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2011-2012 A Message from the Board Chair and Chief Executive Officer

This Annual Report features the leading practices we are putting in place
to meet the changing needs of our community

The rapid population growth in our area, the
increasing number of patients coming from
hospital, and the rising complexity of their
care needs requires the Central CCAC to be
innovative in developing new services, and
in creating different and more efficient ways
of delivering services.

For information about the changing CCAC
services and how they may help you, call
and ask for our new information brochure
One Call is All it Takes.

We know we cannot do it alone. The support
of the Central Local Health Integration
Network (LHIN), and our strong, collaborative
relationships with hospitals, contracted
service providers, and community agencies
helps us deliver on our vision of outstanding
care, every person, every day.

We also engage with clinical health system
experts such as the University of Toronto
to create best practices, and participate in
pioneering research.

Thanks to our Board of Directors and staff,
whose dedication is creating an organizational
culture of innovation and continuous quality
improvement that has earned local, provincial
and national recognition.

We are proud of our progress in 2011-2012 in
building the capacity of our organization to
support an improved community and health
system that meets the needs of patients now
and into the future.

Audited financial statements for 2011-2012
and a report on Central CCAC’s Multi-Sector
Accountability Agreement (M-SAA) 2011-2012
are available at www.central.ccac-ont.ca.
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Board of Directors

The following individuals served on the Board
of Directors during the 2011-2012 fiscal year:

Eugene Cawthray
Marlene Close*
Lorraine French
Nevzat Gurmen
Susan Kwolek
David Lai
Teddene Long (Chair)
Al Luciani

Mark Marchand**
Lan Nguyen*

Joe Parker

Cathy Szabo (Chief Executive Officer)

*Resigned
**Completed term May 2011




2011-2012 Key Accomplishments

Providing better care for patients

» Embedded continuous quality improvement
in the organization and services through
our Quality Framework of Safety, Science
and Service

» Piloted an integrated cluster care model to
improve efficiency in service delivery and
better respond to individual patient needs

» Held 11 improvement events with over
380 patients, caregivers, and health and
community partners to find better ways of
working together to meet patient needs

» Introduced a School Mental Health Service
for children and youth

» Delivered 26 presentations at health care
conferences to share information about our
leading practices

-
Quality through Leading Practices

CCAC’s leading practices are new,
innovative, evidence-based services that
meet the changing needs of patients, many
of whom are living in the community with
complex medical conditions.

Building an engaged and innovative
workplace

» Awarded Accreditation with Distinction
by Accreditation Canada, the highest level
available

» Named one of the GTA's Top 100 Employers,
for the second year in a row

» Received Gold for the Quality Healthcare
Workplace Award, sponsored by the
Ontario Hospital Association and Health
Force Ontario

Contributing to a stronger health system

» Demonstrated fiscal responsibility by
achieving a balanced budget

» Participated in over 100 community events
and presentations to provide information
about CCAC and community services to our
diverse communities

» Published with all CCACs in Ontario the
second annual CCAC Quality Report -
holding ourselves accountable for our
collective performance

» Partnered with 14 community agencies on
Doorways to Care, to help patients transition
from hospital to home with a range of
community support services

-

Central CCAC’s Strategic Plan
2011-2014

With a continuing commitment to
continuous quality improvement,
value for money, system leadership
and enabling staff to succeed.

Our full Strategic Plan (2011-2014) and
Multi-Sector Service Accountability
Agreement, as well as measures, targets and
outcomes, are available on our website at
www.central.ccac-ont.ca
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Home First

How it helps patients

Affords patients the opportunity to restore
their health through intense case manage-
ment, high service levels and maximizing
community supports

Gives people and their families the
opportunity to decide if living independently
at home is realistic, and time to find services
that make it possible or to arrange alternatives
such as long-term care

Enhances quality of life for as long as possible
for those whose health will continue to
deteriorate

Home First is about

Providing an enhanced level of CCAC
services, for a maximum of 60 days, to allow
alternate level of care (ALC)* hospital patients
to return to the safety and comfort of their
own home once the acute phase of their care
is completed

Focusing on self and caregiver health
management with greater use of community
health resources

How it makes our health system stronger

Alleviates ALC pressures in hospitals by
expediting discharge

Delays or averts long-term care placement
by promoting better long-term health
outcomes

Through the Central CCAC quality lens

Safety
Provides the best opportunity for recovery
through intense in-home care

Science
Employs clear, evidenced-based
guidelines to assess if patients are a good
fit for the program

Service
Gives people the time they need to fully
explore their care options and make
informed decisions

*Alternative Level of Care (ALC) is defined as patients in hospital who no longer
benefit from acute care but whose next care setting is yet to be determined.

Worth mentioning
Provided care to over 780 patients in
2011-2012
69% of Home First patients become well
enough to remain at home after 90 days

Only 5% of Home First patients are admitted
to long-term care

“My husband feels better at home and his health
has improved tremendously. It’s nice to have
him home.” Family member



Medication Management Support Services

Medication Management Support Services (MMSS) has earned provincial, national and international recognition

How it helps patients

» Provides patients with support and
education to help them better manage their
chronic conditions and live more safely in
their own home

» Decreases the number of medications taken
(on average one per patient)

» Reduces falls and enables patients to better
manage pain

MMSS is about

» Targeting patients with complex needs
transitioning to new health care providers,
such as hospital to home

» Identifying and resolving medication
discrepancies and medication-related
problems through in-home pharmacist visits

» Partnering with York Central Hospital,
the Institute for Safe Medication Practices,
and Central area hospitals to offer
proactive solutions

Patients were so impressed by the
Medication Management Support Services

they nominated Central CCAC fora
2011 IPAC-Deloitte Leadership Award

How it makes our health system stronger

» Encourages integrated approach to care
delivery and communication by linking
CCAC, pharmacists, family physicians and
specialist(s) via Central CCAC's innovative
MMSS electronic system

» Reduces medication-related emergency
department visits and hospital re-admissions

» Saves the Ontario Drug Benefit program
approximately $100 per patient, per year

Through the Central CCAC quality lens

Safety
» Reduces adverse drug events that can
lead to falls

Science
» Leverages best practices through
partnership with the Institute for Safe
Medication Practices

Service
» Engages cross-disciplinary providers
in common support of patients in their
own home

Worth mentioning

» MMSS patients cite improvements in their
overall health and quality of life: 81% report
a decrease in emergency department visits;
73% report a decrease in falls; and 43%
report a decrease in pain

» Featured at the International Society for
Quality in Health Care Conference (Hong
Kong), and was a finalist in the Patient Safety
Category at the 2070 Innovations in Health
Expo (Ontario)
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“I think | have a better chance of living longer,
being healthier and enjoying my life if | am on top
of my medications. Central CCAC’s Medication
Management Support Services program helps me
to do exactly that. ” MMSS patient




Balance of Care

With just a bit of extra help, many people who would otherwise need to move into a long-term care home,
can safely continue living in their own home

How it helps patients

» Maintains patient’s independence
by minimizing premature decline in
health status

» Provides social opportunities through
access to adult day programs and
congregate dining

» Alleviates caregiver stress through access
to respite care

Balance of Care is about

» Helping patients who are eligible for long-
term care maintain their independence
through the use of a wide range of
in-home and community social and
health care services

» Making available, at no charge, a com-
prehensive selection of supports and
services delivered by community agencies

» Preventing premature long-term
care placement

How it makes our health system stronger

» Integrates care approach by creating a
shared CCAC/community agency basket
of services

» Reduces long-term care wait list by diverting
patients to other community care options

» Partners with University of Toronto’s
Canadian Research Network for Care

Through the Central CCAC quality lens

Safety
» Customizes the service plan to ensure
patients receive targeted supports required
to live safely at home

Science
» Employs evidence-based decision-making
frameworks to capitalize on available
financial resources

Service
» Enables patients to access robust package
of ethnic-specific services in their community

Worth mentioning
» In fiscal 2011-2012, Balance of Care served
533 patients compared to 504 in 2010-2011

» Realistic alternative to long-term care
placement for 1,000 patients in the past
two years

( A

“The Balance of Care program placed my mother-in-
law’s need:s as a first priority even when it was a last
minute urgent request. We are comforted to know
we are in good hands with the quality of care and
services received from this service!”

Family Caregiver



Hospital Transfer and Short Stay Teams

Our Hospital Transfer and Short Stay Teams are efficient new ways to organize post-hospital care

for patients with less complex needs

How it helps patients

» Reduces time spent waiting in hospital for
assessment prior to discharge

» Speeds up the time it takes to initiate
services

» Helps patients who need specialized rehab,
oncology and wound care treatment

The Hospital Transfer and Short Stay Teams
are about

» Providing specialized referral experts
centrally located in the CCAC Contact Centre

» Assessing the needs of those patients
being discharged from hospitals who
will benefit from specific care through
a CCAC community nursing clinic or clinical
care pathway

» Ensuring services are timely and delivered
in right place, whether at home or in
our clinics

How it makes our health system stronger

» Creates an efficient model for managing
significantly increased hospital referral
volumes, which have grown from 2,400
to over 3,000 per month

» Increases productivity, through a
consistent approach and a focus on
specialized populations

» Minimizes the need to increase hospital and
community case manager complement

» Provides the opportunity to reinvest
resources towards helping those with more
complex needs

Through the Central CCAC quality lens

Safety
» Expedites discharge for people who
can safely go home, and helps avert
emergency department visits

Science
» Uses best practice care pathways

Service
» Supports faster discharge from hospital

Worth mentioning

» 64% of all Central CCAC hospital referrals
(about 21,000 referrals annually) are
admitted for community service

» Developed an electronic wound
information tracking system (WITS)
to improve clinical outcomes, patient
satisfaction and use of resources
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“WITS is a real balance of innovation and
efficiency, and a great example of how technology
can help us improve the way we work with our
service providers, which in the end means better
patient care.” Short Stay Case Manager



Community Clinics

Our Community Clinics provide convenient and specialized nursing care to help our patients get on with their lives

How they help patients
» Improves health outcomes and shortens
length of hospital stay
» Allows patients to continue their daily
activities — including work — by making
it easy for them to schedule clinic visits
at a time that is convenient for them

» Promotes patient independence and
enhances self-care

Community Clinics are about
» Quick and easy access to specialized
nursing services for mobile patients
» Easy access, with all six locations near
Central LHIN hospitals
» Service seven days a week, with extended
evening hours

How they make our health system stronger
» Enables hospitals to focus their resources
on patients with more complex needs
» Builds capacity in the community to
deliver enhanced nursing services
» Saves money on medical supplies
» Reduces emergency department visits

Through the Central CCAC quality lens

Safety
» Creates a low-risk environment for
vulnerable populations to receive care

Science
» Provides research-based, specialized
nursing care
Service
» Gives patients a convenient option
for accessing care in the community,
on their time

Worth mentioning
» Between April 1,2011 and March 31, 2012,
Central CCAC provided service to 3,192
unique patients through 64,520 clinic visits

“Most of all the clinic allowed me to have my
independence so | could carry on my daily
routine and not have to stay home waiting for
the nurse to come.” Clinic patient



Resource Matching and e-Referral (RM&R)

How it helps patients

Simplifies and automates transfer of
patient information, for better transitions -
especially for patients coming from hospital
to home

Reduces errors by improving the quality
and completeness of the information
shared between care settings

RM&R is about

Creating a streamlined and reliable method
of electronically transmitting thousands

of patient referrals to the CCAC and other
health service providers

Tracking and reporting on the
completeness of referrals for continuous
quality improvement

Leveraging technology to support greater
organizational efficiencies

Enabling CCAC efforts to build capacity to
process referrals more effectively through
initiatives such as the Hospital Transfer Team

How it makes our health system stronger

Reduces duplication of efforts and supports
the goal of one patient health care record

Creates a single source of LHIN-wide
referral information captured in a consistent
reporting format

Links multiple health organizations in the
Central region, helping providers to work
together more effectively to meet their
service delivery accountabilities

Strengthens the foundation for future
collaboration among health care
organizations

Through the Central CCAC quality lens

Safety
Reduces risk of errors during patient
transitions by providing a complete and
legible referral

Science
Maximizes electronic data management
to improve consistency and accuracy
of referrals

Service
Reduces the number of times people
need to provide their personal health
information

Worth mentioning

The Central CCAC-led implementation of
RM&R with the hospitals in Central LHIN
included the first in Canada to automate
referrals from emergency departments to
community care

With RM&R, hospitals are meeting and often
exceeding their target of 90% of referrals
complete the first time they are sent

“RM&R is great because it supports all health

care organizations sharing one electronic referral
system. This is going to help us expedite referrals
and organize and manage patient information
more effectively.” Hospital Staff member



Never Events — A leading practice in progress

How it helps patients

Supports safest possible care and
service delivery

Never Events is about

Enhancing patient safety by identifying
events that should “never” occur in
community care, and how to prevent these
events from happening

Tapping into the expertise of University of
Toronto and a panel of nationally respected
experts to conduct a comprehensive,
research-based study

How it makes our health system stronger

Advances methodologies for studying
home care safety

Identifies adverse events that are serious
and preventable from across the community
health system

Generates clinical, administrative and policy

Through the Central CCAC quality lens

Safety
Proactively seeks to minimize patient risk

Science
Bases findings on experience, research
and metrics

Service
Inspires patient confidence in the safety
and quality of care delivered in the
community

“I am very pleased to work with the Central CCAC on
the “Never Events” study. This exciting pioneering
research is an important step forward in providing
safe care and improving the quality of care in the
community.”

Dr. Diane Doran, PhD, RN, FCAHS

Professor, Scientific Director,

Nursing Health Services Research Unit (Toronto site),
Lawrence S. Bloomberg Faculty of Nursing,
University of Toronto

strategy recommendations



1

Financials

Central Community Care Access Centre

Statement of Operations and Change in Net Assets as of March 31,2012

Revenue 2011-2012 ($)
MOHLTC/LHIN 228,440,011
Interest and other income 204,714
Recoveries 1,347,946
Amortization of deferred capital contribution 705,892

230,698,563

Expenses
Purchased patient care services 150,007,470
Patient care medical supplies and equipment 12,896,623
Case Management (note 1) 46,118,954
Salaries and benefits (note 2) 10,180,667
Other non salary 10,375,502
Amortization of capital assets 705,892

230,285,108

Excess (deficiency) of revenue over expenses 413,455

Net assets, beginning of year (370,143)

Net assets, end of year 43,312

Notes:

1. Case management refers to salaries and benefits incurred by Client Services.
2. Salaries and benefits does not include those incurred by Client Services.

2010- 2011 ($)
214,074,128
512,478
628,244
716,886
215,931,736

129,861,632
15,596,095
46,015,965
10,029,712
11,552,191

716,886
213,772,481
2,159,255
(2,529,398)
(370,143)

2009-2010 ($)
204,789,004
544,479
1,444,854
955,169
207,733,506

131,826,056
15,646,145
43,086,009
8,664,967
9,714,415
955,169
209,892,761
(2,159,255)
Audited financial statements for 2011-2012 and a report

(370,143)  on Central CCAC’s Multi-Sector Accountability Agreement
(2,529,398) (M-SAA) 2011-2012 are available at www.central.ccac-ont.ca
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l Driving Quality Health Services
Force motrice de la qualité des services de santé

Vision

Outstanding care - every person, every day

Mission

To deliver a seamless experience

through the health system for people in our
diverse communities, providing equitable access,
individualized care coordination, and quality
health care.

Central CCAC Offices

Newmarket
1100 Gorham Street, Unit 1
Newmarket, ON L3Y 8Y8

Richmond Hill
9050 Yonge Street, Suite 400
Richmond Hill, ON L4C 9S6

Sheppard
45 Sheppard Avenue East, Suite 700
North York, ON M2N 5W9

www.central.ccac-ont.ca
(905) 895-1240

(416) 222-2241

Toll-free: 1-888-470-2222
TTY: (416) 222-0876

Values

Central CCAC is committed to ensuring that everything
we do is guided by the following values:

» Patient-centred service that encourages
wellness, enhances user experience and surpasses
patient expectations

» Leadership that inspires excellence

» Integrity, trust, respect and professionalism
that characterizes all of our relationships

» Communication that is accessible, open, transparent
and understandable in our culturally diverse
community

» Collaboration that drives innovation and creativity in
our quest to successfully manage continuous change

Join us:
For job opportunities, visit www.ccacjobs.ca

For service:
To inquire about health and community services,
please call us at 1-888-470-2222
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t/~ Ontario
Central Local Health
Integration Network

Central CCAC is funded by the Ministry of Health and Long-Term
Care through the Central Local Health Integration Network



