1.0 Background

1.1 Overview of Local Health
Integration Networks

1.1.1 Purpose of Local Health Integration
Networks

Ontario’s 14 Local Health Integration Networks
(LHINSs) were established by the Local Health System
Integration Act, 2006 (Act) to achieve an integrated
health system and enable local communities to
make decisions about their local health systems. The
purpose of the Act is “to provide for an integrated
health system to improve the health of Ontarians
through better access to high quality health services,
co-ordinated health care in local health systems

and across the province, and effective and efficient
management of the health system at the local level.”
(See Section 1.2.3 for more information on what an
“integrated health system” means.)

1.1.2 History of Local Health Integration
Networks

The Ministry of Health and Long-Term Care (Min-
istry) announced the creation of the 14 LHINSs in
September 2004 and the Act came into force in
March 2006. In April 2007, all LHINs began assum-
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ing their role in managing local health services,
starting with the hospital sector. By July 2010,

the LHINs had fully assumed their role over all six
health sectors (see Section 1.3.1). Prior to April
2007, the Ministry’s seven regional offices were
responsible for funding and monitoring health
service providers, and 16 district health councils
(advisory, health-planning organizations funded
by the Ministry) were responsible for planning the
health system and engaging communities. The dis-
trict health councils were closed in March 2005 and
the regional offices were closed in April 2007.

1.1.3 Comparison with the Rest of Canada

All provinces and territories in Canada use a
regional approach to health care. Outside of
Ontario, the bodies doing the work of administering
and/or delivering health care to each region’s resi-
dents are called health authorities. Ontario was the
last province in Canada to adopt a regional model.
In moving toward a regional model, Ontario
took a somewhat different path than that of some
other provinces. The most significant difference
between the LHIN model in Ontario and the
regional health systems in other parts of Canada
is that, in Ontario, LHINs neither directly govern
nor provide health services: all of the health-care
providers, such as hospitals and long-term-care
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homes, still maintain their own boards of directors.
In contrast, in Alberta and Manitoba where all or
most of the local boards of the individual health-
care providers were dissolved, the regional health
authorities themselves directly employ health-care
workers, and directly provide health services, some-
times including primary care.

1.1.4 Structure and Governance of Local
Health Integration Networks

Each LHIN is a not-for-profit Crown agency cover-
ing a distinct region of Ontario (see Figure 1) that
varies in size, population health profile, service
delivery issues and health service providers.

Each LHIN is governed by a board of directors.
Each board consists of no more than nine members
who are appointed by the Lieutenant Governor in
Council with the advice of the Cabinet. The chair
of a LHIN board is accountable to the Minister of
Health and Long-Term Care for the goals, objectives
and performance of the local health system.

Each LHIN also has a Chief Executive Officer
(CEO), who is responsible for managing the LHIN
and its staff.

On average, each LHIN employs about 40
staff. As of March 31, 2015, the 14 LHINs together
employed approximately 600 full-time staff,
compared to about 470 full-time staff employed by
district health councils and ministry regional offices
prior to the establishment of LHINS.

1.1.5 Operational Expenditures of Local
Health Integration Networks

In the year ending March 31, 2015, the total oper-
ational expenditures of all 14 LHINs combined were
$90 million. About 0.4%, or 40 cents on each $100
of the Ministry’s LHIN funding (including payments
destined to health service providers such as hospi-
tals and long-term-care homes) were spent on LHIN
operational expenditures. In that year, LHINSs spent
about half of their operational expenditures on
salaries and benefits; one-third on one-time, LHIN-
led initiatives for specific projects, such as those on
diabetes, emergency departments and critical care;
and the remainder primarily on administrative
expenses such as rent, consulting services, and sup-
plies and equipment.

Figure 1: Locations of Ontario’s 14 Local Health Integration Networks

Source of data: Ministry of Health and Long-Term Care
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The Act sets out every LHIN’s obligation to plan,
fund and integrate its local health system into 14
specific responsibilities that it calls “objects,” which
are listed in Appendix 1. They include, for example,
developing strategies to improve the integration of
the provincial and local health systems, and making
the delivery of health services more economically
efficient toward a more sustainable health system.
Further details of the LHINS’ three functions—plan-
ning, funding, and integrating—are provided below.

Planning at the four LHINs we visited generally

involves these steps:
holding community engagements to seek
input from community members (such as
associations representing specific health
sectors—for instance, the Ontario Hospital
Association and the Ontario Association of
Community Care Access Centres), patients,
and health service providers on ways to iden-
tify local priorities and improve health care in
the region;
defining the current needs of the local health
system, considering the demographics, socio-
demographic characteristics, and health status
of its residents, as well as the health practices
and preventive care taken by its residents;
defining the current state of performance of
the local health system, taking into account
how residents use these health services (for
example, by studying wait times); and
determining and prioritizing the health ser-
vice gaps that need to be addressed.

After each LHIN conducts the above activities, it
develops an Integrated Health Service Plan that out-
lines plans and priorities for the local health system.
(LHINSs can also conduct these planning activities
for reasons other than to develop their Integrated
Health Service Plans, such as to inform LHIN deci-

sions on system planning throughout the year.) The
Act requires that these plans, which are completed
every three years, be made public. The Ministry
reviews these plans to identify possible policy
implications in the plans’ proposals and whether the
contents are consistent with directions set out in the
overall provincial health-care action plan—both the
original 2012 plan and the updated 2015 iteration—
that sets out the government’s commitment to put
patients at the centre of the system.

According to the Act and the accountability agree-
ment between the Ministry and each LHIN, LHINs
can, with certain exemptions, allocate funds as
they choose among and between health service
providers and health sectors. For example, a LHIN
can choose to transfer funds from assisted-living
services to addiction services, or from a hospital

to a community-based agency, subject to various
conditions, such as ensuring they reallocate unused
funding dedicated to a health sector to another
sector with Ministry approval. LHINs have less dis-
cretion over funding in the long-term-care homes
sector because that is based on per-diem rates set by
the Ministry.

Before 2012, the Ministry used to fund hospitals
and CCACs on the basis of how much they had
received in the previous year. Starting April 1, 2012,
the Ministry began to reform the funding methodol-
ogy to these two sectors so that some funding would
be based on forecasted population growth, past
usage of health services, the number of people cared
for and the services they provide. As a result, LHINs
today can only reallocate funding in these two sec-
tors on amounts that are not subject to the reform.
In the year ending March 31, 2015, funding from the
reformed methodology represented about 50% of
funding in hospitals and 30% of funding in CCACs.

In 2007/08, the LHINSs received a combined
total of $50 million to establish the Urgent Priorities
Fund. This fund has been part of the LHINs’ overall
annual funding since then. LHINs can spend this




Figure 2: Local Health System Integration—Meanings and Examples
Sources of data: Local Health System Integration Act, 2006; Local Health Integration Networks

To co-ordinate services and interaction between e developed a system to co-ordinate referrals across hospitals
different persons and entities « integrated central assessment records for community agencies and long-
term-care homes
« developed central access and crisis line for palliative care
« co-ordinated provision of different health services, such as hospital, family
doctor, long-term-care home and community organizations, to work as a
team to develop health-care plans for patients with complex needs

To partner with another person or entity in « partnered with a health-service provider to provide language interpretation
providing services or in operating services for all patients within the LHIN requiring interpretation
» partnered with a hospital to purchase telemedicine units for long-term-care
homes
« partnered with a hospital to provide mobile support for seniors with high
needs
To transfer, merge or amalgamate services, « merged different health-service providers (such as merging the Toronto
operations, persons or entities Rehabilitation Institute with the University Health Network)

« amalgamated transportation services among community agencies

o transferred a seniors program from a community agency to a long-term-
care home

 transferred acute stroke services from one hospital to another

To start or cease providing services « introduced a new model of assisted living for high-risk seniors

» created a new model of congregate care for adults with disabilities at a
community agency

« introduced a new addiction support service for pregnant mothers with
addictions at a community health centre

 stopped providing funding for a specific service at a health-service provider

To cease to operate or to dissolve or wind up « stopped providing funding to a health-service provider
the operations of a person or entity

fund on projects submitted by health service provid- LHINs’ authority to integrate only extends to the
ers to address urgent local health-care priorities. health service providers in the six health sectors
Each LHIN has authority to allocate its share of this that they fund. LHINSs can integrate the local health
fund as it chooses to, provided the funding is used to  system in three ways:
provide direct health services (as opposed to paying by providing or changing funding to a health
for consultants, planning, research or staffing costs). service provider;
by facilitating and negotiating the integration
of health service providers; and
by instructing a health service provider to
The Act sets out various definitions of the term either proceed with or stop integration.
“integration.” Figure 2 outlines these different def-
initions and provides specific examples of integra-
tion activities we noted at the four LHINs we visited.



1.3 Parties Involved in Delivering,
Overseeing, and Reporting on
Health Care

1.3.1 Six Health Sectors Managed by LHINs

Planning, funding and integrating the local health
system involves each LHIN managing the following
six health sectors:

e public and private hospitals;

o long-term-care homes;

e community care access centres (CCACs);

e community mental health and addiction

agencies;

e community support service agencies; and

e community health centres.

In the year ending March 31, 2015, LHINs
provided a total of about $25 billion in funding to
health-care organizations within these six sectors,
representing slightly over half of the provincial
health-care budget for that year, as shown in
Figure 3. (The remaining budgeted funding went
to areas LHINSs are not responsible for, as well as
health capital costs.)

LHINSs are not responsible for the following
elements of the health-care system: primary care,
with the exception of community health centres

LHINs—Local Health Integration Networks “

(includes family physicians, nurse practitioners and
others who serve as the first and ongoing point of
contact for patients), public health, laboratory ser-
vices, the Ontario Health Insurance Plan (OHIP),
emergency medical services (ambulance services),
programs providing assistive devices and drug pro-
grams, to name a few.

1.3.2 The Ministry of Health and Long-Term
Care

The Ministry of Health and Long-Term Care (Min-
istry) is ultimately responsible for monitoring and
reporting on the health system as a whole. The
Ministry’s role is to provide overall direction and
leadership for the health system, focusing on devel-
oping legislation, standards and policies to support
its strategic directions, and ensuring that the LHINs
fulfil the Ministry’s expectations. Those expectations
are outlined in two agreements it established with
each of the 14 LHINSs: the Ministry-LHIN Memoran-
dum of Understanding, and the Ministry—-LHIN Per-
formance Agreement (accountability agreement).

The Ministry also manages provincial pro-
grams that are not managed by LHINs (refer to
Section 1.3.1).

Figure 3: Expenditures of LHINs and Health Sectors Managed by LHINs for Fiscal Year Ending March 31, 2015

Source of data: Ministry of Finance

% of Overall
Provincial Health

Expenditures

($ million) Expenditures
LHIN Operational Expenditures 90 0.2
Health Sectors Managed by LHINs
Hospitals 16,942 33.8
Long-Term Care Homes 3,545 7.1
Community Care Access Centres 2,495 5.0
Community Mental Health and Addiction Agencies 936 1.9
Community Support Services Agencies 834 1.6
Community Health Centres 378 0.8
Other LHIN Expenditures (for electronic health records) 7 <0.1
Total Health Funding Managed by LHINs, including LHIN Operational Expenditures 25,227 50.4
Health Funding Not Managed by LHINs 24,786 49.6
Total Provincial Health Expenditures 50,013 100.0
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Appendix 2 shows the relationships among the
Ministry, LHINs and health service providers.

separate LHIN-specific targets. For three of these
areas that relate to surgery wait times, the provin-

cial target and LHIN-specific target are the same.

- . Th incial target ts the ideal level of
How the Ministry Measures the Effectiveness of © provincial tatget represents the ideatievel o

LHINs
The Ministry has selected 15 areas of performance
for measuring the effectiveness of LHINs. The
15 areas, which are set out in the Ministry-LHIN
accountability agreement that was effective in
2014/15, are shown in Figure 4.

For 11 of those areas (areas 1-11 in Figure 4),

the Ministry has set both a provincial target and

performance. The LHIN-specific targets are negoti-
ated between the Ministry and the LHIN, taking
into account past performance and local challenges,
with the intent to move the LHIN’s performance
closer to provincial targets.

For the remaining four areas (areas 12-15 in
Figure 4), the Ministry has set only LHIN-specific
targets, which differ from one LHIN to the next.

Figure 4: Indicators Used by the Ministry of Health and Long-Term Care to Measure Performance of Local Health
Integration Networks

Source of data: Ministry of Health and Long-Term Care

Access to Health Services

‘

90" percentile emergency room length of stay for admitted patients

90™ percentile emergency room length of stay for non-admitted complex patients with a CTAS score of 1 to 3

90" percentile emergency room length of stay for non-admitted uncomplicated patients with a CTAS score of 4 to 5

% of Priority 4 cases completed within access target of 84 days for cancer surgery

% of Priority 4 cases completed within access target of 90 days for cardiac by-pass procedures
% of Priority 4 cases completed within access target of 182 days for cataract surgery
% of Priority 4 cases completed within access target of 182 days for hip replacement

% of Priority 4 cases completed within access target of 182 days for knee replacement
% of Priority 4 cases completed within access target of 28 days for MRI scan

10 % of Priority 4 cases completed within access target of 28 days for diagnostic CT scan
Co-ordinated Health Care

11 % of Alternate Level of Care (ALC) days

12 90" percentile wait time from community for CCAC in-home services (application from community setting to first CCAC
service, excluding case management)

High-quality Health Services
13 Readmissions within 30 days for selected CMGs
14 Repeat unscheduled emergency visits within 30 days for mental health conditions

O N|OOD|O B [WIN

15 Repeat unscheduled emergency visits within 30 days for substance abuse conditions

Explanatory Notes:

90" percentile wait time in emergency room—number of hours that nine out of 10 patients stayed in the emergency room.

ALC: Alternate Level of Care — measures how often a patient who could be treated elsewhere occupies a hospital bed.

CCAC: Community Care Access Centre

CT: computer tomography — produces cross-sectional images of body parts such as the head and the abdomen.

CTAS: Canadian Triage and Acuity Scale - categorizes patients by both injury and physiological findings, ranking them by severity from 1 (being the highest) to 5.

CMG: Case Mix Groups — acute-care inpatients with similar clinical and resource-utilization characteristics, including the following seven conditions: stroke,
chronic obstructive pulmonary disease, pneumonia, congestive heart failure, diabetes, cardiac and gastro-intestinal disorders.

Length of stay: describes the duration of a single episode of hospitalization.
MRI: Magnetic resonance imaging — uses radiology to investigate the anatomy and physiology of the body.

Priority 4: patients who are waiting for a scheduled follow-up appointment at a specific interval to meet their clinical needs; the lowest of four priority levels
(priority 1 would be immediate.)



1.3.3 Health Service Providers

Health-care organizations within the six health
sectors that LHINs manage are called health service
providers. A health service provider could be a
hospital, a CCAC, a mental health and addiction
agency, a community health centre, a commun-

ity support services agency, or a long-term care
home. Health service providers provide health
services to Ontarians according to the terms and
conditions spelled out in formal agreements with
LHINSs called service accountability agreements.

In the year ending March 31, 2015, the 14 LHINs
together managed about 1,700 such agreements
with about 1,300 health service providers. (Some
service providers operate multiple health services
and therefore have multiple service accountability
agreements with the LHINs.) Figure 5 shows the
number of unique health service providers by LHIN
as at March 31, 2015.

LHINs—Local Health Integration Networks m

How LHINs and the Ministry Oversee Health

Service Providers
Health service providers report on their own
performance against targets set out in the contract
they negotiate with the LHIN, using a data entry
tool. When health service providers perform below
expectations, depending on the severity of the
issue, the LHINs and sometimes the Ministry can
intervene in different ways, including requesting
operational reviews and peer reviews. The Ministry
can also choose to appoint supervisors.

1.3.4 Health Quality Ontario

Health Quality Ontario is an independent govern-
ment agency created in September 2005 that is
responsible for monitoring and reporting on the
state of the health system in Ontario.

Figure 5: Number of Unique Health Service Providers in the Six Health Sectors Funded by LHINs as at March 31, 2015

Source of data: Ministry of Health and Long-Term Care

Community

Care Support  Health and

Long-term Access Health Services Addiction

Hospitals Care Homes Centres Centres Agencies Agencies  Total
Toronto Central 18 37 1 17 70 82 225
Hamilton Niagara
Haldimand Bfant 9 87 1 ! 64 40 28
Champlain 21 61 1 11 60 44 198
North East 25 40 1 6 75 47 194
South West 20 80 1 5 49 33 188
Central 9 7 1 2 39 23 151
North West 13 14 1 2 64 35 129
Central East 9 46 1 7 44 21 128
South East 7 37 1 5 33 22 105
Erie St. Clair 7 38 1 5 34 16 101
Waterloo Wellington 8 36 1 4 27 14 90
North Simcoe Muskoka 7 27 1 3 31 11 80
Mississauga Halton 2 28 1 1 33 12 77
Central West 2 23 1 2 18 9 55
Total 1571 631 14 77! 641! 409' 1,929

1. Total number of unique agencies by sector is greater than the sector’s total number of agencies reported in Appendix 2 because some agencies provide

services in multiple sectors and in multiple LHINSs.
2. There are about 1,300 unique health service providers across Ontario.
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Our audit objective was to assess whether Local
Health Integration Networks (LHINSs), in conjunction
with the Ministry of Health and Long-Term Care
(Ministry), have effective systems and procedures

in place to facilitate the provision of the right care at
the right time in the right place for Ontarians. Senior
ministry management reviewed and agreed to our
audit objective and associated audit criteria.

Our audit work was conducted between Decem-
ber 2014 and June 2015, primarily at four selected
LHINs—Central, Hamilton Niagara Haldimand
Brant, North East, and Toronto Central. Their com-
bined expenditures in the year ending March 31,
2015, were $11 billion, or 44% of the overall provin-
cial funding for LHINS that year. We also conducted
other work at the Ministry’s offices in Toronto.

In conducting our audit, we reviewed relevant
documents, legislation and ministry guidelines;
analyzed information; interviewed ministry staff,
the Chief Executive Officer (CEO) and staff from
each of the four LHINs we visited; reviewed rel-
evant information and research on regionalized
health system models from other provinces and ter-
ritories; and attended one community engagement
event and one board of directors meeting at each
of the four LHINs we visited. We also interviewed
senior officials from Health Quality Ontario and
Cancer Care Ontario to understand how these
organizations work with LHINs. As part of our plan-
ning for this audit, we reviewed a number of the
Ministry’s internal audit reports on LHINs and con-
sidered them in determining the scope of our audit.

To obtain perspectives from those who manage
and govern the LHINs as well as those overseen
by LHINSs, we also conducted a survey of all cur-
rent and former CEOs and board members of the
14 LHINs for whom we have contact information
(70% of those contacted responded to our survey),
and the current senior officials (usually the CEOs)
at about 1,300 health service providers that are

funded by the 14 LHINs for whom we have contact
information (57% of those contacted responded

to our survey). In addition, we met with senior
representatives from associations that represent

all six health sectors that LHINs oversee. They
include: Addictions and Mental Health Ontario, the
Association of Ontario Health Centres, the Ontario
Association of Community Care Access Centres,

the Ontario Community Support Association, the
Ontario Hospital Association, and the Ontario Long
Term Care Association.

Since 2007, the 14 Local Health Integration Net-
works (LHINSs) in Ontario have been responsible for
planning, funding and integrating health services
in six sectors, including hospitals, long-term-care
homes and community-based health services such
as Community Care Access Centres, as shown in
Appendix 2. The LHINs have a significant task: to
provide for an integrated health system in Ontario.
According to the legislation that created them, such
a health system would be efficient and effectively
managed through the provision of accessible and
high-quality health services, so that Ontarians will
experience better health and better co-ordinated
care across health sectors, locally and throughout
the province.

The formation of LHINs has allowed health
service providers, such as hospitals, and the home
and community sector to better work together to
find solutions to common health system issues, as
a number of working groups and committees have
been established to address common priority areas
such as mental health and palliative care. However,
to fully realize the value of LHINS, both the Ministry
of Health and Long-Term Care (Ministry) and the
LHINs themselves need to better ensure that LHINs
are meeting their mandate.

Our audit found that the Ministry has not clearly
determined what would constitute a “fully integrated



health system,” or by when it is to be achieved, nor
has it yet developed ways of measuring how effect-
ively LHINSs are performing specifically as planners,
funders and integrators of health care.

If achieving the LHINS’ mandate means meet-
ing all expected performance levels measured (as
shown in Figure 4), then LHINs have not achieved
their mandate of providing the right care at the
right time in the right place consistently throughout
the health system. While province-wide perform-
ance in six of the 15 areas measured has improved
between the time the LHINs were created and 2015,
in the remaining nine areas, performance has either
stayed relatively consistent or deteriorated since
2010 or earlier, as shown in Figure 6. For instance,
a greater percentage of inpatient days were used by
patients who did not need acute care in a hospital
setting for the year ending March 31, 2015, as com-
pared to when LHINs started to operate in 2007.

Most LHINs performed below expected levels
in the year ending March 31, 2015. In that year,

LHINs—Local Health Integration Networks m

LHINSs on average achieved their respective local
targets for six of the 15 performance areas; the
best-performing LHIN met local targets in 10 areas
and the worst-performing LHINs (there were four)
met only four, as shown in Figure 10. Based on
the provincial results that include all 14 LHINS,
only four of the 11 provincial targets that measure
long-term goals for LHINs were met. The Ministry
has not set any timelines for when all 14 LHINs are
expected to meet the 11 provincial targets. In four
areas such as those concerning home care, mental
health, and substance abuse, the Ministry did not
set any long-term goals, as shown in Figure 7.

We also found that the performance gap among
LHINs has widened over time in 10 of the 15
performance areas. For instance, patients in the
worst-performing LHIN waited 194 days, or five
times longer than the best-performing LHIN, to
receive semi-urgent cataract surgery in 2012. Three
years later, this performance gap widened from
five times to 31 times. The Ministry needs to better

Figure 6: Province-wide Performance Trend in 15 LHIN Measurement Areas
Sources of data: Cancer Care Ontario, Cardiac Care Network of Ontario, Ministry of Health and Long-Term Care

Performance declined between 2007 (or 2010 when earliest comparable data available) and 2015
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1 Readmissions within 30 days for selected CMGs

2 % of Alternate Level of Care days

3 Repeat unplanned emergency visits for patients with mental health conditions

4 Repeat unplanned emergency visits for patients with substance abuse conditions

Performance remained consistent between 2007 and 2015

5  Cardiac by-pass procedures provided within 90 days

Performance improved between 2007 and 2010 but plateaued or worsened since 2010

6  Cataract surgery provided within 182 days

7  Hip replacement provided within 182 days

8  Knee replacement provided within 182 days

9  Diagnostic CT scan provided within 28 days

Performance improved since 2007 (or 2009 when earliest comparable data available)

10 Length of emergency room stay for admitted patients

11 Length of emergency room stay for complex patients not admitted to hospital

12 Length of emergency room stay for non-complex patients not admitted to hospital

13 MRI scan provided within 28 days

14 Cancer surgery provided within 84 days

15  Wait time for CCAC in-home services

Note: Appendix 3 provides detailed statistics on trend performance for each of the measured areas.




2015 Annual Report of the Office of the Auditor General of Ontario

*SI9PIOSIP |eUNSAII-0AISE] pue JeIpIed ‘Salaqelp ‘ainjiel Leay aAnsaguod

‘eluownaud ‘eseasip Aleuow|nd sARINASYO IIUOIYD ‘D40AS :SUORIPUOI Jo SAN0JZ UBASS BUIMO|0) BYY BUIpN|aUl ‘SINSUBIDRIRYD UONEZI|RN 99IN0Sa) PUR [IIUIID JR[IIS YNM Sjusnedul a1ed-synae—sdnoly X ase) aie SHND °G
"eaJe S|U} 40} 1931e) |e1oulrold e paysi|qelsa Jou sey Ansiully 8y} asnesaq aqedldde JoN
‘leudsoy ayy woiy pagieydsip aq 0} 9|ge Udag 10U dAY JO dIaYMaS|d 81ed UIeIqo Jouued Ay} asnedaq [eudsoy ul Aeis aied [eudsoy ainbai you op oym syuaned 1eyy skep Jo Jaquinu ay) '€
‘seale 91ydei30a3 18y} ulym sainpadoid ssed-Aq oeipied apinoid SNIHT 7T 91 JO BUIN “Z
'Seale douewIoyIad 9S8y} UO UORRWIOUI P3JIe1op SAAIS ¢ aIngl{ T
SuonIpuUOd
asnge aoueisqns yum syuaned Joy shep 0g
/U paysiigelse 10N €T %€E-%T1'81 %t°0€ %L 0v %967 ulyum sysia Aouagiaws pajnpayasun jeadsy G
sSuonIpuod
U1jeay |equsw yum syuaned Joj skep O
ye/u paysiigelse 10N ¢T %€C-%CET %967 %cCLC %T1°GT ulyum susia Aouagiawa pajnpayosun jeaday {1
sfep 0¢
ye/u paysiigelse 10N ¢T %81-%8°CT %.°97 %881 %¢€GT UIYUM ;SHINID 109]8S JO Suoissiwpesy €T
ye/u paysiigeise 10N G skep 99-shep /1 skep 8¢ skep z8 skep z1 SBIIMISS BWOY-UI Y]] 104 BUWIR Wepm T
4" %916 6 %CC-%9Y'6 %0 V1T %9°CC %69 ¢SePOTY 1T
11 %06 6 %06-%0. %6°LL %t1'1G %C 96 sfep gz uiyum papiroid ueds | onsougelq 0T
14 %06 cl %06-%0¢ %971¢ %117 %0°GG skep g ulyum papiroid ueds YN 6
11 %06 (0] %06-%G.L %C V8 %€ vy %€'G6 shep g8T ulyum papiroid Juswade|dal sauy 8
(0] %06 6 %06-%08 %€98 %1 617 %0.6 sfep ¢g71 ulyum papiroid uswadeidas diy 2
1% %06 1% %06 %G'C6 %168 %.°66 shep Z8T uiyum papiaoid Aisgins oeieied 9
T %06 T %06 %086 %0'8L %0007 ¢SAep 06 Ulyum papiroid ssed-Aq oeipie) G
4 %06 4 %06 %L V6 %698 %866 skep 8 ulyum papiroid A19gins Jsouey ¢
paniwpe jou
9 sinoy ¢ 9 SINOY G'y-SInoy /€ SINoY €07 SINOY G’y STVEAS syuaned xajdwod-uou Joj Aels y3 jo ypdusl €
paniwpe
0 sinoy g ¥ sInoy 8-sIN0Y GZ'9  SInoy 89 sinoy g sinoy 9°'g jou syuaned xajdwod Jo} Aeis Y3 Jo yisual ¢
vT sinoy g T SN0y 9°0E-sInoy g  SIN0Y G'6Z  SInoy JyE  SInoy GUT sjuaned paniwpe Joj Ae1s y3 Jo ygus] T

j98ie] [elouinold  }98ie] 198.1e] oy19ads (USIH 03 MoT) 38818 B3 11155 | NIH1 NIH1 ; @aly 9ouew0413d
9Y} 193\ 10N PI@  [el9uUIA0Ad -NIH1 2A309dsay  ai19ads-NIH1 |e1ouinold  Suiumopad  Sujumoyiad

1ey} sNIH1Jo # 113Y1 199\ 10N pi@ -1s10\ -1s9g
1ey} SNIHT 30 # 32UBW.I0JI3d [en}oy

818 WI]-BU0T pue Yesy Jo Ansiully :elep Jo 82In0S

GTOZ ‘TS YoJe\ Suipug Jeaj ‘sealy aouewiopad GT Ul SNIH1 Sulwiopiad-1SIop pue -1sag Jo uosuedwo?) ;7 aingi4

80°€ UORI3S 4N « €193dey)




understand the reasons for the widening gap and
implement changes to narrow that gap if it wants to
achieve its goal of ensuring health-service levels do
not vary significantly across the province.

In addition, these 15 areas of performance are
intended to measure the performance of the local
health system rather than the LHINs themselves.
While the Ministry has ongoing engagement with
the LHINs to understand and monitor their per-
formance, it did not have performance indicators
to measure how effectively LHINSs are performing
as planners, funders and integrators of health care.
For the most part, the performance indicators
measure the effectiveness of hospitals, so the Min-
istry has limited knowledge of how LHINs ensure
health services are delivered satisfactorily in non-
hospital sectors.

Our other specific observations in this audit
include:

LHINs have not been consistently assess-
ing whether their planning and integra-
tion activities were effective in providing

a more efficient and integrated health
system, and determining how much cost
savings have been reinvested into direct
patient care as a result of integration—
Only one in five health service providers who
responded to our survey felt that LHINSs are on
track to achieving the goals in their strategic
plans, compared to almost 80% of the cur-
rent and former LHIN board members and
CEOs. We found that three of the four LHINs
we visited did not establish any quantifiable
targets or performance measures on their
goals and strategies in the integrated health
service plans to assess whether their planned
work has helped them progress toward a fully
integrated local health system.

Due to inconsistent and variable practi-
ces that still persist across the province,
patients face inequities in accessing certain
health services—These variances mean that,
depending on where they live, some people
experienced better access to better integrated

health care than others, and some people
were not receiving health care in the setting
that best meets their health needs and, some-
times, at a much higher cost than necessary.
Moreover, because provincial standards or
approaches to care are lacking in some areas,
patients receive differing standards of care
for the same health condition. We found that
while processes are in place to enable col-
laboration among LHINs, much more can be
done to enhance consistency.

The Ministry takes little action to hold the
LHINs accountable to make changes when
low performance continues year after
year—When LHINs do not meet their targets,
the Ministry has seen its role as being “sup-
portive” rather than “directive” in effecting
improvement. While this might be advisable
in some cases, in other instances this has
contributed to performance issues persisting
for years. For example, one of the four LHINs
we visited did not meet the annual wait-time
target for MRI scans in six of the eight years
leading up to March 31, 2015. Another LHIN
we visited did not meet its annual hip replace-
ment wait-time target in seven out of the last
eight years.

The Ministry responds differently to chal-
lenges faced by LHINs—When an expected
performance was not achieved in one year,

for some LHINs the target became more lax;
for other LHINS the target stayed the same or
became more stringent. For instance, of the
seven LHINS that could not meet their respect-
ive Alternate Level of Care (ALC) performance
targets between 2011/12 and 2014/15, the
Ministry lowered the target for five LHINs (for
instance, from 17% to 22% ALC days in one
LHIN), and either tightened or maintained the
target for the remaining two. (ALC days refer
to hospital inpatient days used by patients who
no longer needed hospital care but were wait-
ing for care elsewhere or to be discharged.)
The Ministry indicated that it sets these



revised targets jointly with LHINSs to account
for local circumstances and challenges.
LHINs could do more to define system
capacity—Capacity refers to how service
supply meets current and future demand for
service. Concerns have been raised about
insufficient capacity planning in the areas of
palliative care, home- and community-care,
and rehabilitative services.

LHINSs need to better monitor health ser-
vice providers’ performance—At the four
LHINs we visited, we found that quality of
health services is not consistently monitored,
performance information submitted by health
service providers (some of which contained
errors) is not verified, and non-performing
health service providers are not consist-

ently dealt with in accordance with Ministry
guidelines. Regarding the latter, we found
that the four LHINSs we visited predominantly
discussed and shared information with health
service providers even for issues that have
persisted for years.

Tracking of patient complaints lacks
rigour—There is no common complaint-man-
agement process across LHINs, and LHINs did
not always ensure that patient complaints are
appropriately resolved. Across the province,
three LHINs did not track complaints at all in
2014, or only partially tracked them.

Group purchasing and back-office integra-
tion were not consistently implemented

or fully explored—LHINs could not demon-
strate that they have maximized economic
efficiencies in the delivery of health services
as per their mandate, because the use of
group purchasing and “back-office integra-
tion” (that is, integrating or consolidating
the administrative and business operations
of LHINs and/or health service providers)
differed across the four LHINs we visited.
According to our survey results, more health
service providers wanted LHINS to explore
additional group purchases and back-office

integration opportunities than did not. Also,
while over 70% of the current and former
LHIN board members and CEOs felt that
LHINSs have brought economic efficiencies to
the delivery of health services, only a quarter
of the health service providers who responded
felt the same way.

This report contains 20 recommendations, con-

sisting of 37 actions, to address the findings noted
during this audit.

. OVERALL MINISTRY RESPONSE

In 2006, the government established Local
Health Integration Networks (LHINS) in recogni-
tion that a health system is best organized and
managed at the local level. Under the LHIN
model, the Ministry of Health and Long-Term
Care (Ministry), LHINs and health service pro-
viders work collaboratively in planning, funding
and integrating health-care services to improve
access to care and better co-ordinate the delivery
of services within LHINS’ geographic areas.

LHINSs are key partners working collab-
oratively with the Ministry in implementing
the Patients First: Action Plan for Health Care,
the government’s blueprint for the next phase
of health-care transformation. Patients First
is designed to put people and patients first
by improving their health-care experience
and their health outcomes. With extensive
knowledge and understanding of their local
communities, LHINs are uniquely positioned
to translate the provincial priorities identified
in Patients First into local actions. With their
in-depth knowledge and understanding of their
local health-care systems and the needs of their
population, LHINs have made substantial prog-
ress in ensuring that Ontarians have access to
high-quality person-centred care.

Within a complex health-care system that
includes over 1,800 health service providers
across multiple sectors, the LHINs have worked
locally to implement improvement initiatives



in communities across the province, many of
which are focused on people with the highest
needs. LHINs have been effective champions
for the shift from acute care to community care
so that we make the best use of our hospital
resources and give people more options for
care at home. LHINs have also demonstrated
transparency and accountability by leading
extensive community engagement activities,
developing and publishing three-year Integrated
Health Service Plans, Annual Business Plans and
Annual Reports, and holding board meetings
that are open to the public.

The Ministry appreciates the recommenda-
tions contained in the Auditor General’s audit
of the LHINs. The recommendations build upon
the strong accountability and performance
framework already in place between the Ministry,
LHINs, and their health service providers, and
support the ongoing work to improve patient care
and access to health care across the province.

. OVERALL LHINs’ RESPONSE

The Local Health Integration Networks (LHINSs)
appreciate the opportunity to participate in this
audit. The observations, insights and recom-
mendations presented in the Auditor General’s
report will support our ongoing efforts and
commitment to continuously improve Ontario’s
health system for the individuals and commun-
ities we serve. The audit report highlights key
areas of focus for the LHINS’ role in the broader
health system—performance, accountability,
integration and funding. The LHINs agree with
these focus areas and will thoughtfully consider
all of the input and recommendations provided.
The LHINSs recognize their unique contribu-
tion to the performance of the health system.
LHINs are system planners, funders, facilitators
and leaders; LHINs are not direct care providers
nor health service operators. As such, while the
current indicators such as wait times, readmis-
sions and alternate levels of care are important,

they are only indirect measures of the LHINS’
performance and achievement of their man-
date. LHINs are engaged in the identification
and development of more direct measures of
LHIN performance.

The health system performance indicators
have evolved during the 10 years that LHINs
have been in existence, resulting in revised
definitions, specifications, and/or data sources.
Indicator evolution is important and positive;
however, such changes limit the ability to draw
conclusions about performance across time, and
thus should be done cautiously. Comparisons
of performance between LHINSs based solely on
select indicators should also be approached cau-
tiously. The LHINSs share the concern expressed
by the Auditor General about the considerable
variance between LHINSs on performance
indicators. It must be acknowledged, however,
that contextual differences exist historically
and currently in the LHINs that influence these
results, including population demographics,
health status, geography, levels of service and
providers. Despite these challenges, the LHINs
will continue to actively work together, in col-
laboration with health service providers and the
Ministry, to improve health system performance
as measured by the indicators outlined in their
accountability agreements.

Under the Local Health System Integration Act
(Act), the LHINSs have a responsibility to plan,
integrate and fund the care and service deliv-
ered in their communities by health service pro-
viders. One of the purposes of LHINs under the
Actis to “...enable local communities to make
decisions about their local health systems.”
LHINs engage with and seek input from their
communities, represented by patients, health
service providers, citizens, associations, muni-
cipalities and others. LHINs are best positioned
to understand the strengths, challenges and
needs of the population and providers within
their geographic areas, which is key to building
a robust and sustainable health system that puts
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patients first. Through service accountability
agreements and strong working relationships,
LHINs hold health service providers account-
able for the quality, quantity and value of the
care and services they deliver. LHINs take these
responsibilities very seriously and continually
seek to improve on them.

LHINs welcome the input and feedback gar-
nered through formal and informal community
engagements, health service provider collabora-
tion, and now the report of the Auditor General
of Ontario. LHINs will work in collaboration
with the Ministry of Health and Long-Term Care
and others to address the recommendations as
outlined in our responses below.

4.0 Detailed Audit

Observations

4.1 Performance Improved Only
in Limited Areas over Time and
Varies from One LHIN to the Next;
Variation Widens over Time for
Two-thirds of Measured Areas

With the growing and aging population, continuous
improvement of the health system is important so
that patients can receive the best quality health
care possible. Even though the province is divided
into 14 parts for the purpose of planning, funding
and integrating health services, patients should
expect to receive fairly consistent quality of care on
a timely basis no matter where they live. However,
we found that the LHINs’ performance has not
significantly improved since inception and that
their performance varies from one to the next. In
addition, between 2012 and 2015, the performance
gap among LHINs actually increased in two-thirds
of the performance areas despite the fact that the
Ministry has a goal of reducing this performance
gap. As a result, patients’ ability to receive consist-
ent, good quality care across the province is limited.

We look at the above issues in detail in the fol-
lowing subsections.

4.1.1. No Notable Improvement in
Performance Since Inception of LHINs

We compared the performance of all 14 LHINs
between 2007 and 2015 to determine whether
LHIN performance has improved over time. Overall,
we found that in nine of the 15 performance areas,
LHINSs’ performance has either stayed relatively
consistent or deteriorated since 2010 or earlier, as
shown in Figure 6. As a result, LHINs cannot dem-
onstrate that they have effectively integrated the
local health system and improved patient care and
access to high quality health services.

Appendix 3 shows the performance trend of all
15 performance areas between 2007 and 2015.

Performance Declined in Areas that Measure

Integrated Health Services
Four of the 15 performance areas measure LHINs’
activities in integrating health services, because
success in these areas requires LHINs to ensure ser-
vices are delivered efficiently and effectively in both
hospital and community health-care settings. These
performance areas are:

e readmission of selected groups of acute hos-
pital patients to any facility for inpatient care
within 30 days of discharge;

o repeat unplanned emergency visits for
patients with mental health issues;

o repeat unplanned emergency visits for
patients with substance abuse conditions; and

e hospital inpatient days used by patients who
no longer needed hospital care but were wait-
ing for care elsewhere or to be discharged
(referred to as Alternate Level of Care or ALC
days)

On a provincial basis, performances have
steadily declined in three of these four areas since
the inception of LHINS. (In the case of ALC days,
performance declined from the inception of LHINs



to 2010/11, then remained relatively constant from
2011/12 through 2014/15.) For example, in the
year ending March 31, 2010 (the earliest compara-
tive data available), about 26% of patients with
substance abuse conditions in the province had

to visit the emergency department within 30 days
of their first emergency visits. In the year ending
March 31, 2015, this increased to about 30%. These
unplanned repeat emergency visits are not only
problematic on their own, they can also impact
related wait times. This trend indicates that LHINs
could do more to plan and integrate health services
to help patients’ access community-based services.

Similarly, a greater number of hospital inpatient
days were used by patients who no longer needed
acute care in a hospital setting for the year end-
ing March 31, 2015, as compared to when LHINs
started to operate in 2007. In the year immediately
prior to the first full year of LHIN operation, 12%
of all hospital patient days were attributed to ALC
patients. This has increased to 16% in 2011, then
14% between 2012 and 2015. This trend indicates
that a significant number of patients were receiving
care in a setting that was no longer appropriate
for their care needs, which may potentially have a
negative impact on the patient’s health. As well, it
is much more costly to keep patients in a hospital as
opposed to a community setting.

We recognize that the aging population is one
of the factors causing an increase in ALC days—the
proportion of people aged 75 or more has steadily
increased from 6.2% to 6.9% between 2006 and
2014. In recent years, the four LHINs we visited
have all treated health services to senior adults as
a priority service area, yet the Ministry and the
LHINs could do more to better plan health services
for senior adults so that these patients receive the
care they need.

Although access to specific surgery (cataract, hip
replacement, and knee replacement) and CT scans
had improved between LHINS’ inception and 2010,
the overall performance had either plateaued or
gotten worse. For instance, between 2007 and
2010, wait times for cataract surgeries had gone
down, from 220 days to 108 days, for 90% of the
patients in the province. This performance has
worsened since 2010 and for the year ending March
31, 2015, the wait time climbed to 160 days, com-
pared to a provincial target of 182 days.

The overall provincial wait time between 2007
and 2015 for all types of cardiac by-pass procedures
(urgent, semi-urgent, and elective) has remained
consistent at around 40 days.

According to our survey results, while 60% of
the current and former LHIN board members and
CEOs felt that the health system is performing as
expected, given that LHINs have only been in oper-
ation since 2007, just a quarter of the health service
providers felt the same way.

Since the introduction of LHINS, three have consist-
ently performed below others in at least five of the
15 performance areas. For example, between March
2007 and March 2015, one LHIN consistently per-
formed worse than the overall provincial perform-
ance in the areas of: patients with mental health
and substance abuse conditions needing to repeat-
edly visit emergency room within 30 days of first
emergency visit; patients who are not ultimately
admitted to hospital waiting longer in emergency
rooms for care; and patients waiting longer to
receive cancer surgeries. We discuss Ministry action
on LHINSs that do not perform at expected levels in
Section 4.2.3.




Appendix 4 compares Ontario’s performance to
the rest of Canada on a number of health-system
performance indicators reported by Health

Quality Ontario and the Canadian Institute for
Health Information (CIHI). Between 2010 and
2014, Ontario’s performance was better than the
Canadian average in most of the measured areas
that relate to LHINS, such as access to radiation
therapy and 30-day readmission for mental illness.
Its performance was below average in other areas,
however, such as access to cataract surgery and bet-
ter informing patients discharged from hospitals on
what to expect after they return home.

Ontarians on the whole do not have equitable
access to health services due to various factors,
including the performance variance among LHINS,
not only in the 15 areas that the Ministry focuses

on but also in areas that Health Quality Ontario

and the Canadian Institute for Health Information
(CIHI) report on. These at-times significant vari-
ances mean that, depending on where they live,
some people experienced better access to more fully
integrated health care than others and some did not
receive health care in the most appropriate settings,
sometimes at a much higher cost than necessary.

As well, when a number of LHINSs are responsible
for a different geographical portion of a single large
urban area, people may not have equal access to
health services, even though the similar population
size and health-care infrastructure in each LHIN
would lead the public to expect similar experiences.
For instance, five different LHINSs oversee the health
services available in the City of Toronto. While
residents of East Toronto and Scarborough are geo-
graphically near each other and live in neighbour-
hoods that have much in common, the East Toronto
resident is served by the Toronto Central LHIN and

the Scarborough resident is served by the Central
East LHIN. But residents in these LHINs experience
significantly different wait times in accessing cer-
tain hospital procedures.

In response to our survey, half of the current
and former LHIN board members and CEOs felt
that the level of health care provided to Ontarians
has become more equitable compared to before
LHINs were created. Only one-third of the health
service providers felt the same way. Further, when
we asked whether they felt Ontarians can access an
equitable set of health services regardless of where
they live, over 60% of the health service provid-
ers and over 40% of the current and former LHIN
board members and CEOs indicated no.

As shown in Figure 7, for the year ending March 31,
2015, performance in the 15 areas varied among
LHINSs. The difference in performance between the
best- and worst-performing LHIN could be as much
as sevenfold. Some examples are as follows:
Across Ontario, 14% of hospital inpatient
days were used by patients who no longer
needed hospital care, but were waiting in
hospital until they could find care elsewhere
or be discharged (also known as ALC days
as explained in Section 4.1.1). Among the
14 LHINSs, however, ALC days varied widely,
from about 7% of inpatient days in one LHIN
to about 23% in another—a more-than-triple
difference. This inefficient use of hospital
resources could reflect the lack of system
integration and post-discharge service
availability as well as inadequate discharge
co-ordination processes as noted in our 2010
audit of discharge of hospital patients, caus-
ing delays in discharge arrangements.
Province-wide, about 38% of patients who had
the lowest-priority needs were able to access
MRI scans within 28 days (although the Min-
istry, through Cancer Care Ontario, collects
and reports MRI wait times for those patients
with higher priority needs, such data was not



measured against targets and not included in
the Ministry-LHIN accountability agreement
at the time of our audit). The best-performing
LHIN was able to provide access within 28
days to over half of its patients, compared to
another LHIN that could only provide that
prompt access to 11% of its patients.

Across Ontario, 90% of the patients who were
referred to CCACs by their family or primary-
care physician (as opposed to being referred
by a hospital after a hospital stay) received
their first CCAC in-home service in 28 days.
However, depending on where a person lives
in the province, the wait time could be as
short as 12 days to as long as 82 days, a differ-
ence of more than two months.

According to Health Quality Ontario’s annual
report on the health system’s performance, released
in November 2014, the gap between the best-per-
forming and worst-performing LHIN could prove
significant, as shown in Figure 8. The following
examples demonstrate that in 2012/13 (the most
recent fiscal year for which information was avail-
able at the time of our audit), Ontarians were not
always receiving health care in the most appropri-
ate setting:
For every 100,000 people, there was an aver-
age of 246 cases of hospitalization for medical
conditions that could be managed outside the
hospitals where it would be less costly. The
LHIN with the least frequent hospitalizations
that year had 159 cases per 100,000 people,
while the LHIN with the most frequent hos-
pitalizations had almost three times as many
cases (436 per 100,000 people).
Ontarians waited 111 days, on average, to be
admitted from their home in the community
(such as their own home or supportive hous-
ing) to a long-term-care home. At one LHIN
they waited an average of 53 days, while at
another they waited four times as long, an
average of 219 days. The long wait time can

be affected by the size of the wait list and
existing bed supply.

Ontarians waited 65 days, on average, to be
admitted from a hospital to a long-term-care
home. But people in one LHIN only waited,
on average, 33 days, while people in another
LHIN waited almost five times as long, for an
average of 152 days. Again, the long wait time
can be affected by the size of the wait list and
existing bed supply.

According to CIHI’s April 2015 report on wait times
in Canada, there was “considerable variation”
among the six LHINs that serve Toronto and its
surrounding areas with respect to hip replacements
and knee replacements in the period between April
and September 2014. These examples show that the
accessibility to similar health services varies from
one LHIN to the next, even within a single large
urban region with similar population sizes and
health-care infrastructure.

We used the annual data for the period ending
March 31, 2015 that we obtained from the Ministry,
which produced the same variance pattern as
observed in the CIHI six-month data from 2014:

The best-performing LHIN in the Toronto area
provided hip-replacement surgeries within the
expected time frame of 182 days for 97% of its
patients; the worst-performing LHIN met this
expected time frame for only 49% of its hip-
replacement patients.

The best-performing LHIN in the Toronto area
provided knee-replacement surgeries within
the expected time frame of 182 days for 95%
of its patients; the worst-performing LHIN
met the target time frame for only 44% of its
knee-replacement patients.

We expanded the CIHI observation to areas
outside the Toronto area, and noted regional dis-
parities in other neighbouring LHINS in the year
ending March 31, 2015. For example:




Figure 8: Performance of Best- and Worst-performing LHINs According to Health Quality Ontario Indicators,*

2012/13 and 2013/14

Source of data: Health Quality Ontario

Best- Worst-
performing performing  Provincial
LHINs LHINs Results

% of home-care patients with complex needs who received ~ 2013/14 3" quarter 94.5% 60.5% 84.0%
first personal support visit within 5 days of authorization to
receive such services
% of people able to see primary care provider on the same 2013 54.2% 29.2% 45.3%
day or next day when they were sick
% of people reported difficult or somewhat difficult in 2013 42.9% 68.2% 53.7%
getting access to care on evening or weekend without
going to emergency department
Median number of days to admit to a long-term-care home 2012/13 33 days 152 days 65 days
from hospital
Median number of days to admit to a long-term-care home 2012/13 53 days 219 days 111 days
from home
Hospitalizations for medical conditions that can potentially 2012/13 159 436 246
be managed outside the hospitals per 100,000 people
30-day readmission rates following hospitalization for 2012/13 12.0% 14.5% 13.5%
medical diagnoses
30-day readmission rates following hospitalization for 2012/13 5.8% 8.0% 7.0%

surgical diagnoses

* These performance indicators are different than those used by the Ministry of Health and Long-Term Care.

In two neighbouring LHINs in the south,
while 96% of patients living in one LHIN
waited within the targeted 182 days for hip
replacement surgery, patients living in the
other LHIN were less fortunate—only 50%
accessed hip replacement surgery within
the targeted wait time (provincially, 86% of
patients accessed hip replacement surgery
within 182 days).

30% of repeat emergency visits were made
by Ontarians with substance abuse condi-
tions within 30 days of their first emergency
visits. In two neighbouring LHINs in the
north, patients in one LHIN experienced a
similar return rate as the average Ontarian,
but the return rate was higher in the other
LHIN, at 40%.

The Ministry has a goal of reducing the perform-
ance gap among LHINs over time so that the level of
health service does not vary significantly across the
province. However, the Ministry has not indicated
what degree of variation it would consider accept-
able in each of the performance areas, nor has it

set timelines for bringing the performance gaps to
acceptable levels.

We examined the performance gap among
LHINSs from the year ending March 31, 2012,
through the year ending March 31, 2015, and found
that the gap actually increased in 10 of the 15 per-
formance areas, as shown in Figure 9. (We began
measuring as of the 2011/12 fiscal year because
seven of the 15 performance areas were introduced
by the Ministry only in 2010/11.)
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For instance, for the year ended March 31, 2012,
patients in the worst-performing LHIN waited
194 days or five times that of the best-performing
LHIN (41-day wait) to receive semi-urgent cataract
surgery. Three years later, this performance gap
widened from five times to 31 times.

The Ministry needs to better understand the
reasons for the widening gap in the performance of
LHINS so it can take appropriate action to reduce
the gaps. If it is the case that better-performing
LHINs are adopting better practices, they need to be
identified and shared with other LHINS. If it is the
case that poorly performing LHINSs are experiencing
growing obstacles to account for the worsening per-
formance, those obstacles need to be identified and
overcome. We discuss this further in Section 4.2.3.

RECOMMENDATION 1

To minimize the differences in health service
performance among Local Health Integration
Networks (LHINSs) across the province, the Min-
istry of Health and Long-Term Care, in conjunc-
tion with the LHINS, should:
analyze the reasons for the widening gap in
the performance of LHINs in key perform-
ance areas;
establish the degree of variation it would con-
sider acceptable among LHINS’ performance
in each measured performance area; and
set timelines for bringing the performance
gaps among LHINSs to acceptable levels.

. MINISTRY RESPONSE

The Ministry accepts this recommendation and
will continue to work with the LHINs to under-
stand performance issues across the province.

The LHIN performance indicators and tar-
gets are set out in the Ministry-LHIN Account-
ability Agreement. Through the agreement
process, the Ministry and LHINs will determine
the level of variation against the targets that
would be acceptable and timelines to address
performance gaps.

The Ministry and the LHINs have recently
completed a refresh of performance indicators
and targets to guide joint work in 2015-2018,
with annual opportunities for updates. The
Ministry and the LHINSs expect to use quarterly
reviews of performance indicator data to iden-
tify shared priorities for provincial strategies,
investments and initiatives that would be of
benefit to all patients in all LHINs.

According to the Memorandum of Understanding
between the Ministry and each of the 14 LHIN,

in effect from 2012 to 2017, the Minister can take
action, or direct LHINS to take action, to correct
their administrative or operational weaknesses.
Similarly, the Ministry—LHIN accountability agree-
ment states that the Minister can propose remedies
to help improve LHIN performance.

In practice, when LHINs do not perform accord-
ing to expectations, the Ministry takes a collabora-
tive approach, working with LHINSs to identify
issues and determine next steps to improve per-
formance. Although there may be valid reasons for
this approach, it has often resulted in performance
shortfalls continuing year-after-year.

One factor contributing to LHINS’ varying
performance is that the Ministry has negotiated
different targets for each LHIN to achieve in the
15 performance areas. We noted that while targets
for selected health conditions were developed
based on evidence, others are not. Instead, they
are based on their previous-year’s performance
and local challenges.

Another hindrance is the fact that LHINs do not
manage the primary-care sector. If primary care
is not available or if the actions of primary-care
providers such as family physicians do not align



with LHIN actions, LHINs may be hindered in their

efforts to achieve ministry targets and expectations.

Further, neither the Ministry nor the legislation
has a definition of what constitutes a fully inte-
grated health system, making it unclear whether
the integrated health service plans they develop
every three years will help them achieve the end
goal of providing that integrated health system.

We look at the above issues in detail in the fol-
lowing subsections.

None of the 14 LHINs have ever met all of the
targets and expectations in the 15 areas of perform-
ance for measuring the effectiveness of LHINS, as
defined by the Ministry-LHIN accountability agree-
ments. These areas include indicators that measure
access to selected health services, co-ordinated
health care and readmission patterns of patients
with selected health conditions. The complete list
of the 15 performance areas is in Figure 4.

In the year ending March 31, 2015, the best-
performing LHIN met performance targets in 10
areas; the worst-performing LHINs (there were
four) met four. LHINSs on average achieved the tar-
gets for six of the 15 performance areas, as shown
in Figure 10.

In that year, LHINs overall were performing
well in the area of providing timely access to cancer
surgeries and cardiac by-pass procedures. In all but
two LHINS, at least 90% of their patients accessed
cancer surgery within 84 days. In eight of the nine
LHINSs that offer cardiac by-pass procedures, almost
all of their patients accessed these procedures
within 90 days. However, it is Cancer Care Ontario,
a provincial government agency, that is primarily
responsible for planning and allocating resources
for cancer surgery and works with health service
providers in every LHIN to improve cancer care for
the people they serve.

On the other hand, most LHINs were unable to
meet expected levels of performance in the areas of

too many readmissions to health facilities, too many
emergency-room return visits, long wait times at
the emergency room, and long wait times for MRI
scans for certain patient populations. In the year
ending March 31, 2015, at least 12 of the 14 LHINs
performed below targeted levels in the following
critical areas:
Repeat unscheduled emergency visits for
patients with mental-health or substance abuse
conditions within 30 days of a prior visit.
According to the Ministry, the main reason
for these recurring emergency visits is lack
of effective and available community-based
services upon discharge.
Readmission to any health-care facility of select
groups with similar clinical characteristics for
non-elective inpatient care within 30 days of dis-
charge. Selected groups display one or more
of the following seven conditions—stroke,
chronic obstructive pulmonary disease,
pneumonia, congestive heart failure, diabetes,
cardiac, and gastro-intestinal disorders. Many
of the patients with these conditions were
readmitted to hospitals but their conditions
could have been managed elsewhere. Accord-
ing to the Ministry, readmission rates are
important indicators of quality of inpatient
and post-discharge care. Poor performance in
this area demonstrates that discharge plan-
ning and post-discharge care need improve-
ment, especially for frail patients and patients
with complex, multiple diseases or conditions.
Patients who were ultimately admitted to
hospital having stayed beyond a defined dur-
ation (ranging from 8 hours to 30.6 hours,
depending on the LHIN) in the emergency room.
One reason for this occurrence is that patients
with multiple, complex medical conditions
often require higher-intensity assessments
and diagnoses. Another reason is that
patients who no longer require hospital care
were not discharged quickly enough and were
occupying hospital beds, as demonstrated by
the higher-than-targeted ALC rate reported in
the province.
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Patients having to wait for 28 days or more

for a non-urgent MRI scan. Most LHINSs faced
challenges in ensuring patients receive MRI
scans within 28 days. The four LHINs we vis-
ited noted that they were unable to meet the
increasing demand with the existing resour-
ces. We examined whether hospitals in these
four LHINs met the targeted wait time for non-
urgent MRI scans in 2014/15 (the Ministry did
not measure LHINs’ performance in wait time
for urgent MRI scans in 2014/15), and noted
that within individual LHINSs, some hospitals
could better meet the targeted wait times than
others, indicating that there are opportunities
for improvement for LHINS to better manage
capacity and demand across the region.

Some LHINs have had limited success in meeting
expected levels of performance over long periods of
time. Inability to meet performance targets on an
ongoing basis means that patients in these LHINs
are continuously short-changed when it comes to
accessing quality health care in a timely manner.
For instance, one of the four LHINs we visited

did not meet the annual wait-time target for MRI
scans in six of the eight years ending March 31,
2015. Another LHIN that we visited did not meet
its annual hip-replacement wait-time target in
seven out of the last eight years. In both cases, the
initiatives that the LHINs implemented could not
resolve the performance shortfall. The Ministry has
a responsibility to hold LHINs accountable to their
performance. When we asked the Ministry what it
had done to ensure these LHINs perform better, it
indicated that its role would be to continue mon-
itoring the LHINSs’ performance, request updates on
performance-improvement initiatives implemented
by LHINSs to address specific performance chal-
lenges, and work with LHINSs to develop and imple-
ment strategies for improvement.

In another example, we noted at one of the LHINs
we visited that both the Ministry and the LHIN still
have not acted on their previous commitments to
address the long-standing challenges of providing
health services in rural and northern communities.

Many studies have identified that health-care
needs in the north and other rural areas are not
adequately met. For instance:

In December 2010, a Ministry-appointed
panel on rural and northern health care noted
that there was a lack of community-based
health services available in rural areas. As a
result, patients were admitted to hospital even
for conditions that in urban areas would be
cared for in “ambulatory settings” (where the
patient is treated only as an outpatient at a
hospital or at a clinic).

In 2012 and again in 2015, the Ontario Hospi-
tal Association noted that rural and northern
communities have insufficient home- and
community-care services.

One LHIN we visited had identified in 2006 that
the current and future role of its small community
hospitals needs to be further defined to better meet
the needs of residents. At the time of our audit,
this LHIN was still in the process of developing a
regional strategy to better support the delivery of
services in its communities.

The Ministry noted in 2007 that it would
develop a provincial plan on health-care needs
in rural and northern communities to support
improved access to health care in these areas.
At the time of our audit, the Ministry still had
not developed this plan but had, in the year
ending March 31, 2013, established a four-year,
$80-million fund for small and rural hospitals. Its
aim is to strengthen linkages with community care
and help hospitals and community care providers
operate as integrated networks. By March 2015,
a total of about $61 million was distributed by
the Ministry to 65 rural hospitals, mostly towards
technology projects, such as the establishment of




an information management system and facilita-
tion of electronic health records. An external
consultant completed a review of this fund in
March 2015 and noted that some funded projects
did not demonstrate any quantitative benefits. As
such, the consultant suggested that the Ministry

and participating LHINs standardize the reporting

of these projects to capture information such as
planned milestones, expected outcomes and pro-
ject progress.

RECOMMENDATION 2

To help ensure that patients across the province
receive targeted levels of care, the Local Health
Integration Networks should better manage cap-
acity and demand for community-based services
and MRI scans within their individual regions.

. RESPONSE FROM LHINs

LHINs acknowledge the need to be strong lead-
ers in managing local resources, continuing to
build capacity and strengthen system sustain-
ability. However, the LHINSs recognize they have
limitations in managing demand for services.
These are influenced by external factors outside
of the LHINS’ scope, such as demographic
changes, population health needs, changing
technologies and practices.

LHINS fully support the Ministry’s vision
of creating a patient-centred system of care,
as articulated in Patients First : Action Plan for
Health Care (February 2015) and Patients First:
A Road Map to Strengthen Home and Community
Care (May 2015). Currently, disparities exist
across the province in the capacity of home
and community providers, and the availability
of health human resources to meet demands.
Inequities and challenges need to be addressed
by LHINs, which will work in partnership with
the Ministry and their health service providers
to better manage current and future demands
on the system. With our aging population,
demands on home and community care ser-

vices, as well as demands on resources, will
continue to grow.

LHINs endorse the need to ensure Ontarians
who require MRIs receive timely access to this
diagnostic service. LHINs have no ability to con-
trol the demand for MRIs; however, they have
worked and will continue to work with hospitals
to improve utilization and efficiency. LHINs will
also continue to work closely with their hospi-
tals and the Ministry in the efforts to implement
best practices, as well as address geographic and
other challenges associated with MRI access.

RECOMMENDATION 3

To help ensure that patients across the province
receive consistent levels of care, the Ministry of
Health and Long-Term Care should:
ensure that capacity and demand for com-
munity-based services and MRI scans are
managed province-wide with consideration
to existing resources; and
develop the provincial plan on health-care
needs in rural and northern communities
according to its commitment in 2007.

[l MiNISTRY RESPONSE

The Ministry accepts this recommendation and
is implementing strategies to manage capacity
and demand for community-based services.
For example, Access to Care at Cancer Care
Ontario is developing an MRI capacity-planning
tool designed to advise the Ministry on LHIN
capacity and need for MRI services. The tool
considers wait time, population growth and
existing services and will be used to support
MRI services based on provincial need.

The Ministry also recognizes the unique
challenges faced by rural and northern health
service providers and facilities. The Ministry is
committed to ensuring that health-care needs
in rural and northern communities are met
through greater integration and locally gov-
erned services.



Hospitals in rural Ontario, in collaboration
with the Ontario Hospital Association and the
LHINs, have been working with the Ministry
to assess opportunities to create rural health
hubs. Rural health hubs would provide access
to services across the care continuum for a
defined population. In May 2015, the Minister
announced the intent to pursue this model, and
work is underway to identify early sites.

Every quarter, the Ministry reviews performance
data submitted by the LHINs and meets with repre-
sentatives of three or four LHINs at a time to ensure
it meets with all 14 LHINs once over a 12-month
period. At these meetings, the LHINS present the
initiatives they have taken or plan to take to address
their performance gaps. The Ministry and the
LHINSs hold other meetings throughout the year for
the purpose of sharing information and discussing
various programs, rather than focusing on perform-
ance issues.

The Ministry indicated that it encourages LHINs
to find their own solutions to performance prob-
lems. It has sometimes suggested that LHINs refer
to best practices to find efficiencies. We found that
while the Ministry has provided support to LHINs in
searching for best practices, it could be more direc-
tive in its approach.

Such an approach could help prevent perform-
ance issues from persisting at some LHINSs, as noted
in Section 4.2.2.

For example, the best-performing LHIN that
consistently provides timely access to cataract
surgeries, established an internal committee in
April 2007 to oversee and implement a plan for
improving access to eye surgeries in the region. The
Ministry recognized these positive steps but did not
require other LHINSs, particularly those underper-
forming, to adopt similar practices. One LHIN in
which patients consistently experienced the least
timely access to cataract surgeries did not plan and

monitor access to these surgeries across the entire
LHIN, limiting its efforts only to individual health
facilities, until 2014 when it established an internal
committee to oversee a vision-care plan that applies
to the entire LHIN area to better meet cataract sur-
geries access expectations. Although this strategy
has not appreciably improved the LHIN’s cataract-
surgery wait-time results so far, if the Ministry had
requested the LHIN to refocus its strategic planning
and had made it aware of the practices used by the
other LHIN, a suitable solution to the performance
gap could potentially have been identified sooner.

We found that while the four LHINs we visited
used problem-solving approaches like root-cause
analysis to help analyze the underlying cause of
under-performance, these approaches were not
used in all cases. Nor did the Ministry actively pro-
mote the use of such approaches.

The Ministry could do more to ensure under-
performing LHINS set reasonable time frames to
address underlying issues, and hold them account-
able to those timelines.

Health service providers and current and for-
mer LHIN board members and CEOs we surveyed
also felt that the Ministry could do more to hold
LHINs accountable in their performance. Almost
two-thirds of them felt that the Ministry needs
to better address the underlying reasons for why
LHINSs could not meet their performance targets,
identify and roll out best practices or leading mod-
els (we discuss this in Section 4.4.3), and develop
service standards for common areas (we discuss
this in Section 4.4.4). Further, only one-third of
the health service providers felt that the Ministry
is effective in setting the overall direction of the
health system, compared to 55% of the current and
former LHIN board members and CEOs who felt
similarly.

RECOMMENDATION 4

To ensure Local Health Integration Networks
(LHINSs) perform at desired levels, the Ministry
of Health and Long-Term Care, in conjunction
with the LHINSs, should:




communicate best practices observed in well-
performing LHINs to LHINs that need inter-
vention so the latter can identify potential
solutions to performance shortfalls;

assist LHINs in analyzing the root causes of
performance gaps and determining appropri-
ate action to address ongoing issues; and
require LHINS to establish reasonable time-
lines to address performance gaps and mon-
itor their progress accordingly.

. MINISTRY RESPONSE

The Ministry accepts this recommendation and
will continue to work with LHINSs on perform-
ance, performance gaps and timelines.

The Ministry notes that LHINs have estab-
lished and spread leading practices by identify-
ing priorities and solutions that are important
to their local communities and providers.
Examples such as integrated lab systems, vision
care strategies, centralized intake and assess-
ment for orthopedics, stroke rehabilitation
strategies and mental health integration have all
been led by individual LHINs, with adoption by
others. Against this backdrop is a strong history
of provincial strategies, such as those led by
Cancer Care Ontario, the Cardiac Care Network
and the Ministry, including the palliative care
and the diabetes strategies, all of which have
been supported by LHINs and their providers
for implementation. LHINs have collaborated to
initiate common provincial strategies for shared
priorities, such as the Rehabilitative Care Alli-
ance. The Ministry is fully aware and supportive
of these LHIN-led initiatives and actively identi-
fies leading LHIN practices to other LHINs.

To assist the LHINs with analyzing root
causes of performance gaps, the Ministry will
continue to provide data, analytics and policy
research to LHINs and regularly seek advice
from them on provincial priorities and strategies
to determine appropriate action to address
ongoing issues. LHINs themselves meet regu-

larly to collaborate on common challenges and
solutions. LHIN performance data is fully avail-
able to all LHINSs for review and collaboration.
The Ministry will continue to foster com-
munity of practice and will work with the LHINs
to establish reasonable timelines to address
performance gaps and monitor progress.

While targets for selected health conditions were
developed based on scientific literature, others are
not evidence-based—that is, they are not based on
known best practices. Instead, they are set according
to results of previous years at the individual LHINS,
and to local challenges. This practice has resulted in
considerable differences among LHINs targets. Fig-
ure 7 shows the range of LHIN-specific targets for all
15 performance areas in the year ending March 31,
2015. For example, targeted wait time for CCAC
home care ranged from 17 days in one LHIN to 66
days in another, and targeted duration for a patient
waiting in an emergency room who was ultimately
admitted to hospital ranged from eight hours in one
LHIN to 30.6 hours in another.

We also found that the response to challenges
differed from one LHIN to the next. Specifically,
when an expected performance was not achieved in
one year, for some LHINSs the target became more
lax; for other LHINS, the target stayed the same or
became more stringent. For instance, of the seven
LHINSs that could not meet their respective ALC per-
formance targets between 2011/12 and 2014/15,
the Ministry lowered the target for five LHINSs (for
instance, from 17% to 22% ALC days in one LHIN),
and either tightened or maintained the target for
the remaining two. The Ministry indicated that
it sets these revised targets jointly with LHINs to
account for local circumstances and challenges.



4.2.5 Ministry Revising and Establishing
New Performance Measures to Evaluate
LHIN Performance

The 15 performance areas for which LHINSs are
accountable measure, for the most part, hospital
performance more than they measure the LHINS’
performance as planners, funders and integrators
of their local health systems. Both the Ministry
and the LHINs have acknowledged this. Figure 11
shows how performances in individual health sec-
tors are attributed (and in some cases, not attrib-
uted) to LHINS’ performance.

LHINs—Local Health Integration Networks m

In December 2014, the Ministry directed an
Indicators Advisory Group comprising representa-
tives of the LHINSs, the Ministry, and Health Quality
Ontario to review current indicators and determine
whether new indicators should be developed. These
indicators, which the advisory group finalized in
August 2015, were subsequently included in the
2015-2018 Ministry-LHIN accountability agree-
ment. Figure 12 shows the new indicators. Some
of these indicators relate to the performance of
non-hospital sectors and the co-ordination of health
services in the local health system—these areas
have never been measured before.

Figure 11: Health Performance Measurement and Accountability, from Health Service Providers to LHINs to

the Ministry

Prepared by the Office of the Auditor General of Ontario based on information provided by the Ministry of Health and Long-Term Care

Ministry of Health and Long-Term Care
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Figure 12: New Indicators Used to Measure LHINs’ Performance, 2015-2018

Source of data: Ministry of Health and Long-Term Care

Indicators in the 2013-2015 Ministry-LHIN Performance Agreement

1 % of Alternate Level of Care days

2 90" percentile wait time for CCAC in-home services—application from community setting to first CCAC service (excluding

case management)

3 Repeat unscheduled emergency visits within 30 days for mental health conditions

4 Repeat unscheduled emergency visits within 30 days for substance abuse conditions

Expansion of the Current Indicators

% of priority 2, 3 and 4 cases completed within access target for cancer surgery

% of priority 2, 3 and 4 cases completed within access target for cardiac by-pass surgery

% of priority 2, 3 and 4 cases completed within access target for cataract surgery

6

7

8 % of priority 2, 3 and 4 cases completed within access target for hip replacement
9 % of priority 2, 3 and 4 cases completed within access target for knee replacement

10 % of priority 2, 3 and 4 cases completed within access target for MRI scans

11 % of priority 2, 3 and 4 cases completed within access target for CT scans

12 Readmission within 30 days for selected HBAM inpatient group (HIG) conditions*

New Indicators

13 % of acute-care patients who have had a follow-up with a physician within 7 days of discharge

14 % of home-care clients with complex needs who received their personal support visit within 5 days of the date that they

were authorized for personal support services

15 % of home-care clients who received their first nursing visit within 5 days of the date they were authorized for nursing

services

16 % of palliative-care patients discharged from hospital with home support

17 90" percentile emergency department length of stay for complex patients

18 90" percentile emergency department length of stay for minor/uncomplicated patients

19 Alternate Level of Care rate

20 CCAC wait times from application to eligibility determination for long-term-care home placement (from community setting

and from acute-care setting)

21 Hospitalization rate for ambulatory care sensitive conditions

22 Overall satisfaction with health care in the community

23 Rate of emergency visits for conditions best managed elsewhere

* Health Based Allocation Model (HBAM) inpatient group (HIG) conditions include acute myocardial infarction, cardiac conditions, congestive heart failure,
chronic obstructive pulmonary disease, pneumonia, diabetes, stroke and gastrointestinal disease.

Some of the new indicators are also measured
by the Canadian Institute for Health Information,
and some are similar to those used to evaluate
the performance of regional health authorities in
other countries and selected Canadian provinces.
However, we also identified additional indicators
used in those jurisdictions that Ontario has not
yet proposed. For instance, one British Columbia
health authority measures the proportion of those
aged 75 years or more who receive home-care

services to assess whether it is meeting the goal
of keeping people at home for as long as appro-
priately and safely possible. As well, the single
health authority in Alberta measures whether
people access supportive living or long-term care
within 30 days of the date they were assessed and
approved for placement.

Further, the Ministry noted in a 2004 submis-
sion to Cabinet that it expects LHINS to achieve a
number of outcomes and benefits in four years,



including reducing health costs, integrating and
co-ordinating programs and services to emphasize
disease prevention and health promotion, and
distributing health services equitably across the
province. However, the Ministry had not measured
any of these anticipated outcomes.

Fully measuring LHINS’ performance in all their
mandated activities and expected outcomes, and
setting evidence-based targets for these perform-
ance areas, can help the Ministry better measure
whether each of the 14 LHINs has been effective in
providing for an integrated local health system.

RECOMMENDATION 5

To ensure that Local Health Integration Net-
works (LHINSs) are assessed objectively and com-
prehensively on their operational effectiveness
and for all health sectors that they manage, the
Ministry of Health and Long-Term Care should:
develop LHIN-specific performance targets
that reflect current evidence-based bench-
marks; and
examine the appropriateness of including
additional performance indicators not
currently in those recommended by the
Indicators Advisory Group and finalize the
implementation of the performance indica-
tors that measure non-hospital-sector per-
formance as well as co-ordination of health
services.

[ viNISTRY RESPONSE

The Ministry supports this recommendation.

As part of the 2015-18 Ministry—LHIN Account-
ability Agreement, which was developed collab-
oratively between the Ministry and the LHINs,
provincial performance targets have been set for
all performance indicators; there are no longer
LHIN-specific performance targets. Evidence-
based targets have been set, where possible.
LHINSs are expected to demonstrate progress
toward achieving the targets by the end of

the three-year term of the agreement. Where

provincial targets are not based on evidence, the
Ministry will work toward identifying targets
that are based on known best practices.

During the course of the Auditor General’s
audit, as part of the Ministry’s regular review,
a number of non-hospital indicators were
added to the list of indicators (including home
and community care, palliative care, patient
satisfaction and primary care). The Ministry, in
partnership with the LHINS, will review indica-
tors on a yearly basis and modify as appropriate.
The Ministry and LHINs will also evaluate the
addition or creation of new indicators to reflect
emerging priorities.

The LHINs we visited told us that sometimes they
can do little to improve performance in certain
areas because they cannot control patients’ prefer-
ences and physicians’ practices.

For instance, patients will experience longer
wait times if they are referred to health service
providers that other physicians habitually refer
patients to or whom patients simply prefer. In
light of this reality, there is little a LHIN can do to
improve its wait-time performance.

Under the Act, LHINs do not oversee primary
care (that is, the day-to-day health care provided
most commonly by family physicians). The lack of
control in this area is impacting their performance
in areas such as the three emergency room length-
of-stay indicators (areas 1, 2 and 3 in Figure 4). If
a patient’s family physician is not available on the
weekend or cannot see a patient within one or two
days of the patient trying to book an appointment,
the patient is more likely to seek help in an emer-
gency room or walk-in clinic.

Some external advisers to the government have
recommended that primary care be included in the
LHINs’ mandate. For example, in March 2015, a
report from a government expert group on home




and community care, Bringing Care Home, noted
that primary care is still somewhat disconnected
from other dimensions of home and community
care, particularly in remote and rural communities.
The report indicated that unless primary care and
home and community care are well aligned, the lat-
ter will be unable to transition to a high-performing
system. According to the report, one key way

of achieving this transformation is for LHINs to
manage the delivery of primary care. Similarly, in
2012, the report of the Commission on the Reform of
Ontario’s Public Services (commonly known as the
Drummond Report) recommended that all health
services in a region, including primary-care phys-
ician services, be integrated under the LHINS.

According to our survey results, a greater pro-
portion of current and former LHIN board members
and CEOs felt that LHINs can still be effective
managers even without having responsibility over
primary care versus those that felt the opposite.
Their opinions were in stark contrast to those of the
health service providers—a greater proportion of
them felt that LHINs cannot be effective managers
even without having responsibility of primary care
versus those who felt the opposite.

The Ministry noted that it is considering various
reports regarding provision of primary care, and is
working with all partners to improve how primary
care is provided in Ontario.

RECOMMENDATION 6

To better meet Local Health Integration Net-
works (LHINs)’ mandate of integrating local
health systems, the Ministry of Health and Long-
Term Care should determine how best LHINs
can manage the primary-care sector.

[ viNisTRY RESPONSE

The Ministry accepts this recommendation and
will examine ways the LHIN role in primary care
can be strengthened as part of ongoing efforts
to support the government’s vision for an inte-
grated health system.

The Act mandates that each LHIN is responsible to
“provide an integrated health system,” and LHINs
develop three-year strategic plans to that end.
However, neither the Local Health System Integra-
tion Act, 2006 nor the Ministry has provided a clear
definition of what would constitute a fully inte-
grated health system, or when it is to be achieved.
Over half of the health service providers and 44%
of the current and former LHIN board members
and CEOs who responded to our survey felt that
the Ministry has not defined what an “end-state”
integrated health system will look like. As well,
over half of all respondents noted that the Ministry
had not specified when a fully integrated health
system is to be achieved.

LHINs develop three-year strategic plans called
Integrated Health Service Plans that outline pro-
posals and priorities for their local health system,
toward providing an integrated health system.

But without a clear picture of what that system
looks like, it’s difficult for LHINs to know whether
implementing their proposed initiatives will in fact
lead to that result. The Ministry is also unable to
determine to what extent individual LHINs and
LHINs as a whole are progressing toward providing
an integrated health system.

Until the concept of a fully integrated health
system is clearly defined, the Ministry can assess
LHINS’ progress in meeting the provincial targets it
has established for 11 of the 15 performance areas.
As shown in Figure 7, these targets represent long-
term performance goals, and differ from the unique
LHIN-specific targets discussed in Section 4.2.4.
However, as noted in Section 1.3.2, there are no
provincial targets set for four performance areas.
Of the 11 areas that do have provincial targets,
using overall provincial results in the year ending
March 31, 2015, the targets were achieved in only
four areas.

We discuss these issues in the following
subsections.



The LHINSs we visited did not assess if the goals
described in their three-year strategic plans were
effective in bringing them closer to a fully inte-
grated health system. The Memorandum of Under-
standing between the Ministry and LHINs states
that the LHIN boards are responsible for developing
measures to monitor and assess the performance

of LHINs. However, three of the four LHINs did not
establish any quantifiable targets or performance
measures for their stated goals and strategies, so
there is no formal assessment on how their work
helps them progress toward a fully integrated local
health system. For example, one LHIN had a goal of
reducing the percentage of palliative patients dying
in acute care beds. But it did not specify how much
the reduction should be and when the reduction
should be realized. The LHIN uses other methods to
demonstrate progress, including presenting success
stories in its annual reports. The fourth LHIN only
developed performance measures for its strategies,
with targets to meet, in its most recent three-year
plan covering 2013 to 2016.

The lack of quantifiable targets in integrated
health service plans may explain the following sur-
vey result: only one in five health service providers
who responded to our survey felt that LHINs are on
track to achieving the goals in their strategic plans,
compared to almost 80% of the current and former
LHIN board members and CEOs.

For 11 of the 15 performance areas, the Ministry
has established what it calls “provincial targets”
that serve as long-term goals for LHINs to work
towards (see Figure 7). In most cases, these targets
are more stringent than the targets the Ministry
has negotiated for individual LHINSs to meet. For
example, the Ministry’s provincial target for ALC
days is 9.46%, meaning no more than 9.46% of the
total days a patient spent in hospital should have

been due to them waiting for care elsewhere or to
be discharged. Only two LHINSs had this specific
target to meet. The other 12 LHINs were held to tar-
gets that were less challenging than the provincial
target for ALC days. Using the overall provincial
performance in the year ending March 31, 2015,
only four of the 11 provincial targets were met that
year. Further, the Ministry has not set any timelines
for when all 14 LHINSs are expected to meet the 11
provincial targets.

RECOMMENDATION 7

To ensure Ontario benefits from a fully inte-
grated health system in the foreseeable future,
the Ministry of Health and Long-Term Care
should:
establish a clear picture of what a fully inte-
grated health system looks like, its milestones
and final targets, and timelines for when
LHINs should achieve those targets; and
require that LHINs develop performance
measures and targets to meet the goals they
propose in their three-year strategic plans,
and report on their results.

[ viNisTRY RESPONSE

The government has articulated its vision for an
integrated health system through the Patients
First: (Ontario’s) Action Plan for Health Care; this
plan sets out health system priorities including
access, equity and quality of care. The Ministry is
reviewing input from a variety of sources about
options to support and further the government’s
vision for an integrated health system.

LHINSs identify and detail the strategies they
will implement to deliver on the government’s
priorities through their Integrated Health Ser-
vice Plans (IHSPs). The LHINs’ Annual Business
Plans build on their IHSPs, as this is where the
LHINSs are required to demonstrate how they
will deliver on the commitments made in their
IHSPs, including the identification of perform-
ance measures and targets. In addition, LHINs




develop Annual Reports that contain a report
on the progress of their local health system and
performance results to date. Together, these
public documents articulate the LHINS’ strategic
priorities, key initiatives and performance
commitments.

The Ministry will work with the LHINS to
adopt performance measures and targets to
meet the goals they propose in their three-year
strategic plans, and report on their results.

LHINs have a responsibility to monitor the per-
formance of hospitals, CCACs, long-term-care
homes, community health centres, mental health
and addiction agencies, and community support
services agencies to ensure patients receive quality
health care. To do so, LHINSs contract with these
health service providers and require them to meet
certain performance expectations. We examined
how LHINs monitor health service providers
and what LHINs do when performance is below
expectation. We also reviewed how LHINSs ensure
complaints about health services are handled
and resolved appropriately. At the four LHINs we
visited, we found that quality of health services is
not consistently monitored, performance informa-
tion submitted by health service providers is not
verified—some of which contained errors—and
non-performing health service providers are not
always dealt with in accordance with Ministry
guidelines. As well, we found that there is no com-
mon complaint-management process across LHINS,
and LHINs did not always ensure that patient com-
plaints are appropriately resolved.

We look at the above issues in detail in the fol-
lowing subsections.

The service accountability agreements between
LHINs and health service providers in the six health
sectors generally focus on output volumes such

as number of cases, number of visits and number
of surgeries. The agreements with hospitals often
focus on wait time measures (because a number of
the performance areas to which the Ministry holds
LHINs accountable relate to wait times). Although
LHINs are required to undertake strategies to
improve patient care, the quality of health services
is seldom measured.

Two of the LHINs we visited took steps in this
direction. One required all its health service pro-
viders to report on client satisfaction starting in
April 2014. The other required all health-service
providers in its region to conduct patient satisfac-
tion surveys starting in April 2015. As well, this
second LHIN in 2013 required its mental health and
addiction agencies and community support service
agencies to develop quality improvement plans and
submit them to the LHIN. (Health Quality Ontario’s
requirement for preparing quality improvement
plans only applies to all hospitals, long-term-care
homes, CCACs, and inter-professional primary care
organizations, which include community health
centres.) The quality improvement plans document
how each health service provider intends to meet its
long-term improvement priorities such as patient
access to services and patient safety. The other
three LHINs we visited followed the Health Quality
Ontario requirement and had not expanded the
quality improvement plans requirement to the other
two sectors. However, we noted that neither LHINs
nor Health Quality Ontario ensure that health ser-
vice providers implement the actions identified in
the submitted quality improvement plans.



RECOMMENDATION 8

To help improve patient care and quality of
health services, Local Health Integration Net-
works, in collaboration with Health Quality
Ontario, should:
assess patients’ satisfaction with their health
service providers and the extent to which
they feel they are receiving quality services;
assess whether a quality improvement plan
should be required of all health service pro-
viders; and
ensure health service providers implement
the actions contained in the quality improve-
ment plans.

[ RESPONSE FROM LHINs

In September 2014, the 14 Ontario LHINs

and Health Quality Ontario (HQO) signed a
Commitment to Collaboration, which defines a
collaborative relationship between the Crown
agencies to promote alignment efforts and
accelerate advancement of a high-performing
health-care system. Significant work has already
been initiated by the LHINs and HQO, and the
progress and activities on priority areas are
reviewed quarterly by the HQO/ LHIN Partner-
ship Table.

A Patient Experience Measurement Com-
mittee, co-chaired by the LHIN CEO Quality
Lead and HQO, is developing an inclusive plan
to support patient experience measurement for
the purposes of quality improvement, public
reporting and research, within and across all
sectors in Ontario. The secondary goal of the
Committee is to make recommendations to HQO
and other health system stakeholders about
what approaches might be used to develop
standards for patient experience measurements
in Ontario.

LHINs and HQO are also working together to
create an aligned, integrated Provincial Quality
Improvement strategy aimed at strengthening

the impact of the Quality Improvement Plans
and advising on future directions for the Quality
Improvement Plans required under the Excellent
Care for All Act. The opportunities identified
within this recommendation will be considered
as the work plan is further developed.

Neither the Ministry nor the LHINs routinely verify
that the information health service providers sub-
mit to them is accurate and reliable. Without such
verification, the Ministry and the LHINs cannot be
certain that health services are being provided as
expected, nor can they be assured that significant
errors in reporting has not occurred.

The Ministry’s Health Data Branch and Health
Analytics Branch collect information as reported
by health service providers and make it available
to the LHINs by uploading it to databases they
access. The LHINs we visited said they expected the
Ministry had confirmed the information’s reliability
before making it available to them. But the Ministry
told us that LHINs are themselves responsible for
ensuring accurate information.

Upon examining the documents that define the
roles and responsibilities of the Ministry and the
LHINSs, we found they both have some role to play
in data reporting. According to the accountability
agreement between the Ministry and each LHIN:

the Ministry is to inform health service provid-
ers of any data-quality issues; and

each LHIN is to work with its health service
providers to ensure they improve data quality.

However, the agreement does not clearly define
who is responsible for ensuring data accuracy.

The LHINs we visited noted that the health service
providers are obligated under their agreements
with the LHINS to report accurate data. Neither
the Ministry nor the four LHINs we visited do any
verification in this regard.

All four LHINs we visited analyzed data sub-
mitted by service providers to identify variances




and outliers, and routinely followed up with the
respective health service provider regarding any
anomalies. However, none of them had visited the
health service providers’ premises to review even
a sample of source documents to ensure submitted
data was accurate.

We selected a sample of the performance data
that health service providers had submitted to the
four LHINs we visited, and verified the information
with the health service providers directly. We found
that in almost half of the cases, the information
submitted by health service providers to the LHINs
were not accurate, with some results being exag-
gerated. For instance, a community support service
provider over-reported on the volume in one service
area so that it looked like it achieved 84% of the
LHIN expected volume when in fact it only achieved
41%. The discrepancies highlight the importance
for LHINS to verify the information reported by
health service providers.

When performance issues persist at health service
providers, LHINs do not consistently ensure they
are resolved. These performance issues are wide-
ranging, from clinical (for example, a hospital’s
readmission numbers are high), to operational (for
example, the number of clients served by a clinic

at a community health centre repeatedly falls short
of the performance target or markedly decreases),
to financial (for example, a health service provider
experiences chronic deficits). As a result, patients
may not be receiving the best possible quality of
care at these providers.

We found that the four LHINs visited did not
consistently intervene to review or investigate per-
formance issues, some of which have persisted for
years. In June 2011 and August 2012, the Ministry
released two guidelines for audits and reviews, one
for hospitals and the other for community health
service providers, to help LHINSs respond effectively

and consistently to health-service-provider issues.
Both guidelines state that if a performance issue
persists after the LHIN has held discussions and
shared information with health service providers,
the LHIN should intervene in other ways. These
include:

conducting a root-cause analysis to identify

the source of the problem; and

conducting an in-depth analysis of the health

service provider’s operations (or, in the case

of a hospital, request another hospital to con-

duct a peer review).

The four LHINs we visited predominantly dis-
cussed and shared information with health service
providers even for long-standing performance
issues. Our review of a sample of health-service-
provider performance reports found that 60% of
community-sector and 80% of hospital-sector ser-
vice providers failed to meet at least one perform-
ance target consistently over the three years leading
up to March 31, 2014. For example, at one LHIN,
we found that a CCAC did not meet five of its per-
formance targets consistently over this three-year
period. These performance shortcomings include
not serving the expected number of individuals for
in-home nursing, personal support services, and
residential hospice services. This LHIN explained
that the consistent underperformance was due to
this CCAC shifting its resources to other priority
areas, and providing more hours of care to clients
with more complex needs, resulting in fewer clients
being served. Although the four LHINs we visited
had ordered peer reviews (the next level of inter-
vention after discussions and information sharing),
this intervention was used in a limited way—
primarily for hospitals that faced deficits. As
well, in the files we sampled, only one LHIN we
visited applied intervention strategies with the
community-sector health service providers that had
failed to meet performance targets over the three
years; the other three didn’t. We made a similar
observation in our audit of the Long-term-care
Home Quality Inspection Program in Section 3.09
of Chapter 3 of this Annual Report.



The Ministry can intervene for the most serious
performance issues at health service providers by,
for example, appointing a supervisor at a hospital
or a CCAC. Over the past five years leading up
to March 31, 2015, the Ministry had appointed a
supervisor to oversee hospitals in three instances
and a CCAC in one instance for issues such as
concerns with the governance and management of
a health-care organization, and disagreement over
where to locate certain clinical services in a multi-
site hospital.

The LHINs we visited explained that they
choose discussions and information sharing
over intervention strategies because they want
to maintain a positive working relationship with
their health service providers, who are not directly
governed by the LHINs, and to work with them
to identify solutions. The LHINSs noted that other
escalation strategies such as decisions to reduce
funding are only reserved for situations warranted,
as delivery of patient care may be affected as a
result of these actions.

All four LHINs we visited identified when health
service providers did not meet performance targets,
but they did not consistently follow up to ensure
they implemented corrective actions to help them
meet their targets in the future.

Our review of a sample of health-service-
provider performance reports from March 31, 2014
(so we could assess LHIN follow-up activities the
year after), found that about 30% of the service
providers that performed below targeted levels did
not provide explanations as required, and 45% did
not prepare an action plan to describe how they
would address the performance shortfall. More-
over, less than half of the health service providers
that provided an action plan included timelines for
completion. In the next reporting period, when we
expected to see LHINs following up with the non-
performing health service providers, we found that

one LHIN had appropriately followed up on these
cases while the other three had not. At these three
LHINSs, there was no documented evidence that
follow-up actions were taken in over 70% of the
sampled cases.

RECOMMENDATION 9

To ensure that performance issues of health
service providers are addressed in an appropri-
ate and timely manner, Local Health Integration
Networks (LHINs) should:
clarify with the Ministry of Health and Long-
Term Care whose responsibility it is to verify
data submitted by health service providers;
if it is the LHINS’ responsibility, verify on
a sample basis information submitted by
health service providers;
take appropriate remedial action according
to the severity and persistence of perform-
ance issues; and
follow up with health service providers
to ensure they provide explanations of
performance shortfalls and take effective
corrective actions to resolve issues according
to a committed timeline.

. RESPONSE FROM LHINs

The LHINs and Ministry acknowledge the
importance of high-quality data for decision
making. Accountability for reporting accurate
and timely data lies with the health service
providers. This obligation is embedded in the
service accountability agreements for all sec-
tors. The LHINSs support health service providers
to successfully meet their reporting account-
abilities. The LHINSs are not resourced or man-
dated to perform data audits and cannot assume
that function. In order to increase confidence

in the performance information submitted by
health service providers, LHINs will develop or
maintain a practice of regularly reviewing data
submissions for consistency and reasonableness.
LHINs will address concerns with health service




providers and identify data quality as a perform-
ance issue as appropriate.

LHINs have a responsibility to identify and
respond to serious and/or persistent perform-
ance issues demonstrated by health service
providers as outlined in the service account-
ability agreements. Given the large number of
health service providers and numerous services
and programs offered by those providers, it is
important that LHINs utilize a risk stratified
approach to reviewing, prioritizing and resolv-
ing performance issues. Each LHIN will adopt
or maintain a performance management frame-
work and/or performance accountability policy.

The frameworks and policies will outline the
risk management approach and an escalating
set of interventions to be employed by LHINSs in
response to serious or persistent performance
issues.

We found that LHINs do not handle complaints
in a consistent way. Effectively managing patient
complaints and using a consistent process is import-
ant to ensuring quality health services are delivered
consistently across the province.

The Act requires LHINs to ensure that appropri-
ate processes within the local health system are
in place to respond to concerns that people raise
about the services they receive. However, there is
no standardized patient complaint-management
system for all LHINs. In 2014, the then-Minister
of Health and Long-Term Care proposed that such
a system be established. At that time, all LHIN
CEOs agreed that LHINs should manage patient
complaints consistently. However, at the time of our
audit, a common complaint-management system
had not yet been established. The LHINs we visited
felt that their existing processes were meeting their
needs and therefore do not intend to implement a

common complaint-management system. In our
view, the lack of consistency in handling complaints
poses risks that patient concerns may not be appro-
priately addressed.

We analyzed the complaints for the year 2014
for 11 LHINSs to identify the most common types of
complaints. (Three LHINs did not track complaints
at all or only partially tracked complaints in that
year.) We found that access to health services
(including accessing equitable services and service
availability) was the most common area of concern.
The second most common area of concern relates
to health service quality (including concerns with
health-care worker competency). These two types
of concerns combined accounted for over 60% of
all complaints received by these LHINS in the year
2014. Figure 13 shows the types of complaints each
LHIN received in the year 2014.

In December 2014, the government passed a bill,
which, once proclaimed, will amend the Excellent
Care for All Act, 2010 to establish the province’s first
Patient Ombudsman, who will respond to com-
plaints from hospital patients, long-term-care home
residents, and CCAC clients and their caregivers
that cannot be resolved through existing complaint
processes. At the time of our audit, the government
was conducting public consultation on the qualifi-
cations of the Patient Ombudsman. One LHIN we
visited informed us that the reporting and work-
ing relationships between LHINSs and the Patient
Ombudsman are yet to be determined.

Although each of the four LHINs we visited has

its own policy for dealing with the complaints

it receives, none of them has a mechanism for
informing the public on how to register a complaint
about health services when resolution at the health
service provider is not achieved. For the most part,
LHINS rely on the Ministry, health service providers
and Members of Provincial Parliament to forward
patient complaints to them. LHINs also noted to
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us that patients can reach them via the contact
information on their websites. The LHINs we visited
have not considered other methods of informing
patients about their complaint processes, such as
including their contact information in pamphlets
available at the offices of health service providers.
Two-thirds of the health service providers who
responded to our survey believe that the public is
not well aware of the process in place to raise com-
plaints to the LHINs; about a third of the current
and former LHIN board members and CEOs felt the
same way.

We found that only two of the four LHINs have pro-
cesses for ensuring that their health service provid-
ers resolve patient complaints. The other two LHINSs
keep too little information on patient complaints

to show whether health service providers have
satisfactorily resolved complaints, and one of them
does not keep any original documents on patient
complaints at all.

RECOMMENDATION 10

To ensure patients receive quality health ser-
vices, and to facilitate collaboration between
Local Health Integration Networks (LHINs) and
the Patient Ombudsman, LHINs should:
establish a common complaint-management
process that, among other things, clearly
defines the methods for informing the public
on how to register complaints;
implement processes to determine whether
health service providers have established
policies and procedures to address and satis-
factorily resolve patient complaints; and
clarify the working relationship between
LHINs and the incoming Patient Ombudsman.

. RESPONSE FROM LHINs

The LHINSs fully support the core promise of
the Ministry to build a health system that puts

patients first. This means understanding what
is important to patients and listening when they
have concerns. LHINs are currently working on
website messaging that explains and outlines
the complaint process to citizens, health service
providers and other key stakeholders. LHINs
will adopt and/or maintain a patient-complaints
management protocol.

Health service providers are accountable
to establish and implement patient relations
and complaints policies and procedures under
the Excellent Care for All Act and/or their
service accountability agreement. LHINs will
ensure a process exists whereby health service
providers demonstrate compliance with these
accountabilities.

LHINs will continue to work closely with
the Ministry as it implements the role of Patient
Ombudsman. Following the Patient Ombuds-
man’s appointment, the Ministry and LHINs
will meet with the Patient Ombudsman to
define the working relationship and expecta-
tions of each party. The Ministry will need to
communicate to LHINs how the reporting and
communication flow will occur between the
Patient Ombudsman and the LHINs. Timelines
will be contingent on work by the Ministry and
the appointment of the Patient Ombudsman.

LHINS’ responsibilities include planning for the
provision of health services in their regions for the
six health sectors they manage and integrating
these services.

Planning requires LHINs to engage with the
community. All four LHINSs visited were doing so,
but only one consistently evaluated the success of
the activities it undertook to engage with the com-
munity. Planning also requires LHINS to determine,
among other things, their capacity to meet health
service needs. While LHINs have begun working



toward defining their capacity to meet health needs
in the areas of rehabilitative services, palliative care,
and home and community care, such work was not
completed at the time of our audit.

LHINs are also expected to ensure consistencies
among themselves and to develop joint strategies
to improve patient care. While common approaches
have been developed in some health areas to ensure
patients receive reasonably similar care regardless
of where they live, in the remaining health areas
it is unclear whether the Ministry or the LHINs are
responsible for developing consistent standards.

As well, projects and initiatives undertaken are not
always evaluated to determine whether they are
worth sharing with other LHINSs.

Good integration practices include group
purchasing and “back-office integration” (that is,
integrating or consolidating the administrative and
business operations of LHINs and/or health service
providers). However, these practices were not
consistently used in the LHINs we visited, and more
health service providers indicated to us via survey
response that they wanted LHINS to explore addi-
tional group purchases and back-office integration
opportunities than those that did not.

We also found that LHINs were not consistently
measuring their planning and integration projects
to determine if they met intended outcomes. As
well, LHINs were not effectively sharing successes
from these projects with each other.

We look at the above issues in detail in the fol-
lowing subsections.

The Act requires all LHINs to engage the commun-
ity about the local health system on an ongoing
basis while setting priorities. The Ministry’s LHIN
Community Engagement Guidelines and Toolkit
(Guidelines) defines community engagement as
“the methods by which LHINs and health service
providers interact, share and gather information
from and with their stakeholders” (“individuals,

communities, political entities or organizations that
have a vested interest in the outcomes” of LHIN
projects and initiatives). Ways in which LHINs can
engage with the community include public consul-
tations, communication and education.

The Guidelines state that LHINs are to evalu-
ate the success of their engagement activities.
Specifically:

Was the activity useful?

Did participants feel the session gave them an
opportunity to share relevant experience and
recommendations?

Did the activity allow LHINs to identify areas
for improvement?

We reviewed a sample of community engage-
ments carried out at the four LHINs we visited over
the three years leading up to March 31, 2015, to
determine if community-engagement activities
were evaluated. We found that only one LHIN
consistently did so. The other three LHINs had not
evaluated more than 90% of these engagements.
So, although all four LHINs incorporated input
from their community-engagement events into
their strategic plans, the lack of evaluation by those
three LHINs may make it harder for them to tell
whether their engagements were effective in iden-
tifying areas of concerns for planning and priority-
setting purposes.

Each of the four LHINSs we visited has a process to
define health system needs. The processes vary—
some LHINs obtain input from patients directly,
while others receive information from their health
service providers. However, LHINs could do more to
define system capacity (that is, how service supply
meets current and future demand for service).
Concerns have been raised about insufficient
capacity planning in the areas of palliative care,
home and community care, and rehabilitative
services. As we noted in our 2014 audit of Palliative
Care, LHINs did not have system-wide information




on available resources. The March 2015 report of
the Expert Group on Home and Community Care,
Bringing Care Home, recommended that each LHIN
should “submit to the Ministry of Health and Long-
Term Care an evidence-informed capacity plan

for its region indicating where there are shortfalls
and how any gaps in home care and community
services will be addressed.” Similarly, the March
2015 report issued by Rehabilitative Care Alliance
(a province-wide collaborative established in April
2013 by all 14 LHINs) recommended that LHINSs use
a capacity planning framework to define existing
rehabilitative care resources. In addition, one of
the LHINs we visited acknowledged in its 2013/14
annual business plan that it did not know whether
there were service gaps in the delivery of commun-
ity health services in its region.

According to our survey results, while more
than 80% of the current and former LHIN board
members and CEOs felt that LHINs have a good
understanding of the local health system capacity
and needs and are effective health system planners,
only about 40% of the health service providers who
responded to our survey felt the same.

RECOMMENDATION 11

To best meet the patients’ health-care needs,

Local Health Integration Networks should:
assess the effectiveness of each commun-
ity engagement activity as required by the
LHIN Community Engagement Guidelines and
Toolkit issued by the Ministry of Health and
Long-Term Care;
begin to collect, over a reasonable time
period, the data needed to determine the
existing capacity of all health services in
their regions; and
develop and implement action plans with
timelines to address the service gaps
identified.

. RESPONSE FROM LHINs

A key component of the LHINs’ mandate is to
engage with and seek input from their local
communities. This includes patients, families,
health service providers, residents, professional
associations, municipalities and others. The
LHINS, in collaboration with the Ministry, are
currently in the process of refreshing the LHIN
Community Engagement Guidelines and Toolkit.
The Guidelines and Toolkit refresh will continue
to be aligned with the Local Health Systems
Integration Act, 2006 (Act) while reflecting the
changing landscape of community and patient
engagement, new and emerging technologies,
and the maturation of LHIN processes that have
now structurally incorporated engagement into
routine planning. Direction about what type

of community engagement activity lends itself
to formal evaluation will be included in the
refreshed Guidelines and Toolkit.

Work is under way to establish capacity
plans in rehabilitative service, palliative care,
and home and community care. The LHINs will
continue to engage with the Ministry, health
service providers, subject matter experts and
other stakeholders in capacity assessment at a
provincial level.

Overall, we found that LHINs have processes in
place to collaborate with each other on initiatives
for meeting patient needs.

Both the Act and the accountability agreement
between the Ministry and the LHINs require that
LHINs ensure consistency and collaboration to
improve patient care and to ensure a uniform
approach to common issues and services.

We noted a number of working groups and
committees involving all the LHINs are established
to share information in different areas, such as



Aboriginal health, cancer programs, and mental
health and addiction services. The LHIN CEOs also
hold monthly meetings to discuss, among other
things, potential LHIN initiatives involving all the
LHINSs. As well, the Local Health Integration Net-
works Collaborative, a division of the LHINs that
the Ministry and the LHINs jointly fund, created a
web-based forum for LHINs to share information on
specific health topics such as home care and pallia-
tive care.

LHINs undertake different projects and initiatives
as defined under their three-year strategic plans

to help improve their local health systems. But the
LHINs we visited do not have a process in place to
identify if their projects result in best practices and
are therefore worth sharing with other LHINs. LHIN
CEOs and Board Chairs agreed in 2014 that LHINs
should have a framework to identify best practices
and share successes. However, at the time of our
audit, this framework had not been established.

A process for identifying best practices would
involve defining the intended outcomes and formu-
lating performance targets for each project that, if
met, would indicate outcomes were achieved and
best practices worth sharing.

We found that, in all the projects we sampled,
only one LHIN we visited had established perform-
ance measures with targets to assess the success of
its projects. Over 40% of a sample of projects we
examined at the other three LHINs did not have
any performance targets at all. For example, one
LHIN we visited set up a geriatric program but did
not have any measure to assess whether it reduced
emergency department visits for the elderly. Doing
so can help identify if the program is working as
intended and is worth sharing with other LHINS.

In the four LHINs where projects did have
performance targets, about half of them measured
mainly outputs. For example, one LHIN we visited
developed a handout for patients discharged from

hospital on how to care for themselves once they
return home. This program was in response to a
November 2011 report by a provincial expert panel
on avoidable hospitalization that found discharge
instructions are often poorly communicated.
However, instead of measuring the success of this
initiative in reducing readmissions to hospitals, the
LHIN only measured the number of hospitals that
participated in this initiative.

One LHIN we visited hired an organization that
is part of a research centre within a hospital to train
its staff in the fall of 2015 on how to design projects
so they can be evaluated. Given that over 40% of
projects we reviewed at three of the four LHINs did
not have any targets, it would be prudent to ensure
that all LHIN staff receive such training.

According to our survey results, only about 30%
of the health service providers who responded to
our survey felt that LHINs collaborate well with
each other to improve different aspects of health
services including quality of care, access to care and
continuity of care, and to identify best approaches
to plan and monitor the health system. In contrast,
about 60% of the current and former LHIN board
members and CEOs felt similarly.

RECOMMENDATION 12

To ensure that best practices are effectively
identified and shared, Local Health Integration
Networks should:
develop guidelines and training to evaluate
whether projects result in best practices; and
establish a protocol to use for sharing best
practices.

[ RESPONSE FROM LHINS

LHINs agree that sharing best practices is key to
leveraging successes across the system in order
to respond to population health needs. This is
evident in the adoption of best practices across
LHINSs such as the Joint Assessment Centres.

In order to drive innovative and sustainable
service delivery, LHINSs have initiated work in



three priority areas to share best practices and
minimize duplication of effort.

The Local Health Integration Network Col-
laborative, a division of LHINS jointly funded by
the Ministry to co-ordinate and implement pan-
LHIN initiatives, is working with the 14 LHINs
in Mental Health & Addictions, Home & Com-
munity Care, and End of Life Care using this
approach. Leveraging the learnings from these
initiatives underway, the LHINs will continue to
work toward developing guidelines and training
for evaluation of best practices and establish-
ing a protocol for sharing these across LHINs,
recognizing the diverse geographies and unique
populations that they serve.

Certain health services can be delivered in consist-
ent ways to ensure that patients receive the same
level of service regardless of where in Ontario they
live. Collaboration among LHINS is essential for this
to happen.

The accountability agreement between the
Ministry and the LHINS specifies that the Ministry
is to identify common issues and services for which
a consistent approach across LHINs is required,
and to provide standards, directives and guidelines
for LHINs or health service providers to follow.

But because health care is such a vast and complex
field, leaving it up to the Ministry alone to develop
consistent approaches to every health service
would not be efficient. More could be achieved

if the Ministry and LHINs share in the task of
developing consistent ways of delivering care in
different areas. However, there is a lack of clarity
in terms of who—the Ministry or the LHINs—is
meant to lead the initiative, and when a consistent
approach is necessary. About half of the current
and former LHIN board members and CEOs—yet
only a quarter of the health service providers—who
responded to our survey, were clear on whether the
Ministry or LHIN would take on the responsibility

of developing standardized responses to common
issues and services, indicating that this role should
be clarified.

In practice, the responsibility has been shared
between the Ministry and the LHINs, as noted in
the following examples:

The Ministry in 2013 began to establish stan-
dard clinical handbooks for 10 health proced-
ures and conditions, including cancer surgery,
coronary artery disease and pneumonia.
These evidence-based handbooks look at how
to improve the quality of care and achieve
system efficiencies.

The 14 LHINSs in April 2013 formed an alliance
with a goal to improve the delivery of rehabili-
tative care and develop a common approach
to care for patients who require rehabilitative
care across health sectors.

Yet, LHINSs use inconsistent approaches for the
same areas of other health services because stan-
dardized approaches are lacking, as noted in the
following examples:

Neither the Ministry nor the LHINs had
defined a standard set of available addiction
services, despite the fact that the Minister’s
Advisory Group on the 10-Year Mental Health
and Addiction Strategy in December 2010
recommended that the Ministry establish a
common basket of core services and provincial
standards for mental health and addiction
services. Given the absence of a standard set
of services provincially, one LHIN we visited
established its own set of core addiction ser-
vices in 2014. Finally in May 2015, five years
after the recommendation, all LHINs decided
to begin working on identifying a core set of
addiction services for the whole province.
The Ministry noted that it had begun working
toward identification of core services.

Two of the four LHINs we visited used a best
practice that involves identifying conditions
for which common clinical approaches should
be used and ensuring that health service
providers follow them, so that all patients



have equitable access to similar treatment and
quality care. One LHIN uses this approach

for a broad range of medical conditions
including gastroenterology, cancer, vascular
surgery and ophthalmology. Another LHIN
uses this approach for a smaller range of
medical conditions—complex continuing
care, stroke, and total joint replacement.

The first LHIN followed this approach at the
recommendation of an external consulting
firm it engaged in 2012, following a review of
leading practice strategies of 10 international
jurisdictions with the best overall health in
their populations.

RECOMMENDATION 13

To reduce the variation in the experiences of
patients, the Ministry of Health and Long-Term
Care should clarify under what circumstances it,
as opposed to the Local Health Integration Net-
works, is responsible for establishing common
approaches to delivering health services.

[ viNISTRY RESPONSE

The Ministry accepts this recommendation and
is committed to continue to strengthen relation-
ships with the LHINs, and to clarify, where
required, responsibilities regarding the planning
and delivery of health services. These discus-
sions will occur through a variety of forums,
including the monthly meetings between the
Ministry’s senior management committee and
the LHIN CEOs.

Early and ongoing engagement between the
Ministry, LHINs and health service providers on
provincial strategies, working groups and expert
panels has been and will continue to be a com-
mon business practice. In some instances, such
as the work to develop standardized processes
in rehabilitative care, the LHINs will take a
leadership role with ministry engagement and
support. In other cases, such as the development
of quality-based procedures to reduce practice

variation for select clinical procedures, the Min-
istry will provide the provincial direction with
input and participation from the LHINSs.

The use of group purchasing and “back-office inte-
gration” (that is, integrating or consolidating the
administrative and business operations of LHINS
and/or health service providers) differed across the
four LHINs we visited. As a result, LHINs could not
demonstrate that they have maximized economic
efficiencies in the delivery of health services as per
their mandate.

Nine shared-services organizations have been
established to help hospitals obtain better prices for
goods and services through group purchasing and
back-office services such as contract management
(seven were established prior to creation of LHINS,
and two after). Hospitals in three of the four LHINs
we visited used services offered by one or more
of these shared-services organizations. Some of
these LHINs also co-ordinated for their hospitals
additional group purchases and back-office integra-
tion services such as accounts payable services. As
well, these LHINSs co-ordinated group purchases on
goods such as vehicles and computer equipment
and arranged for translation services for their
community-based health agencies. In comparison,
the fourth LHIN did not use group purchasing, and
its hospitals generally do not obtain services from
any of the pre-existing shared-services organiza-
tions. Instead, one of the larger hospitals in this
region has arranged for shared services on payroll
and information technology with other hospitals.
In 2013, an external consultant identified potential
savings of $2.2 million over seven years if hospitals
in this LHIN eliminated duplicated administrative
work that each hospital will have to undertake in
purchasing, and tried to arrange for volume dis-
counts. However, this LHIN had not acted on this
at the time of our audit, nor had it considered help-
ing its community-based health service providers
achieve similar cost savings.




We also found that only one LHIN we visited
had plans to centralize the back-office support for
all its integrated clinical programs including those
for high-risk seniors, stroke and oncology pro-
grams across the LHIN so that they share common
information management, human resources and
financial support. The other three do not have such
an initiative.

According to our survey results, more health
service providers wanted LHINSs to explore addi-
tional group purchases and back-office integration
opportunities than those that did not. Also, while
over 70% of the current and former LHIN board
members and CEOs felt that LHINs have brought
economic efficiencies to the delivery of health ser-
vices, only a quarter of the health service providers
who responded felt the same way.

RECOMMENDATION 14

To ensure that health services across Ontario
are delivered as cost efficiently as possible, Local
Health Integration Networks should identify
further group-purchasing and back-office inte-
gration opportunities in the various health sec-
tors, and implement these cost-saving practices.

. RESPONSE FROM LHINs

The LHINs will support their health service
providers to implement group-purchasing and
back-office integration initiatives where a case
exists to achieve significant value (i.e., realized
cost savings, improved quality, improved inter-
nal controls and increased capacity). Consistent
with the LHIN mandate, LHINs will continue to
lead and focus on service integration (i.e., the
integration of service delivery to patients, cli-
ents and residents) for the benefit of residents.

When LHINs implement initiatives to help integrate
the health system, we found that they do not always

measure cost savings achieved by these initiatives.
It is, therefore, unclear whether these initiatives
actually helped improve the local health systems
and how much cost savings have been reinvested
into direct patient care as a result. On average,
the four LHINs we visited each initiated five to 26
integration projects in each of the 2013/14 and
2014/15 fiscal years. These projects included mer-
gers of health-care providers and partnership with
a health service provider to provide interpretation
services for all patients in the region (see Figure 2
for additional examples).

According to our survey results, 45% of the
health service providers noted that LHINs have
not fully explored integration opportunities in
the different health sectors. A greater number of
health service providers felt that LHINS’ integration
efforts mainly focused on hospitals than those who
felt that the efforts focused on the entire health
system. Also, LHIN management and health service
providers did not have a consistent view on integra-
tion—90% of current and former LHIN board mem-
bers and CEOs felt that their LHINs understand that
integration is more than just reducing the number
of health service providers in the region, while only
half of the health service providers felt this way.

Only one of the four LHINs we visited tracked
the cost savings that resulted from its integration
projects, and then only on merger-type projects.
This LHIN expected that once its integration pro-
jects are fully implemented, it will achieve annual
cost savings of $1 million across its community
health sector and $8.8 million across its hospital
sector. At the time of our audit, two-thirds of the
expected cost savings have been achieved; the
LHIN expects to achieve the remaining cost savings
by 2017. The fact that the impact of each integra-
tion initiative was not quantified may explain the
following survey result—while over 80% of LHIN
management felt that integration initiatives in their
LHINs have resulted in better access to patient care
and better quality care, only 40% of health service
providers felt the same way.



LHINs we visited indicated that integration
initiatives can also improve continuity of care,
enhance the patient experience, and increase
system capacity; these impacts may be tracked
through other measures such as output or outcome
measures. However, as we noted in Section 4.4.3,
LHINs need to improve how they measure their
integration projects, including developing perform-
ance targets and establishing outcome measures to
assess the success of all integration projects.

RECOMMENDATION 15

To ensure integration initiatives improve local
health systems and to help identify the most
effective types of approaches to integration,
Local Health Integration Networks should meas-
ure the impact that each integration initiative
has on LHIN service levels and costs.

[ RESPONSE FROM LHINs

LHINS fully support measurement of the impact
that each integration has on LHIN service levels
and costs. The LHINs recognize the complexity
associated with these evaluations. LHINs will
work toward developing a standard framework
in which to identify and measure the impact of
these integrations demonstrating overall value
for service providers, patients and the system.
This work will be informed by the Ministry in
partnership with health service providers and
evaluation specialists in order to ensure an
effective and aligned approach.

LHINSs are responsible for more than half of the
provincial health-care budget for the year ending
March 31, 2015. LHINS can, with certain exemp-
tions, allocate funds among and between health
service providers and health sectors as they choose
to. We found that the four LHINs we visited did not

consistently understand their funding authority as
it relates to reallocating funds within and among
health sectors, thereby limiting the opportunities to
fully integrate the health services in their regions.
We also found that LHINS are not notified of fund-
ing changes on a timely basis, and in turn do not in
due course notify the health service providers they
fund, resulting in cases where funding originally
earmarked for health service providers is returned
to the Ministry. As well, one LHIN we visited used
a different tool than the common assessment
framework to evaluate projects submitted by health
service providers for the Urgent Priorities Fund, but
that tool did not incorporate all assessment areas
required in the common framework. As a result,
there was no assurance that projects selected in
that region were fairly meeting local urgent needs.
We look at the above issues in detail in the fol-
lowing subsections.

Some LHINs might not have fully pursued certain
integration opportunities because they had a dif-
ferent understanding than the Ministry of their
authority over health-sector funding. The four
LHINs we visited had a different perception of their
funding authority from that of the Ministry.

The Ministry indicated that LHINs have the
flexibility to allocate and reallocate much of their
funds, provided that the LHIN’s funding decision is
made in accordance with the expectations stated in
the accountability agreement and within the legis-
lative framework. LHINs have less discretion over
protected funding, such as long-term-care home
sector funding (as explained in Section 1.2.2).
However, the four LHINs we visited believe the
Ministry still maintains authority and control over
funding, as the Ministry can intervene in a LHIN’s
funding decision even if it has been approved by the
LHIN Board. The Ministry noted that it would only
intervene in a LHIN funding decision where the
decision was contrary to the terms and conditions
of the funding.



Also, the LHINs we visited have indicated that
they cannot move new funding that the Ministry
has specified to be spent on a specific health sector
to another health sector if the LHIN considers that
the other sector would better benefit from the new
funding. For example, the four LHINs we visited
indicated that they cannot use the funding increase
that the Ministry earmarked for the community-
based health sectors for hospital-based community
services to spend on related services such as tele-
homecare for chronic disease patients and a chronic
disease prevention clinic. But the Ministry actually
allows LHINSs to negotiate with it if the LHINs want
to use the funding for a purpose different than that
specified by the Ministry. The lack of clarity on
funding authority between the Ministry and LHINs
may result in LHINs not being able to direct funds
to facilitate areas of health care to address their
local needs, including the need to integrate health-
care services.

RECOMMENDATION 16

To ensure that Local Health Integration Net-
works (LHINSs) appropriately facilitate areas of
health care to address local needs, the Ministry
of Health and Long-Term Care (the Ministry)
should clarify with the LHINs what authority
they have to reallocate funding among health
service providers, and inform them that they
can negotiate the use of dedicated funding with
the Ministry.

. MINISTRY RESPONSE

The Ministry supports this recommendation
and will take appropriate steps to ensure that
all LHINs have a consistent understanding of
their funding authority, including the ability to
reallocate funds.

Health service providers need to know how much
funding is available to them in order to effectively
plan health services for the year and ensure they
do not run deficits. However, LHINs do not confirm
their final funding until well into the fiscal year.
With the exception of funding for reforms of
hospitals and CCACs, health service providers are
generally funded based on the amount they received
the year before. But annual funding is subject to
changes depending on the Ministry’s and LHIN’s
funding decisions during the year. In the two years
leading up to March 31, 2015, the Ministry finalized
funding to the four LHINs we visited well into the
fiscal year. These delays resulted in these LHINs not
informing the health service providers about their
funding decisions until six months before the fiscal
year end that first year and three months before the
fiscal year end the second year. At all four LHINs
we visited, health service providers were notified
of funding changes as late as the last month of the
fiscal year in the year ending March 31, 2015. These
delays made it difficult for health service providers
to provide the intended services for the period, and
to meet their service volume target. As a result,
some service providers had to return the money to
the LHINs. The LHINS, in turn, needed to reallocate
the surpluses to other providers, and returned the
residual amount to the Ministry, defeating the
purpose of providing funding to those health service
providers in the first place.

RECOMMENDATION 17

To ensure health service providers can properly
plan to meet patient-care needs, the Ministry
of Health and Long-Term Care, in conjunction
with the Local Health Integration Networks,
should finalize the annual funding each health
service provider will receive before the fiscal
year begins or as early in the current fiscal year
as possible.



. MINISTRY RESPONSE

The Ministry supports this recommendation.
The majority of LHIN funding is a base budget
that continues from one year to the next.

The Ministry is working with sector partners

to review its funding processes to identify
opportunities to finalize allocations earlier, and
will work with the LHINs to confirm funding
amounts as early as possible.

The Ministry has not reviewed whether the existing
allocation and amount of the Urgent Priorities Fund
(Fund) are still appropriate. The purpose of the
Fund is to address urgent local health-care prior-
ities for projects submitted by health service provid-
ers. Examples of funded projects include increased
funding to alleviate wait times for accessing MRI
and CT scans at hospitals, and increased funding to
a mobile mental health crisis team.

While the Fund has remained constant at
$50 million for all 14 LHINs since its inception, the
amount of overall LHIN funding, including funding
to health service providers, has increased by 29%
between 2008 and 2015 (the inflation-adjusted
increase is 12%). Between 2008 and 2015, LHINs
on average distributed 97% of the Fund to health
service providers.

Each LHIN’s annual allocation from the Fund is
based on the population information the Ministry
had when the Fund was created in 2007, eight years
ago (the Ministry cannot confirm the actual year
from which the population data was derived). But
population distribution has changed since then. For
instance, between 2006 and 2011, the population
of one of the LHINs we visited increased by 11%,
twice the provincial increase of 5.6%. Moreover,
this LHIN’s population is expected to grow an addi-
tional 10% by 2016, and a further 10% by 2021.
Residents of this LHIN could well be shortchanged

with respect to their most urgent health-care needs
because their share of the Fund is based on out-
dated population data.

RECOMMENDATION 18

To ensure that the share of the Urgent Priorities
Fund allocated to each Local Health Integration
Network reflects current patient needs, the Min-
istry of Health and Long-Term Care should:
ensure the amount allocated to the Fund
is appropriate considering overall funding
increases over time; and
regularly revise the allocation on the basis
of current population and/or other relevant
information.

. MINISTRY RESPONSE

In 2007, the government announced a commit-
ment to address urgent health-care priorities
in local communities through the creation of

a population-based $50 million annual fund.
The funding was rolled out to the LHINs as base
funding and it is reflected within their total
annual allocation. As part of the guidelines for
the fund, LHINs have the ability to designate
all or a portion of their annual allocation to a
health service provider’s base budget. Since
much of this funding is already committed by
the LHINS to their health service providers for
the purpose of addressing urgent local prior-
ities, reallocating existing funding could have
impacts on direct service delivery.

The Ministry supports the recommendation
to allocate funding using population-based
models and will work with the LHINS to equit-
ably distribute new funding based on the latest
population figures for each LHIN.

The Local Health Integration Networks Collab-
orative (discussed previously in Section 4.4.3)




developed a decision-making framework in Novem-
ber 2010 to help LHINs make consistent decisions
on projects, including funding proposals they
receive for the Urgent Priorities Fund. But, while
LHINSs are expected to use this framework—which
includes project-assessment criteria such as value
to the health system and impact on system perform-
ance and population health—they are not consist-
ently doing so.

Three of the four LHINs we visited did use the
framework and assigned specific weighting to each
of the framework categories in order to ensure that
funding supports their local strategic priorities.
One of the LHINs we visited, however, uses a dif-
ferent tool to assess proposed projects, but this tool
does not incorporate all assessment areas that are
required in the common framework, such as poten-
tial impact on service quality and population health
outcomes. Also unlike the common framework, this
tool does not assign scores to its assessment criteria.
As a result, there is no assurance that the projects
selected by this LHIN are the most appropriate to
serve its urgent needs at that time.

We tested a sample of projects that used the Urgent
Priorities Fund in the four LHINs we visited to
ensure funding was going exclusively to direct
patient services, as the Fund requires. Most of the
funded projects we reviewed were for direct patient
services such as increasing hospital beds, increasing
long-term-care beds, and funding more hours for
MRI or CT scans. We found two instances where

the Fund was used for other purposes than direct
patient services. In one case, a LHIN allocated
$861,000 to a health service organization so it could
develop business application software to make
patient information available to hospitals and a local
CCAC. The LHIN did not use the common assess-
ment framework and explained that the software
has allowed hospitals to easily identify patients with
high needs. In another case, a LHIN in 2013 allo-

cated $130,000 toward the severance payment of an
outgoing CEO of a former mental health agency.

RECOMMENDATION 19

To ensure health service providers spend funding
from the Urgent Priorities Fund only on patient
services, as the Fund requires, Local Health
Integration Networks should follow a consistent
decision-making process and approve applica-
tions only on the basis of established criteria.

[ RESPONSE FROM LHINs

Many LHINs adopted the decision-making
framework developed in 2010 by the Local
Health Integration Networks Collaborative

to help make consistent decisions on funding
projects, programs and services. All LHINs will
use the revised framework for decision-making
about the allocation of discretionary funds.

Ever since the Ministry divided the province into 14
LHINSs in 2006, it has not reviewed whether the div-
ision is still appropriately meeting the health-care
needs of the changing population. In creating those
divisions, the Ministry considered the patterns of
how people accessed hospital services. Specifically,
the postal codes of patients at each hospital were
analyzed and mapped into unique areas, ultimately
becoming the 14 LHINSs as they exist today. As a
result, the division of the province differs from
already-established divisions such as municipal
boundaries or electoral districts.

Health service providers who responded to our
survey expressed concerns that because the LHIN
boundaries do not always conform to municipal
boundaries, it is difficult to leverage existing part-
nerships for health-care planning and to provide
consistent patient care with adjoining LHINs. A
greater number of respondents indicated that there
are too many LHINSs than those who found there
were not enough.



RECOMMENDATION 20

To ensure the division of the Local Health Inte-
gration Networks (LHINS) is conducive to effect-

ive planning and integrating of local health-care

services, the Ministry of Health and Long-Term

Care should review existing LHIN boundaries.

[l miNisTRY RESPONSE

The Ministry will review the existing LHIN

boundaries to determine whether changes may

be required.

Source of data: Local Health System Integration Act, 2006

1 To promote the integration of the local health system to provide appropriate, co-ordinated, effective and efficient health
services.

2  Toidentify and plan for the health service needs of the local health system in accordance with provincial plans and
priorities and to make recommendations to the Minister about that system, including capital funding needs for it.

3  To engage the community of persons and entities involved with the local health system in planning and setting priorities
for that system, including establishing formal channels for community input and consultation.

4 To ensure that there are appropriate processes within the local health system to respond to concerns that people raise
about the services that they receive.

5  To evaluate, monitor and report on and be accountable to the Minister for the performance of the local health system
and its health services, including access to services and the utilization, co-ordination, integration and cost-effectiveness of
services.

6 To participate and co-operate in the development by the Minister of the provincial strategic plan and in the development
and implementation of provincial planning, system management and provincial health care priorities, programs and
services.

7  To develop strategies and to co-operate with health service providers, including academic health science centres, other
local health integration networks, providers of provincial services and others to improve the integration of the provincial
and local health systems and the co-ordination of health services.

8  To undertake and participate in joint strategies with other local health integration networks to improve patient care and
access to high-quality health services and to enhance continuity of health care across local health systems and across the
province.

9  To disseminate information on best practices and to promote knowledge transfer among local health integration networks
and health service providers.

10 To bring economic efficiencies to the delivery of health services and to make the health system more sustainable.

11 To allocate and provide funding to health service providers, in accordance with provincial priorities, so that they can
provide health services and equipment.

12 To enter into agreements to establish performance standards and to ensure the achievement of performance standards by
health service providers that receive funding from the network.

13 To ensure the effective and efficient management of the human, material and financial resources of the network and to
account to the Minister for the use of the resources.

14 To carry out the other objects that the Minister specifies by regulation made under this Act. 2006, c. 4, s. 5.
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LHINs—Local Health Integration Networks

Appendix 3—Summary Statistics on Province-wide Performance for 15 LHIN

Measurement Areas

Sources of data: Cancer Care Ontario, Cardiac Care Network of Ontario, Ministry of Health and Long-Term Care
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1. Data prior to the fiscal year ending March 31, 2012 is only available for the calendar year.
2. Comparative data is only available from the fiscal year ending March 31, 2010, onwards.
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90th Percentile Wait Time—Diagnostic CT Scan
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90th Percentile Wait Time—MRI Scan
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2. Comparative data is only available from the fiscal year ending March 31, 2010, onwards.
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