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Key messages for citizens
• Community Care Access Centres are the gateway to government-funded 

home care and long-term care homes, and a source of information about 
care that is not publicly funded.

• In primary care, teams are increasingly common, typically with a family 
physician as the ‘most responsible’ provider.

• Private not-for profit hospitals remain the cornerstone of acute specialty 
care.

• Rehabilitation care is less a sector in its own right than an element of 
many other sectors.

• Long-term care homes (or nursing homes) are where adults can live 
and both receive help with daily activities and have access to 24-hour 
nursing and personal support services.

• The province’s 36 local public health agencies aim to improve the health 
of Ontarians using strategies that are both population-based (e.g., 
smoking by-laws) and individually targeted.

Key messages for professionals
• Home care includes professional (e.g., nursing) services, personal sup-

port services (e.g., bathing), and homemaking services (e.g., meals).
• Key pillars of a ‘primary-care home’ include team-based and patient-cen-

tred care, same-day appointments, comprehensive and coordinated 
care, and continuity of care.

• While acute specialty care is still provided in hospitals, Independent 
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delivery arrangements.

Before describing these sectors, however, some orientation is warranted. 
On the one hand, each of these sectors appears quite distinct and conjures 
up classic images about what happens within them. Home and commun- 
ity care includes the nurse who comes to a client’s home to change the 
dressings on a wound after the client has had surgery, and the agency that 
a client visits when in need of a range of support services to cope with an 
addiction. Primary care includes the family physician who is a patient’s 
first point of contact with the health system when ill, diagnoses and treats 
most conditions, refers complex cases to specialists when needed, and 
ensures continuity of care. Specialty care can mean both a patient’s nearest 
acute-care hospital (which can be called acute care or hospital care) and 
the specialists (like surgeons) who see patients in their clinics or in the 
hospital. Specialty care can be called secondary, tertiary or even quaternary 
care depending on the level of specialization in the care being provided. 
Rehabilitation care can mean the rehabilitation clinic that clients visit 
or the rehabilitation hospital where patients stay when recovering from 
a major accident, as well as the physiotherapist a client visits for help in 
dealing with back or shoulder pain. Long-term care includes the long-
term care homes where adults can live and have access to 24-hour nursing 
care, personal support services for help with daily activities, and on-call 
medical (i.e., physician-provided) care. Public health includes the people 
and laboratories working, often behind the scenes, to protect and promote 
the health of Ontarians, often using approaches (like water fluoridation) 
directed at populations, not individuals.

On the other hand, the boundaries between these sectors can (and perhaps 
should) be quite porous (patients need to move easily between them after 
all) and the classic images can be out of date or not fully accurate. For 
example, home and community care are often lumped together despite 
each having some unique features. Family physicians are increasingly 
working as part of an interprofessional healthcare team that may be led 
by a nurse practitioner, involve registered nurses, social workers, dietitians, 
pharmacists and other registered health professionals, and be more focused 
on providing patient-centred, comprehensive and coordinated care than 
ever before. Much specialty care is now provided outside hospitals, in orga-
nizations called Independent Health Facilities or Out of Hospital Premises. 
Rehabilitation care includes many types of health professionals, including 
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the occupational therapist who can help an adult with a disability partic-
ipate in paid or unpaid work, and the speech-language pathologist who 
can help a child with a speech delay or disorder. Long-term care is some-
times considered part of home and community care because the residents 
of long-term care homes are living in their home and community just like 
everyone else. And public health practitioners are often involved in direct 
service provision (e.g., sexually transmitted disease clinics) and increasingly 
are being drawn into closer partnerships with primary-care organizations.

While in the past specialty care (particularly hospitals) and to a lesser extent 
public health (particularly after the SARS outbreak) have been the focus of 
a great deal of attention, for the past few years the home and community 
care sector and the primary-care sector have been the ones garnering the 
most attention.(1; 2) Th
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as well as to some chronic-care and rehabilitation beds, and all long-term 
care homes (which we turn to later in this chapter). Any Ontarian can 
directly approach a CCAC for these types of support and there is no charge 
for the support provided by CCAC sta$ to Ontarians with a valid health 
card. Ontarians can also directly approach agencies that provide home  
and community care services to obtain care beyond what the government 
funds, and then pay for this care themselves.

Policies that govern home and community care

" e key policies that govern home and community care (Figure 6.1) are 
the: 
1) Home Care and Community Services Act, 1994, which established 

clientsÕ rights, the basket of covered services, the complaints and 
appeals process, and (through a regulation) the eligibility criteria for 
services and the maximum levels of nursing, personal support and 
homemaking services that can be provided to an individual (and also 
established what we now know as CCACs, although when they began 
operation in 1996, there were 43 across the province);

2) Community Care Access Corporations Act, 2001, which established the 
mandate, governance and accountabilities of CCACs; and

3) Local Health Systems Integration Act, 2006, which, in 2007, reduced the 
number of CCACs from 43 to 14, aligned their boundaries with those 
of the LHINs, and established the LHINs as their funder.

" e regulated health professionals working in the sector are governed by the 
Regulated Health Professionals Act, 1991, and we return to these profession-
als below. " e accountabilities of the community support service agencies, 
mental health and addiction organizations, and diabetes education centres 
that are funded by government to provide home and community care are 
established through contracts called multi-sector service agreements (of 
which there are currently 260 between CCACs and these agencies).(4)

Programs offered through home and community care

From a program perspective, home care Ð for people living in their own 
homes and for school children with special needs Ð includes four types of 
services:
1) professional services, which include assessing a clientÕs needs, providing 

care or helping the client to care for herself (and the clientÕs family to 
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cope), and can range from nursing care, physiotherapy, occupational 
therapy, respiratory therapy, speech-language therapy and social work 
to help with healthy eating and home healthcare supplies (e.g., walking 
aids and wound dressings);

2) personal support services, which include helping clients with daily care 
or helping clients to safely manage these activities on their own, and can 
range from help with getting in and out of bed or a chair to bathing, 
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Figure 6.1: Home and community care
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typically at no additional cost (and such Ôassisted living services in 
supportive housingÕ are often used by the frail elderly and by people 
with acquired brain injury, HIV/AIDS, mental health issues or physical 
disabilities);

3) retirement homes, which means housing that includes some personal 
support (e.g., housework) and homemaking services (e.g., meals), as 
well as social and recreational opportunities and a 24-hour emergency-
response system, all of which is typically paid for fully by the client 
(and which is often used by elderly Ontarians who no longer can or 
wish to live at home, but who do not need the more intensive care 
provided in a long-term care home); and

4) transportation services for those who do not have access to public 
transportation or need help in using it.

Other examples of community care programs are speci#c to a population 
group. For example, those with a terminal illness can access community 
hospice services (which include counselling and support groups, among 
other services) and residential hospices (which provide a broad range of 
palliative care in a home-like setting). We discuss end-of-life care in greater 
detail in Chapter 7.

Community care programs are also typically considered to include exercise 
and falls-prevention programs. " rough these programs, individuals can 
participate in classes that help them improve their strength and balance 
and that are led by #tness instructors, trained peer facilitators or support 
workers (not physiotherapists). While not formally considered part of the 
health system, Ôelderly persons centresÕ o$er a range of cultural, learning, 
recreational and social programs for seniors.

Home and community care clients with long-term physical disabilities can 
also bene#t from the Assistive Devices Program, which provides access to 
a range of personalized assistive devices when prescribed by a physician, 
including: 1) enteral feeding supplies; 2) insulin pumps and supplies for 
diabetic children; 3) monitors and test strips for insulin-dependent dia-
betics (through an agreement with the Canadian Diabetes Association); 
4) oxygen and oxygen delivery equipment; 5) respiratory equipment; 6) 
hearing aids; 7) visual and communication aids; 8) orthoses (braces, gar-
ments and pumps); 9) prostheses; and 10) wheelchairs/mobility aids and 
specialized seating systems.
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Health Links is a program designed to meet the needs of clients with 
complex needs (often multiple, complex conditions that require frequent 
interactions with professionals in many sectors). CCACs can be the lead 
organization for Health Links, while community support service agencies 
and mental health and addiction organizations are its key service providers. 
Each of the (currently 82) Health Links in the province strives to ensure 
that those involved in a clientÕs care (nurses, personal support workers, 
family physician and others) work as a team to develop an individualized 
coordinated care plan and ensure the plan is followed. " ey also ensure 
that clients are taking the right medications and have someone to call who 
knows them and their situation.

Places and people involved in home and community care

" e places where home and community care are provided range from the 
clientÕs home (for home care and for assisted living services in supportive 
housing or in retirement homes), to community support service agencies 
and mental health and addictions organizations (for classes, day programs, 
etc.) and residential hospices, to the CCACs themselves (for information, 
eligibility determinations and some services).

" e people involved in home and community care include the clients 
themselves, caregivers and volunteers, as well as a broad range of health 
professionals (including those mentioned above as well as the physicians 
involved in the clientsÕ medical care, and the personal support workers 
and other unregulated providers of home and community care services). 
" e health professionals are represented by their respective professional 
associations (and personal support workers by the Ontario Personal 
Support Worker Association), however, the agencies for which they work 
are represented by member associations such as Addictions and Mental 
Health Ontario (for mental health and addiction organizations), Home 
Care Ontario (for for-pro#t community support service agencies), and the 
Ontario Community Support Association (for not-for-pro#t community 
support service agencies). Also, CCACs are represented by the Ontario 
Association of Community Care Access Centres.
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Governance, Þnancial and delivery arrangements in home and  
community care

Governance, #nancial and delivery arrangements (i.e., the building 
blocks) are another lens through which home and community care can 
be described. Most of the governance arrangements that are salient to 
home and community care have been addressed under ÔpoliciesÕ above. 
" ree key #nancial arrangements for this sector include: 1) the greater 
reliance on out-of-pocket payments as a source of #nancing compared to 
hospital-based and physician-provided care; 2) the funding to providers 
%owing primarily through the LHINs and then to CCACs (although the 
latter will be absorbed into the LHINs under the terms of the Patients 
First Act, 2016); and 3) the use of a ÔcommissioningÕ model according to 
which CCACs pay for care that meets the performance standards outlined 
in service agreements (as is done by the Workplace Safety and Insurance 
Board and Cancer Care Ontario, or CCO, which we return to in Chapter 
7). Also, unlike hospital-based and physician-provided care, home care is 
not covered under an inter-provincial agreement for Ontarians visiting 
another province. In terms of delivery arrangements, as of 2014, there were 
over 800 community support service agencies, over 300 mental health and 
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Figure 6.2: Primary care
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Insurance Plan (OHIP), through which all physicians (not just primary-
care physicians) are paid;

3) the Commitment to the Future of Medicare Act, 2004 that rea&rmed 
the provinceÕs commitment to no user fees for medically necessary 
physician-provided care (as is also required by the federal governmentÕs 
Canada Health Act, 2004) and established an organization (that became 
what is now known as Health Quality Ontario, or HQO) to publicly 
report on health-system performance and support continuous quality 
improvement; and 

4) the Excellent Care for All Act, 2010 that extended HQOÕs role in 
supporting evidence-based practice, albeit in ways that are likely not 
very visible in primary care (except for the interprofessional teams Ð 
Family Health Teams, Nurse Practitioner-led Clinics, Community 
Health Centres, and Aboriginal Health Access Centres Ð that must now 
submit an annual Quality Improvement Plan to HQO as an Excellent 
Care for All Act-inspired addition to their contracts with government).

" e College of Family Physicians of Canada plays a role in setting the edu-
cational and continuing professional development requirements for family 
physicians, which are then given force of law by the College of Physicians 
and Surgeons of Ontario (one of the self-regulation regimes).

If one broadens the notion of policies to include contracts (an economic 
instrument, as we described in Chapter 2), however, then much of primary 
care is now subject to performance standards. About three quarters of family 
physicians (those who have chosen to enter into an alternative funding 
model) and all interprofessional teams now work under a contract with gov-
ernment and can face penalties when these standards are not met (see Table 
3.7 in Chapter 3). Contracts o$er greater %exibility than acts and regulations, 
which can be seen as either a pro or a con depending on oneÕs perspective. 

" e only accountabilities for any of the pillars of a patient's primary-care 
home are established through contracts. " e Government of Ontario and 
an advisory group reporting to it have %oated the idea of making com-
mitments to certain aspects of the patientÕs primary-care home applicable 
across all of primary care, supporting access to other aspects of the patient's 
primary-care home that are now available only to those working in some 
models (e.g., other health professionals who can participate as part of a 
team), and (as noted above) establishing accountability for a de#ned pop-
ulation.(1; 7)
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" e policies governing primary care, even when contracts are included in 
their de#nition, leave most family physicians operating as small business 
owners who must live within the norms of their profession (like all physi-
cians) and the terms of an insurance plan that, either some or most of the 
time, pays them a fee for each service they provide (and prohibits them 
from charging patients for medically necessary primary care). An evolution 
in the #rst category of policies governing primary care Ð self-regulation 
regimes Ð has led to a broadening of the health professionals who can 
prescribe drugs. Initially only physicians and dentists (and veterinarians) 
could prescribe, but now nurse practitioners can prescribe, pharmacists can 
play a very limited role in prescribing, and the government has indicated 
that it plans to introduce nurse prescribing.

Perhaps the murkiest area in the policies governing primary care involves 
organizations like Medcan and the Cleveland Clinic that target private 
companiesÕ senior executives and wrap a concierge-type service around 
a mix of: 1) medically necessary care for which they can bill OHIP; 2) 
non-necessary care (and the concierge service) itself that they can bill exec-
utives or their companies for directly; and 3) referrals to for-pro#t facilities 
in the U.S. that can bill executives directly (even though regular follow-up 
and addressing complications back in Ontario are likely to be considered 
medically necessary care for which they can again bill OHIP).

Programs constituting primary care

A wide variety of programs Ð beyond OHIP that pays for most prima-
ry-care services Ð operate in the primary-care sector (Table 6.1):
1) healthcare information and advice, including to assist with #nding 

local healthcare services (Health Care Options), #nding a primary-
care provider (Health Care Connect) and getting free telephone health 
advice (Telehealth Ontario);

2) community-governed primary-care models that serve socially 
disadvantaged and hard-to-serve populations (Community Health 
Centres), Indigenous peoples (Aboriginal Health Access Centres, 
which we discuss in Chapter 9), and small rural and First Nations 
communities (nursing stations, which we also discuss in Chapter 9), 
and the broader population (Nurse Practitioner-led Clinics);

3) primary-care clinic models that range from organizations that tick 
many of the boxes for a patientÕs primary-care home (Family Health 
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Program Services Who delivers/funds Who is covered

Health care information and advice

Health Care 
Options 

Online healthcare 
services locator 
(database searchable 
by postal code)

¥ Information updated by Community 
Care Access Centres (CCACs) and com-
munity partners

¥ Website hosted and funded by the 
Ministry of Health and Long-Term Care 
(MOHLTC)

Ontarians with 
a valid health 
card (formerly 
called an 
Ontario Health 
Insurance Plan 
card) 

Health Care  
Connect

Links ÔunattachedÕ 
patients to prima-
ry-care providers

¥ Website hosted and funded by the 
MOHLTC

Ontarians with a 
valid health card

Telehealth 
Ontario

Free telephone 
health advice and 
healthcare options

¥ Registered nurses provide teletriage 
services

¥ Funded by the MOHLTC

Anyone

Community-governed primary-care models

Community 
Health Centres 
(CHCs) 

Primary-care 
services, health- 
promotion and 
illness-prevention 
services, and out-
reach for socially 
disadvantaged 
and hard-to-serve 
populations

¥ 105 CHCs comprising almost 400 phy-
sicians, 300 nurse practitioners, 1,700 
other clinical, health promotion and 
community development professionals, 
and 800 administrative personnel1

¥ Funded by Local Health Integration 
Networks (LHINs) (with funds from 
the MOHLTC)'

Ontarians with a 
valid health card 
and newcomers 
with a tempor- 
ary card

Aboriginal 
Health Access 
Centres 
(AHACs)

Combination of 
traditional healing, 
primary care, 
cultural programs, 
health promo-
tion, community 
development, and 
social-support 
services provided to 
First Nations, Inuit 
and MŽtis peoples 
and communities

¥ 10 AHACs across Ontario provide 
access to physicians, nurse practitioners, 
traditional healers, dietitians, social 
workers, and mental health and addic
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Program Services Who delivers/funds Who is covered

Primary-care clinic models Ð continued

Walk-in or  
after-hours 
services

Non-emergency care 
for people who do 
not have a prima-
ry-care provider or 
are unable to reach 
their own

¥ Non-hospital based walk-in clinics
¥ Funded by the MOHLTC

Ontarians with a 
valid health card

Midwifery clinics 24-hour primary 
midwife care and 
support throughout 
pregnancy, labour, 
birth and thereafter 
for six weeks

¥ Over 400 registered midwives provide 
care in 103 midwifery clinics

¥ Funded by the MOHLTC

Ontarians with a 
valid health card

Birth centres A home-like set-
ting for birth and 
delivery, and other 
support and services 
such as prenatal 
classes, birth and 
postpartum care

¥ Currently there are three midwife-led 
birth centres

¥ Birth centres are not-for-pro#t 
Independent Health Facilities and 
funded by the MOHLTC through 
service agreements

Ontarians with a 
valid health card

Other programs and services

Diabetes 
Education 
Programs (DEPs)

Guidance on healthy 
eating, weight man-
agement, exercise, 
blood glucose mon-
itoring and other 
self-management 
skills

¥ DEPs usually include nurses and 
dietitians, and may also include other 
allied health providers as needed, with 
some programs requiring referral from a 
primary-care provider

¥ Funded by LHINs (with funds from the 
MOHLTC)

Ontarians with a 
valid health card

Centres for 
Complex 
Diabetes Care 
(CCDCs)

Short-term mul-
tidisciplinary, 
coordinated care 
to stabilize patients 
with complex diabe-
tes and one or more 
other associated 
health needs

¥ CCDCs have been established in six 
LHIN regions, chosen based on the 
prevalence of diabetes and the com-
plexity and availability of services in the 
communities

¥ Funded by LHINs (with funds from the 
MOHLTC) 

18 years of age 
or older, with 
Type 1 or Type 2 
diabetes

Northern Health 
Travel Program

Partial reimburse-
ment of medical 
travel-related costs 
to those who must 
travel at least 100 
km one way to the 
closest medical spe-
cialists or designated 
healthcare facility

¥ Approved travel grants are paid at 41 
cents per kilometre based on return 
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programs for populations covered by that level of government (i.e., First 
Nations and Inuit, whom we discuss in Chapter 9, Canadian Forces, 
eligible veterans, Royal Canadian Mounted Police, inmates of federal pen-
itentiaries, and some refugee claimants).

Places and people involved in primary care

" e places where primary care is provided range from the clientÕs home 
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Aboriginal Health Access Centres, and three birthing centres (see Table 
4.1). As of 2013, there were 13,973 family physicians (who are more often 
male than female, Canada-trained than foreign-trained, and working in 
urban than rural settings), and as of 2013, there were 608 midwives (see 
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are also privately owned, currently provide cosmetic surgery, endoscopy 
and interventional pain management under the administration of a variety 
of types of anesthesia, but the organization does not receive a facility fee 
from OHIP (just the physician fee). Neither Independent Health Facilities 
nor Out of Hospital Premises allow overnight stays. Just as with care in 
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Programs constituting or involving specialty care

A wide variety of programs are available in the acute-care sector or at the 
intersection between the sector and other sectors:
1) Health Links, a program that is designed to meet the needs of patients 

with complex needs (ideally without admission to a hospital) and that 
can be led or contributed to by a hospital;

2) urgent-care centres that #ll a gap between primary care and a hospital 
emergency room;

3) emergency health services that include dispatch centres, land ambul-
ances, air ambulances, base hospitals, and emergency rooms (Table 
6.2);

4) specialty programs in over 60 areas (e.g., internal medicine specialties 
like cardiology and surgical specialties like orthopedics, as well as anes-
thesia, obstetrics and gynecology, pediatrics, psychiatry, radiology, and 
laboratory medicine); and

5) complex continuing care for people requiring long-term, medically 
complex care that cannot be provided at home or in a long-term care 
home.

Program Services Who delivers/funds Who is covered

Ambulatory/outpatient care

Urgent care Diagnosis/treatment 
for urgent, but 
non-life threatening 
illnesses or injuries

¥ Urgent-care centres (day, evening, weekends)
¥ Funded by Local Health Integration Networks 

(LHINs) (with funds from the Ministry of 
Health and Long-Term Care or MOHLTC)

All Ontarians 
with a valid 
health card

Emergency care

Dispatch 
centres

Prioritize 911 
requests; deploy, 
coordinate and 
direct the movement 
of all ambulances 
and emergency 
response vehicles 
within a geographic 
catchment area; and 
facilitate patient 
transfers 

¥ 19 Central Ambulance Communications 
Centres (11 operated by the MOHLTC, 
#ve by hospitals, and three by municipal-
ities) and three locally based Ambulance 
Communications Services

¥ Funded by the MOHLTC

Everyone

Table 6.2: Urgent and emergent specialty care
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long distances to access a specialist or hospital (and as mentioned in the 
previous section, the Northern Health Travel Program can provide partial 
reimbursement for medically necessary travel, and as will be discussed in 
Chapter 9, another mechanism is available to support travel by Indigenous 
peoples).

" e people involved in specialty care include the patients themselves and 
the nurses, specialists and many other types of professionals involved in 
their care. " e health professionals are represented by their respective 
unions (e.g., Ontario NursesÕ Association), which engage in collective 
bargaining on their behalf, and professional associations (e.g., Registered 
NursesÕ Association of Ontario, OMA). Hospitals are represented by the 
Ontario Hospital Association and many Independent Health Facilities are 
represented by the Independent Diagnostic Clinics Association.

Governance, Þnancial and delivery arrangements in specialty care

We turn now to the building blocks for specialty care. Most of the com-
plex governance arrangements that are salient to specialty care have been 
addressed under ÔpoliciesÕ above, and the unevenness of the playing #eld cre-
ated by the di$erent acts and regulations governing hospitals, Independent 
Health Facilities, and Out of Hospital Premises warrants repeating here. 
Key #nancial arrangements for this sector include full public payment for 
medically necessary hospital-based care and specialty physician-provided 
care, only the former of which %ows through LHINs (see Table 3.4). 
Hospitals remain the single largest recipient of public health expenditures, 
accounting for 36% of these expenditures in 2013 (see Table 3.3). Funding 
mechanisms include historically derived ÔglobalÕ budgets, a funding allo-
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As background to the fourth point, before the early 1990s physiotherapy 
could be accessed only by referral from a physician and typically was avail-
able in OHIP-funded physiotherapy clinics and in hospital outpatient 
clinics. With no increase in the number of, or budget for, OHIP-funded 
clinics, restrictions on eligibility for government-funded services, and 
competing pressures on hospitals that caused them to close their outpa-
tient clinics (as well as a number of concurrent changes in the automobile 
insurance and workersÕ compensation systems), physiotherapy was largely 
removed from the basket of covered primary-care services. Payment for 
physiotherapy now depends on factors such as whether citizens are deemed 
eligible for government-funded care by the CCAC (for care in their own 
home) or by the Ontario Disability Support Program; are enrolled with 
a Family Health Team or obtain care from a Community Health Centre 
that includes a physiotherapist as a member of the team; have access to 
a Community Physiotherapy Centre and meet the requirements related 
to age (under 19 or 65 and older) or recent discharge from hospital; are 
a hospital inpatient or long-term care home resident; were injured in an 
automobile accident; or have a work-related injury or disease. Otherwise, 
citizens (which we mean in the broad sense of the term, including per-
manent residents and refugees) may pay out-of-pocket or draw on their 
private-insurance coverage if they have it.

Policies, programs and places for, and people in, rehabilitation care

As an element of other sectors, rehabilitation care has few dedicated pol-
icies and few dedicated government-funded programs per se (Figure 6.4 
and Table 6.3). " e relevant policies and programs in each sector apply 
to the rehabilitation care provided in that sector. For example, the Public 
Hospitals Act, 1990 applies to dedicated adult rehabilitation and complex 
continuing care hospitals just as it does to other hospitals. And the govern-
ment pays Community Physiotherapy Centres for eligible rehabilitation 
care and OHIP pays the physiatrists working in hospitals and specialty 
clinics for medically necessary rehabilitation care. " at said, those ele-
ments of rehabilitation care that are ÔoutsideÕ the aegis of the Ministry of 
Health and Long-Term Care (e.g., care for children with disabilities or 
for adults injured in automobile accidents or at work) can be governed by 
policies in other parts of government, such as the ministries of children and 
youth services, community and social services, education, #nance through 
the Financial Services Commission of Ontario, and labour through the 
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Workplace Safety and Insurance Board. Also, rehabilitation care clients 
with long-term physical disabilities can also bene#t from the Assistive 
Devices Program, which (as described in the home and community care 
section) provides access to a range of personalized assistive devices when 
prescribed by a physician.

" e places where rehabilitation care is provided range from clientsÕ homes 
(for home care) and the o&ces or clinics where physiotherapists are based 
(for primary care), often alongside other regulated health professionals and 
unregulated health workers, to hospitals (for specialty care) and long-term 
care homes.

" e people involved in rehabilitation care include the patients or clients 
themselves and the rehabilitation professionals mentioned above. " e 
health professionals are represented by their respective professional associ-
ations (e.g., Ontario Physiotherapy Association) and the clinics they own 
or work for are represented by member associations such as the Ontario 
Association of ChildrenÕs Rehabilitation Services (for ChildrenÕs Treatment 
Centres) and Ontario Rehab Alliance (for organizations providing rehabil-
itation care to those injured in automobile accidents). " e sectorÕs work is 
also supported by a collaborative called the Rehabilitative Care Alliance, 
the secretariat for which is maintained by the GTA Rehab Network, which 
itself serves the greater Toronto area.

Governance, Þnancial and delivery arrangements in rehabilitation care

Governance, #nancial and delivery arrangements (i.e., the building blocks) 
are another lens through which rehabilitation care can be described. While 
the most salient governance arrangements have been addressed under 
ÔpoliciesÕ above, the key point to note is that rehabilitation care is not gov-
erned as a sector per se (as are the other #ve sectors), but as a set of people 
working, and programs being delivered, in places typically thought of as 
primarily belonging to other sectors. As with home and community care, 
rehabilitation care is more often #nanced from out-of-pocket payments 
than primary care, specialty care and public health, and is more di&cult 
to track in terms of public expenditures from a sectoral perspective. In 
terms of delivery arrangements, as of 2014, there were more than 300 
Community Physiotherapy Centres and 21 ChildrenÕs Treatment Centres 
(see Table 4.1), as well as 55 general rehabilitation hospitals (labelled group 
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Figure 6.4: Rehabilitation care
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Program Services Who delivers/funds Who is covered

Community-based rehabilitation

Community 
Physiotherapy 
Centres (CPCs)

Physiotherapy 
services (assessment, 
diagnosis, treatment) 
for select patients 
with injuries, 
chronic conditions, 
and disabilities, as 
well as after certain 
surgical procedures

¥ Close to 300 privately owned CPCs 
(referral from a physician, nurse prac-
titioner or Community Care Access 
Centre, or CCAC, required)

¥ Funding by Local Health Integration 
Networks (LHINs) (with funds from 
the Ministry of Health and Long-Term 
Care or MOHLTC) with service 
agreements based on an episode of care 
model1

Under 19 years 
or 65 years and 
over; or spent 
at least one 
night in hospital 
prior to care; or 
require therapy 
at home or in 
a long-term 
care home; or 
income support 
recipients;'  as 
well as a valid 
health card

Outpatient 
rehabilitation 
programs(

Physiotherapy, occu-
pational therapy, 
speech-language 
pathology, social 
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two short-stay programs, namely convalescent care and respite care, with 
a maximum stay of 90 days. As we return to below, they can be private 
for-pro#t, private not-for-pro#t or publicly owned (by municipal govern-
ments), and some have been established and maintained by the councils of 
First Nations bands. 

All nursing and personal support services (provided by registered nurses or 
registered practical nurses and by personal support workers, respectively), 
as well as medical services (provided by physicians and nurse practitioners), 
rehabilitation therapy (provided by physiotherapists, occupational thera-
pists, speech-language pathologists, and recreation therapists), restorative 
and social services (provided by social workers), clinical pharmacy services 
(provided by pharmacists) and nutritional services (provided by dietitians), 
provided (or arranged for) by long-term care homes are funded by the gov-
ernment (directly, through the LHIN or Ð in the case of medical services 
Ð through OHIP).(17; 18) 

Clients, on the other hand, pay standardized charges for their accommo-
dation. For example, in March 2016, these charges were roughly 
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Figure 6.5: Long-term care
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Also, some beds or units are funded programmatically (and separately from 
other parts of a long-term care home). For example, short-stay convalescent 
care is a separately funded program, with clients having to take the #rst 
available convalescent care bed (and not having the choice of their preferred 
long-term care home as is the case for long-term stays).(17) As well, there are 
other types of program-funded units or beds in long-term care homes, 
including (at the time of writing) four designated units for behaviour 
supports and one designated unit for peritoneal dialysis (which have their 
own CCAC-administered wait lists), and many beds for residents receiving 
peritoneal dialysis (in 28 long-term care homes that receive funding from 
the Ontario Renal Network), with residents having to accept the long-term 
care home where the program-funded unit or bed is located (and again not 
having an unrestricted choice of their preferred long-term care home).(18; 
21) 

Finally, the Long-Term Care Quality Inspection Program,(22) operated by 
the Ministry of Health and Long-Term Care under the terms of regulations 
established through the Long-Term Care Homes Act, 2007,(23) provides 
a level of continuous government oversight that is virtually unknown in 
other parts of the health system. " e ministry is mandated to conduct 
unannounced inspections of every long-term care home at least annually 
(to identify any instances of non-compliance with the Long-Term Care 
Homes Act, 2007 and its regulations) and to publicly report on all inspec-
tions (annual, complaint, critical incident or ÔotherÕ) through the ministryÕs 
website. " e ministry has announced plans to transition to a risk-based 
framework that would enable it to focus its intensive inspections on high-
risk long-term care homes.(24)

Places and people involved in long-term care

" e places and people involved in this sector are more straightforward 
than other sectors. " ere is only one key ÔplaceÕ Ð long-term care homes 
Ð although CCACs act as a gatekeeper to these homes, and complex con-
tinuing care facilities (or units within hospitals) complement them for 
those requiring long-term, medically complex care. " e people include the 
long-term care home residents themselves, their families and caregivers, 
and volunteers, as well as health professionals (including those mentioned 
above), a variety of unregulated health workers (e.g., personal support 
workers and activity/recreation sta$), and other sta$ (e.g., dietary and 
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housekeeping). Residents and their families play a particularly important 
role through each long-term care homeÕs ResidentsÕ Council and Family 
Council, which are mandated under the Long-Term Care Homes Act, 2007, 
to independently advise residents about their rights and responsibilities. 
" ey also advise long-term care homes about their operations and review 
key #nancial and inspection reports. " ese councils are represented by 
the Ontario Association of Residents' Councils and by Family Councils 
Ontario. " e health professionals are represented by their respective pro-
fessional associations, unionized sta$ are represented by their unions, and 
long-term care homes are represented by the Ontario Long Term Care 
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Figure 6.7: Public health
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implementation of the above standards.
" e two sets of standards can be considered to be voluntary instruments 
according to the taxonomy of policy instruments described in Chapter 
2 (although signi#cant elements of the standards are typically seen to be 
mandatory), while the accountability agreements (e$ectively a contract) 
can be considered an economic instrument.

Programs delivered by or related to public health

" e many programs delivered by local public health agencies can be 
grouped according to how they are described in the Ontario Public Health 
Standards:
1) family health (part of what Public Health Ontario includes in health 

promotion);
2) infectious diseases prevention and control (what Public Health Ontario 

calls infection prevention and control);
3) chronic disease and injuries (what Public Health Ontario calls chronic 
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Continued on next page

Programs! Services" Who delivers/funds Who is covered

Family health Ð continued

Healthy  
Babies, 
Healthy 
Children 
Program

Provides a mix of services including new-
born screening, assessment, referrals and 
other support services (e.g., public health 
nurse or family home visitors)

Local public health 
agencies funded 
by the MOHLTC 
and municipalities; 
Ministry of Children 
and Youth Services

Pregnant women, 
and families with 
young children 
up to the age of 
six in the local 
public health 
agency

Infectious diseases prevention and control

Infection 
prevention 
and control

Infection prevention and control practices 
in settings associated with a risk of infec-
tious diseases (e.g., hospitals, long-term care 
homes, and licensed day nurseries)

Local public health 
agencies funded by 
the MOHLTC and 
municipalities

Any eligible 
person or setting 
in the local public 
health unit

Infectious 
diseases

Follow-up of reportable infectious diseases 
to prevent further spread; and collecting 
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Sources: 65; 72-77

Notes:
* " e Ontario Public Health Standards (OPHS) and Protocols outlines those programs and services that all boards of health in Ontario 
are required to provide, including assessment and surveillance, health promotion and policy development, disease and injury preven-
tion, and health protection. Program standards and protocols are grouped under #ve program areas: chronic disease and injuries (three 
protocols), family health (#ve protocols), infectious diseases (11 protocols), environmental health (#ve protocols), and emergency 
preparedness (one protocol). " e assessment, planning, delivery, and management of public health programs and services under these 
standards and protocols are the responsibility of each local board of health.(78) 

'  Given that the speci#c programs and services encompassed within assessment and surveillance, health promotion and policy devel-
opment, disease and injury prevention, and health protection can vary in design based on local needs and epidemiology, we have 
described the focus of the services in each of the #ve program areas in general terms. 

( Chronic diseases of public health importance include cardiovascular diseases, cancer, respiratory diseases, and Type 2 diabetes.(78) 
+ For example, the Northern Fruit and Vegetable Program provides two servings of fruits and vegetables a week to elementary and inter-
mediate school-aged children in 191 northern Ontario schools. It is delivered by the Algoma, Porcupine and Sudbury public health 
units and the Ontario Fruit and Vegetable Growers' Association, and funded through the MOHLTC.(79)

) " e work of local public health agencies may include working with municipalities and/or community partners (including, but not 
limited to, non-governmental organizations; governmental bodies such as the ministries of agriculture and food, children and youth 
services, education, environment, or transportation; school boards and/or sta$, school councils, and students of elementary, secondary, 
and post-secondary educational institutions; parents; employers and employees in workplaces; and other relevant stakeholders.(78)  

Programs! Services" Who delivers/funds Who is covered

Other provincial programs Ð continued

Ontario Breast  
Screening 
Program

Organized breast screening program  
providing mammography and breast magnetic 
resonance imaging (MRI) (depending on level 
of risk) services to women at risk for breast 
cancer

CCO funded by the 
MOHLTC

Women aged 50 to 
74 (average risk) 
and aged 30 to 69 
years (identi#ed 
high risk), valid 
health card

and community (e.g., immunization campaigns) to the o&ces or clinics 
where nurses, physicians, dentists and other health professionals work and 
to long-term care homes. Public health laboratories are an example of a 
public health ÔplaceÕ that is not open to the public.

" e people involved in public health include all citizens (given public 
health touches all of our lives, whether we know it or not), regulated health 
professionals (public health nurses, physicians and others), public health 
inspectors, and a variety of unregulated health workers (e.g., community 
health and development workers and family home visitors). " e health 
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