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Introduction

The purpose of this document is to describe how the Transitions Between Hospital and Home

quality standard supports Ontario Health Teams* (OHTs) in providing seamless, fully coordinated 

careða key success factor in integrated care delivery systems. 

We recommend that users of this guide:

1. Read the Transitions Between Hospital and Home quality standard and determine areas your 

OHT may want to focus its improvement efforts 

2. Review and share the Case for Improvement deck with your team and stakeholders to 

understand why this quality standard is needed

3. Take an iterative approach to implementing the quality standard by engaging with your 

partners in your OHT

*The term ñOntario Health Teams,ò or ñOHTs,ò refers to teams of providers that have placed themselves on the OHT readiness path in Ontario, whether ñIn 

Discovery,ò ñIn Development,ò ñOHT Candidate,ò ñand Designated OHT.ò While this playbook is intended for those teams, any team of providers, regardless of 

OHT readiness, will find the information in this playbook helpful.
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How can the Transitions Between Hospital and 

Home Quality Standard Benefit my OHT?
At maturity, OHTs will support high-performing integrated care delivery systems across Ontario 

and seamless transitions for patients between different care settings (e.g., hospital, primary care, 

long-term care, home and community care) and between different health care providers during an 

acute or chronic illness.

To help you achieve this, Health Quality Ontario has published a final draft of the Transitions 

Between Hospital and Home* quality standard that outlines how your team can achieve a more 

integrated and coordinated discharge process using the best available evidence. The quality 

standard includes:

Å 10 quality statements that describe how to deliver high-quality care for people as they move 

between hospital and home 

Å What outcomes you can hope to achieve by implementing the care outlined in the standard 

Å What indicators you can use to track the changes you make and measure their success 

*This includes people who have been admitted as inpatients to any type of hospital, including complex continuing care facilities and rehabilitation hospitals. ñHomeò 

is broadly defined as a personôs usual place of residence and may include personal residences, retirement residences, assisted-living facilities, long-term care 

facilities, hospices, and shelters. The quality standard covers important aspects of care during the continuum from hospital admission, to preparing for a successful 

transition, to care provided in the community, in order to ensure seamless transitions. 
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How Will the Quality Statements Help my Ontario 

Health Team Meet Year 1 Expectations? 

Under the new OHT model, there are two requirements that can be supported by the 

implementation of the Transitions Between Hospital and Home quality standard:

The Patient Care and Experience year 1 requirement states that access, transitions, 

coordination, and integration have improved:

Å The quality standard was developed after broad consultation with people with lived experience 

of transitions from hospital to home

Å All 10 statements are written from the patient/caregiver perspective, and reflect that the care 

team, patient, and caregivers must work together from time of admission to ensure there is a 

seamless transition from the hospital to the community, with coordinated follow-up with 

appropriate community partners
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The Performance Measurement, Quality Improvement, and Continuous Learning 

requirement states that Ontario Health Teams should demonstrate progress to reduce variation 

and implement clinical standards: 
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What are the 10 quality statements and 
what do I need to consider when 
implementing them?
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Quality Statements

To go directly to a specific quality statement in the standard, click on the link: 

1. Information-Sharing on Admission

2. Comprehensive Assessment

3. Patient, Family, and Caregiver Involvement in Transition Planning

4. Patient, Family, and Caregiver Education, Training, and Support

5. Transition Plans

6. Coordinated Transitions

7. Medication Review and Support

8. Coordinated Follow-Up Medical Care

9. Appropriate and Timely Support for Home and Community Care
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Statement 1: Information Sharing on Admission
When a person is admitted to hospital, the hospital shares information about the admission with their primary care and home and 

community care providers, as well as any relevant specialist physicians, soon after admission via real-time electronic notification. 

These providers in the community then share all relevant information with the admitting team in a timely manner. 

ÅPatient/caregiver advisors

ÅHospital staff (e.g., admitting team member, unit clerks, social worker, physician)

Å
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Statement 3: Patient, Family, and Caregiver 

Involvement in Transition Planning

https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-quality-standard-en.pdf#page=18
http://policyconsult.cpso.on.ca/wp-content/uploads/2018/06/Transitions-in-Care_Draft-for-Consultation.pdf
https://www.nextstepincare.org/Caregiver_Home/
https://www.hqontario.ca/Portals/0/documents/qi/health-links/ccm-coordinated-care-plan-v2.1-en.docx
https://www.hqontario.ca/Portals/0/documents/qi/health-links/ccm-coordinated-care-plan-user-guide-v2.1-en.pdf
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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 patient, any involved caregivers, the hospital team, and primary care and home and community care providers before leaving 

hospital. Transition plans are shared with the person’s primary care and home and community care providers and any relevant 

specialist providers within 48 hours of discharge.

ÅPatient/caregiver advisors 

ÅHospital staff (e.g. member of discharge team, unit clerk)

ÅPrimary care providers (e.g., Family Health Teams, Community Health Centres, nurse practitionerïled clinics, solo practitioners)

ÅHome and community care providers (e.g., care coordinators; staff at community service organizations; community partners)

ÅSystem navigators (e.g., transitional care facilitator) 

Clinical Partners to Enable Change

ÅDo you involve the patient (and family or caregivers who will be supporting the patient when they leave the hospital) in developing the transition plan? 

Å Is the interprofessional team involved in developing the transition plan (including hospital, primary care, and home and community care providers if applicable)? 

ÅDo you have a process in place to give a written copy of the transition plan (e.g., PODS) to the patient/caregivers before they leave hospital?

ÅDo you have a way to ensure that information (i.e., transition plan) is transferred to the home and community care providers 

https://www.hqontario.ca/Portals/0/documents/qi/health-links/ccm-coordinated-care-plan-user-guide-v2.1-en.pdf
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Statement 7: Medication Review and Support 
People transitioning between hospital and home have 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 are considered, and options are provided for those unable to afford these costs.

ÅPatient/caregiver advisors

ÅHospital staff (e.g., member of discharge team, pharmacist)

ÅHome and community care (e.g., care coordinator, community pharmacist, community social worker; community nurse practitioner)

ÅPrimary care providers (e.g., Family Health Teams, Community Health Centres, nurse practitionerïled clinics, solo practitioners)

Clinical Partners to Enable Change

ÅIs there a process to complete medication reviews on admission, before discharge, and when they return home? 

ÅIs there a process to review medications (on admission, before discharge, and on return home) with the patient/caregiver? 

ÅWhat processes/ resources do you have in place to support patients that cannot afford necessary medications? 

Key Questions to Consider

ÅBest Possible Medication Discharge Plan

ÅHospital to Home ï Facilitating Medication Safety at Transitions

ÅMedication Reconciliation in Acute Care

ÅMedications at Transitions and Clinical Handoffs (MATCH)

ÅOntario Primary Care Medication Reconciliation Guide

ÅMyMedRec

Å5 Questions to Ask About Your Medications

Tools, Resources, and Programs
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Statement 8: Coordinated Follow-

https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-quality-standard-en.pdf#page=31
https://www.ontario.ca/page/find-family-doctor-or-nurse-practitioner#section-1
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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 caregivers need. When these services are needed, they are arranged before people 

leave hospital and are in place when they return home.

ÅPatient/caregiver advisors

ÅHome and community care providers (e.g., care coordinators; staff at community service organizations; community partners)

ÅSystem navigator (e.g., transitional care facilitators)

Clinical Partners to Enable Change

ÅIs there a process to work with patients and caregivers, their hospital teams, and home and community care providers to understand each patientôs goals 
and preferences, to regularly assess their home care and community support service needs (type, amount, appropriate timing), and to develop (or co-
design) a care plan to meet their needs and achieve their goals? 

ÅWho should lead this coordination of services? 

ÅHow is limited availability in the community addressed? 

ÅWhat processes can help you efficiently manage this process? 

ÅWhat needs will caregivers require beyond the patientsô needs?

Key Questions to Consider

ÅHome at Last

ÅHome First Philosophy

ÅIntegrated Comprehensive Care (ICC)

ÅPriority Assistance to Transition Home (PATH)

Å

https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-quality-standard-en.pdf#page=33
https://www.onecaresupport.ca/services/helping-you-at-home/home-at-last/
http://healthcareathome.ca/centraleast/en/Getting-care/Getting-Care-in-Community/home-first-philosophy
https://www.stjoes.ca/hospital-services/integrated-comprehensive-care-icc-
https://homesupportservices.ca/services/path-priority-assistance-to-transition-home-path-program/
https://www.interrai.org/contact-assessment.html
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Statement 10: Out-of-Pocket Costs and Limits on 

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.

ÅPatient/caregiver advisors

ÅHospital staff (e.g., member of discharge team, unit clerk)

ÅPrimary care providers (e.g., Family Health Teams, Community Health Centres, nurse practitionerïled clinics, solo practitioners)

ÅHome and community care providers (e.g., care coordinators; staff at community service organizations; community partners)

ÅSystem navigators (e.g., transitional care facilitator) 

Clinical Partners to Enable Change

ÅIs there a process to assess what services/equipment/medications are funded and what are not? 

ÅWhose role is this? 

Å

https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-quality-standard-en.pdf#page=36
https://www.cfpc.ca/uploadedFiles/CPD/Poverty_flow-Tool-Final-2016v4-Ontario.pdf
https://www.mcss.gov.on.ca/en/mcss/programs/social/odsp/income_support/IS_Application.aspx




http://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/getting-started-guide-en.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-patient-guide-en.pdf
https://www.hqontario.ca/Portals/0/documents/evidence/quality-standards/qs-transitions-between-hospital-and-home-draft-data-tables-1910.xlsx
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Resource Summary Audience

Measurement Guide A supporting document to the data table that contains 

measurement principles, data collection methods, and the 
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Resource Summary Audience

Recommendations for 

Adoption (forthcoming) 

System-wide recommendations that address barriers to 

implementing the care outlined in the quality standard. If 

acted upon, these will help health care professionals and 

organizations implement the statements.

OHTs can implement recommendations directed to them as 

applicable and where appropriate.

OHT leadership 

Quorum Quorum is an online community dedicated to improving the 

quality of health care in Ontario. The information on the QI 

Tools and Resources page and its additional tabs describe 

quality improvement (QI) methodology, which

-

https://quorum.hqontario.ca/en/
https://quorum.hqontario.ca/en/Home/QI-Tools-Resources/QI-Essentials
https://quorum.hqontario.ca/en/home/posts?tags=Effective%20Transitions
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https://www.hqontario.ca/evidence-to-improve-care/quality-standards/view-all-quality-standards/behavioural-symptoms-of-dementia
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https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Diabetic-Foot-Ulcers
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Glaucoma
https://www.hqontario.ca/evidence-to-improve-care/quality-standards/view-all-quality-standards/heart-failure
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Hip-Fracture
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/low-back-pain
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Year 1 Patient Populations

Quality Standard High-Risk or 

https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Opioid-Use-Disorder
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Osteoarthritis
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Palliative-Care
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Palliative-Care
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Pressure-Injuries
https://www.hqontario.ca/evidence-to-improve-care/quality-standards/view-all-quality-standards/schizophrenia-care-in-the-community
https://www.hqontario.ca/evidence-to-improve-care/quality-standards/view-all-quality-standards/schizophrenia-care-in-hospital
https://www.hqontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-Standards/Venous-Leg-Ulcers
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If you have any questions or feedback about this guide please 

contact us using the information below. 

Health Quality Ontario

130 Bloor Street West, 10th Floor

Toronto, Ontario

M5S 1N5

Tel: 416-323-6868

Toll Free: 1-866-623-6868

Fax: 416-323-9261

Email: QualityStandards@hqontario.ca

Website: hqontario.ca/qualitystandards

