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Scope of This Quality Standard

This quality standard addresses care for people of all ages transitioning (moving) between hospital
and home after a hospital admission. This includes people who have been admitted as inpatients to
any type of hospital, including complex continuing care facilities and rehabilitation hospitals. The
transition from hospital to home is commonly referred to as a “hospital discharge.” “Home” is broadly
defined as a person’s usual place of residence and includes personal residences, retirement
residences, assisted-living facilities, long-term care facilities, hospices, and shelters.

The scope of this quality standard includes all clinical populations, including groups that often face
challenges with transitions, such as people with complex care, mental health, addictions, palliative, or
end-of-life care needs, as well as people experiencing homelessness. The scope also includes all
clinicians, hospital teams, and home and community care providers involved in the care of people
transitioning from hospital to home.

Although many of the statements may apply to them, this quality standard does not address the
specifics of:

e Transitions between inpatient mental health settings and home
® Transitions from the emergency department to home
® Postnatal care for healthy, stable mothers and infants returning home from hospital

e Patients with an alternate level of care (ALC) designation
This quality standard does not address:

® Transitions from children’s to adults’ services

® |Inter- and intra-hospital transitions
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What Is a Quality Standard?

Quality standards outline what high-quality care looks like for conditions or processes where there are
large variations in how care is delivered, or where there are gaps between the care provided in
Ontario and the care patients should receive. They:

® Help patients, families, and care partners know what to ask for in their care
e Help clinicians know what care they should be offering, based on evidence and expert consensus

® Help health care organizations measure, assess, and improve their performance in caring
for patients

Quality standards and their accompanying patient guides are developed by Ontario Health in
collaboration with clinicians, patients, and care partners across Ontario.

For more information, contact QualityStandards@OntarioHealth.ca.
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Quality Statements to Improve Care:
Summary

These quality statements describe what high-quality care looks like for people as they transition
between hospital and home.

Quality Statement 1: Information-Sharing on Admission

When a person is admitted to hospital, the hospital shares information about the admission with their
primary care clinician, home and community care providers, and any relevant specialist clinicians soon
after admission via real-time electronic notification. Community-based providers then share all
relevant information with the admitting team in a timely manner.

Quality Statement 2: Comprehensive Assessment

People receive a comprehensive assessment of their current and evolving health care and social
support needs. This assessment is started early upon admission, and updated regularly throughout
the hospital stay, to inform the transition plan and optimize the transition process.

Quality Statement 3: Patient, Family, and Care Partner Involvement in Transition Planning

People transitioning from hospital to home are involved in transition planning and developing a
written transition plan. If people consent to include them in their circle of care, family members and
care partners are also involved.

Quality Statement 4: Education, Training, and Support for Patients, Families, and Care Partners

People transitioning from hospital to home, and their families and care partners, have the information
and support they need to manage their health care needs after the hospital stay. Before transitioning
from hospital to home, they are offered education and training to manage their health care needs at
home, including guidance on community-based resources, medications, and medical equipment.

Quality Statement 5: Transition Plans

People transitioning from hospital to home are given a written transition plan, developed by and
agreed upon in partnership with the person, any involved care partners, the hospital team, the
primary care clinician, and home and community care providers before leaving hospital. Transition
plans are shared with the person’s primary care clinician, home and community care providers, and
relevant specialist clinicians within 48 hours of discharge.

Quality Statement 6: Coordinated Transitions

People admitted to hospital have a named clinician who is responsible for timely transition planning,
coordination, and communication. Before people leave hospital, this person ensures an effective
transfer of transition plans and information related to people’s care.
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Quality Statement 7: Medication Review and Support

People transitioning from hospital to home have structured medication reviews on admission, before
returning home, and once they are home. These reviews include information regarding medication
reconciliation, adherence, and optimization, as well as how to use their medications and how to
access their medications in the community. People’s ability to afford out-of-pocket medication costs is
considered, and options are provided for those unable to afford these costs.

Quality Statement 8: Coordinated Follow-Up Medical Care

People transitioning from hospital to home have follow-up medical care with their primary care
clinician and/or a specialist clinician coordinated and booked before leaving hospital. People with no
primary care clinician are provided with assistance to find one.

Quality Statement 9: Appropriate and Timely Support for Home and Community Care

People transitioning from hospital to home are assessed for the type, amount, and appropriate timing
of home care and community support services they and their care partners need. When these
services are needed, they are arranged before people leave hospital and are in place when they
return home.

Quality Statement 10: Out-of-Pocket Costs and Limits of Funded Services

People transitioning from hospital to home have their ability to pay for any out-of-pocket health care
costs considered by the health care team, and information and alternatives for unaffordable costs are
included in transition plans. The health care team explains to people what publicly funded services are
available to them and what services they will need to pay for.
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2026 Summary of Updates

In 2025, we completed a review of the evidence to capture new or updated clinical practice guidelines
and health technology assessments published since the original release of this quality standard in
2020. This update aligns the quality standard with the most recent clinical evidence and with current
practice in the Ontario landscape.

Below is a summary of changes to the overall quality standard:

e Updated the links, secondary references, and data sources where applicable
e Updated the formatting to align with current Ontario Health design and branding

e Revised the accompanying resources (i.e., patient guide, placemats, case for improvement slide
deck, technical specifications) to reflect changes to the quality standard and align with current
Ontario Health design and branding

e Updated the data in the “Why This Quality Standard Is Needed” section of the quality standard
and the case for improvement slide deck

e Updated terminology throughout where applicable, including the following:
— Caregiver changed to care partner
— Health care professional changed to clinician
— Primary care provider changed to primary care clinician

e Updated the scope of the quality standard to clarify that it includes people experiencing
homelessness

Below is a summary of changes to specific quality statements:

® Quality statement 2:
— Updated the definition of comprehensive assessment to include an assessment of the
person’s readiness to transition
® Quality statement 3:
— Updated the clinician audience statement to indicate that communication should be
accessible and culturally appropriate
— Updated the audience statement for organizations and health services planners to emphasize
that hospitals should ensure that clinicians have the necessary resources, training, and skills
to communicate to patients, families, and care partners in a way that is accessible and
culturally appropriate
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® Quality statement 4:

— Updated the audience statement for organizations and health services planners to emphasize
that hospitals should ensure that clinicians have the necessary resources, training, and skills
to provide information to patients, families, and care partners that is accessible and culturally
appropriate

® Quality statement 5:

— Updated the audience statement for organizations and health services planners to emphasize
that hospitals should ensure that systems, processes, and resources are in place to allow
transition plans to accommodate diverse communication needs and that hospitals should
provide translation and interpretation services

® Quality statement 7:

— Medication review changed to structured medication review; definition of structured
medication review updated to align with the definition given in the Medication Safety quality
standard?
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Why This Quality Standard Is Needed

Care transitions occur when patients transfer between different care settings (e.g., hospital, primary
care, long-term care, home and community care) and between different health care providers during
the course of an acute or chronic illness.

Transitions are critical and vulnerable points in the provision of health care.? Transitions between
hospital and home are complex, multistep processes that require integrated communication and
coordination among the patient, the patient’s family and care partners, the hospital team, the
patient’s primary care clinician, and home and community care providers.?

The transition process is further complicated by the complexities of the health care system because
care is delivered by multiple providers with various levels of accountability.® As a result, there are

many points at which communication and care processes can break down. These include but are not
limited to>’:

® Preparing family and care partners for the person’s return home

e Communicating the person’s care plan to the clinicians or health care providers taking over the
person’s care

e Performing medication reconciliation and checking post-discharge medication adherence
® Arranging for transportation and equipment needs at home

e Coordinating appropriate follow-up care (e.g., medical appointments, home care and community
support services)

When care transitions are poorly managed, patients may suffer harm from errors and delays in care.
These issues can lead to avoidable hospital admissions, emergency department visits, and increased
health care costs while negatively affecting patient experience.>’"'® Inadequate education of patients
at hospital discharge and poor information exchange between health care entities are associated with
higher rates of hospital readmission,>*3 and hospital readmissions cost the Canadian health care
system an estimated $2.9 billion annually.® In addition to potential patient harms, family members
and care partners may also experience distress during poorly managed transitions owing to anxiety
and burnout from the sudden responsibility of having to provide complex care without adequate
training or support.*® In Ontario between fiscal years 2018/19 and 2023/24, the rate of primary
family or friend caregivers of home care patients experiencing distress, anger, or depression in
relation to caregiving or becoming unable to continue caregiving increased from 37.5% to 43.7%.%°

Ontario has significant opportunities to improve transitions between hospital and home. In a survey
of Ontario residents who had been hospitalized, 28% reported that their primary care clinician was
unaware of the care they had received in hospital. Further, an international survey found that the rate
of patients reporting that a clinician had reviewed their prescribed medications with them before
discharge decreased from 80% in 2020 to 75% in 2023.%! In a 2023 survey conducted in Ontario of
people discharged from hospital, approximately 22% of respondents reported that they did not have
follow up care with a clinician arranged.??> Among people hospitalized with serious chronic conditions
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in Ontario, less than one-third had an in-person follow-up visit within 7 days of discharge despite 20%
of these patients being readmitted to hospital within 30 days of their initial discharge.?® In addition,
patients may not attend post-discharge appointments, often because of mobility limitations, low
health literacy, financial concerns, or lack of social supports.?4-2¢

Another concern is that patient information is often not transferred consistently between health care
teams during transitions. In the 2023 and 2024 Commonwealth Fund International Health Policy
Surveys, between 16% and 30% of adults surveyed in Canada reported that their regular doctor or
someone in their doctor’s practice “sometimes” or “rarely or never” helped coordinate or arrange the
care they received from other doctors or settings.?%?’ And in the 2022 Commonwealth Fund survey,
only 55% of the Canadian primary care physicians surveyed reported that they “usually” or “often”
communicated with the home-based nursing providers of their patients who were receiving home
care services.?® Further, 78.6% of physicians said it takes up to 14 days on average after patients have
been discharged from hospital to receive the information needed to continue managing patients,
including recommended follow-up care. About 30% of primary care physicians said they “sometimes,”
“rarely,” or “never” received a notification when their patients had been admitted to hospital or seen
in an emergency department. Addressing these gaps in information flow and patient care can help
provide more effective and timely care and avoid unnecessary health care burden.

The 2021/22 Ontario Patient Ombudsman Annual Report identifies the following opportunities to
improve the quality of patients’ experiences and transitions between hospital and home: accurate,
timely, clear, and consistent communication, a reasonable time frame to make decisions, and early
engagement with patients and care partners.?® Patients, families, and care partners must be central to
any strategies that support safe and effective care.?®

Some patients transitioning between hospital and home are particularly vulnerable and at increased
risk of hospital readmission, such as people with complex care needs (including children and older
people with multiple comorbidities or cognitive impairment).3°-3°> The needs of children and youth —
especially those with complex medical conditions or mental health and addiction issues — are different
from those of adults, and their unique needs must be considered when planning transitions between
hospital and home.3® Further, those who are medically underserved, have low socioeconomic status,?’
or are members of specific populations (e.g., Indigenous Peoples, newcomers to Canada, refugees,
and those experiencing homelessness) face several barriers to care, including few programs and
resources in preferred languages and a lack of culturally safe care.3® Some of these populations are
also disproportionately affected by poverty, trauma, and social isolation, which can reduce the
effectiveness of care transitions.3”2%4% Members of these populations may need access to additional
resources and increased collaboration with community partners and social services.
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Measurement to Support Improvement

The Transitions Between Hospital and Home Quality Standard Advisory Committee identified

8 overarching indicators to monitor the progress being made toward improving transitions from
hospital to home in Ontario. These indicators are intended for use by those looking to implement the
Transitions Between Hospital and Home quality standard, including clinicians working in regional or
local roles.

Indicators That Can Be Measured Using
Provincial Data

® Percentage of people discharged from hospital to home who report that they were involved in
decisions about their care and treatment as much as they wanted to be

® Percentage of people discharged from hospital to home who report that the clinicians or
providers from whom they usually get medical care seem informed and up to date about the care
they received in hospital

e Percentage of people discharged from hospital to home who received home care and who report
that their home care started when they needed it to

® Median and mean wait times from hospital discharge to first home care service date for people
newly approved for home care services

e Percentage of people discharged from hospital to home whose primary informal care partner
reports feeling prepared for the role of providing care (measurable for care partners of home care
clients only)

® Percentage of people discharged from hospital to home who visit the emergency department
within:

— 7 days after discharge
— 30 days after discharge

® Percentage of people discharged from hospital to home who are readmitted to hospital within:
— 7 days after discharge
— 30 days after discharge

Indicator That Can Be Measured Using Only
Local Data

e Percentage of people discharged from hospital to home whose discharge summaries are
delivered to their primary care clinician within 48 hours after discharge
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Quality Statement 1: Information-Sharing
on Admission

When a person is admitted to hospital, the hospital shares
information about the admission with their primary care clinician,
home and community care providers, and any relevant specialist
clinicians soon after admission via real-time electronic notification.
Community-based providers then share all relevant information
with the admitting team in a timely manner.

Sources: National Institute for Health and Care Excellence, 2015% | Registered Nurses’ Association of
Ontario, 2014%2

Definitions

Home and community care providers: Health care providers based in the community, including home
care and community support service providers, care coordinators, and staff at community service
organizations; staff at community agencies for mental health and addiction services; managers and
health care providers at long-term care facilities and hospices; and community pharmacists. (See also
the definition of “home care and community support services” in quality statement 9.)

Relevant information: When transferring a patient from the community to the hospital or when
notified of a patient’s admission to hospital, the patient’s primary care clinician, their home and
community care providers, and any relevant specialist clinicians should give the admitting team all
relevant information.*? This information could include but is not limited to:

e A cumulative patient profile (i.e., summary of the patient’s medical conditions, medical history,
current medications [including indication for use, dosage, frequency, and route of
administration], allergies, family history, and social history)

e Existing care plans or individualized care plans, with specific care goals informed by the patient
and their care partners

® Recent investigations

® The person’s ability to communicate

® The person’s linguistic background

® The person’s cultural background

e The person’s health status (physical, cognitive, and mental health)

e Sociodemographic characteristics that may affect the person’s health care needs
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® [nformation about the person’s needs and wishes
e Behavioural issues that may need to be addressed

® Contact information for care partners or any substitute decision-makers appointed under a power

of attorney for personal care
® Housing status
e Preferred places of care

e Advance care planning (i.e., the person’s expressed wishes for future health and personal care, as
well as identified goals of care**; see “Advance Care Planning — Substitute Decision-Maker” in our
Palliative Care quality standard®)

In circumstances where patients are being transferred for acute concerns that are likely to be
addressed quickly, much of the above information might not need to be conveyed.

Timely: The person’s primary care clinician, their home and community care providers, and any
relevant existing specialist clinicians should provide relevant information to the hospital admitting
team, ideally within 3 business days. However, information may be required within 1 business day
(e.g., when not having information would present a risk of harm). In these situations, the admitting
team should contact the community providers by telephone. When transferring a patient from the
community to the hospital, relevant information should be shared at the time of transfer.

Rationale

Clear communication and information-sharing between community and hospital providers support
smooth transitions for patients between hospital and home.* Community providers include primary
care clinicians, home and community care providers, and any relevant specialist clinicians. Yet these
community providers are often not informed that their patients or clients have been admitted to
hospital. As they have key information that can assist with the patient’s care in hospital and support
their transition home, community providers should receive real-time electronic notification of a
patient’s admission to hospital, diagnoses, and predicted discharge date. In return, they should
provide relevant information to the hospital admitting team, ideally within 3 business days.

To facilitate information-sharing, the hospital team, the primary care clinician, home and community
care providers, and relevant specialist clinicians should have each other’s contact information.
Relevant information should be transferred electronically via electronic health records, secure email,
or secure messaging.

When the hospital team and community-based providers are engaged early in the hospital admission
process, patients and care partners do not have to repeat the same information multiple times to
different providers.*® Further, clear communication among care providers ensures that the onus of
sharing important information is not put on the patient or care partners. Clear communication among
providers during the admission process can also improve people’s experiences in hospital because the
hospital admitting team is given a range of information about people’s needs, wishes, and
circumstances.
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Upon a person’s admission to hospital, their consent (or that of their substitute decision-makers) to
share relevant information within their circle of care may be implied. However, this depends on the
person’s circumstances and is determined according to local organizational policies and procedures,
Ontario’s health regulatory colleges, and compliance with Ontario’s privacy law, the Personal Health
Information Protection Act of 2004 (PHIPA).%¢

What This Quality Statement Means

For Patients

When you are admitted to the hospital, hospital staff should ask you:

® The names of your family doctor or nurse practitioner and any specialists you see

e The names of any other health care providers you have outside the hospital, such as a home care
nurse or therapist, community pharmacist, or other home and community care providers

The hospital should let these care providers know that you have been admitted to the hospital and
give them information about the care you receive while you are there.

Your family doctor or nurse practitioner and any home and community care providers you have
should share important information about your health with the hospital. This communication will help
you receive the best possible care while you are in the hospital and when you leave.

For Clinicians

If you are a member of the hospital admitting team, notify the patient’s primary care clinician, home
and community care providers, and relevant specialist clinicians of the patient’s admission to hospital,
their diagnoses, and their predicted discharge date via real-time electronic notification. If the patient
is not currently a client of home care and community support services but will need a referral to such
services, notify the relevant service providers as soon as this decision is made. (See the definition of
“home care and community support services” in quality statement 9.)

If you are a primary care clinician, home and community care provider, or relevant specialist clinician,
share all available relevant information with the admitting team when you arrange for or are notified
of a hospital admission for one of your patients or clients. Share information in a timely manner.

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to notify the patient’s primary
care clinician, home and community care providers, and relevant specialist clinicians of the patient’s
admission to hospital, their diagnoses, and their predicted discharge date via real-time electronic
notification.*

Ensure that systems, processes, and resources are in place to allow hospital teams and community
providers to share information with each other. Ensure that community providers are given clear
instructions and relevant contact information so that they can share information with the hospital in a
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timely manner (e.g., a phone number or an online portal for transferring relevant information from
electronic health records).

Quality Indicators: How to Measure Improvement
for This Statement

e Percentage of people discharged from hospital to home whose hospital notified their primary
care clinician, home and community care providers, and relevant specialist clinicians about the
hospitalization soon after admission

® Local availability of integrated electronic health records that allow hospital teams, primary care
clinicians, home and community care providers, and relevant specialist clinicians to share

information with each other

Measurement details for these indicators, as well as overarching indicators to measure improvement

for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 2: Comprehensive
Assessment

People receive a comprehensive assessment of their current and
evolving health care and social support needs. This assessment is
started early upon admission, and updated regularly throughout
the hospital stay, to inform the transition plan and optimize the
transition process.

Sources: National Institute for Health and Care Excellence, 2015% | Registered Nurses’ Association of
Ontario, 2014** | Registered Nurses’ Association of Ontario, 20238

Definitions

Comprehensive assessment: An individualized assessment of a person’s current and evolving health
care and social support needs, including all relevant information shared on admission (see quality
statement 1). The assessment should be started early upon the person’s admission to hospital by the
hospital team — engaging with the primary care clinician, home and community care providers, and
relevant specialist clinicians —and updated regularly to inform the person’s transition plan. A
comprehensive assessment consists of but is not limited to:

e The person’s presenting health, developmental, and social concerns, as well as any care partner
concerns

e The person’s current housing situation

® The person’s current and evolving care requirements on admission

e A structured medication review (see quality statement 7)

® An evaluation of the person’s clinical functional status

® An evaluation of the person’s cognitive and psychological status

e Assessments for mental health conditions or addictions, as appropriate

e The person’s ability to manage activities of daily living (e.g., personal care, walking) and
instrumental activities of daily living (e.g., housework, preparing meals, shopping, managing
medications)

e The person’s degree of health literacy

® For older people, as appropriate, an assessment for geriatric syndromes, including falls,
immobility, delirium or dementia, polypharmacy, and incontinence, as well as for end-of-life care
needs*
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e Names and contact information for the person’s care partners, their substitute decision-maker,

and other people involved in their social support circle

e An assessment of the person’s advance care planning needs, as appropriate (see the definition of
“relevant information” in quality statement 1)

® The need for assessments of eligibility for health and social care funding
® An assessment of the person’s readiness to transition

e |dentification of the person’s risk factors for a complex transition or readmission; these could

include but are not limited to30-3>37:3843;

— Palliative care needs

— Homelessness

— Alack of suitable placement in a care home

— Reduced cognitive ability

— Safeguarding issues (i.e., risk of self-harm or any circumstances in the person’s life that might
put their personal safety at risk, such as abuse or neglect)

— Complex care needs (e.g., multiple comorbidities)

— Being a member of a population that may face barriers to care (e.g., newcomers to Canada,
Indigenous populations; those affected by poverty, trauma, or social isolation)

Some health care teams use readmission risk assessment tools as part of a comprehensive
assessment. While there is insufficient evidence to recommend this practice routinely, health care
teams may find it useful to use such a tool, particularly when its use is automated (e.g., the LACE
index*).

Health care needs: A person’s physical, functional, social, cognitive, and mental health needs, all of
which should be considered in their care. These needs may be addressed through diet, medical care,
nursing, occupational therapy, pharmacy, physiotherapy, respiratory therapy, social work, speech-
language therapy, or mental health or addiction services.

Social support needs: These arise when people live in complex social circumstances (e.g., complex
family dynamics, living alone, low income, unstable housing) or have complex health issues (e.g.,
cognitive impairment, a mental health condition or addiction, insufficient care partner availability or
capacity). These needs may be met through community support services, housing and social services,
or other funding sources.

Updated regularly: Updated as the person’s condition changes throughout the hospital stay.

Transition plan: A document that describes the coordination of care and support needs for a person’s
transition from hospital to home (see quality statement 5).
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Rationale

A comprehensive assessment of a patient’s needs goes beyond a clinical examination. It also
considers their current and evolving health care and social support needs, considering the patient as a
whole person. A comprehensive assessment takes into account any physical, mental health,
addictions, or social challenges the person may face.>®

The assessment should be initiated by the hospital team early upon the patient’s admission to
hospital (or at pre-admission for planned admissions) and should be developed by and shared with
the patient’s hospital team, primary care clinician, home and community care providers, and relevant
specialist clinicians. This assessment helps to anticipate any post-hospitalization health care or social
support needs the person may have and to establish an initial transition plan. If comprehensive
assessments are not done upon admission, or if individual assessments are not used to inform
transition plans, patients may experience longer hospital stays or unnecessary readmissions, and they
may have a poorer experience of the health care system.*

Older people and children and adults with complex care needs make up a substantial proportion of
hospital admissions. Many have multiple chronic conditions that can lead to complex medical,
functional, psychological, and social needs.31-3451

Members of vulnerable populations, including people with low socioeconomic status and those who
are medically underserved, may also experience more adverse events after discharge from hospital
than those who are not considered members of vulnerable populations.3” Individualized
comprehensive assessments help clinicians identify people who may be at risk, coordinate health and
social support services for those who need them, and develop long-term plans to manage patients’
transition needs.

What This Quality Statement Means

For Patients

Shortly after you are admitted to the hospital, clinicians should ask you and your care partners about:

® Your health
® Your ability to function at home and at school or work

e Any other issues that affect your health

This is called a comprehensive assessment. The people taking care of you in the hospital will use this
information to make sure you receive the best possible care while you are in the hospital and after
you return home.

For Clinicians

Initiate a comprehensive assessment (see definition) shortly after people are admitted to hospital,
and update the assessment regularly throughout the hospital stay. Identify people who are at risk for
a complex transition (e.g., older people, people with multiple comorbidities, people with complex
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social circumstances), coordinate home care and community support services for those who need
them, and develop long-term plans to manage people’s transition needs. Work with people’s primary
care clinicians, home and community care providers, and relevant specialist clinicians to complete
comprehensive assessments. These clinicians and providers often know their patients and clients well
and can provide important pre-admission details and identify factors that could prevent a safe, timely
transition between hospital and home.

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to initiate a comprehensive
assessment early upon a person’s admission to hospital and to update the assessment regularly
throughout the hospital stay.

Quality Indicator: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home whose comprehensive assessment was
updated regularly throughout their hospital stay

Measurement details for this indicator, as well as overarching indicators to measure improvement for
the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 3: Patient, Family, and
Care Partner Involvement in Transition
Planning

People transitioning from hospital to home are involved in
transition planning and developing a written transition plan. If
people consent to include them in their circle of care, family
members and care partners are also involved.

Sources: Concept Mapping Patient Experience Research® (see also Appendix 4)| National Institute for
Health and Care Excellence, 20154 | Registered Nurses’ Association of Ontario, 202348

Rationale

The patient, family members, and care partners all play an essential role in the patient’s transition
planning. They can provide information about the patient’s life and needs, including relevant
circumstances beyond the patient’s medical condition and physical needs.** When the patient returns
home, family members and care partners are often involved in providing care (e.g., wound care,
giving medications) and helping with activities of daily living (e.g., meal preparation, transportation to
follow-up appointments). They also watch for worrisome signs and symptoms and advocate for the
patient. It is therefore important that they are involved early in discussions about the patient’s
transition plan to ensure that decisions respect the patient’s values, preferences, and expressed
needs, as well as their own.>?

However, for family members and care partners to be involved in transition planning, the patient
must consent to include them in their circle of care (see Glossary). Sometimes, an ethicist may need
to be involved for issues such as consent, capacity, and complex transitions.

It is also important to consider that family members and care partners can experience strain and
anxiety in their role supporting patients.**>3># Clinicians sometimes assume that family members or
care partners will provide support to the patient following their transition from hospital to home
without ensuring their capacity to do so.>*3 Family members and care partners are also sometimes
young. It is important that clinicians respect the roles of these individuals and include them in all
aspects of transition decision-making.

The involvement of the patient, family members, and care partners in the patient’s transition
planning should be culturally appropriate, and efforts should be made to address the needs of all
those involved (e.g., by assisting people with physical, sensory, or learning disabilities; by providing
translations for those who do not speak or read English; or by accommodating their work and family
responsibilities) so that they can effectively contribute to the plan. When needed, an interpreter or
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advocate or involvement of community and social services should be made available. It also important
to involve young patients (i.e., children and youth) in transition-related decision-making.

What This Quality Statement Means

For Patients

Before you leave the hospital, you should be involved in all decisions about your transition from
hospital to home. This makes sure that your wishes, needs, and preferences are considered. If you
want them to be involved, your family and care partners can also be part of these decisions.

For Clinicians

Ensure that patients are involved in transition planning. If patients consent to their involvement,
family members and care partners should also be involved as they are important sources of
information about patients’ needs. Consider the willingness and capacity of family members and care
partners to provide support at home to ensure patients’ support needs will be met once they return
home, and identify any needs for care partner respite. For patients without family members or care
partners involved in their care, make appropriate arrangements to ensure patients’ needs will be met
once they return home.

Ensure that communication is accessible (e.g., by accommodating physical, sensory, or learning
disabilities or by providing translations) and culturally appropriate to all involved. When needed,
ensure an interpreter or advocate is available.

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to enable the involvement of

the patient, family members, and care partners in transitions planning.

Ensure that clinicians have the necessary resources, training, and skills to communicate with patients,
families, and care partners in a way that is accessible and culturally appropriate.

Quality Indicators: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home who report that they were involved in
decisions about their transition planning as much as they wanted to be

® Percentage of people discharged from hospital to home who report that their family and care
partners were involved in decisions about their transition planning as much as they wanted to be

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 4: Education, Training,
and Support for Patients, Families, and
Care Partners

People transitioning from hospital to home, and their families and
care partners, have the information and support they need to
manage their health care needs after the hospital stay. Before
transitioning from hospital to home, they are offered education and
training to manage their health care needs at home, including
guidance on community-based resources, medications, and medical
equipment.

Sources: Concept Mapping Patient Experience Research’ (see also Appendix 4)| National Institute for

Health and Care Excellence, 20154 | Registered Nurses’ Association of Ontario, 20142 | Registered
Nurses’ Association of Ontario, 202348

Definitions

Education, training, and support: Education should be tailored to the individual needs of patients and
care partners, and it should be provided in a variety of formats, including verbal (through face-to-face
meetings or phone calls, including via telehealth), written, or electronic, using plain language and
visual tools. Training may be hands on or simulation based. Examples of hands-on training include
how to use medical equipment and devices, administer medication, change bandages or dressings,
provide enteral feedings, or transfer the patient from one position to another. The “teach-back”
method — in which the trainer asks the trainee to explain what they have been taught — can be used
to confirm patient or care partner understanding.

This practical support and advice may be provided in hospital and continue in the community once
the patient is home. The patient’s hospital team, primary care clinician, home and community care
providers, and relevant specialist clinicians should collaborate to ensure support and advice are
consistent and reinforced in the community.

Before being discharged, patients and care partners should be given important information and care
instructions, such as:

e Alist of medications, how to use them, and what they are used for (see quality statement 7)
e Self-care instructions for both the patient and their care partners

e Contact information for a clinician who can provide answers to questions
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e Warning signs and symptoms to watch for, including which signs and symptoms should prompt a
call to a clinician and which require a visit to the emergency department

® Changes to the patient’s routine when they return home, including changes to diet and physical
activity

e Follow-up appointments, including location, date, time, and confirmation of bookings, or whom
to call if appointments are needed but have not yet been scheduled

Information about resources to support patients and care partners should be shared verbally and in a
written format (e.g., via a patient-oriented discharge summary [PODS]>°) before the patient leaves the
hospital. Examples of these resources include community-based services, family support services or
groups, peer supporters, and respite care.

Health care needs: A person’s physical, functional, social, cognitive, and mental health needs, all of
which should be considered in their care. These needs may be addressed through diet, medical care,
nursing, occupational therapy, pharmacy, physiotherapy, respiratory therapy, social work, speech-
language therapy, or mental health or addiction services.

Rationale

Hospitalization is stressful for patients, families, and care partners, and the move from hospital to
home can be a time of heightened stress as many important care instructions are given to them at
this time.>® Building patient and care partner capacity to manage patient care at home should begin
during the patient’s hospital stay and continue in the community when they transition home.*3

Patients and care partners want to know exactly what to do once the patient is home (e.g., what
medications to take and when, how to manage medical equipment) and whom to contact if questions
or unexpected signs or symptoms arise.> Receiving clear instructions, contact information for a
clinician, and information about relevant community resources can ease their anxiety and provide
comfort. This information can also help the patient with their recovery and avoid potential harm.>%°®

If a patient is transitioning to a long-term care facility or hospice, the receiving health care team
should also be given information about any changes to the patient’s care plan and any new
equipment.
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What This Quality Statement Means

For Patients and Care Partners

Before you leave the hospital, your hospital team should teach you and your family or care partners
how to manage your care at home, including how to take medications and use medical equipment.

Here are some important things to know:

® What medications you need, how to take them, and what they are for

e How you might feel and what activities you can do once you are at home again

® What symptoms mean and when you should call a clinician or go to the emergency department
® Any changes you need to make to your daily routine

® What follow-up appointments have been scheduled for you

e Where to go for more information or resources to support you

Your hospital team should share this information verbally and in a written format (for example, with a
patient-oriented discharge summary, or PODS>). You may also get hands-on training for things like
how to take medications, change bandages, or use medical equipment.

For Clinicians

Provide education and training to patients and care partners that will allow them to care effectively
for themselves or the people they are supporting at home. Tailor the information and training to the
patient’s needs, their perception of their health condition, their cognitive ability, and their stage of
readiness to care for themselves, as well as to the needs of care partners and their willingness and
capacity to provide care for the patient.

Ensure that information and training are accessible (e.g., by accommodating physical, sensory, or
learning disabilities or by providing translations) and culturally appropriate to all involved. When
needed, ensure an interpreter or advocate is available.

Identify patients who do not have family or care partner support, and make plans for additional
support for them if needed.

Ensure that a member of the hospital team is made responsible for providing the patient, family, and
care partners with information and support to allow for a successful transition home. Ensure that the
patient’s primary care clinician, home and community care providers, and relevant specialist clinicians
are aware of the information and support provided (e.g., additional education and training if needed).

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to provide education, training,
and support in response to the individual needs of patients being discharged, as well as those of their
families and care partners.
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Ensure that clinicians have the necessary resources, training, and skills to provide education and
training to patients, families, and care partners that is accessible and culturally appropriate.

Quality Indicators: How to Measure Improvement
for This Statement

e Percentage of people discharged from hospital to home (and their family members or care
partners) who report having received enough information about what to do if they are worried
about their health condition or treatment after leaving the hospital

® Percentage of people discharged from hospital to home who report having the support and
services they need to help them manage their health condition at home

® Percentage of people discharged from hospital to home who report knowing who to contact if
they have a question about their health condition or treatment

® Percentage of people discharged from hospital to home whose primary informal care partner
reports feeling prepared for the role of providing care (measurable for care partners of home care

clients only)

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 5: Transition Plans

People transitioning from hospital to home are given a written
transition plan, developed by and agreed upon in partnership with
the person, any involved care partners, the hospital team, the
primary care clinician, and home and community care providers
before leaving hospital. Transition plans are shared with the
person’s primary care clinician, home and community care
providers, and relevant specialist clinicians within 48 hours of
discharge.

Sources: Advisory Committee consensus (timing)| National Institute for Health and Care Excellence,
20151 | Registered Nurses’ Association of Ontario, 2014%? | Registered Nurses’ Association of
Ontario, 20238

Definitions

Transition plan: A written document (printed or electronic) summarizing the person’s hospital stay,
their diagnoses, interventions performed, and recommended actions (e.g., coordination of care and
support for the transition from hospital to home).#**’ This plan can reside in the discharge summary
or be a separate document. A transition plan is a working document for the health care teams

involved in the person’s care and should include the following details, where available and relevant:

® The person’s health condition
e The person’s social and emotional well-being
® The person’s ability to accomplish activities of daily living

e A complete list of the person’s medications, including any changes made to medications during
their hospital stay; this includes information about dosages, when to take medications, and what
each medication is for (see quality statement 7)

® Phone numbers for a clinician and for telehealth that patients and care partners can call if
concerns arise once the patient is home

e Arrangements for follow-up medical care (see quality statement 8)

e Arrangements for continuing home care and community support services and relevant phone
numbers

® Arrangements for continuing health care support to meet the person’s needs

® Relevant community and voluntary services
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® Availability of mental health crisis services in the community (e.g., walk-in clinics, hotlines, mobile
response units)

® Arrangements for transportation home

e Arrangements for medical equipment and home modifications to be in place at the time of
discharge

e Information about the person’s health care coverage and ability to pay for any out-of-pocket
health care costs (see quality statement 10)

e Name of any substitute decision-makers appointed under a power of attorney for personal care

The patient’s transition plan should be shared with the patient (or their substitute decision-maker)
and all health care providers involved in their ongoing care and support. If the person consents, the
plan should also be shared with family members and care partners. All information in the plan,
including explanations about medications, should be provided in a format that is easy for the person
and their care partners to understand (e.g., both verbally and written, with written material provided
in plain language and translated as necessary).*?

Home and community care providers: Health care providers based in the community, including home
care and community support service providers, care coordinators, and staff at community service
organizations; staff at community agencies for mental health and addiction services; managers and
health care providers at long-term care facilities and hospices; and community pharmacists. (See also
the definition of “home care and community support services” in quality statement 9.)

Rationale

A patient’s transition from hospital to home can be complicated as it involves many health care
providers across multiple settings (e.g., community, hospital, long-term care). Patients and care
partners report that communication is key to effective transition planning and that having enough
time with their hospital team to ask questions and actively participate in the transition process while
in hospital is especially important.® The transition plan should be started early upon the patient’s
admission to hospital (or pre-admission for planned admissions), and the hospital team should work
collaboratively with the patient’s primary care clinician and home and community care providers to
develop it (see quality statement 2). A patient’s transition plan helps ensure that their transition from
hospital to home is well coordinated and meets their needs, as well as the needs of their care
partners.*

Consent for sharing the transition plan may be implied within the person’s circle of care®® (see
Glossary). Transition plans should also be shared with the person before they leave the hospital (e.g.,
via a PODS>).

For people with complex care or mental health care needs, it may be beneficial to have a case
conference with all involved (including the patient, family, and care partners) to discuss their needs
before the transition.
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Information about discharge timing and logistics should also be included in the transition plan,
including when and how the person will be transported home, any costs involved, the geographic
distance, and the person’s physical ability to get in and out of a vehicle. These factors can be
especially important for people with low socioeconomic status, people who live alone but need help
to function effectively, and people who must travel a substantial distance to return home.>3” The
transition plans of people experiencing homelessness should include guidance on housing and social
service needs.®

Barriers to communication (e.g., learning disabilities; cognitive impairments; physical, sight, speech,
or hearing impairments; difficulties with reading, understanding, or speaking English) can hinder a
person’s understanding of their transition from hospital to home and how they can be involved in
planning for their transition.3® Where appropriate, transition plans should include accommodations to
overcome these barriers and ensure that people transitioning from hospital to home and their care
partners are involved in the transition decision-making process. Support for people with
communication difficulties can include advocacy services.*

What This Quality Statement Means

For Patients

Your hospital team should include you in decisions about your transition from hospital to home. If you
agree, your family and care partners should also be involved. Your hospital team should create a
written transition plan for you that explains everything you need to know about leaving the hospital
and your care at home, including:

e How you will be transported home
e What medications to take, how to take them, and what they are for

® How to take care of yourself once you are at home

Before you leave the hospital, your hospital team should give you a written copy of your transition
plan (for example, in a patient-oriented discharge summary, or PODS). If you agree, your family and
care partners should also get a written copy. The plan should be easy to read and understand, and
your hospital team should offer to explain it to you.

For Clinicians

If you are a member of the hospital team, involve the person’s primary care clinician and home and
community care providers in developing the transition plan. Upon the person’s discharge, alert their
primary care clinician, home and community care providers, and relevant specialist clinicians, and
share the transition plan with them. Give the patient a written copy of their transition plan before
they leave hospital.

Use standardized documentation tools to ensure a succinct, clear, and timely exchange of the
transition plan within 48 hours of discharge.*?
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For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to:

® Give people transitioning from hospital to home a written copy of their transition plan before
leaving hospital (e.g., via a PODS>?)

e Allow for timely (within 48 hours of discharge), clear communication of the transition plan with
the person’s primary care clinician, home and community care providers, and relevant specialist
clinicians (e.g., standardized documentation and communication strategies, use of an online
portal)*247

® Ensure that transition plans can accommodate diverse communication needs (e.g., variations in
language proficiency or literacy levels and in cognitive or sensory abilities)

e Ensure the availability of translation and interpretation services to support the language needs of

patients and their care partners

Quality Indicators: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home who were given a written transition plan
before leaving hospital

e Percentage of people discharged from hospital to home whose discharge summaries were
delivered to their primary care clinician within 48 hours after discharge

e Percentage of people discharged from hospital to home who receive home care and community
support services whose discharge summaries were sent to their service providers within 48 hours
after discharge

® Percentage of people discharged from hospital to home who report that the clinicians or
providers from whom they usually get medical care seem informed and up to date about the care
they received in hospital

® Local availability of integrated electronic health records that allow hospital teams, primary care
clinicians, and home and community care providers to share information with each other

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 6: Coordinated
Transitions

People admitted to hospital have a named clinician who is
responsible for timely transition planning, coordination, and
communication. Before people leave hospital, this person ensures
an effective transfer of transition plans and information related to
people’s care.

Sources: National Institute for Health and Care Excellence, 2015% | Registered Nurses’ Association of
Ontario, 2014** | Registered Nurses’ Association of Ontario, 20238

Definition

Transition planning, coordination, and communication: Establishing a set of actions designed to
ensure effective coordination, communication, and continuity of health care as a patient transitions
from hospital to home3! may include but is not limited to:

® Contacting the person’s primary care clinician, home and community care providers, and relevant
specialist clinicians

® Collecting the person’s health records to perform their comprehensive assessment (see quality
statement 2)

e Coordinating the comprehensive assessment and the patient’s care in hospital, and ensuring that
all members of the patient’s hospital team and all their community-based providers are kept
informed

e Leading the development, communication, and implementation of the transition plan

® Being the contact person for the patient and their family and care partners while the patient is in
hospital and soon after discharge

Rationale

Poor coordination and communication during a person’s transition from hospital to home can be
stressful for patients, as well as for their families and care partners, and can lead to poorer
outcomes.*® Having a clinician as the designated transition coordinator has been shown to have a
positive effect on hospital discharge processes and outcomes**>” and to result in a better overall
experience for patients and care partners.>® Patients and care partners often have questions about
the transition,® so having a named individual with knowledge of the person’s physical and mental
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health who is responsible for the transition process can help ensure that someone is always available
to answer these questions.

For people with more complex care needs, members of the hospital team, the primary care clinician,
and home and community care providers should be involved in transition planning and
coordination.*® However, clearly naming a clinician as a single point of contact for a patient’s
transition planning and coordination can make the transition smoother for the patient and their
family and care partners.*® In some instances, this person is the patient’s most responsible clinician or
primary clinician, a nurse practitioner, a nurse, a social worker, or another clinician. In other
instances, this person may have a job title such as “transitions care coordinator,” “discharge
coordinator,” or “patient navigator.” This person should be selected based on the patient’s care and
support needs.*?

What This Quality Statement Means

For Patients

When you are admitted to the hospital, a clinician should identify the person who will plan your
transition home. This person will work with you and your family and care partners throughout your
hospital stay to make sure you know what will happen and what you need to do when you return
home.

For Clinicians

Ensure that a person is identified as being responsible for coordinating each patient’s transition from
hospital to home, and involve this coordinator in transition-related decisions.

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place so that patients, families, care
partners, primary care clinicians, and home and community care providers have a named contact
responsible for timely transition planning, coordination, and communication.

Quality Indicators: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home who had a named clinician responsible
for their care coordination at the time of discharge

® Percentage of people in hospital (or their care partners) who report knowing who is primarily
responsible for coordinating their discharge

® Percentage of people discharged from hospital to home (or their care partners) who report being
unable to contact their clinician when they needed to
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® Local availability of hospital systems that provide patients, families, care partners, and home and
community care providers with a named contact responsible for timely transition planning,

coordination, and communication

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 7: Medication Review
and Support

People transitioning from hospital to home have structured
medication reviews on admission, before returning home, and once
they are home. These reviews include information regarding
medication reconciliation, adherence, and optimization, as well as
how to use their medications and how to access their medications
in the community. People’s ability to afford out-of-pocket
medication costs is considered, and options are provided for those
unable to afford these costs.

Sources: Concept Mapping Patient Experience Research® (see also Appendix 4)| National Institute for
Health and Care Excellence, 20154 | Ontario Health, 2021 | Registered Nurses’ Association of
Ontario, 2014% | Registered Nurses’ Association of Ontario, 20238

Definitions

Structured medication review: A critical examination of all medications a person takes regularly or as
needed (e.g., prescription and over-the-counter medications, vitamins and minerals, herbal and
natural health products, traditional medicines, medication samples from prescribers) and any drug
allergies. This includes medications of all forms (e.g., pills, liquids, creams, patches, inhalers [puffers],
eye and ear drops). The aim is for the clinician and the patient to agree on the treatment plan; ensure
each medication is indicated, beneficial, appropriate, and being used effectively; identify and resolve
medication-related problems; and reduce waste.

Medication reconciliation: A process in which clinicians work with a patient and care partners to
accurately identify all the patient’s current medications — including the drug names, dosages, and
frequency of administration — so that this information can be accurately communicated to relevant
clinicians throughout the patient’s transition between hospital and home. It is important to capture
any discrepancies and document any medications that have been added, changed, or discontinued.*?

Medication adherence: The extent to which a person follows their medication regimen, that is, how
much a person uses their medications in the way they have agreed on with their clinicians.
Nonadherence may limit the benefits of a medication, resulting in a lack of improvement or a
deterioration in health. Nonadherence may be intentional or unintentional, for example, as a result of
poor recall or difficulties in understanding the medication regimen, problems taking the medications,
an inability to pay for medications, or simply forgetting to take them.*
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Medication optimization: Taking an individualized approach to a person’s medication regimen to
maximize benefit and minimize harm. This step addresses both prescription and nonprescription
medications to ensure that all are:

® |[ndicated (i.e., have a reason for use)
e Effective (i.e., do what we expect them to)
e Safe (i.e., the benefits of use exceed the risks)

® Convenient (i.e., the patient can adhere to the medication regimen, including by paying for them

and taking them as intended)

Rationale

Transitions between hospital and home often involve changes to patients’ medications. It is important
that patients and their families and care partners review their medications with a clinician before
leaving hospital.”

These steps are also crucial to a successful transition:

e Ensuring patients and care partners understand what their medications are for and are confident
in their ability to manage medication regimens (i.e., take them at the right times and administer

them correctly)

® Considering people’s ability to afford medications and providing options for those unable to
afford these costs (such as the Trillium Drug Program or private insurance coverage) and

supporting their application for help, if needed

e Ensuring patients and care partners know how to manage pain

Upon their admission to hospital and at discharge, a patient should have a structured medication
review performed by the hospital pharmacist, the patient’s most responsible clinician, a nurse, or a
nurse practitioner. Once home, they should have a structured medication review performed by 1 or
more community-based clinicians (e.g., community pharmacist, primary care clinician, home care
nurse).

Patients and care partners should be actively involved in the reviews to ensure they are aware of all
aspects of the medication regimen. A structured medication review should also be part of the
transition plan (see quality statement 5) and carefully communicated to primary care clinicians and
home and community care providers to support a safe and effective transition from hospital to
home.42:47,59

For more information on medication safety, please see the Medication Safety quality standard.?

ONTARIO HEALTH, FEBRUARY 2026 34


https://www.ontariohealth.ca/quality/standards

What This Quality Statement Means

For Patients

When you arrive at the hospital, a clinician should ask you and your care partners what medications
you are taking.

Before you leave the hospital, a clinician should:

e Talk with you about any changes that have been made to your medications and why, how to take
them, and side effects you might experience

e Ask if you have any concerns about paying for your medications and help you find options if you
can’t afford the cost of medication

Once you are home again, another clinician — like your community pharmacist, your family doctor or
nurse practitioner, or a home care nurse — should talk with you about your medications to make sure
they fully understand your medication needs.

For Clinicians

When you complete a structured medication review, consider such factors as:

® The cost of medications and options for those unable to afford such costs

® Packaging instructions for those who may need help taking their medication (e.g., suggestion to
use blister packs, pill box)

® The patient’s medication schedule, particularly when care partner support is needed to help
administer medications throughout the day and night

e Whether care partner support is available when needed for people who need help with their
medications

e Training on how to manage complex medication regimens

If you are a member of the hospital team, work collaboratively with patients and care partners to
complete structured medication reviews on admission and before discharge. Include information
regarding medication reconciliation, adherence, and optimization. Engage patients and care partners
in a discussion about their ability and willingness to use their medications at home as recommended
by their health care team, about supports available to help with this, and about how to access
medication in the community. You may need to consider the factors listed above. You may also need
to provide a short-term supply of medication until a prescription can be filled.

The structured medication review should also be carefully communicated to primary care clinicians,
home and community care providers, and relevant specialist clinicians.
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If you are a community pharmacist, primary care clinician, or home care nurse, once the patient is
home, work with them and their care partners to complete a structured medication review that
includes information regarding medication reconciliation, adherence, and optimization.

Review with the patient and their care partners how to use their medications effectively at home and
how to access medication in the community. You may need to consider the factors listed above.

For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place for the hospital team to
complete a structured medication review on admission and before discharge that includes
information regarding medication reconciliation, adherence, and optimization, and to communicate
this information to primary care clinicians, home and community care providers, and relevant
specialist clinicians.

Ensure that systems, processes, and resources are in place for the most responsible clinician in the
community to complete a structured medication review that includes information regarding
medication reconciliation, adherence, and optimization.

Quality Indicators: How to Measure Improvement
for This Statement

e Percentage of people discharged from hospital to home whose medications were reconciled at
discharge

® Percentage of people discharged from hospital to home who had a drug-related emergency
department visit or hospital readmission within 30 days after discharge

® Percentage of people discharged from hospital to home (or their care partners) who report
having a clear understanding of their prescribed medications

® Local availability of hospital systems that provide discharge medication lists and clinical
indications to community-based pharmacies upon discharge, including a full list of medications
and follow-up appointments

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 8: Coordinated Follow-
Up Medical Care

People transitioning from hospital to home have follow-up medical
care with their primary care clinician and/or a specialist clinician
coordinated and booked before leaving hospital. People with no
primary care clinician are provided with assistance to find one.

Sources: Concept Mapping Patient Experience Research’ (see also Appendix 4)| National Institute for
Health and Care Excellence, 2015*

Definitions

Follow-up medical care: Care provided in the community by the patient’s primary care clinician
and/or specialist clinicians after the patient is discharged from hospital. In some cases, especially for
children and youth with mental health concerns, this may also include their primary therapist,
counsellor, or case coordinator at a community agency. Consideration should be given to the mode
(e.g., face to face, telephone, virtual) and time frame for follow-up care that best suit patient and care
partner needs and preferences. The care providers responsible for making any follow-up calls should
be identified before the patient leaves the hospital.

Coordinated care: Follow-up medical care should be scheduled before discharge, and patients and
care partners should be given contact information for these follow-ups. In some cases, patients or
care partners might book these appointments. In other cases, patients may need help from hospital
staff. The person booking the follow-up care should consider the patient’s and care partner’s
schedules, as well as how to accommodate any needs related to transportation, cost, distance, or
physical mobility. If the follow-up care cannot be booked before discharge, or if it is the patient’s or a
care partner’s responsibility to book the follow-up care themselves, clear instructions and contact
information should be given to the patient and care partner before discharge.

Rationale

Ensuring that people see a clinician for follow-up medical care after discharge can help them
effectively manage their health conditions and identify worsening symptoms, side effects from
medication changes, and self-management challenges.®® Proper coordination among care providers
following discharge — including follow-up medical care that is booked before discharge and the
transfer of medical information among providers — is vital to ensure that people receive proper
follow-up care and monitoring following their transition from hospital to home.>

Patients sometimes experience difficulties scheduling medical appointments after they are discharged
from hospital.> Ensuring that both primary care and specialist appointments are scheduled before

ONTARIO HEALTH, FEBRUARY 2026 37



patients leave hospital and ensuring that patients and care partners have contact information for
these visits can alleviate stress and ensure patients receive the follow-up care they need.

Some patients also face challenges with transportation to follow-up appointments (e.g., owing to
their health condition, a lack of transportation, transportation costs, or geographic barriers). Further,
people living in rural and remote communities have varied access to follow-up from primary care and
specialist clinicians (Discharge Abstract Database, Ontario Health Insurance Plan Claims Database,
Registered Persons Database, 2016; data provided by ICES, September 2018).

Medical follow-up rates are lower for people discharged from small or remote hospitals, for those
living in lower-income communities, and for those who have reduced access to clinicians in general.®*
For these individuals, a phone call, virtual follow-up, or home visit from a nurse or clinician is the most
appropriate mode of primary care follow-up. Others who are more vulnerable and at increased risk of
not getting follow-up medical care may need additional support from community partners to ensure
they get follow-up medical care in their community (e.g., at a medical clinic located in a shelter or at a
community health centre).

What This Quality Statement Means

For Patients

Before you leave the hospital, your hospital team should:

® Arrange any follow-up care you need from your primary care clinician or a specialist

® Give you clear written instructions and contact information for this follow-up care

Sometimes, you or a care partner may need to book a follow-up appointment. In this case, before you
leave the hospital, your hospital team should give you clear instructions about the appointment and
who you need to call to book your appointment.

For Clinicians

Coordinate and book follow-up medical care with the patient’s primary care clinician and/or specialist
clinicians, as needed, before discharge. Ensure that recommendations for follow-up care are included
in the patient’s transition plan or discharge summary (see quality statement 5). Refer patients without
a primary care clinician to a local system such as a family health team where available, or inform
patients about Health Care Connect, and help them, if needed, to search for a primary care
clinician.®52

People at high risk for readmission may need to have follow-up medical care sooner than those at
lower risk.2 For people at high risk of readmission, arrange a follow-up phone call, home visit, or office
visit with a community-based nurse, nurse practitioner, physician assistant, or primary care clinician,
ideally within 24 to 72 hours after discharge, to ensure patients (and care partners) are able to
effectively manage their care and take their medications correctly.#36963
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For Organizations and Health Services Planners

Ensure that hospitals have systems, processes, and resources in place to ensure that follow-up
medical care can be coordinated and booked before discharge.

Quality Indicator: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home who had follow-up medical care
appointments coordinated and booked with their primary care clinician (or most responsible

clinician) and/or a specialist clinician before discharge

Measurement details for this indicator, as well as overarching indicators to measure improvement for
the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 9: Appropriate and
Timely Support for Home and Community
Care

People transitioning from hospital to home are assessed for the
type, amount, and appropriate timing of home care and community
support services they and their care partners need. When these
services are needed, they are arranged before people leave hospital
and are in place when they return home.

Sources: Concept Mapping Patient Experience Research’ (see also Appendix 4)| National Institute for
Health and Care Excellence, 2015*

Definitions

Assessed for home care and community support service needs: This considers the needs of the
person and their care partners to determine the type and amount of home care and community
support services they will need after leaving hospital.®* Needs include those related to function,
medical care, equipment, home accommodation or modification, cognition, mental health, addiction,
language, culture, and social support. (An example of a tool is the InterRAI Contact Assessment.®°)

The amount of support a person needs can be considered for the short and long term. Short-term
support is provided over days to several weeks. Examples include postacute medical or surgical needs.
Long-term support is provided for a length of time beyond several weeks. Examples include care for
people with functional limitations, chronic health issues, or medically complex care needs.

The assessment should also consider the person’s ability to pay for any out-of-pocket costs.

Home care and community support services®®: Services provided to a person in the home and
community.

Home care includes:

e (linical health services (e.g., dietetics, medical care, mental health care, nursing, occupational
therapy, palliative care, physiotherapy, respiratory therapy, social work, speech-language
therapy)

e Homemaking support (e.g., help with cleaning, laundry, or meal preparation)
e Home help (e.g., home maintenance and repair)

® Personal support services and other related services
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Community support services include the clinical services listed above (e.g., those provided by
community-based clinicians or health care providers who may be publicly or privately funded) and
nonclinical services, such as:

® Adult day programs

® Care partner relief and support

e Community dining

® Friendly visiting

® Meal delivery

e Supportive housing (i.e., long-term care and retirement homes)
® Transportation assistance

® Any other services that support people to live independently in their homes

For people with complex care needs, home care and community support services include community-
based case management, including follow-up and monitoring of care.

Rationale

Appropriate referral for home care and community support services, when needed, is essential to a
patient’s transition from hospital to home and has been shown to reduce the rate of hospital
readmissions.**%” Timely and appropriate home care and community support services help patients
feel more comfortable and confident in their ability to care for themselves when they return home.>

Research about what affects the experience of care people in Ontario receive during transitions from
hospital to home most commonly reflects challenges with home care, including the timeliness,
reliability, consistency, and sufficiency of publicly funded services.> Many rely on family, friends,
private services, or charities to fill the gaps. Arranging the logistics of home care — whether involving
clinical health services, medical equipment or devices, personal support workers, or nonclinical
support services — can often be overwhelming for patients, families, and care partners.®

Many factors can affect the type and amount of care a person may need, including the following®:

® Social factors such as low income, unstable housing, living alone, and complex family dynamics
e Complex health issues such as mental health conditions, addiction, significant cognitive

impairment, or the presence of multiple comorbidities

® (Care partner willingness and capacity to provide care

To ensure appropriate and timely support, clear communication and alignment are needed among
patients, care partners, the hospital team, the primary care clinician, and relevant home care and
community support service providers about the home care and community support services they
need.
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What This Quality Statement Means

For Patients

If you need health care, personal support care, or help from other community support services once
you are back home, a care coordinator should work with you and your care providers to plan and
arrange these services before you leave the hospital.

These services include things like home visits from a nurse, doctor, or therapist to help with your
medical care, help preparing meals or cleaning, and help with transportation to medical
appointments.

For Clinicians

For patients needing home care or community support services following discharge, ensure a home
and community care coordinator is assigned to assess the needs of the patient and their care partners
and to arrange for services.

If you are the care coordinator, be aware of the home care and community support services that are
available to your patient and how to arrange for these services. Work with the patient and care
partners, the hospital team, and home care and community support service providers to understand
the patient’s goals and preferences, regularly assess their home care and community support service
needs, and develop (or codesign) with the patient and care partners a care plan to meet their needs
and achieve their goals. Include details of the arranged services in the transition plan or discharge
summary. Regularly assess the patient’s need for home care or community support services.

For Organizations and Health Services Planners

Adequately resource systems and services so that people transitioning from hospital to home have
timely and equitable access to the home care and community support services they need when they
need them. Work collaboratively with stakeholders, communities, and people with lived experience,
using local data and evidence, to codesign home care and community support services that meet the
needs of all people transitioning from hospital to home, particularly those who are socially
disadvantaged or face barriers to accessing care.

Quality Indicators: How to Measure Improvement
for This Statement

e Median and mean wait times from hospital discharge to first home care service date for people
newly approved for home care services

e Percentage of people discharged from hospital to home who are referred for home care and
community support services and who report receiving enough hours of those services
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® Percentage of people discharged from hospital to home who received home care and community
support services and who report that their home care and community support services started
when they needed them to

Measurement details for these indicators, as well as overarching indicators to measure improvement
for the goals of the entire quality standard, are available in the technical specifications.
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Quality Statement 10: Out-of-Pocket Costs
and Limits of Funded Services

People transitioning from hospital to home have their ability to pay
for any out-of-pocket health care costs considered by the health
care team, and information and alternatives for unaffordable costs
are included in transition plans. The health care team explains to
people what publicly funded services are available to them and
what services they will need to pay for.

Source: Concept Mapping Patient Experience Research’ (see also Appendix 4)

Definitions

Out-of-pocket health care costs: Costs paid by the patient for any unfunded services from home and
community care providers or any unfunded home care and community support services, as well as
medications, medically necessary equipment and devices, and medical supplies.

Health care team: The patient’s hospital team, primary care clinician, relevant specialist clinicians,
and home and community care providers (including a care coordinator and/or social worker as
needed). In some hospitals, the roles of social worker and home and of community care coordinator
are performed by the same person. In other hospitals, these are separate professionals performing
different aspects of this role together.

Rationale

Patients and care partners in Ontario who have experienced transitions from hospital to home have
identified challenges related to out-of-pocket costs for medications, medical equipment and devices,
transportation, and home care services.” Limited coverage and lengthy wait times for publicly funded
home care and community support services (e.g., occupational therapy, physiotherapy, respiratory
therapy, and other rehabilitation services) have also been identified as challenges by patients and
care partners.>98-70

A report from Ontario’s Expert Group on Home and Community Care states that “family and
caregivers need access to and funding of a core consistent ‘basket of services’ that recognizes
nonclinical supports such as homemaking, meal preparation, supportive housing, transportation and
respite.”®® Effectively addressing these needs significantly increases the likelihood of a successful
transition from hospital to home.>
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People transitioning from hospital to home and their care partners need accurate information about
which services and medications they will need to pay for.®® For those unable to pay for unfunded or
partially funded community-based services, medications, or medical equipment and devices, support
should be provided by clinicians or a home and community care coordinator to ensure their care
needs are met. Without this support, many patients will go without care.

What This Quality Statement Means

For Patients

Before you leave the hospital, a clinician should:

® Let you know about any home care or community support services you will need once you are
home again

e Explain the services and medications that require you to pay all or part of the cost and options
you can explore if you can’t afford to pay for some services

For Clinicians

Work together with your fellow health care providers (hospital providers, primary care clinicians,
home and community care providers, home and community care coordinators, and/or social workers)
to provide people transitioning from hospital to home and their care partners with information
regarding which home care and community support services and medications are funded and which
they will need to pay for. Provide information about and help connect patients with relevant home
care and community support services, both funded and unfunded. Let patients and their care partners
know about any known out-of-pocket costs, and help with reviewing private insurance coverage or
other funding sources, such as March of Dimes Canada, the Non-insured Health Benefits (NIHB)
Program, the Ontario Disabilities Support Program, the Ontario Drug Benefit program, Ontario Works,
and thehealthline.ca. Help those who will need assistance paying review private insurance coverage
or find alternative sources of funding.

For Organizations and Health Services Planners

Ensure that systems, processes, and resources are in place for health care providers to work together
to provide information and planning for home care and community support services and medications
that are funded and not funded.
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Quality Indicators: How to Measure Improvement
for This Statement

® Percentage of people discharged from hospital to home whose ability to pay for out-of-pocket
health care costs is assessed by their health care team

e Percentage of people discharged from hospital to home who report being provided with the
information they need about available funding for health services that are not publicly funded

® Percentage of people discharged from hospital to home who report not receiving the help they

needed because of the cost

Measurement details for these indicators, as well as overarching indicators to measure improvement

for the goals of the entire quality standard, are available in the technical specifications.
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Appendix 1: About This Quality Standard

How to Use This Quality Standard

Quality standards inform patients, clinicians, and organizations about what high-quality care looks like
for health conditions or processes deemed a priority for quality improvement in Ontario. They are
based on the best evidence.

Guidance on how to use quality standards and their associated resources is included below.

For Patients

This quality standard consists of quality statements. These describe what high-quality care looks like
for people transitioning between hospital and home after a hospital admission.

Within each quality statement, we have included information on what these statements mean for you
as a patient.

In addition, you may want to download the accompanying patient guide on transitions between
hospital and home to help you and your family have informed conversations with your clinicians.
Inside, you will find information and questions you may want to ask as you work together to make a
plan for your care.

For Clinicians and Organizations

The quality statements within this quality standard describe what high-quality care looks like for
people as they transition between hospital and home. They are based on the best evidence and
designed to help you know what to do to reduce gaps and variations in care.

Many clinicians and organizations are already providing high-quality, evidence-based care. However,
there may be elements of your care that can be improved. This quality standard can serve as a
resource to help you prioritize and measure improvement efforts.

Tools and resources to support you in your quality improvement efforts accompany each quality
standard. These resources include indicators and their definitions, available in the technical
specifications. Measurement is key to quality improvement. Collecting and using data when
implementing a quality standard can help you assess the quality of care you are delivering and
identify gaps in care and areas for improvement.

There are also a number of resources online to help you, including:

® Qur patient guide on transitions between hospital and home, which you can share with patients
and families to help them have conversations with you and their other clinicians. Please make the
patient guide available where you provide care

ONTARIO HEALTH, FEBRUARY 2026 47


https://www.ontariohealth.ca/quality/standards
https://www.ontariohealth.ca/quality/standards

e QOur measurement resources, including the technical specifications for the indicators in this

quality standard, the “case for improvement” slide deck to help you to share why this standard
was created and the data behind it, and our measurement guide containing supplementary

information to support the data collection and measurement processes
® Qur placemats, which summarize the quality standard and include links to helpful resources
and tools

e Qur Getting Started Guide, which includes links to templates and tools to help you put quality
standards into practice. This guide shows you how to plan for, implement, and sustain changes in

your practice

® Quorum, an online community dedicated to improving the quality of care across Ontario. This is a
place where clinicians can share information and support each other, and it includes tools and
resources to help you implement the quality statements within each standard

How the Health Care System Can Support
Implementation

As you work to implement this quality standard, there may be times when you find it challenging

to provide the care outlined due to system-level barriers or gaps. These challenges have been
identified and documented as part of the development of the quality standard, which included
extensive consultation with clinicians and lived experience advisors and a careful review of available
evidence and existing programs. Many of the levers for system change fall within the purview of
Ontario Health, and as such we will continue to work to address these barriers to support the
implementation of quality standards. We will also engage and support other provincial partners,
including the Ministry of Health or other relevant ministries, on policy-level initiatives to help
bridge system-level gaps.

In the meantime, there are many actions you can take on your own, so please read the standard and
act where you can.
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Appendix 2: Glossary

Term Definition

Care partner A person who provides care and support in a nonprofessional capacity. Care
partners may be family members, friends, or anyone else identified by the
person transitioning between hospital and home. This role may be carried out
by 1 or more people and may include direct care provision, emotional support,
care coordination, advocacy, and financial help.”* Other terms commonly used
to describe this role include “caregiver,” “
caregiver,” and “primary caregiver.”

n

carer,” “family caregiver,” “informal

Circle of care “Those members of a health care team who are included in an individual’s
implied consent to collect, use, and disclose a patient’s/client’s personal health
information for the purpose of providing health care in specific
circumstances,”4® as defined in Ontario’s privacy law, the Personal Health
Information Protection Act of 2004. This may also include family members and
care partners whom the patient consents to include in their circle of care and
any substitute decision-makers appointed under a power of attorney for
personal care.

Clinicians Regulated professionals who provide care to patients or clients. Examples are
nurses, nurse practitioners, occupational therapists, pharmacists, physicians,
physiotherapists, psychologists, social workers, and speech-language
pathologists.

Family The people closest to a person in terms of knowledge, care, and affection; this
may include biological family or family of origin, family through marriage, or
family of choice and friends. The person defines their family and who will be
involved in their care.

Health care Regulated professionals and people in unregulated professions, such as
providers administrative staff, behavioural support workers, personal support workers,
recreational staff, spiritual care staff, and volunteers.

Health care team Includes the patient’s hospital team, primary care clinician, relevant specialist
clinicians, and home and community care providers, including a care
coordinator and/or social worker as needed.

Home A person’s usual place of residence. This may include personal residences,
retirement residences, assisted-living facilities, long-term care facilities,
hospices, and shelters.

Home and Health care providers based in the community, including home care and
community care community support service providers, care coordinators, and staff at community
providers service organizations; staff at community agencies for mental health and

addiction services; managers and health care providers at long-term care
facilities and hospices; and community pharmacists.

Hospital team All those in the hospital who provide care to people while they are in hospital.
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Term Definition

Primary care A family physician (also called a primary care physician) or nurse practitioner
clinician who provides primary care.
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Appendix 3: Values and Guiding Principles

Values That Are the Foundation of This
Quality Standard

This quality standard was created and should be implemented according to the

Patient, Family and Caregiver Declaration of Values for Ontario. This declaration “is a vision
that articulates a path toward patient partnership across the health care system in Ontario. It
describes a set of foundational principles that are considered from the perspective of Ontario
patients and serves as a guidance document for those involved in our health care system.”

These values are:

® Respect and dignity

e Empathy and compassion
® Accountability

® Transparency

e Equity and engagement

A quality health system is one that provides good access, experience, and outcomes for all people in
Ontario, no matter where they live, what they have, or who they are.

Guiding Principles
In addition to the above values, this quality standard is guided by the principles outlined below.

Acknowledging the Impact of Colonization

Clinicians should acknowledge and work toward addressing the historical and present-day impacts of
colonization in the context of the lives of Indigenous Peoples throughout Canada. This work involves
being sensitive to the impacts of intergenerational and present-day traumas and the physical, mental,
emotional, and social harms experienced by Indigenous people, families, and communities, as well as
recognizing their strength and resilience. This quality standard uses existing clinical practice guideline
sources that may not include culturally relevant care or acknowledge traditional Indigenous beliefs,
practices, and models of care.

French Language Services

In Ontario, the French Language Services Act guarantees an individual’s right to receive services in
French from Government of Ontario ministries and agencies in 27 designated areas and at
government head offices.”?

ONTARIO HEALTH, FEBRUARY 2026 51


https://www.ontario.ca/page/patient-family-caregiver-declaration-values-ontario
https://www.ontario.ca/page/government-services-french

Social Determinants of Health

Homelessness and poverty are 2 examples of economic and social conditions that influence people’s
health, known as the social determinants of health. Other social determinants of health include
employment status and working conditions, race and ethnicity, food security and nutrition, gender,
housing, immigration status, social exclusion, and residing in a rural or urban area. Social
determinants of health can have strong effects on individual and population health; they play an
important role in understanding the root causes of poorer health. People with a mental illness or
addiction often live under very stressful social and economic conditions that worsen their mental
health,”? including social stigma, discrimination, and a lack of access to education, employment,
income, and housing.”
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Appendix 4: What We’ve Heard From
Patients and Caregivers

In consulting with patients and care partners across the province, we learned:

® There are not enough publicly funded home care services to meet the need

® Home care support is not in place when patients arrive home from hospital

® Patients must advocate to get enough home care

® Patients are not being involved in discharge planning

® Once home, patients do not have contact numbers for people to call if there is a problem

e During discharge planning, hospital providers assume family and friends will provide care

e There are long waits for follow-up appointments with primary care clinicians and specialists

® Patients receive unclear or inconsistent communication about their health status

How We Consulted With Patients and Care
Partners

Improving patient and care partner experiences during transitions between hospital and home is a
priority for Ontario’s health system, but little research exists on what matters most to them.
Therefore, to support the development of this quality standard, Ontario Health partnered with health
care and community organizations to conduct a province-wide consultation in 2018 through broad
engagement with people with lived experience of transitions from hospital to home. We spoke with
people who had been discharged home after an overnight admission in an Ontario hospital within the
past 3 years; we also spoke with care partners of people who had been hospitalized and discharged
home. We asked them about the factors that affected their experiences when transitioning from
hospital to home,> and we defined “home” as including long-term care, supportive housing, and
shelters, in addition to personal residences.

A total of 665 people completed our online survey; 40% had been patients, 53% had been care
partners, and 7% had been both patients and care partners. In addition, 71 people participated in 1 of
8 group discussions. We heard from a diverse group of patients and care partners in Ontario with
lived experience of a transition from hospital to home.> Most (95%) reported being discharged to an
apartment, house, or other community residence, while 5% were discharged to a long-term care
home, and 8% were discharged to a rehabilitation facility or chronic care hospital. (Note that the
percentages do not sum to 100% because some participants specified more than 1 destination if they
were responding as both a patient and care partner.)

Researchers grouped input from participants in the survey and discussion groups into 52 unique
concepts related to the transition process. These concepts covered the continuum of care from being
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in hospital to preparing for a successful discharge (i.e., discharge planning and process, timely
services, and logistical support after discharge) and returning to the community (i.e., coordination of
follow-up medical care, home care, community-based rehabilitation and medical care in the
community, out-of-pocket costs, and the limitations of funded services). People most often reported
challenges with home care in terms of the consistency, reliability, sufficiency, and timeliness of
publicly funded services. Many relied on family, friends, private services, or charities to fill the gaps.
The second most common theme was related to challenges with the discharge process, including such
factors as insufficient communication, a lack of patient and care partner involvement in the process,
and timing.

In a second phase of this research, a smaller number of participants answered 2 key questions:

e Which issue would lower your confidence to care for yourself (for patients) or the patient (for
care partners)?

® Which areas should be prioritized for improvement (as top priorities for the health system)?

The 8 concepts listed above were rated most important for both questions; they are listed in order of
priority to respondents. The top-rated concepts were fairly consistent across subgroups of patients
and care partners from different backgrounds and circumstances.

Our engagement with people who have experienced transitions from hospital to home informed the
development of this quality standard. Learning about people’s experiences helped us know what
topics we needed to address.

ONTARIO HEALTH, FEBRUARY 2026 54



Acknowledgements

Advisory Committee

Ontario Health thanks the following individuals for their generous, voluntary contributions of time
and expertise to help create this quality standard (credentials at the time of initial development in

2020):

Amir Ginzburg (co-chair)

Chief and Medical Director, Medicine Program,
Trillium Health Partners

Clinical Quality Lead, Mississauga Halton Local
Health Integration Network and Health
Quality Ontario

Lianne Jeffs (co-chair)

Research and Innovation Lead and Scholar in
Residence, Sinai Health System

Nursing and Health Disciplines Senior Clinician
Scientist, Lunenfeld—Tanenbaum Research
Institute

Carole Ann Alloway
Lived Experience Advisor
Cofounder, Family Caregivers Voice

Chantal Backman
Assistant Professor, University of Ottawa

Tanya Baker
Clinical Practice and Patient Safety Manager,
Bayshore HealthCare

Carole Beauvais
Chief Executive Officer, Nucleus Independent
Living

Lara de Sousa
Vice-President, Client Services, Circle of Care,
Sinai Health System

Julie Drury

Lived Experience Advisor

Minister’s Patient and Family Advisory Council,
Ministry of Health and Long-Term Care

Laurie Hebert
Patient Flow, Discharge Planner, Health Link
Coordinator, Arnprior Regional Health

Helen Janzen

Manager, Integrated Community Service
Programs

Lead, Long-Term Care and Placement,
Waterloo Wellington Local Health Integration
Network

Helene LaCroix
Vice-President, Clinical Innovations,
Saint Elizabeth Health

Brenda Laurin

Lived Experience Advisor

Care Partner

Co-chair, Health Quality Ontario Patient, Family
and Public Advisors Council

Joanne Maxwell
Senior Director, Collaborative Practice, Holland
Bloorview Kids Rehabilitation Hospital

Susan McKenna
Clinical Lead Pharmacist, Pharmacy Services,
Kingston Health Sciences Centre

Jennifer Mills
Executive Director, Quinte and District
Rehabilitation

ONTARIO HEALTH, FEBRUARY 2026

55



Andrea Moser

Associate Medical Director, Long-Term Care,
and Chief Medical Information Officer,
Baycrest Health Sciences

Clinical Quality Lead, Health Quality Ontario

Shailesh Nadkarni

Regional Director, Patient Care and
Partnerships, Hamilton Niagara Haldimand
Brant Local Health Integration Network

Elly Nadorp

Care Coordinator Coach, Western Ottawa
Health Link

Social Worker, Pinecrest Queensway
Community Health Centre

Diana Nichol
Registered Nurse and Quality Improvement

and Effective Transitions Lead, Tilbury District

Family Health Team

Contributing Organizations

Michael Nickerson
Lived Experience Advisor

Karen Okrainec
Clinician Scientist, University Health Network,
University of Toronto

Thuy-Nga (Tia) Pham
Physician Lead, South East Toronto Family
Health Team

Suzanne Saulnier
Director of Behavioural Support Services, LOFT
Community Services

Ontario Health thanks the following organizations for their contributions to the development of this
quality standard in 2020 as ex-officio or nonvoting observers:

® Behavioural Supports Ontario

® Ontario Medical Association

® Registered Nurses’ Association of Ontario

ONTARIO HEALTH, FEBRUARY 2026

56



References

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)
(11)
(12)

(13)

(14)

Ontario Health. Medication safety: care in all settings [Internet]. Toronto (ON): Queen's Printer
for Ontario; 2021 [cited 2025 Dec 3]. Available from:
https://hgontario.ca/Portals/0/documents/evidence/quality-standards/gs-medication-safety-
quality-standard-en.pdf

Naylor M, Keating SA. Transitional care: moving patients from one care setting to another. Am
J Nurs. 2008;108(9 Suppl):58-63.

Li J, Brock J, Jack B, Mittman B, Naylor M, Sorra J, et al. Project ACHIEVE - using
implementation research to guide the evaluation of transitional care effectiveness. BMC
Health Serv Res. 2016;16:70.

Jeffs L, Saragosa M, Law M, Kuluski K, Espin S, Merkley J, et al. Elucidating the information
exchange during interfacility care transitions: insights from a qualitative study. BMJ Open.
2017;7(7):e015400.

Kiran T, Wells D, Okrainec K, Kennedy C, Devotta K, Mabaya G, et al. Patient and caregiver
priorities in the transition from hospital to home: results from province-wide group concept
mapping. BMJ Qual Saf. 2020;29(5):390-400.

Kolade OR, Porat-Dahlerbruch J, van Achterberg T, Ellen ME. Navigating hospital to home
transitions: a qualitative study exploring older adult and informal caregiver experiences,
challenges and opportunities. Geriatr Nurs. 2025;65:103538.

Forster AJ, Murff HJ, Peterson JF, Gandhi TK, Bates DW. The incidence and severity of adverse
events affecting patients after discharge from the hospital. Ann Intern Med. 2003;138(3):161-
7.

Avoidable Hospitalization Advisory Panel. Enhancing the continuum of care: report of the
Avoidable Hospitalization Advisory Panel [Internet]. Toronto (ON): Queen's Printer for Ontario;
2011 [cited 2018 Nov 4]. Available from:
https://www.hgontario.ca/portals/0/Modals/qi/en/processmap pdfs/resources links/Enhanc
ing%20the%20Continuum%200f%20Care.pdf

Becker C, Zumbrunn S, Beck K, Vincent A, Loretz N, Miiller J, et al. Interventions to improve
communication at hospital discharge and rates of readmission: a systematic review and meta-
analysis. JAMA Netw Open. 2021;4(8):e2119346.

Coleman EA, Boult C. Improving the quality of transitional care for persons with complex care
needs. J Am Geriatr Soc. 2003;51(4):556-7.

Dhalla IA, O'Brien T, Ko F, Laupacis A. Toward safer transitions: how can we reduce post-
discharge adverse events? Healthc Q. 2012;15 Spec No:63-7.

Forster AJ, Clark HD, Menard A, Dupuis N, Chernish R, Chandok N, et al. Adverse events among
medical patients after discharge from hospital. CMAJ. 2004;170(3):345-9.

Janakiraman R, Park E, Demirezen EM, Kumar S. The effects of health information exchange
access on healthcare quality and efficiency: an empirical investigation. Management Science.
2022;69(2):791-811.

Jencks SF, Williams MV, Coleman EA. Rehospitalizations among patients in the Medicare fee-
for-service program. N Engl J Med. 2009;360(14):1418-28.

ONTARIO HEALTH, FEBRUARY 2026 57


https://hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-medication-safety-quality-standard-en.pdf
https://hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-medication-safety-quality-standard-en.pdf
https://www.hqontario.ca/portals/0/Modals/qi/en/processmap_pdfs/resources_links/Enhancing%20the%20Continuum%20of%20Care.pdf
https://www.hqontario.ca/portals/0/Modals/qi/en/processmap_pdfs/resources_links/Enhancing%20the%20Continuum%20of%20Care.pdf

(15)

(16)
(17)

(18)

(19)

(20)

(21)

(22)

(23)

(24)

(25)

(26)

(27)

(28)

(29)

Kripalani S, LeFevre F, Phillips CO, Williams MV, Basaviah P, Baker DW. Deficits in
communication and information transfer between hospital-based and primary care physicians:
implications for patient safety and continuity of care. ] Am Med Assoc. 2007;297(8):831-41.
Moore C, McGinn T, Halm E. Tying up loose ends: discharging patients with unresolved medical
issues. Arch Intern Med. 2007;167(12):1305-11.

Naylor MD, Aiken LH, Kurtzman ET, Olds DM, Hirschman KB. The care span: the importance of
transitional care in achieving health reform. Health Aff (Millwood). 2011;30(4):746-54.

Roy CL, Poon EG, Karson AS, Ladak-Merchant Z, Johnson RE, Maviglia SM, et al. Patient safety
concerns arising from test results that return after hospital discharge. Ann Intern Med.
2005;143(2):121-8.

Canadian Institute for Health Information. All patients readmitted to hospital [Internet].
Ottawa (ON): The Institute; 2025 [cited 2025 Dec 3]. Available from:
https://www.cihi.ca/en/indicators/all-patients-readmitted-to-hospital

Ontario Health. Family or friend caregiver distress [Internet]. Toronto (ON): King's Printer for
Ontario; c2025 [cited 2025 Dec 3]. Available from: https://www.hgontario.ca/System-
Performance/Home-Care-Performance/Family-Or-Friend-Caregivers-Distress

Ontario Health. In-person patient follow-up with a family doctor after leaving hospital
[Internet]. Toronto (ON): King's Printer for Ontario; c2025 [cited 2025 Dec 3]. Available from:
https://www.hgontario.ca/System-Performance/Primary-Care-Performance/In-Person-
Patient-Follow-up-after-Leaving-Hospital

Commonwealth Fund. Commonwealth Fund survey, 2023 [Internet]. Ottawa (ON): Canadian
Institute for Health Information; 2024 [cited 2025 Dec 3]. Available from:
https://www.cihi.ca/en/commonwealth-fund-survey-2023

Ontario Health. Patients readmitted to hospital [Internet]. Toronto (ON): King's Printer for
Ontario; c2025 [cited 2025 Dec 3]. Available from: https://www.hgontario.ca/System-
Performance/Primary-Care-Performance/Hospital-Readmission

Lam K, Abrams HB, Matelski J, Okrainec K. Factors associated with attendance at primary care
appointments after discharge from hospital: a retrospective cohort study. CMAJ Open.
2018;6(4):E587-93.

Lapointe-Shaw L, Mamdani M, Luo J, Austin PC, Ilvers NM, Redelmeier DA, et al. Effectiveness
of a financial incentive to physicians for timely follow-up after hospital discharge: a
population-based time series analysis. CMAJ. 2017;189(39):E1224-29.

World Health Organization. Transitions of care: technical series on safer primary care
[Internet]. Geneva (Switzerland): The Organization; 2016 [cited 2019 Feb]. Available from:
http://apps.who.int/iris/bitstream/handle/10665/252272/9789241511599-
eng.pdf;jsessionid=ECDE9S8EFCE58A62C05F4D8B5D32A3E2A?sequence=1

Commonwealth Fund. Commonwealth Fund survey, 2024 [Internet]. Ottawa (ON): Canadian
Institute for Health Information; 2025 [cited 2025 Dec 3]. Available from:
https://www.cihi.ca/en/commonwealth-fund-survey-2024

Commonwealth Fund. Commonwealth Fund survey, 2022 [Internet]. Ottawa (ON): Canadian
Institute for Health Information; 2023 [cited 2025 Dec 3]. Available from:
https://www.cihi.ca/en/commonwealth-fund-survey-2022

Patient Ombudsman. Making connections: supporting a better health system for everyone
[Internet]. Toronto (ON): Patient Ombudsman; 2022 [cited 2025 Dec 3]. Available from:
https://www.patientombudsman.ca/Portals/0/documents/patient-ombudsman-annual-
report-2021-22-en.pdf

ONTARIO HEALTH, FEBRUARY 2026 58


https://www.cihi.ca/en/indicators/all-patients-readmitted-to-hospital
https://www.hqontario.ca/System-Performance/Home-Care-Performance/Family-Or-Friend-Caregivers-Distress
https://www.hqontario.ca/System-Performance/Home-Care-Performance/Family-Or-Friend-Caregivers-Distress
https://www.hqontario.ca/System-Performance/Primary-Care-Performance/In-Person-Patient-Follow-up-after-Leaving-Hospital
https://www.hqontario.ca/System-Performance/Primary-Care-Performance/In-Person-Patient-Follow-up-after-Leaving-Hospital
https://www.cihi.ca/en/commonwealth-fund-survey-2023
https://www.hqontario.ca/System-Performance/Primary-Care-Performance/Hospital-Readmission
https://www.hqontario.ca/System-Performance/Primary-Care-Performance/Hospital-Readmission
http://apps.who.int/iris/bitstream/handle/10665/252272/9789241511599-eng.pdf;jsessionid=ECDE98EFCE58A62C05F4D8B5D32A3E2A?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/252272/9789241511599-eng.pdf;jsessionid=ECDE98EFCE58A62C05F4D8B5D32A3E2A?sequence=1
https://www.cihi.ca/en/commonwealth-fund-survey-2024
https://www.cihi.ca/en/commonwealth-fund-survey-2022
https://www.patientombudsman.ca/Portals/0/documents/patient-ombudsman-annual-report-2021-22-en.pdf
https://www.patientombudsman.ca/Portals/0/documents/patient-ombudsman-annual-report-2021-22-en.pdf

(30)

(31)

(32)

(33)

(34)

(35)

(36)

(37)
(38)

(39)

(40)

(41)

(42)

Canadian Institute for Health Information. Care for children and youth with mental disorders
[Internet]. Ottawa (ON): The Institute; 2015 [cited 2019 Jul 4]. Available from:
https://www.cihi.ca/sites/default/files/document/care-children-youth-with-mental-disorders-
en.pdf

Coleman EA. Falling through the cracks: challenges and opportunities for improving
transitional care for persons with continuous complex care needs. J Am Geriatr Soc.
2003;51(4):549-55.

Gruneir A, Fung K, Fischer HD, Bronskill SE, Panjwani D, Bell CM, et al. Care setting and 30-day
hospital readmissions among older adults: a population-based cohort study. CMAJ.
2018;190(38):E1124-E33.

Meddings J, Reichert H, Smith SN, Iwashyna TJ, Langa KM, Hofer TP, et al. The impact of
disability and social determinants of health on condition-specific readmissions beyond
Medicare risk adjustments: a cohort study. ] Am Geriatr Soc. 2016;32(1):71-80.

Neiterman E, Wodchis WP, Bourgeault L. Experiences of older adults in transition from
hospital to community. Can J Aging. 2015;34(1):90-9.

Saxena FE, Bierman AS, Glazier RH, Wang X, Guan J, Lee DS, et al. Association of early physician
follow-up with readmission among patients hospitalized for acute myocardial infarction,
congestive heart failure, or chronic obstructive pulmonary disease. JAMA Netw Open.
2022;5(7):e2222056.

Sansone G, Williams CC, Crowe A, Kartusch M, Vandermorris A, Fallon B, et al. Supports and
systems to respond to complex needs among children and youth in Ontario [Internet]. Toronto
(ON): Policy Bench, Fraser Mustard Institute of Human Development, University of Toronto;
2024 [cited 2025 Dec 3]. Available from: https://socialwork.utoronto.ca/wp-
content/uploads/2024/06/Policy-Brief-Complex-Needs-June2024-Final.pdf

Virapongse A, Misky GJ. Self-identified social determinants of health during transitions of care
in the medically underserved: a narrative review. J Gen Intern Med. 2018;33(11):1959-67.
Karliner LS, Auerbach A, Napoles A, Schillinger D, Nickleach D, Perez-Stable EJ. Language
barriers and understanding of hospital discharge instructions. Med Care. 2012;50(4):283-9.
Jenkinson JIR, Strike C, Hwang SW, Di Ruggiero E. Nowhere to go: exploring the social and
economic influences on discharging people experiencing homelessness to appropriate
destinations in Toronto, Canada. Can J Public Health. 2021;112(6):992-1001.

Schwan K, Ali N. Untangling the connection: youth homelessness and failed encounters with
the healthcare system [Internet]. Toronto (ON): Canadian Observatory on Homelessness,
Faculty of Education, York University; 2019 [cited 2025 Dec 3]. Available from:
https://homelesshub.ca/blog/2019/untangling-connection-youth-homelessness-and-failed-
encounters-healthcare-
system/#:~:text=Lack%200f%20familiarity%20with%20how,diet%2C%20and%20quality%20pre
natal%20care

National Institute for Health and Care Excellence. Transition between inpatient hospital
settings and community or care home settings for adults with social care needs [Internet].
London: The Institute; 2015 [cited 2018 Dec 1]. Available from:
https://www.nice.org.uk/guidance/ng27

Registered Nurses' Association of Ontario. Care transitions: clinical best practice guidelines
[Internet]. Toronto (ON): The Association; 2014 [cited 2019 Feb]. Available from:
https://rnao.ca/bpg/guidelines/care-transitions

ONTARIO HEALTH, FEBRUARY 2026 59


https://www.cihi.ca/sites/default/files/document/care-children-youth-with-mental-disorders-en.pdf
https://www.cihi.ca/sites/default/files/document/care-children-youth-with-mental-disorders-en.pdf
https://socialwork.utoronto.ca/wp-content/uploads/2024/06/Policy-Brief-Complex-Needs-June2024-Final.pdf
https://socialwork.utoronto.ca/wp-content/uploads/2024/06/Policy-Brief-Complex-Needs-June2024-Final.pdf
https://homelesshub.ca/blog/2019/untangling-connection-youth-homelessness-and-failed-encounters-healthcare-system/#:~:text=Lack%20of%20familiarity%20with%20how,diet%2C%20and%20quality%20prenatal%20care
https://homelesshub.ca/blog/2019/untangling-connection-youth-homelessness-and-failed-encounters-healthcare-system/#:~:text=Lack%20of%20familiarity%20with%20how,diet%2C%20and%20quality%20prenatal%20care
https://homelesshub.ca/blog/2019/untangling-connection-youth-homelessness-and-failed-encounters-healthcare-system/#:~:text=Lack%20of%20familiarity%20with%20how,diet%2C%20and%20quality%20prenatal%20care
https://homelesshub.ca/blog/2019/untangling-connection-youth-homelessness-and-failed-encounters-healthcare-system/#:~:text=Lack%20of%20familiarity%20with%20how,diet%2C%20and%20quality%20prenatal%20care
https://www.nice.org.uk/guidance/ng27
https://rnao.ca/bpg/guidelines/care-transitions

(43)

(44)

(45)

(46)

(47)

(48)

(49)

(50)

(51)

(52)

(53)

(54)

(55)

(56)

(57)

National Institute for Health and Care Excellence. Transition between inpatient hospital
settings and community or care home settings for adults with social care needs: quality
standard [Internet]. London: The Institute; 2016 [cited 2018 Dec 1]. Available from:
https://www.nice.org.uk/guidance/gs136

Speak Up. Advance care planning [Internet]. Ottawa (ON): Speak Up; c2019 [cited 2019 Feb
27]. Available from: http://www.advancecareplanning.ca/

Ontario Health, Ontario Palliative Care Network. Palliative care: care for adults with a serious
illness [Internet]. Toronto (ON): King's Printer for Ontario; 2024 [cited 2025 Dec 3]. Available
from: https://hgontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-
care-quality-standard-2024-en.pdf

Information and Privacy Commissioner of Ontario. Frequently asked questions: Personal
Health Information Protection Act [Internet]. Toronto (ON): The Commissioner; 2015 [cited
2025 Dec 8]. Available from: https://www.ipc.on.ca/sites/default/files/legacy/2015/11/phipa-
faq.pdf

Health Quality Ontario. Assessment of innovative practices in transitions between hospital and
home [Internet]. Toronto (ON): Queen's Printer for Ontario; 2016 [cited 2019 Feb]. Available
from: http://www.hgontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Health-
Links/Health-Links-Resources/Transitions-between-Hospital-and-Home

Registered Nurses' Association of Ontario. Transitions in care and services, 2nd ed [Internet].
Toronto (ON): The Association; 2023 [cited 2025 Mon XX]. Available from:
https://rnao.ca/bpg/guidelines/transitions-in-care

van Walraven C, Dhalla IA, Bell C, Etchells E, Stiell IG, Zarnke K, et al. Derivation and validation
of an index to predict early death or unplanned readmission after discharge from hospital to
the community. CMAJ. 2010;182(6):551-7.

World Health Organization. Constitution of the World Health Organization [Internet]. Geneva
(Switzerland): The Organization; 2006 [cited 2018 Oct 20]. Available from:
http://www.who.int/governance/eb/who constitution en.pdf

Commisso E, McGilton KS, Ayala AP, Andrew MK, Bergman H, Beaudet L, et al. Identifying and
understanding the health and social care needs of older adults with multiple chronic
conditions and their caregivers: a protocol for a scoping review. BMJ Open.
2017;7(12):e018247.

Okrainec K, Lau D, Abrams HB, Hahn-Goldberg S, Brahmbhatt R, Huynh T, et al. Impact of
patient-centered discharge tools: a systematic review. J Hosp Med. 2017;12(2):110-7.

Figura M, Rago C, Veronese M, Curcio F, Virgolesi M, Vellone E, et al. Interconnected
challenges in caregiving: a multidimensional analysis of stroke survivors' caregivers during the
hospital-to-home transition. Eur J Cardiovasc Nurs. 2025;24(7):1121-31.

XuY, LiuY, Kang Y, Wang D, Zhou Y, Wu L, et al. Experiences of family caregivers of patients
with end-of-life cancer during the transition from hospital to home palliative care: a qualitative
study. BMC Palliat Care. 2024;23(1):230.

Openlab. Patient oriented discharge summary (PODS) [Internet]. Toronto (ON): OpenLab;
2019 [cited 2019 Feb]. Available from: http://uhnopenlab.ca/project/pods/

Hahn-Goldberg S, Jeffs L, Troup A, Kubba R, Okrainec K. “We are doing it together”: the
integral role of caregivers in a patient's transition home from the medicine unit. PLoS One.
2018;13(5):1-14.

Kwan JL, Morgan MW, Stewart TE, Bell CM. Impact of an innovative inpatient patient navigator
program on length of stay and 30-day readmission. J Hosp Med. 2015;10(12):799-803.

ONTARIO HEALTH, FEBRUARY 2026 60


https://www.nice.org.uk/guidance/qs136
http://www.advancecareplanning.ca/
https://hqontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-care-quality-standard-2024-en.pdf
https://hqontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-care-quality-standard-2024-en.pdf
https://www.ipc.on.ca/sites/default/files/legacy/2015/11/phipa-faq.pdf
https://www.ipc.on.ca/sites/default/files/legacy/2015/11/phipa-faq.pdf
http://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Health-Links/Health-Links-Resources/Transitions-between-Hospital-and-Home
http://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Health-Links/Health-Links-Resources/Transitions-between-Hospital-and-Home
https://rnao.ca/bpg/guidelines/transitions-in-care
http://www.who.int/governance/eb/who_constitution_en.pdf
http://uhnopenlab.ca/project/pods/

(58)

(59)

(60)

(61)

(62)

(63)

(64)

(65)

(66)

(67)

(68)

(69)

(70)

Figueroa JF, Feyman Y, Zhou X, Joynt Maddox K. Hospital-level care coordination strategies
associated with better patient experience. BMJ Qual Saf. 2018;27(10).

McCarthy LM, Li S, Fernandes O, Cameron K, Lui P, Wong G, et al. Enhanced communication
between inpatient and community pharmacists to optimize medication management during
transitions of care. ] Am Pharm Assoc (2003). 2018;59(1):79-86.

Saskatchewan Health Quality Council. High-quality care transitions: a guide to improving
continuity of care (online guide) [Internet]. Saskatoon (SK): The Council; 2018 [cited 2019 Feb].
Available from:
https://hgc.sk.ca/DesktopModules/EasyDNNNews/DocumentDownload.ashx?portalid=0&mo
duleid=417&articleid=286&documentid=73

Canadian Institute for Health Information. Physician follow-up after hospital discharge:
progress in meeting best practices [Internet]. Ottawa (ON): The Institute; 2015 [cited 2019
Feb]. Available from: https://secure.cihi.ca/free products/Physician-Follow-Up-Study-
mar2015 EN.pdf

Ministry of Health and Long-Term Care. Health Care Connect [Internet]. Toronto (ON): Queen's
Printer for Ontario; 2017 [cited 2019 Feb]. Available from:
http://www.health.gov.on.ca/en/ms/healthcareconnect/pro/

Health Quality Ontario. Adopting a common approach to transitional care planning: helping
Health Links improve transitions and coordination of care [Internet]. Toronto (ON): Queen's
Printer for Ontario; 2014 [cited 2017 Jun 9]. Available from:
http://www.hgontario.ca/Portals/0/documents/qi/health-links/bp-improve-package-
traditional-care-planning-en.pdf

Ministry of Health and Long-Term Care. Thriving at home: a levels of care framework to
improve the quality and consistency of home and community care for Ontarians [Internet].
Toronto (ON): Queen's Printer for Ontario; 2017 [cited 2019 Feb]. Available from:
http://health.gov.on.ca/en/public/programs/lhin/docs/loc report 2017.pdf

InterRAI, Ministry of Health and Long-Term Care. Contact assessment (CA): a screening level
assessment for emergency department and intake from community/hospital [Internet].
Toronto (ON): Queen's Printer for Ontario; 2019 [cited 2019 Mar 8]. Available from:
http://www.interrai.org/contact-assessment.html

Expert Group on Home and Community Care. Bringing care home: report of the Expert Group
on Home and Community Care [Internet]. Toronto (ON): Queen's Printer for Ontario; 2015
[cited 2019 Feb]. Available from:

http://health.gov.on.ca/en/public/programs/lhin/docs/hcc report.pdf

Scott |IA. Preventing the rebound: improving care transition in hospital discharge processes.
Aust Health Rev. 2010;34(4):445-51.

Devitt RMA, Falter LB, Soever LJ, Passalent LA. Barriers to rehabilitation in primary health care
in ontario: funding and wait times for physical therapy services. Physiother Can.
2007;59(3):173-83.

Landry MD, Deber RB, Jaglal S, Laporte A, Holyoke P, Devitt R, et al. Assessing the
consequences of delisting publicly funded community-based physical therapy on self-reported
health in Ontario, Canada: a prospective cohort study. Int J Rehabil Res. 2006;29(4):303-7.
Passalent LA, Landry MD, Cott CA. Wait times for publicly funded outpatient and community
physiotherapy and occupational therapy services: implications for the increasing number of
persons with chronic conditions in Ontario, Canada. Physiother Can. 2009;61(1):5-14.

ONTARIO HEALTH, FEBRUARY 2026 61


https://hqc.sk.ca/DesktopModules/EasyDNNNews/DocumentDownload.ashx?portalid=0&moduleid=417&articleid=286&documentid=73
https://hqc.sk.ca/DesktopModules/EasyDNNNews/DocumentDownload.ashx?portalid=0&moduleid=417&articleid=286&documentid=73
https://secure.cihi.ca/free_products/Physician-Follow-Up-Study-mar2015_EN.pdf
https://secure.cihi.ca/free_products/Physician-Follow-Up-Study-mar2015_EN.pdf
http://www.health.gov.on.ca/en/ms/healthcareconnect/pro/
http://www.hqontario.ca/Portals/0/documents/qi/health-links/bp-improve-package-traditional-care-planning-en.pdf
http://www.hqontario.ca/Portals/0/documents/qi/health-links/bp-improve-package-traditional-care-planning-en.pdf
http://health.gov.on.ca/en/public/programs/lhin/docs/loc_report_2017.pdf
http://www.interrai.org/contact-assessment.html
http://health.gov.on.ca/en/public/programs/lhin/docs/hcc_report.pdf

(71)

(72)

(73)

(74)

Gibson MJ, Kelly KA, Kaplan AK. Family caregiving and transitional care: a critical review
[Internet]. San Francisco: National Center on Caregiving, Family Caregiver Alliance; 2012 [cited
2019 Jun 19]. Available from:

https://www.caregiver.org/uploads/legacy/FamCGing TransCare CritRvw FINAL10.31.2012.p
df

Ministry of Health, Ministry of Long-Term Care. French language health services: the French
Language Services Act, 1986 (FLSA) [Internet]. Toronto (ON): Queen’s Printer for Ontario; 2021
[cited 2022 Jan]. Available from:
https://www.health.gov.on.ca/en/public/programs/flhs/flsa.aspx.

Keleher H, Armstrong R. Evidence-based mental health promotion resource. Report for the
Department of Human Services and VicHealth, Melbourne [Internet]. Melbourne (Australia):
State of Victoria, Department of Human Services; 2006 [cited 2017 Dec]. Available from:
https://www?2.health.vic.gov.au/Api/downloadmedia/%7BC4796515-E014-4FA0-92F6-
853FC06382F7%7D.

Health Quality Ontario. Taking stock: a report on the quality of mental health and addictions
services in Ontario. Toronto (ON): Queen’s Printer for Ontario; 2015 [cited 2025 May 2].
Available from: https://www.hgontario.ca/Portals/0/Documents/pr/theme-report-taking-

stock-en.pdf.

ONTARIO HEALTH, FEBRUARY 2026 62


https://www.caregiver.org/uploads/legacy/FamCGing_TransCare_CritRvw_FINAL10.31.2012.pdf
https://www.caregiver.org/uploads/legacy/FamCGing_TransCare_CritRvw_FINAL10.31.2012.pdf
https://www.health.gov.on.ca/en/public/programs/flhs/flsa.aspx
https://www2.health.vic.gov.au/Api/downloadmedia/%7BC4796515-E014-4FA0-92F6-853FC06382F7%7D
https://www2.health.vic.gov.au/Api/downloadmedia/%7BC4796515-E014-4FA0-92F6-853FC06382F7%7D
https://www.hqontario.ca/Portals/0/Documents/pr/theme-report-taking-stock-en.pdf
https://www.hqontario.ca/Portals/0/Documents/pr/theme-report-taking-stock-en.pdf

About Us

We are an agency created by the Government of Ontario to connect, coordinate, and modernize our

province’s health care system. We work with partners, providers, and patients to make the health
system more efficient so everyone in Ontario has an opportunity for better health and well-being.

Equity, Inclusion, Diversity, and Anti-Racism

Ontario Health is committed to advancing equity, inclusion and diversity and addressing
racism in the health care system. As part of this work, Ontario Health has developed an
Equity, Inclusion, Diversity and Anti-Racism Framework, which builds on existing legislated
commitments and relationships and recognizes the need for an intersectional approach.

Unlike the notion of equality, equity is not about sameness of treatment. It denotes fairness

and justice in process and in results. Equitable outcomes often require differential treatment and
resource redistribution to achieve a level playing field among all individuals and communities.
This requires recognizing and addressing barriers to opportunities for all to thrive in our society.

For more information about Ontario Health, visit OntarioHealth.ca.
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Looking for More Information?

Visit OntarioHealth.ca or contact us at QualityStandards@OntarioHealth.ca if you have any questions
or feedback about this quality standard.

Ontario Health Toll Free: 1-877-280-8538

500-525 University Avenue TTY: 1-800-855-0511

Toronto, Ontario Email: QualityStandards@OntarioHealth.ca
M5G 213 Website: OntarioHealth.ca

Need this information in an accessible format? 1-877-280-8538, TTY 1-800-855-0511,
info@OntarioHealth.ca

Document disponible en francgais en contactant info@OntarioHealth.ca

ISBN 978-1-4868-9579-3 (PDF)
© King’s Printer for Ontario, 2026

ONTARIO HEALTH, FEBRUARY 2026 64


mailto:OntarioHealth.ca
mailto:qualitystandards@ontariohealth.ca
mailto:qualitystandards@ontariohealth.ca
mailto:OntarioHealth.ca
mailto:info@OntarioHealth.ca
mailto:info@OntarioHealth.ca

	QUALITY STANDARDS
	Transitions Between Hospital and Home
	Care for People of All Ages

	Scope of This Quality Standard
	What Is a Quality Standard?
	Quality Statements to Improve Care: Summary
	Table of Contents
	2026 Summary of Updates
	Why This Quality Standard Is Needed
	Measurement to Support Improvement
	Indicators That Can Be Measured Using Provincial Data
	Indicator That Can Be Measured Using Only  Local Data

	Quality Statement 1: Information-Sharing on Admission
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 2: Comprehensive Assessment
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicator: How to Measure Improvement for This Statement

	Quality Statement 3: Patient, Family, and Care Partner Involvement in Transition Planning
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 4: Education, Training, and Support for Patients, Families, and Care Partners
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients and Care Partners
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 5: Transition Plans
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 6: Coordinated Transitions
	Definition
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 7: Medication Review and Support
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 8: Coordinated Follow-Up Medical Care
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicator: How to Measure Improvement for This Statement

	Quality Statement 9: Appropriate and Timely Support for Home and Community Care
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Quality Statement 10: Out-of-Pocket Costs and Limits of Funded Services
	Definitions
	Rationale
	What This Quality Statement Means
	For Patients
	For Clinicians
	For Organizations and Health Services Planners

	Quality Indicators: How to Measure Improvement for This Statement

	Appendix 1: About This Quality Standard
	How to Use This Quality Standard
	For Patients
	For Clinicians and Organizations

	How the Health Care System Can Support Implementation

	Appendix 2: Glossary
	Appendix 3: Values and Guiding Principles
	Values That Are the Foundation of This Quality Standard
	Guiding Principles
	Acknowledging the Impact of Colonization
	French Language Services
	Social Determinants of Health


	Appendix 4: What We’ve Heard From Patients and Caregivers
	How We Consulted With Patients and Care Partners

	Acknowledgements
	Advisory Committee
	Contributing Organizations

	References
	About Us
	Equity, Inclusion, Diversity, and Anti-Racism

	Looking for More Information?

