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Nancy Dudgeon

A message from the Board Chair
and Chief Executive Officer

We are pleased to provide an overview of our 2011/12 performance,

and the coming year's plans and objectives.

Year in review

We started the year working on a program which

has since been identified as one of the biggest
improvement opportunities in the Drummond Report
on Broader Public Sector Reform: Integrated Care

for clients with chronic and complex care needs. The
report underscored the rising prevalence of chronic
diseases which is placing great pressure on our
health care resources.

At Toronto Central CCAC adults with long-term
chronic diseases make up 40% of our clients and
receive almost 70% of the services provided by

our CCAC. Despite this challenge we have made
significant progress in advancing integrated care

for our clients who need it the most. In this report
we highlight several of our quality improvement
strategies focused on creating integrated care for our
clients with complex care needs.

In Spring 2011, Toronto Central CCAC started leading
a collaborative LHIN-wide change initiative to
implement a practical model of integrated care for
older adults with complex needs. We are taking the
learning from this initiative to improve the quality

of care for children with complex needs and our
end-of-life clients. As you read this report, you will
learn how we are helping these clients experience

a more inter-connected system through their
personal stories.

Recognizing the need to better integrate primary
and community care to support our most vulnerable
populations, we have been strengthening the
relationship with primary care physicians through

a primary care integration strategy for these
populations. In addition, we appointed Drs. Irfan
Dhalla, Samir Sinha and Leo Levin as Medical

Advisors to the Toronto Central CCAC. They are
system level physician leaders focused on advancing
care for complex clients. They join Toronto Central
CCAC's Medical Advisor Dr. Phil Ellison, also the
lead for primary care engagement at the Toronto
Central LHIN. Their work with us is focused on
advancing evidence-based care, research for
complex populations and connecting systems of
care for our community.

The Spring marked a pivotal point for Toronto
Central CCAC. As we completed our goals from

our 2008-2011 Strategic Plan, we began planning
our future and developing a new Strategic Plan for
2012-2016. Our strategic planning process included
an extensive external review with various health
system leaders to determine major drivers that
influence our strategic position in the health care
system. Parallel to this process, we engaged staff
through an innovative electronic web-based tool to
contribute ideas about the future of the organization.
We sought feedback from our clients and caregivers
about the quality of their care. The CCAC also
conducted a global, national and local review of
major trends in home and community care, as well
as emerging information from various reports on
health system priorities. We are extremely proud of
our new Strategic Directions, highlighted at the end
of this report, because they have been inspired and
informed by our clients and caregivers, staff, service
providers and partners.

We have been very fortunate to have a strong board
under the leadership of Judith Hayward since 2007.
In September 2011 Judith Hayward's term as Board
Chair ended and Nancy Dudgeon succeeded her

as our new Board Chair. We thank Judith for her
significant contribution.



Thanks to the support of our service providers and
health system partners, we have a number of quality
improvement initiatives in place which are making
a big difference in the quality of life and health
outcomes for our clients. They include:

Partnering with Service Providers on Changing

the Conversations we are having with our clients

and caregivers

Partnering with Family Health Teams and House

Calls (physician-led care at home for frail,
homebound seniors) on an Integrated Home-
Bound Primary Care Model

Partnering with our community support agencies

to develop integrated enhanced adult day and

assisted living services for frail high needs seniors

Toronto Central
CCAC at aglance

in 2011/2012:

4

86% of our

clients surveyed by an
independent research
firm said they were
satisfied with their
experience

Connected 1 ,653

clients with a family
doctor or nurse
practitioner to oversee
their medical care and
provide referrals to
specialized services

* Working with community support partners to
implement a collaborative care model that defines
how we work together making the best use of
our respective strengths to support seniors in
our community

We are proud of what we have achieved over the
year and thank the Board of Directors, management,
staff, service providers and partners who have
partnered with us throughout the year to enhance
the quality of care. We look forward to working with
you in the year ahead to create opportunities that
will advance the quality of care in the community.

Nancy Dudgeon, Board Chair
Stacey Daub, Chief Executive Officer

20% more

high-needs clients
have been supported
in the community

25% of clients

coming home from
hospital to wait for long-
term care homes withdrew
their applications because
they felt they were able to
stay at home

50 % fewer clients

are waiting in acute, rehab
and complex continuing
care hospitals for long-
term care over the last two
years, freeing up hospital
beds for those who need
them the most
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Moving to a Population-Based Model Transforming care

2ars of home care history for frail older adults

Guided by a deep desire to support our clients differently and
to create a meaningful and rewarding experience for our staff

What we did:

¢ Challenged our existing structures to provide skilled expertise and support for
clients and caregivers

e Changed our model from a generic focus to a population focused model of care

¢ Reorganized all business functions around the populations

Population-Based Model set
he foundation for integration

Laying the foundation for integrated care

Helping clients experience more integrated care across different providers

We know that clients and their families interact with many care providers and
organizations, and at times the health care system can seem complicated and
fragmented. For seniors with complex health care needs, trying to find their

way through the current health care system to access the right services can be
confusing. A lack of integration between health care sectors often places a burden
on seniors and their caregivers, resulting in unnecessary emergency department
visits, hospitalizations, or premature placement in long-term care homes.

Over the past year, Toronto Central CCAC step in the evolution of our model of care to
has continued to evolve our Population- enhance the client experience for our most
Based Model of Care to deliver a better care vulnerable clients. They are the highest
experience and improved outcomes. Integrated consumers of health care services and one
care is one of the biggest improvement of the biggest drivers of increasing health
opportunities that we identified as the next care costs.
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What we did:

® Focused on transforming care for frail high
risk older adults

¢ Enhanced the geriatric expertise of our staff

* Developed an inter-professional
specialty team

e Virtual Ward model piloted to support
most vulnerable clients transitioning
from hospital to home

¢ Implemented Home First and challenged
system culture and behaviours to
support seniors to go home instead of
long-term care

Driving the highest possible care integration for
our client populations who need it the most

Integrating system partners and health care providers at the point of care

What we are doing:

¢ Designing care around clients/caregivers

¢ Leading through ambiguity to create collective solutions rather than waiting for answers

¢ Trying multiple approaches and using multiple feedback channels to understand how a complex system will respond
¢ Small test of change focused on older adults to achieve system readiness for full scale change

e Currently integrating and partnering with primary care with a focus on older adults, children and palliative clients

The model

Beginning in April 2011, Toronto Central CCAC began leading add resses the

a collaborative LHIN-wide change initiative to implement

and evaluate a model of integrated care for older adults with ga ps Where

complex needs. The approach is rooted in the community
where seniors and their families live and is designed to
improve their quality of care and reduce costs. It focuses on
improving the client experience by:

* Increasing their capacity for independent living

the system

fails older

* Providing support to self-manage their care needs ad u Its a nd

* Responding rapidly to any changes in their health conditions

* Linking them to activities in the community to address thelr fa mi I Ies

social isolation

* Improving coordination and communication between the mOSt.

different care providers

* Enhancing support to help them manage their medication




Linking with doctors
for vulnerable clients

The success of an integrated model of care is based on two
central components:

* Care Coordinators providing intensive case management, and

* Care Coordinators working hand-in-hand with primary
care physicians

For very frail clients the Care Coordinator works more closely
with the client’s doctor with a goal of developing a shared care
plan for enhanced support. For clients with extremely complex
needs a more formal connection between the Care Coordinator
and their doctor is critical.

We have learned how important it is to strengthen the
relationship with doctors and develop more formal
relationships for vulnerable clients. We are developing a
primary care integration strategy with family health teams
and solo-practice doctors. Formal connections have been
developed with physicians by having our Care Coordinators:

* Embedded in Family Health Teams, Community Health
Centres and in two large neighbourhood communities with

It iS for our solo-primary care physicians
* Working with doctors to support clients who are homeless or
Complex under-housed in shelters

populations
where a more
formal connection
between the Care
Coordinator and
the primary care
physician is of
most value.




* Working in a virtual ward, hand-in-hand with physicians to
support transitions for complex clients after being discharged
from hospital

* Working with three community palliative care physician teams
to support clients with end-of-life needs

* Working with doctors to support children with complex
care needs

We also have an overall primary care strategy to improve
our communication and supports to primary care physicians
which includes:

* Physician engagement sessions

* Physician focused newsletters

* Fact sheets for physicians

* A dedicated physician section on our website with information

and tools to enhance support for our clients

We are learning how to drive integration for other client
populations with complex care needs from this initiative, starting
with children and end-of-life clients. Our planis to get a deeper
understanding of people who have difficulty accessing our
services and working with them to improve access.

Highlights of this model are found in our clients’ and
caregivers' stories on the following pages.

We are learning
from this initiative
to help us improve
integration for
other populations
with complex care
needs, starting

with children and
end-of-life clients.



Joseph was an 89-year-old
who lived alone. Although
he was weak and bed-
bound due to health issues,

he was determined to
remain at home.

Creating integrated care for seniors
who need it most

Joseph had lived a glamorous life, sailing on the high seas and working
side-by-side with some of the most influential artists of our time.
Parkinson's disease changed his life; both the disease and the health care
system had seemed to diminish his voice.
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In many ways, he seemed silenced. When he
did speak, many people did not understand
him. Due to his frail health it was hard for
him to visit his family doctor when he felt
worse. His doctor had an office-based solo
practice. When he had health problems

and felt unsafe, he relied on his Lifeline
button to alert EMS, resulting in multiple
hospital visits.

Joseph's experience with intensive
care coordination

When Joseph was admitted to Toronto
Central CCAC, his Care Coordinator took
the time to understand what he was saying.
She found out what was most important to

him. His goal was to stay at home for as long
as possible. This information was helpful in
identifying the right care team for his unique
needs. Knowing the central role primary care
support would play in keeping him home,
she strengthened the link with his doctor.
His declining mobility limited his ability to
connect with his doctor who did not make
home visits.

His Care Coordinator, working with a Nurse
Practitioner, was able to help his family
doctor understand all of Joseph's health
needs and challenges. She asked the doctor
to join the care team she had built to support
his care needs on home visits. The team
included a Speech Language Pathologist,



“We worked together to ensure he experienced
one care team for all his needs. In addition,

my role as the team'’s ‘quarterback’ helped to
ensure we had a shared care plan centred on

his goals. Our ability to work hand-in-hand with
his doctor, specialists and community partners
involved in his care allowed for better care,
established better plans and allowed for smoother
transitions when required.”

Julie, Toronto Central CCAC Care Coordinator

Occupational Therapist, Physiotherapist, Registered
Nurse and Personal Support Worker. At the first joint
home visit they developed a clear understanding

of everyone's roles and how to ensure Joseph's

goals were met. “Because | was the main person
linking all the care team members, | wanted to
ensure that Joseph's voice remained at the centre

of our care plan,” says Julie, Toronto Central CCAC
Care Coordinator.

Integrated care in action

The care team made multiple medication changes,
updated his daily care plan and monitored his
status. There was a large team supporting Joseph
and the Care Coordinator ensured that everyone
had the right information at the right time to ensure
he received the appropriate care. She arranged for
Joseph to attend all specialist appointments and
shared information about those visits with the

care team. She supported the doctor and nurse
practitioner in their assessments and treatments.
When the doctor was unable to participate in home
visits, they held teleconferences from Joseph's

bedside. They ensured live communication between
Joseph and the doctor, something he was rarely
able to do on his own. Because his voice had been
silenced by his health condition and the system, the

Care Coordinator was dedicated to bringing his voice

back, ensuring his questions were answered and his
decisions were heard.

Joseph was able to stay at home and his visits to
the emergency department were reduced because
the care team could better manage his care and
respond rapidly to any changes in his condition in
the community.

After many months, Joseph was admitted to
hospital. The CCAC nurse practitioner and Care
Coordinator were able to respond quickly and

meet him in hospital. They immediately held a case
conference with the hospital team, who appreciated

how much the community team knew about Joseph.

They agreed to continue the supports they had in
place at his home in the hospital room. After several
days he passed away.
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Seven-year-old Geoffrey
has been on CCAC services
for most of his life.

“I like school and just want to play with
my friends, without the nurse watching
me all the time. It would also be totally
awesome to go to Disney World!”

“] can use this machine when | have to.
It's not such a big deal now.”

Geoffrey, talking about his suction machine

Intensive care, even for the young,
can bring amazing results
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An episode at birth left him with brain damage and the need for a
tracheotomy. Geoffrey also experiences sleep apnea and needs a

ventilator at night. Several times a week, a nurse keeps watch to make

sure he keeps breathing throughout the night. His parents manage his

care the rest of the time.

Geoffrey loves trucks, cars, transformers
and his dream is to go to Disney World.
Since last September he has been attending
school and is able to participate in normal
school activities. He does, however, have

a nurse with him all day, a health and

safety requirement of the school system.
This was not as much of an issue when he
was younger. Now that he is in school and
becoming more active, he would really like to
be more independent.

Focusing on the client's needs and goals

Mary, the Care Coordinator in the Intensive
Client Care Model for Children program,

speaks warmly of Geoffrey's ability to

look after himself. When he heads out to
school each day he has a regular backpack
like every other student, plus his “supply”
backpack which contains an extra trach
tube and related equipment, including a
suction machine.

Geoffrey would rather be able to run around
on his own and not have a nurse tagging
along at school. To help make this goal a
reality, Mary contacted Sick Kids Hospital
and Geoffrey was tested without his trach
tube to see how he managed, as part of the
ICE (In Case of Emergency) plan. He was



“l am amazed at how well Geoffrey has grown
into such a great young boy. We've literally
watched him grow up and he manages his
health issues in a matter of fact way. It has
meant extensive training for everyone around
him and he is a star.”

Mary, Toronto Central CCAC Care Coordinator

tested without a tube for a period of 15-30 minutes,
which would be the time required for paramedics to
arrive in the event of a call while he is at school.

Inter-organizational collaboration

Mary knew it was important to bring the whole care
team together to help Geoffrey realize his goals,
including a trip to Disney World. She arranged a
team get-together: Emergency Medical Services
(EMS), his nurse, his parents, school representatives
and Geoffrey himself, to get his feelings on the
matter. The team will be working together to develop
a care plan and protocols to support Geoffrey's care
and address these issues:

* the possibility that Geoffrey could be on his own
at school

* school personnel could be trained to give the
appropriate information to EMS if they had to call

* EMS respondents could manage his tracheotomy

The primary goal is to keep Geoffrey's airway clear
and, in the event of problems, to avoid being taken
alone to a hospital where he is not known.

The long-term benefits of this coordinated strategy
are substantial:

* Better for Geoffrey - giving him more independence
and reduced emergency department visits

* More cost effective - no need for nursing during
the day since the school can support him

* Can be expanded - This type of protocol is being
used for other clients

Geoffrey's mother and the Care Coordinator are

in telephone contact regularly and Mary sees him

3-4 times a year. Initially it was more frequent; but
now they have a plan that works well for Geoffrey,
his parents, the school and EMS personnel.

“We are so grateful for Mary's support. She has coordinated the entire team to
make sure Geoffrey is taken care of and now we're looking at him being able to
manage on his own at school. This is very exciting,” say Geoffrey's parents.

| Toronto Central CCAC Annual Report 2011/12

—
—



K‘) | Toronto Central CCAC Annual Report 2011/12

Better care for
clients who are
at the end of
their lives

For clients who are dying and their families it
is important for the health care system to help

them die peacefully in the place of their choice.

The Integrated Client Care Project (ICCP) is

a multi-year quality improvement initiative
focused on supporting clients who are dying
to do so at home with better support from a
more integrated team. The overall goals of the
project are to:

* Test new models of delivering community-
based palliative care that support clients in
accessing care in a seamless way from care
providers across the health care system

* Determine funding methods that improve
clients’ quality of care and health outcomes

The Toronto Central CCAC with our
community partners - palliative physicians,
visiting hospice, and contracted service
providers - are focused on developing
processes, structures and tools that
strengthen the connections among community
palliative providers. We are focused on
improving client and caregiver experiences
and bringing value to the health care system
by creating incentives for providers to deliver
better health outcomes. The goal is to spread
these initiatives across the Toronto Central
LHIN and build a sustainable model of
palliative care for clients and caregivers.

It is reported that across Canada the percent
of dying Canadians who receive palliative care
is “alarmingly low".! Patients are frequently
referred to hospice palliative care too late to

receive the full benefit. Late referrals result
in: more unmet needs; lower confidence and
satisfaction levels; and more concerns about
coordination and continuity.2

Initiatives underway to benefit clients and caregivers:

Client Care Reviews: Daily client care reviews by the core
care team are resulting in more effective communications,
better coordination, better planning for changing client
needs and improved client safety.

Clients having a 24/7 Single Point of Access: Testing a
single phone number for clients to reach any member of
the team, to improve responsiveness to client needs and to
reduce unnecessary ED visits.

Improving Communication between Clients and the Care
Team: Finding better ways to share information to avoid
clients having to repeat their stories to their care providers.
Joint home visits, shared clinical records and detailed client
care plans are some of the initiatives that will be tested.

Partnering with Emergency Medical Services: We are
strengthening the relationship between Paramedics and

the Community Palliative Care team to help clients avoid
unnecessary emergency department visits. In cases where
it may be necessary for clients to be transported to hospital,
we are going to introduce an Emergency Department
Transfer Protocol.

As we build and strengthen integrated community-based
palliative care, this will inform our efforts to improve
integration at a system-wide level. This focus will

also include:

* early identification of clients regardless of their disease
* a single point of access for palliative care clients

* enhanced care coordination and integration of the
entire circle of care

T Canadian Hospice Palliative Care Association Policy Alert: Health
Care Use at End of Life in Western Canada - Sept. 7, 2007. p.1

2 Schockett E, Teno J, Miller S, Stuart B. (2005). Late referral to hospice
and bereaved family member perception of quality of end-of-life care.
Journal of Pain and Symptom Management, 30: 400-407.



“At some time, in some
way, we must all face the
end of life. And most of
us share a common hope
- that when death comes

to us or to a loved one,

it will be peaceful and

free of pain. We hope to

face death surrounded

by those we love, feeling

safe, comfortable and

cared for."

Taking care coordination
to the next level

Mary was referred to our palliative team by her CCAC Care Coordinator, Gabby,
at St. Joseph's Hospital. She wanted to be at home and with her dog, French, a

160 pound French Mastiff. This turned out to be more than a routine referral.

Mary's dog, French, was her lifeline.
Unfortunately he was also receiving end-

of-life care for congestive heart failure. The
attachment between French and Mary was so
strong that the family asked that all care in the
home, from deliveries of supplies to nursing
visits, be coordinated so as not to interfere with
the dog's medication schedule. Mary had such
a deep compassion and love for her dog that
she was willing to forgo her own care if it was
not possible to deliver it in a way that would not
impact French’s care.

Gabby worked with all of the care providers to
coordinate schedules that would meet Mary's
and French’s care needs. Service Providers

would call ahead to make sure the dog could

be cared for in a way that would not get him
excited as he was in tachycardia. Mary was very
happy to have her dog close to her and know
that he was also being cared for in the best
possible way. They received their palliative care
together and were able to spend their last hours
with each other.

Mary's son called to advise us that his mother
and French both passed away on the same day.
He said “We are so grateful for the work that
Gabby did to coordinate everything among all
the service providers for both my mother and
her lifeline dog - it was extraordinary and we
won't forget it. Thank you so much.”

"The GlaxoSmithKline Foundation and the Canadian Hospice Palliative Care Association. (2001). Living Lessons®.
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Every 10% reduction to the

$48 billion expenditure used

by 1% of the population equals
$4.8 billion in savings.

Enhancing connections between home-
bound seniors and primary care physicians

Many seniors who are frail and faced with health challenges are frequently unable to

get to their family doctor’s office when their health condition gets worse. They resort to

going to their local emergency department to get support for their care. Toronto Central

CCAC is participating in a new quality improvement initiative to address this challenge.

The Toronto Central LHIN brought together the
Primary Care for Home-Bound, High Risk and Frail
Seniors Task Group in March 2011. This partnership
has won the recognition of the BRIDGES Team
(Building Bridges to Integrate Care): A joint
initiative of the University of Toronto Departments
of Medicine and Family and Community Medicine,
funded by the Ministry of Health and Long-Term
Care, and has been awarded funds to conduct a
comprehensive evaluation of the model. BRIDGES
supports innovation and integration in health service
delivery by linking academics, clinicians, hospitals,
and CCACs.

The recognition of the BRIDGES team to fund the
evaluation of the Integrated Home-Bound Primary
Care model demonstrates the collective interest
and willingness to move the health system forward
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to better support older adults with complex needs
and to evaluate the effectiveness of innovative
integrated models.

We are excited about this partnership. We believe
that by reorganizing and maximizing efficiencies

of the current resources in the health system, and
helping seniors experience more integrated care in
the community where they live, these teams will
improve care for seniors and their families. We also
believe the evidence will show that it's an important
community solution for improving their quality of
care and addressing health system sustainability.

Research shows that more integrated approaches to
care result in better health outcomes and overall cost
savings. The few initiatives that we have highlighted
are just the tip of the iceberg.



We are

re-thinking
the way we
deliver care

by focusing on
what is most

important
to clients and
caregivers.

Changing the conversation

Over the past year, Toronto Central CCAC has established a strong foundation for

client-driven care. We are changing the conversations we have with clients to really

understand what's most important to them every time we talk to them and not just

deliver care according to the plan that was developed when the client first came to us.

Clients and caregivers have told us that they want
more options for their care. We are responding by
supporting personal support workers and other care
providers to deliver a more flexible and customized
care experience for our clients and caregivers.

We tested one way of giving more options to clients
through a project called Changing the Conversation,
which we started last summer with two of our
service provider partners, VHA Home Healthcare
and CBI. Personal Support Workers were asked to
create a more personal and emotional connection by
focusing on clients’ immediate needs or concerns,
such as making a cup of tea or letting the dog out

one last time. Three questions were developed for
Personal Support Workers to ask their clients during
their scheduled visits:

1) What's the most important thing | can help you
with today?

2) | will be leaving in a few minutes. Is there anything
else | can help you with before | go?

3) Is there anything you would like me to tell the
office, the supervisor or the CCAC?

This evidence-based approach to care has generated
positive feedback from our clients and their families.
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Making sure that every $ we spend adds
value to clients and the health system

In the fiscal year 2011/12, for the fourth consecutive year, Toronto Central Community Care Access Centre
balanced our budget and did our best to make sure that every dollar we spent added value to clients and the

health system.

Toronto Central CCAC funding for 2011/12 was $209 million, 91% of which was directed to client services.

The following table summarizes Toronto Central CCAC's financial position for the year which ended
March 31, 2012 compared with previous year.

Toronto Central Community Care Access Centre

Statement of operations
Year ended March 31, 2012

2011/12 2010/11
$000 $000
Revenue
MOHLTC / LHIN Funding 206,350 202,488
Other revenue 3,380 4,372
209,729 206,860
Expenses
Direct services to clients 190,727 188,976
Administration 18,507 17,777
209,234 206,753
Excess of revenue over expenses 495 108
Balance Sheet
Year ended March 31, 2012
Assets
Current assets 21,857 19,024
Pandemic supplies 368 538
Capital assets 8,956 9,768
31,180 29,331
Liabilities
Current liabilities 21197 19,031
Deferred capital contributions 8,956 9,768
Fund balance - unrestricted 1,027 532
31,180 29,331

If you would like a full copy of our audited financial statements
contact our Executive Office at 416-217-3820 ext. 2604.



Effective use of resources

In an increasingly challenging
financial environment, stronger
financial management is more
important than ever to ensure that
funds are directed where they have
the most value for the clients and
the health care system. At Toronto
Central CCAC we are making sure
that every dollar counts for client
care. For every dollar the CCAC
receives, 91 cents is spent on direct
services to clients.

_ Administration

Direct Services
to Clients

Care expenditures
by age group

Our community has one of the
fastest growing populations of older
adults in Ontario. About 70% of our
funding is directed to supporting
the care needs of seniors over 65
years of age and we are supporting
more clients over the age of 85. It is
clear the need for seniors focused
care - today and tomorrow - has
never been greater. Eight per cent of
funding supports children and 22%
supports adults.

8%

22%

85+ years

FY 10/1 FY 11/12

049 years

20-64 -

65-74 years

75-84 years

Hospital transitions

Many people come to Toronto to
receive specialized care and our
CCAC supports 7,000 of them per
month to go home to other parts of
the province. Only 45% of people
who receive care in a Toronto
Central hospital actually live here.
We arrange for their care and
services to be in place when they go
home regardless of where they live.

Clients
discharged
from Toronto
hospitals to the
care of Toronto
Central CCAC

Clients
discharged to
GTA and other
parts of Ontario
from Toronto
hospitals

Expenditures by
client population

Our population is aging, more
people are living with chronic
diseases and health care delivery is

shifting from hospital to community.

We are now serving more clients
with multiple complex and chronic
conditions than ever before and
partnering with community support
agencies to support clients who

are more independent with their
health care needs. The changing
profile of our clients is reflected

in the expenditures.

I

FY 10/M FY 11/12

—— Urban Health -
—— Child & Family*

B endof Life

— Adults (aged 19-64)

--— Seniors Independent Living

3%

. Post Acute/
" Short-Term Support

—— Frail Seniors (aged 65+)

* Program Descriptions on Page 19
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opening our hearts,
opening our minds

we will ‘ ‘A e will

support our clients
relentlessly pursue

every option to to live the fullest
i o i and healthiest
deliver what is

most important lives possible
to every client

Every client has different strengths and potential
within. We will shift our focus towards quality of life,
health outcomes and helping our clients to stay well.
This is the best way to assist our clients and sustain the
healthcare system for the future.

By talking with clients and caregivers to understand
what’s most important to them and thinking creatively
about how we can support them to achieve that, we
know we can deliver a better care experience.

I knew life was going to be different,
but it’s nice to know it doesn’t
have to be completely different.

Talk to me to find out
what’s most important.

we will . & we will
unleash the potential
of our people

drive the highest
possible care
integration for our
client populations
who need it the most

We will provide an environment where every
employee can grow personally and professionally,
so they can make an even greater contribution to the At times the healthcare system can seem complicated
clients we serve and the communities we live in. and fragmented. We will strive to create an environment
where our clients see and experience a single health care

We will encourage an environment in which every team, working with them at each step in their care journey.

home care provider feels part of a team, and can
contribute to the fullest extent possible to deliver
the best care experience.
I meet with my CCAC Care
L Coordinator every two weeks or

My job is to make sure that at the so and last time she arranged for

end of the day, I've done everything my doctor to come with her.

I can to help the client.




Profiles of our Board of

Directors are available at the
Toronto Central CCAC website:
www.toronto.ccac-ont.ca

Board of Directors

In any given year Toronto Central CCAC supports 2011/12
different client populations: 2:;?&‘;??“"

Urban Health - 1,200 clients who are homeless, poorly ,F\}\Z'n‘:i’;rcc':?:'grporate Governance

housed, have mental health or cognitive impairment issues to Committee

access services and be supported to live in the community. Judith Hayward

Chair, Client Service & Quality
Committee

Children - 5,000 children to get the right support in schools;

400 children who have complex medical needs and .
Myra Libenson

1,000 children with short-term support needs. Member of Client Service & Quality
Committee

End-of-Life - 1,600 clients to die at home with dignity. Marsha Lindsay

Adults - 1,200 adults and their caregivers to manage ngenTnEirtg; Corporate Governance

long-term conditions. T

Member of Client Service & Quality
Committee

Post Acute / Short-Term Support - 13,000 clients who have

short-term medical and rehabilitation needs. Shannon MacDonald

Frail Seniors - 6,400 seniors and caregivers are supported Chair, Corporate Governance

o . . R Committee
with intensive seniors-focused care to remain at home )
ol Wendy Nailer
Wi 1gnity. Member of Client Service & Quality
Committee

Helping Seniors be Independent - 12,000 seniors are )
connected to care and supported to remain independent in Christopher Neuman
g PP P Member of Corporate Governance
the community. Committee
Manuel Pedrosa

Member of Audit & Finance
Committees

Natasha vandenHoven
Member of Audit & Finance
Committees

William Yetman
Chair, Audit & Finance Committees

Senior Management Team

Stacey Daub
Chief Executive Officer

Dipti Purbhoo
Senior Director, Client Services

Dennis Fong
Senior Director, Human Resources
and Organizational Development

William Tottle
Senior Director, Corporate Services

Anne Wojtak
7,000 people per month who receive care in Toronto area hospitals Senior Director, Performance

are supported by our CCAC to go home to other parts of Ontario. Management and Accountability

Toronto Central CCAC Catchment area




Toronto Central

CCac casc

Community Centre d’acces
Care Access aux soins
Centre communautaires

du Centre-Toronto

Toronto Central CCAC
250 Dundas Street West, Suite 305,
Toronto, Ontario M5T 275

Telephone: 416 506 9888
Francais: 416 701 4646

Toll Free: 1866 243 0061
Francais: 1877 701 4646

www.toronto.ccac-ont.ca

Ce rapport est disponible en francais
(This report is available in French).

Outstanding care - every person, every day.

www.toronto.ccac-ont.ca * 310-CCAC » www.310ccac.ca
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Toronto Central Local Health
Integration Network

Toronto Central CCAC services are made possible through the funding support of the Toronto Central LHIN.




