
Abstract
There is ongoing concern that acute care beds in Canada 
are occupied by seniors who are waiting to be discharged 
to a more appropriate level of care. These individuals,  
who no longer require acute care services, are commonly 
designated as alternative level of care (ALC) patients. In  
this study, the authors examined the characteristics  
of patients transitioning from acute care to home care  
or residential care.

There is ongoing concern that acute care beds in 
Canada are occupied by seniors who are waiting to 
be discharged to a more appropriate level of care 
(ALC Expert Panel 2006). These individuals, who 

no longer require acute care services, are commonly designated 
as alternative level of care (ALC) patients. 

ALC is an important challenge for individuals and for the 
health system (Ontario Association of Community Care Access 
Centres 2006). Seniors awaiting placement may experience a 
decline in their overall health and well-being (Covinsky et al. 
2003; Graf 2006). Traditionally, people have viewed this issue as 
one resulting from persons waiting for placement in residential 
care. However, there has been a recent shift in thinking to focus 
on increasing the capacity of the community care sector to meet 
these needs (LHIN Collaborative 2011). Health planners and 
policy makers are interested in understanding the transitions 
of people between hospitals and other sectors of the healthcare 
system in order to explore the potential to divert demand from 
residential care to home care settings. 

The majority of seniors 
want to remain at home, and 
evidence suggests that providing 
care at home is a cost-effective alterna-
tive (Weissert et al. 2003). Projections show 
that the proportion of seniors in Canada’s popula-
tion will nearly double in the next few decades, from 15% 
in 2011 to 25% in 2036 (Statistics Canada 2010); the number 
of ALC patients is therefore expected to increase as well (Walker 
2011). This shifting demographic may increase the pressure on 
both acute care and residential care facilities unless demands can 
be shifted to other community-based settings to help address the 
ALC challenge (Walker 2011). 

In this article, we briefly discuss the findings of a study  
that we performed to examine the characteristics of patients 
transitioning from acute care to home care or residential care. 

Data Sources and Methods
The study linked data from the Canadian Institute for Health 
Information (CIHI) Continuing Care Reporting System, Home 
Care Reporting System and Discharge Abstract Database for 
four fiscal years, 2007–2008 through to 2010–2011. The data 
for this report focused on newly admitted long-stay home  
care clients and residential care clients, age 65 years and older, 
who had been discharged from an acute care facility between 
April 2007 and September 2011. 

The final linked dataset included 90,507 transitions from 
acute care to either home care (61,047 in Nova Scotia, Ontario 
and Yukon) or residential care facilities (29,460 in British 

CIHI Survey

Seniors and Alternative Level of Care: 
Building on Our Knowledge
Norma Jutan, Lacey Langlois and Natalie Damiano

Healthcare Quarterly  Vol.16 No.3  2013   7 

12
111

210

39

48

57
6



12
111

210

39

48

57
6

12
111

210

39

48

57
6

12
111

210

39

48

57
6

Columbia, Manitoba [Winnipeg Regional Health Authority], 
Newfoundland and Labrador, Ontario and Yukon).

Findings
As expected, the majority of transitions found in this analysis 
were from acute care to home care. However, ALC days were 
much more common in transitions to residential care. A greater 
proportion of clients recently admitted to residential care (four 
in five) had ALC days as compared with recently admitted long-
stay home care clients (one in five). In addition, seniors waiting 
for discharge to residential care waited much longer (26 days 
compared with seven days for those discharged to home care). 

Multiple factors were associated with ALC status among 
persons discharged from acute care. Logistic regression models 
were developed to determine the combination of factors that 
best predicted the presence of ALC days in the populations 
transitioning home and to residential care. 

Predicting ALC Days among Persons Admitted to 
Home Care 
The results of the logistic regression for persons admitted to 
home care are shown in Figure 1. The Method for Assigning 
Priority Levels (MAPLe) algorithm (Hirdes et al. 2008) identi-
fies people more likely to have a distressed caregiver and to 
enter residential care. After controlling for other factors, the 
odds of having ALC days were almost three times higher for 
persons with a very high MAPLe score than for persons with 
a low MAPLe score. This suggests that persons at higher risk 

of caregiver distress and institutionalization are more likely to 
have ALC days prior to home care admission while waiting for 
adequate supports to be put in place at home. 

Factors associated with having ALC days extend beyond 
the clinical characteristics of the individual. For example, both 
geographical location (urban) and marital status (no spouse) are 
related to waiting in hospital prior to discharge. 

Predicting ALC Days among Persons Admitted to 
Residential Care 
Medical stability, as measured by the Changes in Health, 
End-Stage Disease and Symptoms and Signs (CHESS)  
scale (Hirdes et al. 2003), was the strongest predictor of ALC 
days among those admitted to residential care (Figure 2). This 
may suggest challenges around residential care admission 
practices. After controlling for other factors, the odds of having 
ALC days in acute care (versus having no ALC days) were  
one and a half times higher for persons who were medically 
stable (lower CHESS scores) than for persons with moderate 
to severe medical instability. Consistent with the literature, 
dementia-type symptoms such as challenging behaviours  
and communication difficulties were also strong predictors of 
ALC days.

The odds of having ALC days were higher for persons taking 
greater than nine medications, or those taking one or more 
psychotropic medications. These findings suggest that persons 
who require considerable medication monitoring are more 
likely to wait prior to admission to residential care.
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FIGURE 1.  
Factors Associated with Waiting in Hospital Prior to Home Care Admission

CHESS = Changes in Health, End-Stage Disease and Symptoms and Signs; DRS = Depression Rating Scale; MAPLe = Method for Assigning Priority Levels. 

*Not statistically significant.

Sources: Discharge Abstract Database, Home Care Reporting System and Continuing Care Reporting System, 2007–2011, Canadian Institute for Health Information.
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Discussion
The data presented in this report shed light on the growing 
ALC challenge in Canada’s healthcare system. The models 
presented account for many of the clinical differences between 
seniors with and without ALC days. However, given that the 
presence of ALC days is not well explained by clinical differ-
ences, health system–level factors may be important in shedding 
light on delayed transitions to the community, particularly for 
those going to residential care. For example, there are differences 
in the availability of and admission policies to residential care 
beds, as well as the availability of alternative discharge settings 
within and between jurisdictions (Penney and Henry 2008). 
The resources that have been allocated to home support services 
and the programs put in place to support informal caregivers 
vary widely and may have a significant effect on policies and 
decisions related to discharge planning (Weissert et al. 2003). 

This analysis also identified a subgroup of clients – those 
who were medically stable and had symptoms associated with 
dementia – who were more likely to wait before being admitted 
to residential care. The needs of these individuals may require 
further consideration in order to facilitate transition out of acute 
care, and have been noted in recent initiatives in a number of 
provinces to allocate resources to behavioural support or other 
specialized care (Ontario Local Health Integration Network 
2012). 

It is well documented in the literature that waiting in an 
acute care bed for placement may lead to a decline in the health 
of the individual (Covinsky et al. 2003; Graf 2006). Waiting is 
also very costly and resource-intensive for the healthcare system 
since a bed is being occupied by a person who no longer requires 
acute services (Walker 2011). Facilitating a successful transition 

home, or to another community setting, requires careful consid-
eration of resource availability, costs, risks and benefits to the 
individual and the health system as a whole. 

These findings and others are described in detail in a recent 
CIHI publication, Seniors and Alternate Level of Care: Building 
on our Knowledge (2012). This report is available free of charge 
at www.cihi.ca. 
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FIGURE 2.  
Factors Associated with Waiting in Hospital Prior to Residential Care Admission

ADL = activities of daily living; CHESS = Changes in Health, End-Stage Disease and Symptoms and Signs; DRS = Depression Rating Scale. 

*Not statistically significant.

Sources: Discharge Abstract Database, Home Care Reporting System and Continuing Care Reporting System, 2007–2011, Canadian Institute for Health Information.
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