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1. Message from Board Chair and CEO  

We are very pleased to provide the Toronto 
Central LHIN 2013/14 Annual Report.  

One year ago, the Toronto Central LHIN 
released its Strategic Plan or 2013-2016 
Integrated Health Service Plan (IHSP-3).  
This plan set the course for the work we 
would undertake over the next three years.  
Since that time we have made significant 
progress in achieving the objectives of the 
IHSP and in doing so, improving the health 
and health status of the people we serve. 

Our focus has been on building a more 
sustainable, accountable and higher quality 
health system and this year was no 
exception.   

Recognizing the unique role that the LHIN 
plays in the health care system has brought 
focus to our work building. This year, our 
attention has been dedicated to building the 
foundation of the health care system, 
putting into place infrastructure, supporting 
leadership development, creating strategic 
partnerships and driving accountability with 
the service providers we work with.  

Over the last eight years, the government 
has emphasized the importance of timely 
delivery of care in the right place. Since 
over 70% of health care is delivered in the 
community, the LHIN has worked to 
strengthen the community sector through 
targeted initiatives and the development of a 
robust multi year investment plan. 
Maintaining a vibrant acute care sector and 
building a strong community sector are the 
component parts necessary for a system of 
care that is seamless for patients.  

Improving the health outcomes of residents 
requires equitable and reliable access to 
services in the community, sufficient service 
capacity and a system that is designed to 
support clients as they transition from one 
provider to another. The concept of ‘building 
community capacity’ to support LHIN 
priorities is not necessarily about more 

services, but about delivering those services 
with the highest degree of integration and 
relevance possible, driven by the best 
interests of the users of the health system. 
 
That is why our plans are not conceived, nor 
are our activities undertaken, in isolation.  

 

Throughout our formal strategic planning 
process and throughout our day-to-day 
work, we continuously engage with 
providers, patients and client community. 
They are our touchstone and help us to 
validate that what we are doing can and 
does make a difference and that we are 
doing it in the most efficient way possible. 
Engagement takes many forms and crosses 
many venues. Over the past year we have 
spoken to and with patients and community 
groups; health service provider executives 
and Boards; health professionals; partner 
organizations; and representatives from the 
Ontario government and City of Toronto. 

Our plan for Community Sector 
Transformation was driven by an 
understanding of the needs of the 
populations we serve. The LHIN struck four 
working groups comprised of sector experts 
to help inform how complex and at-risk 
populations can be better supported through 
greater alignment and linkages across 
sectors.    
 
These conversations have highlighted the 
fact that we have achieved significant 
progress in a number of key areas such as 
wait times, improving health equity and 
investing in activities and projects that 
strengthen cultural sensitivity, to name just 
a few, but also that there is much work still 
to do. This requires us to ‘stay the course’, 
to recalibrate only when necessary, to 
accept and learn from our failures and to 
stay nimble enough to respond to 
threatening emergency scenarios, such as 
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power outages or embrace incredible 
opportunities, such as the Pan/Parapan 
American Games. 

Over the past year, the advent of the nine 
Health Links in TC LHIN has truly brought 
the philosophy of LHINs to life. By bringing 
providers together to design integrated 
models of care, our system goal of timely, 
seamless and transparent care delivery is 
being achieved at the grassroots level – 
where it will have the greatest impact. 
Health Links represent a new, innovative 
and more accountable way of delivering the 
business of health care to the people who 
need and use it the most. 

Health Links are a key provincial strategy 
for achieving better coordination of care – 
one where ease of referral to specialized 
services is not impeded by geographic 
boundaries. For the first time, providers 
within a local area will be collectively 
accountable for improving the outcomes of 
the people who live in their area. TC LHIN is 
very excited by what we are seeing in these 
early days of Health Links and by the 
potential they represent for the future.  

Ultimately, health system transformation is 
about redesigning the system to allow for 

more flexible delivery models that promote 
access and quality and while ensuring that 
services are provided in a fiscally 
responsible and sustainable manner. 
 
But we know too that we cannot do it alone.  
Our conversations with providers and the 
community remind us that health status is 
determined by much more than health 
service delivery and that to ignore the 
interdependencies of health care delivery 
and social services, education, housing, 
transportation and other sectors, will be at 
our individual and collective peril.  That is 
why when we talk about system integration 
we are really referring to a much broader 
landscape than health care. It is only 
through continued dialogue, partnership and 
shared responsibility and accountability that 
‘good health’ will be achievable by all.   

The Board of Directors and TC LHIN staff 
has, over the past year, created the 
environment for this dialogue to take place 
and remains committed to continuing to 
work with the community and providers to 
build an enviable local, regional and 
provincial health system that ensures 
“Excellent Care for All”. 

 

              

 

Angela Ferrante     Camille Orridge 
Board Chair      CEO 
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2. Toronto Central LHIN Profile  

 
Overview by Sector: 
 

The TC LHIN has the highest concentration 
of health services in Canada, with 170 
unique health service providers (HSPs), 
which offer a total of 208 unique programs 
and services. 

 17 hospitals with a total of 2.19 million 
patient days.  

 17 Community Health Centres (CHCs) 
providing an estimated 423,511 face-to-
face encounters (YE 2012/13). 

 67 agencies providing community 
support services (CSS) totaling an 
estimated 889,054 community visits and 
965,490 resident days.  

 69 agencies that provide mental health 
and addictions (MHA) and problem 
gambling services totaling an estimated 
1,252,623 visits.  

 1 Community Care Access Centre 
(CCAC) providing an estimated 
3,608,048 visits/hours of care and case 
coordination.  

 36 Long-Term Care (LTC) homes 
accounting for almost 6,386 approved 
long-term care beds (equivalent to 
2,323,176 days).  

 

TC LHIN Population Facts: 
 

 2.6 million people live in Toronto, the 
fifth largest city in North America and 
1.15 million people live within TC LHIN. 

 55% of patients who receive care in TC 
LHIN come from other LHINs.  Our 
health care system plays a local role as 
well as a regional and provincial one.  In 
addition to the people who reside in the 
TC LHIN area, providers in the LHIN 
also serve people from across the GTA 
and Ontario.  A number of hospitals in 
the TC LHIN provide specialized 
services that are not offered anywhere 
else in Ontario.  Also, some 2.4 million 
daily commuters come into Toronto 
each day, some of whom receive 
primary and other health care services 
in TC LHIN. 

 32% of the population is 22 to 44 years 
old. 

 14% of the population is aged 65 years 
and older.  

 170 languages and dialects are spoken 
in Toronto. 

 Just over one quarter of the population 
is low income, the highest rate of all the 
LHINs and approximately 5,000 people 
are homeless in the City of Toronto. 
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 Toronto has the highest number of 
lesbian, gay, bisexual and transgender 
(LGBT) people in Canada.   
 

Special Populations in the TC LHIN 
 
Over the past year TC LHIN has worked to 
identify key populations and more 
specifically, the challenges to accessing 
care that certain populations experience. 
Recognizing that demographics provide 
significant insight to the current and future 
health care needs of a community, the LHIN 
has been working to ensure that its planning 
and implementation activities are reflective 
of both the local demographics, as well as 
the broader demographic drivers affecting 
access to care and care delivery. 
 
An Aging Population 
 
Seniors aged 65 years and older account 
for 14% of the TC LHIN population. 
Between 2016 and 2031, that number will 
grow to 45% of the population. 
 
Seniors are living longer than ever before. 
And while this is testament to the successes 
of modern medicine, it also brings with it 
tremendous social and economic pressures. 
Health care use rises as people age and 
most costs are incurred during people’s final 
years of life. With the large cohort of aging 
baby boomers reaching their senior years, 
health care costs will inevitably continue to 
grow. Our challenge is to manage the rate 
at which those costs grow by improving the 
quality and efficiency of care and investing 
in services that add value. 
 
Aboriginal Peoples 
 
There are 19,265 people of Aboriginal 
Identity in Toronto. Toronto’s highly diverse 
Aboriginal community comprises many 
different First Nations peoples from across 
the country as well as Inuit and Métis.  
 
Aboriginal communities have significant 
health disparities when compared to other 

populations, and have been historically 
marginalized within the mainstream health 
system. The rates of chronic conditions, 
such as diabetes, are sometimes higher. 
There is limited information about the health 
status and health care use of Aboriginal 
peoples due to the fact that Aboriginal 
ethnicity is not discrete in health 
administrative data sets. 
 
Francophones 
  
Toronto has a Francophone population of 
53,000, many of whom are recent 
immigrants and/or visible minorities.  Almost 
half were born outside of Canada.  
Francophones are dispersed across the City 
and do not tend to live in any particular 
neighbourhood. Likewise, French language 
health services are scattered across TC 
LHIN, which contributes to challenges 
navigating the health care system for this 
population. 
 
Immigrants 
  
In TC LHIN, 41% of residents are 
immigrants, 8.3% of whom arrived in 
Canada between 2001 and 2006. 
Newcomers often encounter barriers to 
care, particularly if they do not speak 
English; 4.5% of the population reports no 
knowledge of either official language.  
Evidence shows that people with limited 
proficiency in English tend to stay longer in 
hospital as do those who are unable to 
communicate with care providers in their 
first language.  
 
Refugees 
 
There are over 25,000 refugees in TC LHIN. 
Countries of origin include Hungary, China, 
Columbia, Pakistan and Namibia. Refugees 
need access to care for general health care 
as well as any conditions they have as a 
result of their particular experience. There is 
widespread concern that the federal 
government’s change to the Interim Federal 
Health (IFHP) Program, a program that 
provides temporary health benefits to 
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refugees, is potentially very harmful to a 
vulnerable population group. 
 
People Affected by Mental Health and 
Addictions Issues 
 
There are approximately 23,975 individuals 
living with a serious mental health disorder 
who require ongoing specialist treatment 
and supports in TC LHIN.  
 
At 25,948 visits, TC LHIN has the third 
highest rate of mental health/substance 
abuse–related visits to the Emergency 
Department. The average length of stay in 
hospital for mental health/substance abuse 
patients is 37.4 days, with a readmission 
rate of 13.3%.  

 

2013/14: A Year of Progress 

2013/14 represented the second year of TC 
LHIN’s 3-year IHSP-3 and one in which 
many planning activities moved into 
operations and others, into evaluation.  This 
multi-dimensional environment has enabled 
TC LHIN to assess, or in some cases, 
reassess, its priorities, make adjustments to 
plans where necessary to reflect the current 
planning paradigm and forge ahead with 
initiatives where there is a sound and 
evidence-based case for doing so. 
 
The IHSP-3 builds on the directions set out 
in Ontario’s Action Plan for Health Care and 
supports major provincial directions, such 
as Health Links.  The IHSP-3 identifies the 
following Strategic Aim and Priorities: 
 

Strategic Aim: 

Transform the system to achieve better 

health outcomes for people now and in the 

future. 

The five IHSP-3 Strategic Priorities address 
the most urgent local health needs and offer 
the greatest opportunity for system change 
to meet our goals for patients. 

1. Address the needs of the 1% of 
highly complex patients with the 
greatest needs, requiring the most 
resources. 

2. Prevent and delay serious illness 
and injury among those who are at 
greatest risk of declining health. 

3. Improve the patient experience. 
4. Deliver value and sustainability 

through efficient use of resources. 
5. Sustain our gains.  

 
Underpinning these priorities are 
Foundational Activities, or key enablers, 
that support our ability to deliver on key 
projects and activities.  The successful 
penetration and sustainability of these 
Foundational Activities will be critical to the 
depth and breadth of our overall health 
system transformation success.  These 
include: 

Strategic Advisory Council 

Given that 75% of health status is 
influenced by factors outside of the health 
care system, the LHIN brought together 
social service partners such as the United 
Way, the Ministry of Community and Social 
Services, and The City of Toronto to explore 
ways to integrate planning efforts. The TC 
LHIN Strategic Advisory Council provides 
advice to the LHIN on matters of strategic 
importance to improvements in population 
health.  
 
The Committee brings together leaders from 
health and non-health sectors to support 
cross- sectoral collaboration on initiatives 
that greatly impact, but do not fall strictly 
within the span of health care. These 
initiatives include work on affordable 
transportation, both for patients and health 
care workers who are critical to the 
functioning of a sustainable system and 
examining broader approaches to 
supporting youth in transition.  
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eHealth in TC LHIN 
 
A number of eHealth and Information 
Management projects are underway across 
organizations in TC LHIN. These initiatives 
are meant to support and enable key health 
system priorities. They support and 
underpin the Toronto Central LHIN IHSP-3 
and will also help to facilitate the outcomes 
targeted through Health Links. 

The benefit of electronic solutions is that 
they provide clinicians with the ability to 
securely share information within, and 
across, health sectors.  This will enable 
providers to have a more comprehensive 
view of the patients’ needs and facilitate 
improved patient transitions across the 
continuum of care.  Furthermore, having 
access to data about a patients care journey 
enables organizations and the LHIN to 
develop informed plans to improve service 
delivery.   

 Integrated Decision Support:  TC 
LHIN moved from beta testing into 
production (live data) for its Integrated 
Decision Support (IDS) system. The 
LHIN began using IDS as one source of 
data for strategic priorities such as 
Health Links. In collaboration with the 
Toronto Central CCAC and other Health 
Link leads, TC LHIN will determine how 
IDS can best be leveraged. Hamilton 
Niagara Haldimand Brant LHIN currently 
uses IDS to identify and baseline their 
high users for Health Link work.  HSPs 
in other LHINs are already using IDS to 
assist with quality improvement 
initiatives. The integrated data set in IDS 
allows HSPs to gain important insight 
into their patients’ journeys for specific 
populations (e.g. Mental Health & 
Addictions) and indicators (e.g. 
Readmissions and Repeat ED Visits). 
To support new users to the system, 
Hamilton Health Sciences offered a 
comprehensive training session on 
January 8th which was well attended by 
many HSPs. In addition, there are many 
online tutorials and webinars available. 

Future in-person training sessions are 
being planned over the coming months. 
IDS adoption will be supported and 
championed by the TC LHIN IDS 
Operations Committee which includes 
members from all TC LHIN hospitals 
and CCAC. 
 

 ConnectingGTA:  TC LHIN continues 
to provide its support to the 
ConnectingGTA program, which has 
made significant progress towards 
delivering a regional electronic health 
record. This solution is a rich collection 
of relevant patient information such as 
hospital reports, CCAC reports, lab 
information and other clinical information 
from 11 hospitals and 5 CCACs across 
Central Ontario.  It will enable providers 
to have a comprehensive profile of a 
patient’s health care needs in support of 
improved quality of care.  
 

 Hospital Report Manager:  TC LHIN is 
actively promoting the implementation of 
Hospital Report Manager (HRM) with 
our providers. This initiative will 
automatically push hospital reports 
directly into the Electronic Medical 
Records (EMRs) of primary care 
providers, significantly improving their 
ability to provide timely follow-up, safe 
and quality care to their patients.  A TC 
LHIN hospital was the first site to 
implement the provincial-grade HRM 
solution and will continue to encourage 
the expansion to remaining 
organizations in the LHIN. 
 

 Resource Matching and Referral: A 
critical system resource within Toronto 
is the Resource Matching and Referral 
(RM&R) solution. The LHIN and its 
providers rely on RM&R to facilitate 
referrals across organizations and use 
its rich data to understand barriers for 
patient transitions. The LHIN has 
already begun to incorporate the 
provincial referral standards into this 
solution in 2013/14 a significant 
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milestone for the Provincial RM&R (led 
by TC LHIN).  The Business 
Transformation Initiative (BTI) was 
reached when over 350 HSPs became 
live with the Provincial Referral 
Standards.   

All currently participating sites are 
providing feedback through online 
surveys, as well as regular touch points 
with the LHIN Liaisons or the Cluster 
Delivery Team. To date, no significant  

concerns related to the implementation 
of the standards have been brought 
forward by participating HSPs, we will 
continue to monitor the results over the 
final evaluation months.    

In TC LHIN, a re-vitalization of the TC 
LHIN RMR&R Governance structure 
was also conducted in order to ensure 
that current committees, membership, 
and governance functions are in 
keeping with the state of the program.

 

3. Strategies that Reflect Our Diverse Population 

TC LHIN’s Health Equity Framework 

Given the diversity of both the population 
we serve and of our health service provider 
community, health equity is a foundational 
principle which guides the LHIN’s strategic 
work. We define health equity as the 
attainment of the highest level of health for 
all people.  
 
Achieving this objective requires that 
everyone be valued equally, with focused 
and ongoing societal efforts to address 
avoidable inequities, historical and 
contemporary injustices, and the elimination 
of health and health care disparities. 
 
The impact of socio-demographic factors on 
health outcomes and overall population 
health is well documented. The LHIN has 
embraced the need to better understand 
who comprises the population we serve, 
including gaining greater insights into the 
sub-populations, their characteristics and 
their experiences with the health care 
system. This information will be used to 
allow providers and planners to more 
effectively target strategies and 
interventions, serving these populations 
better. 
 

TC LHIN has developed an equity 
framework to guide the equity work (see 
figure below).  It is based on the 
overarching goal (or vision) of providing 
Excellent Care for All. There are three main 
components:  

a) Enabling and empowering 
organizations to incorporate equity in 
their work of program planning, 
service delivery, evaluation and 
ensuring that all subgroups are 
considered based on their needs;  

b) Applying an equity lens at TC LHIN 
– which means that the LHIN 
considers equity in all their internal 
planning and decision making;  

c) Addressing identified barriers – 
focuses on targeting identified or 
emerging barriers to service such as 
Aboriginal mental health, refugee 
clinic and St. James Town project.  

d) The two critical enablers for all the 
components are the availability of 
social-demographic data and the 
collection of patient 
perspective/feedback.  

e) The figure below illustrates the TC 
LHIN Equity framework and provides 
examples of some of the initiatives 
that have been implemented for 
each component. 
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Language Services Toronto  
 
Patients with limited English proficiency are 
more likely than their English-speaking 
counterparts to suffer from adverse health 
events, and these adverse events tend to 
have greater clinical consequences. 
Patients with limited English proficiency 
have longer hospital stays for some 
common medical and surgical conditions 
than their English speaking counterparts. 

 
Language Services Toronto was officially 
launched in October 2013, representing a 
group of organizations with a single contact 
for over-the-phone interpretation services, 
24 hours a day, 7 days a week in more than 
180 languages. There are 33 facilities that 
have chosen to join the consortium of 
Language Services Toronto. 
 

  

In 2013/14, more individuals were able to receive health care services in their preferred language. 

Through Language Services Toronto, there was a 129% increase in the number of medical 

interpretation service calls per month since the program’s inception and over 45,000 minutes of 

over-the-phone interpretation. 
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Urban HEART 

TC LHIN is a geography comprising 72 
neighbourhoods, many of which are 
polarized in terms of their socio-
demographic characteristics. TC LHIN uses 
a combination of data and engagement to 
identify communities of need.  From an 
information perspective, TC LHIN has been 
a partner in the Urban Health Equity 
Assessment and Response Tool (Urban 
HEART Toronto) project that will assist in 
the identification of neighborhoods in need 
moving forward.  
 
Based on a World Health Organization 
framework designed to help city leaders of 
developing cities and their communities 
resolve health inequities, Urban HEART 
Toronto is a unique framework designed to 
bring organizations from diverse sectors 

together to solve health and social equity 
problems in an urban context of a 
developed city. Urban HEART combines 
research evidence, partners’ organizational 
data and community knowledge to assess 
urban equity in relation to five policy 
domains: 
 

1. Economic Opportunity 
2. Social Development  
3. Physical Environment  
4. Participation in Decision-Making 
5. Healthy Lives  

 
The project is a partnership of The City of 
Toronto, Centre for Research in Inner City 
Health, TC LHIN, Toronto District School 
Board, United Way of Greater Toronto and 
other partners. 

 

4. Community Transformation 

TC LHIN recognizes that a resilient and 
sustainable community sector is a critical 
element of the health eco-system, ensuring 
that it is fully equipped to face the 
challenges of an aging population with 
complex health needs.  
 
Improving the health outcomes of residents 
requires equitable and reliable access to 
services in the community, sufficient service 
capacity and a system that is designed to 
support clients as they transition from one 
provider to another.  
 
The concept of ‘building community 
capacity’ to support LHIN priorities is not 
necessarily about more services, but about 
delivering those services with the highest 
degree of integration and relevance 
possible, driven by the best interests of the 
users of the health system. 
 
Our plan for Community Sector 
Transformation was driven by an 
understanding of the needs of the 
populations we serve. The LHIN struck four 

working groups comprised of sector experts 
to help inform how complex and at-risk 
populations can be better supported through 
greater alignment and linkages across 
sectors.    
 
Transformation is being co-designed with 
the sector. It will focus on standardization, 
appropriateness, productivity and innovation 
implemented at scale. 
 
These consultations resulted in the 
development of blueprints describing future 
models of care (e.g. access models, service 
delivery models) and in the identification of 
recommendations for service 
enhancements that would advance these 
models.   
 
Health system transformation is about 
redesigning the system to allow for more 
flexible delivery models that promote access 
and quality and while ensuring that services 
are provided in a fiscally responsible and 
sustainable manner. 
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The models and advice have been used to 
create a balanced investment strategy in the 
community sector.  In previous years, the 
LHIN has provided increases to all 
providers. This approach does not reflect 
the areas of need identified in consultation, 
nor does it direct the investment 
strategically to the areas and providers that 
will produce the greatest impact for clients. 
In 13/14 the LHIN held eight targeted calls 
for proposals, with the goal of maximizing 
impact and optimizing outcomes. These 
calls supported the distribution of $23.5 
million in ongoing base and $14.3 million in 
one-time investments.  
 

The $23.5 million in base funding for new 
services will benefit approximately 7,500 
new clients across the community services 
sector, including At Risk Seniors, Adults 
with Physical Disabilities, Adults with 
Complex Needs, those at risk of becoming 
complex patients and Aboriginals (Chart A).  
 
The allocation of $14.3 million in one-time 
funding included $5.6 million in 
infrastructure such as equipment, 
renovations, staff education/training, quality 
improvement initiatives, information 
technology and planning (Chart B).  
 

 
 
 
 

 

  

Chart A: Enhancing Services 

to Populations 

Community Investment of an 

additional $23.5M in ongoing 

base funding 

 

Chart B: Enhanced Focus 

Funding 

$5.6M for Community 

Infrastructure 
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5. Integrated Health Service Plan Priority Updates 

Strategic Priority: Address the needs of 
the 1% of highly complex patients with 
the greatest needs, requiring the most 
resources.  
 
Strategic Priority: Prevent and delay 
serious illness and injury among those 
who are at greatest risk of declining 
health. 
 
We know that 1% of the population 
accounts for approximately one-third of 
health care costs. Sustainability of the 
health care system in the future is 
dependent on efficient and effective 
management of the resources that are 
available today. To ensure that we can 
continue to invest in high quality services 
we must strategically target our resources to 
where they will be most effective and will 
have the greatest impact on patient 
outcomes.  
 
Many patients in this high-user group are 
not receiving appropriate care. TC LHIN is 
directing resources to the coordination and 
appropriateness of care, ensuring that these 
patients are able to access long-term care, 
hospice care, rehabilitation or home care in 
a timely way. 
 
The LHIN will focus on particular groups 
within the 1% population on which to target 
efforts in the community sector.  
 
Outside of the 1% of highest users there are 
patients who, with the right supports and 
services can often maintain their health and 
independence. Patients in this group tend to 
have multiple chronic diseases and use 
multiple parts of the system. These patients 

require ongoing primary care to help them 
to maintain their health and manage their 
conditions. Caregivers play an 
indispensable role in helping these 
individuals with their daily needs. Patient 
self-management programs may also 
improve their health and quality of life.  A 
strong primary care system that is well 
integrated with community health services, 
acute care and other services and providers 
in the continuum of care is the cornerstone 
of our plan to improve the health and reduce 
the burden of illness in highly complex 
patients. 
 
Health Links  

Since their introduction in 2012, TC LHIN 
has made Health Links a key strategy in 
achieving better health outcomes for the 
most complex patients. The Ministry 
initiative was launched with the goal of 
focusing on those who have the greatest 
health care needs and use the most 
services. Many are in and out of hospital or 
prematurely admitted to long-term care 
when they would prefer to - and would 
benefit from – receiving care in their 
communities and homes. The initiative has 
the dual objectives of improving the quality 
of care for these complex patients as well 
as creating efficiencies in the system that 
will make it sustainable for the longer-term.  

Achieving greater efficiency and 
effectiveness correlates to reducing 
avoidable problems such as medication 
errors, infections, and complications and 
missed opportunities for holistically 
managing a patient’s health status in a 
community environment.  

 
Delivery of Population-Based Integrated 
Health Services  
 
TC LHIN has taken the approach of tailoring 
plans for Health Links to the local needs in a 
particular catchment area. This has allowed 

for the identification of sub populations 
within neighborhoods; a step that will lead to 
more targeted interventions for these 
groups than would otherwise be possible.  
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For example, the South Toronto Health Link 
has identified that their affiliated hospital 
receives a disproportionate number of 
emergency visits from mental health and 
addictions clients. This finding has led the 
Link and its partners to identify mental 
health as their primary focus for targeted 
intervention in the first few years of 
development. 
 
The TC LHIN has been divided into nine 
Health Links that are being implemented in 
three waves. These Health Links are 
connected by planning tables, technological 
infrastructure and shared resources. Solo-
physician offices will capitalize on this 
model through access to inter-professional 
resources. 

All Health Links will be accountable for 
achieving the provincial objectives.  In the 
immediate term, Health Links in TC LHIN 
have been focusing on making three 

foundational care improvements, in addition 
to meeting the overarching Health Links’ 
objectives: 
 

1. Providing all complex patients with a 
primary care provider. 

2. Providing each complex client with a 
coordinated care plan. 

3. Ensuring complex clients see a 
primary care provider within seven 
days of being discharged from 
hospital. 

 
Each of the nine Health Links are 
responsible for the development of delivery 
models that leverage the most appropriate 
set of tools for reaching their population. 
These tools might include mobile, and/or 
virtual care depending on the health and 
social needs of the community and the 
health service providers that are available to 
support them.

 

 
 
Developing local expertise for broader 
scale implementation  
 
While tailored, local solutions are central to 
the Health Links strategy there many tools 
that all providers will be able to use to 
improve their management of complex 
patients. The use of common tools across 

the LHIN is considered to be a key 
opportunity for improving the 
communication between providers and 
supporting the transition of patients from 
one setting to another.  
Toronto Central LHIN has tasked each of 
the nine Health Links with the responsibility 
of developing expertise in caring for specific 
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types of populations, with the goal of scaling 
their innovations across the LHIN. One 
example of this is the development of a 
standardized discharge summary.  
 
All nine Health Links have begun 
implementation. The first four have made 
significant strides in identifying their target 
population and in attaching patients who 
were previously without a primary care 
provider. The Links have also leveraged 
their expertise to develop common tools that 
will be rolled out across Toronto Central 
LHIN and in some cases the province. This 
includes the development of a Coordinated 
Care Plan that will be used by the teams of 
providers that care for complex clients.  
 
The tool will ensure that information is 
shared, care plans are developed in concert 
with the providers and the patient and all 
elements of the patients’ needs are 
documented and addressed. This work will 
be leveraged by the work of other Health 
Links to initiate standardized follow-up with 

patients within seven days of discharge 
from hospital.  
 
Other key deliverables from our Health 
Links include: 
 

 Training program for primary care 
providers to do Advanced Care 
Planning or palliative care advance 
life directives for patients. This 
project has been developed in the 
North East Toronto Health Link and 
will be scaled across the LHIN 

 Partnership of primary care partners 
in the Don Valley Greenwood Health 
Link have worked together to 
improve the care for complex 
patients living with diabetes {HOW} 

 Seniors’ fair, part of the work being 
carried out by the Mid-West Health 
Link around the multi-cultural 
engagement of seniors in their 
Health Link. 

Investing in Community Health Care 

In February 2013, the Community Mental 
Health and Addiction Sector Working Group 
was established to develop concrete plans 
and strategies to connect a population of 
complex clients to needed services resulting 
in improved access, increased coordination 

and integrated care, and enhanced service 

capacity. As a result of this work, TC LHIN 
focused community investment in key 
service areas to improve care for this 
population. Calls for Proposals were issued 
in the fall and all funding decisions were 
completed by the end of December, 2013. 
The areas of focus were the following:

 
Integrated Service Coordination and 
Enhanced Service Capacity 
 
Two teams were created, one in each of the 
Wave 2 Health Links, to serve the “most 
difficult to serve” patient population. These 
teams will provide for service coordination 
and multi-disciplinary team-based care for 

the most complex clients, flexibility to 
increase and decrease intensity of service 
as required, timely access to service and a 
network of partners to provide seamless 
access to additional key services.  
 
To date these teams are preparing to initiate 
service for approximately 200 clients in 
spring 2014, including recruiting and training 

As of February 2014, 99% of Complex Vulnerable Patients who registered with Health Care Connects 
were successfully attached to a primary care provider, compared to 89% in February 2013.  Referral rates 

for all registered patients have improved from 50.14% in February 2013 to 72.34% in February 2014.  
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Over the past two fiscal years, there has been a 30% increase in the total 

number of resident days for individuals receiving assisted living services (or 

221,940 additional days of service delivered) Between 11/12 and 12/13, 695 

additional individuals received assisted living services. As of 12/13, 4978 

individuals received assisted living services.  

staff, training provider partners on 
behavioural therapy approaches, forming 
links with their respective Health Links, 
development of common eligibility criteria 
and referral protocols.   
 
Expanded Housing Supports 
 
Investments have been made to increase 
the high support housing capacity within the 
Toronto Central LHIN which is critical in 
helping individuals with mental health and 
addictions issues stabilize, recover and 
improve quality of life. Currently TC LHIN is 
working to remedy the lack of affordable 
housing within TC LHIN and address the 
needs of more than 7,000 individuals in 
need of housing.  
 
In an effort to increase access, TC LHIN is 
supporting several new housing initiatives 
including: 

 8 new high support housing units 
and 3 respite units managed by 
LOFT Community Services for 
particularly vulnerable tenants 
whose housing may be at risk and 
who require short-term high-level 
supports to stabilize. 
 

 10 units of high support transitional 
housing for Aboriginal Youth with 

Mental Health and Addictions 
challenges managed by the Native 
Canadian Centre of Toronto, in 
partnership with Good Shepherd. It 
provides culturally specific 
programming and case management 
for youth and this housing is 
believed to be the first of its kind for 
Aboriginal Youth in Ontario. 

While working in partnership with Toronto 
Community Housing Corporation, TC LHIN 
has identified a significant number of 
tenants living in community housing who 
have mental health and addiction conditions 
who may not be receiving services and 
supports.   

Investments are underway to bring 
additional supports into existing high-risk 
community housing buildings. The new 
services are expected to result in the 
identification and attachment of tenants with 
complex needs to the appropriate health 
services (including primary care), improved 
safety and security for tenants, increased 
social connection and community capacity.  
Buildings have been chosen in the 
Downtown East and West ends of Toronto, 
based on ED visits, hospitalization, high 
rates of incidents, hoarding and other 
vulnerability factors related to income 
source. 
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Peer and Family Supports 

It is widely recognized that peer support is a 
valued intervention forming part of a holistic 
approach to mental health and well-being 
and there is a growing body of evidence 
demonstrating the positive impact of the 
peer role in service delivery.   

Families and caregivers are not only an 
essential member of the team in addressing 
the needs of someone with a mental illness 
or addictions, but families themselves 
become clients of the system and require 
support.  As with peer programs, family 
driven programs are meant to provide 
people with the skills, knowledge and 
assistance required to navigate the system, 
make informed decisions, and to build 
strong support networks. 

A number of programs are underway in TC 
LHIN to build capacity within the system and 
within the peer and family service sectors. 
Those expansions include extended 
evening, weekend and holiday hours, new 
web-based addictions peer-based treatment 
programs, new groups and individual 
programs for families, new family web 
resources, adaptation of peer empowerment 
programs for families, linguistic and 
culturally specific family outreach, 
strengthening of consumer- run employment 
training programs, the development and 
implementation of peer support training 
programs. The Toronto Central LHIN is 
community to supporting families to better 
support their loved ones, increase their own 
resiliency, and improve their relationships 
with the mental health and addictions 
system. Additionally, consumers will have 
greater access to the supports they need 
through peer based programming and will 
have increased resiliency as well. 

Behavioural Therapy 

In response to long wait times and large 

gaps for behavioural and adaptive cognitive 

behavioural therapies, three projects were 

funded to increase TC LHIN’s capacity in 

these areas:   

 

 Women’s Health in Women’s Hands, 
in partnership with Sherbourne Health 
Centre, Canadian Centre for Victims of 
Torture and CAMH, will provide new 
capacity in culturally adapted cognitive 
behavioural therapy to immigrant, 
refugee and racial populations in TC 
LHIN.  The project will serve 190 clients 
annually through individual and group 
based programming.  The program is 
targeting hard to reach populations who 
have historically not accessed mental 
health and addictions services by 
integrating evidence based and adapted 
interventions into services that operate 
as a gateway to other service, for 
example, settlement, primary care and 
trauma services. In addition to direct 
service, the model provides for capacity 
building support within the partnering 
organizations to improve quality of 
services over time.  
 

 Asian  Mental Health Initiative – 
University Health Network, in 
partnership with Hong Fook Mental 
Health Association and Abrigo Centre, 
will be funded to provide a new model of 
therapeutic services to Cantonese, 
Mandarin and Portuguese speaking 
clients with mental health issues.  The 
project will serve 150 clients annually 
through group based programming.  The 
model proposes to incorporate three 
evidence based treatment modalities 
that integrate and recognize eastern and 
western practices; Cognitive 
Behavioural Therapy, Acceptance and 
Commitment Therapy and Mindfulness.  
Groups will be co-lead by the project 
sponsor and the appropriate community 
organization which is expected to 
support transitions and connections 
between the time limited group 
intervention and longer term community 
based supports.  The model is culturally 
adapted and responsive to the needs of 
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these targeted communities.  This new 
resource will be available for complex 
Chinese and Portuguese speaking 
clients within targeted Health Links, as 
well as across the LHIN.   
 

 Asian Mental Health Initiative piloted 
in the TC LHIN addressing the needs of 
Mandarin and Cantonese speaking 
clients will be sustained to address 
immediate needs of clients, reduce wait 
times for group and individual 
counseling, and enhance access to 
cultural and linguistic supports in an 
area of need.  As it moves forward, the 
service will support a more integrated 
service between UHN and Hong Fook 
allowing for the following; triage and 
matching to right place of care for 225 
individuals/families annually, increased 
Urgent Care access to 10 spots within 
one week of triage, outpatient 
intervention – reduction in wait times for 
intensive out-patient service from 4-6 
weeks, to 2-4 weeks, pre-treatment 
support groups offered in day and 
evening to provide immediate supports 
to clients and to ready them for one on 
one service.  A minimum of 320 
individuals will be served through these 
groups annually. 

Mobile Crisis Intervention Teams 

A Mobile Crisis Intervention Team is a 
combination of one nurse and one police 
officer. They are secondary responders and 
are called in by the first responders (police) 
once they arrive on the scene and 
determine that there is a mental health 
concern that would benefit from the Team’s 
expertise.  When the team arrives, they take 
over the intervention, assess whether the 
person needs to be taken to hospital or 
whether they need to be referred to 
community supports.   

As a result of the recommendations from 
the Mobile Crisis Intervention Team 
Steering Committee, co-chaired by Toronto 
Police Services and Toronto East General 

Hospital, a new team was launched at the 
North York General Hospital site this year.  
The Central LHIN has confirmed funding for 
this new team, which will participate in the 
Mobile Crisis Intervention Team Steering 
Committee and has adopted the protocols, 
procedures, training and reporting that all 
other Toronto teams have agreed upon. An 
expansion planning working group 
confirmed a proposed expansion model in 
March 2014, supported by Toronto Police 
and the existing Hospital partners. The 
Mobile Crisis Intervention Team initiative is 
being expanded to cover three additional 
Police Divisions where there was previously 
no Mobile Crisis Intervention Team service. 
There is an announcement of the expansion 
Mobile Crisis Intervention Team across all 
seventeen TPS Divisions planned for early 
May 2014. 

The Centre for Research on Inner City 
Health has also completed a research 
evaluation of the Mobile Crisis Intervention 
Team Program. Overall, program 
stakeholders, including police, staff, 
community, agencies, health system 
partners and consumers feel that the 
program is meeting its key goals to respond 
to individuals in crisis, and treat in the 
community to prevent unnecessary 
hospitalization and criminalization 

Consumers had positive experiences with 
the teams, and emphasized that these 
experiences were related to interactions 
whereby the teams were caring, made the 
consumer feel respected, that they had a 
voice and gave them opportunities for 
choice within the interaction. Team 
members are proud and invested in the 
work that they do. 

Additionally, over the past year, the police 
and healthcare sectors have worked 
together to increase standardization and to 
further develop The City of Toronto Mobile 
Crisis Intervention Team Program. 
Accomplishments including the 
development of: 
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 A one-week annual specialized Mobile 
Crisis Intervention Team course for all 
new Teams, including training on 
understanding mental health disorders, 
use of force safety and de-escalation 
role play. 

 An Mobile Crisis Intervention Team 
education plan to provide education 
and a forum for ongoing dialogue 

 A data collection strategy to promote 
ongoing and regular program 
monitoring 

 

Enhanced Adult Day Programs 

There are five enhanced Adult Day 
Programs operating in TC LHIN, located 
within St. Clair West: Services for Seniors, 
St. Christopher House, SPRINT, 
WoodGreen Community Services and 
Providence HealthCare. This year the 
program operated by St. Clair West 
Services for Seniors completed ramp-up 
and began providing enhanced adult day 
service to clients, Monday to Friday into 
early evenings including some overnight, as 
well as weekend coverage. SPRINT Senior 
Care has begun to ramp up is ramping up 
for service in a new location in the north-
east end of the LHIN and has begun 
providing services. During the development 
of these programs, work has also begun to 
implement standards across all five 
enhanced Adult Day Programs. The 
standards address: 
 

 Hours of operation – provision of 
evening and weekend (Saturday only) 
programming. The primary aim of the 
extended hours is to provide respite and 
caregiver support. 

 Transportation – services will be 
provided to support the extended hours 
either through the providers’ existing 
transportation program or third party 
services.  In the long term, it is expected 
that Toronto Ride would provide 

transportation in the evenings and on 
weekends. 

 Staff education – each enhanced Adult 
Day Program will form a partnership 
with the Alzheimer Society of Toronto 
for training on best practices in the care 
of adults with dementia/cognitive 
impairment. 

 Client assessment – as a practice 
standard, one client assessment will 
conducted by either the CCAC or CSS 
agency (or joint assessment).   

 Fees and Subsidies – the five agencies 
are working collaboratively to develop a 
standard fee schedule and adopt a 
standardized subsidy assessment tool, 
currently being tested by select CNAP 
agencies. 

Chronic Disease Management 

Framework  

TC LHIN Chronic Disease Management 
Framework is a three-year guide that 
commenced in 2013/14 for service planning 
targeting individuals living with chronic 
disease. Across the three years of the TC 
LHIN’s Chronic Disease Framework 
initiatives will improve care for those with 
diabetes, COPD and CHF, in particular. TC 
LHIN strategic priorities for Chronic Disease 
Management are: 
 

 Planned, proactive strategies to manage 
and prevent chronic disease 

 Providers and sectors working together 
to provide optimal services and 
supportive environments, across the 
continuum of care 

 Evidence-based practice, measured by 
meaningful performance indicators, with 
accountability for results 

 Informed, Activated Patients and 
Prepared, Proactive Practice Teams 
with the tools to make it happen.  

 

 
The Telehomecare initiative is a key 
strategy within the chronic disease 

management framework, providing support 
to clients living at home with a chronic 
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disease such as COPD or congestive heart 
failure (CHF). The program provides a 
mechanism for regular monitoring of a 
client’s vital signs through 
telecommunications. Through 
Telehomecare monitoring of a patient’s vital 
signs at home by a CCAC nurse, along with 
coaching and support for the patient, we are 
hoping to see a reduction of the number of 
people with COPD or CHF going to the ED 
when they experience signs of a flare up. 
The program is attempting to help patients 
better manage their COPD and CHF at 
home.     

 
Telehomecare in TC LHIN is hosted and led 
by the Toronto Central CCAC.  By the end 
of December the project had exceeded its 
target of 649 enrollments - achieving 669 
enrollments.  At year end, 907 clients were 
enrolled (cumulative since program 
inception) – target was 923.  In 2014 the 
CCAC and Toronto Central LHIN have been 
working with Ontario Telehealth Network on 
the development of a sustainability plan to 
maintain the program once MOHLTC 
funding ceases in December 2014. 

 

TC LHIN is developing an overall strategy of 
making the best possible use of technology 
based service delivery to improve access to 
marginalized, disadvantaged, or the general 
population experiencing barriers to face-to-
face contact with service providers. Tele-
based service provision brings services to 
these populations that would otherwise not 
seek out service, or revert to the ED as the 

default service provider. Tele-based service 
provision aims to take full advantage of 
computer and telephone technology to 
connect clients with physicians, specialists, 
or other service providers as needed. The 
goal is to provide a non-traditional 
contemporary option to service delivery for 
today’s and tomorrow’s population. 
 
The driver of the Tele-Ophthalmology 
project, 
which 
began in 
2013/14, is 
the 
recognition 
that 
access to 
optometrist
s and 
ophthalmol
ogists is 
difficult for 
many 
individuals with diabetes. Lower retinal 
screening rates are observed in 
neighbourhoods to the south, north-west, 
and east of Toronto, due to a number of 
barriers, one of which is likely 
location/convenience/transportation. 
Providing screening by situating these tele-
ophthalmology units at strategic locations 
across the LHIN will help improve access to 
eye screening and ideally will help 
individuals to become connected with 
traditional primary care/eye health 
professionals for ongoing care. 
 
The tele-ophthalmology camera is portable 
and can travel between screening sites, with 
the results transmitted to the 
ophthalmologist for interpretation. If 
retinopathy is detected, there are a number 
of effective treatments which prevent loss of 
vision and resulting complications. 
 
The project commenced with South 
Riverdale CHC as the lead health service 
provider, with support from the Ontario 
Telemedicine Network and Dr. Michael 
Brent, ophthalmologist at UHN. The first 

Readmission rates in TC LHIN 
have improved over the last 
year for COPD, stroke and 
gastrointestinal illness.  Most 
notably, in Q1 2013/14 (latest 
time period for which data is 
available) COPD readmission 
rates had gone down to 
22.76% compared with 
25.27% at this time last year. 

As of Q3 2013/14, 10,710 clients across the 
LHIN received education on how to manage 
their diabetes at 12 CHCs and 4 FHTs. 
Through these Diabetes Education Programs 
(DEPs) there were 28,031 client volumes in 
the first 3 quarters of the fiscal year, 
including individual counseling, team-based 
care, group sessions, and internet/telephone 
support. 
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clients were screened in December 2013 at 
the South Riverdale CHC location; 
additional screening locations will be 
established in 2014, including locations in 
the Parkdale and Flemingdon communities. 

Additional Telemedicine Programs 

Telemedicine technologies link populations 
who have barriers to accessing services to 
needed health services such as primary 
care and/or specialty care. TC LHIN has 
implemented eight Urban Telemedicine 
projects. Each project has at least one 
Registered Nurse or Nurse Practitioner 
assigned to an innovative model of care, 
along with computer and telephone based 
technology.  
 
Projects aimed to demonstrate new models 
of care using telemedicine (OTN) 
technologies to increase access to care 
(e.g. primary care, specialty care) across a 
range of environments such as frail home-
based seniors, long term care home 
residents, complex children, women with 
substance abuse, perinatal women’s mental 
health, and others. 
 
Projects were selected based on a clear 
value proposition, alignment with TC LHIN 
strategic priorities, sustainability, scalability, 
and readiness. In addition TC LHIN sought 
models of care that would optimize the 
scope of practice of the telemedicine nurse 
resources. 

 
All of TC LHIN’s eight Urban Telemedicine 
projects are in the implementation stage.  
After several delays in fall 2013 related to 
the registration of new members on the new 
personal video conferencing solution, all 
projects have succeeded in hiring nurses, 
establishing agreements with care teams 
around telemedicine use and have not 
started serving clients using telemedicine. In 
the interim all projects were serving clients 
through traditional face-to-face means while 
developing required telemedicine 
processes, protocols and completing 
technical readiness activities. Projects will 

submit year-end reports reflecting on 
lessons learned and initial results of OTN-
based models of care in an urban setting.  
Below is a list of the eight initiatives: 

 

 Primary Care Support for Withdrawal 
Management Services (WMS) (led by 
Toronto East General Hospital):  5 WMS 
sites are using telemedicine technology 
and a telemedicine nurse practitioner to 
provide primary care and medical 
clearance for individuals with substance 
abuse issues to divert unnecessary 
Emergency Room visits. Nurse 
Allocation: 1 nurse practitioner. 

 Telewoundcare (led by Toronto Central 
CCAC): Using OTN Storeforward 
technology and a telemedicine 
registered nurse this program provides 
timely access to wound specialists for 
individuals with chronic diseases in the 
community. Nurse Allocation:  1 
registered nurse. 
 

 Telemedicine enhancement of the 
Integrated Complex Care Model for 
Medically Complex Children (ICCM) 
(led by the Toronto Central CCAC in 
partnership with the Hospital for Sick 
Children). This model will enable the 
ICCM key worker to engage in inter-
professional assessments out in the 
field with medical and nursing 
specialists in the surrounding healthcare 
community (i.e. hospital, community, 
primary care) and in so doing will serve 
to enhance communication, 
collaboration and integration of care 
across the continuum.  It brings access 
to the specialists in the home, 
decreasing the need in many 
circumstances for the child and their 
caregivers to attend a clinical visit, 
which can be challenging for many 
families. Nurse Allocation: 1 Registered 
Nurse. 

 Primary Care Support for Women 
with Substance Abuse Issues (led by 
the Jean Tweed Treatment Centre).  In 
a model similar to the WMS 
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telemedicine program, a nurse 
practitioner will provide primary care 
supports to clients at Jean Tweed’s 
Treatment Centre as well as at 2 
Addiction Supportive Housing 
Programs, in person and via OTN when 
offsite.  The nurse practitioner would 
also access specialist and clinical 
support consultations via OTN. This 
project would test the use of 
telemedicine and a mobile NP in the 
addiction supportive housing context.  
Nurse Allocation: 1 Nurse Practitioner. 

 Telemedicine Interprofessional Model 
of Practice for Aging and Complex 
Treatments (IMPACT) Program for the 
four early adopter Health Links.  This 
model extends interdisciplinary care for 
complex patients to solo physicians 
using telemedicine to avoid emergency 
department visits and hospital 
admissions.  Nurses (1 for each of the 
four Health Links) will provide clinical 
management/coordination functions 
focused on health information gathering 
and sharing, engaging all providers in 
integrated care planning meetings and 
facilitating telemedicine connections. 
Nurse Allocation: 4 registered nurses (1 
for each of the following Health Links: 
North East Toronto, East Toronto, Don 
Valley Greenwood and Mid-West 
Toronto). 

 Psychiatric Perinatal Community 
Outreach project (Led by Mount Sinai 
Hospital).  This model includes a nurse 
working in an outreach capacity with the 
support of telemedicine infrastructure to 

connect community partners to a 
multidisciplinary team of perinatal 
psychiatrists and social workers at the 
specialized perinatal mental health 
program at Mount Sinai Hospital.  The 
aim of the program is to provide client 
care to marginalized pregnant women 
and new mothers in the community that 
are experiencing mental health issues.  
The nurse will also facilitate perinatal 
psychiatric capacity building activities to 
community health workers. Nurse 
Allocation: 1 registered nurse. 

 Telemedicine Enhanced Nurse Led 
Outreach Team for East Hub (Led by 
Toronto East General Hospital). Nursing 
Homes will be readily connected to 
primary care and specialist support via 
OTN for consultation and assessments 
with an aim to prevent unnecessary 
visits by long term care home residents 
to the emergency department. Nurse 
Allocation: 1 Nurse Practitioner. 

 Integrated home-based primary care 
for frail home-bound seniors (Led by 
Mount Sinai Hospital).  The nurse will 
support the integrated home-based 
primary care initiative to enhance 
access to specialists for frail home-
bound older adults who are medically 
and socially complex using 
telemedicine.  The nurse will provide 
coordination support for the 
telemedicine component of the program 
as well as facilitate assessments in the 
client home for specialists using 
telemedicine. 1 registered nurse. 

 

Palliative Care Planning 

A Palliative Care Steering Committee was 
established to provide advice in the 
development of the plan.  A regional 
palliative care planning summit was held in 
December 2013 to confirm the areas of 
focus for the remaining four months of 
planning through the identification of work 
streams/groups that will be convened in 
January 2014 to advance TC LHIN palliative 

care plan. Over 50 participants attended the 
session and were engaged in discussions, 
facilitated by TC LHIN Palliative Care 
Steering Committee members, about the 
areas of focus. Early in 2014 work streams 
were established to continue to refine the 
initiatives and recommendations that will 
support the LHIN in achieving the overall 
objectives. In addition, a capacity review of 
palliative care services in TC LHIN was 
conducted and the results will inform 
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planning efforts.  A final report has been 
received and implementation of the 
Palliative Care Plan has begun. 
 
The overall objective of the plan will be to 
reduce the number of palliative care deaths 
occurring in acute care beds by 5% and to 
improve the client/caregiver experience.  

The plan will focus on: 
 

 Building community palliative care 
capacity,  

 Improving access to the right place 
for palliative care including: hospital, 
residential hospice, long-term care, 
and community services, and embed 
family and caregiver engagement. 

 

Integrated Health Service Plan Priority Updates 

Strategic Priority: Improve the patient 
experience  
 
TC LHIN aims to design health care 
services based on what people need and 
believe is important to their health. Patient 
input is a key component of the projects and 
programs that TC LHIN leads and funds. As 
part of work to improve the patient 
experience, we will make certain that we 
include the voices of those in our 
community with the greatest needs who, all 
too often, are not well served or heard in the 
health system.  
 
In the last year, TC LHIN has begun to 
develop tools to support health service 
providers in measuring and reporting on the 
patient experience, developing a common 
set of system-level quality indicators and 
collecting health equity data from hospitals, 
community health centres and local health 
leadership. 

Standardized Discharge Summary 
 
The discharge summary that accompanies 
a patient when they leave the hospital has 
often varied from one provider to another. 
There has been little standardization in the 
type of information included, or the 
expectations around timeliness of 
completion and provision of that summary to 
the primary care provider who is on the 
receiving end of the transfer of care.  
 

The LHIN has identified the development of 
a standardized, patient-friendly discharge 
summary as a key enabler to more 
seamless transition to care in the 
community. In 2013/14 the discharge 
summary was developed, tested and rolled 
out across all hospitals.  
Patient Experience Survey 
 
TC LHIN, in partnership with St. Joseph’s 
Health Centre, piloted a patient experience 
email survey with the goal of finding a low-
cost means of gathering real-time patient 
feedback. Additionally, this tool will be used 
to inform quality improvement planning with 
timely and relevant patient input. 
 
The pilot was launched in St. Joseph’s 
Health Centre’s Ambulatory and inpatient 
departments, and has since been 
customized for other health care providers, 
with subsequent pilot surveys taking place 
in Toronto Central LHIN at three Community 
Health Centres, Mt. Sinai Hospital and 
Planned Parenthood Toronto. 
 
Results from the pilot surveys indicate that 
patient experience email surveys could be 
sent out with minimum cost and without 
significant staffing resources. Overall, the 
survey has received a relatively positive 
response rate (between 30-50%) and has 
provided pertinent information that has been 
used by staff to improve quality of care. 
 
System-wide Quality Measurement 
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TC LHIN brought together providers, quality 
improvement experts and patient advisors 
to select six quality indicators that providers 
will be accountable for indicators in their 
own sectors that contribute to these big 
system improvement goals. Since these 
indicators depend on different parts of the 
system working together and relate to the 
transition of patients in the system, all 
sectors are working together to achieve 
these six quality indicators.  

Quality reports were created and reviewed 
by each sector to suggest improvements to 
the indicators and initiatives that would 
improve performance against the indicators.  
Currently, all sectors have now identified the 
sector specific indicators and are measuring 
the majority of the indicators. 

In March, TC LHIN invited our partners to 
take a closer look at the indicators that aim 
to reduce unnecessary readmissions and 
avoidable emergency department use. As 
part of TC LHIN’s Quality Indicators 
Initiative we held a symposium in an effort 
to bring a regional lens and team approach 
to improving the quality of care for patients. 
The symposium, From Data to Insight to 
Action, led to the identification of processes 
and strategies to reduce unscheduled ED 
visits and readmissions within sectors and 
across sectors. 

Measuring Health Equity 

TC LHIN is committed to collecting equity 
data and developing equity indicators and 
has begun to collect patient-level health 
outcomes to patient-level socio-
demographic data. The Institute of Medicine 
frames the criticality of equity data as 
follows, “The presence of data on race, 
ethnicity, and language does not, in and of 
itself, guarantee subsequent actions in 
terms of analysis of quality-of-care data to 
identify health care needs or actions to 
reduce or eliminate disparities that are 
found. The absence of data, however, 
essentially guarantees that none of those 
actions will occur” (2009).  In Canada, the 

loss of the long-form census has further 
eradicated the information base required to 
plan adequately for the population. 
 
The TC LHIN asked Mount Sinai Hospital to 
lead the collection of patient-level socio-
demographic data, supporting other TC 
LHIN hospitals going through the process. 
Mt. Sinai Hospital was tasked with the 
development of standardized methodology 
for collecting the data in hospitals, and 
explore strategies for linking the data to 
health outcomes.  As of April, all TC LHIN 
hospitals began implementing the health 
equity data collection process 
 
TC LHIN is now working on securing data 
repositories for the equity data, which will 
facilitate access from across sectors while 
preserving privacy and security of 
information. Additionally, the LHIN has 
begun collaborating with the Canadian 
Institute for Health Information (CIHI) to 
facilitate the submission of hospital inpatient 
and emergency data to CIHI special 
projects databases.  
 
Subsequently, a scan of other sectors 
showed that although some of them have 
been collecting equity data, it is not in a 
standardized format and may not be 
comparable across sectors or sometimes 
within sectors. To address this, the TC LHIN 
has brought forward a standardized equity 
data collection tool to Community Health 
Centres (CHCs).  To date, 5 CHCs have 
begun working with Mt. Sinai Hospital on 
implementation with the aim of having all 
CHCs start data collection in early 2014/15. 
 
Finally, in collaboration with the MayTree 
Foundation, the TC LHIN to study diversity 
in health care system by collecting in 
information that included sex/gender 
identity, visible minorities, disability, and 
sexual orientation of local leadership.  Data 
was collected from the boards and senior 
leadership teams of CCACs, LHINs and 
Hospitals and was presented at Health 
Achieve 2013. 
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Integrated Health Service Plan Priority Updates 

Strategic Priority:  Deliver value and 
sustainability through efficient use of 
resources.  
 
New Models of Care 

TC LHIN is bringing providers from across 
the system together to improve clinical care 
to, and to gain efficiencies through, 
integration and new approaches to service 
delivery. TC LHIN continues to drive this 
work forward in collaboration with the TC 
LHIN Clinical Efficiency/Clinical Utilization 
(CE/CU) Committee which is comprised of 
clinical leaders from across the Hospital and 
CCAC sectors. TC LHIN worked in 
collaboration with Sunnybrook Health 
Sciences Centre to implement best 
practices for stroke, total joint replacement 
(TJR) and hip fractures.  Total joint 
replacement and stroke best practices were 
implemented involving redistribution of 
funds from acute to rehabilitation centres, 
ensuring the right care, at the right time, in 
the right place.  

In an effort to meet best practices by getting 
hip and knee replacement patients into 
rehabilitation and recovery sooner, 
outpatient services are being enhanced in a 
number of organizations, including 
Bridgepoint Health. The number of hip and 
knee replacement patients discharged 
home increased from 64% in 2010/11 to 
81% by fall 2012.  A full plan for redesigning 
stroke and orthopedic rehabilitation services 
will be completed in 2013/14. 
 
Physiotherapy Reform 

 Exercise and Falls Prevention and 
Community-Based Rehabilitation – 
Until August 2013 physiotherapy (PT) 
services were delivered by Designated 
Physiotherapy Clinics (DPCs) in long-
term care homes, clinics and in patients’ 
homes, and the funding model was a 

fee-for-service model billed to OHIP.  
Due to concerns with value, equity and 
sustainability the MOHLTC proposed 
changes to this funding model.      

On April 18, 2013, the Ministry of Health 
and Long Term Care announced 
reforms to the OHIP-funded 
physiotherapy program including a 
transfer of resources and accountability 
for most of the services to the LHINs.  
Physiotherapy services continued to be 
delivered through four activity streams: 
In-Home, Long-term Care, Clinic-Based 
and Primary Care.   

Additionally, the Ministry invested $10 
million across the province to improve 
the availability of publicly funded 
Exercise and Falls Prevention classes. 
The Ministry is working with the LHINs 
to implement this initiative and put into 
action the other four areas related to 
physiotherapy reform in the community.  

 In-home physiotherapy services – 
Transitioned to Toronto Central CCAC 
for coordination and delivery, with an 
allocation of approximately $2.7M.  
Toronto Central CCAC identified more 
than 2,000 clients to transition in August 
2013.  Close liaison with other streams, 
particularly Exercise Classes and Falls 
prevention, to transition patients to most 
appropriate services. 

 Long-Term Care Physiotherapy 
Services – Following the new MOHLTC 
Funding Policy, TC LHIN confirmed with 
all TC LTCH’s that they had a plan in 
place to subcontract or hire 
physiotherapists using this funding to 
meet resident needs. 

 Community Physiotherapy Clinics – 
Previous Designated Physiotherapy 
Clinics transitioned to new funding 
agreements for clinic services with 
MOH. TC LHIN completed a call for 
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applications for new Community 
Physiotherapy Clinic Services in July 
2013.  MOH, in collaboration with the 
LHINs, reviewed and assessed the 
applications.  

 Physiotherapy in Primary Care –TC 
LHIN collaborated with the MoHLTC call 
for primary health care physiotherapy 
funding in July 2013.  

 Community-based Exercise Classes 
and Falls Prevention – TC LHIN was 
allocated approximately $668,200 and 
$167,000 base funding for direct costs 
associated with providing Exercise and 
Falls Prevention classes. The primary 
goal was to replace existing exercise 
and falls prevention classes found in 
retirement homes and other community 
settings for August 1, 2013.  TC LHIN 
identified eight Community Service 
providers through an application and 
review process.  All replacement 
classes have transitioned to the LHIN 
funded providers.   

The secondary goal was to increase 
access for these services within the 
LHIN (i.e. expansion sites), especially 
areas with identified gaps and to 
improve the model to meet client need. 
The LHIN submitted an implementation 
plan to the Ministry in November 2013 
including information regarding: (i) 
Exercise and Falls Prevention service 
volumes; (ii) service delivery 
mechanism; (iii) stakeholder 
collaborations; and (iv) performance 
measures. 

In an effort to ensure equitable access 
to the continuum of rehabilitation 
services in the community, TC LHIN is 
working with partners from across all 
sectors to initiate a plan to increase 
access and coordination of rehabilitation 
services provided in the community. It 
will report a current state analysis, 
perform a needs analysis for the target 
populations and propose a future state 
scenario that improves access and 

coordinated services. A Steering 
Committee has been formed to review 
the project scope and initiate the project. 

Stroke, Total Joint Replacement and Hip 
Fracture Best Practice Implementation 
Project 

In 2011, TC LHIN undertook a system-wide 
capacity evaluation to facilitate the 
implementation of best practices for stroke, 
total joint replacement and hip fractures. It 
involved a current state assessment, 
comparison to best practice guidelines and 
evidence, followed by a proposed future 
state model. In response to this 
performance the CEOs of TC LHIN 
hospitals and TC LHIN endorsed a focused 
effort to improve clinical best practices for 
stroke care and the flow of primary total joint 
replacement and hip fracture patients. The 
Final Report was submitted in the spring of 
2012 and this led to the establishment of a 
TC LHIN Implementation Committee that is 
currently leading the change in the system.  

The provincial stroke and orthopaedic 
performance measures indicated that there 
were a number of performance issues within 
TC LHIN in 2010/11: 

 TC LHIN was one of the poorest 
performers in the province with regards 
to per cent of total joint replacement 
patients discharged home.  

 The acute ALOS for hip fracture and 
stroke patients was above best practice 
plus additional ALC days.  

By,  2013/14, TC LHIN’s implementation 
strategy  continued to create a system that 
enables clinicians to deliver best practice 
care; the TC LHIN used a best practice 
definition that was similar to the QBP 
pathway and will adjust to the QBP 
handbooks where indicated. This model 
suggests significant cost reductions in the 
acute care sector (these savings need to be 
validated in the implementation stage). 
Approximately 25-30% of the modeled 
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savings need to be reinvested into the 
rehabilitation sector to:  

 Establish outpatient rehabilitation 
programs.  

 Right size the inpatient rehabilitation 
capacity needed for these patient 
populations.  

 Increase the intensity of 
multidisciplinary services in the 
rehabilitation beds to meet the patient 
needs 

TC LHIN in collaboration with Sunnybrook 
Health Sciences Centre in the 
implementation of the report describing the 
future state model for three large patient 
populations – Primary Total Joint 
Replacements, Hip Fractures and Strokes. 

TC LHIN Clinical Efficiency/Clinical 
Utilization (CE/CU) Committee supervised 
the implementation of the project and 
provided strategic direction and oversight to 
an Implementation Committee made up of 
HSP leadership within the key clinical areas.  

The Implementation Committee developed 
a work plan that includes: developing further 
clinical and financial detail for the future  

state, data collection strategies (focused on 
outpatient rehab), and process for resource 
redistribution from acute to rehab sectors.   

The Implementation Committee was 
conscious of how this work is implemented 
in line with HSFR – therefore deferred to 
HQO and QBP work with regards to clinical 
standards and are using HSFR principles 
for resource redistribution. 

This project went through a critical phase as 
the model included moving funds across 
organizations - TC LHIN initiated the 
implementation of the plan including a 
redistribution of resources and the 
associated funding. The rehabilitation 
hospitals submitted a business plan that 
describes the resources required to meet 
the best practice standards. The funding for 
this transformation of the rehabilitation 
sector came from multiple sources including 
an investment from the acute care sector. 
The resource distribution/investment from 
acute was agreed upon by CEOs at the 
Hospital Sector table and subsequently 
through a signed agreement. 

Integrated Health Service Plan Priority Updates 

Strategic Priority:  Sustain our gains  
 
A variety of health service providers 
continue to collaborate and work together to 
improve efficiencies and enhance care. TC 
LHIN is leading several clinical service 
planning initiatives in collaboration with the 
Clinical Evaluation/Clinical Utilization 
Committee to ensure health service 
providers can continue to provide 
comprehensive services and maintain high 
quality services.  Another way the system is 
sustaining its gains is through voluntary 
integrations. TC LHIN has received 
requests from organizations to integrate and 

these are also described below:  Update 
 

Voluntary Integrations 

WoodGreen Community Services and 
Community Care East York  

After two years, this voluntary integration 
continues to show progress. WoodGreen 
Community Services continues to provide 
seniors, people with disabilities, immigrants 
and other with more services within the 
combined overall budget from Community 
Care East York. WoodGreen Community 
Services has achieved its client service 
targets for case management, volunteer 
services, and adult day program and are 
progressing well to the social recreation and 
health promotion service targets.  
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Targets include: 
 

 Case management/counseling have 
increased by 10%; 

 Social Recreational Programs have 
increased by 25%; 

 Social & Congregate Dining has 
increased by 20%; 

 Volunteer services are up by 30%. 
 

WoodGreen Community Services 
continues to provide valuable mentorship 
to other community organizations engaged 
in voluntary integrations.  
 
Mid-Toronto Community Services and 
Dixon Hall  
 
Mid-Toronto Community Services and 
Dixon Hall officially integrated on January 
1, 2014. Both organizations provided 
services to seniors in the south east area 
of TC LHIN. Their complementary services 
have been merged and expanded to 
provide a more comprehensive basket of 
services to seniors. The merger will result 
in expanded supportive housing and adult 
day program services for seniors.  
 
True Davidson Meals on Wheels and 
Neighbourhood Link Community 
Services  
 
TC LHIN approved this voluntary 
integration effective May 31, 2014. True 
Davidson Meals on Wheels is a single 
service organization providing meals on 
wheels to seniors. Neighbourhood Link 
Community Services is a multi service 
organization serving seniors, adults and 
youth. The merger will provide future 
stability to the True Davidson Meals on 
Wheels by joining a larger organizational 
structure. The integration will also increase 
the availability of meals on wheels services 
to clients currently served by 
Neighbourhood Link Community Services. 

 

 

Service Changes 

As part of its commitment to ensure the 
effective and efficient use of resources 
across the system, TC LHIN is working with 
providers to plan for and implement service 
changes that support and promote service 
excellence, through the optimization of skills 
and expertise. 

Academic Health Science Centre Cardiac 
Care Planning  
The development of the cardiac care plan is 
well underway, which focuses on 
maintaining cardiac programs and ensuring 
patients have access to new innovations 
and cardiac surgical expertise. 

Congestive Heart Failure  
TC LHIN is now involved in a provincial 
strategy group to enhance the quality 
improvement and change leadership 
capacity needed in Ontario to implement 
system transformation priorities.   

A project that has developed from this 
program is focused on Congestive Heart 
Failure patients presenting to emergency 
departments and streams them to the most 
appropriate destination (e.g. low risk 
patients discharged from emergency 
department will have improved transition to 
community based care).  

Vision Strategy Task Force   
TC LHIN has undertaken a number a 
number of vision care initiatives in the past. 
One of these newer initiatives is a task force 
to develop a comprehensive vision care 
plan for the LHIN.  The development of the 
plan is well underway and will address 
system wide services that brings a new and 
innovative approach for delivering patient-
centred vision care within the TC LHIN.  The 
plan also maximizes the opportunity for 
collaboration between vision care partners 
to support the provision of safe, high quality 
and patient-centred ophthalmic surgical and 
clinical services.  
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6. Community Engagement 

The LHIN is the sole planning entity with the 
legislated mandate to engage the public, 
patients and their families regarding the 
design and integration of services. TC LHIN 
recognizes that every community within our 
borders has unique characteristics and 
needs and we make our best effort to 
consider all voices when we undertake 
community engagement. TC LHIN engages 
with six types of groups: public; health 
service providers; health 
professionals/workers; strategic partners; 
government and elected officials and 
interest groups; and priority communities.  
 
Our approach includes engagement with 
local health service providers, training 
community navigators and combining the 
community with the health service provider 
engagement to develop system planning 
and recommendations.  Local decision-
making is the model that the LHINs are built 
on, and one that values the input of 
community members, health care 
professionals, and stakeholders to inform 
our planning and decision-making 
processes.  
 
Working with Providers and Community 
Partners 
 

Engagement and participation of providers, 
health professionals and community 
partners is used to inform and drive health 
services design and planning in the TC 
LHIN. 

Quarterly Sector Table meetings bring the 
CEOs and Executive Directors of each 
sector together as a group to meet with TC 
LHIN and to review performance on 
accountability agreement targets, to 
problem solve and to agree on strategies to 
improve quality of care.   

The Integrated Health System Emergency 
Response Implementation Committee 
brings executive leaders from across 

sectors, The City of Toronto, the GTA 
LHINs and other key systems partners 
around the table to advance common health 
system emergency preparedness initiatives, 
including 2015 Pan/Parapan American 
Games Emergency Preparedness activities 
and the development of an Integrated 
Health System Emergency Response Plan 
for The City of Toronto.   

Health Links have several mechanisms, 
such as the monthly Project Directors and 
quarterly Peer to Peer meetings, for cross 
link sharing of information, problem solving 
and design of common approaches to 
advance HL implementation. Some key 
accomplishments include: 
 

 Development of guiding principles, 
minimum data requirements and 
options for a process for collecting 
data about connections made 
through Health Links; 

 Formulation of a Letter of 
Cooperation that outlines the intent 
of the HL partnerships and the 
respective roles for health care 
providers who have committed their 
participation in local Health Link 
activities; 

 Performance monitoring including 
the collection and reporting of HL 
information to TC LHIN and Ministry; 

 The spread of innovation and the 
leveraging of work done by the early 
adopters such as the Coordinated 
Care Plan and Advanced Care 
Planning. 
 

The TC LHIN’s three primary care physician 
advisors continue to work with health 
system and community partners including 
Health Links to support TC LHIN’s Primary 
Care Strategy.   

The TC LHIN’s ED and Critical Care Leads 
work closely with clinicians on strategies to 
improve patient flow, ER wait times and 
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patient access to appropriate hospital and 
community care.  

Toronto Central LHIN’s Board and the 
Community 
 
Each year the Board of Directors 
participates in various community 
experiences and activities to learn about 
specific programs and services that are 
provided in the Toronto Central LHIN.  The 
Board goes out and participates in 
community tours to provide them with 
opportunities to meet with citizens and 
patients in the areas where they live and 
work and where they receive health care 
services.  
 
For example, during the past year, 
members of the Board toured two hospital 
sites – Bridgepoint Health and Women’s 
College Hospital.  Both hospitals invited the 
Board to tour their new facilities to observe 
and talk about how the facilities have 
advanced their care delivery and the 
benefits to the patients.   
 
In November 2013, the Board hosted an 
engagement session with the Community 
Health Centre Board to discuss the health 
system changes underway and on the 
horizon.   
 
The Board also receives presentations 
regularly from community groups and 
stakeholders at their Board meetings. 
Topics of presentations are designed to be 
aligned with TC LHIN’s strategic plan 
priorities. 
 
Specific Populations 
 
Aboriginal Peoples 
 
Toronto has one of the largest and most 
diverse urban Aboriginal populations in 
Ontario. To respond to the needs of these 
communities Toronto offers more urban 
Aboriginal services than any other city in 
Ontario.  Most of these Aboriginal services 
are housed within Aboriginal health and 

social service agencies in the community; 
however, there are also a suite of Aboriginal 
specific services that are offered through 
mainstream organizations such as 
hospitals, community support services, and 
Public Health.   
 
Appropriate Aboriginal health planning can 
be a challenge as there are a high number 
of services, many of which have shorter life 
cycles as determined by funding source.  
Currently, there is no comprehensive health 
plan or strategy for Aboriginal peoples in 
Toronto, and most Aboriginal service 
organizations offering services develop their 
own plan in isolation of one another.   
 
It has also been identified that a core 
principle for Aboriginal health planning is 
self-determination, meaning planning must 
be determined by and for the local 
Aboriginal community and organizations 
have a duty to consult Aboriginal peoples in 
the development of any service or initiative 
that is designed for that community.  This 
means that in order for organizations such 
as the Toronto Central LHIN and Toronto 
Public Health to be effective in meeting the 
needs of the Aboriginal communities they 
serve, we must develop and maintain strong 
relationships with the Aboriginal community.   
 
The last five years of planning for the 
Aboriginal population has been 
predominantly focused on community 
engagement to determine local health 
issues, needs, barriers, strengths Toronto 
Central LHIN and Toronto Public Health 
have developed a close working relationship 
in order to coordinate planning for 
Aboriginal health. This has led to the 
establishment of the Roundtable on Urban 
Aboriginal Health and the Interim Aboriginal 
Health Planning Circle.  The work of the 
Interim Circle has largely been dedicated to 
one-time planning initiatives. The 
recommendation from the Aboriginal 
community has been to formalize the 
Planning Circle and support it as an ongoing 
Advisory Circle that can help to provide 
recommendations and advice to planning 
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groups such as the Toronto Central LHIN 
and Toronto Public Health.  
 
Building on its ongoing work and success in 
engaging with the Aboriginal community, 
most notably through the diabetes strategy, 
TC LHIN received one-time funding of 
$75,000 from the Ministry to enhance 
existing cultural competency training and 
collaborations in order to address cultural 
safety in the hospital setting.  Through a 
collaborative partnership that includes TC 
LHIN and Central LHIN, the Aboriginal 
community and St. Michael’s Hospital, an 
approach will be identified and tested to 
provide cultural competency training for 
hospital staff.  The goal of this project is to 
develop a core Aboriginal cultural 
competency training module and approach 
that is suitable in a Toronto hospital 
environment.  For the purpose of this project 
and given the short timeframe, the scope of 
the project will focus on building hospital 
staff capacity to support the implementation 
of a dedicated Aboriginal response to opiate 
withdrawal in the ER. 

In order to achieve this goal of improved 
health, Anishnawbe Health Toronto, TC 
LHIN and Toronto Public Health will work to 
establish a formal Aboriginal Health 
Advisory Circle for Toronto and contribute to 
the development of a roadmap that will 
outline how to develop a comprehensive 
Aboriginal health plan for Toronto.  To meet 
this objective, a current state report detailing 
all of the Aboriginal programs and services 
in Toronto will be developed, an analysis of 
current health data from AHT (FASD clinic) 
will be conducted, an Aboriginal Health 
Advisory Circle will be created and a 
roadmap/ updated Aboriginal health 
strategy will be developed.  

By leveraging the work that has been done 
over the past five years in the area of 
engagement and Aboriginal health planning, 
and by accelerating the existing direction 
outlined in Toronto Central LHIN’s  and 
Toronto Public Health’s  Strategic Plans, an 
approach will be developed to create and 

implement a roadmap.  This roadmap will 
outline engagement activities and a 
structure that actively involves the 
Aboriginal community in the planning 
process towards developing a 
comprehensive health plan.   The roadmap 
will concentrate on priority areas identified 
by the Aboriginal community including 
mental health and addictions, diabetes and 
chronic disease management, children and 
family health, and Aboriginal research 
education and data. 

Francophone Community 

 
Improve Access to Culturally Competent 
Health Services – In collaboration with the 
Central-West and Mississauga Halton 
LHINs and Reflet Salvéo, the French 
Language Health Planning Entity, TC LHIN 
undertook a comprehensive LEAN-based 
planning process to ensure alignment with 
the priorities of the Ministry of Health and 
Long-Term Care, the 2013-16 Integrated 
Health Services Plans of the three LHINs, 
Reflet Salvéo’s strategic vision and the 
recommendations made by various sectors 
in previous community engagement reports. 
This collaborative work served the purpose 
of clarifying our common understandings 
and actions such as primary care access 
including mental health, keeping people out 
of institutions, and better health system 
navigation in French. The process has also 
offered opportunities to move towards long-
term solutions for the years to come. The 
result informed the Joint Annual Action 
Plans for the next 3 years.  

 
The LHIN facilitated and led the dialogue 
between Reflet Salvéo and the LHIN’s 
Health Links implementation team with a 
view to develop strategies to integrate FLS 
and address unique Francophone health 
needs within Health Links. The dialogue 
included a focus on Francophone complex 
patients and how to address various 
dimensions of access to care including 
attachment to primary care. The LHIN 
worked with Reflet Salvéo and the Toronto 
Central CCAC Health Care Connect team to 
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identify unattached Francophones, plan and 
begin to implement activities to provide the 
identified Francophone clients/patients with 
a primary care provider and enhance 
access to French primary care services. 
Contacts are underway to develop a 
partnership with HCC aimed at increasing 
the number of francophone primary care 
physicians participating in HCC, ensuring 
that French speaking physicians are 
identified through the HCC system for 
proper connection with French speaking 
patients, and developing an 
outreach/promotional campaign of HCC to 
the francophone community.  

Improve the Capacity of Providers to 
Deliver French Language Services – TC 
LHIN and Reflet Salvéo started to create 
care pathways for Francophones with 
mental illness and addictions that support 
improved access and the care continuum 
within TC LHIN.  The LHIN participated in 
discussions to assist the Centre 
Francophone de Toronto to start a Section 
23 Day Treatment Program for 
Francophone transitional youth aged 13-18 
with the assistance of the MOHLTC, MCYS 
and MEd, in partnership with Hincks 
Dellcrest.  Furthermore, TC LHIN explored 
the possibility of aligning with efforts 
undertaken by Entity # 4 - advising the 
Central, Central-East and North Simcoe 
Muskoka LHINs – on how to establish a 
coordinated Mental Health and Addictions 
care pathway for The City of Toronto. 

Pursuant to a recommendation from Reflet 
Salvéo, TC LHIN initiated consultations to 
improve service coordination to 
Francophone People Living with HIV/AIDS 
in Toronto. Initial consultations were limited 
to LHIN-funded agencies only.  With two 
years of funding from the MOHLTC-AIDS 
Bureau (through Toronto HIV Network), it 
has been possible to gather together all of 
the other agencies funded from other 
sources. This generated a very good 
discussion and the participants came up 
with ideas for practical strategies to 

increase coordination and communication 
amongst services.  
 
Health Links Engagement 
Health Links bring community and primary 
care services together in nine local 
communities across Toronto Central LHIN 
and are a driver for community 
transformation.  The focus is to improve 
access to needed services and coordinate 
care for the most complex clients in our 
communities. All Health Links are 
committed to engaging with patients and 
their families, caregivers, health system 
partners and the broader community to 
inform the design and implementation of 
programs and services that meet the needs 
of our diverse communities.   
 
The Don Valley Greenwood Health Link 
Community Engagement Advisory Council 
comprising WoodGreen, partner agency 
staff and volunteer community members 
met on a monthly basis to inform the work 
focused on reducing avoidable visits to the 
Emergency Department.  The Council 
contributed to the development of outreach 
and interview tools used to better 
understand why non-urgent ED users are 
using the ED over other options for 
receiving care and what services could be 
put in place so patients receive the right 
care, at the right time, in the right place.   
 
Engaging Diverse Communities 
TC LHIN recognizes that some populations 
are excluded from traditional opportunities 
to participate in planning and service design 
because of poverty, socio economic factors 
and cultural barriers. To ensure that the 
LHIN is able to understand and respond to 
the needs of these populations, a new 
process, which has been modeled after a 
successful pilot in St. James Town will be 
scaled to other communities that face 
similar barriers to participation in the 
planning process.  

 Health Access St. James Town – St. 
James Town is a high-density 
neighbourhood with a vulnerable 
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population that often faces barriers to 
health care.  After an apartment fire 
displaced many residents in 2010, 
health disparities and services gaps 
were uncovered that impact the 
community’s access to care.  

 
To address this, TC LHIN in 
collaboration with partner 
organizations, spearheaded an initiative 
called Health Access St. James Town. 
Community leaders and health service 
providers were brought together 
determine what services the St. James 
Town community needed.  
 
Two services that came out of the 
discussions were: a mobile dental clinic 
and a seniors’ mental health day 
program. The Mobile Dental Clinic has 
served over 120 clients – people who 
may not have had the opportunity to 
visit a dentist. To support seniors’ 
quality of life and to encourage the 
aging at home philosophy, the St. 
James Town Mental Health Day 
program was launched. Since its 
launch in 2012, the program has 
welcomed more than 60 unique 
individuals.  

 
Today, Health Access St. James Town 
continues to create linkages in the 
community. TC LHIN will work with 
local health care providers to ensure 
the needs of the community are being 
met. As well, the Mid-East Toronto 
Health Link will engage physicians to 
enhance access to primary care, 
producing better health outcomes for 
all. 

 

 Thorncliffe-Flemingdon – Home to 
many young immigrant families who 
predominantly live in high rise 
apartments and tend to travel east for 
the majority of their health care needs, 
this area also has a high rate of chronic 
disease, particularly diabetes and high 
blood pressure. The LHIN’s review of 

care needs and gaps revealed that 
access to primary care is the key issue 
for this neighbourhood. Given the 
population of this area (young, 
immigrant families) and the high 
incidence of diabetes and high blood 
pressure, it is believed that they would 
benefit from more organized access to 
primary care services.  The LHIN has 
begun a detailed analysis of health care 
service needs and opportunities in 
collaboration with local stakeholders 
with a goal to develop a short-term and 
long-term plan to address key issues, 
pressures and gaps.  This work will 
continue to evolve in 2014/15. 

 
Safe Injection Sites  
A ruling from the Supreme Court of Canada 
regarding the introduction of supervised 
safe injection sites requires that Health 
Canada, the federal department that 
regulates drug usage, must consider the 
concerns of local residents before new 
facilities are opened. This direction comes 
without a definition of what would be 
deemed “reasonable consultation with the 
public”. While the decision is outside the 
jurisdiction and responsibility of the LHIN, 
public discourse on the topic will help to 
facilitate a better understanding for experts 
on the appropriate treatment of how safe 
injection sites could be responsibly 
introduced as a means of addressing the 
needs of the population of injection drug 
users.  

TC LHIN awarded a grant to St. Christopher 
House to organize a Residents' Reference 
Panel that would examine this issue. The 
Panel is made up of 36 randomly 
selected residents of TC LHIN’s catchment 
area and is tasked with reviewing 
community concerns regarding supervised 
injection sites and designing the elements of 
a reasonable public consultation process for 
soliciting and responding to the concerns of 
Toronto residents.Panel members are 
meeting to learn, deliberate, and write their 
own recommendations. During their first two 
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meetings, they met with a panel of experts 
and stakeholders who approached the issue 
from all sides, including representatives 
from Toronto Public Health, Toronto Police 
Association, Centre for Addiction and 
Mental Health, St. Michael’s Hospital, the 
University of Toronto, representatives of the 
business community and injection drug 
users themselves.  

The Panel hosts an open, public roundtable 
meeting with interested members of the 
public then meets a final time to finalize 
their recommendations. Their report will be 
released to the public in spring 2014. 
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7. Performance Results 

PI 
No. 

Performance Indicator 
LHIN 2013/14 
Starting Point 

LHIN 
2013/14 

Performance 
Target 

Most Recent 
Quarter 

2013/14 LHIN 
Performance 

FY 2013/14 
LHIN Annual 

Result 

1: Access to healthcare services 

1 90th percentile ER length of stay for admitted patients 25.73 25.00 26.60 24.55 

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

7.82 7.50 7.82 7.68 

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

4.63 4.50 4.77 4.58 

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

91.00% 90.00% 92.76% 94.24% 

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

98.10% 90.00% 95.00% 96.00% 

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

96.00% 90.00% 90.30% 92.14% 

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

90.00% 90.00% 94.61% 92.00% 

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

87.00% 90.00% 94.26% 93.83% 

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

44.00% 50.00% 46.31% 51.72% 

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

70.00% 70.00% 74.20% 73.56% 

2: Integration and coordination of care 

11 
Percentage of Alternate Level of Care (ALC) Days - By 
LHIN of Institution* 

10.64% 10.60% 9.17% 9.44% 

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

36.00 30.00 36.00 34.00 

3: Quality and improved health outcomes 

13 Readmission within 30 Days for Selected CMGs** 18.63% 18.00% 18.46% 18.34% 

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

26.30% 23.00% 30.15% 29.04% 

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

37.10% 33.00% 38.23% 39.73% 

 

*FY 2013/14 is based on most recent four quarters of data (Q4 2012/13 - Q3 2013/14) due to availability 

**FY 2013/14 is based on most recent four quarters of data (Q3 2012/13 - Q2 2013/14) due to availability 

 
Table Legend 

 The LHIN result has met its target 
 The LHIN result does not meet the target for this indicator but has improved from baseline 
 The LHIN result does not meet the target for this indicator and has not improved from baseline 

 
Note: Colour coding for previous quarters has been updated to match the methodology being used as of 2013/14, so may not match 

colour coding released previously. 
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Performance Highlights  

Improved Performance  

Wait times for surgeries and replacements 

that occur in the LHIN remain within the 

appropriate target range. Today, more 

patients are receiving their surgeries by the 

specific target days, meaning they are able 

to recover and return home sooner.  

Fairly Stable Performance 

There are both strengths and weaknesses 

for the indicators that reflect coordination of 

care in the LHIN. For instance, the 

percentage of alternate level of care days 

has decreased, meaning that patients are 

being placed in more appropriate settings of 

care sooner, however patients are waiting 

longer to receive in-home services from the 

CCAC. The LHIN acknowledges this and 

will continue to support the CCAC so that  

 

individuals can remain independent at 

home.  

Worsened Performance  

Readmissions and repeat emergency visits 

relating mental health and substance abuse 

rates continue to be a challenging indicator 

to improve for the LHIN. By working with 

community partners and creating mental 

health initiatives the LHIN is addressing this 

gap and ensuring that patients receive 

quality care in hospital and are prepared 

with the right information and right supports 

for when they are discharged.  

 

 

 

8. Looking Ahead 
 
Over the past several years, Ontario has 
been shifting the focus of its health care 
system to ensure that the patient is at the 
centre.   

The TC LHIN has embraced that model of 
care and has a plan to ensure that 
Ontarians have access to high quality care 
and a sustainable health system for years to 
come. By organizing our system differently 
and focusing on evidence-based service 
design and delivery, we will provide 
Ontarians with better care and better value 
for their tax dollars. 

Through this approach we expect to see: 

• Reduced wait times and faster 
access to family doctors 

• Fewer unnecessary visits to the 
room and re-admissions to 
hospital 

• Patients receiving care at home 
or in the community, instead of in 
a hospital 

How are we transforming the health care 
system?  We are: 

More than 90% of the non-urgent cataract, cardiac, cancer and hip and knee replacement surgical patients were 

seen within provincial access target timeframes. 
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• Partnering with the sector and 
enabling them to play an active 
role in how the system will 
change. 

• Strengthening community 
agencies to support providers 
and encourage integration 
around the patient’s needs.  
 

• Health care funding will be 
determined based on the best 
evidence and will follow the 
patient.  

What can we expect from these changes to 
the healthcare system? 

• A system built for patients by the 
health care providers and 
leaders closest to them. 

• A health care system that 
integrates providers around 
patients to deliver better 
outcomes. 

Toronto Central LHIN is working to better 
organize and coordinate services for 
patients, clients and families.   

• TC LHIN plays a central role in 
ensuring that important health care 
improvements are rooted in 
evidence and best practice. 

• TC LHIN is focused on the ‘big 
problems’ that concern the public 
and on improving the health care 
system, overall, for all. 

• TC LHIN is focused on ensuring the 
people we serve are well supported 
and have timely access to care – 
regardless of income, age, race, 
ethnicity or sexual orientation.  
 

With the continued support of providers, 
patients and the Ministry, we will leverage 
and sustain the gains that we have made in 
transforming the system thus far, while also 
continuing to respond effectively to both 
urgent and emerging health care pressures 
as they unfold. 
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9. 2013/2014 Board of Directors  
 

Name Position Appointed End of Term Length of 
Term 

Ferrante, 
Angela 

Chair November 3, 
2010 

November 3, 
2013 

November 2, 
2013 

November 2, 
2016 

3 years 

3 years 

Blickstead, 
Richard 

Director November 3, 
2010 

November 2, 
2013 

3 years 

John Fraser Vice Chair June 27, 2011 June 26, 2014 3 years 

Kathleen 
Gallagher-Ross 

Director April 18, 2011 April 17, 2014 3 years 

Lloyd Komori Director August 21, 2008 

August 21, 2011 

August 20, 2011 

August 20, 2014 

3 years 

3 years 

Cynthia Pay Director December 21, 
2012 

December 20, 
2015 

3 years 

Carol Perry Director June 2, 2011 June 1, 2014 3 years 

Maurice Hudon Director April 10, 2013 April 9, 2016 3 years 

Note: These include current and former members. Please see End of Term dates. 
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10. 2013/14 Audited Financial Statements 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  


