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Why regionalization in Ontario?

A Candot effectively manage a $
spread over a vast geography from a central
government

A Ontario - last Canadian province to regionalize health care

A Traditional health care relationships and structures siloed

A Patients/clients experience health care as disorganized, not always
responsive; value for money not well understood

A Need mechanism to coordinate and integrate care, drive
perf ormance I mprovement ndcl o
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TC LHIN: Complex Urban Population

Population: _— &

41% immigrants
32% racialized groups
200 countries of origin

160 languages and dialects

To To To To I

Special communities
A 2% Aboriginal
A 2.9% Francophone

Chinese one of top 5 ethnocultural
communities by language and ethnicity

Almost 22% with physical or mental
condition or health problem

14% Seniors age 65 and over; people
85+ growing faster than any group

o T T D>

> 5000 homeless



The Toronto Central LHIN

425 Bloor Street East

Health Service Providers

U  Assumed funding responsibility just over
two years ago (April 2007)

U Oversees and allocates $4 Billion

A 20% of Ontariods

U  Approximately 30 -35 staff; partnerships
with health service providers key

1

U  Approx 200 independently governed
organizations:

T Community Care Access Centre(1)

I Community mental health and

addictions (66)

1 Community Support Services (68
bas.% %pHd%et (68)

Community Health Centres (18)

T Long Term Care (37)

Hospitals (18)

U Over 42,000 health care workers

U Fourth largest North American health
sciences centre

U  52% of care provided by TC LHIN
hospitals is for people outside the LHIN

\_ _\




LHIN Levers for Change

A Community Engagement

= health care provider organizations, health professionals,
employees, communities, consumers.

A Funding

A Performance Management = transparent information

A Integration
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Some 2,500
Individuals
participated in t|
development of
IHSP2

chieving Change

(
TCLHIN Integration and Collaboration Structures W

System-wide

HSP Leadership Forum

(linical Services Leadership Team (CSLT)

Health Professionals Advisory Committee (HPAC)

Priorities Consumer/Family

ER/ALC (Includes ER P4R, AAH)

Diabetes Community Engagement Network
Mental Health & Addictions
Specific Consumer Groups / Family Groups
and Panels (e.g. seniors, mental health and

Value & Affordability

eHealth addictions, Aboriginal, Francophone)
Health Equity

Sectoral Long-Term Community Community Community Mental Community Gare e
Tables are Health Centres  Support Services Health & Addictions Access Centre P




Funding

Specialty Psychiatric
Hospitals 5.5% CCAC 4.2%

CHCs 1.7%

Community Support
Senices 1.0%

Assisted Living
Senvices in Supportive
Housing 0.9%

\Community Mental

Health 2.2%

Addiction Programs
0.5%

Hospitals 78.5%

Long-Term Care 5.5%

Source: LHIN Budget 08/09




Achieving Change

Hospital Accountability Process
A Tremendous effort to plan uncertain environment.

A Management Planning and Risk Report (MPRR) for
2010/11H+SAA extension and Value and Affordability
processes demonstrate exceptional transparency and
collaboration among hospitals.

A All hospitalsigned agreement to extend 20084 lfbr a
year.

A Same collaborative spirit going into 2010/11

A First time new base fundlnAqJMJ.l—be-d'isﬂTb'ured-bé\sed\on
\ performance.




Achieving Change

M-SAA

A First time performance targets set by community agencies and LHIN;
significant change for sectoreand

A Sector tables venue to uncover and solvesspémifithallenges

L-SAA
A Extensive collaboration with LTC home, associations and municipal
stakeholders to get the first LTC accountability agreement right.

A Templates to be signed and in place by July 1, 2010, Deca Long
Care Home Act, 2007 proclaimed.




Q4 2009-10

Actual Values

TC LHIN Performance Compar Trend Agail TC LHIN Provincial | Provincial (

MLAA | Provincig All LHINY Previous | Performand MLAA Targ Target LHINS)
Performance Indicator Target | Target | (Provincia] Period (YTD) 2009/10 2009/10 [ Performang
Patient Access & Outcom@ata: Year to date Values April 2009 - February 2010)
Cancer [] 67 days 53 days 84 days 60 days
Cataract V 99 days 100 days 182 days 106 days
Joint Replacement: Hip A 121 days 124 days 182 days 160 days
Joint Replacement: Knee A 132 days 128 days 182 days 181 days
Diagnostic Imaging: MRI V 120 days 91 days 28 days 109 days
Diagnostic Imaging: CT A\ 38days | 60days | 28days | 35days
Cardiac: Bypass (Target Met, LHIN to monitor) 44 days N/A 182 days 53 days
System Integratiobata: Median Time to LTC Placement and Percent ALC Days (Q2 2009-10 YTD)
Percentage of Alternate Level of Care (ALC) Dayls A 10.57% 8.80% 9.46% 14.79%
Median Time to LTC Placement \V4 82 days 77 days 50 days 105 days
Emergency Room Wait TimeR DatdYTD April 2009 - January 2010)

TC LHIN | Provincial| All LHINs YTD MLAA Targe{ Provincial Targ  Provincial

Target Target (Provincial Performance 2009/10 2009/10 Performance
Proportion of ER Patients Admitted within LOS tdrg A\ 27.00% 33.00% 45.00% 41.00%
Proportion of ER Non Admitted High Acuity Patie A
treated within respective LOS target 75.00% 81.00% 88.00% 83.00%
Proportion of ER Non Admitted Low Acuity Patier A
within LOS target 75.00% 80.00% 88.00% 85.00%

Wait Times TC LHIN Performance = Year-to-date value of April 2009 to February 2010.

LEGEND:

[ = Meeting or exceeding the target.

= Worse than target, but within corridor. Need to monitor.
Il = Worse than target, beyond corridor. Need to investigate.

ER MLAA Targets:
= Meeting or Exceeding Quarterly Target
= Worse than Quarterly Target

A\ = Performance Improving.

/\V= Performance Getting Slightly Better or Worse (<10%).
W= Performance Getting Worse (>10%).

Trend Against Previous Period = Current period compared against past period reported.

= No Change from previous reported period
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Nl ntegration" defilned

2(1) nintegration" 1 ncludes
(a) to co-ordinate services and interactions between
different persons and entities;

(b) to partner with another person or entity in providing
services or in operating

(c) to transfer, merge or amalgamate services,
operations, persons or entities

(d) to start or cease providing services

(e) to cease to operate or to dissolve or wind up the
operations of a person or entity
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Achieving Change

Voluntary Integrations

COTA Health and Homeward Commi t ment to i mprove services, |l everag

Sudbury Regional H o s pGollalborativatradma ServicesMi c hael 0 s

Funded Integrations

LTC Outreach Teams TWH Mobile Outreach Team: Over 15 months, some 75% of ER visits avoided
Home First. Led by TC CCAC. Home First is getting and keeping seniors safely at home.
Stepping Stone Project LOFT, CAMH and acute hospitals 2 pshchogedritric

conditions to live in the community, transition to permanent housing

St. Hildads Enhanced TGreCAC o&h r Atm Hildadbs. Expanded in 2009

Integrations in Implementation

Resource Matching and Referral 53 providers referring clients electronically; most extensive electronic referral system in

Bed Holding Policy GTA Rehab Network. Adopted by all TC LHIN Rehab & CCC hospitals

Womends Coll ege Ur ge nRevered wendePleaderskpiof TC THIM EDsLéad.r Timely transfers from WCH Urgent (
Protocol

CNARCSS Coordinated Access and NavigatioAging at Home initiaitigd agencies using coordinated system. 3,000 referrals through pil
Project)

CASHCoordinated Access to Toronto Mental Heakhwait list for all 29 MHA supportive housing agencies.
and Addictions Supportive Housing)

OCANOnNtario Common Assessment of Need) Local implementation of condethassessment tool began

CAISI electronic health record for homeless 37 agencies using, 6,000 homeless people helped in 2009/10



Toronto Centr al L HI NO S
Services Plan 202013 (IHSP)

To achieve the health care s

AA health care system t hat
delivers good care when people need it, and
wi || be there for our chil

é . through first getting results in a select number
of areas that are catalysts for system change.
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/4

Toronto Central LHIN System Strategy Map \ Figure 2

We will move towards A health care system that helps people stay healthy, delivers good care when
our vision ... people need it, and will be there for our children and grandchildren

Drive system change, improve outcomes, and ensure sustainability through a focus on:

By delivering on our

near-term priorities ... - Alternative Level of Care : Mental Health -
ER Wait Times Diabetes and Addicti Value and Affordability
That meet the Timely access to Trust and confidence Equity in access
public’s needs for ... . improved heaith care and services in the system and outcomes

Service Deli Service Intearati Knowledge Generation
ervice Delivery ervice Integration & Service Improvement

Leverage Toronto's unique teaching,
Dediver safe, quality ; ; :
- i Innovate and integrate so people research, and innovation capadity to
evidence-informed services == sen ces they ﬁg& set standards for best practice
where they need them,
. . when they need them
Enlist and support individuals Drive results through information
. and their caregivers as and transparency of reporting
Improve Tull members of the care team
SErvices ... Identify and provide enhanced
Ensure prevention and supports for individuals with
promotion are an intrinsic part the most complex, chronic needs Set performance standards
of the health care experience and hold each other accountable
Maximize the benefits of e-Health and technology
Achieve system-wide efficiences through -
And leverage overhead and service integration and ﬁ:‘g‘igﬁ#ﬂmﬁgmg Optimize health system
OUr resources ... through continuous improvement Gapital and infrastructure
A Engage communities and Value and grow the skills and talents Partner broadly to improve heaith
We will work together providers in partnering to shape y o

and improve the health system of the healthcare workforce and quality of life in our sodety

as a system ...




Progress and ResuldER

2009/10 made strides in tackling systems issues

A P4R working group hosted Discharge Planning forum for all
hospitals and CCAC; now working on standardizing discharge
planning across hospitals.

A Drs Howard Ovens and Keith Rose convening all Chiefs of
Medicine in the TC LHIN to identify system improvements all
hospitals can work on together. First meeting in June 2010.

A Efforts Paying off. During HLN1 peak in fall 2009, ER wait times
went down in TC LHIN hospitals.




Home First: Changing patterns of patient flow,
challenging system behaviours and norms

HOSPITAL




Progress and Resulda\LC

Fewer ED Visits for Seniors Admitted to CCAC

20%
13?;0 -+ 9% E.R. visits within 7 days of CCAC adr |
179, ~+9%E.R. visits within 14 days of CCAC ad
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Source: ED Notification System




Progress and Resulda\LC

Fewer clients on LTC Waitlist

TGLHIN LTC Waitlis
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Current State Referral Patterns in Mental Health ¢

Addictions Services




