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Barry J. Monaghan

A Joint Message from the Chair and CEO

We are engaged in something new and exciting. All of us — the Board of Directors, staff
of the Toronto Central Local Health Integration Network, our valued health service
providers and the community — are partners in transforming our health care system.

We draw inspiration from the vision of “A health care system that helps people
stay healthy, delivers good care when they need it, and will be there for their
children and grandchildren.”

More than 7,000 individuals from our diverse communities, health service providers,
the Ministry of Health and Long-Term Care and other stakeholders were involved in
developing the 2007-2010 Integrated Health Service Plan (IHSP) released in November,
2006. The plan will guide our work over the next three years. An implementation
framework for the IHSP has been adopted and foundational activities identified in the
plan for completion by March 31, 2007 have been achieved. We're excited to launch
Councils and Advisory Panels to assist the LHIN and ensure local voices are heard in
the fine-tuning of integration opportunities and implementing the action plan.

With health service providers, we have developed a three-year e-Health Strategy to
support the implementation of the IHSP. The strategy should support the provision of
safe, high-quality, effective and efficient health services.

Most satisfying has been the enthusiasm with which health service providers and
residents within the Toronto Central LHIN have embraced the concept of transformation
of the health system. Both formal integration activities related to the plan and informal
integration arrangements are underway that already are starting to make a difference
for patients. For example, a new process has been established by surgeons at six
hospitals to streamline referrals and reduce the amount of time patients wait for hip
and knee replacement surgery.

We are pleased to have so many committed community partners with us on this
journey. Their leadership and success to date are good omens for the coming year.
We also take this opportunity to thank board members and staff for their hard work,
commitment and dedication.

(d R

Mohamed Dhanani, Chair Barry J. Monaghan, Chief Executive Officer

This annual report was reviewed and approved by the Board of Directors on June 26, 2007.
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Introducing the Toronto Central LHIN
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The Toronto Central Local Health Integration Network
(LHIN) is home to a very diverse population of
1,148,790 people (according to the 2005 Census).

The population comes from every country in the
world. The most recent immigrants come from China,
Pakistan, the Philippines, India, Sri Lanka, Russia,
Iran and other Middle Eastern countries, Romania,
Bangladesh and the Ukraine. More than 160 languages
and dialects are spoken here. The most common
languages other than English are: Chinese,
Portuguese, Italian, Spanish, Tamil, Urdu, Vietnamese,
Farsi, Polish, Arabic, Korean, Greek and Russian.

Of the total population, 32% are in racialized
groups; 10% of adults are lesbian, gay, bisexual or
transgendered.

There are wide income and education disparities
within Toronto Central LHIN. For example, among
the 14 LHINs across the province, the Toronto Central
LHIN has the highest rate of low income (22%) and
one of the highest rates of low education (11% have
less than Grade 9) as well as the highest average
family income and the highest percent of adults with
a university degree (33%).

The diversity of the population adds to the vitality,
complexity and dynamic nature of urban living and is
one of the attractions of the city centre. For example,
every day over 500,000 people are drawn into the
city centre to work, go to school, for recreation or to
get services.



The Toronto Central LHIN is a hub of academic and
research activities and specialized provincial health
services. People living in other LHINs accounted for
more than one-half of hospitalizations and physician
visits provided by health service providers located
within the Toronto Central LHIN. Those living in other
LHINs also accounted for more than two-thirds of
those receiving specialized procedures such as cardiac
bypass surgery and hip and knee replacements.

The Seniors Population

More than 80% of the population aged 65-74 report
good functional health and independence in daily
living. Less than 5% of seniors age 65-74 live in
institutions or long-term care. But people aged 65
and over (13% of the population), are also a diverse
and growing population in our LHIN. This group often
experiences poor health and a growing need for

support with age. More than

Population Health

There are wide differences in
health status and health care
needs between population
groups. For example, low
income population groups
were three times more likely
to report their health as poor
or fair (34%) than those in
the highest income groups
(11%). Groups disproportion-
ately among the low income

25% of seniors age 85 and
over live in long-term care
homes. The greatest growth
among seniors is among
those aged 85 and over (of
whom 68% are females).

While seniors make up
13% of the Toronto Central
LHIN population, they ac-
count for 21% of emer-
gency department visits,
37% of hospitalizations and
more than three-quarters of

group are recent immigrants,
racialized groups, lone parent families, people
with disabilities, children, seniors and Aboriginals.

The Aboriginal population is younger on average
than the rest of the population. The group are more
likely to be low income, unemployed, have lower
education and have more families headed by lone
parents. While estimated to be approximately 2% of
the Toronto Central LHIN population, Aboriginals are
disproportionately represented among the homeless
(14%-16%) and among those experiencing HIV,
addictions, injuries and violence. Taking age
differences into account, Aboriginal populations in
urban areas have double the rate of non-Aboriginal
residents for such chronic illness as arthritis,
diabetes, asthma, heart disease and depression.

inpatient rehabilitation and
complex continuing care admissions. Seniors also
make up more than 80% of the days in hospital
spent waiting for discharge or transfer to other
services or home care.

Navigating through the complex health system is
particularly difficult for seniors with low literacy
levels (32% have less than grade nine education),
and those with language barriers (15% do not speak
English), low income (12% of males and 29% of
females) or social isolation (22 % of males and 42% of
females live alone). Strategies to support seniors aging
in place will delay or prevent the need for heath care.



The need for more and more complex rehabilitation is
increasing as people who are severely injured are
surviving and as people with disabling or chronic
conditions are living longer. Rehabilitation can
improve quality of life for patients as well as making
the health system run more effectively. Of rehabili-
tation clients using hospital services in the Toronto
Central LHIN, 60% live in other LHINs. Of people
waiting in hospital for transfer or discharge to other
services, more than 38% are waiting for rehabilitation
services. Almost half of these are waiting for services
in other LHINs. Strategies that help people move more
easily between hospitals and community services
and achieve greater independence are good for both
rehabilitation clients and the health care system.
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Mental illness affects 15% of children and 20% of
adults at some point during their lifetime. Among
adults, 10% to 20% grapple with addictions. About
30% of people with mental health problems also
experience addictions and 37% to 50% of people with
addictions also experience mental health problems.

Discrimination, stigma and misunderstanding
about mental illness are widespread. There are
significant access barriers to the mental health
services that match the needs of diverse population
groups. Waiting lists for assessment and referral to
addictions services average four to five months at
each step in the process.

Health care and service integration strategies
within this LHIN therefore need to be responsive,
reach out to underserved communities, remove
barriers to access, provide culturally appropriate care
and support approaches that take our rich diversity
into account.

Groups disproportionately represented in the low income
population, Toronto Central LHIN, 2001 Census
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Governance - Board of Directors

Mohamed Dhanani Michael O’Keefe

Vice Chair

Appointed: May 17, 2006

End of Current Term: May 16, 2008
Length of Term: 2 years

Chair

Appointed: March 7, 2007

End of Current Term: March 6, 2010
Length of Term: 3 years

Director

Appointed: May 17, 2006

End of Current Term: June 16, 2007
Length of Term: 13 months

Director

Appointed: May 17, 2006

End of Current Term: June 16, 2007
Length of Term: 13 months

Re-Appointed: June 16, 2007
End of Current Term: June 15, 2010
Length of Term: 3 years

Re-Appointed: June 16, 2007
End of Current Term: June 15, 2010
Length of Term: 3 years

Nancy Martin

Director

Appointed: January 5, 2006

End of Current Term: January 4, 2008
Length of Term: 2 years

Director

Appointed: March 7, 2007

End of Current Term: March 6, 2010
Length of Term: 3 years

Harley Nott Past Members
Secretary Rajula Atherton, Director ~ Daniel F. Sullivan, Former Chair
Appointed: June 2, 2005 Appointed: January 5, 2006  Appointed: June 2, 2005
End of Current Term: June 1, 2008 Resigned: February 4, 2007 Resigned: February 21, 2007

Length of Term: 3 years Length of Term: 13 months  Length of Term: 32 months
Anthony S. Fell, Director Penny Thomsen, Former Chair
Appointed: January 5, 2006  Appointed: June 2, 2005
Resigned: May 2, 2007 Resigned: August 10, 2006
Length of Term: 15 months  Length of Term: 13 months




The Board of Directors had a vacant position at the
end of the current year. The aggregate remuneration
for members of the Board of Directors in fiscal
2006/07 was $66,875.

LHINs are regulated by both a Memorandum
of Understanding (MOU) and an Accountability
Agreement (AA) with the Ministry of Health and
Long-Term Care (MOHLTC). For copies please visit,
www.torontocentrallhin.on.ca/board/board_mn.html.
The 2006/07 accountability agreement set out
detailed performance objectives and measures
for the establishment of Toronto Central LHIN's
corporate governance.

In the past year, Toronto Central LHIN has met
those performance objectives by developing an
informal governance model based upon Carver
principles that conforms with its accountability
agreement and regulations for the Local Health
System Integration Act, 2006. The model has enabled
the LHIN to fulfill its mandate and responsibilities;
provided processes and structures that are consistent
with the LHIN mandate, responsibilities and
accountabilities and promoted public confidence in
the transparency and accountability of the LHIN. The
governance model will continue to evolve based on
the changing needs.

Development of a new Memorandum
of Understanding (MOU)

A new MOU between the Ministry of Health and
Long-Term Care and the 14 LHINs was negotiated
and approved over the last two quarters of fiscal
06/07, to take effect on April 1, 2007. The new MQOU
sets out the relationships that exist between a LHIN
and the Ministry, within the LHIN, and among and
between all the LHINs. Toronto Central's board
approved the MOU and directed the Chair to execute
it on behalf of the LHIN, which he did on April 4, 2007.
It went into effect, as intended, on April 1, 2007.

Good governance practices

Board members participated in an ongoing orientation
and professional development program over the past
year. This included the two-day provincial LHIN Board
and CEO Governance Sessions facilitated by the
Joseph L. Rotman School of Management at
the University of Toronto in October, 2006. These
sessions were followed by a comprehensive LHIN
Board and CEO Orientation Session held November
1 to 3, 2006. Additional comprehensive orientation
sessions for board members appointed after these
dates are scheduled for early in fiscal 2007/08.

Media training was offered to board members in
March 2007 to prepare them for their public roles
with the transition of funding authority to the LHINs
on April 1, 2007.




Education sessions for board members were also
held each board meeting day to familiarize them with
issues within our LHIN. Presentations were made by
the Ontario Long Term Care Association, the Ontario
Federation of Community Mental Health and Addic-
tions, the Ontario Association of Community Care
Access Centres, the Women'’s College Hospital
Renewal Project, Trillium Gift of Life Network and
Cancer Care Ontario.

Toronto Central LHIN board members were actively
involved in the development, approval and release of
the 2007-2010 Integrated Health Service Plan (IHSP),
as well as the development of the implementation
framework for that plan. Board members participated
in community meetings and presentations with
health service providers and union groups that were
organized to build awareness of the plan.

Toronto Central LHIN held open board meetings
across the LHIN in local venues rotating among seven
neighbourhood areas to ensure equitable access and
facilitate good community attendance. They provided
the public with an opportunity to observe decision-
making processes and to gain an understanding of the
rationale for plans and decisions. The first open board
meeting was held November 9, 2006 and had more
than 100 community members in attendance. A total
of 250 people from the community attended the open
board meetings in November, January and February.

Within the past year the board created two committees
to support the work of the board: a Community
Nominating Committee and an Audit Committee.

Community Nominating Committee: Resignations
were received from three board members over the
course of fiscal 2006/07:

e Former Chair Penny Thomsen took early
retirement

e Former Chair Daniel Sullivan was appointed
Canada’s Consul-General in New York, and

e Former board member Rajula Atherton accepted
a work assignment outside of Canada

A public Call for Directors was advertised in
community, Francophone, Aboriginal and multicultural
newspapers within the LHIN between December 6
and 17, 2006. All applications were processed
through the Public Appointments Secretariat. A total
of 65 applications were received. The Community
Nominating Committee met in February 2007 to
review the applications. Subsequently, on recom-
mendation from the Community Nominating
Committee, the Board of Directors submitted the
names of three candidates for consideration by the
Minister of Health and the Lieutenant Governor in
Council. At year end, the Toronto Central LHIN had
one vacancy on its board.

Audit Committee: This committee met for the
first time in April 2007 to receive and review the
annual auditors’ report, which is included in this
report on page 32.

The Toronto Central LHIN board collaborated with
other LHINs across the province to identify and
adopt a standard board effectiveness evaluation tool
that will enable the board to measure its own
performance and compare it with the performance
of other boards across the province. That survey was
administered on April 16, 2007 and the results will
be available in the first quarter of fiscal 2007/08.

Two Commissioners in the Conflict of Interest Com-
missioners Office met with Toronto Central LHIN
board members individually to review their financial
holdings and enable them to make their declarations
in keeping with the Toronto Central LHIN's Conflict of
Interest Policy. No conflicts were identified. The
reports of the Commissioners are on pages 9 and 10.
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May 8, 2007

Mohamed Dhanani

Chair

Toronto Central Local Health Integration Network
425 Bloor Street Bast, suite 201

Toronto, Ontario

MAW 3R4

Dear Mr. Dhanani:
Three Board members of the Toronto Central LHIN met with a Conflict of
Interest Commissioner in 2006/07 and completed their declarations. The

Conflict of Interest Commissioner provided advice in accordance with the
LHIN Conflict of Interest Policy.

Yours truly,

A

The Honourahle Llovd W. Houlden, Q.C.
Conflict of Interest Commissioner
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THE HONOURABLE SYDNEY L. ROBINS, Q.C.
CONFLICT OF INTEREST COMMISSIONER
250 YONGE STREET, SUITE 2400
TORONTO, ONTARIO
M5B 2M6

Direct Line: 416.597.4279
Facsimile: 416,979,1234
E-mail: srobins@goodmans.ca

May 3, 2007

PRIVATE & CONFIDENTIAL

Mr. Mohamed Dhanani

Chair

Toronto Central Local Health Integration Network
495 Bloor Street East, Suie 201

Toronto, Ontario

M4W 3R4

Dear Mr. Dhanani:

Re: Local Health Integrated Networks (“LHINs")

Three Board members of the Toronto Central LHIN met with me as Conflict of
Interest Commissioner in 2007 and completed their declarations. 1 provided each of
them with advice in accordance with the LHIN Conflict of Interest Policy.

Yours truly,

| }Y%% £ me
The Hondurable Sydney L. Robins, Q.C.

Conflict of Interest Commissioner

SLR/ddf

GOODMANSWS442012.1

10




FM\

Community Engagement

LHINs are mandated by the Local Health System
Integration Act, 2006 to engage communities in
identifying health services that respond to the needs
of local communities. The Toronto Central LHIN has
done this by involving our community members in
ongoing discussions of local health needs; and by
making possible a planning process that equitably
balances local priorities while developing system
capacity and sustainability.

Beginning with in-depth population and population
health profiles (from which the /Introducing the
Toronto Central LHIN section of this report was
crafted), staff of the LHIN prepared a plan to reach
out to various communities. The Community
Engagement Strategy issued in April 2006 outlined
the plan to achieve ongoing input — from the public,
those working in health care and other stakeholders

1

— on issues related to health service delivery. The
strategy is guided by a number of principles: being
inclusive, timely, appropriate, accessible, responsive,
transparent, balanced and equitable, and accountable.

The Toronto Central LHIN believes that local people
are the ones who best understand the needs of their
communities. We believe “community engage-
ment” should be an open dialogue where all parties
share an equal ability to participate and be heard. Our
strategic approach has included measures to assure
both equitable representation, as well as equitable
accommodation of the broad mix of social, eco-
nomic, gender, age, ethnic, linguistic, and religious
interests that comprise our community.

Compared with other LHINs, Toronto Central has
the most people living on the smallest amount of
land, the most diverse population with a wide range
of health needs, and the highest concentration of
health providers.



(Copyright, Queen's Printer of Ontario)
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To reach out to this diverse population, ensure
manageable sizes for community forums, and
ensure that the different healthcare needs of local
resident groups were recognized, Toronto Central
LHIN identified seven neighbourhood areas within
the LHIN boundaries around which it structured
community engagement activities. These seven
neighbourhood areas are different in terms of the
income levels, and the immigration, language and
education patterns of residents.

In addition to initiating conversations within these
neighbourhood areas, Toronto Central LHIN
promoted dialogue across the LHIN to facilitate
linkages among health service providers and
community members. It reached out to include the
voices of those who may not have previously had the
opportunity to participate in health system
planning, including healthcare consumers, residents
of long-term care facilities, advocates, provincial
associations, related human resource and not-for-
profit charitable organizations.



The following diagram presents a continuum model of community engagement — the more complex the
issue and greater the need for buy-in, the greater the level of participation in decisions is required.

Inform and
Educate

Provide accurate,
timely, relevant and
easy to understand
information to all
stakeholders. This
level of engagement
provides information
about the LHIN, and
offers opportunities
for stakeholders

to understand the
problems, alternatives
and/or solutions.
Potential does not
exist to influence
final outcome as
this is one-way
communication.

Gather
Input

Obtain feedback on
analysis and proposed
changes. This level of
engagement provides
opportunities for
stakeholders to voice
their opinions, express
their concerns and
identify modifications.
Potential may exist

to influence the

final outcome.

Consult/
Discuss

Seek out and receive
the views of stake-
holders on policies,
programs or services
that affect them
directly or in which
they may have a
significant interest.
This level provides
opportunities for
dialogue between
stakeholders and the
LHIN. Consultation
may result in changes
to the final outcome.

Involve

Work directly with
stakeholders to
ensure that their
issues and concerns
are consistently
understood and
considered, and to
enable stakeholders
to raise their own
issues. Stakeholders
may provide direct
advice as this is a two-
way communication
process. This level
will influence the

final outcome and
encourage participants
to take resposibility
for solutions.

From April 2006 to March 2007, the Toronto Central LHIN used a multi-faceted strategy that employed a
variety of tools, mediums and forums to engage various individuals and groups at different points along the
engagement continuum as shown above.



As LHINs are new organizations, it is important to
ensure that individuals, including residents, consumers
and families, as well as health service providers,
know of the Toronto Central LHIN's existence and
purpose. The following activities on the inform and
educate point of the continuum were used to
increase this awareness:

e A detailed Community Engagement Strategy
was developed with resident and health service
provider input and published in April 2006.

e A newsletter to report the progress of the
LHINs" work was developed. Eight editions,
in both English and French, were distributed by
email and in hard copy to a growing distribution
list that by yearend included more than 2,000
addresses.

e A web site, www.torontocentrallhin.on.ca,
was developed to post information on the
governance structure, open board and commu-
nity meetings, the development of the Integrated
Health Service Plan and other reports and news
releases. A total of 23,638 unique visitors
accessed the site between November and
March 31, 2007, for a total of 383,364 hits,
or an average of 16.22 hits per visitor.

e |n collaboration with the other 13 LHINSs,
Toronto Central LHIN collaborated on the
development of a more dynamic web-based
community engagement tool that will facilitate
on-line collaboration of community partners.
The tool will be unveiled early in fiscal 2007/08.

¢ |n June 2006, 460,000 awareness-building

postcards were distributed to households
across Toronto Central LHIN, followed by a
subsequent householder mailing to 220,000
households in March 2007. These mailings
were approved by the Auditor-General's Office
and initiated in response to requests from the
public at community meetings for broad-based
advertising of the LHIN mandate.

e As reported in the Governance section of this

report, open meetings of the Board of Directors
were held in November 2006 and January and
February 2007. More than 250 community
members attended these meetings.

e Seven news releases were distributed through

Canada NewsWire to the Toronto comprehensive
and ethnic media lists resulting in pickup in a
variety of English language and ethnic media

e A meeting was held with the Editorial Board

of the Toronto Star to advise reporters of the
release of the 2007-2010 Integrated Health
Service Plan.


www.torontocentrallhin.on.ca

Gathering Input, Consult & Discuss:
Preparing the Integrated Health
Service Plan

Many of the community engagement activities were
conducted at the gather input and consult/
discuss points along the engagement continuum.
This was done to inform the development of the
2007-2010 Integrated Health Service Plan (IHSP).

¢ |n April and May 2006, community-based
information sessions were held in each of
the seven neighbourhood areas with residents,
health care providers and representatives of
organizations that support healthy living, to
gather input on the local health care issues in
the Toronto Central LHIN. In total, more than
350 people — 35% of them members of the
public — received information about the LHIN
and provided their input.

e 34 meetings sponsored by community
organizations serving seniors and 5 meetings
sponsored by community organizations
serving those who use mental health and
addiction services and their families were
held in May 2006, with facilitation support
and materials provided by the Toronto
Central LHIN.

o |n total, about 1,000 people — reflecting
Toronto's Aboriginal, Caribbean, Chinese,
Italian, Korean, Polish, Portuguese,
South Asian, Spanish and Vietnamese
communities — received information
about the LHIN and provided their
input on local health care needs of
seniors and those with mental health
and addictions

o Input from these meetings was brought
to Toronto Central LHIN's Action
Planning Days

15
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¢ A Francophone planning day with the Greater
Toronto Area Francophone community was
held in July 2006 with more than 200 people
in attendance (more than 50% of them
members of the public).

16 Aboriginal consumers and family caregivers
attended a June 2006 meeting. As well,
Aboriginal health service providers were invited
to all Action Planning Days in June 2006.

A meeting was held in July 2006 with the Toronto
Aboriginal Support Services Association (TASSA).
All of the represented organizations had an
opportunity to present their health issues.

9 community consultations with 188 immigrant,
refugee and non-insured men and women, young
adults and seniors were held in June and July
2006. These were hosted by Access Alliance
Multicultural Community Health Centre, using
the Toronto Central LHIN's materials and
approach. Language groups attending included:
Gujarati, Farsi, Hindi, Chinese, Korean, Spanish,
Portuguese, Ethiopian, Iranian, Russian, Ukrain-
ian, Tamil, Swabhili, Somali and Arabic. This
forum provided the Toronto Central LHIN with
valuable feedback on the needs of recent immi-
grants and disenfranchised groups.

A health-care provider workshop on e-health
strategies was held in June 2006 with 60 stake-
holders. This meeting helped inform the IHSP
and the Toronto Central LHIN's e-Health Strategy.

16
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¢ Three full-day Action Planning Days were held in
June 2006 to identify concrete actions needed
in the focus areas of:

o mental health and addictions
o rehabilitation
o seniors

A total of 678 community members shared their
experiences with — and knowledge of — the health
system, created shared visions for the future of
these health services, and identified priorities to
achieve these visions.

e The Toronto Central LHIN met with Anishnawbe
Health Toronto in September 2006 to explore
Aboriginal health issues.

e 46 presentations were given by the Toronto
Central LHIN staff at various local forums
to educate people about the purpose and
activities of the Toronto Central LHIN.

These engagement activities were instrumental to
the development of the 2007-2010 Integrated Health
Service Plan (IHSP) areas of focus and its associated
action plan. The information generated by the
dialogue at these sessions helped Toronto Central
LHIN better understand the health care issues facing
the local community.

(Copyright, Queen's Printer of Ontario)
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Soliciting Support and Involvement:
Providing Information about the IHSP

After the IHSP was released in November 2006, the
Toronto Central LHIN continued to meet with people
to inform them about the IHSP and how it was
created, to engage their support and interest in being
involved with the implementation of the plan, and
to share the proposed implementation approach. To
accomplish this, community engagement activities
were held at the inform, educate and gather input
points along the continuum.

e 2,000 hard copies of the IHSP were distributed
to our community partners. In addition the IHSP
was posted to the LHIN web site. There were
more than 1,400 views of the IHSP on the web
site in December, 2006. Between January and
March 2007, the number of visitors to the IHSP
page of the web site ranged from 100 to 250
people a day.

e Numerous meetings were held to inform
individuals and organizations about the IHSP,
to generate support and interest in being
involved with implementation:

© 14 neighbourhood area community
meetings were held in November and
December 2006, two in each of the
seven neighbourhood areas.

@)

o

o

o

o

A meeting was held with the senior staff
of hospitals in November 2006.

Physicians were briefed at a meeting in
November 2006.

2 meetings were held with health service
providers in November 2006.

Follow-up meetings were held with
TASSA in December 2006 at Council Fire,
where the IHSP was presented and
discussed. An additional meeting to pres-
ent the IHSP was held in February 2007.

A meeting was held in January 2007 with
70 participants from LHIN hospitals’
Community Advisory Panels.

A presentation on the IHSP was made
to the Native Canadian Centre in
February 2007.

A Joint Forum for Health Care Sector
Unions was held in March 2007 at which
there were 50 local health care union
participants.

45 presentations were given by the
Toronto Central LHIN staff at various local
forums to inform people about the IHSP
and to solicit feedback and involvement.



Involvement:
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In January 2007, the Toronto Central LHIN began the e 4 Advisory Panels, each composed of up to

process of involving individuals who work in the 15 members, including individuals with lived
health care system, as well as those with lived experience of the health care system, had been
experience of the system, in the implementation of developed or were in development by year end:
the integration action plan. o Seniors
e 9 Priority Area Councils composed of up to 15 o Mental Health & Addictions —
members, including individuals who work in the Consumers/Survivors

health care system, had been developed or
were in development by yearend. The Councils
will advise the Toronto Central LHIN on the
implementation of the IHSP action plan.

o Mental Health & Addictions —
Families, and

o Rehabilitation

These panels will serve as a forum to ensure that
the voices and perspectives of those with lived
experience of the health care system are considered
in the planning of the local health services.

o Two key urban Aboriginal health service
providers have been appointed to the
Councils and will be directly involved in
IHSP implementation. A representative
from the Native Canadian Centre is
a member of the Seniors Council and
a representative of Anishnawbe Health
Toronto is a member of the Mental
Health & Addictions Council.

o Aboriginal community members with
lived experience of the health care
system will be represented on the
Advisory Panels.



Evaluation of the Toronto Central LHIN's community
engagement activities was carried out on two levels.

As part of a comparative study of engagement
activities undertaken by LHINs across the province,
Toronto Central LHIN's work was reviewed by an
independent resource on community engagement
who examined key aspects of the Integrated Health
Service Plans and provided a comparative analysis
of the methods and strategies used to engage
communities (health service providers, residents,
other stakeholders) in the community engagement
process. Key findings from the report:

e The most successful outreach strategies were:
stand-alone websites; community champions;
leveraging existing provider networks; focus
groups; roundtables; face-to-face meetings;
Board engagement; mixed provider meetings
and surveys.

e Feedback from stakeholders and community
members suggested that those involved in
the consultation process felt that they had
been heard and many wished to participate
actively in the LHIN process.

The Toronto Central LHIN wished to have a
better understanding of its local community’s
response to the community engagement strategies
it had employed.

Accordingly, it engaged an independent expert to
evaluate the effectiveness of Toronto Central LHIN's
community engagement activities in fiscal year
2006/07. An on-line survey (in English and French)
was sent to a group of more than 1,400 people that
included health service providers, groups associated
with health care and related sectors, and local
residents. An additional 50 telephone interviews
were undertaken with people who did not have
access to the Internet.

The English survey generated a 50% response rate;
the French survey generated a 40% response rate.

The majority of respondents agreed that the
Toronto Central LHIN’s community engagement
process was headed in the right direction.

® 62% of respondents strongly or somewhat
agreed that they were given ample opportunity
to participate and provide input.

® 69% of respondents felt that they gained a
better understanding of the health care issues
being discussed in the Toronto Central LHIN.

e 87% indicated they would be interested in
participating in future consultations or planning
activities.

Table 1: Objectives were clearly identified and communicated

Strongly 9
Agree 34%

=79%

Somewhat 45%
Agree

Sorpewhat 8%
Disagree

Strongly 2%
Disagree °

Don't 1%
Know

1 1 1 1 J
0% 10% 20% 30% 40% 50%

Table 2: Objectives of the activity were met

Strongly 0
Agree 19%

=69%

Somewhat 50%
Agree

Somewhat 13%
Disagree

Strongly 0
Disagree 2%

Don't 16%
Know

1 1 1 1 1 )
0% 10% 20% 30% 40% 50% 60%



Table 3: Was given ample opportunity to participate
and provide input

Table 4: Felt that | was listened to and that
my input mattered

Strongly

Agree
=62%
Somewhat

36%
Agree

Somewhat
Disagree

18%

Strongly 7%
Disagree

Don't 13%
Know

1 1 1 1 1 1 1 )
0% 5% 10% 15% 20% 25% 30% 35% 40%

Strongly Agree
=56%

Somewhat Agree 38%

Somewhat Disagree 20%
Strongly Disagree 7%

Don’t Know 17%

1 1 1 1 ]
0% 10% 20% 30% 40% 50%

Table 5: | gained a better understanding of the health care
issues being discussed in the Toronto Central LHIN

Table 6: Do you think the Toronto Central LHIN's community
engagement process is headed in the right direction?

Strongly

Agree
= 69%
Somewhat

45%
Agree

Somewhat 14%
Disagree

Strongly 6%
Disagree

Don't 1%
Know

1 1 1 1 )
0% 10% 20% 30% 40% 50%

Table 7: Joint Forum for Health Care Sector Unions,

March 20, 2007

The results of this meeting were worth the LHIN’s efforts

Strongly Agree

Somewhat Agree

NEUTRAL 13%

Strongly/Somewhat
Disagree

75%

= 88%

0% 20%

40%

60% 80% 100%
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The Toronto Central LHIN also conducted evalua-
tions at the larger community engagement events.
The evaluations have generated the following
lessons learned for future community engagement:

e The strategy for engaging with the community
needs to be multi-faceted as the LHIN has
been more successful at reaching out to
health service providers than to other
community members.

e Further outreach to the public is required as
many people are still not aware of the LHIN.

e The success of future community engagement
activities will depend on the LHIN's ability to
build on the work of existing networks and
organizations as these groups already have the
capability and knowledge to spread the word
about the LHIN.

(Copyright, Queen's Printer of Ontario)
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According to the Local Health System Integration
Act, 2006, LHINs must not only “engage the
community of persons and entities involved in the
local health system in planning and setting priorities
for that system,” they must also evaluate, monitor,
report on and be accountable to the Minister of
Health and Long-Term Care for the performance of
the health system and its services. This includes
access to services and the utilization, co-ordination
and cost-effectiveness of services.

In  2006/07, the Accountability Agreement
between Toronto Central LHIN and the Ministry of
Health and Long-Term Care focused on performance
measures related to the hospital sector and specific
provincial priority programs, as this is the first group
of health service providers for which the LHIN
was held accountable. Accountability will be phased in
for community health centres, mental health and
addictions agencies, community support service
agencies and long-term care homes in 2008/09, and
Community Care Access Centres in 2009/10.

With the release of the 2007-2010 Integrated
Health Service Plan, the community priorities identified
through the engagement process and action plan to
address those priorities also became deliverables for
which Toronto Central LHIN is accountable. (See
Community Engagement, page 11, for details on
how these have been addressed to date.)

To prepare the LHIN staff to take on monitoring and
evaluation of health system performance that was
previously done by the Regional Offices of the Ministry
of Health and Long-Term Care, and to assume funding
responsibility for health service providers on April 1,
2007, extensive multiple, multi-day knowledge transfer
sessions were initiated by the Ministry of Health
beginning in October 2006. These sessions were
designed to ensure the right information from
numerous sources got to the Toronto Central LHIN
staff in the most useful and retrievable format
by April 1st.

Toronto Central LHIN staff were introduced to an
inventory of programmatic and clinical networks,
ministry processes and sector specific information
including legislation and policies, rules and regula-
tions, funding methodologies and the provincial
e-Health strategy. Ministry profiles on health service
providers were shared.

Toronto Central LHIN staff also were observers in
the planning and co-ordination of the Hospital Annual
Planning Submission (HAPS) and negotiation of
Hospital Accountability Agreements (HAAs). Toronto
Central LHIN will monitor the agreements prepared for
2007/08 and will negotiate the 2008/09 agreements
with the 18 hospitals within its boundaries.

It was evident that LHINs do not have the human
resources to follow the processes used by Regional
Offices on an on-going basis. In March 2007, Toronto
Central LHIN engaged external assistance to realign
the existing HAPS and HAAs processes to the LHIN
environment, facilitate the engagement of health
service providers in discussions on alternate
approaches and recommend changes that would be
consistent with the mandate and resources of the
LHIN. That report will be complete by April 2007.



Going forward, training will continue provincially
on financial systems and there will be continued
cross-LHIN information sharing, including more
focused communications with health service
providers on interactions in the new LHIN
environment. Yet to be developed are financial
and other performance dashboards, as well as
information systems to support the LHINS.

Electronic Health (e-Health) is the use of information
management and information technology to support
the delivery and management of health services.
Early in the community engagement process it was
identified as a foundational enabler to health system
transformation, and selected as an integration
priority area of focus for the Toronto Central LHIN.

In 2006/07, Matthew Anderson, Vice President &
Chief Information Officer (CIO) of the University
Health Network, was appointed as the Toronto
Central LHIN's e-Health Lead. Matthew is also CIO
of Shared Information Management Services (SIMS),
a partnership of organizations.

Following wide-spread, cross-sector consultations
with health service providers within Toronto Central
LHIN, an e-Health strategy document was developed
that supports the direction of the provincial e-health
plans and the Integrated Health Service Plan. The
2007-2010 e-Health Strategy was approved by the
Board of Directors in November 2006. The document
was published in January 2007, distributed electron-
ically to all health service providers and posted on
the web site at www.torontocentrallhin.on.ca

The e-health strategy builds on the many information
systems and networks currently in place that need to
be linked. It has three priorities associated with the
2007-2010 Integrated Health Service Plan:

1. Improving Access to Care
2. Co-ordinating Services

3. Enhancing Management of Chronic Diseases

One of the first examples of innovation and
collaboration to be implemented from this strategy is
a project called Improving Access to Emergency
Care — A Systems Approach. The SIMS Partnership
(comprised of Bridgepoint Healthcare, Central Com-
munity Care Access Centre (CCAC), Providence
Healthcare, St. John's Rehab Institute, Toronto Central
CCAC, Toronto Rehabilitation Institute, University
Health Network (UHN), West Park Healthcare Centre,
and Women'’s College Hospital) has joined with
Mount Sinai Hospital (MSH), St. Joseph’'s Health
Centre (SJHC), St. Michael's Hospital (SMH) and
Toronto East General Hospital (TEGH), to develop a
model that encourages seamless and efficient patient
flow by integrating acute and community partners.

The project is congruent with Toronto Central LHIN
e-health priorities to bridge providers across multiple
sectors, and improve transfers of patients and
their information.

To date, the Ministry of Health and Long-Term Care
has announced $2.4 million in funding for this project.
Once deployed, it is expected that the performance
improvement initiatives can be shared and transferred
with other organizations and LHINs across the province.



Through its Critical Care Lead, Dr. Tom Stewart of
UHN, Toronto Central LHIN is working on a provincial
framework while focusing on local strategies to
improve critical care capacity. Discussions are in
place with providers and relevant stakeholders to
develop appropriate initiatives. Two hospitals are
already using the provincial Critical Care Information
System (CCIS), with four more hospitals scheduled
to implement by October 2007. The two lead hospi-
tals are UHN and MSH. All hospitals in our LHIN have
Critical Care Response Teams (CCRT).

Repatriation of Critical Care patients back to their
community hospitals is a major challenge for Toronto
Central LHIN hospitals as it blocks the system and
decreases available capacity.

To improve access, quality and integration of
critical care services across Ontario, the ministry has
invested in a chronic ventilation strategy for Ontario
as part of the $90 million dollar Critical Care Strategy.
Barry Monaghan, Chief Executive Officer of Toronto
Central LHIN, is coordinating Ontario’s Chronic
Ventilation Strategy. In 2006/07,

e \West Park Healthcare Centre, which leads the
way in developing innovative and effective
approaches to treating ventilated patients and
is recognized as a Chronic Assisted Ventilatory
Care (CAVC) Centre of Excellence, received
funding to support chronically ventilated patients.

e TEGH received funding for a provincial weaning
centre to minimize the numbers of critical care
patients who become ventilator dependent.

e UHN received funding to support the creation
of a Patient Registry for chronically ventilated
patients and to fund education and training
initiatives associated with this strategy.

Toronto Central LHIN met with health service
providers to monitor performance in the five key
areas of the provincial Wait Times Strategy. The
following are the significant accomplishments of
health service providers within the Toronto Central
LHIN for the 2006/07 year:

Operating Room Benchmark Collaborative All
eligible Toronto Central LHIN academic and
community hospitals are actively participating in
the Surgical Efficiency and Targets Program. Toronto
Central LHIN hospitals have signed on and are par-
ticipating in the Operating Room Benchmark
Collaborative, (ORBC) which includes the imple-
mentation of best practices and performance
improvement initiatives.

In Cancer Surgery, nine out of 10 patients
received their care within targeted wait times.
Toronto Central LHIN facilities completed 94% of
cases within the access target of 84 days. Wait
times have been steadily decreasing in cancer
surgery, with Dec06-Jan 07 wait times down to 67
days from a baseline of 85 days.

Hospitals in Toronto Central LHIN have been
experiencing a significant growth in volumes of
complex cancer surgeries. While this has created
opportunities for greater collaboration, it has also
created challenges for resources for these organiza-
tions. Cancer Care Ontario (CCO) is working with the
Toronto Central LHIN and the hospitals to develop
strategies to address these challenges.

e TEGH and Sunnybrook Health Sciences Centre
(SHSC) continue to develop an integrated cancer
delivery system for South East Toronto. This
includes a partnership arrangement whereby
thoracic surgery is consolidated at TEGH.



e St. Michael's Hospital (SMH) has five Radiation
Oncologists from UHN (Princess Margaret
Hospital) that have been courtesy credentialed
at SMH. These physicians continue to see
SMH's referrals onsite and in tandem with
SMH Oncologists and Surgeons to provide a
multiprofessional approach to complex cases.

e St. Joseph's Health Centre (SJHC) has
redeveloped its Breast Cancer Surgery
Program to increase capacity and decrease
wait times. With enhanced capacity for breast
cancer surgery, the hospital is developing
strategies to increase its referral base with
a focus on primary care.

In Cardiac Surgery, Toronto Central LHIN is
completing 100% of its bypass surgeries within the
access target date of 182 days. Wait time for bypass
surgery in Toronto Central LHIN as of Dec06-JanQ7 is
51 days, which is slightly greater than the baseline
wait time of 47 days.

Angiography and angioplasty procedures are
similarly doing well, with wait times at 32 and 19
days respectively. These are very similar to baseline
figures of 33 and 22 days respectively. Toronto
Central LHIN has had stable wait times since
baseline, and is performing well in this area.

There has been a significant decrease in the
volume of cardiac surgery patients undergoing surgery
at the three adult teaching and research hospitals:
UHN, SMH and SHSC.This is due in part to state of
the art stents, converging specialties, emergence of
costly new technologies and the opening of three
cardiac surgical units around Toronto. At the same

time, there has been a substantial increase in the
complexity and intensity of cardiac surgical patients
at the Toronto downtown hospitals. This is due to
the fact that there are many specialized procedures
that are performed exclusively in our three adult
teaching and research hospitals.

In Cataract Surgery, Toronto Central LHIN is
completing 93% of its cataract procedures within the
access target date of 182 days. As of Dec06-Jan07
the wait time for cataract surgery is 158 days, which
is significantly lower than its baseline of 400 days.

The performance of the Toronto Central LHIN is
partly due to consolidation of less complex cataract
surgeries at Kensington Eye Institute (KEI). Cataract
surgical volumes continued to decline in academic
health sciences centres. However, patients requiring
cataract surgery as part of other procedures and/or
who have complex medical conditions will continue
to receive their surgeries in academic health science
centres. Such patients can experience longer wait
times due to the specialized nature of the surgery.

In Joint Replacement, Toronto Central LHIN
continues to perform at the 90th percentile wait
times category for hip and knee replacement
procedures. Ninety-three percent of hip replacements
and 89% of knee replacements were completed
within the respective access targets of 182 days
each. The Toronto Central LHIN wait times for hip
replacements and knee replacements are 162 days
and 195 days respectively, as of Dec06-Jan07. This
is a significant improvement from baselines of 343
days for hip replacements, and 481 days for knee
replacements.






The improvement in performance of the Toronto
Central LHIN organizations is mainly due to:

e A concerted effort by orthopaedic surgeons and
hospitals to take on additional cases to meet
the wait time targets

e The work of the Joint Health and Disease
Management Program (JHDM) specifically
through the implementation of the Hip and
Knee Replacement Program. Using a central
hub and spoke model, surgeons at six Toronto
Central LHIN hospitals have agreed to implement
a standardized referral process through a
Central Intake Centre and two Assessment
Centres, one located at Sunnybrook Holland
Orthopaedic and Arthritic Centre and the other
at the Toronto Western Hospital site of UHN.
The new process will launch in the early summer
of 2007. A cross- LHIN working group will include
Toronto Central LHIN JHDM as a best practice
model for improving wait times in other LHINs.

In Diagnostic Imaging: Toronto Central LHIN
performed well, providing CT scans to 75% of its
cases within the access target of 28 days during the
period of Dec06-Jan07. The wait time for CT scans
in the Toronto Central LHIN is 72 days, which is an
improvement from its baseline of 88 days.

However, Toronto Central LHIN experienced a
significant increase in its wait times for MRI scans
since the Aug-Sep05 baseline. Toronto Central LHIN

completed only 43% of MRI scans within the access
target date of 28 days. The wait time for MRI
scans is 120 days, an increase from the baseline of
85 days.

To address this situation, three Toronto Central
LHIN hospitals: UHN, SJHC , and SMH contracted
an independent review of their systems and
processes related to Diagnostic Imaging throughput.
Recommendations are being implemented. A
shortage of radiologists as well as technologists
continues to be an issue for some organizations.

As part of innovative strategies to address MRI/CT
wait lists, providers of Diagnostic Imaging services in
Toronto Central LHIN have expanded service hours
to include night shifts. While night shifts can
significantly increase service capacity, some
organizations are experiencing challenges due to
high patient no-show rates.

In order to optimize resources, usage and allocation,
Toronto Central LHIN facilitated discussions
between senior leadership, radiologist leaders and
administrative staff of organizations to discuss best
practices and a systems approach to MRI/CT
service delivery. As well, integration opportunities
were discussed with the Chair of the provincial
MRI/CT Expert Panel to improve service delivery.




The discussions focussed on:

e A systems approach for MRI/CT service within
Toronto Central LHIN

e Best practices in MRI/CT service delivery

e Performance expectations related to wait time
and volume targets

¢ | everaging technology to improve efficiency
in service delivery

In Long-Term Care Placements, Overall Time to
Placement (TTP) in the Toronto Central LHIN is 48
days, compared with the provincial average of 72
days. The Toronto Central LHIN has the lowest
median for TTP for clients placed from Acute Care,
with an average in Oct-Nov 06 of 19 days, compared
to the provincial average of 34 days. However
Toronto Central LHIN has one of the highest TTP
days for clients placed from the community with an
average in Oct-Nov 06 of 172 days, compared to the
provincial average of 140 days. This is attributed in a
large part to the significant volume of applicants in
the community waiting for placement into preferred
ethno cultural homes that traditionally have long
wait lists.

Hospitals at times have difficulty with placement
of patients as a direct result of various infectious
outbreaks that cause full or partial closure of
rehabilitation, complex continuing care and long-term
care homes to admissions. This creates a back-up of
patients in acute care hospitals and ultimately has an
impact on Emergency Departments.

It is expected that work undertaken in 2007/08
with respect to Alternate Level of Care (ALC) days
will positively impact on the TTP indicator. The
Toronto Central LHIN through collaborative efforts
and the work of its Seniors Council will promote further
capacity building in the long-term care sector in
collaboration with hospitals and community services.

Several hospital organizations have developed
partnership arrangements with Rehabilitation and
Complex Continuing Care (CCC) providers. For ex-
ample, SMH and UHN are working with Bridgepoint
Healthcare on innovative approaches to place
patients requiring special care.

Some long-term care homes have implemented
strategies to improve their admission practices. As
well, a number of long-term care homes are working
with the Toronto Central Community Care Access
Centre and neighbouring hospitals to improve
internal capacity to deal with the specialized clinical
needs (e.g., dialysis, wound care, IV therapy)
reflected on Toronto Central LHIN's waiting list
applicant profile.

Toronto Central LHIN continued to perform well in the
perception of quality of care category as measured by
patient satisfaction surveys and has significantly
improved its rating in this category since the fourth
quarter of fiscal year 2005-06. As of Oct-Nov 06,
Toronto Central LHIN scores on average 80%
satisfaction, compared to the provincial average of
63.8%. Toronto Central LHIN has the highest score
of all LHINs.

The improved performance of perception of quality
of care is mainly due to several initiatives underway
within a number of Toronto Central LHIN organizations.



Other Innovations

Update on staffing:

There have also been innovations in a number of
other areas related to patient flow within the Toronto
Central LHIN. For example:

Provincial Toolkit to Improve Patient Flow

UHN and North York General Hospital have been
working together to develop, test, and document
solutions to improve care coordination and service
delivery starting with the Emergency Department
through to General Internal Medicine (ED-GIM) units.

West End Urban Health Alliance
(WEUHA) “Soft Landing” Project

Several acute care hospitals and long-term care
homes in the Toronto Central LHIN are involved in
the Soft Landing project, which facilitates transition
for vulnerable patients between hospital discharge
and community care access centre follow-up. Three
community support agencies are also involved in this
project. By ensuring patients are discharged safely
to their homes, readmissions are prevented. Pilot
results will be available early in 2007/08 to assess
the project’s value in the prevention of readmissions.

CCAC Case Managers and Geriatric
Emergency Management (GEM) Nurses
in Emergency Departments

To address the growing number of Alternate Level
of Care (ALC) patients in hospitals and resulting
overcrowding in Emergency Departments, post
acute care capacity was enhanced. In February 2007
the Ministry of Health and Long-Term Care and the
Toronto Central LHIN announced additional funds for
CCAC Case Managers to be located in Emergency
Departments, and GEM Nurses to focus on the
needs of the frail elderly in Emergency Departments.

Toronto Central LHIN was allocated a staff complement
of 30 FTEs' by the Ministry of Health and Long-Term
Care. This allocation was based on:

e Fach LHIN being allocated 21 FTEs with
additional FTEs allocated based on complexity
and activity within each LHIN.

o Toronto Central LHIN received nine
additional FTEs based on number
and total funding of Health Service
Providers (HSPs), as well as presence
of academic centres.

As the nine additional FTEs are funded at a lower
rate, Toronto Central LHIN was able to fund 27.5
FTEs of the 30 FTEs allocated.

"FTE - Full Time Equivalent (FTE) means equal to 1 full time worker. However, one FTE position may be filled with two or more part-time staff.
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Table 1- Lists approved staff positions and corresponding FTEs as of March 31, 2007.

e R N

CEO 1
Executive Assistants (support to CEO and Board) 2
Controller/Business Manager 1
Communications Specialist 1
Office Manager 1
Receptionist 1
Sub-total 7
Senior Director, Planning, Integration and Community Engagement 1
Senior Planner/Epidemiologist 1
Planner/Epidemiologist 1**
Senior Integration Consultant 4%
Integration Consultant 1
Senior Community Engagement Consultant 1%
Community Engagement Consultant 1
Executive Assistant 1
Program Assistant 1
Sub-total 12
Senior Director, Performance, Contracts and Allocations 1
Senior Funding and Allocations Consultant 2
Funding and Allocations Consultant 1.5
Senior Performance and Contracts Consultant 2
Performance and Contracts Consultant (0.5 vacant**) 1**
Executive Assistant 1
Program Assistant 1
Sub-total 9.5
Total Staff — FTEs 28.5
Total positions filled 26.0
Current Vacancies 2.5%*

* Includes one Senior Integration Consultant position which is funded to support implementation of our Joint Health
& Disease Management Program (Hips & Knees) in support of the Wait Times Strategy.

** Some positions continue to be covered by consultants with 88% of positions filled.
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Deloitte

5140 Yonge Street
Suite 1700

Toronte ON M2N 6L7
Canada

Tel: {416) 601-6150
Fax: (416) 601-6151
www.deloitte.ca

Auditors' Report

To the Members ol the Board of Direclors of the
Toronto Central Local Health Integration Network

We have audited the statement of financial position of Toronto Central Local Health Integration Network
(the “LHIN™) as at March 31, 2007 and the statements of financial activities, changes in net debt and cash
flows for the year then ended. These financial statements are the responsibility of the LHIN's
management. Our responsibility is to express an opinion on these financial statements based on our audit.

We conducted our audit in accordance with Canadian generally accepted auditing standards. Those
standards require that we plan and perform an audit to obtain reasonable assurance whether the financial
statements are free of material misstatement. An audit includes examining, on a test basis, evidence
supporting the amounts and disclosures in the financial statements. An audil also includes assessing the
accounting principles used and significant estimates made by management, as well as evaluating the
overall financial statement presentation.

In our opinion, these financial statements present fairly, in all material respects, the financial position of
Toronto Central Local Health Integration Network as at March 31, 2007 and the results of its operations,
its changes in its net debt and in its cash flows for the year then ended in accordance with Canadian
generally accepted accounting prineiples.

Delotte 7 Tracle LLP

Chartered Accountants
Licensed Public Accountants

Toronto, Ontario
May 1, 2007

Member of
Deloitte Touche Tohmatsu




Toronto Central Local Health Integration Network

Statement of Financial Position
March 31, 2007

2007 2006
(Notes 3, 15)

FINANCIAL ASSETS
Cash $ 1,989,784 $ 21,172
Due from LHINs 1,043,756 -
Accounts receivable 9,130 -
Due from Province of Ontario 25,000 -
3,067,670 21,172

LIABILITIES

Accounts payable and accrued liabilities (Note 4) 2,197,119 274
Due to Ministry of Health and Long-Term Care (“MOHLTC") 1,962 20,898
Deferred revenue - MOHLTC WAN project 275,000 -
Deferred capital contributions (Note 5) 1,206,302 960,671
4,280,443 981,843
NET DEBT 1,212,773 960,671

NON-FINANCIAL ASSETS

Prepaid expenses 6,471 -
Capital assets (Note 6) 1,206,302 960,671
1,212,773 960,671

ACCUMULATED SURPLUS $ = $ =

APPROVED BY THE BOARD

Director - Director

Mohamed Dhanani, Chair Michael 0'Keefe, Vice Chair




Toronto Central Local Health Integration Network

Statement of Financial Activities
Year ended March 31, 2007

2007 2006
Budget Actual Actual
(unaudited) (Notes 3, 15)
(Note 7)
MOHLTC funding (Schedule 1) $ 4555139 $ 4238310 $ 126,185
Amounts recovered/recoverable from
the LHINS (Schedule ) 3,772,458 3,535,525 -
E-Health (Note 10) 232,000 232,000 -
Energy conservation (Note 11) 25,000 25,000 -
Amortization of deferred capital
contributions (Note 5) - 276,701 290,503
8,584,597 8,307,536 416,688

General and administrative

(Note 8 and Schedule 1) 4,555,139 4,471,781 395,790

LHIN Shared Services Office expense
(Note 9 and Schedule I1) 3,772,458 3,570,793 -
E-Health (Note 10) 232,000 232,000 -
Energy Conservation (Note 11) 25,000 25,000 -
8,584,597 8,305,574 395,790

ANNUAL SURPLUS BEFORE

FUNDING REPAYABLE - 1,962 20,898

FUNDING SURPLUS REPAYABLE
TO THE MOHLTC = (1,962) (20,898)

ANNUAL SURPLUS - - -

OPENING ACCUMULATED SURPLUS - = -

CLOSING ACCUMULATED SURPLUS $ = $ = $ -




Toronto Central Local Health Integration Network

Statement of Changes in Net Debt
Year ended March 31, 2007

2007 2006

(Notes 3, 15)
ANNUAL SURPLUS $ - $ =
ACQUISITION OF TANGIBLE CAPITAL ASSETS (522,332) (1,251,174)
AMORTIZATION OF TANGIBLE CAPITAL ASSETS 276,701 290,503
CHANGE IN OTHER NON-FINANCIAL ASSETS (6,471) =
INCREASE IN NET DEBT (252,102) (960,671)
OPENING NET DEBT (960,671) =
CLOSING NET DEBT $  (1,212,773) $ (960,671)
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Toronto Central Local Health Integration Network

Statement of Cash Flows
Year ended March 31, 2007

2007 2006
(Notes 3, 15)

NET INFLOW (OUTFLOW) OF CASH RELATED
TO THE FOLLOWING ACTIVITIES

OPERATING

Annual surplus $ - $ -

Less items not affecting cash
Amortization of capital assets 276,701 290,503
Amortization of capital contributions (Note 5) (276,701) (290,503)

Increase in due from LHINs 1,043,756 —
Increase in accounts receivable 9,130 =
Increase in due from Province of Ontario 25,000 -
Decrease in due to MOHLTC 18,936 -
Increase in prepaid 6,471 -

1,103,293 -

Increase in accounts payable 2,796,905 274
Increase in due to MOHLTC - 20,898
Increase in deferred revenue 275,000 —

3,071,905 21,172

CAPITAL TRANSACTIONS
Acquisition of tangible capital assets (522,332) (1,251,174)

Additions to deferred capital contribution (Note 5) 522,332 1,251,174
NET CHANGE IN CASH 1,968,612 21,172
CASH, BEGINNING OF YEAR 21,172 -
CASH, END OF YEAR $ 1,989,784 $ 21,172
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Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

1. Description Of Business

Formation and status

The Toronto Central Local Health Integration Network was incorporated by Letters Patent on June 2,
2005 as a corporation without share capital. Following Royal Assent to Bill 36 on March 28, 2006, it was
continued under the Local Health System Integration Act, 2006 (the “Act"”) as the Toronto Central Local
Health Integration Network (the “LHIN") and its Letters Patent were extinguished. As an agent of the
Crown, the LHIN is not subject to income taxation.

The LHIN is, and exercises its powers only as, an agent of the Crown. Limits on the LHIN’s ability to
undertake certain activities are set out in both the Act and the Memorandum of Understanding between
the LHIN and the Ministry of Health and Long-Term Care (the “"MOHLTC").

The LHIN has also entered into an annual Accountability Agreement for the 2007 fiscal year with the
Ministry of Health and Long Term Care which describes the responsibilities of the LHIN and the
performance standards that are required to be maintained and achieved in order to obtain funding from
the Province.

As of April 1, 2007, funding payments to providers will flow through the LHIN’s financial statements.
These transfer payments will be reflected as revenue and expenses in the LHIN's financial statements
for the year ended March 31, 2008 and thereafter.

LHIN operations

The objects of the LHIN are to plan, fund and integrate the local health system within its geographic
area. The LHIN spans carefully defined geographical areas and allows for local communities and health
care providers within the geographical area to work together to identify local priorities, plan health
services and deliver them in a more coordinated fashion. The LHIN covers the City of Toronto.

2. Significant Accounting Policies

The financial statements of the LHIN are the representations of management, prepared in accordance
with Canadian generally accepted accounting principles for governments as established by the Public
Sector Accounting Board (“PSAB”) of the Canadian Institute of Chartered Accountants (“CICA") and,
where applicable, the recommendations of the Accounting Standards Board (“AcSB”) of the CICA as
interpreted by the Province of Ontario. Significant accounting policies adopted by the LHIN are as follows:

Basis of accounting

Revenues and expenses are reported on the accrual basis of accounting. The accrual basis of accounting
recognizes revenues in the fiscal year that the events giving rise to the revenues occur and they are
earned and measurable; expenses are recognized in the fiscal year that the events giving rise to the
expenses are incurred, resources are consumed, and they are measurable.

Through the accrual basis of accounting, expenses include non-cash items, such as the amortization of
tangible capital assets and losses in the value of assets.



Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

2. Significant Accounting Policies continued

Ministry of Health and Long-Term Care Funding

The LHIN is funded solely by the Province of Ontario in accordance with budget arrangements established
by the MOHLTC. These financial statements reflect agreed funding arrangements approved by the
MOHLTC.

Government transfer payments

Government transfer payments from the MOHLTC are recognized in the financial statements in the year
in which the payment is authorized and the events giving rise to the transfer occur, performance criteria
are met, and reasonable estimates of the amount can be made.

Deferred contributions

Certain amounts, including transfer payments from the MOHLTC, are received pursuant to legislation,
regulation or agreement and may only be used in the conduct of certain programs or in the completion
of specific work. Funding is only recognized as revenue in the fiscal year the related expenses are incurred
or services are performed. In addition, certain amounts received are used to pay expenses for which the
related services have yet to be performed. These amounts are recorded as payable to the MOHLTC at
period end.

Any amounts received that are used to fund expenditures that are recorded as tangible capital assets,
are recorded as deferred capital revenue and are recognized over the useful life of the asset reflective of
the provision of its services. This amortization revenue is in accordance with the amortization policy
applied to the related capital asset recorded.

Tangible capital assets

Tangible capital assets are recorded at historical cost. Historical cost includes the costs directly related
to the acquisition, design, construction, development, improvement or betterment of tangible capital
assets. The cost of tangible capital assets contributed is recorded at the estimated fair value on date of
contribution. Fair value of contributed tangible capital assets is estimated using the cost of asset or,
where more appropriate, market or appraisal values. \Where an estimate of fair value cannot be made,
the tangible capital asset would be recognized at nominal value.

Maintenance and repair costs are recognized as an expense when incurred. Betterments or improvements
that significantly increase or prolong the service life or capacity of a tangible capital asset are capitalized.
Computer software is recognized as an expense when incurred.

Tangible capital assets are stated at cost less accumulated amortization. Tangible capital assets are amortized
over their estimated useful lives as follows:

Computer equipment........cccceeviiieiieeeiieeee. 3 years straight-line method
Leasehold improvements ..........cccceeeeeinneenn, Life of lease straight-line method
Office furniture and fixtures..........ccccccooeee. 5 years straight-line method

For assets acquired or brought into use during the year, amortization is calculated for a full year.



Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

Consolidation and segmented financial reporting

The LHINs Shared Services Office (the “LSSQO") is a division of the Toronto Central LHIN and is subject
to the same policies, guidelines and directives as the LHIN. The LSSO, is responsible for providing services
to all LHINs. The full costs of providing these services are billed to all the LHINs on an equal basis. Any
portion of the LSSO operating costs overpaid (or not paid) by the LHINs at the year end are recorded as
a receivable (payable) to the LSSO. This is all done pursuant to the Share Service Agreement the LSSO
has with all the LHINs.

The LSSO operations is reported separately from Toronto Central LHIN operations in the schedules
accompanying the financial statements and are consolidated on the statements of financial position,
financial activities, net debt and cash flows.

Use of estimates

The preparation of financial statements in conformity with Canadian generally accepted accounting
principles requires management to make estimates and assumptions that affect the reported amount of
assets and liabilities, the disclosure of contingent assets and liabilities at the date of the financial
statements and the reported amounts of revenues and expenses during the reporting period. Actual
results could differ from those estimates.

3. Adoption Of Public Sector Accounting Recommendations

At the direction of MOHLTC, commencing in 2007, the LHIN has adopted Canadian generally accepted
accounting principles, applying government accounting standards issued by the Public Sector Accounting
Board of the Canadian Institute of Chartered Accountants. The comparative figures included in these
financial statements have been restated to conform with accounting standards adopted for the current year.

As a result of this change, during the year the LHIN obtained the fair market value for the donated
tangible capital assets received in the prior fiscal period and chose to reflect this more meaningful valuation
in the financial statements. This change has been applied retroactively and the prior period has been
restated resulting in an increase in deferred capital contributions, net debt and capital assets of $960,671
on the statement of financial position. On the statement of financial activities amortization of deferred
capital contributions increased by $290,503 as did general and administrative expenses. On the statement
of net debt acquisition of tangible capital assets increased by $1,251,174, amortization of tangible
capital assets increased by $290,503 and closing net debt decreased by $960,671.

4. Accounts Payable And Accrued Liabilities

The MOHLTC has included accounts payable and accrued liabilities totaling $96,309 in its records on
behalf of the LHIN as at March 31, 2006. These expenses are included in amounts disclosed in Note 8
related to the prior period.



Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

5. Deferred Capital Contributions

2007 2006
Balance, beginning of year $ 960,671 $ -
Capital contributions received during the year 522,332 1,251,174
Amortization for the year (276,701) (290,503)
$ 1,206,302 $ 960,671

6. Capital Assets
2007 2006
Accumulated Net Book Net Book
Cost Amortization Value Value
Office furniture and fixtures $ 236,954 $ 88,106 $ 148,848 $ 162,859
Computer equipment 421,184 119,428 301,756 119,429
Leasehold improvements 1,094,889 339,191 755,698 678,384
$ 1,753,027 $ 546,725 $ 1,206,302 $ 960,672

7. Budget Figures

The budget figures have been approved by the MOHLTC. The figures have been reported for the
purposes of these statements to comply with PSAB reporting principles.
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Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

8. General And Administrative Expenses

For the period ended March 31, 2006, certain operating expenses, other than those disclosed on the
Statement of Financial Activities, were approved and paid for on behalf of the LHIN by the MOHLTC.
These amounts were not included with the LHIN's financial activities and are disclosed below for
information purposes. These expenses are as follows:

2006

Salaries and benefits $ 283,235
Accommodation/occupancy 1,370,671
Common services 42,126
Information technology 145,626
Other expenditures 227,979
$ 2,069,637

For the first three months of fiscal 2007, all financial information was processed by the MOHLTC on
behalf of the LHIN. Unlike 2006, these amounts are considered expenses of the LHIN directly and are
included as part of the financial activities of the LHIN and included in the Statement of Financial Activities.

As part of this transition, amounts totalling $129,798 of prior period expenses were not accrued. For the
year ended March 31, 2007, these amounts were included in the Statement of Financial Activities of
the LHIN.

The Statement of Financial Activities presents the expenses by function, the following classifies these
same expenses by object:

2007 2006
Salaries and benefits $ 1,751,057 $ 101,620
Occupancy 182,237 -
Amortization 241,433 290,503
Shared services 290,201 -
Public relations 309,356 -
Consulting services 1,019,894 -
Supplies 235,667 1,456
Board member expenses 70,616 -
Mail, courier and telecommunications 123,811 1,100
Other 253,509 1,11

$ 441,781 $ 395,790



Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

9. Common LHIN Services Expenses

The Statement of Financial Activities presents the common LHIN services expenses by function, the
following classifies the same expenses by subject:

2007 2006

Salaries $ 164,677 $ -
Benefits 46,543 -
Supplies 19,421 -
Communications 12,551 -
Recruitment and staff development 22,51 -
Computer expense 31,803 -
Consulting fees 283,142 -
Meeting expenses 25,014 -
Accommodation and depreciation 131,977 -
Other 3,087 -
Shared services 2,830,007 -
$ 3570793 $ -

10. E-Health
During the year, the LHIN received $232,000 funding from the MOHLTC for E-Health expenditures.

The Statement of Financial Activities presents the E-Health expenses by project, the following classifies
the project expense by object:

2007 2006

Salaries and benefits $ 65,821 $ -
Consulting 161,301 -
Other 4,878 -
$ 232,000 $ -
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Toronto Central Local Health Integration Network

Notes to the Financial Statements
March 31, 2007

11.

12.

13.

14.

15.

Energy Conservation

During the year, the LHIN was provided funding of $25,000 from the Ministry of Energy for its Energy
Conservation Project. These funds were used for consulting services in relation to this project.

Pension Agreements

The LHIN makes contributions to the Hospitals of Ontario Pension Plan ("HOOPP"), which is a
multi-employer plan, on behalf of approximately 24 members of its staff. The plan is a defined benefit plan,
which specifies the amount of retirement benefit to be received by the employees, based on the length
of service and rates of pay. The amount contributed to HOOPP for fiscal 2007 was $69,659
(2006 - $4,250) for current service and past service costs and is included as an expense in the
Statement of Financial Activities.

Guarantees

The LHIN is subject to the provisions of the Financial Administration Act. As a result, in the normal course
of business, the LHIN may not enter into agreements that include indemnities in favour of third parties,
except in accordance with the Financial Administration Act and the related Indemnification Directive.

An indemnity of the Chief Executive Officer was provided directly by the LHIN pursuant to the
terms of the Local Health System Integration Act, 2006 and in accordance with s. 28 of the Financial
Administration Act.

Commitments

The LHIN has commitments under various operating leases to 2010, including building and operating
leases. Lease renewals are likely. Minimum lease payments due in each of the next three years are
as follows:

2008 $ 263,063
2009 263,063
2010 263,063

$ 789,189

Comparative Figures
The prior period figures are from the date of incorporation, June 2, 2005 to March 31, 20086.
During the 2007 fiscal year, the LHIN received direction from the MOHLTC in its Memorandum

of Understanding to follow PSAB accounting. Presentation changes are a result of the change in
presentation format to comply with PSAB.



Toronto Central Local Health Integration Network

Unconsolidated Statement of Financial Position
Year ended March 31, 2007

Schedule |

2007 2006
(Notes 3, 15)

FINANCIAL ASSETS
Cash $ 781,523 $ 21,172
Due from the LHIN Shared Services Office 47,598 -
Accounts receivable 9,130 -
Due from Ministry of Health and Long-Term Care 23,038 -
867,289 $ 21,172

LIABILITIES

Accounts payable and accrued liabilities 873,760 274
Due to Ministry of Health and Long-Term Care (“MOHLTC") - 20,898
Deferred capital contributions 943,531 890,135
1,817,291 911,307
NET DEBT 950,002 890,135

NON-FINANCIAL ASSETS

Prepaid expenses 6,471 -

Capital assets 943,531 890,135

ACCUMULATED SURPLUS $ = $ =
414



Toronto Central Local Health Integration Network

Unconsolidated Statement of Financial Activities
Year ended March 31, 2007

2007 2006
Budget Actual Actual
(unaudited) (Notes 3, 15)
(Note 7)

REVENUE
MOHLTC funding $ 4,555,139 $ 4238310 $ 105,287
E-Health funding 232,000 232,000 -
Energy conservation funding 25,000 25,000 =
Amortization of deferred capital contributions - 241,433 255,235

4,812,139 4,736,743 360,522

General and administrative 4,555,139 4,477,781 360,522
E-Health 232,000 232,000 -
Energy conservation 25,000 25,000 -
4,812,139 4,734,781 360,522

ANNUAL SURPLUS BEFORE FUNDING
SURPLUS REPAYABLE - 1,962 -
FUNDING SURPLUS REPAYABLE TO THE MOHLTC - (1,962) -

OPENING ACCUMULATED SURPLUS - = -

CLOSING ACCUMULATED SURPLUS $ - $ - $ -




Toronto Central Local Health Integration Network

SHARED SERVICES OFFICE

Statement of Financial Position and Financial Activities
Year ended March 31, 2007

Schedule Il
FINANCIAL ASSETS
CASH $ 1,202,261
DUE FROM LHINs 1,043,756
$ 2,246,017
LIABILITIES
CURRENT
Accounts payable and accrued liabilities $ 1923419
Due to LHIN 47,598
Deferred revenue 275,000
Deferred capital contribution 262,771
2,508,788
NET DEBT (262,771)
NON-FINANCIAL ASSETS
Capital assets 262,71
ACCUMULATED SURPLUS $ =

Amounts recovered/ recoverable from the LHINs* $ 4,062,659 $ 3,825,726
Amortization of deferred capital contributions - 35,268
4,062,659 3,860,994

Common LHIN Services* $ 4,062,659 $ 3,860,994
ANNUAL SURPLUS $ — $ =

* These amounts have been adjusted by $290,201 related to Toronto Central LHIN transactions. These numbers reflect LSSO operations on behalf of all 14 LHINS.
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