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September5, 2014

KatherineMcCulloch
Director,LHIN Liaison BrancHealth System Accountability and Performamieision
Ministry of Health and Longierm Care

DearMs. McCulloch,

The North East Local Health Integration Network (NE LHIN) is pleased to provide you with4d20 781
Annual Business Plan (ABP) as required by the Local Health System Integratios Muotistry/LHIN
Memorandum of Understanding, and the Ministry/LHIN Performance Agreement (MLPA).

This ABRocuses on thesecondyear ofour 20132016Integrated Health Service Pl@HSPand builds on the
progressmade to date It speaks to ouvisionto providedQuality Health Care When Northerners Neelit
builds onour LINB @A 2 dza & S| NeRchurafedzthihSeailttasstoriatibngldhange It aligns with
OntaricQa ! OG A2y t f landthefdashdd bufconisdr the Exdelldd Care for All Act (2010)

Determinedthroughdiscussions anextensiveengagement withmore than 4,00(Northerners, the four
priorities of our IHSEre:

Increase Primary Care Coordination

Enhance Care Coordination and Transitions to ImptiegdPatient Experience

Make Mental Health and Substance Abuse Treatment Services More Accessible
Target the Needs of Culturally Diverse Population Groups

= =4 =4 =

Theseprioritiesare supported byhe followingenablers ofelectronic health record opportunitiesealignment
and system transformatigrand therecruitmentand retentionof health human resources.

We continue to focus our efforts on shifting the local healihecsystem from a providerentred system of

care b a more patiencentred one. Knowinthat our regionspans# 2F hy G NA2Qa f | yR
4.1%o0f its population, our effort$o break down silosencouragesystemintegrationand increase access to

care closer to where people liweill continue in earnestWith 19% of our populatin age 65 and over

(projected toincrease to 30% by 20Righer rates of chronic diseas@ad complex medical issues, the need

for more care to be providedt home, in community, and cergéd on the needs of Northernerontinues to

guide our LHIN efforts andecisions.

Please do not hesitate to discuss this ABP with either myself or our CEO Louise Paquette.

Sincerely,

Danielle Bélange€orbin
Chair
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NELHINVision
Quality healthcare, when you need it.

NE LHINMission
To advance the integration of health care services across Northeastern Ontario by engaging our communities.

Aligning withh y" (i | &tHoR Elan to make Ontarithe healthiest place in which to grow up and to grow old,
S KIF @S SYONI OSR (-dedredpifofitgsQa G KNBS LI GASYy

1. Keeping Ontaritealthy
2. Faster access and a stronger link to family health care
3. Right care, at the right time, in the right place

Theb 2 NI K 9 &Gn AMd blad $iiMdod SR | S GK { SNBAOS tfly oLl {
the needs of Northerners as voiced in extensive engagements over the past several years. These engagements
with fellow Northerners and health sepé providers continue on a regular basis and combined have a great

AYLI OG 2y (GKS b2NIK 9Fad [1LbQa RSOA&AAZY YI1Ay3d I YR
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The North East LHIN fundbout 150 health services providers acrosigsectors including:
9 Hospitals (25)
9 Community Health Centres (6)
9 Community Mental Health & Addictions (48)
91 Community Support Services (63)
9 LongTerm Care Homes 1)
1 Community Care Access Centre (1)

Overthe comingyears, the Mrth East_HIN wilcontinue toworkin collaboratiorwith health service providers
to move our health system from provider to patieoéntred, ando ensure outcomes and evidence drieeery
aspect of deliveringuality careto Northerners System realignment and enabling technologies wilkéeg to
this shift as will our commitment to maintain and further develop strong relationships with health service
providers and community partners.

Overall, theNorth EasLHIN isligningproviders ad resources to ensure that we successfully complete the

projects provided in this plamnd advance ouNBE 3 A 2y Q& AGNI §S3IAO0 LX 'y F2NJ |jdz €
need it.
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In 2014 the NE LHINas aboutl71accountability agreement&hich hold health care service providers
accountable to deliver $4 billion in frontline health care each year. These agreements include:

w 112 Multi Sector Service Accountability AgreementsSMAS)
w Hp | 2aLIAGFE { SNIDA GBDAs) OO02dzy i 6 At AGE ! ANBSYS
w 34LongTerm Care Service Accountability AgreememSAIAS)

The North East LHIN has structured its large geographic arefviatdUB planning areaghich were created
basedon hospitalreferral patterns. ieseHUBShelpto support locaplanningand realignment effortsvhen
working to enhance care of Northerners closer to where they live.

Access to Health Services

In terms of primary careht North East regiomasapproximately600 primary carephysicians, one Group
Health Centre in Sault Ste. Marig7 Family Health Teams, six Community Health Centres, six Nurse
PractitionerLed Clinics, 16 Nursing Stations and three Aboriginal Haedths<entres.

The Health Care Connect Program began in February 2009 in Ontario and has helped Northerners connect with
primary care providers. Between February 2608 May 2014 63,626 NE LHIN residents had registered with

the program and nearl0% had been referdto a family health care providehe North East is the highest

user of Health Care Connect (HCC) in Ontario.

Life Span

Both male and female NE LHIN residents have a shorter life expectancy than residents of Ontario: 76.5 years for
males (79.2 yeatism Ontario), and 81.4 years for females (83.6 in Ontario).

The leading causes of death for NE LHIN residents, as well as all Ontarians, are circulatory system diseases (such
as heart disease and strokes) and neoplasms (cancer). The rate of circulateny digease deaths (deaths per
100,000 populationis 22% higher in the NE LHIN than in Ontario; neoplasms are 16% higher.

Premature mortality, a measure of death rates (per 100,000 population) prior to age38spikigher in the NE
LHIN compared to thprovince.
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There are approximately 129,000 Francophaf288s)living
in Northeastern Ontariancluding MarieAnne Huneault
(right), who receives care from Personal Support Worker
(PSW) Gaetanngigras (left) at the West Nipissing Genere
Hospital in Sturgeon Falls.
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New/Emerging/Evolving Drivers of System Change

North East LHIN, population distribution by age
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Population Change

TheNorth EastHIN
population is projected to
change dramatically over the
nexttwo decadesThe
informationto the leftis
based on Ministry of Finance,
Ontarioprojections. Only 1%
overall population growtlis
expected by 2036ut the
proportion of the population
age 65 and over is projected
to increase from 9% to 304
This is anncrease of 65%
This significantlemographic
shift has major implications
on the delivery of health care
and the type and location of
services delivered.

| SIFEGK t NOGUAOSa yR 1 SFHEGK { G Gdza

Poor health practices are related to an increased risk of chronic dismastlity and disability. The table
below shows a number of selected health status and health practices across the region.

Indicator

North East

LHIN

Perceived health as excellent or very good

56.3% 60.4%

Perceived life stress, quite a lo1%age

20.0% 22.8%

Sense of community belonging, somewhat strong or very strong

72.3% 67.5%

Smoking, daily or occasional

26.0% 19.2%

Heavy drinkinigyé or more drinks on one occasion, at least once a month within the last year of those pasthaeba)dr| 20.8% 16.9%

Overweight or obese (adults age 18+)

59.9% 52.6%

Has a regular medical doctor

84.1% 91.1%

Contact with medical doctor in the past 12 months

79.5% 82.2%

(The information above is from Statistics Canada - both the 2011 Census and the Community Health Profile 2013.)

*Ontario percentages also include Northeastern Ontario percentages.
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The MinistryLHIN Performance Agreement (MLPA) defines the relationship between the Ministry of Health aficetrong
Care (MOHLTC) and tNELHIN in the delivery of local health care programs and services. The indicators that follow are
those that are intuded in the MLPAofeach LHMK S & [ | L b W n mn & vipfiagd GghdNdinrfuaiébults fork v (

2013/14.Indicators are updatedvery quarterand housed on the NE LHIN websitew.nelhin.on.ca.

Report on MLPA Performance IndicatgiStatusas ofQ1, 2014/15)

LHIN Quarter | % from Target
Performance Indicator étglr,: nzo};gilnSt 2014/15 1 for Quarter
9 Target | 2014/15 Result

Access to healthcare services (Objective: To enhance person-centred care. Expected outcomes: Persons will experience improved
access to healthcare services identified below in alignment with best practices.)

1 ?r?rtsh)percentlle ER length of stay for admitted patients 29.57 o5 30.65 2204
90th percentile ER length of stay for non-admitted

z complex (CTAS I-1ll) patients (hrs.) S 8 (0 ST
90th percentile ER length of stay for non-admitted minor

J uncomplicated (CTAS IV-V) patients (hrs.) #dY &Y =AY Ol el

4 Percent of priority IV cases completed within access 95% 90% 91% On target
target (84 days) for cancer surgery

5 Percent of priority 1V cases completed within access 100% 90% 100% On target
target (90 days) for cardiac by-pass surgery

6 Percent of priority IV cases completed within access 91% 90% 91% On target
target (182 days) for cataract surgery

7 Percent of priority 1V cases completed within access 71% 85% 70% 18%
target (182 days) for hip replacement

8 Percent of priority IV cases completed within access 5806 7506 620 17%
target (182 days) for knee replacement
Percent of priority IV cases completed within access 2 & o 5

o target (28 days) for MRI scans e 0 S e

10 Percent of priority IV cases completed within access 81% 83% 7506 9%
target (28 days) for CT scans

Integration and coordination of care (Objective: To improve system integration and enhance coordination of care while ensuring better
transitions to various care settings. Expected outcomes: Persons will be able to navigate the health care system and receive the care they
need, when and where they need it.)

11 | Percentage of Alternate Level of Care (ALC) Days 24% 22% 25% 13%
90th Percentile Wait Time for CCAC In-Home Services -

12 | Application from Community Setting to first CCAC 70 48 95 97%
Service (excluding case management) (days)

Quality and improved health outcomes (Objective: To implement evidence-based practice to drive quality and value and improve health
outcomes. Expected outcomes: Persons will receive quality inpatient care and coordinate post-discharge care, leading to reduced
admission rates that may improve survival, quality of life, and other outcomes without increasing cost.)

13 | Readmission within 30 Days for Selected CMGs 17.6% 15% 18.8 25%
Repeat Unscheduled Emergency Visits within 30 Days @ 5 o

14 for Mental Health Conditions e ek Lk Sl

15 Repeat Unscheduled Emer.g.ency Visits within 30 Days 31 4% 2506 23 8% On target
for Substance Abuse Conditions
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Access to Healthcare Services

Emergency Room (ERGR length of stay (LOS) performanamaasitored for those patients admitted to hospital,
patients with high acuity or urgent issues and patients with low acuity needs eurgant issues who are not
admitted to hospital.

1 Admitted patients Overall, patients visiting the ER requiring admissice waiting longethan the target of
25 hours.The key driver of this performance is thember ofAlternate Level of Caf@\LC)atients on
medical unitsat the Sault Area HospitaHigh bed occupancy on medical units dhd delay in being able to
quicklymove patients to their next level of care (elgpme care ofong-term care)are playing a factor. The

L |

NELHIN continues to work in these areas to help increase capacity outside of the hospital and to strengthen

the continuum of care.

1 High acuitynon-admitted patients High acuity refers to patients presenting themselves to the ER for urgent

health care issues and who are categorized as "CTAS."L ER3length of stay performance has improved
for these patients and is consistently below target.

1 Lowacuity nonadmitted patients: Low aculity refers to patients presenting themselves to the ER for non

dZNBSy i KSFtGK OFNB AaadzsSa I yiR oK@SNINGBE DI 9iv Ft29W T (S

performanceis atthe 4 hour target for these patients.
9 Strategies to improve ER length of stay performarinelude the participation of the four larger urban

hospitals (Health Sciences North, North Bay Regional Health Centre, Sault Area Hospital and Timmins and
Districtl 2aLIAGFT 0 Ay (GKS LINRPGAYOAlIt 9YSNHSyO& 5SLIJ NIY

connection rate to primary care providers foeople who areegistered for and seekirg provider (Health
Care Connettis a key strategy to redudlke use ofemergency rooms. The developmentioéw models of
care such aslealth Link$elpsto ensurecomplex patients who often have ttseemergency rooms are
provided with comprehensive care plabg ateam of care providers to better meet their health needs and

reduce reliance on emergenegoms. The deployment of Rapid Response Nurses in the four large urban

communitiesis also helping tesupport patients with complex health issues upon discharge from hospital
andis contributing toreduced reliance on emergencyams. TheNE LHINontinues to work with the North
East Community Care Access Centre and community support service agemuiesasethe availability of
assisted living services and supports that allow people to live longer at home.

Improving Acces$o Surgery and Diagnostics

Patients are prioritized for surgery based on the assessment by their surgeon. Each surgery has an access target

based orthe priority expressed as the percentage of completed cases within the access target (days).

9 Cancer Sumgyy: For those patients assessed as Priorityidr90% completed their surgewyithin the

FOO0Saa GFNBSG 2F yn RIFIeéazr YSSiAy3d GKS b9 [ILbQa
9 Cardiac SurgeryFor those patients assessed as Priority IV, 100% completed their surgery within the access
GFNBSG 2F dpn RI&aX YSSOiAy3a GKS b9 [I1LbQa GF NBSIC

9 Cataract SurgeryfFor those patients assessed as Priority% completed their surgery within the access

target of 182 days.
1 Hip Replacement Surgeryror those patients assessed as Priority 0¥% €onpleted their surgery within

the access target of 182 days. Service demand in the NE LHIN is 2.5 patients requiring surgery for every
surgery completed. The NE LHIN is pursuing opportunities to improve surgical throughput including: 1)

capacity enhancemaerstrategy to enable additional surgeries in 2014/2% reallocating surgical volurse
between hospitalas appropriateand, 3) revievingopportunitiesii 2 & NB IslirgérNd conip®ted on
NE LHIN residents outside of the NE LHIN. In addition, theINB fdJoint Assessment CentrEACS)

North East LHIN 2014/2015 Annual Business Plan Page P



provide comprehensive assessments by Advanced Practice Physiotherapists who advise patients on option
including the need for a consultation withsurgeon in anticipation of joint replacement and other options

sud as physiotherapy to manage at home. TBR&are ensuring the right patients are getting to surgery,
surgeons ardeingutilized efficiently totreat peoplewho are candidates for surgergndpeopleare

promptly informed of the opportunity to see the next available surgeon.

1 Knee Replacement SurgeryFor patients assessed as Priority B#o&ompleted their surgery within the
access target of 182 days. Service demand in the NE LBHENGg! patients requiringurgery for every
surgery completed. The NE LHIN is pursthiegsame opportunities for knee surgemg employedo
improvehip surgical througkput.

1 MRI Scans For patients assessed as Priority9%% received their MRI scan within the access target of 28
days. Overall, the NE LHIN hastthied best wait time for MRI in the province when access is assessed
against all patients. High demand across the four hospitals providing slkgysactor especially in
Sudbury at the regional hospital.

1 CT ScansFor patients assessed as Priority B#pteceived their CT scan within the access target of 28
days. High demand across the four large urban hospitals is contributing to longer waits for Rfiority |
patients. At the regional teaching hospital (Health Sciences North) programs such as neurosurgery, trauma
cardiovascular surgery and advanced cancer diagnostics contribute to high demand for CT scans in Sudbur

Integration and coordination of care

1 Percentage of Alternate Level of Care (ALC) D&ytended hospital stays for patients who require an
alternate level of car¢ALCpccur as a result of delays in discharge tathext destination, (e.dongterm
careor communitybased carg At 25%the NE LHIN abovetarget. While fluctuations in ALC are
inevitable (typically high in winter monthg).Gremains a top priorityor the NE LHINA wide array of
strategiesarein place to improve the transition of hospitalized patients to their raegtination As
discussed under ER performance above, these strategies range from building community capacity to
support seniors in their homes (e.g. assisted livieehomecarg to supporting those health service
LINE A RSNE ¢ K2 Sy dgthéePrionitykdr ail patidnt®. YCArre@ignd\htiiedNS 3 Alagg Q a
urban hospitals, Sault Area Hospjialexperiening ALC pressures that are inhibiting patient flow. ALC is
addressed at local and regional planning tables ttued\NE LHIN is workingth partners to ensurdocal
solutions are in place to asswith strengthening the continuum of care.

1 Wait Time for CCACdHome ServicesAt 95 days, theamount oftime that homecare clients are waiting
for their first service is above target (48yd. The NECAC is working to reduaait times by focusing
first on peoplewho have been waitingthe longest. KS b9 [ | L b Qa lopératiorisidentified 2 T &
clients who are waiting for therapy servigesich as occupational theragya a2YS 2F GKS f 2
on their client lists. The CCAC has focused on offering different approaches to providing saphces
group settings in varied locations. The CCAC has emphasized recruitment of its own therapy staff
especially indcations which have historically been ungmrviced. These efforts have paid off with 100%
employment of existing vacancies. Some parts of the NE pHlificularlymore remote small
communities remain underserviced with respect @CAGervices. Inneations such as engaging with the
f 20t K2ALWAGEHE G2 LINE JA,R&e desh deplaygdi(omhdldayine ahd ardibkiigNI: |
considered for other communitiedn August 2014, the NE CCAC committed to implementing the 16
recommendations ariag out of the joint NE LHIN/NE CG2dlaborative Capacity Analysishe
implementtion ofthe recommendations is expected to result in enhaneais to the way people receive
CCAC services across the region.
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Quality and improved health outcomes

1 Readmission within 30 Days for Selected Case Mix Grotjpspital readmission rates for selected chronic
conditions remain above targetnitiatives across the NE LHIN will contribute to reducing unnecessary
hospitalizatiors such as: Congestive Heart kgl (CHF) Clinic (Sudbury), &Fnitiatives (Sault Ste. Marie),
Chronic Obstructive Pulmonary Disease (CQR{ (North Bay), Rapid Response Nursing (North Bay, Sault
Ste. Marie, 8dbury, Timmins), Telehomecare and otheiEhe development of Health Linksvrapping
comprehensive care plans around complex patients who often require hospitalization. Attention to primary
care through increasing referral rate§Health Care Connect may initially result in some new
hospitalzationsand over time will enable patients to stay healthier in their own community. A {viHids
dinical ServicesReviewlinked closely to Health System Funding Reform and thewlbf Quality Based
Procedures will ensummore standardizedjuality cae across all hospitals in tliegion Many hospital
Quality Improvement Plans (QIP) have identified hospital readmissions as a priority focus.

1 Repeat Unscheduled Emergency Visits within 30 Days for Mental Health ConditReygeat emergency
room visitrates for mental healttare at target Revisitrates mean that each quarter there are
approximately 500 repeat visits to NE LIHRgelated to mental health conditions. NE LHIN investments in
crisis support in downtown Sudbury are providing an alterndtieation for mental health supports for
those in crisis. This model is new to tlegion and in a short period of time is demonstrating a positive
impact on those needing assistance as well as early indication of reduction in ER visits and policeescorts
the ER. North Bagimplementinga similar mode Across the NE LHIN regionadWarm LA Y @avides
after-hours(night)telephone access for individuals seeking assistance. The Ontario Psychiatric Outreach
Program a pilotinitiative with Family Health Teamghich started inJanuary 2014s enhancingervice
access for patients with mental health conditions. Transitional supportive housing (8 units) have been
implemented in Sudbury to enable the transition from hospitatbmmunity for patients.

1 Repeat Unscheduled Emergency Visits within 30 Days for Substance Abuse CondRipeat emergency
room visit ratesare below targetThese rates mean that each quarter there are approximately 250 repeat
visits to NE LHIN emergenmomsfor substance abuse conditions. Data analysis has confirmed grmaak
number ofpatients contribute to high revisit rates related to substance alarsgt more specifically to
alcohol related conditions. NE LHIN investments such as addictions counselling in hospital emergency
rooms, addictions subsidized housing and supports to addictions recovery homes have been deployed to
support patients and cliestwith substance abuse conditionin addition the NE LHIN is investigating a
managed alcohol programith community partners.

North East LHIN 2014/2015 Annual Business Plan Page [L1



Increase
Primary Care

Coordination

More than 4,000 Northerners
contributed to the North East Local
Health Integration Network’s (NE
LHIN) 2013-2016 strategic plan.

One of the four health care priorities
identified by fellow Northerners is
Increasing Primary Care Coordination.

Primary care is the point of entry to
the health care system. The North
East LHIN is working to strengthen
access to primary care across the
region to ensure high quality care
when and where it's needed.

7
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Increase Primary Care Coordination
Priority Description

Primary care providers play a central role in helping patients navigate the system and improve transitions between ca
settings, particularly for seniors or people with complex nee@eeater involvement of primary care providers to improve
system integation contributes to a more appropriate use of other care settings by helping people get the right care, in {
right place, at the right time. Collaboration between primary care and other providers helps people living with chroiic f
conditions and @ces an emphasis on prevention, coordination and support foiceed.

TheNELHIN acknowledges the need for a comprehensive, systila strategy to establish a sustainable primary care
delivery systenthat is able to meethe growing and changing nes@f Northeastern Ontario. The NE LHIN requires a cle
plan to develop a sustainable model of car€he central role played by primary care providers is valuabdevelopinghew,
creative models of care delivery, improve system integration and agldfficiencies. Physician involvement in priority
setting, strategy development and health system planning is critical ioora integrated, patienicentred system of care.

This fiscal, théorth East LHIM continuing tofocus onimproving accessncreasing the integration of primary care within
the broader continuum of care, and engaging primary care providerigble solutions

Current Status

The following is a summary of intiatives underway to move this priority forward.

North Eas$ Primary Care Advisory Council
¢CKS b9 [ILbQa tNAYIFINE /INB ! ROA&A2NE A& O2YLINRASR 27
advice on issues related to primary care in NE Ontario. 8mstart inApril 2013, the Council haset between six to eight
times ayear.
1 Terms of reference and work plan are complete and implementaiamderway
1 Asubcommitteeis workingon improving communications between primary care providers and\ibeth East
Community Care Access Centre.

Health Care Connect

Administered by the NE CCAalth Care Conne@HCC)inks patients with primary care providers. Data from February 1
2009 toMay 31, 2014hows that Northeastern Ontario hathe largest HCC program in Ontario with most total aochplex
vulnerable patients registered and referréal a primary care provicerEffort has been made to improve the percentage of
patients connected with a primary care provider, improving fi®®i2% in December 31, 2012 to 79.2% as of Jup2A.

Scope of Practice

¢CKS b9 [ILb A& LINIG 2F GKS b2NIKSNY hydl NRAvhicHisbékdgaf 2
issues related to health human resources in NE Ontario, including the shortage of health care professionals and profe
working to full scope of practice.

Advanced Access amifter Hours Care
Primary Care Advisory Couranild thePrimaryCare Piisician LHIN Lead aneorking with other primary care practitioners to
promote theadvancedaccess concepiwhere sick patients are able to see their provider the same or next day

Expandng Telemedicine withinPrimary Care Settings
TheNELHIN has embraced the use of the Ontario Telemediateork (OTN#@s a vay to increase access to care,
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overcoming vast geographic challenges in retaininglriticrg health human resourceandbecoming the highest user of
telemedicine among the 14 LHINgth 300sites including 26/2Family Health Team$/6 @mmunity Health Centres, 3/3
Aboriginal Health Access Centré$6 NurselLed Practitioner Clinicand 16/16 Nursing Stations

The NE LHIN @ne of three early adopter LHINs in Ontario to offer the Telehomecare program to psitpleeart failure or
COPDnN their own homes. Telehomecanerses teach, coach and enable patients to actively manage their condition, ke
the primary care provideinformed. The NE LHINow has more thar®00 Northerners enrolled in the program.

InterdisciplinaryCollaboration
During 2013/14, Diabetesducation Programs (DEPSs) provided clinical best practice updates to the Primary Care Provi
their catchmentareas These sessions were also an opportunity to promote the role and function of DEPs to prevent s¢
duplication through interdiscipliary collaboration.

Funding for pilot projectss underwayandinterdisciplinary collaboratioincludes Inter-Professional Health Provider Fundin
andMedically Complex Patients Demonstration Project

The role of the North East Specialized Geri@gcvices (NESGS) is promoted to primary care organizations.

¢tKS b9 [ILbQa I SFHfGK tNRFSaaAz2ylf ! ROAA2NER [/ 2YYAGGHSS
LHIN with advice related to the implementation of the Integrated IHeService Plan, the Annual Business Plan and other
strategic initiatives as requested by the LHIN. Members represent different health professions, health sectors and ge
areas of the NE LHIN.

Primary Care in Chronic DiseasePrevention andManagement (particularly for diabetes care)
A Primary Care Diabetes Nurse Practitioneadand Diabetes Specialist (endocrinologist) continue to support the NE LH
with dedicated time to promote&hronic Disease Prevention and Management.

Work is underwa to facilitate collaboration agreements between Diabetes Education ProdiaEiRand local primary care
providers.Selfreferrals are accepted at DEPSs to facilitate care for unattached patieigbetes Education Programs are
encouraged to provide outech to FHTs and other primary care organizations.

Linking Primary Care to the Rest of the Health Care System

Currently more thar850 physicians and nurse practitioners in tNELHIN are using Physician Office Integrati®®!with
more in the queue tgoin. Using POI, NE LHIN hospitals have sare than800,000 patient discharge summaries, diagnos
AYF3AYy3 FYyR 106 NBLRNIA (2 | LINAYEFNE OFNB LINRJARSNDA

TheComplex Centre for Diabetes Césdeveloping a computerized charntj system for patients with diabetes
An inpatient diabetes nurse specialist is being piloted in ocrod@rovide inpatient diabetes care and seamless transition fr
hospital to home including communication with primary care providers

Rapid Response Nurses from NE C&A@vailable to meet with patients discharged from hospital.

76% of all family practice physicianseEMR and this number is growing.

The NE LHIMs part of the provincial rethut of Alternate Level of Care Resource MatclBuginess Transformation Initiativ
(RM&RBT), has achievedProvincial Referral Standards which streamline the complex patient referral environment for tf
following four carepathways: Acute to Community Care Access Ceattge tolongterm care; acute torehab; andacute to
complexcontinuingcare. Aninitial implementation is underway at the Sault Area HodpltealthSciences Northvianitoulin

Health Centre, and EspaadRegional Hospital and Health Centre.

There is a continued need tadilitate linkages between primary care and community services (e.g. through the liaison o

North East LHIN 2014/2015 Annual Business Plan Page [L14



CCAC care coordinators and/or system navigators within primary care practices)

NE CCAGEfforts continueto provide timely patient information to pmary care practitioners includidgmking primary care
providers with CCAC Care Coordinataes Care Coordinators being located within primary care pracli€&SAC is the
designated single pot of entry for people requiring physiotherapy services @meone at home (as part of physiotherapy
reform), a dedicated CCAC physician phone line, standardized communication protocols with primary care providers,
emergency department notification of pants over 80 years, Home First program support and access for primary care
providers to the CCAC electronic client record.

Health Linksand Models ofCare

Temiskaming and Timmins are early adopters of Health LAniesadiness assessment has begprovedfor
Kapuskasing/HearSmooth Rock Falls areand within this fiscathey will complete and submit their business caSault Ste
Marie and North Bay have submitted their readiness asseswrerthe MOHLTC. Upon approvhley will complete the
business case in 2014/1Barry Sound is exploring the possibilityesfablishing a Health Linkonversations for additional
Health Links have started in Sudbubyealth Hubs or a unique community model are in discussion in a number ofsuttadir
rural communities

Quality ImprovementInitiatives (QIPs)
QIPs have been received from CHCs and mostdidiTigork is underway tprovide feedback from a community perspectiv

Consistency with Government Priorities:

Ministry of Health and Lontgrm Care direction requires LHINs to eng#geprimary care sector. The legislation relating t
hyGFNA2Q&a [ Lba aLISOAFTFASE GKNBS a02YYdzyAlGASaég G2 68
1 Patients and other individuals in the geographic aréthe network;

I Health service providers and any other person or entity that provides services in or for the local health system;

1 Employees in the local health system.

hydl NA2 Q& | O0 KRepalls for b pfimar2chi@ dystein fwith Kaster ararenconvenient access to care includin
sameday and next day appointments, aftbours care, and when necessary, house calls. The vision is for a more integ
system that puts primary care at the centre of the continuum. The Action Plan also sigtiaeger role for LHINs in prima
care to improve integration and accountability outcomes.

Otherkey policy directions and strategic reports also direct our goals, including:

1 Enhancing the Continuum of Care, Dr. Ross Baker, November 2011

9 Care for ouAging Population and Addressing Alternative Level of Care, Dr. David Walker, June 2011

1 Liwving Longer, Living WéR012)

1 The development offealth Linkscross the province as a new model of care for high users of the system.

The MOHLTC has identifide strategic directions for primary care in Ontario:
The need for strategically aligned goals, measures and priorities

The need for improved integration supported by governance
Patientcentred primary care

Improved accountability levers and alignmentméentives

Quality improvement

=a =4 -4 -8 9
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Action Plans 2014/15 2015/16 2016/17
Status % Status % Status %

Goal 1: Improve access to high quality primary care for Northerners

Promote Health Care Connect and work to In Progress| 20% In 20% | In Progress 20%

increase patient rostering Progress

Maximize scope of practice opportunities and | In Progress, 10% In 20% | In Progress 20%

strategies Progress

Promote Advanced Access and afteurs care | In Progress 20% In 20% | In Progress 20%
Progress

Continue to expantelemedicine within primary| In Progress 30% In 30% | In Progress 30%

care settings Progress

Promote opportunities for interdisciplinary In Progress| 20% In 20% | In Progress 20%

collaboration Progress

Goal 2: Increase the integration of primary cangthin the broader continuum of care

Support and strengthen the role of primary carg In 20% In 20% | In Progress 20%

in chronic disease prevention and managemen| Progress Progress

Ensure primary care providers receive timely In 20% In 40% | In Progress 40%

patient information upordischarge Progress Progress

Facilitate linkages between primary care and In 20% In 20% | In Progress 20%

community services Progress Progress

Goal 3: Engage and collaborate with primary care providers to better supfieatpatient journey

Establish a NortEast Primary Care Advisory Complete | 100% | Complete Complete

Council

Explore the development of Health Links as a In 20% In 60% | In Progress 20%

model of care, particularly for high users of the| Progress Progress

health care system

Focus on Quality Improvement initiatives that w In 20% In 20% | In Progress 20%

ensure providers are equipped with current be§ Progress Progress

practice guidelines that will improve patient

outcomes

How will we measure success?

Goal 1: Improve access to high quality primary care for Northerners

Increase usage of Health Care Connect by residents and Primary Care PrdRddssstage of patients connected
with a primary care providddecember 31, 201266.2% June 302014 =79.2%(Health Care Connektonthly Data

Percentage of adults (aged 16 and older) and children who are unattadtied®ntario = 11.0%; Sudbury =024,
Sault SteMarie = 7.4% (Health Care Experience Sudesl 2013 to Mach 2014.

Percentage of adults who were able to see a primary care provider when they were sick on the same day or n¢
NE Ontario = 31.2%; Sudbury = 37.6%; Saulatee = 28.8% (Health Care Experience SuAveyl 2013 to March

Number and rate of emergency visits per 1,000 population (atger#) for conditionghat could be treated in
primary care settinggQ1 2011/12 = 12.9%; Q1 2012/13 = 15.6%;Q1 2013/14 = 11.9% (The Qu20tb$y4-04).

1
Report, MOHLTC, June 30, 2014)
1
1
2014).
1
1

Reduced 3@lay hospital readmissiorates for select conditiondLPA target = 15%. Current MLPA Performance
18.8%
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Goal 2: Increase the integration of primary care withihe broader continuum of care.

Goal 3: Engage and collaborate with primary care providers to better support the patient journey

Increase access i K S NIhtdgkagey dlietes programs and servic§®1 adult diabetes programs and 4
pediatric diabetes progras).

Number and rate of emergency visits per 1,000 population (ager/#) for conditionghat could be treated in
primary care settinggQ1 2011/12 = 12.9%; Q1 2012/13 = 15.69%2Q13/14 = 11.9% (The Quarterly, 2604+04).
Primary care visits within seven days for patients upon discharge from hospitatentage of patients who visited
primary care practitioner within seven days of discharge from hospital in NE Ont@202612/13=33.4% Q4
2012/13 = 33.1%The Quarterly, 20184-04).

Establishment of Primary Care Advisory @iluand implementation of thannual work planPCAC has been
established and is active.

Number of operational Health Links NetworkEemiskaming and Timmins Health Links are early adopters in Ontg
and areactive.

Reduction in acute care admissions for chronic conditidg®educd 30-day hospital readmission rates for select
conditions. MLPA target = 15%. Current MLPA Performal®@&4

Potential lack ofhumanresources in the Primary Care sector
Limited availability ond capacity foprimary care practitioners within primary care settings to work on issues of
integration

Expanded LHIN role and responsibility for primary care

The development of Primary Care Quality Improvement Plans through Hgadtlity Ontario expanded tall primary
care patient enrghent models

Expanded and enhanced electronic health records solutions to support clinical information sharing

- "
. ‘
| L& N
] ’ .
b - 4 % ;o o A » -
) ~
‘ : . :

CrystalNoel isone of three new primary care nurse practitionensployed by thé&lorth East CCAC in
Sudbury, North Bay and Sault Ste. Marie, through North East LHIN funding. These new positions
created to help mainly frail seniors who were discharged home from hospital and did not have a p
care provider.
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