

The care provided starts with a home visit by 
a CCAC nurse within 24 hours of the patient’s 
discharge from hospital. The work includes 
performing physical assessments, counselling, 
medication reconciliation, consultation and care 
co-ordination with other health-care providers. 
Service-provider nurses perform more “task-driven” 
functions with patients such as taking blood 
pressure, performing intravenous injection, and 
applying or changing wound dressing; they do 
not co-ordinate care. In other words, CCAC rapid-
response nurses tend to focus their services on 
patients with complex needs, whereas their service-
provider counterparts serve patients requiring 
differing levels of care—not exclusively those who 
have complex needs. 

None of the nine service providers we visited 
during this audit employ nurses who provide 
mental health and addiction services to students at 
school, and none of them employ nurse practition-
ers who provide palliative care to patients at home. 

5.4.4 CCAC Staff Therapists Paid More 
than Service-provider Staff Therapists 
Because of Geographic Considerations 

We found that, overall, CCACs paid significantly 
more for their therapists than they did for the same 
service from contracted service providers. There are 
generally two reasons why CCACs have historically 
hired their own therapists: to address patient needs 
in large geographic areas with low population dens-
ities where service providers will not supply care, 
and to provide specific services to help improve 
patient outcomes.

In the year ending March 31, 2014, five CCACs 
hired their own clinicians (therapists) including 
dietitians, occupational therapists, physiotherapists, 
social workers and speech language pathologists. 
Collectively, these five CCACs employed about 130 
full-time therapists as of March 31, 2014, with two 
CCACs having almost 90% of the therapists. When 
they had additional demands, the CCACs purchased 
additional services from service providers. 

One of the CCACs we visited was one of these 
five that hired their own therapists. In that region, 
the geographic area was vast and, according to 
the CCAC, because service providers would not 
have a stable work volume to keep their staff fully 
employed, service-provider staff were not always 
available or willing to travel. As noted in Figure 20, 
depending on the discipline, CCAC compensation to 
staff therapists (including travel expenses) in that 

Figure 20: Amounts Paid by One CCAC to its Own Staff and to Service Providers for Therapy Services, Year Ending 
March 31, 2014 
Source of data: One CCAC

Difference Between
Average Costs Paid CCAC Internal Costs

CCAC Internal to Service Providers and Average Costs Paid
Discipline Cost per Visit ($) per Visit ($) to Service Providers (%)
Occupational Therapists 184 131 40

Physiotherapists 114 73 56

Dietitian 167 140 19

Social Worker 177 125 42

Speech Language Pathologist 216 126 71
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Program, Mental Health and Addictions 
Nursing Program, and Palliative Care Nurse 
Practitioner Program).

MINISTRY RESPONSE

The Ministry accepts this recommendation 
regarding the current home- and community-
care service delivery model. The Ministry 
will work with CCACs to evaluate the current 
compensation rates for CCAC direct-nursing 
and therapist staff and determine the most cost-
effective approach for providing this care.

RESPONSE FROM CCACs

CCACs expect to be reviewing compensation 
for both nurses and therapists when collective 
agreements are due for renewal in 2016 to 2018. 
CCACs also review compensation locally, based 
on the appropriate market comparison, includ-
ing considering whether therapist services are 
available from contracted service providers. 

CCACs believe that the direct provision of 
nursing and therapy services offers patients con-
sistency, interdisciplinary focus and a stronger 
connection to primary and hospital care.

5.5 Comparison of Effectiveness 
of Home-care Visits by CCAC Staff 
and Contracted Service-provider 
Staff

SUMMARY: The Committee motion 
requested that we review the effectiveness 
(including cost-effectiveness) of home-care 
visits conducted by staff directly employed by 
the CCACs, compared to those conducted by 
staff employed by private-sector providers con-
tracted by the CCACs.

This motion, along with the motions in 
Sections 5.6 and 5.7, deal with services (up 
to this point, in Sections 5.1 through 5.4, 
the motions have dealt with finances). Our 
overall finding on service provision is that 

region can be up to 71% higher than the average 
costs paid to the service providers (including travel 
costs) based on the actual number of visits made. 
The CCAC was aware of the higher cost, but planned 
to continue employing its own therapists to ensure 
service stability and equity across the region.

Another CCAC has employed its own occupa-
tional therapists as “falls-prevention co-ordinators,” 
responsible for reducing the rate of patient falls. 
These therapists make suggestions to patients on 
the set-up of their homes, among other things, to 
help reduce the risk of falls. This CCAC considers 
the arrangement an experimental initiative. The 
CCAC also envisages that these therapists will help 
advise and train the other care co-ordinators in 
falls-prevention. We compared the salary of the 
falls-prevention co-ordinators with the billing rate 
of the most expensive service provider for occupa-
tional therapy. We noted that the average salary of 
the falls-prevention co-ordinators was 48% higher 
but, as mentioned, these CCAC staff were respon-
sible not only for falls prevention but also for advis-
ing and training CCAC care co-ordinators in this 
area, which typical service-provider occupational 
therapists do not do. 

RECOMMENDATION 6

To ensure that the in-house direct-nursing pro-
grams and therapy services are delivered as eco-
nomically as possible, the Ministry of Health and 
Long-Term Care, in conjunction with the Com-
munity Care Access Centres (CCACs), should:

• study the compensation paid to CCAC direct-
nursing and therapist staff to confirm it is com-
mensurate with the functions performed; and

• incorporate into their assessment of pos-
sible changes to the service-delivery model 
under Recommendation 5 an evaluation 
that includes information from all 14 CCACs 
of whether service-provider organizations 
or directly employed staff would be able 
to more cost-effectively deliver the direct-
nursing programs (Rapid Response Nursing 
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ited in each of these programs, but no bench-
marks are set to measure whether the CCACs 
have serviced a desired number of patients. 
Further, CCACs have not fully assessed 
patient satisfaction with the three direct-
nursing programs. We found that only four of 
the 14 CCACs surveyed patients to determine 
their satisfaction, but only with one or two of 
the programs that CCAC staff provide, not all 
three. Although the Rapid Response Nursing 
Program is designed to provide transitional 
home care to select patients within 24 hours 
of their discharge from hospital, 47% of these 
patients were not seen within 24 hours in the 
year ending March 31, 2014.

As for whether services were duplicated, 
we found that while the rapid-response 
nurses provide medication reconciliation 
services as part of their regular duties, the 
same service is being offered by several other 
programs, with some costing up to 70% more 
than others. CCACs acknowledged that they 
provide medication reconciliation services to 
patients via multiple means, but we could not 
quantify the number of instances where the 
same patient had received this service from 
multiple providers, because none of the three 
CCACs we visited maintained records on this.

With respect to following program guide-
lines, we found that one of the CCACs we 
visited used stricter eligibility criteria for its 
Rapid Response Nursing Program because 
of budgetary concerns, so fewer patients 
received the services that the program was 
designed to provide. Further, because there 
are no caseload targets for the three direct-
nursing programs at more than half of all 
CCACs, there is a risk that patients might 
receive a sub-optimal level of services. For 
instance, a mental health and addiction nurse 
could oversee as few as two cases to as many 
as 61 cases, depending on the CCAC.

When we looked at the effectiveness of 
home care provided by service providers, 

services are delivered differently depending 
on whether CCACs or service providers are 
the direct providers of service and on which 
CCAC and/or service provider is involved. 
Neither the Ministry, the Association nor any 
other party has assessed whether such varia-
tions in service delivery result in patients 
receiving the best-quality services. With the 
reforms and reports on health care being 
worked on in Ontario when this Special 
Report was released, including home and 
community care specifically, it is an oppor-
tune time for such an assessment. This assess-
ment should include determining areas where 
standardizing services would benefit patients 
and ensure equity (so that no patients are 
shortchanged on services simply because of 
where they live) and areas where service-
delivery options should remain flexible.

To assess the effectiveness of home-care 
visits by CCAC staff, we examined whether 
CCACs had developed processes to measure 
whether actual performance in the Rapid 
Response Nursing Program, the Mental 
Health and Addictions Program, and the 
Palliative Care Nurse Practitioner Program is 
progressing toward the stated goals of these 
programs. We also looked at whether there 
were areas where services were duplicated 
and were therefore not being delivered cost-
effectively. We further determined whether 
the CCACs followed program guidelines.

We found that CCACs did not fully meas-
ure their staff’s effectiveness in delivering the 
direct-nursing service, and did not meet the 
program goal in the Rapid Response Nursing 
Program. 

Although CCACs are reporting their actual 
performance in the three direct-nursing pro-
grams against a set of defined performance 
indicators, no targets have been set to help 
determine whether CCACs have achieved the 
expected level of performance. For example, 
the CCACs report the number of patients vis-
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RECOMMENDATION 7

To ensure that medically complex children, and 
frail adults and seniors with complex needs or 
high-risk characteristics receive rapid-response 
nursing services on a timely basis after dis-
charge from hospitals, Community Care Access 
Centres should arrange rapid-response nurse 
staffing schedules, including staffing considera-
tion on the weekend when needed, that take the 
actual times of when patients are discharged 
from hospital into account.

RESPONSE FROM CCACs

Sometimes CCACs are delayed in setting up the 
first visit from a rapid-response nurse because 
a patient and their family may choose to get 
settled back at home before a rapid-response 
nurse visits. CCACs will work with hospitals, 
patients and families to facilitate a timely and 
smooth transition from hospital back home, and 
arrange rapid-response nurse staffing schedules 
based on clinical needs of patients and the pat-
tern of hospital discharges.

we found the most recent contract that the 
CCACs updated in October 2014 included 
new and improved performance indicators 
that better measure the service providers’ 
quantity and quality of services. These 
performance indicators measure whether ser-
vice-provider staff arrived on time, whether 
patients indicated that service-provider visits 
were arranged at a convenient time, and 
whether service providers failed to provide 
any care exactly as it is laid out in a patient’s 
care plan (termed “missed care”). Regarding 
the last performance indicator, we found that 
the three CCACs we visited did not conduct 
audits to verify whether service providers 
accurately reported all missed care. 

5.5.1 Better Monitoring Needed to Assess 
Whether Home-care Services Delivered by 
CCAC Staff Are Effective

About Half of Patients Are Not Visited by Rapid-
response Nurses Within 24 Hours

The standard for the Rapid Response Nursing 
Program is that patients must be visited at home 
within 24 hours following discharge from hospital. 
All 14 CCACs reported that they failed to meet this 
standard for all their patients for the year ending 
March 31, 2014, with four of them not meeting the 
service standard for more than half their patients. 
Across the 14 CCACs, rapid-response nurses saw 
53% of the patients within 24 hours, 19% within 48 
hours, and 28% more than 48 hours after they were 
discharged from hospital. Figure 21 summarizes 
CCAC rapid-response nurse performance against 
the standard in 2013/14, the first year where rapid-
response nurses were fully deployed at all 14 CCACs. 

One CCAC we visited explained that this stan-
dard is not always met because many patients are 
discharged on Fridays, and there is no nursing 
coverage on weekends in some parts of the region. 
This is consistent with our 2010 audit on Discharge 
of Hospital Patients, which noted that more dis-
charges occurred on Fridays than on any other day 
of the week.

Figure 21: Percentage of Patients Not Seen by 
Rapid Response Nurse Within 24 Hours of Hospital 
Discharge, by CCAC, Year Ending March 31, 2014 
Sources of data: All CCACs

% of Patients Not Seen
Within 24 Hours* # of CCACs
90–99 1

80–89 0

70–79 0

60–69 0

50–59 3

40–49 4

30–39 3

20–29 3

less than 20 0

Total 14

* Analysis based on hospital discharge data for all CCACs 
except two, where we used service authorization date instead 
of hospital discharge date. As well, one CCAC provided data 
for only half the year.
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Provincial Eligibility Guidelines for Care and 
Nurse Staffing under the Rapid Response 
Nursing Program Not Consistently Followed

There are provincial guidelines that determine 
patient eligibility for care under the Rapid 
Response Nursing Program. One CCAC we visited 
imposed eligibility criteria that were stricter than 
these provincial guidelines; therefore, fewer 
patients received the transitional services that the 
program was designed to provide. As well, this 
CCAC did not provide services to children with 
complex needs, contrary to the provincial guide-
lines. The CCAC explained that it is difficult to meet 
the provincial guidelines with the existing funding 
level, which it felt did not consider the challenges 
of large, rural and remote areas. As a result, some 
patients leaving hospitals in the area served by this 
CCAC do not receive the same level of service as 
patients leaving hospitals in the other CCACs that 
follow the provincial guidelines.

Provincial guidelines also state that rapid-
response nurses are expected to be available seven 
days a week. However, we found that only one of 
the three CCACs we visited provided seven-days-a-
week service. The other two offered services only 
five or six days a week.

RECOMMENDATION 8

To ensure that patients eligible for rapid-
response nursing are treated fairly and equitably 
no matter where in the province they live, Com-
munity Care Access Centres should follow all 
provincial program guidelines.

RESPONSE FROM CCACs

CCACs will work with the Ministry to evaluate 
whether patient volume and staffing indicators in 
the program guidelines continue to be appropri-
ate. CCACs will monitor whether these indicators 
are met in order to achieve the desired patient 
outcomes of the direct-care nursing programs.

Lack of Service Continuity During Summer 
Months for Students Requiring Mental Health 
and Addictions Nursing Care

School boards have developed their own individual 
approaches to mental health and addictions servi-
ces for students. Since the Ministry introduced the 
Mental Health and Addictions Program in 2011, 
CCAC mental health and addictions nurses have 
needed to work with school boards to complement 
these existing programs. This has meant that the 
work done by CCAC nurses in mental health and 
addictions varies by school board. For example, 
at one CCAC region’s school boards, CCAC nurses 
work one-on-one with students in the schools, 
while the school board mental health workers are 
responsible for program development. In another 
CCAC region’s school boards, CCAC nurses are 
more involved in program development and 
design, not leaving this solely up to school board 
staff. CCACs felt that this approach appropriately 
responds to the local needs and operations of each 
school board. 

We found that, in all CCACs, mental health 
and addictions nurses provided less service over 
the summer break. There were no requirements 
or guidelines regarding service continuity during 
these months while schools were closed, even 
though students’ problems were ongoing. At one of 
the three CCACs we visited, we noted cases where 
students were discharged in June 2014 but their 
mental health and addictions concerns were not 
yet resolved. As well, at two of the three CCACs we 
visited, CCAC management encouraged nurses to 
take summer holidays. These CCACs explained that 
some students were not available or not willing to 
meet with the CCAC mental health and addictions 
nurses during the summer break.

At the three CCACs we visited, the number 
of students served by each nurse dropped in the 
summer months—as much as 53% at one CCAC. 
At these CCACs, we also noted that more students 
were discharged in June, when the school year 
ended, than in any other month in the 2013/14 
school year. Based on survey results from the 11 
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tion we obtained directly from the three CCACs we 
visited and the 11 CCACs we surveyed, home-care 
patients at 12 of the 14 CCACs receive medication 
reconciliation service from MedsCheck in addition 
to similar services provided by the CCAC rapid-
response nurses. Of the remaining two CCACs, one 
uses a third program called Virtual Ward; one indi-
cated that its care co-ordinators, in addition to the 
rapid-response nurse, would conduct a medication 
review with the patient at the initial assessment. 
Furthermore, over half the CCACs spend additional 
funds to provide the same service through yet other 
means. For example, one CCAC hires a pharmacist 
at $255 per patient visit to visit patients at home. 
As well, service-provider nurses are required under 
contract with the CCACs to review patients’ medica-
tions and assess whether patients have all the medi-
cations required for the delivery of nursing services. 

The CCACs we visited did not maintain records 
to identify instances when the same patient had 
received medication reconciliation service from 
multiple providers. 

RECOMMENDATION 10

To ensure the cost-effectiveness of medication 
reconciliation services, Community Care Access 
Centres should review all the ways their indi-
vidual patients can receive these services and 
choose only the most effective and economic 
option for each patient.

RESPONSE FROM CCACs

CCACs apply industry standards for medica-
tion reconciliation and promote safe, effective 
medicine management for patients. CCACs use 
a number of medication reconciliation methods 
tailored to meet patients’ needs, which could 
vary over the time they are under CCAC care. 
For example, more complex patients who are 
considered to be at-risk are educated on the 
use of their medication as part of medication 
management. 

CCACs we did not visit, 53% of patients in one 
CCAC and 66% in another did not get any nursing 
care at all during summer 2014. 

RECOMMENDATION 9

To reduce the risk that the conditions of school-
age children with mental-health issues will 
worsen unnecessarily, Community Care Access 
Centres should consider expanding the avail-
ability of mental health and addictions nursing 
services to school-age children in the summer 
months.

RESPONSE FROM CCACs

CCACs agree that children who need mental 
health and addiction services should have 
consistent access to services. Because patients 
prefer to take vacation and school referrals 
decrease substantially over the summer months, 
fewer students receive mental health and 
addiction nursing services during the summer. 
CCACs will better support school-aged children 
through the summer months by working with 
school boards, hospitals, teachers and other 
community partners to determine ways to 
smoothly transition students in a thoughtful 
way and in the best interests of the children and 
their families after the school year ends. 

Multiple Medication Reconciliation Programs 
Used at CCACs; One Program Costs 70% More 
than Another

The responsibilities of rapid-response nurses 
include “medication reconciliation,” which involves 
taking a patient’s medication history, then inter-
viewing the patient to ensure the medication infor-
mation is accurate to prevent medication errors. 
However, this service is already provided to home-
care patients through the Ministry’s MedsCheck 
program, where pharmacists visit patients at home 
to do this same work. The MedsCheck program 
costs $150 per patient visit. According to informa-
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We also noted that the Ministry had allocated 
five nurse-practitioner positions to each CCAC 
without considering existing resources, population 
need, or anticipated demand for palliative-care ser-
vices. The lack of correlation between the number 
of positions filled and the need for service results 
in further variations in caseloads, and increases the 
likelihood of service not being provided consist-
ently across the palliative patient population. This 
was also noted in our 2014 audit on Palliative Care.

RECOMMENDATION 11

To contribute to direct-nursing programs’ 
improvement, where they are functioning at 
optimal levels and patients are receiving equit-
able level of services, Community Care Access 
Centres should develop staff-caseload bench-
mark ranges and monitor actual results against 
these ranges.

RESPONSE FROM CCACs

CCACs agree that optimal caseloads in the dir-
ect-care nursing programs are important. CCACs 
expect to establish staff-caseload benchmarks 
in October 2015. In late 2015, CCACs expect to 
report actual results against these benchmarks.

CCACs will work with service providers and 
pharmacy partners and develop guidelines for 
more consistent approaches to medication rec-
onciliation. CCACs expect to implement these 
new approaches by March 2017.

Direct-nursing Caseloads Varied Widely
We found that across the province, fewer than half 
of all CCACs had caseload targets for their three 
direct-nursing programs. Without such targets, it 
is difficult to determine whether services are func-
tioning at optimal levels. We also found that case-
loads for the three programs at the three CCACs 
visited varied between April 2013 and September 
2014, as shown in Figure 22:

• Rapid Response Nursing Program—None of 
the three CCACs had established caseload 
targets, and actual caseloads ranged from two 
to 38 patients per nurse.

• Mental Health and Addictions Program—One 
CCAC had not established a caseload target, 
and actual caseloads varied from two to 61 
patients per nurse.

• Palliative Care Nurse Practitioner Program—
Only one CCAC had established a caseload 
target, and actual caseloads varied from three 
to 18 patients per nurse practitioner.

Program Low High Average Target
Rapid Response Nursing Program
CCAC #1 21 38 26 Not established

CCAC #2 2 29 16 Not established

CCAC #3 4 16 10 Not established

Mental Health and Addictions Program
CCAC #1 6 25 17 15–20

CCAC #2 2 31 12 20 or more

CCAC #3 3 61 24 Not established

Palliative Care Nurse Practitioner Program
CCAC #1 10 16 13 Not established

CCAC #2 3 15 10 Not established

CCAC #3 9 18 13 8–14

Figure 22: Staff Caseload by Direct-service Nursing Program in Selected CCACs, April 2013–September 2014
Sources of data: Selected CCACs
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Home-care Effectiveness of the Three Direct-
nursing Programs Not Fully Measured by 
Ministry or CCACs

Performance Indicators Established but No Targets 
Set to Measure Effectiveness 

When the Ministry requested CCACs to directly 
deliver some home-care services in 2011, the Min-
istry and the Association developed some perform-
ance indicators for these services, such as:

• number of patients served;

• number of visits made; and

• time from when service was authorized to first 
visit.

CCACs did not begin reporting their perform-
ance on these indicators until April 1, 2014—three 
years after the introduction of the new home-care 
programs, because CCACs were still recruiting 
qualified staff to some of the direct-nursing pro-
grams well into 2013 and 2014.

CCACs are reporting their performance using 
these indicators, but there are no benchmarks set 
for these indicators. Until benchmarks are set, 
CCACs are only compiling statistics rather than 
assessing whether the programs have achieved 
expected outcomes. 

CCAC-provided home care also does not have 
indicators measuring whether all program goals 
are met. For example, the Palliative Care Nurse 
Practitioner Program has several goals—including 
reduced drug costs, reduced referrals to specialist 
care, and improved pain and symptom manage-
ment—but none of these goals are measured by 
performance indicators. 

As well, CCAC-provided home care does not 
have indicators measuring how often CCAC nurses 
missed making home visits or how often CCAC 
nurses arrived late. In contrast, as described in Sec-
tion 5.5.2, service providers providing home care 
are required to report on these performance indica-
tors that look more closely at quality of service.

Performance Information on Hospital Readmission 
Visits for the Rapid Response Nursing Program Not 
Analyzed

One performance indicator has been established 
that directly relates to the goal of the Rapid 
Response Nursing Program, which is to reduce 
return visits and readmissions to hospital. The 
performance indicator measures the number of 
unplanned times patients return to hospital after 
they receive care from a CCAC rapid-response nurse. 

We found that even though the Ministry collects 
this information from hospitals, it does not analyze 
the overall trends across CCACs to determine 
all the factors involved in the unplanned return 
visits and the extent to which the Rapid Response 
Nursing Program can be shown to have effectively 
lowered readmissions.

CCACs told us that they themselves could not 
track unplanned return visits for rapid-response 
nursing program patients because they could not 
access this hospital information. The Ministry could 
help make the information available to CCACs but 
was not doing so at the time of our audit. 

We obtained the hospital-return-visit data from 
the Ministry for the three CCACs we visited and 
analyzed it. The data, from June 2013 through 
September 2014 (the most recent data available 
at the time of the audit), indicated that the Rapid 
Response Nursing Program had made a small 
impact on reducing hospital return visits. The 
CCACs did not know why the program was not 
more effective in reducing hospital return visits. 
Specifically, 21% of patients who received CCAC 
rapid-response nursing services were readmitted to 
hospitals within 30 days of discharge compared to 
24% of patients who did not receive the services; 
but 37% of patients who received these services 
visited hospital emergency rooms within 30 days 
of discharge compared to 36% of patients who 
did not receive the services. These results could 
indicate that patients were prematurely discharged 
from hospital. The Ministry also indicated that a 
potential contributor to these results is that rapid-
response nursing program patients have more 
complex health issues. 
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The Ministry noted that more current data than 
September 2014 is available, but it is still subject to 
review and will not be finalized until summer 2015. 
Therefore, the effectiveness of the Rapid Response 
Nursing Program with respect to this performance 
indicator could not be fully determined at the time 
of our audit. 

Few CCACs Surveyed Patients to Measure Program 
Effectiveness

Only four of the 14 CCACs (one of which we visited) 
surveyed patients to determine their satisfaction 
with home-care visits by CCAC staff through the 
direct programs. However, these CCACs surveyed 
patients being served by only one or two of the 
programs that CCAC staff provide, not all three. 
One CCAC we visited surveyed patients and family 
members receiving palliative-care nursing services. 
The survey was conducted in March 2014 and had a 
response rate of 53%. Respondents were concerned 
about the lack of coverage over weekends and holi-
days, and the number of visits provided. They also 
noted there was confusion over the roles of the vari-
ous caregivers and agencies involved. In response 
to these concerns, the CCAC was adjusting the 
way it delivered these services—such as ensuring 
that the nurse practitioner and other members of 
the palliative care team responsible for the patient 
communicate more, and increasing the number of 
visits from the nurse practitioner—but had not fully 
implemented all the changes at the completion of 
our audit.

RECOMMENDATION 12

To fully measure the effectiveness of the direct-
nursing programs (Rapid Response Nursing 
Program, Mental Health and Addictions Nursing 
Program, and Palliative Care Nurse Practitioner 
Program) at individual Community Care Access 
Centres (CCACs) and on a provincial level, the 
Ministry of Health and Long-Term Care should: 

• make available to CCACs data on hospital 
readmission and emergency room visits so 

they can individually monitor their own 
programs’ success; 

• analyze province-wide the readmission 
trends for patients who have received rapid-
response nursing services; and

• establish targets for the performance indica-
tors developed for all three programs.

MINISTRY RESPONSE

The Ministry agrees with this recommendation 
aimed at measuring the effectiveness of the dir-
ect-nursing programs at individual CCACs. The 
Ministry will work with CCACs and other rel-
evant partners, including the Local Health Inte-
gration Networks (LHINs), to provide relevant 
data on hospital readmission and emergency 
room visits for the various direct-nursing pro-
grams. This will better enable individual CCACs 
to monitor their progress on these indicators. 

The Ministry will also analyze data on hospi-
tal readmission and emergency room visits with 
the goal of assessing the effectiveness of the 
rapid-response nursing program at the provin-
cial level by the end of 2016. 

Additionally, the Ministry will work with 
the LHINs to set targets for the performance 
indicators that have been developed and 
ensure appropriate monitoring of performance 
to measure effectiveness of the three direct-
nursing programs in CCACs.

RESPONSE FROM CCACs

CCACs fully support the need for timely access 
to data to measure the effectiveness of the dir-
ect-care nursing programs. CCACs look forward 
to working with the Ministry and the LHINs to 
access in a more timely way hospital data on 
readmissions and emergency room visits.
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5.5.2 Effectiveness of Home-care Visits by 
Service-provider Staff Not Fully Verified

Enhanced Performance Indicators in Service-
provider Contracts

Home-care visits by service-provider staff are 
governed by contracts between the providers and 
the CCACs. The October 2012 standard contract 
included performance indicators such as service 
volume and patient satisfaction. Service providers 
submit their data on contract performance indica-
tors quarterly.

The CCACs updated the contract in October 
2014 to include new performance indicators that 
better measure the service providers’ quantity 
and quality of services. These included whether 
patients indicated that service-provider visits were 
arranged at a convenient time and whether the 
service-provider staff arrived on time. The CCACs 
also clarified the definition of the “missed-care” 
indicator (this indicator captures any ways in which 
service providers do not provide care exactly as it is 
laid out in a patient’s care plan). 

CCACs have set targets for only some perform-
ance indicators. For example, at the time of our 
audit, they did not have targets for missed care, as 
they needed to study service and performance data 
received from service providers to establish base-
lines from which to derive the targets. The CCACs 
expected to have this work completed by fall 2015.

CCACs Could Do More to Verify Service-
providers’ Reported Results

CCACs need to verify the information that service 
providers submit quarterly on the contracted per-
formance indicators to ensure it is reasonable and 
accurate. 

CCACs can readily verify some of this perform-
ance information. For example, each CCAC sets 
its own target for service providers’ acceptance of 
referrals, and most require that service providers 
accept 95% of the referrals. (CCACs would reassign 
any referrals not accepted to another service 
provider.) Service providers must enter their 

acceptance or rejection of a referral into a computer 
system that is shared between service providers and 
the CCACs; the CCACs can easily verify this infor-
mation and do. Eight of the nine service providers 
we visited had met their referral-acceptance targets 
for the year ending March 31, 2014. 

However, CCACs cannot readily verify some 
performance information, such as missed care (the 
number of times the service provider does not pro-
vide care exactly as it is laid out in a patient’s care 
plan). At the time of our audit, the CCACs had not 
conducted audits to verify the missed-care infor-
mation reported; instead, they relied on patients 
and their caregivers to notify the CCAC care co-
ordinators if service-provider staff had not provided 
specific care as required. Even though the CCACs 
asked patients via a satisfaction survey whether the 
service provider arrived on time, the survey did not 
include a specific question on whether the service 
provider ever failed to provide the exact care specif-
ically laid out in the patient’s care plan.

RECOMMENDATION 13

To confirm that service providers deliver high-
quality services to patients at home, Community 
Care Access Centres should: 

• establish performance targets for occur-
rences of missed care; and 

• determine, through contacting patients, for 
example, whether over an agreed time per-
iod service providers failed to provide care in 
accordance with the patients’ care plans. 

RESPONSE FROM CCACs

CCACs encourage patient input into the achieve-
ment of their care plans. In January 2015, CCACs 
clarified the definition of missed care and began 
collecting data on the refined definition. CCACs 
expect to establish performance targets for 
occurrences of missed care by fall 2015. 

By September 2015, CCACs will begin using 
a revised survey questionnaire to measure how 
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well service providers are adhering to patient 
care plans. The revised survey questionnaire 
will include questions to patients to validate 
service-provider-reported missed care. CCACs 
expect to analyze survey results from across the 
province by June 2016.

5.6 Existing Contracts between 
CCACs and Service Providers 

SUMMARY: The Committee motion 
requested that we review the existing contracts 
between CCACs and their service providers 
delivering community care. 

We looked at how CCACs procured servi-
ces from private-sector organizations that can 
be either for-profit or not-for-profit. We also 
reviewed the changes to contracts since 1997 
and analyzed billing rates across the province.

In 2008, the Ministry suspended competi-
tive bidding for home-care contracts, because 
the Ministry indicated that patients were 
concerned about losing their existing support 
workers whenever a competitive procurement 
process resulted in their service providers 
being replaced. 

In 2012, the Ministry allowed limited 
competitive procurement under very specific 
conditions, such as when a CCAC termin-
ates a contract due to poor service-provider 
performance and is unable to reallocate this 
work to another already-contracted service 
provider. Between 2012 and 2014, three of 
the 14 CCACs terminated contracts due to 
poor service-provider performance. These 
CCACs did not need to conduct competitive 
procurement because they were able to 
reallocate the work. 

We found that contracts changed sig-
nificantly in October 2012. The number of 
contracts was reduced by 40% because, 
where CCACs had multiple contracts with a 
service provider for different services, they 
consolidated them into one contract per ser-

vice provider to cover the multiple services. 
The October 2012 contract had a two-year 
term and included a number of provisions 
requiring the CCACs to monitor and manage 
the service providers’ performance. When the 
latest contracts were signed in October 2014, 
the contracts’ two-year term was lifted—the 
current contracts have no expiry date. The 
current contracts also include new perform-
ance indicators for service providers to report 
on quarterly, as explained in Section 5.5.2. 
CCACs included targets for some of these 
indicators but not for all of them.

We further confirmed that service-
provider billing rates are inconsistent across 
Ontario. These rates were carried forward 
from the much older contracts and, with few 
exceptions, were not changed when contracts 
were standardized in 2012. Even when ser-
vice providers are providing the same service, 
the rates CCACs pay them vary significantly, 
both across CCACs and within the same 
CCAC. Following an external review of these 
billing rates, CCACs and the Ministry began 
discussions on the best approach for a transi-
tion to harmonized billing rates. There is no 
time frame for the expected implementation 
of rate harmonization in Ontario.

5.6.1 No Competitive Bidding in Service 
Procurement 

Figure 23 outlines key events relating to CCAC 
service procurement between 1997 and 2014. 

CCACs once followed a competitive process to 
procure services. In February 2008, the Ministry 
suspended this process. As noted in our 2010 audit 
of Home Care Services, patients noted that they 
were concerned about losing their existing sup-
port workers if a competitive procurement process 
resulted in a change of service provider. 

In September 2012, the Ministry announced 
that all CCACs would have to move from a competi-
tive process to a contract-management approach, 
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which requires them to focus on managing and 
monitoring the performance of service providers to 
ensure they achieve the performance measures in 
their contracts. The Ministry expected this would 
improve home care by setting quality expectations 
for existing providers. The Ministry allowed com-
petitive procurement of services only when a CCAC:

• had to deal with new services, new volumes 
and/or other exceptional circumstances; 

• had to terminate a service-provider contract 
for poor performance but could not reallocate 
the work to its other service providers; or

• could not come to an agreement with a ser-
vice provider but also could not reallocate the 
work to its other providers.

Three of the 14 CCACs terminated service-
provider contracts for poor performance between 
2011 and 2014. However, no new services were 
competitively procured because, as per the Min-
istry’s stipulation, the CCACs were able to reallocate 
the work to their other existing service providers. 

5.6.2 New Standard Contract in 2012 and 
Continuous Contract Term in 2014

In 2012, the Association finished developing a stan-
dard, two-year contract for every service provider 
and CCAC to use. This contract went into effect in 
October 2012, replacing all previous contracts. 

Figure 23: Chronology of Procurement Decisions between 1997 and 2014
Sources of data: Ministry of Health and Long-Term Care, Ontario Association of Community Care Access Centres, and selected CCACs

Date Event
1997 Managed competition for CCACs introduced—all CCACs required to acquire client services through a competitive 

procurement process. CCAC staff ceased performing front-line services over a three-year period. 

2002–2003 As part of CCAC reform, competitive bidding was suspended while the Ministry reviewed the procurement policy. 

Jul. 2003 The Ministry issued new CCAC procurement policies and procedures on, among other things, standard 
contracts, contract length, volume bidding and awarding. 

Nov. 2004 The Ministry suspended the competitive procurement process in anticipation of a review of home-care 
procurement that was released in May 2005. The review found the following:
• Some argued that the procurement model led to a focus on profits, with lower quality of care and less co-

operation among providers.
• There was a lack of consistent and accessible information needed to measure quality of home care.
• The procurement process did not adequately reflect the quality and capability of a service provider to meet 

the required standard of care.
• Some argued that the competitive procurement process led to instability in the system and disruption to 

clients. 

Jan. 2007 The Ministry issued revised CCAC procurement policies and procedures, thereby signaling a re-start of 
competitive bidding in July 2007.

Feb. 2008 The Ministry again suspended the competitive procurement process because the Ministry heard that patients 
were concerned about losing their existing support workers whenever competitive procurement resulted in a 
change of service provider.

Sep. 2012 The Ministry issued CCAC Contract Management Guidelines detailing the exceptional conditions for allowing 
competitive bidding and the processes to follow in those cases. 

Oct. 2012 CCACs renewed all contracts for a two-year period using standard templates for the provision of nursing, therapy 
and personal support services. The contracts included strengthened accountabilities related to performance. 

2013 The Association commissioned an external consultant to review the billing rates of service providers. The report 
recommended a 5.15% increase to the overall CCAC budget and a 10% increase to the weighted average 
billing rate for nursing and personal-support-worker services. 

Oct. 2014 All contracts for nursing, therapy and personal support services were renewed with no end date or rate 
increases. The Association indicated that contract billing rates may be amended subsequent to a rate review.
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The previous contracts, some of which were 
entered into before 2004, had different perform-
ance requirements, which were inherited by the 
14 CCACs from the original 42 CCACs. As part of 
contract standardization, many service providers 
that operated under multiple contracts for different 
services were awarded single contracts covering all 
of their different services. As a result, the number of 
contracts fell to 264 from 440, a reduction of 40%. 

The new contract terms covered mandatory 
service-provider requirements, CCAC monitoring 
requirements and termination clauses. As well, a 
performance-standards schedule was updated to 
include more client-focused performance indicators 
for service providers to report on to the CCACs. 

In October 2014, the CCACs renewed the con-
tract with all of the service providers, with two 
changes:

• New standard performance indicators were 
added, most of them with standardized tar-
gets for service providers to achieve.

• The contract term, previously of two years, 
was changed to be continuous. The contract 
would end only if the CCAC or service pro-
vider terminated it. 

The service providers agreed to sign this new con-
tract. Appendix 2 outlines the key contract terms.

5.6.3 Billing Rates Varied by Service 
Provider and CCAC

Because billing rates have not changed since Febru-
ary 2008, they continue to vary (something we also 
noted in our 2010 audit on Home Care Services). 
Many service providers continue to be paid accord-
ing to the original rates agreed to in contracts nego-
tiated with the CCACs before the CCACs merged in 
2007. These rates vary significantly, even when paid 
for the same types of services. In some cases, the 
same service provider is paid different rates by the 
same CCAC for the same service. 

Billing rates paid to service providers are 
intended to cover all of the costs and expenses 
of supplying services, including wages, benefits, 

transportation, and training and development of 
service-provider employees. Even though the con-
tract between the service provider and the CCAC 
allows CCACs to obtain financial information from 
the service providers, they have not in fact obtained 
sufficient information to identify the key factors 
that affect the providers’ cost of delivering services. 
As a result, they cannot determine if the rates they 
pay service providers fairly reflect the costs of deliv-
ering home- and community-based care. 

The only cases where billing rates have changed 
since 2008 are the following: 

• Thirteen CCACs adjusted their service-pro-
vider billing rates for personal-support work-
ers between 2010 and 2012 to reflect a change 
in the Employment Standards Act regarding 
public-holiday pay for casual workers. (One 
CCAC has already reflected the legislative 
requirement in its personal-support workers’ 
billing rates.) 

• The province’s physiotherapy reform in 2013 
resulted in most CCACs revising their billing 
rates or implementing new billing rates for 
physiotherapy services.

• Two CCACs incorporated the travel costs of 
contracted therapists into billing rates. 

We found in our review of a sample of the con-
tracts in effect at the three CCACs we visited that, 
in certain service categories, the top billing rate 
was more than double that of the lowest rate, as 
illustrated in Figure 24. As well, the same service 
provider could charge different rates for the same 
service within the same CCAC because its billing 
rates were determined before the CCACs amalgam-
ated. For instance:

• We noted that a service provider for one 
CCAC charged three different per-visit rates 
for nursing services, ranging from $58.20 
to $70.60, depending on the areas served. 
We also noted that one provider of personal-
support services charged $48.98 per hour 
in one area and $29.50 per hour in another 
within the same region.
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• In another CCAC, we noted that one service 
provider of personal support workers had four 
different hourly rates within the region, ran-
ging from $25.14 to $30.02. Another provider 
of nursing services charged $64.77 in one 
area and $72.61 in another within the region.

We found that whether service providers were 
for-profit or not-for-profit had no significant bearing 
on their billing rates (at the three CCACs we visited, 
70% of the procured services purchased in the year 
ending March 31, 2014, were from for-profit organ-
izations and 30% from not-for-profit entities). That 
is, billing rates of for-profit service providers were 
not always higher than those of not-for-profit ser-
vice providers. For example, billing rates of for-profit 
organizations that supplied nursing services were 
1% to 15% lower than those of not-for-profit enti-
ties, while billing rates of for-profit service providers 
for occupational therapists and physiotherapists in 
two of the CCACs were higher than those of not-
for-profit providers. There was no discernible trend 
for other health professionals such as speech and 
language pathologists, dietitians and social workers.

In October 2013, the Association commissioned 
an external review of service-provider rates at all 
CCACs. Released in September 2014, the review 
found an overall lack of clarity in pricing and pay-
ment, with 14,000 contracted rates over 94 differ-

ent service categories. It also noted there was no 
significant correlation of billing rates to factors such 
as service area, provider size, market share and 
when billing rates were last negotiated. 

The review contained a number of recommenda-
tions, including adjustments to base rates (either 
up or down) for some service providers, rate adjust-
ments for travel, making the province responsible 
to approve rates to ensure standardization, and 
establishing provincial standards for data capture 
and naming conventions. A provincial working 
group was reviewing the recommendations and 
billing rates at the time of our audit. The CCACs 
and the Ministry were also in discussions regarding 
the best approach for a transition to harmonized 
rates, but they had not established a timeline to 
complete this work.

RECOMMENDATION 14

To ensure home-care services are procured from 
external service providers in a cost-effective 
manner, the Ministry of Health and Long-Term 
Care should work with Local Health Integration 
Networks and the Ontario Association of Com-
munity Care Access Centres to put harmonized 
billing rates in place. 

Figure 24: Difference between the Highest and Lowest Rates Paid to Contracted Service Providers for Services, 
Year Ending March 31, 2014
Sources of data: Selected CCACs

Range Across
3 CCACs ($) CCAC #1 ($) CCAC #2 ($) CCAC #3 ($)

Visiting Nursing1,2 49–73 49–64 52–73 53–71 

Shift Nursing1,3 46–74 49–65 49–74 46–65 

Personal Support3 26–49 26–33 27–40 27–49 

Occupational Therapy2 74–182 119–132 90–126 74–182 

Physiotherapy2 82–149 106–118 83–103 82–149 

Speech Language Pathology2 89–187 132–161 113–158 89–187 

Dietetics2 70–148 96–125 113–146 70–148 

Social Work2 76–173 150–163 123–173 76–167 

1. A visiting nurse provides services for up to two hours per visit; a shift nurse provides services for more than two hours per visit.
2. Per visit, up to two hours.
3. Per hour.
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MINISTRY RESPONSE

The Ministry agrees with this recommendation 
and is initiating work with CCACs and home-
care service providers to move toward harmon-
ized billing rates. The Ministry will work on this 
initiative over the next two years.

RESPONSE FROM CCACs

CCACs have been supportive of this direction 
and agree that harmonized rates will improve 
cost effectiveness. As the Auditor General notes, 
home and community care would benefit from 
a streamlined business model. CCACs have 
been looking for ways to harmonize rates for 
some time. However, the structure of the sector 
and the Ministry’s suspension of competitive 
procurement prevent CCACs from taking sub-
stantive action. CCACs welcome the province’s 
involvement in this work and look forward to 
continued collaboration with the Ministry in the 
development of harmonized billing rates. 

5.7 Long-term Cost-effectiveness 
of Existing Care Protocols

SUMMARY: The Committee motion requested 
that we review the long-term cost-effectiveness 
of existing protocols for providing care. 

We examined the types of clinical-care 
protocols used in Ontario and how service 
providers use these protocols. We also 
examined the CCACs’ use of a new approach 
to care that complements the protocols, 
called an “outcome-based pathway.” (Unlike 
clinical-care protocols, which specify the 
sequence of activities the service provider 
should perform, outcome-based pathways 
specify the outcomes the service provider 
needs to achieve at specific points in treating 
particular conditions such as wounds and 
surgically replaced hips and knees. Outcome-
based pathways do not tell service providers 
how to achieve the outcomes but just when 

the specific outcomes are to be achieved 
throughout the care period. A concept being 
considered is that with outcome-based 
pathways in place, funding for home-care 
health services could switch from paying 
service providers per visit to paying them for 
achieving specific patient outcomes.) Finally, 
we attempted to evaluate the long-term cost-
effectiveness of existing care protocols.

We found that clinical-care protocols are 
widely used in home care by service provid-
ers. However, clinical-care protocols are not 
standardized the way outcome-based path-
ways are for use by both CCAC care co-ordin-
ators and service providers. We found cases 
where the same service provider, under con-
tract with more than one CCAC, was required 
to apply different protocols to patients with 
similar medical conditions depending on 
which CCAC served the patient.

Outcome-based pathways, introduced in 
2012, were pilot-tested at five CCACs. This 
testing, which compared the actual outcomes 
for patients being treated for hip and knee 
replacements and wounds with the outcomes 
the pathway set out for patient recovery, 
was completed in January 2014. For patients 
recovering from hip and knee replacements, 
the specific outcomes expected at the specific 
times that the pathway defined were actually 
achieved—patients progressed just as the 
pathway determined they should. However, 
for patients recovering from wounds, the 
specific outcomes expected at the specific 
times that the pathway defined were not 
achieved—patients with some types of 
wounds did not progress as the pathway 
determined they should. The Association 
planned to report on the wound-care test data 
by fall 2015. 

We found that the long-term effective-
ness and cost-effectiveness of existing care 
protocols were not clear. To determine effect-
iveness, it is essential that CCACs track how 
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many patients treated using the protocols had 
positive outcomes and how many returned 
to CCACs for care and/or to hospital because 
their health worsened; some CCACs do not 
track this. To determine cost-effectiveness, 
it is essential that CCACs compare the costs 
of treating patients using protocols and not 
using protocols; one CCAC does not do this. 
Our analysis of treatment-cost data at the 
three CCACs found that using care protocols 
did not always result in cost savings. 

5.7.1 Clinical-care Protocols Used in 
Ontario But No Common Protocols 
Developed 

Characteristics of Clinical-care Protocols
Clinical-care protocols outline the various tasks, 
called interventions, that health-care providers 
perform to care for patients with specific health 
conditions. They exist for a wide range of medical 
conditions—including wounds, surgically replaced 
hips and knees, congestive heart failure, and 
chronic obstructive pulmonary disease—as well 
as for home safety. Clinical-care protocols almost 
always include four steps: 

1. Conduct an assessment.
2. Develop a care plan.
3. Provide the care. 
4. Evaluate the results. 
The care plan details the clinical interventions 

to be performed and identifies the clinical tools 
to be used to measure progress. For example, the 
care plan for a diabetic foot ulcer (a type of wound) 
would state that a home-care nurse needs to rinse 
the wound, pack it to fill dead space, apply a dress-
ing, encourage the patient to eat regular meals 
throughout the day, administer needed medications 
and educate the patient on the care of the foot. 
After providing this care, the nurse is to indicate in 
the care plan (which is reviewed by the CCAC care 
co-ordinator) whether the patient is progressing. 

Both service providers and CCACs have been 
involved in the development of clinical-care proto-

cols. To develop these protocols, CCACs and service 
providers used information about best practices 
from organizations such as the Registered Nurses 
Association of Ontario and the Canadian Wound 
Care Association. 

The use of clinical-care protocols is not unique to 
Ontario; a number of provinces and territories, as 
well as the United Kingdom, use them for selected 
home-care services.

CCACs Vary in Their Requirements for Protocol Use
Some CCACs have worked with their service pro-
viders to come up with standard care protocols to 
be used uniformly across the CCAC region. Other 
CCACs are more “hands off” and have not prescribed 
the use of specific care protocols. We obtained infor-
mation from the 14 CCACs to determine the range in 
required use of protocols. We found that, depending 
on the CCAC, service providers are required to use 
anywhere from two to 15 care protocols in their 
home-care services for CCAC clients. For medical 
conditions where a CCAC does not require the use of 
a specific protocol, service providers can use a proto-
col of their choice (if any exist for that condition).

Different Clinical-care Protocols Are Being Used 
for the Same Conditions But Which Protocol is 
Most Effective is Unclear

Given that CCACs vary in their requirements for 
protocol use, we found examples where patients 
with the same condition were treated using differ-
ent protocols depending on which CCAC and ser-
vice provider were responsible for their care. Since 
no independent analysis has been done on which 
protocol is most effective, there is a risk that some 
patients may be receiving better care than others. 
Having common clinical-care protocols could help 
reduce this risk. While we recognize the importance 
of nurses applying their professional judgment 
when meeting the needs of patients, the following 
examples suggest that patients’ care can differ fairly 
significantly as a result of the diverse protocols or 
different requirements for using protocols:
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Access Centres, in conjunction with the Com-
munity Care Access Centres, should: 

• confirm that best practices regarding the 
various clinical-care protocols are used in 
the province; and 

• in collaboration with private-sector service 
providers, consider standardizing the 
home-care clinical-care protocols, including 
standardizing which medical supplies should 
be used, for the most prevalent health 
conditions.

RESPONSE FROM CCACs

CCACs agree it would be beneficial to standard-
ize leading practices used by service providers 
across Ontario. In fact, given how closely service 
providers, CCACs, hospitals, primary-care 
providers, and other health care partners work 
together, it is important to standardize leading 
practices across the entire system for patients. 
CCACs will collaborate with service providers 
and other experts to implement leading practi-
ces for clinical care. 

CCACs understand the benefit of consistent 
protocols. The existing billing rates that CCACs 
previously negotiated with over 160 service pro-
viders have not been updated for many years, 
which may make it difficult for CCACs to imple-
ment standardized clinical-care protocols for 
home care. CCACs look forward to working with 
the Ministry to develop and implement a more 
streamlined and cost-effective service delivery 
model for patients across Ontario.

5.7.2 Outcome-based Pathways a Step 
Beyond Clinical-care Protocols but their 
Implementation On Hold 

Characteristics of Outcome-based Pathways
Outcome-based pathways outline the outcomes 
that a patient with a specific health condition is 
expected to achieve at different stages of treatment. 
For example, a surgical wound is expected to be 

• One service provider that operates in several 
CCAC regions has developed its own care 
protocol for the treatment of pressure ulcer 
wounds. This care protocol includes a detailed 
form requiring the nurse to document the 
wound treatment plan, as well as wound 
measurement forms for the nurse to fill out 
weekly. The protocol also provides references 
for the nurse to look up more information. 
However, one of the CCACs the service pro-
vider has contracted with has developed its 
own care protocol for the same condition and 
requires the service provider to use it. When 
treating this CCAC’s patients for pressure ulcer 
wounds, the nurse has a protocol checklist 
specifying what to do that is not as detailed 
as the service-provider’s protocol forms, and 
no references are supplied to help the nurse if 
more information is needed.

• One CCAC’s protocol for enterostomal ther-
apists is to provide negative-pressure wound 
therapy in three visits over eight weeks. 
(Enterostomal therapists care for patients 
who undergo surgery that enables them to 
discharge bodily wastes through a surgically 
created opening in the body; the negative-
pressure wound therapy involves using a 
vacuum to draw out fluid from the wound and 
increase blood flow to the area, speeding heal-
ing). Another CCAC, however, did not require 
the use of a protocol for this medical condi-
tion, and its care co-ordinators would apply 
their judgment in determining the number of 
visits that the service providers are to make. 
This could mean that patients served by some 
CCACs receive more frequent or intense med-
ical intervention than patients with the same 
condition who are served by other CCACs.

RECOMMENDATION 15

To ensure consistent processes are followed in 
the delivery of patient care across the province, 
the Ontario Association of Community Care 
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20% to 30% smaller in 21 to 28 days, and fully 
closed in eight weeks; a knee-replacement patient 
is expected to demonstrate a 90-degree-or-greater 
knee flexion in 28 days. 

A steering committee with representatives 
from the Association, the CCACs, the Ministry and 
stakeholder groups developed the pathways using 
knowledge gained from evidence-based practices. 
The Association was responsible for overseeing the 
pathways project. Between 2012 and 2014, it spent 
$5.2 million on the development, implementation 
and testing of outcome-based pathways for three 
general types of care: wound care (specifically, 
pathways were developed for 10 different types of 
wounds), care for patients recovering from total hip 
replacement, and care for patients recovering from 
total knee replacement.

The reason these three areas were chosen for 
pathway development is that patients with these 
conditions have “predictable care trajectories.” 
Because their recovery is predictable, it is easier 
to identify patients who are not recovering in 
accordance with the progress points laid out in 
the pathway. When CCAC care co-ordinators, who 
monitor patients’ recovery, find recovery to be lag-
ging behind schedule, they can direct necessary 
resources to improve the progress of treatment and 
get recovery back on track.

Since outcome-based pathways specify out-
comes only, without prescribing or recommending 
how to achieve them, they complement the use of 
clinical-care protocols. Outcome-based pathways 
do not eliminate the need for clinical-care protocols, 
because clinicians still need to follow specific proced-
ures to achieve the patient outcomes within the time 
frames that the outcome-based pathways stipulate. 

The use of outcome-based pathways is unique to 
Ontario; a number of provinces and territories, as 
well as the United Kingdom, indicated that they do 
not use them in their jurisdictions.

Eventual Goal is to Shift Some Health-care 
Funding to Outcome Achievement

In 2012, the Ministry began a multi-year project to 
reform health-care funding. The reforms include 
basing some funding to hospitals and CCACs on a 
formula that incorporates the price of a procedure 
and the volume of patients treated with it only if 
patients achieved the outcomes determined by 
pathways. By March 31, 2015, about 50% of hos-
pital funding and about 30% of CCAC funding was 
based on the new funding model that included 
selected procedures to be funded differently pro-
vided that outcomes were achieved. 

The Association’s plan to shift how CCACs pay 
service providers was in line with these ministry 
reforms. Once the outcome-based pathways 
developed for the three areas of CCAC home care 
(wounds, hip-replacement recovery and knee-
replacement recovery) were fully tested and found 
to be effective and reliable predictors of patients’ 
recovery, the CCACs could shift from paying service 
providers per visit to paying service providers for 
achieving the specific patient outcomes on schedule 
as laid out in the pathways. 

Fewer Patients Receiving CCAC-provided Hip-
replacement and Knee-replacement Care Has 
Put Outcome-based Pathways Implementation 
on Hold 

Although the testing of outcome pathways for 
CCAC-provided hip-replacement and knee-
replacement care progressed between 2012 and 
2014, the Ministry made it possible for many more 
patients to receive this care through hospitals and 
Ministry-funded clinics instead of through CCACs. 
As a result, far fewer hip-replacement and knee-
replacement patients are now being cared for solely 
through CCACs. Consequently, the Association has 
put the outcome-based pathways project for these 
two areas of care on hold. We explain how this 
came about in the rest of this section. The use of the 
outcome-based pathways for hip-replacement and 
knee-replacement care was on a volunteer basis. 
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Five CCACs volunteered to pilot-test the outcome-
based pathways for these types of care starting in 
2012 and through 2013. 

In early 2014, the Association analyzed the 
results of the pilot tests. It found that the hip and 
knee results supported the expected outcomes at 
each stage of recovery. 

With these positive results from the pilot sites, 
the next steps would be to determine the reimburse-
ment rates for successful achievement of patient 
outcomes and to implement the outcome-based 
pathways for these types of care throughout the 
province. Once all service providers are using the 
same pathways for their hip-replacement and knee-
replacement patients, and all 14 CCACs are tracking 
and monitoring the results, the CCACs would con-
sider shifting to outcome-based reimbursement. 

However, in 2013, at the same time that the five 
CCACs were testing the pathways, the Ministry 
made adjustments to how care for some medical 
conditions was to be provided in different settings 
(hospitals, Ministry-funded clinics, and patients’ 
homes). These adjustments meant that significantly 
more patients recovering from hip-replacement and 
knee-replacement surgeries were eligible to receive 
care at hospitals as outpatients and at Ministry-
funded clinics instead of at home through CCACs. 
According to the Association, this meant there were 
not enough patients receiving this care through 
CCACs to make it viable to proceed with the next 
step of the project: determining the reimbursement 
rate for achieving outcomes for hip-replacement and 
knee-replacement patients receiving care at home. 

In September 2014, the same steering committee 
that had developed the outcome-based pathways 
decided to put the project on hold for hip-and-knee 
replacement pending clearer indications from the 
Ministry on how the CCACs’ outcome-based path-
way approach would fit into the Ministry’s overall 
health reform strategy and funding model. The 
project continued to be on hold when we finished 
our audit work in June 2015.

Tests Showed More Work Needed on Wound-
care Outcome-based Pathways, Putting 
Implementation on Hold 

In contrast to the patients tested on the hip-
replacement and knee-replacement outcome-based 
pathways, the patients tested on the wound-care 
outcome-based pathways did not achieve the 
outcomes on the schedule laid out in the pathways. 
The Association therefore put continuing imple-
mentation of these pathways on hold. We explain 
how this came about in the rest of this section. 

Four of the five CCACs that volunteered to pilot-
test the hip-replacement and knee-replacement 
outcome-based pathways also volunteered to test 
the 10 wound-care outcome-based pathways start-
ing in 2012 and through 2013.

In early 2014, the Association analyzed the 
results for six of the 10 wound-care pathways. It 
chose these six because they had a large enough 
sample size and were easier to assess because 
the healing time was specifically defined (for 
some wounds, the pathways are designed to keep 
wounds from getting worse rather than result in 
evident healing, making it harder to assess the 
effectiveness of the pathways, so those pathways 
were not chosen for analysis). The wound-care 
results for these six pathways varied among the 
four CCACs. Also, some types of wounds did not 
heal as quickly as the outcome-based pathway 
indicated they should.

The steering committee decided to pause the 
project for wound care pending further analysis of 
the data and a clearer understanding of the results. 
It began analyzing the data in April 2015 and was 
expecting to issue a report with findings and recom-
mendations in fall 2015. 

5.7.3 Cost-effectiveness of Clinical-care 
Protocols and Outcome-based Pathways 
Not Clear 

Admittedly, achieving cost savings is not the sole 
objective for adopting clinical-care protocols and 
outcome-based pathways. That said, overall, we 
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found that the long-term cost-effectiveness of the 
existing clinical-care protocols and outcome-based 
pathways was not clear. Our observations are 
summarized in Figure 25 and are based on the 
following:

• Two of the three CCACs we visited did have 
data on the treatment cost per patient before 
and after their implementation of clinical-care 
protocols for the three types of care for which 
outcome-based pathways exist. (The other 
CCAC we visited provided data for the most 
recent two years, but it did not maintain data 
from 2008, the year before it started applying 
the protocols.) We analyzed this data and 
found that using clinical-care protocols did 
not always result in cost savings. 

• CCACs did not always have the information 
needed to determine if patients achieved posi-
tive outcomes after receiving care according 
to care protocols. Five of the 14 CCACs did not 
track how many patients returned to CCACs 
for care, and 10 of the 14 CCACs were not able 
to track how many patients returned to hos-
pital after nurses treated them following the 
care protocols. Even though one CCAC tracked 
how many patients were treated according to 
care protocols and ultimately discharged from 
home care, this in itself does not necessarily 

mean a positive patient outcome. It could just 
be that the patient was transferred to another 
care setting, such as a hospital or a long-
term-care home—the CCAC used the same 
discharge code for both scenarios.

• Even when CCACs followed the same care 
protocol, the number of nursing visits 
required by the time a condition was deter-
mined to have healed varied widely among 
the CCACs we visited. In the case of diabetic 
foot ulcers, nurses in one CCAC visited 
patients an average of 32 times by the time 
they determined that the wound had healed, 
compared to 50 times in another. Similarly, 
in the case of venous leg ulcers, nurses in one 
CCAC visited patients an average of 49 times 
by the time they determined the wound had 
healed, compared to 18 times in another. 

• Further work on both wound care and hip-
and-knee outcome-based pathways was sus-
pended as of September 2014. As previously 
mentioned, the Association informed us that 
it needed to further analyze the wound-care 
results, but this work had not been completed 
at the time of our audit.

CCAC #1 CCAC #2* CCAC #3
Use of protocols resulted in lower costs Yes for 4 wound types and 

hip and knee
Yes for 5 wound types Yes for 7 wound types and 

hip and knee

Service cost reduction 2%–36% for wounds, and 
5% each for hip and knee

0.5%–23% 14%–23% for wounds, 
8%–14% for hip and knee

Savings $229,000 $630,000 $1.6 million

Use of protocols resulted in higher costs Yes for 3 wound types Yes for 4 wound types Yes for 4 wound types

Service cost increase 2%–8% 0.1%–18% 4%–15%

Additional cost increases $403,000 $1.5 million $215,000

Net savings/(cost increases) incurred ($174,000) ($870,000) $1.4 million

* Analysis for this CCAC is based on cost trends between 2012/13 and 2013/14 rather than before and after implementation of care protocols, as this CCAC 
did not have cost data from 2008, the year prior to its implementation of the protocols.

Figure 25: Savings or (Cost Increases) Incurred After Implementation of Care Protocols, Year Ending March 31, 2014
Sources of data: Selected CCACs
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RECOMMENDATION 16

To ensure the long-term cost-effectiveness of 
care protocols can be assessed, the Ontario 
Association of Community Care Access Centres, 
in conjunction with the Community Care Access 
Centres, should develop standard data require-
ments and collect the necessary data for further 
analysis.

RESPONSE FROM CCACs

CCACs recognize that standard data require-
ments will measure the effectiveness of 
consistent leading practices. Strong data and 
measurable protocols provide CCACs with the 
information necessary to enhance patient care 
efficiently and manage costs effectively. CCACs 
recently updated data requirements for the 
protocols in their reporting system. All CCACs 
will be trained on the use of these data require-
ments by March 31, 2017, and CCACs will collect 
the necessary data to better support and meas-
ure the successful implementation of leading 
clinical practices and pathways.
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Appendix 1—Typical Services Provided by Health-care Staff Employed by Service 
Providers

Prepared by the Office of the Auditor General of Ontario

Type of Health-care Staff
Employed by Service Providers Typical Services Provided
Nurses Administer clinical treatments depending on patient needs (for example, apply dressing to 

wounds, administer medication, monitor medical devices, and provide bed-rest care).
Complete reports on patient throughout care, including:
• an initial report to summarize assessment of patient, care-plan goals, and number and 

frequency of visits; 
• a change-of-status report (if the patient’s status changes); 
• a risk-event report (if an event that negatively affects the patient, such as an adverse 

reaction to medication, occurs); 
• an interim report (a report summarizing the interim progress made in the patient’s 

recovery); and 
• a discharge report (a report explaining the nurse’s recommendation to discharge the 

patient).

Personal support workers Perform personal support and homemaking tasks (for example, bathe client; assist client 
with oral hygiene; assist client with elimination of bodily waste; and house-cleaning). 

Other Health Professionals 

• Physiotherapists Assist in the development or improvement of motor skills, perceptual skills and sensory 
processing skills; carry out massage, traction, passive range of motion and acupressure; 
apply compression therapy; and administer medical equipment.

• Occupational therapists Assist in the development, maintenance, restoration or improvement of motor, perceptual, 
cognitive, communication, sensory-processing and coping skills; prescribe and train patients 
to use mobility aids, adaptive devices, transfer aids and other equipment; and recommend 
alterations and renovations to a patient’s physical environment to improve safety or to 
achieve the patient’s optimal level of functioning.

• Speech language pathologists Assist patients with the development, maintenance, restoration or improvement of motor 
speech, articulation, phonological voice production, cognitive communication, augmentative 
communication, alternative communication, and resonance.

• Dietitians Prescribe personalized diets for patients; educate patients about planning menus, safe 
storage of food, planning of grocery lists, and obtaining access to food; assess, plan and 
intervene for identified nutritional needs related to swallowing difficulties; and assist with 
enteral (feeding through the gastrointestinal tract) and parenteral (intravenous) feeding.

• Social workers Provide counselling and emotional support to patients and/or the caregiver; develop stress-
management programs; and assist with obtaining alternative housing.
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Contract Terms Details
Market share For each service that any service provider supplies (e.g., personal support), the service provider is 

contractually awarded a certain percentage of the CCAC’s expected total allotment for that service. 
This is known as its “market share” for that service. Thus, a service provider with a 40% market share 
for a particular service would receive 40% of all referrals made to all service providers supplying that 
service to the CCAC in the geographic service area. If a service provider has performance issues over 
a period of time, the CCAC may choose to reduce its market share (that is, reduce the percentage of 
referrals it makes to that service provider).

Service-provider 
system and program 
requirements

Service providers must have the following in place:
• an information system that stores patient information and communicates with the CCAC system;
• a risk-management program that could include a system that tracks and reports risk events (such 

as a patient fall), and an emergency plan to deal with events such as strikes, natural disasters, 
etc.;

• a quality-management program that could include a system that monitors the service provider’s 
performance and tracks results against the performance indicators; and

• human resources requirements that specify that the service provider has to recruit, train and 
supervise nurses, personal support workers, and/or therapists.

In addition, the service provider shall:
• monitor patient satisfaction through tracking of patient queries and conducting patient and 

caregiver satisfaction surveys; and
• carry out random audits of patient records at least once per fiscal year to ensure the records are 

maintained in accordance with application standards and guidelines (e.g., those of the College of 
Nurses of Ontario).

Service-provider 
reporting requirements 

Service providers are expected to submit the following reports to the CCACs:
• every three months: a report of performance results, any missed care and adverse events; and
• every year: a report including a summary of the results and outcomes of performance indicator 

measurement; a valid certificate of good standing issued by the Workplace Safety and Insurance 
Board; a summary of the results of the staff satisfaction survey; and a summary of findings on 
patient complaints and risk-event occurrences and the resulting quality improvement actions.

CCAC contract 
monitoring

Depending on service-provider performance, CCACs may issue a quality-improvement notice to the 
service provider, withhold payments or reduce service volume.

Termination The CCAC or service provider can each terminate the contract with a notice period ranging from 
60 days to six months, depending on the circumstances. Circumstances under which the agreement 
may be terminated include if the service provider or the CCAC default on contract requirements (for 
instance, if the service provider submits false or misleading information to the CCAC in any two 
consecutive quarters) and at the convenience of the CCAC or the service provider.

Appendix 2—Selected Key CCAC–Service Provider Contract Terms

Prepared by the Office of the Auditor General of Ontario
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