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Our Mission

The North York Community Care Access Centre (CCAC) provides fair and equitable access to
high quality, cost-effective services that enhance health and independence in a community
setting for the residents of North York.

In discharging its mission, the CCAC facilitates partnerships with health and human service
agencies in the community.

Our Vision

The North York Community Care Access Centre will be a leader in community health care,
recognized for providing high quality client-focused services.

Our Value Statement

In carrying out its mission, the North York Community Care Access Centre ascribes to the
following values:

A central focus on the client

Exemplary quality in all its programs, services and activities
Respect for cultural and ethnic diversity

Open communication, teamwork and collaboration
Fairness, respect and honesty

A sensitive and caring approach in all of its interactions
Ethical and professional behaviour

Creativity and learning

Accountability to its stakeholders
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KEY MESSAGES FROM THE BOARD CHAIR AND EXECUTIVE DIRECTOR

Year in Review

Fiscal year 2002-03 was indeed one of North York CCAC’s most challenging years since its
inception in 1997. Virtually all functions and departments experienced the impact of many
change initiatives. Our new Board, with its reduced numbers, addressed immediately the
prescribed activities required by the new legislation. This included the implementation of the
conversion guidelines, the review and adoption of new bylaws, and the approval of the
Memorandum of Understanding from the Minister of Health and Long Term Care.

Challenges for our management team included a number of Reform Initiatives - beginning with
the implementation of the new placement guidelines in May 2002; developing a model for
decentralizing budgets to case managers; changing from a desk top to a laptop environment;
introducing and implementing a new client assessment instrument; and changing and
reconfiguring our chart of accounts, our financial and statistical systems and introducing
electronic time sheets to address Management Information System (MIS) requirements. All
these initiatives required the efforts of all departments and this dominated much of our internal
agenda for the entire year. In addition, our Contract Management Department addressed the
renewal of adult nursing and child & family services contracts, and participated in a long and
time-consuming consultation process to develop a new procurement and contract management
template.

As an organization committed to continuous improvements, our 2002-03 Services Plan outlined
a number of objectives that were successfully addressed. These included the transfer of bed call
function, renegotiation of our lease for the premises, the negotiation of a three year agreement
with our bargaining unit staff in July 2002, and introduction of a new performance appraisal
program.  Other quality improvement initiatives were undertaken, which included a
comprehensive review of our current practices and policies in preparation for an accreditation
survey, surveys of clients and staff, and development of the Intranet, to name a few. On behalf of
our CCAC partners in Toronto, we conducted a comprehensive review of the shared Information
Technology Services and a review of our future capacity to maintain our Information and
Referral data base. At the close of the year, Board members and staff participated in the
development of a new strategic plan for the fiscal years 2003-04 to 2005-06.

Over the course of the year, the North York CCAC served 16,294 clients. As a result of actions
taken in 2001-02 to ensure a balanced budget, North York CCAC began the year with excess
capacity. Strategies were developed to ensure enhanced access and the outcome was a 16.5%
overall increase in the active clients from the beginning compared to the end of the year. The
Board became an active participant by undertaking a services review which identified
opportunities to improve access and to work with our community partners to ensure clients
requiring services receive them.
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For an organization to be successful during periods of accelerated change, dedication and
commitment from the staff and the Board of Directors are necessary. We are grateful for all of
the efforts of our frontline staff, our management team, and members of the Board for their hard

work and commitment.

Stephen Handler Floreen Cleary
Executive Director Chair, Board of Directors
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KEY CHALLENGES AND ACCOMPLISHMENTS

Common Assessment Tool: The project involved several steps: developing a work plan for
MOHLTC approval; upgrade computer efficiency for all case managers; deployment of laptops
and training; training and proficiency in use of assessment tool on paper and electronic version;
redesign of workflows and executing reorganization of work for all case managers and team
assistants. Accomplishments as of March 2003 included 100% compliance with the use of
laptops on home visits, 56 Case Managers completed the training on the paper version of the new
assessment tool, MDS-HC, and 30 Case Managers completed the training on the software. The
focus at the end of the fiscal year was process redesign — current workflows were being mapped,
and a new team structure/model was being trialed on one of our teams.

Placement Coordination Service Changes: The provincial government passed into law new
regulations governing the application and placement process for long term care facilities in
Ontario. To comply with the effective date of the regulations, a team, led by two Client Services
Managers, formulated a project plan in early April 2002 to be rolled out immediately. It was a
requirement that all clients/relatives be contacted and visited in order to update their application
and inform them of the changes. The staff also provided several workshops for the public,
including one at North York CCAC and workshops at Baycrest Centre for Geriatric Care and
Villa Columbo Home for the Aged, the homes with the longest wait lists. The team completed
all tasks prior to the effective date of the regulations.

Resource Allocation: As of March 31, 2003, North York CCAC completed the development
and implementation of its Resource Allocation Program. This includes the categorization of all
current clients according to the five new MIS service recipient categories, a process for
categorizing new clients, establishment of monthly case manager budget reports, and education
sessions for all case managers. Case Managers are expected to meet with their supervisor upon
receipt of the monthly reports to review the information.

Management Information System (MIS): To accommodate the MOHLTC requirements for
financial and statistical information in MIS format, our chart of accounts were reconfigured, the
new general ledger system was set up, the general ledger codes were mapped to the MOHLTC
reporting requirements, and information system programs were developed to extract the
necessary information. We have also ensured that payroll coding was MIS-compliant in
anticipation of the new payroll module that will be implemented in 2004.

Community Advisory Council:

a) Membership
Floreen Cleary, Chair, Board of Directors, North York CCAC
Stephen Handler, Executive Director, North York CCAC
Sue Olsen, Chief Nursing Officer & Vice President, North York General Hospital
Ann Landesman, Director of Medical Program, Humber River Regional Hospital
Carlos Herrera, Assistant Administrator, Cummer Lodge Homes for the Aged
Linda Jackson, Director of Social Work & Community Services, Baycrest Centre for
Geriatric Care
Helen Leung, Executive Director, Carefirst Seniors & Community Services Association
Michael Scheinert, President & CEOQ, Circle of Care
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b) Key Initiatives

Nomination of membership occurred and the North York CCAC Community Advisory

Council had its first meeting on September 27, 2002. Since then, the group experienced a

turnover of three members and a delay in meetings during the spring due to the SARS

situation. Therefore, the group has not had an opportunity to formulate specific

initiatives or projects. However, there have been discussions on its priorities and the

group obtained a general agreement on the importance of focusing on the following key

areas:

e Having a common “philosophy of care” that extends across the health sectors
(hospital, homecare, community services and long term care),

e Raising public awareness about CCACs and the services they provide, how and
where to access them,

¢ Increasing knowledge about the continuum of care,

e Developing an integrated communication and education material to explain the
available services.

The next steps for the group are to reconvene, replace members who have resigned, and
identify specific initiatives to address the areas mentioned above.

Bed Call Transfer: The legislation pertaining to LTC Placement requires that CCACs take
responsibility for identifying an appropriate client to fill empty LTC beds as they become
available. Three LTC facilities in North York retained this role for several years under special
circumstances which they arranged with the MOHLTC. In early 2002, the MOHLTC regional
office advised these facilities that it would be necessary to comply with the legislative
requirement. North York CCAC was asked to work with the facilities to affect a transfer for bed
calls to the North York CCAC. An implementation plan was developed with each facility.
Despite facility apprehensions, the transfer was affected smoothly and without incident.

Information & Referral Data base: The Community Care Connects (C3) project developed a
computer application for storing and retrieval of community health and social service
information to support the information and referral role of CCACs. North York CCAC provided
leadership to a staff team that planned and executed a process for entering and updating the data
base for all of Toronto. Once the process was complete, the Toronto CCACs agreed that the data
base should be maintained as a single data base. The NY Executive Director took the lead for
securing a consultant, and formulating recommendations for ongoing maintenance and
development. North York CCAC has also taken the lead to implement the recommendations.

Collective Agreement Negotiations: Collective agreement negotiations commenced in 2001-02

for a new collective agreement. A new collective agreement for a three year period was signed
on July 16, 2002.

Performance Appraisal Program: In early 2002, a Human Resources consultant was retained
to develop an improved and more relevant performance appraisal model, based upon the
identification of competencies required for the position. The process utilized was an interactive
one in which incumbents participated. To date, our management group completed identification
of their competencies. The current focus is on the Case Manager and Team Assistant role. The
target for completion of this project is summer 2003.
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Staff Survey: A staff survey was distributed to staff in October 2002. A final report containing
a summary and analysis of the results was completed in December 2002. The results were
shared with staff in January 2003. The senior management team is using the results from the
survey to prioritize improvement activities.

Client Survey: The client service focus of the 2002 survey was clients receiving personal
support or rehabilitation services. The target sample was 1000 clients. The interviews were
conducted in March and April 2002. The summary report was submitted in July 2002.
Presentation of findings to the staff, the quality teams, extended management, and the Board of
Directors were delivered during summer and early fall. An action plan was developed in
October, presented to the Board in November and revised in December.

CCHSA Accreditation Process: North York CCAC committed to inculcate into its
organizational culture continuous quality improvement. The Canadian Council of Health
Services Association (CCHSA) accreditation process supports the development of an operational
framework and takes a snapshot in time of the progress being made by the organization. The
objectives for 2002-03 included the establishment of quality teams, the review of the CCHSA
AIM (Achieving Improved Measurement) standards and a mock survey process. The four
quality teams have completed the review of all standards and the required documentation. The
mock review occurred on February 7, 2003.

Explanation of significant variances between planned and actual results related to the
2002-03 Service Plan

Six key objectives were set in the 2002-03 Services Plan agreement. The majority were
completed and reported above. Two objectives were not completed:

1) Realignment of Client Services to Support Specialized Populations: The delay in the
implementation of the resource allocation project, in turn, delayed a comprehensive
realignment of client services. A new palliative care team was established. Further
delineation of client grouping based teams will be reviewed once the resource allocation
project is fully implemented.

2) Evaluation of Cluster Care Pilot and Extend Where Appropriate: The project was
deemed a success and a preliminary plan was developed for expansion of the project. In
the formulation of priorities and the development of the operational plan for 2002-03, it
was determined that further expansion was not a priority. In addition, significant volume
decreases for agencies providing personal support lessened interest in a project designed
to increase efficiency and reduce volumes.
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FINANCIAL INFORMATION & SERVICE DATA SUMMARY FOR 2002-03

Purchased Services $42,047,423
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Note: Speech language pathology includes translation services.
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Purchased services
69%

———
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Audited Financial Statements

(See attachment.)

Intake by Referral Source 2002-03

Hospital
57%

Services Delivered 2002-03

Community

43%

Units of Service

Regular Nursing (visits) 219,379
Complex Care Nursing (visits) 67,045
Personal Support — including 1,083,105
Cluster Care (hours)

Physiotherapy (visits) 13,350
Occupational Therapy (visits) 18,830
Social Work (visits) 2,182
Speech Therapy (visits) 4,292
Nutrition (Dietetic Services) (visits) 2,633

Placement in long term care and chronic care
facilities

Placement for short term in long term care
and chronic care facilities
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Explanation of significant variances between planned an actual results related to service
and financial data in 2002-03 Budget

As a result of the constraints introduced to balance the budget in fiscal 2001-02, there was a
significant reduction in the number of clients seeking services and in the number of personal
support units per client during the first half of the year. In contrast, the number of new clients
and the personal support units per client increased in the second half of the year. In part, this
increase can be attributed to the introduction of the new assessment tool which helps case
managers to identify gaps and increased risk.

Nursing services also showed a decrease from forecast as the number of clients referred
decreased by approximately 20%. It is difficult to specify the reason, but availability of shift

nurses and visiting nurses was a challenge from time to time.

Improved access to speech and language pathologists resulted in a 50% increase in the number of
clients receiving this service.

Lastly, the number of clients placed in long term care facilities decreased by 40% from what was
forecasted. Bed availability and new regulations were likely contributing factors to this decline.
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INFORMATION ON SERVICE PROVISION

Names of Service Providers by Service

Adult Personal Support

Child & Family Personal Support

Adult Nursing

Child & Family Nursing

Adult Occupation Therapy

Child & Family Occupation Therapy

Adult Physiotherapy/Speech Language
Pathology/Social Work

Child & Family Physiotherapy/Speech
Language Pathology/Social Work

Medical Equipment

Medical Supplies

Home Infusion
Laboratory and Diagnostic Services
Therapeutic Surfaces

Nutrition

Canadian Red Cross Society
Can Care Health Services
Circle of Care

ParaMed Home Healthcare
Preferred Health Care

St. Elizabeth Health Care
Spectrum Health Care

S.R.T. Med-Staff International
We Care Home Health Services
VHA Home Healthcare

VHA Home Healthcare
Comcare Health Services

Comcare Health Services
ParaMed Home Healthcare
St. Elizabeth Health Care

Victorian Order of Nurses

Comcare Health Services
St. Elizabeth Health Care
VHA Home Healthcare

Comprehensive Rehabilitation (COTA)
Comcare Health Services

Comprehensive Rehabilitation (COTA)

Rehab Express Inc.

Rehab Express Inc.

Medigas Praxair
Therapy Supplies and Rental Co. Ltd

Calea Ltd. & Calea Pharmacy Services
Therapy Supplies and Rental Co. Ltd

Calea Ltd. & Calea Pharmacy Services
MDS Laboratories
KCI Medical

Victorian Order of Nurses
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