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September 25, 2014 
 
Katherine McCulloch 
Director, LHIN Liaison Branch, Health System Accountability and Performance Division 
Ministry of Health and Long-Term Care 
 
Dear Ms. McCulloch,  
 
The North East Local Health Integration Network (NE LHIN) is pleased to provide you with our 2014/2015 
Annual Business Plan (ABP) as required by the Local Health System Integration Act, the Ministry/LHIN 
Memorandum of Understanding, and the Ministry/LHIN Performance Agreement (MLPA). 
 
This ABP focuses on the second year of our 2013-2016 Integrated Health Service Plan (IHSP) and builds on the 
progress made to date. It speaks to our vision to provide άQuality Health Care When Northerners Need It.έ It 
builds on our ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ ǎǳŎŎŜǎǎŜǎΣ ŀƴŘ encourages continued transformational change. It aligns with 
OntarioΩǎ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ IŜŀƭǘƘ /ŀǊŜ and the desired outcomes of the Excellent Care for All Act (2010). 
 
Determined through discussions and extensive engagement with more than 4,000 Northerners, the four 
priorities of our IHSP are:  
 

¶ Increase Primary Care Coordination 

¶ Enhance Care Coordination and Transitions to Improve the Patient Experience 

¶ Make Mental Health and Substance Abuse Treatment Services More Accessible 

¶ Target the Needs of Culturally Diverse Population Groups 
 

These priorities are supported by the following enablers of: electronic health record opportunities; realignment 
and system transformation; and the recruitment and retention of health human resources. 
 
We continue to focus our efforts on shifting the local health care system from a provider-centred system of 
care to a more patient-centred one.  Knowing that our region spans 44҈ ƻŦ hƴǘŀǊƛƻΩǎ ƭŀƴŘ Ƴŀǎǎ ŀƴŘ ƛǎ ƘƻƳŜ ǘƻ 
4.1% of its population, our efforts to break down silos, encourage system integration and increase access to 
care closer to where people live will continue in earnest. With 19% of our population age 65 and over 
(projected to increase to 30% by 2036), higher rates of chronic disease and complex medical issues, the need 
for more care to be provided at home, in community, and centred on the needs of Northerners continues to 
guide our LHIN efforts and  decisions. 
 
Please do not hesitate to discuss this ABP with either myself or our CEO Louise Paquette. 
 
Sincerely, 
 
 
Danielle Bélanger-Corbin 
Chair 
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NE LHIN Vision  
Quality health care, when you need it. 
 
NE LHIN Mission 
To advance the integration of health care services across Northeastern Ontario by engaging our communities. 
  
Aligning with hƴǘŀǊƛƻΩǎ action plan to make Ontario the healthiest place in which to grow up and to grow old, 
ǿŜ ƘŀǾŜ ŜƳōǊŀŎŜŘ ǘƘŜ ǇƭŀƴΩǎ ǘƘǊŜŜ ǇŀǘƛŜƴǘ-centred priorities: 
 

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

 
The bƻǊǘƘ 9ŀǎǘ [ILbΩǎ нлмо-нлмс LƴǘŜƎǊŀǘŜŘ IŜŀƭǘƘ {ŜǊǾƛŎŜ tƭŀƴ όLI{tύ ƛǎ ŀƭƛƎƴŜŘ ǿƛǘƘ hƴǘŀǊƛƻΩǎ ŀŎǘƛƻƴ Ǉƭŀƴ ŀƴŘ 
the needs of Northerners as voiced in extensive engagements over the past several years.  These engagements 
with fellow Northerners and health service providers continue on a regular basis and combined have a great 
ƛƳǇŀŎǘ ƻƴ ǘƘŜ bƻǊǘƘ 9ŀǎǘ [ILbΩǎ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ŀƴŘ ŀǊŜŀǎ ƻŦ ŦƻŎǳǎΦ 
 

 

h±9w±L9² hC /¦ww9b¢ !b5 Chw¢I/haLbD 
twhDw!a{κ!/¢L±L¢L9{ 
 
The North East LHIN funds about 150 health services providers across six sectors; including: 

¶ Hospitals (25) 

¶ Community Health Centres (6) 

¶ Community Mental Health & Addictions (48) 

¶ Community Support Services (63) 

¶ Long-Term Care Homes (41) 

¶ Community Care Access Centre (1) 
 

Over the coming years, the North East LHIN will continue to work in collaboration with health service providers 
to move our health system from provider to patient-centred, and to ensure outcomes and evidence drive every 
aspect of delivering quality care to Northerners. System realignment and enabling technologies will be key to 
this shift, as will our commitment to maintain and further develop strong relationships with health service 
providers and community partners. 
 
Overall, the North East LHIN is aligning providers and resources to ensure that we successfully complete the 
projects provided in this plan, and advance our ǊŜƎƛƻƴΩǎ ǎǘǊŀǘŜƎƛŎ Ǉƭŀƴ ŦƻǊ ǉǳŀƭƛǘȅ ƘŜŀƭǘƘ ŎŀǊŜ ǿƘŜƴ bƻǊǘƘŜǊƴŜǊǎ 
need it.  
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Ontarioôs Action Plan For Health Care 

LHIN System Imperatives 

North East LHIN Priorities  

By 2016, the North East LHIN will:  

Enhance access to 
health care services 
that are linguistically 

and culturally 

appropriate   

Improve access to 
high quality primary 

care for Northerners 

Increase system 
navigation, service 
coordination and 

access to care 

bƻǊǘƘ 9ŀǎǘ [ILb LI{t {ǳƳƳŀǊȅΣ нлмо ς нлмс 

Increase access to 
mental health and 
substance abuse 

services 

Improve access and 
quality through 
greater service 

coordination 

Improve access and 
system navigation for 

consumers and  

their families 

Improve client 
transitions between 
service providers 

along the continuum 

of care 

Increase the 
integration of primary 

care within the 
broader continuum of 

care 

Increase community 
capacity to provide 

more care options for 
Northerners while 
decreasing acute 

sector pressures  

Enhance targeted 
service capacity 

where required 

Engage and 
collaborate with 

primary care 
providers to better 
support the patient 

journey 

Enhance care 
supports for people 
with complex issues 
through increased 

collaboration      

Keeping Ontario 
Healthy 

Faster Access and a 
Stronger Link to Family 

Health Care 

Right Care, Right 
Time, Right Place 

Enhance Access to 
Primary Care 

Enhance Coordination & 
Transitions of Care for 
Targeted Populations  

Implement Evidence 
Based Practice to 
Drive Quality and 

Safety 

Holding the Gains 

Enhance Care 
Coordination 

and Transitions 
to Improve the 

Patient 
Experience 

Increase 
Primary Care 
Coordination  

Make Mental 
Health and 
Substance 

Abuse 
Treatment 

Services More 
Accessible 

Target the 
Needs of 
Special 

Population 
Groups - 

Aboriginal and 
Francophone 
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In 2014, the NE LHIN has about 171 accountability agreements which hold health care service providers 
accountable to deliver $1.4 billion in front-line health care each year. These agreements include: 
 

ω   112 Multi Sector Service Accountability Agreements (M-SAAs) 
ω   нр IƻǎǇƛǘŀƭ {ŜǊǾƛŎŜ !ŎŎƻǳƴǘŀōƛƭƛǘȅ !ƎǊŜŜƳŜƴǘǎ όI-SAAs) 
ω   34 Long-Term Care Service Accountability Agreements (L-SAAs) 

 
The North East LHIN has structured its large geographic area into five HUB planning areas which were created 
based on hospital referral patterns. These HUBS help to support local planning and realignment efforts when 
working to enhance care of Northerners closer to where they live.  
 

Access to Health Services  
 

In terms of primary care, the North East region has approximately 600 primary care physicians, one Group 
Health Centre in Sault Ste. Marie, 27 Family Health Teams, six Community Health Centres, six Nurse 
Practitioner-Led Clinics,  16 Nursing Stations and three Aboriginal Health Access Centres. 
 
The Health Care Connect Program began in February 2009 in Ontario and has helped Northerners connect with 
primary care providers.  Between February 2009 and May 2014, 63,626  NE LHIN residents had registered with 
the program and nearly 80% had been referred to a family health care provider.  The 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 years in 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 circulatory system disease deaths (deaths per 
100,000 population) is 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 age 75, is 35% higher in the NE 
LHIN compared to the province.  

 

 
 
 
 
 
 
 
 
 
 

 

There are approximately 129,000 Francophones (23%) living 
in Northeastern Ontario, including Marie-Anne Huneault 
(right), who receives care from Personal Support Worker 
(PSW) Gaetanne Bigras (left) at the West Nipissing General 
Hospital in Sturgeon Falls. 
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New/Emerging/Evolving Drivers of System Change 

Population Change 
 
The North East LHIN 
population is projected to 
change dramatically over the 
next two decades. The 
information to the left is 
based on Ministry of Finance, 
Ontario projections.  Only 1% 
overall population growth is 
expected by 2036 but the 
proportion of the population 
age 65 and over is projected 
to increase from 19% to 30%.  
This is an increase of 65%.  
This significant demographic 
shift has major implications 
on the delivery of health care 
and the type and location of 
services delivered. 

 
IŜŀƭǘƘ tǊŀŎǘƛŎŜǎ ŀƴŘ IŜŀƭǘƘ {ǘŀǘǳǎ 
 
Poor health practices are related to an increased risk of chronic disease, mortality and disability. The table 
below shows a number of selected health status and health practices across the region. 

 

Indicator 
North East 

LHIN 
Ontario 

Perceived health as excellent or very good 56.3% 60.4% 

Perceived life stress, quite a lot (age 15+) 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 drinking (five or more drinks on one occasion, at least once a month within the last year of those who had a drink in past year) 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 Ministry-LHIN Performance Agreement (MLPA) defines the relationship between the Ministry of Health and Long-Term 
Care (MOHLTC) and the NE LHIN in the delivery of local health care programs and services. The indicators that follow are 
those that are included in the MLPA of each LHIN. TƘŜ ά[ILb нлмпκмр {ǘŀǊǘƛƴƎ tƻƛƴǘέ ƛǎ defined as the annual results from 
2013/14. Indicators are updated every quarter and housed on the NE LHIN website www.nelhin.on.ca.  
 

Report on MLPA Performance Indicators (Status as of Q1, 2014/15) 
 

 
Performance Indicator 

LHIN 2014/15 
Starting Point 

LHIN 
2014/15  
Target 

Quarter 
1 

2014/15 

% from Target 
for Quarter 

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 
90th percentile ER length of stay for admitted patients 
(hrs.) 

29.57 25 30.65 22% 

2 
90th percentile ER length of stay for non-admitted 
complex (CTAS I-III) patients (hrs.) 

5.87 6.5 5.63 On target 

3 
90th percentile ER length of stay for non-admitted minor 
uncomplicated (CTAS IV-V) patients (hrs.) 

4.0 4.0 4.0 On target 

4 
Percent of priority IV cases completed within access 
target (84 days) for cancer surgery 

95% 90% 91% On target 

5 
Percent of priority IV cases completed within access 
target (90 days) for cardiac by-pass surgery 

100% 90% 100% On target 

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

91% 90% 91% On target 

7 
Percent of priority IV cases completed within access 
target (182 days) for hip replacement 

71% 85% 70% 18% 

8 
Percent of priority IV cases completed within access 
target (182 days) for knee replacement 

58% 75% 62% 17% 

9 
Percent of priority IV cases completed within access 
target (28 days) for MRI scans 

73% 80% 55% 31% 

10 
Percent of priority IV cases completed within access 
target (28 days) for CT scans 

81% 83% 75% 9% 

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% 

12 
90th Percentile Wait Time for CCAC In-Home Services - 
Application from Community Setting to first CCAC 
Service (excluding case management) (days) 

70 48 95 97% 

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% 

14 
Repeat Unscheduled Emergency Visits within 30 Days 
for Mental Health Conditions 

17.6% 16.5% 16.5% On target 

15 
Repeat Unscheduled Emergency Visits within 30 Days 
for Substance Abuse Conditions 

31.4% 25% 23.8% On target 
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Access to Healthcare Services 
 

Emergency Room (ER): ER length of stay (LOS) performance is monitored for those patients admitted to hospital, 
patients with high acuity or urgent issues and patients with low acuity needs or non-urgent issues who are not 
admitted to hospital. 
 

¶ Admitted patients: Overall, patients visiting the ER requiring admission are waiting longer than the target of 
25 hours. The key driver of this performance is the number of Alternate Level of Care (ALC) patients on 
medical units at the Sault Area Hospital.  High bed occupancy on medical units and the delay in being able to 
quickly move patients to their next level of care (e.g. home care or long-term care) are playing a factor.  The 
NE LHIN continues to work in these areas to help increase capacity outside of the hospital and to strengthen 
the continuum of care.  

¶ High acuity non-admitted patients: High acuity refers to patients presenting themselves to the ER for urgent 
health care issues and who are categorized as "CTAS 1 to 3."  ER length of stay performance has improved 
for these patients and is consistently below target.  

¶ Low-acuity non-admitted patients: Low acuity refers to patients presenting themselves to the ER for non-
ǳǊƎŜƴǘ ƘŜŀƭǘƘ ŎŀǊŜ ƛǎǎǳŜǎ ŀƴŘ ǿƘƻ ŀǊŜ ŎŀǘŜƎƻǊƛȊŜŘ ŀǎ ά/¢!{ п ŀƴŘ р.έ  hǾŜǊŀƭƭΣ 9w ƭŜƴƎǘƘ ƻŦ ǎǘŀȅ 
performance is at the 4 hour target for these patients.   

¶ Strategies to improve ER length of stay performance include the participation of the four larger urban 
hospitals (Health Sciences North, North Bay Regional Health Centre, Sault Area Hospital and Timmins and 
District IƻǎǇƛǘŀƭύ ƛƴ ǘƘŜ ǇǊƻǾƛƴŎƛŀƭ 9ƳŜǊƎŜƴŎȅ 5ŜǇŀǊǘƳŜƴǘ άtŀȅ CƻǊ wŜǎǳƭǘǎέ ǇǊƻƎǊŀƳΦ  LƳǇǊƻǾƛƴƎ ǘƘŜ 
connection rate to primary care providers for people who are registered for and seeking a provider (Health 
Care Connect) is a key strategy to reduce the use of emergency rooms.  The development of new models of 
care such as Health Links helps to ensure complex patients who often have to use emergency rooms are 
provided with comprehensive care plans by a team of care providers to better meet their health needs and 
reduce reliance on emergency rooms.  The deployment of Rapid Response Nurses in the four large urban 
communities is also helping to support patients with complex health issues upon discharge from hospital 
and is contributing to reduced reliance on emergency rooms.  The NE LHIN continues to work with the North 
East Community Care Access Centre and community support service agencies to increase the availability of 
assisted living services and supports that allow people to live longer at home.  

 

Improving Access to Surgery and Diagnostics 
 

Patients are prioritized for surgery based on the assessment by their surgeon.  Each surgery has an access target 
based on the priority expressed as the percentage of completed cases within the access target (days). 

 

¶ Cancer Surgery: For those patients assessed as Priority IV, over 90% completed their surgery within the 
ŀŎŎŜǎǎ ǘŀǊƎŜǘ ƻŦ уп ŘŀȅǎΣ ƳŜŜǘƛƴƎ ǘƘŜ b9 [ILbΩǎ ǘŀǊƎŜǘΦ 

¶ Cardiac Surgery: For those patients assessed as Priority IV, 100% completed their surgery within the access 
ǘŀǊƎŜǘ ƻŦ фл ŘŀȅǎΣ ƳŜŜǘƛƴƎ ǘƘŜ b9 [ILbΩǎ ǘŀǊƎŜǘΦ 

¶ Cataract Surgery: For those patients assessed as Priority IV, 91% completed their surgery within the access 
target of 182 days.   

¶ Hip Replacement Surgery: For those patients assessed as Priority IV, 70% completed 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 enhancement strategy to enable additional surgeries in 2014/15; 2) reallocating surgical volumes 
between hospital, as appropriate and, 3) reviewing opportunities ǘƻ άǊŜǇŀǘǊƛŀǘŜέ surgeries completed on 
NE LHIN residents outside of the NE LHIN.  In addition, the NE LHLbΩǎ five Joint Assessment Centres (JACs) 
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provide comprehensive assessments by Advanced Practice Physiotherapists who advise patients on options 
including the need for a consultation with a surgeon in anticipation of joint replacement and other options 
such as physiotherapy to manage at home.  The JACs are ensuring the right patients are getting to surgery, 
surgeons are being utilized efficiently to treat people who are candidates for surgery, and people are 
promptly informed of the opportunity to see the next available surgeon.  

¶ Knee Replacement Surgery:  For patients assessed as Priority IV, 62% completed their surgery within the 
access target of 182 days.  Service demand in the NE LHIN is 3.5 to 4 patients requiring surgery for every 
surgery completed.  The NE LHIN is pursuing the same opportunities for knee surgery as employed to 
improve hip surgical through-put.  

¶ MRI Scans:  For patients assessed as Priority IV, 55% received their MRI scan within the access target of 28 
days.  Overall, the NE LHIN has the third best wait time for MRI in the province when access is assessed 
against all patients.  High demand across the four hospitals providing MRI is a key factor, especially in 
Sudbury at the regional hospital. 

¶ CT Scans:  For patients assessed as Priority IV, 75% received their CT scan within the access target of 28 
days.  High demand across the four large urban hospitals is contributing to longer waits for Priority IV 
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 Sudbury.   

 

Integration and coordination of care 
 

¶ Percentage of Alternate Level of Care (ALC) Days: Extended hospital stays for patients who require an 
alternate level of care (ALC) occur as a result of delays in discharge to their next destination, (e.g. long-term 
care or community-based care).  At 25%, the NE LHIN is above target.  While fluctuations in ALC are 
inevitable (typically high in winter months), ALC remains a top priority for the NE LHIN.  A wide array of 
strategies are in place to improve the transition of hospitalized patients to their next destination.  As 
discussed under ER performance above, these strategies range from building community capacity to 
support seniors in their homes (e.g. assisted living, telehomecare) to supporting those health service 
ǇǊƻǾƛŘŜǊǎ ǿƘƻ ŜƴǎǳǊŜ ǘƘŀǘ άIƻƳŜ CƛǊǎǘέ is the priority for all patients.  Currently one of the ǊŜƎƛƻƴΩǎ large 
urban hospitals, Sault Area Hospital, is experiencing ALC pressures that are inhibiting patient flow.  ALC is 
addressed at local and regional planning tables and the NE LHIN is working with partners to ensure local 
solutions are in place to assist with strengthening the continuum of care.   

¶ Wait Time for CCAC In-Home Services: At 95 days, the amount of time that homecare clients are waiting 
for their first service is above target (48 days).  The NE CCAC is working to reduce wait times by focusing 
first on people who have been waiting the longest.  ¢ƘŜ b9 [ILbΩǎ ŀƴŀƭȅǎƛǎ ƻŦ b9 //!/ operations identified 
clients who are waiting for therapy services, such as occupational therapy, ŀǎ ǎƻƳŜ ƻŦ ǘƘŜ ƭƻƴƎŜǎǘ άǿŀƛǘŜǊǎέ 
on their client lists.  The CCAC has focused on offering different approaches to providing services such as 
group settings in varied locations.  The CCAC has emphasized recruitment of its own therapy staff, 
especially in locations which have historically been under-serviced.  These efforts have paid off with 100% 
employment of existing vacancies.  Some parts of the NE LHIN, particularly more remote small 
communities, remain underserviced with respect to CCAC services.  Innovations, such as engaging with the 
ƭƻŎŀƭ ƘƻǎǇƛǘŀƭ ǘƻ ǇǊƻǾƛŘŜ ŀƴ άƛƴǘŜƎǊŀǘŜŘέ ǘƘŜǊŀǇȅ ǎŜǊǾƛŎŜ, have been deployed (Hornepayne) and are being 
considered for other communities.  In August 2014, the NE CCAC committed to implementing the 16 
recommendations arising out of the joint NE LHIN/NE CCAC Collaborative Capacity Analysis. The 
implementation of the recommendations is expected to result in enhancements to the way people receive 
CCAC services across the region.  
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Quality and improved health outcomes 
 

¶ Readmission within 30 Days for Selected Case Mix Groups: Hospital readmission rates for selected chronic 
conditions remain above target.  Initiatives across the NE LHIN will contribute to reducing unnecessary 
hospitalizations such as: Congestive Heart Failure (CHF) Clinic (Sudbury), ER CHF initiatives (Sault Ste. Marie), 
Chronic Obstructive Pulmonary Disease (COPD) Clinic (North Bay), Rapid Response Nursing (North Bay, Sault 
Ste. Marie, Sudbury, Timmins), Telehomecare and others.  The development of Health Links is wrapping 
comprehensive care plans around complex patients who often require hospitalization. Attention to primary 
care through increasing referral rates of Health Care Connect may initially result in some new 
hospitalizations and over time will enable patients to stay healthier in their own community.  A LHIN-wide 
Clinical Services Review linked closely to Health System Funding Reform and the roll-out of Quality Based 
Procedures will ensure more standardized quality care across all hospitals in the region.  Many hospital 
Quality Improvement Plans (QIP) have identified hospital readmissions as a priority focus. 
 

¶ Repeat Unscheduled Emergency Visits within 30 Days for Mental Health Conditions: Repeat emergency 
room visit rates for mental health are at target. Revisit rates mean that each quarter there are 
approximately 500 repeat visits to NE LHIN ERs related to mental health conditions. NE LHIN investments in 
crisis support in downtown Sudbury are providing an alternative location for mental health supports for 
those in crisis.  This model is new to the region 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 police escorts to 
the ER.  North Bay is implementing a similar model. Across the NE LHIN, a regional άWarm LƛƴŜέ provides 
after-hours (night) telephone access for individuals seeking assistance.  The Ontario Psychiatric Outreach 
Program, a pilot initiative with Family Health Teams which started in January 2014, is enhancing service 
access for patients with mental health conditions.  Transitional supportive housing (8 units) have been 
implemented in Sudbury to enable the transition from hospital to community for patients. 
 

¶ Repeat Unscheduled Emergency Visits within 30 Days for Substance Abuse Conditions: Repeat emergency 
room visit rates are below target. These rates mean that each quarter there are approximately 250 repeat 
visits to NE LHIN emergency rooms for substance abuse conditions.  Data analysis has confirmed that a small 
number of patients contribute to high revisit rates related to substance abuse and 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 clients with substance abuse conditions.  In addition, the NE LHIN is investigating a 
managed alcohol program with community partners.  
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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 care 
settings, particularly for seniors or people with complex needs.  Greater involvement of primary care providers to improve 
system integration contributes to a more appropriate use of other care settings by helping people get the right care, in the 
right place, at the right time. Collaboration between primary care and other providers helps people living with chronic health 
conditions and places an emphasis on prevention, coordination and support for self-care.  
 
The NE LHIN acknowledges the need for a comprehensive, system-wide strategy to establish a sustainable primary care 
delivery system that is able to meet the growing and changing needs of Northeastern Ontario.  The NE LHIN requires a clear 
plan to develop a sustainable model of care.   The central role played by primary care providers is valuable in developing new, 
creative models of care delivery, improve system integration and achieve efficiencies.  Physician involvement in priority 
setting, strategy development and health system planning is critical for a more integrated, patient-centred system of care. 
 
This fiscal, the North East LHIN is continuing to focus on improving access, increasing the integration of primary care within 
the broader continuum of care, and engaging primary care providers in viable solutions. 

 

Current Status 
 
The following is a summary of intiatives underway to move this priority forward. 
 
North East Primary Care Advisory Council 
¢ƘŜ b9 [ILbΩǎ tǊƛƳŀǊȅ /ŀǊŜ !ŘǾƛǎƻǊȅ ƛǎ ŎƻƳǇǊƛǎŜŘ ƻŦ ƴǳǊǎŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ŀƴŘ ŦŀƳƛƭȅ ǇƘȅǎƛŎƛŀƴǎ ǿƘƻ ǇǊƻǾƛŘŜ ƭŜŀŘŜǊǎƘƛǇ ŀƴŘ 
advice on issues related to primary care in NE Ontario. Since its start in April 2013, the Council has met between six to eight 
times a year.   

¶ Terms of reference and work plan are complete and implementation is underway.  

¶ A sub-committee is working on improving communications between primary care providers and the North East 
Community Care Access Centre.   

 
Health Care Connect 
Administered by the NE CCAC, Health Care Connect (HCC) links patients with primary care providers.  Data from February 12, 
2009 to May 31, 2014 shows that Northeastern Ontario has the largest HCC program in Ontario with most total and complex 
vulnerable patients registered and referred to a primary care provicer.  Effort has been made to improve the percentage of 
patients connected with a primary care provider, improving from 66.2% in December 31, 2012 to 79.2% as of June 30, 2014. 
 

Scope of Practice     
¢ƘŜ b9 [ILb ƛǎ ǇŀǊǘ ƻŦ ǘƘŜ bƻǊǘƘŜǊƴ hƴǘŀǊƛƻ {ŎƘƻƻƭ ƻŦ aŜŘƛŎƛƴŜΩǎ IŜŀƭǘƘ IǳƳŀƴ wŜǎƻǳǊŎŜǎ ŎƻƳƳƛǘǘŜŜ which is looking at 
issues related to health human resources in NE Ontario, including the shortage of health care professionals and professionals 
working to full scope of practice. 
 
Advanced Access and After Hours Care 
Primary Care Advisory Council and the Primary Care Physician LHIN Lead are working with other primary care practitioners to 
promote the advanced access concept, where sick patients are able to see their provider the same or next day. 
 
Expanding Telemedicine within Primary Care Settings 
The NE LHIN has embraced the use of the Ontario Telemedicine Network (OTN) as a way to increase access to care, 
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overcoming vast geographic challenges in retaining/recruiting health human resources  and becoming  the highest user of 
telemedicine among the 14 LHINs, with 300 sites, including 26/27 Family Health Teams, 6/6 Community Health Centres, 3/3 
Aboriginal Health Access Centres, 6/6 Nurse-Led Practitioner Clinics, and 16/16 Nursing Stations.   
 
The NE LHIN is one of three early adopter LHINs in Ontario to offer the Telehomecare program to people with heart failure or 
COPD in their own homes.  Telehomecare nurses teach, coach and enable patients to actively manage their condition, keeping 
the primary care provider informed.  The NE LHIN now has more than 900 Northerners enrolled in the program. 

 
Interdisciplinary Collaboration 
During 2013/14, Diabetes Education Programs (DEPs) provided clinical best practice updates to the Primary Care Providers in 
their catchment areas.  These sessions were also an opportunity to promote the role and function of DEPs to prevent service 
duplication through interdisciplinary collaboration. 
 
Funding for pilot projects is underway and interdisciplinary collaboration includes: Inter-Professional Health Provider Funding; 
and Medically Complex Patients Demonstration Project. 
 
The role of the North East Specialized Geriatric Services (NESGS) is promoted to primary care organizations.  
 
¢ƘŜ b9 [ILbΩǎ IŜŀƭǘƘ tǊƻŦŜǎǎƛƻƴŀƭ !ŘǾƛǎƻǊȅ /ƻƳƳƛǘǘŜŜ ǎŜǊǾŜǎ ŀǎ ŀ ŎƻƭƭŜŎǘƛǾŜ ǾƻƛŎŜ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ŀƴŘ ǇǊƻǾƛŘŜǎ ǘƘŜ b9 
LHIN with advice related to the implementation of the Integrated Health Service Plan, the Annual Business Plan and other 
strategic initiatives as requested by the LHIN.  Members represent different health professions, health sectors and geographic 
areas of the NE LHIN. 
 
Primary Care in Chronic Disease Prevention and Management (particularly for diabetes care) 
A Primary Care Diabetes Nurse Practitioner Lead and Diabetes Specialist (endocrinologist) continue to support the NE LHIN 
with dedicated time to promote Chronic Disease Prevention and Management.  
 
Work is underway to facilitate collaboration agreements between Diabetes Education Programs (DEP) and local primary care 
providers. Self-referrals are accepted at DEPs to facilitate care for unattached patients. Diabetes Education Programs are 
encouraged to provide outreach to FHTs and other primary care organizations. 
 
Linking Primary Care to the Rest of the Health Care System 
Currently more than 350 physicians and nurse practitioners in the NE LHIN are using Physician Office Integration (POI) with 
more in the queue to join. Using POI, NE LHIN hospitals have sent more than 800,000 patient discharge summaries, diagnostic 
ƛƳŀƎƛƴƎ ŀƴŘ ƭŀō ǊŜǇƻǊǘǎ ǘƻ ŀ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊƻǾƛŘŜǊΩǎ ŜƭŜŎǘǊƻƴƛŎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΦ 
 
The Complex Centre for Diabetes Care is developing a computerized charting system for patients with diabetes. 
An inpatient diabetes nurse specialist is being piloted in order to provide inpatient diabetes care and seamless transition from 
hospital to home including communication with primary care providers. 
 
Rapid Response Nurses from NE CCAC are available to meet with patients discharged from hospital. 
 
76% of all family practice physicians use EMR, and this number is growing.  
 
The NE LHIN, as part of the provincial roll-out of Alternate Level of Care Resource Matching Business Transformation Initiative 
(RM&R BTI), has achieved Provincial Referral Standards which streamline the complex patient referral environment for the 
following four care pathways: Acute to Community Care Access Centre; acute to long-term care; acute to rehab; and acute to 
complex continuing care.   An initial implementation is underway at the Sault Area Hospital, Health Sciences North, Manitoulin 
Health Centre, and Espanola Regional Hospital and Health Centre.  
 
There is a continued need to facilitate linkages between primary care and community services (e.g. through the liaison of 
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CCAC care coordinators and/or system navigators within primary care practices). 
 
NE CCAC efforts continue to provide timely patient information to primary care practitioners including linking primary care 
providers with CCAC Care Coordinators (i.e. Care Coordinators being located within primary care practices). CCAC is the 
designated single point of entry for people requiring physiotherapy services one-on-one at home (as part of physiotherapy 
reform), a dedicated CCAC physician phone line, standardized communication protocols with primary care providers, 
emergency department notification of patients over 80 years, Home First program support and access for primary care 
providers to the CCAC electronic client record. 
 
Health Links and  Models of Care 
Temiskaming and Timmins are early adopters of Health Links. A readiness assessment has been approved for 
Kapuskasing/Hearst/Smooth Rock Falls area and within this fiscal they will complete and submit their business case.  Sault Ste. 
Marie and North Bay have submitted their readiness assessments to the MOHLTC. Upon approval, they will complete the 
business case in 2014/15. Parry Sound is exploring the possibility of establishing a Health Link. Conversations for additional 
Health Links have started in Sudbury.  Health Hubs or a unique community model are in discussion in a number of other small 

rural communities. 
 
Quality Improvement Initiatives (QIPs)  
QIPs have been received from CHCs and most FHTs and work is underway to provide feedback from a community perspective. 

 

Consistency with Government Priorities: 
 
Ministry of Health and Long-term Care direction requires LHINs to engage the primary care sector.  The legislation relating to 
hƴǘŀǊƛƻΩǎ [ILbǎ ǎǇŜŎƛŦƛŜǎ ǘƘǊŜŜ άŎƻƳƳǳƴƛǘƛŜǎέ ǘƻ ōŜ ŜƴƎŀƎŜŘ ōȅ ǘƘŜ [ILbǎΥ 

¶ Patients and other individuals in the geographic area of the network; 

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

¶ Employees in the local health system. 
 
hƴǘŀǊƛƻΩǎ !Ŏǘƛƻƴ tƭŀƴ ŦƻǊ IŜŀƭǘƘ Care calls for a primary care system with faster and more convenient access to care including: 
same-day and next day appointments, after-hours care, and when necessary, house calls.  The vision is for a more integrated 
system that puts primary care at the centre of the continuum.  The Action Plan also signals a stronger role for LHINs in primary 
care to improve integration and accountability outcomes. 
 
Other key policy directions and strategic reports also direct our goals, including: 

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

¶ Care for our Aging Population and Addressing Alternative Level of Care, Dr. David Walker, June 2011 

¶ Living Longer, Living Well (2012) 

¶ The development of Health Links across the province as a new model of care for high users of the system. 
 
The MOHLTC has identified five strategic directions for primary care in Ontario: 

¶ The need for strategically aligned goals, measures and priorities 

¶ The need for improved integration supported by governance 

¶ Patient-centred primary care 

¶ Improved accountability levers and alignment of incentives 

¶ Quality improvement 
 

 
 
 
 



North East LHIN 2014/2015 Annual Business Plan  Page | 16 

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 
increase patient rostering. 

In Progress 20% In 
Progress 

20% In Progress 20% 

Maximize scope of practice opportunities and 
strategies. 

In Progress 10% In 
Progress 

20% In Progress 20% 

Promote Advanced Access and after-hours care. In Progress 20% In 
Progress 

20% In Progress 20% 

Continue to expand telemedicine within primary 
care settings. 

In Progress 30% In 
Progress 

30% In Progress 30% 

Promote opportunities for interdisciplinary 
collaboration. 

In Progress 20% In 
Progress 

20% In Progress 20% 

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

Support and strengthen the role of primary care 
in chronic disease prevention and management. 

In 
Progress 

20% In 
Progress 

20% In Progress 20% 

Ensure primary care providers receive timely 
patient information upon discharge.  

In 
Progress 

20% In 
Progress 

40% In Progress 40% 

Facilitate linkages between primary care and 
community services. 

In 
Progress 

20% In 
Progress 

20% In Progress 20% 

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

Establish a North East Primary Care Advisory 
Council. 

Complete 100% Complete  Complete  
 

Explore the development of Health Links as a 
model of care, particularly for high users of the 
health care system. 

In 
Progress 

20% In  
Progress 

60% In Progress 20% 

Focus on Quality Improvement initiatives that will 
ensure providers are equipped with current best 
practice guidelines that will improve patient 
outcomes. 
 

In 
Progress 

20% In  
Progress 

20% In Progress 20% 

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 Providers.  Percentage of patients connected 
with a primary care provider December 31, 2012 = 66.2%; June 30, 2014 = 79.2%.(Health Care Connect Monthly Data 
Report, MOHLTC, June 30, 2014) 

¶ Percentage of adults (aged 16 and older) and children who are unattached.  NE Ontario = 11.0%; Sudbury = 12.0%; 
Sault Ste. Marie = 7.4% (Health Care Experience Survey, April 2013 to March 2014). 

¶ Percentage of adults who were able to see a primary care provider when they were sick on the same day or next day.  
NE Ontario = 31.2%; Sudbury = 37.6%; Sault Ste. Marie = 28.8% (Health Care Experience Survey, April 2013 to March 
2014). 

¶ Number and rate of emergency visits per 1,000 population (age 1 to 74) for conditions that could be treated in 
primary care settings. Q1 2011/12 = 12.9%; Q1 2012/13 = 15.6%;Q1 2013/14 = 11.9% (The Quarterly, 2014-04-04).  

¶ Reduced 30-day hospital readmission rates for select conditions.  MLPA target = 15%.  Current MLPA Performance = 
18.8%. 
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Goal 2: Increase the integration of primary care within the broader continuum of care. 

¶ Increase access to ǘƘŜ ǊŜƎƛƻƴΩǎ integrated diabetes programs and services.  (21 adult diabetes programs and 4 
pediatric diabetes programs). 

¶ Number and rate of emergency visits per 1,000 population (age 1 to 74) for conditions that could be treated in 
primary care settings. Q1 2011/12 = 12.9%; Q1 2012/13 = 15.6%;Q1 2013/14 = 11.9% (The Quarterly, 2014-04-04).  

¶  Primary care visits within seven days for patients upon discharge from hospital.   Percentage of patients who visited a 
primary care practitioner within seven days of discharge from hospital in NE Ontario in Q2 2012/13 = 33.4%; Q4 
2012/13 = 33.1%.(The Quarterly, 2014-04-04). 
 

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

¶ Establishment of Primary Care Advisory Council and implementation of the annual work plan.  PCAC has been 
established and is active. 

¶ Number of operational Health Links Networks.  Temiskaming and Timmins Health Links are early adopters in Ontario 
and are active. 

¶ Reduction in acute care admissions for chronic conditions.  Reduced 30-day hospital readmission rates for select 
conditions.  MLPA target = 15%.  Current MLPA Performance = 18.8%. 

 

Risks/barriers to successful implementation 

¶ Potential lack of  human resources in the Primary Care sector. 

¶ Limited availability of and capacity for primary care practitioners within primary care settings to work on issues of 
integration. 
 

Key enablers  

¶ Expanded LHIN role and responsibility for primary care. 

¶ The development of Primary Care Quality Improvement Plans through Health Quality Ontario expanded to all primary 
care patient enrolment models. 

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

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Crystal Noel is one of three new primary care nurse practitioners employed by the North East CCAC in 
Sudbury, North Bay and Sault Ste. Marie, through North East LHIN funding. These new positions were 
created to help mainly frail seniors who were discharged home from hospital and did not have a primary 
care provider. 
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