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Ontario’s 75 Community Health Centres (CHCs)
provide health care and community programs and
services designed specifically for their commun-
ities. CHCs are mandated to serve populations that
have traditionally faced barriers in accessing health
services, including the homeless, seniors, refugees,
new immigrants and low-income individuals. CHCs
are also mandated to provide services at no charge
to people without a health card. In the 2016/17
fiscal year, CHCs received $401 million from the
Ministry of Health and Long-Term Care (Ministry),
through Ontario’s 14 Local Health Integration Net-
works (LHINS).

CHCs stand out from other models of primary
care (the routine care that a patient receives, often
from a family physician) because they deliver
medical services under the same roof as health
promotion and community programs. CHCs can
employ a team of physicians, nurse practitioners,
nurses, counsellors, community workers and other
professionals to offer a wide range of these services,
examples of which include check-ups, immuniza-
tions, diabetic foot care, nutrition counselling,
needle exchange, youth leadership training and
skills development, parent and child programs, and
outreach to isolated seniors. CHC physicians and
nurse practitioners are salaried and do not bill the
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Ontario Health Insurance Plan for health services
they render.

While CHCs serve vulnerable populations
and can contribute to reducing the strain on the
health-care system and other provincial govern-
ment programs, the Ministry and the LHINs lack
critical information to make informed decisions
on whether CHCs are cost-effective in providing
quality care to their target population groups, and
whether the Ministry should expand the network of
CHCs or reallocate funding among existing CHCs.

We also found that the Ministry and the LHINSs
do not examine data on the utilization of CHCs—
which can be either over or under capacity—to
ensure funding is directed to the areas with the
most needs, and to reduce the number of people
who might use costlier forms of health care. Know-
ing the utilization rates can also inform the Min-
istry in its decisions on the location and number of
CHCs to place across the province.

A number of primary-care models coexist in
Ontario. These models include CHCs, traditional
fee-for-service sole practitioners, family health
teams, nurse practitioner—led clinics and Aborig-
inal Health Access Centres. They deliver essential
primary care and sometimes other services such
as community programs and interdisciplinary
services (offered by professionals such as dietitians,
social workers and physiotherapists) to patients.
However, the Ministry has not conducted an overall
review to determine the most cost-effective model



or mix of models that would best meet the needs of
Ontarians, how CHCs could be better utilized, and
how CHCs fit strategically within the primary-care
system. This would help the Ministry and the LHINs
determine whether CHCs are developing along the
right path according to plan and population needs.
The following are some of our other significant
observations:
Split responsibility between Ministry and
LHINs on primary care in the last decade
is not conducive to effective primary-care
planning. Planning for primary care in
Ontario was shared between the Province’s
14 LHINs (for CHCs) and the Ministry (for all
other primary-care models) for over a decade,
making it difficult for either party to have
complete information to make informed deci-
sions. This is changing under the Patients First
Act, 2016, which came into effect in December
2016. LHINs now have the legal authority to
fund and manage some elements of primary
care in Ontario, including family health teams,
nurse practitioner-led clinics and Aboriginal
Health Access Centres (currently funded and
managed by the Ministry) in addition to CHCs.
LHINSs also have an expanded mandate to sup-
port planning of primary-care services. Transi-
tion of the three models to the LHINs had not
yet begun when we completed our audit.
Utilization of CHC services varies across
the province. While unmet demand exists
for services at a number of CHCs, other CHCs
were underutilized. We found that 16% of the
CHCs were responsible for more patients than
their capacity allows, some of the CHCs we
visited had people waiting to access primary
care and other interdisciplinary services such
as mental health and physiotherapy, and some
groups among the CHCs’ targeted population
have grown. In contrast, about half of the
CHCs were serving less than 80% of their
targeted number of patients. As well, we found
that on a weekly basis in 2016/17, each CHC
physician or nurse practitioner averaged 31

patient encounters, but some had as few as 16
encounters and some had almost 60 encoun-
ters. Without examining this data, the Ministry
and the LHINSs could not identify areas where
resources can be reallocated to make the best
use of the investment in the CHC sector.
Inter-professional primary care is not avail-
able in all LHIN sub-regions in Ontario. Four
LHIN sub-regions (smaller geographic areas
located within existing LHIN boundaries)

do not have a CHC or any other form of pri-
mary care that offers inter-professional care.
Patients in the communities without any form
of inter-professional care have to visit clin-
icians located in multiple locations to obtain
health services that are routinely provided
under one roof, or travel to another sub-region
to access inter-professional primary care.

CHC staffing model and types of services
have not been defined. Neither the Ministry
nor the LHINs defined what professionals,

at a minimum, should be included in each
CHC, and what minimum services the inter-
professional teams should provide to CHC cli-
ents. CHCs across Ontario employ anywhere
between four and 17 types of health providers,
averaging 10 types of providers. Over half of
the CHCs did not have a physiotherapist, and
some CHCs did not have a social worker or
dietitian. Defining the staffing model and the
core services that should be offered at each
CHC can increase the efficiency and effective-
ness of inter-professional teams and improve
clients’ access to their services.

Funding to CHCs is not tied to number of
clients served. The annual base funding that
LHINSs provide to CHCs is predominantly based
on historical funding levels, and not tied to the
number of clients the CHCs serve. Funding
levels neither increase nor decrease if CHCs
are serving fewer clients or are serving more
than their capacity allows. As of March 31,
2017, about half of the CHCs were at less than
80% of the targeted number of clients they are




expected to serve, yet these CHCs still received
the same level of base funding year after year.
Similarly, the LHINs did not increase base
funding to those CHCs that exceeded their
targeted number of clients.
LHINs do not sufficiently monitor CHCs.
Two of the eight CHCs we visited did not
provide 24/7 on-call services even though this
is a LHIN requirement. As well, the LHINs do
not require all CHCs to be accredited (that
is, to undergo an external review of their
operations in relation to accepted standards
of good practice and risk management). We
also found that most LHINs do not review
accreditation results and do not monitor the
accreditation status of CHCs.
Meaningful data is not collected to evaluate
effectiveness of CHCs. The Ministry and the
LHINs have minimal information to meas-
ure whether CHCs have contributed to the
improved health of their clients. The LHINs
do not require CHCs to track outcomes-based
indicators for their clients, such as reduced
social isolation (which can be measured via
client surveys) and the number of hospital
days stayed by CHC clients. In addition,
while all CHCs have to prepare an annual
quality improvement plan, almost 100 unique
performance indicators are found among all
CHCs’ plans combined, making comparison
almost impossible. The CHCs also do not work
toward common targets on these performance
indicators but set the targets themselves, and
not all CHCs reported data on four indicators
that are common across the CHCs. Finally,
the Ministry has limited access to sector
information because it does not have a data-
sharing agreement with the CHCs. This issue
was raised in our 2000 Annual Report, was
unresolved when we followed up with the
Ministry in 2002, and remains unresolved at
the time of this audit.

This report contains nine recommendations, con-

sisting of 22 actions, to address our audit findings.

The Ministry of Health and Long-Term Care
(Ministry) and the Local Health Integration Net-
works (LHINs) do not have effective systems and
procedures to oversee and co-ordinate Community
Health Centre (CHC) programs and services. They
do not have sufficient information to ensure that
CHCs deliver programs and services in a timely and
cost-effective manner that meet community needs,
including those of the priority population. At the
CHC level, we found that not all CHCs had physio-
therapists, dietitians and social workers on staff, as
neither the Ministry nor the LHINs have required

a core minimum basket of services to be provided
at each CHC. As well, CHCs were not consistently
providing 24/7 on-call services as required by their
LHINS. Finally, while the Ministry and the LHINSs
measure some aspects of CHC operations, they do
not measure the quality and effectiveness of servi-
ces provided and publicly report on them.

. OVERALL MINISTRY RESPONSE

The Ministry of Health and Long-Term Care
(Ministry) appreciates the Auditor General’s
observations and recommendations regarding
the Community Health Centres (CHC) program.
The recommendations included in the report
will support improvements to strengthen
accountability and improve access to quality
health-care services at CHCs.

The CHC model of care focuses on five
service areas that support the government’s
overarching goal of building a patient-centred
health-care system that delivers quality, value
and evidence-based care in Ontario: primary
care; illness prevention; health promotion; com-
munity capacity building; and service integra-
tion. In 2013, the CHCs refreshed their model
and adopted the Model of Health and Wellbeing,
which identified values and principles that unite
CHCs: Highest Quality People and Community-
Centred Health and Wellbeing; Health Equity
and Social Justice; and Community Vitality and



Sense of Belonging. The eight attributes of the
model define a collective understanding of what
CHCs are: anti-oppressive and culturally safe;
accessible; inter-professional, integrated and
co-ordinated; community-governed; based on
the social determinants of health; grounded in a
community development approach; population
and needs-based; and accountable and efficient.

CHCs and other inter-professional primary-
care teams play an increasingly important role
in both caring for patients and as a cornerstone
of patient care by ensuring that patients have
access to the services and resources they need.
This sector is an essential part of the Ministry’s
strategic direction for Ontario’s health-care sys-
tem—~Patients First: Action Plan for Health Care.
This plan, and the variety of initiatives guided
by it, aims to improve access to co-ordinated
care that is more responsive and centred on the
needs of Ontarians. In this regard, the Ministry
recognizes the important contributions made by
CHCs and other team-based models of primary
care and, through commitments in the 2017
Ontario Budget, will be investing $145 mil-
lion over the next three years to strengthen
Ontario’s primary-care sector, including in
CHCs, by enhancing their ability to recruit and
retain qualified health-care professionals and
to expand access to inter-professional primary
care in high-need areas of the province. This
commitment is in addition to the $85 million in
investments to inter-professional teams in the
2016 Ontario Budget.

While significant progress has been made
to build a strong foundation of primary-care
service in the province, there is more work to
be done. The Ministry recognizes the important
contributions CHCs make to primary health care
in Ontario, and the Ministry will work together
with the Local Health Integration Networks
(LHINSs) to make progress on better supporting
and enhancing the performance of Ontario’s
CHCs. Our detailed responses are provided in
the report’s specific recommendations.

. OVERALL RESPONSE FROM LHINs

Local Health Integration Networks (LHINSs)
appreciate the comprehensive audit conducted
by the Office of the Auditor General of Ontario
on the provision of Community Health Centre
(CHCQ) services. LHINs, as health system plan-
ners, funders and integrators, will continue

to support initiatives that create more timely
access to patient-centred care and that promote
greater consistency with respect to patient
outcomes and quality. We commit to working
in collaboration with the Ministry of Health
and Long-Term Care (Ministry), CHCs and local
clinical leaders to address the recommendations
from this report.

Access to primary care, including increased
primary-care attachment rates, is a priority
for LHINS, as it is vital to improving the health
outcomes of Ontarians. In September 2017, all
LHINs, enabled by funding from the Ministry,
expanded the Health Care Connect Program
to further the inclusion of primary care as a
foundational element of the local health-care
system. Included in this program is the ongoing
commitment of all LHINs to dedicate resources
for the purpose of assisting Ontarians in finding
a family health-care provider if they do not cur-
rently have one.

LHINSs promote Patients First: Action Plan for
Health Care, put forth by the Ministry, and wel-
come the expanded accountability for primary-
care planning provided through the Patients
First Act, 2016 . The alignment of additional
interdisciplinary primary-care models to LHINs
has uniquely positioned LHINs to lead the trans-
formation of primary care in their respective
local health-care systems. LHINSs look forward
to partnering with the Ministry, respective CHCs
and other primary-care providers to implement
this exciting vision for primary care.
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2.0 Background

2.1 Overview of Community Health
Centres

Ontario’s 75 Community Health Centres (CHCs)

are community-governed, not-for-profit health-
care organizations that provide primary-care and
community health programs for individuals in

their communities. CHCs advocate for, and provide
programs and services to, individuals who other-
wise face barriers to health-care services created by
poverty, geographic isolation, language, culture and
different abilities. In serving these individuals, CHCs
work with the community and develop programs to
address social issues that lead to health problems.

An example of such programs is the needle
exchange program, which allows drug users to
exchange used needles for clean ones, preventing
the spread of HIV/AIDS and other diseases, and
reducing the risk of used needles ending up in pub-
lic places such as parks and children’s playgrounds.
The limited access to medical services in some rural
areas is another barrier to primary health care that
CHCs are meant to play a key role in overcoming, by
serving the general population of these regions who
may be lacking other health-care options in their
communities. Appendix 1 provides real-life exam-
ples of CHC clients’ experiences and the positive
impact that CHC services have had on their lives.

CHCs are governed by volunteer community
boards. Board members are predominantly clients,
community members and community leaders who
provide strategic direction for CHCs to operate
programs and services that are responsive to local
health-care and program needs.

Clinicians such as physicians and nurse prac-
titioners who provide primary care to patients at
the CHCs are all salaried (funded by the operating
budgets of the CHCs) and are not compensated
under the traditional fee-for-service model through
the Ontario Health Insurance Plan. CHCs are also
mandated to serve clients who are not covered

under the Ontario Health Insurance Plan, such as
those who have no legal status to stay in Canada.
(Nurse practitioners are registered nurses with
advanced university education who can diagnose,
order and interpret diagnostic tests, prescribe
treatments including medications, and perform
medical procedures.)

The goal of CHCs is to keep people in the
communities where they live in good health.

CHCs support the Province’s health-care action
plan—Patients First: Action Plan for Health Care—by
helping to improve access to health care; providing
co-ordinated and integrated care in the commun-
ity; and providing the education, information and
transparency patients need to help make the right
decisions about their health.

All CHCs in Ontario follow the values and
principles of the Model of Health and Wellbeing,
as shown in Figure 1. This model is based on prin-
ciples adapted from the World Health Organization
and the 14 social determinants of health (these

Figure 1: Model of Health and Wellbeing

Source of data: Association of Ontario Health Centres and the Ministry of
Health and Long-Term Care
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Notes:

® The values and principles of Community Health Centres (CHCs) are
presented in the outer ring.

® The model includes eight attributes (inner circle) that guide CHCs” work
and approach.



are underlying conditions that help determine a
person’s health status, such as income, education,
employment, food insecurity/security, housing,
social exclusion/inclusion, gender, race and disabil-
ity). The model was published in May 2013 by the
CHC Executive Director Network, consisting of the
chief executive officer or executive director from
each CHC in Ontario.

CHCs serve about 500,000 clients each year, or
about 4% of Ontarians. Ontario’s CHCs are located
in both rural areas and urban centres (usually at-
risk neighbourhoods). In some rural areas, where
access to health care is more limited, CHC clients
can be the general population of the catchment
area. In most other cases, however, CHC clients are
those in high-risk population groups, such as the
homeless, refugees, new immigrants, clients with
complex mental health issues, low-income earners
and those without health insurance. About 1.5% of
CHC clients have no type of health insurance at all.
By serving vulnerable people, CHCs can contrib-

ute to reducing the strain on the health-care system
and other provincial government programs. Social
services agencies often have nowhere else to refer
their clients, some of whom are in high-risk popula-
tion groups, other than to CHCs that provide clin-
ical and community services for these groups. The
Ministry of Health and Long-Term Care (Ministry)
considers these groups as priority populations,
defined as those who:

face geographic, cultural, language or other

barriers to accessing an appropriate range of

primary-care services, and/or

have a higher burden or risk of ill-health

due to the social determinants of health

(explained in Section 2.1).

Many CHC clients have multiple health condi-

tions, as shown in Figure 2. A study published
in 2012 that compared primary-care models in
Ontario noted that CHC clients are 84% more

Figure 2: Proportion of Community Health Centre
(CHC) Clients with No or Multiple Chronic Conditions,
March 2017

Source of data: Association of Ontario Health Centres
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complex in terms of their needs than the general
population in Ontario. Related to this point, 23%
of CHC clients are seniors, compared to about 17%
in the general population. Figure 3 breaks out the
socio-demographics of CHC clients into those in the
low-income bracket, seniors and the uninsured as
at March 31, 2017.

Ontario’s first CHC was established in the early
1970s. CHCs are not unique to Ontario—they oper-
ate in every Canadian province, including territor-
ies, sometimes under different names. Canada’s
first CHC was the Mount Carmel Health Centre in
Winnipeg, which opened in 1926.

The Ministry, in consultation with relevant
stakeholders, determines the location and number
of Ontario’s CHCs. The last major expansion of the
CHC network in Ontario was announced in 2004
and 2005. At the time of our audit, Ontario had 75
CHCs operating in 145 locations (which includes
70 satellite sites). Figure 4 shows their locations.
Appendix 2 shows key historical events relating to
Ontario’s CHCs.
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2.4 Programs and Services
Offered at Community Health
Centres

Figure 3: Profile of Community Health Centre Clients,
March 2017

Source of data: Association of Ontario Health Centres

2.4.1 Programs and Services Provided

Figure 3a: Breakdown of Clients by Self-Reported Individual
& Y SelHep at CHCs

Annual Income

Not Specified (45%) CHCs provide both primary-health and community

health programs to clients. These programs fall into
Over $60,000 (11%)

five areas that the Ministry associates with the gov-
ernment’s overarching goal of building a patient-
centred health-care system, and include:

$20,000-$60,000
(19%)

e primary care (the routine care that a patient
receives—for example, visits with a physician
or nurse practitioner, check-ups, immuniza-
tion, ultrasounds and blood tests);

Under $20,000 (25%) o illness prevention (for example, nutrition

counselling and diabetic foot care);

e health promotion (for example, programs on
Figure 3b: Breakdown of Clients by Age p ( b€, brog

. stress management, smoking cessation and
Minor: <18 (14%)

exercise);
Unknown (3%) e community capacity building (for example,
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resources and how to access them, youth
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vention); and
e service integration (for example, connecting

with other health-service providers).
Adult: 18-64 (60%)

As each CHC is governed by its own community

board, each CHC can determine the type and mix of
Figure 3c: Insured Status of Clients services that address these five areas and does not
have to offer exactly the same services.

Insured under other plans The inter-professional primary care (explained

(e.g., Interim Federal
Insurance) (2.7%) ——

Uninsured (1.5%)

in Section 2.4.2) and community health programs
that CHCs offer could be funded by the Ministry,
other ministries or other levels of government.

For instance, CHCs may offer diabetes education
programs, smoking cessation programs and mental
Insured under the Ontario health support programs (funded by the Ministry),

Health Insurance Plan

(95.8%) prenatal nutrition programs (funded by the federal

government), legal clinics (funded by the Ministry
of the Attorney General), and housing support
Note: Data is only for clients rostered as primary-care patients and for services (funded by the municipal government).

interdisciplinary care at Community Health Centres (CHC). Does not include . L
clients who only participate in CHC community programs. CHCs often partner with external organizations
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such as immigration settlement agencies and others
that focus on broader health and social issues, to
ensure they target their services to those who might
face barriers to health care and provide their clients
with access to programs that are not available
within the CHCs.

Clients may access some or all of the services
that CHCs offer. About half of the CHC clients
access primary care from the CHC’s physicians or
nurse practitioners. The other half do not access
primary care at the CHC but use its interdisciplin-
ary services and/or community health programs.

The type of health care that CHCs provide is
called inter-professional health care. With this
model, patients can obtain a full range of health
care all under one roof from a team of health-care
professionals, which may include a doctor, a nurse
practitioner, dietitians, chiropodists (foot special-
ists) and physiotherapists, and another group of
professionals who support clients, such as health
promoters, health-system navigators and social
workers. The availability of these professionals
depends on the CHC.

Other inter-professional primary-care models,
some of which serve different demographics than
CHCs, also exist in Ontario. Appendix 3 provides a
comparison of CHCs with these other inter-profes-
sional models, which include:

Aboriginal Health Access Centres (10 in
Ontario): centres that offer a blend of trad-
itional Indigenous approaches to health and
wellness, primary-care and health-promotion
programs in culturally appropriate settings.
Nurse Practitioner-Led Clinics (25 in Ontario):
clinics that provide comprehensive and co-
ordinated primary-care services to people of all
ages. Nurse practitioners are the lead primary-
care providers of these clinics. In addition to
collaborating physicians, other members of
the health-care team may include registered

nurses, dietitians, social workers, occupational
therapists and mental health workers.

Family Health Teams (184 in Ontario): teams
of family physicians, nurse practitioners,
registered nurses, social workers, dietitians
and other professionals who work together
(but may not operate out of the same loca-
tion) to provide primary health care for their
community. Each family health team is set up
to serve local health and community needs.

The Ministry is ultimately responsible for monitor-
ing 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 developing legislation, standards and policies
to support its strategic directions, and ensuring
the Local Health Integration Networks (LHINS)
fulfill the Ministry’s expectations, as outlined in
contractual documents between the LHINs and the
Ministry. The Ministry funds almost all of the CHCs’
program costs through Ontario’s 14 LHINs, and
provides capital funding directly to all CHCs.

CHG s receive the majority of their funding from
Ontario’s 14 LHINs, which were established by the
Local Health System Integration Act, 2006, with a
mandate to create an integrated health system to
improve the health of Ontarians. In addition to
CHCs, LHINSs also fund and oversee other health-
service providers such as hospitals, long-term-care
homes and community mental health and addic-
tion services agencies. Each LHIN region has at
least one CHC.



Under the Patients First Act, 2016, which came
into effect in December 2016, LHINs now have the
legal authority to fund and manage some elements
of primary care in Ontario, including family health
teams, nurse practitioner—led clinics, and Aborig-
inal Health Access Centres (currently funded and
managed by the Ministry) in addition to CHCs. The
LHINSs also have an expanded mandate to support
planning of primary-care services. Transition of the
three models to the LHINs had not yet begun when
we completed our audit.

The LHINS enter into an annual accountability
agreement with each CHC. The agreement outlines
the terms and conditions that CHCs must comply
with in delivering health services to their clients.

Nearly all CHCs (74 of the 75) are members of

the Association of Ontario Health Centres (Asso-
ciation), a member-funded association based in
Toronto with a staff of under 20. The Associa-

tion also represents other community-governed
primary-care organizations, including all 10
Aboriginal Health Access Centres, 10 of the Prov-
ince’s community family health teams, and about
half of the Province’s nurse practitioner—led clinics.
In addition to receiving membership fees from

its members, the Association has also received a
total of about $27 million from the Ministry since
1999/2000 for various projects, most of which were
related to information technology. The Association
supports the CHCs through policy and stakeholder
relations, information management, and research
and evaluation.

In the fiscal year 2016/17, the Ministry, through the
LHINSs, provided $401 million of program funding
to CHCs, representing under 2% of all payments

to LHIN-managed health-service providers. This
$401 million represents an increase of 114% from

10 years ago in 2007/08, when CHC program fund-
ing was $187 million. Figures 5a and 5b show the
year-over-year trend of CHC program funding as
provided by the Ministry, the number of CHC loca-
tions, and the number of CHC clients. In 2016/17,
the Ministry also provided just over $16 million of
capital funding for CHCs.

Some CHCs also receive funding from other
sources such as charities and foundations, other
provincial ministries and other levels of govern-
ment. In 2016/17, CHCs reported to the Ministry
that they received about $96 million from these
other sources.

Our audit objective was to assess whether the
Ministry of Health and Long-Term Care (Ministry),
in partnership with the Local Health Integration
Networks (LHINs) and the Community Health Cen-
tres (CHCs), had effective systems and procedures
in place to:

oversee, co-ordinate and deliver programs

and services through CHCs in a timely and

cost-effective manner that meets community

needs, including those of the priority popula-

tion; and

measure and publicly report on the quality

and effectiveness of services provided.

Before starting our work, we identified the
audit criteria we would use to address our audit
objective. These criteria were established based on
areview of applicable legislation, policies and pro-
cedures, and internal and external studies. Senior
management at the Ministry and the four LHINs we
visited during the audit reviewed and agreed with
the suitability of our audit objective and related
criteria as listed in Appendix 4.
We focused on activities of the CHCs in the

two-year period ending March 31, 2017, and
considered relevant data and events in the last 10
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Figure 5a: Number of Clients and Total Community Health Centre Program Funding from the Ministry of Health
and Long-Term Care, 2007/08-2016/17

Source of data: Association of Ontario Health Centres, Treasury Board Secretariat
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Figure 5b: Number of Clients and Number of Community Health Centre (CHC) Locations, 2007/08-2016/17

Source of data: Association of Ontario Health Centres, Treasury Board Secretariat
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years. We conducted our audit from January to
June 2017, and obtained written representation
from the Ministry and the LHINs that effective
November 16, 2017, they have provided us with

all the information they were aware of that could
significantly affect the findings or the conclusion of
this report.

In conducting our work, we reviewed documents
obtained from and interviewed staff at the follow-
ing Ministry branches:

Primary Health Care Branch, which provides
expertise and strategic advice to CHCs to
improve equitable and timely access to pri-
mary care to all CHCs;

LHIN Liaison Branch, which develops, negoti-
ates and manages accountability relationships
with Ontario’s 14 LHINS;

Financial Management Branch, which recon-
ciles Ministry funding with CHCs’ spending at
year-end; and

Health Capital Investment Branch, which pro-
vides funding to CHCs to repair, upgrade and
expand their facilities.

The Ministry provides transfer payments to
Ontario’s 14 LHINs, which in turn contract with
CHCs to provide primary-care and community ser-
vices to clients in their communities. In conducting
our audit, we visited four of the 14 LHINs—Toronto
Central (corporate office in Toronto), South West
(corporate office in London), North Simcoe Mus-
koka (corporate office in Orillia) and Champlain
(corporate office in Ottawa). Their combined
expenditures on CHCs in the 2016/17 fiscal year
were almost 50% of the overall Ministry expendi-
tures in this area. In addition, we visited eight CHCs
across these four LHINS, located in both urban and
rural communities, where we toured the facilities,
reviewed relevant documents, and interviewed sen-
ior management, front-line staff, board members
and some CHC clients to obtain their perspectives
on ways to improve program delivery. At four of the
eight CHCs, we performed additional audit proced-
ures on selected aspects of the audit.

The Association of Ontario Health Centres
(Association) represents almost all CHCs in Ontario
and maintains data on behalf of almost all CHCs
from their electronic medical record systems. To
obtain an overall perspective on the CHC sector, we
met with representatives from the Association, and
obtained and analyzed selected operational and
aggregated anonymous client profile data.

In an effort to better understand the issues facing
CHCs in Ontario, we met with representatives from
the Canadian Association of Community Health
Centres and the Association of Family Health Teams
of Ontario. As well, we reviewed studies and reports
issued by organizations such as the Primary Health-
care Planning Group (a group established in 2010 to
draft and build consensus on a strategy for strength-
ening primary health care in Ontario, chaired by
an Assistant Deputy Minister from the Ministry and
including membership from the Ontario Medical
Association, Registered Nurses’ Association of
Ontario, Ontario College of Family Physicians, and
the Association), the Conference Board of Canada
and the Institute for Clinical Evaluative Sciences.
We also obtained statistics on complaints received
by Ombudsman Ontario on CHCs and considered
these in the conduct of our audit.

We engaged an expert with knowledge of the
Ontario health system and in particular Community
Health Centres to assist us on this audit.

Neither the Ministry of Health and Long-Term Care
(Ministry) nor the LHINs have a process to evaluate
whether CHCs are meeting the demands of their




communities. We found that neither party has done
any regular assessment that considers how many
people the CHCs actually serve compared to the
number of people they are expected to be respon-
sible for, where wait lists exist for various CHC ser-
vices, and the growing populations of targeted client
groups. Such an analysis would inform how many
CHCs should be funded and where they should be
located across Ontario to best meet the needs of
Ontarians.

As discussed in Section 2.3, in 2004 and 2005,
the Ministry announced an expansion of a total of
49 CHCs and satellite sites. According to the Min-
istry, at the time of our audit, 30 of these sites were
substantially complete, 12 were in progress, and
seven had not submitted required documentation
to the Ministry to proceed with their expansion.
The Ministry explained that the CHC projects still in
progress more than a decade later were either still in
the project planning phase or under construction.

We requested that the Ministry provide the
analysis it conducted back in 2004 and 2005 to
determine where these new CHCs and satellite
locations should be located. The Ministry could not
produce this analysis. It also informed us that the
projects were submitted on a proposal basis by the
sponsoring organization, which can be an existing
CHC or another health-service organization. In
other words, the Ministry did not assess utilization
and the unmet needs of the communities involved
prior to proceeding with establishing these new
sites across the province.

The capacity of a CHC is largely driven by the
actual number of primary-care clinicians who work
at the centre and a patient-complexity score that
differs from one CHC to the next. The Association
of Ontario Health Centres (Association) calculates
how many patients each CHC is expected to roster
(or register) in its primary care, using a formula
developed by the Institute for Clinical Evaluative
Sciences that considers complexity of patient needs,

which is then applied to the number of primary-
care clinicians (physicians and nurse practitioners).
A CHC that has more complex-needs patients would
be expected to roster fewer patients than a CHC
with healthier patients. This calculation is updated
annually for each CHC. Overall, CHC clients are
84% more complex in terms of their needs than the
general population in Ontario.

According to this patient caseload calculation
formula, all CHCs are supposed to be responsible
for about 405,000 patients in total. The number of
patients that each CHC is supposed to be respon-
sible for (called panel size) varies according to the
complexity of patients rostered at the CHC and
the number of clinicians the CHC employs. The
panel size excludes clients who only use the CHC’s
non-primary-care services, such as community
programs and interdisciplinary services offered by
professionals such as social workers and dietitians.

As at March 31, 2017, CHCs across Ontario have
registered about 335,300 patients, or 83% of the
targeted panel size, into primary care. While 16% of
CHCs were at or exceeding their expected target—
with one at 172% of its expected patient caseload—
about half of CHCs were at less than 80% of their
targeted panel size.

We also examined how many patients CHCs
actually served to better understand utilization,
because even though a person is registered with a
CHC, use of CHC services could vary depending on
that person’s ongoing health needs. For instance, a
person could simply be registered as a patient at a
CHC but rarely use its services, while some clients
with complex needs (such as seniors) could use
CHC services more frequently.

The best information we could use as a proxy of
actual use was the number of patient encounters
for each CHC physician or nurse practitioner.
Based on Association data, on a weekly basis in
2016/17, each full-time equivalent CHC physician
or nurse practitioner had 31 patient encounters
(direct face-to-face interactions with patients), but
some had as few as 16 encounters and some had
almost 60 encounters. However, the LHINs have not



investigated the reasons why some CHCs were not
seeing as many patients as others. While the differ-
ences could be attributed to the complexity of the
patient population they serve, an analysis of patient
encounters between CHCs that serve patients with
similar complexity scores would identify opportun-
ities where resources and funds can be reallocated
among CHCs.

None of the four LHINs we visited required CHCs
to report wait-list data, so they were unaware of
which CHCs had wait lists, how many people were
waiting to access CHC services, and their wait
times. As a result, these LHINs could not use this
information to help them determine whether some
CHCs have been serving their communities better
than others. Even though the Ministry had been
responsible for determining the number and loca-
tions of CHCs across the province, like the LHINs
it also had not collected data on CHC wait lists.
Consequently, the Ministry did not have complete
information to inform planning and future invest-
ment decisions. We discuss wait lists in detail in
Section 4.2.1.

Even though the Ministry made progress in increas-
ing the number of CHCs and satellite sites with

its announcements in 2004 and 2005 (see details
in Appendix 2), the population groups that are
expected to use CHC services have grown in size
since then.

More than 20,000 Syrian refugees settled in
Ontario between November 2015 and May 2017,
and cases of social assistance (people in temporary
financial need receiving assistance from the Ontario
Works program) grew by 13% between 2007/08
and 2016/17. In addition, the annual immigration
level is expected to increase by 29% between 2016
and 2041.

One CHC we visited during the audit indicated
that in the coming years it would not be able to

accommodate the needs of its community, as the
population in its catchment area has grown and
has aged, and their needs are complex. This CHC
already had a wait list for primary care at the time
of our visit and was at 119% of its capacity.

A number of primary-care models exist in Ontario.
Most Ontarians are familiar with the sole-practi-
tioner physician model, but other models, notably
the inter-professional primary-care models where a
physician or a nurse practitioner works with other
types of professional staff to provide health services
to patients, also exist. We described those models
in Section 2.4.2. In 2011, the Primary Healthcare
Planning Group (described in Section 3.0) recom-
mended to the Ministry that all Ontarians should be
attached to inter-professional primary care—CHCs,
family health teams, nurse practitioner—led clinics
and Aboriginal Health Access Centres. The Plan-
ning Group further noted that “it is not recom-
mended to develop new delivery models.”

The responsibility for inter-professional
primary-care models has been split between the
Ministry and the LHINs in the last decade, mak-
ing it difficult for either party to have complete
information to make informed decisions about
overall primary-care planning in Ontario. Before
2007, CHCs and other primary-care providers were
under the responsibility of the Ministry. LHINs were
established by the Local Health System Integration
Act, 2006. Starting in 2007, the Ministry devolved
oversight of CHCs to the LHINS, but retained
responsibility for the other inter-professional
primary-care models. The Ministry explained that
it did so because compared to other models, CHCs
were already in a mature state at that time.

With the passage of the Patients First Act, 2016,
LHINs now have the authority to fund and man-
age all inter-professional primary-care models. At




the time of our audit, the Ministry had not begun
transitioning funding and managing responsibil-
ities of the three models to the LHINSs, and had not
established any timelines for doing so.

A comprehensive assessment of all primary-care
models in Ontario would help determine how these
models, including the CHCs, can best be used to
effectively deliver primary care to Ontarians. Sev-
eral Ontario-based studies have also called for an
evaluation of all primary-care models in Ontario:
Between 2012 and 2015, the Ministry com-
missioned the Institute for Clinical Evaluative
Sciences and the Conference Board of Canada
to conduct four studies that compared the
various primary-care models to identify differ-
ences in patient demographics, utilization of
health-care services and performance. Based
on these studies, CHCs were not conclusively
better than the other models—while CHCs
outperformed other models in areas including
having a higher proportion of female patients
obtaining a Pap smear (a procedure to detect
cervical cancer) and being better at managing
their patients’ chronic diseases, their patients
were also found to have higher rates of hospi-
tal readmission and emergency department
visits. The studies noted that these results
could reflect the demographics that CHCs
serve, which include a considerably larger
proportion of people who are low-income,
new to Canada, or have multiple health condi-
tions. The authors of one of these studies also
noted the need for further evaluation of the
performance of Ontario’s primary-care mod-
els in relation to costs and comparisons with
models elsewhere.
In 2011, the Primary Healthcare Planning
Group recommended that the Ministry
develop a clear and measurable statement of
goals and objectives for which the primary-

care system should be held to account, and
develop a long-term strategy to continue the
integration of interdisciplinary health profes-
sionals into primary-care practice.

In 2001, the Ministry commissioned two
external consultants to conduct a strategic
review of CHCs. One of the objectives of

this strategic review was to “situate future
development of CHCs within an overall plan
that is aligned with key ministry strategies
and government directions, including reform
of the primary-care system.” That review,
done 16 years ago, was the last such Ministry
review of the CHCs, and it resulted in 11 rec-
ommendations to improve CHC service deliv-
ery. One of the recommendations made was
that the Ministry should ensure that CHCs
play a strategic role in primary-care reform.
In our last audit of CHCs in 2000, we recom-
mended that the Ministry evaluate the effi-
ciency and effectiveness of CHCs in providing
quality primary health care and compare the
results to other primary-care models.

The Ministry informed us that the provincial
plan for primary care is a component of Patients
First: Action Plan for Health Care, which is the
strategic plan for the overall health-care system
in Ontario. Patients First: Action Plan for Health
Care includes specific direction for strengthening
primary care, including timely access to a primary-
care provider, facilitating better access to special-
ists, better co-ordinated care for patients with
complex conditions, allowing nurse practitioners
to prescribe assistive devices, and providing more
rehabilitative therapy for seniors. However, it does
not specify how CHCs fit strategically within the
primary-care system, in order to help the Ministry
and the LHINs determine whether CHCs are devel-
oping along the right path according to plan and
population needs. The plan also lacks performance
metrics to measure achievement of and progress
toward the stated goals of the plan.



In accordance with new requirements under the
Patients First Act, 2016, in early 2017 the Ministry

endorsed 76 sub-regions (smaller geographic areas

located within existing LHIN boundaries) to allow
LHINSs to better plan, and be more responsive to,
local health needs.

At our request, the Ministry asked the LHINs
to identify how many of the 76 sub-regions did
not have a CHC. The result of this analysis showed
that 35 of the 76 sub-regions did not have a CHC,
as shown in Figure 6. As well, four of these sub-

regions do not have any other form of inter-profes-
sional primary care, such as family health teams or

Aboriginal Health Access Centres.

As a result, patients in these communities do
not have the benefit of receiving inter-professional
primary care similar to patients in other parts of
the province. Instead, they have to visit clinicians
located in multiple locations to obtain health

services that are routinely provided under one roof

at a CHC, or travel to another sub-region to access
inter-professional primary care. As well, the sole-
practitioner physicians in these communities may
be overwhelmed by clients with complex needs.
In the 2017 Ontario Budget, the government
announced that it would invest $15 million in
2017/18 to create new or expand existing inter-

professional teams so that all 76 sub-regions across

Ontario will have a team.

the growing populations of targeted client
groups; and

examine the appropriateness of imple-
menting the recommendation by the Pri-
mary Healthcare Planning Group to attach
all Ontarians to inter-professional primary
care, and develop and implement a plan in
this regard if considered appropriate.

. RESPONSE FROM LHINs

LHINs support an evidence-based approach

to investing in health-care services and ensur-
ing equitable access to care for all Ontarians.
Through accountability agreements held with
the LHINs, CHCs provide LHINs with regular
performance updates, including information
pertaining to the number of patients receiving
care. These reports are monitored by the LHINs
to ensure all health-service providers, including
CHCs, are utilizing public funds for the intended
purpose. LHINs will consider utilization and
other demand information in making decisions
about the CHC sector.

LHINs also support the recommendation by
the Primary Healthcare Planning Group and are
committed to supporting Ontarians to attach
to inter-professional primary care. In 2017, all
LHINS, enabled by funding from the Ministry,
expanded the Health Care Connect Program to
further the inclusion of primary care as a foun-
dational element of the local health-care system.

RECOMMENDATION 1 . MINISTRY RESPONSE

To inform decisions on how to use investment

in Community Health Centres (CHCs) to better

meet the needs of Ontarians, we recommend

that the Local Health Integration Networks:
develop and implement a process to obtain
and regularly update capacity and utilization
information, considering how many people
the CHCs actually serve compared to the
number of people they are expected to be
responsible for, wait-list information, and

The Ministry is committed to ensuring that
Ontarians have access to quality comprehen-
sive and continuous primary-care services
regardless of where one lives in the province.
The 2017 Ontario Budget includes a commit-
ment to support the expansion of inter-pro-
fessional care teams so that all 76 sub-regions
across the province have a team. To support
this initiative the Ministry is also in the process
of developing a methodology to assess the




Figure 6: Allocation of Community Health Centres in Local Health Integration Networks and Sub-Regions,
March 2017

Source of data: Ministry of Health and Long-Term Care
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Community Health Centres 197

Without Any CHCs,
FHTs, NPLCs and
AHACs

LHIN Sub-Region Without a CHC
Central North York West
North York Central X
Western York Region
Eastern York Region
South Simcoe
Northern York Region
Central East Peterborough City and County
Haliburton County and City of Kawartha Lakes
Northumberland County
Durham North East
Durham West X
Scarborough North X
Scarborough South
South East Rural Hastings
Quinte
Rural Frontenac, Lennox & Addington X
Kingston
Leeds, Lanark & Grenville
Champlain Central Ottawa
Western Ottawa X

x| X< | x| X<

Eastern Champlain

Chapter 3 * Section 3.03

Western Champlain

Eastern Ottawa X

North Simcoe Muskoka  Barrie and Area

South Georgian Bay

Couchiching

Muskoka X
North Simcoe

North East Nipissing-Temiskaming

Sudbury-Manitoulin-Parry Sound

Algoma X

Cochrane

James and Hudson Bay Coasts X X
North West District of Kenora

District of Rainy River X

District of Thunder Bay X

City of Thunder Bay

Northern X X
Total 35 4

Note: LHIN: Local Health Integration Network, CHCs: Community Health Centres, FHTs: Family Health Teams, NPLCs: Nurse Practitioner-Led Clinics,
AHACs: Aboriginal Health Access Centres

* East Mississauga has a satellite location for a CHC based in the Toronto Central LHIN.



need for comprehensive primary care across
LHIN sub-regions and the extent to which this
primary-care need is being met. The Ministry
is currently in the process of fulfilling these
initiatives and expects to have made final deci-
sions on areas of investment by spring 2018.
This work applies to all primary-care models.
The Ministry recognizes the importance of
team-based inter-professional care to ensure that
Ontarians have access to comprehensive primary
care. In recognition of this, the Ministry’s goal is
to have a family health care provider for every
Ontarian who wants one and to provide more
patients with faster and more convenient access
to this care. However, the Ministry also recog-
nizes that not every Ontarian requires access
to team-based inter-professional care and that
primary-care provision should be aligned with
the needs of a community’s population.

RECOMMENDATION 2

To ensure Local Health Integration Networks
(LHINSs) can support primary-care services plan-
ning as soon as possible in accordance with the
Patients First Act, 2016 and to inform decisions
on how to use investment in Community Health
Centres (CHCs) to better meet the needs of
Ontarians, we recommend that the Ministry of
Health and Long-Term Care:
document the rationale for continuing
capital projects that are part of the 2004 and
2005 CHC expansion announcements that
are not yet under way, and, if appropriate,
allocate any available resources to areas of
greater need;
establish timelines to transition the funding
and oversight responsibilities of all inter-
professional primary-care models to the
LHINs; and
develop performance metrics to measure
achievement of and progress toward the
goals stated in the primary care component
of Patients First: Action Plan for Health Care,

and evaluate how the various primary-care
models, including CHCs, can best be used to
effectively deliver primary care to Ontarians
and meet these primary-care goals.

. MINISTRY RESPONSE

There was no established deadline to submit
proposals as part of the 2004 and 2005 expan-
sion. Currently, the Ministry would consider
only funding LHIN-endorsed proposed capital
projects. LHIN endorsement ensures that the
proposed projects fit into current local health-
planning needs. Therefore, for any of the seven
outstanding health-service providers to be con-
sidered by the Ministry for a capital project for
expansion or relocation, the LHIN would first
need to review the request and assure the Min-
istry through its endorsement that the proposed
project aligned with current local needs.

The Ministry welcomes the recommenda-
tion to establish timelines to transition the
funding and oversight responsibilities of inter-
professional primary-care models from the
Ministry to the LHINs. The Ministry will work
with LHINs and sector partners to prepare for
transitioning responsibility for funding and
oversight responsibilities of inter-professional
primary-care models. The Ministry recognizes
that any timeline must respect legislative obliga-
tions and operational requirements as well as
the government’s commitment to engage with
Indigenous partners for Indigenous-governed
inter-professional primary-care models.

In support of Patients First: Action Plan
for Health Care, the Minister of Health and
Long-Term Care has released Mandate Letters
to LHINS to articulate provincial priorities
and expectations. These Mandate Letters are
publicly available and include specific sections
related to primary care, including how LHINs
should work with primary-care providers (such
as CHCs) to deliver primary care to Ontarians in
an effort to meet the goals outlined in Patients



First: Action Plan for Health Care. The Ministry
will continue to assess LHIN progress in these
areas as well as indicators specific to CHCs that
exist in the Multi-Service Accountability Agree-
ments between LHINs and CHCs.

The Ministry will also work with the LHINs
in examining the feasibility of developing
standard measures that would support the
strategic direction for strengthening primary
care as outlined in Patients First: Action Plan for
Health Care. This work will be conducted as part
of the regular cycle of renewing accountability
agreements between the Ministry, LHINs and
primary-care models, including CHCs.

Depending on their needs, CHC clients can access
a variety of programs and services, including
primary care, interdisciplinary care and commun-
ity programs, all under one roof. As part of our
audit, we reviewed complaints related to CHCs
received by Ombudsman Ontario in the last three
years, and found that about one in five complaints
received related to delayed access to services. In
our audit, we found similar issues with access

to services, with clients at some CHCs unable to
access care on a timely basis, and some services
not being available at all.

Overall, we found that over 70% of CHCs offer
telemedicine services that provide patients access
to a wider range of health services, such as ophthal-
mology, that may not be available at the CHC.

Nevertheless, we noted that some CHCs had
difficulty meeting the demand for primary care
and interdisciplinary services in their commun-
ities, and not all CHCs provide 24/7 on-call servi-
ces as required.

Neither the Ministry nor the LHINs had complete
information on how many people are waiting to
become CHC clients. We also found that clients at
some CHCs had to wait to access interdisciplinary
services and community programs.

During our audit, we found that of the eight
CHCs we visited, half were not able to meet the
primary-care demand in their community. Two of
these CHCs maintained wait lists; the other two
did not.

Of the two CHCs that had a wait list for primary
care, one CHC had 60 people waiting for up to six
weeks; the other had about 500 people waiting for
up to 15 months to become clients of the CHC. Both
were exceeding their capacity.

Of the other two that did not maintain a wait
list, one was only accepting homeless people and
prioritizing people who were already clients of its
community programs into primary care; the other
chose to refer individuals seeking primary care to
Health Care Connect, a Ministry service that refers
Ontarians who do not have a physician to a pri-
mary-care provider who is accepting new patients.

The CHCs indicated that individuals who are
waiting to be accepted at the CHC as primary-care
patients likely go to walk-in clinics or hospital emer-
gency rooms.

We also found that clients at five of the eight
CHCs we visited experienced delays in receiving
care from the interdisciplinary health team, such as
from a dietitian, a foot care specialist or a physio-
therapist. At the time of our audit, these CHCs
had between 25 and 83 clients waiting to receive
interdisciplinary care, with wait times ranging from
two to five months.

As well, we found that two CHCs had wait lists
for some of their community programs, such as
cooking classes, an anxiety support group, and
exercise and falls prevention. One CHC’s wait list
for an exercise and falls prevention program had
90 people.




The CHCs’ accountability agreement with the
LHINs requires CHCs to provide and actively pro-
mote on-call physician services on a 24/7 basis for
their ongoing primary-care clients. Similarly, the
Primary Healthcare Planning Group also recom-
mended that comprehensive primary-care provid-
ers, including CHCs, have the ability to respond

to patients’ health problems 24 hours a day, seven
days a week.

The requirements document that the Association
provides to all CHCs indicates that on-call services
should be made available to ongoing primary-care
clients for advice, information, self-care, scheduled
appointments, and for referral to community
services and to public hospitals’ emergency depart-
ments, where appropriate. The document presents
several options for providing 24/7 services, noting
that on-call services can be pooled across two or
more CHCs, shared with other primary-care agen-
cies, or contracted out to another primary-care
agency or physician(s).

When CHCs do not offer 24/7 on-call services,
patients may have no other means to receive med-
ical advice or assistance after hours than to visit the
hospital emergency department, which is a costlier
option and may not be warranted for the level of
care they need.

During our audit, we found that two of the eight
CHCs we visited do not provide 24/7 services.
Although CHCs can obtain written consents from
the LHIN to be exempted from this requirement,
one did not obtain exemption, and its LHIN was not
aware of this.

RECOMMENDATION 3

To ensure that Community Health Centre (CHC)
clients have timely and equitable access to
health and community services, we recommend
that the Local Health Integration Networks:

collect and review wait-list information on
CHCs’ primary-care and other significant
programs to address unmet needs; and
identify which CHCs do not provide 24/7 on-
call services and require them to do so.

[ RESPONSE FROM LHINs

The LHINs support the need to ensure Ontarians
have timely and equitable access to quality care
within available resources, including equitable
access to CHC services. CHCs offer a multitude
of services, only some of which may have unmet
need. LHINs support collecting and reviewing
wait-list information for primary care and other
important CHC services.

LHINs will monitor which CHCs do not
provide 24/7 on-call services and work with
those CHCs to ensure they comply with program
requirements.

CHCs employ many different professionals—phys-
icians, nurse practitioners, dietitians, health promot-
ers, social workers and many more—who serve CHC
clients with different health-care needs. A staffing
model that supports the right numbers and best mix
of providers can increase the efficiency and effective-
ness of inter-professional teams and improve clients’
access to their services. We found that neither the
Ministry nor the LHINs defined what professionals,
at a minimum, should be included in each CHC, and
what minimum services the inter-professional teams
should provide to CHC clients. Defining these can
help CHC clients across the province to have more
equitable access to CHC services, and help CHCs bet-
ter direct workforce planning.

In Ontario, neither the LHINSs nor the Ministry
provide guidance on a minimum set of interdisci-
plinary services. Both the Strategic Review of the



Community Health Centre Program commissioned
by the Ministry in May 2001 and the Primary
Healthcare Planning Group in December 2011
recommended that CHCs’ inter-professional teams
provide a full basket of services similar to the list
issued in 1996 by the Provincial Co-ordinating
Committee on Community and Academic Health
Services Relations (a Ministry-appointed commit-

tee). Figure 7 outlines the services that the com-
mittee recommended.

The Ministry supported the CHC sector in devel-
oping five service components and compiled a list
of the sample services within those five compon-
ents, as shown in Figure 8. However, this list does
not identify the services that all CHCs must have at
a minimum.

Figure 7: Minimum Basket of Services in Comprehensive Primary Care, Recommended by the Provincial

Co-ordinating Committee on Community and Academic Health Science Centre Relations, 1996

Source of data: George Southey, MD, FCFP, Performance Measurement in Comprehensive Primary Care: Different Perspectives from Different Approaches
(May 27, 2012)
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Health assessment

determination of patient’s current health status and potential for health
problems by collecting information on physical and psycho-social
condition and lifestyle

Clinical evidence-based illness prevention

and health promotion

clinical prevention services for patients and families, based

on evidence-based guidelines, such as periodic health exams

and immunization

approach (rather than specific set of services) that focuses on broad
determinants of health, underlying causes of iliness, and factors that
affect ability to cope, and that looks at entire population

education and support and possibly community development,
advocacy and education

Appropriate interventions for episodic
illness and injury

in case of illness or injury, timely access to primary care services
through simple telephone advice, direct patient contact, and/or
referrals to secondary and tertiary care

appropriate follow-up

Primary reproductive care

counselling for birth control and family planning, education, screening
and treatment for sexually transmitted diseases, ante- and post-natal
care, and labour and delivery

in absence of full in-house maternal care, relationship with agency that
provides service

Early detection as well as initial and
ongoing treatment of chronic illnesses

range of services, including anticipatory care, monitoring to prevent/
treat flare-ups, ongoing education for patient and family, and follow-up
at appropriate intervals

knowledge about community-based services

Care for the majority of illnesses (with
specialists as needed)

comprehensive care to meet all primary medical-care needs, i.e., for all
health problems and illnesses

Education and supports for self-care

encouragement of greater self-reliance, self-care and mutual aid,
through health education, counselling, links to resources in community,
access to phone health information, advice and triage services

Support for hospital care and care
provided in-home and in long-term
care facilities

in some communities, general practitioners/family physicians to deliver
or co-ordinate and monitor hospital care

as minimum, involvement in planning pre- and post-hospital care,
including linking patients at discharge with home care and other
community services

support for care and treatment at home and in long-term care

links with home-care programs, appropriate referrals, and liaison and
consultation with home-care co-ordinators and providers




9 Arrangements for 24/7 response  ability to respond to patients’ health problems 24 hours a day, 7 days

a week

 direct response, not through answering machine or instruction to go
to emergency

10 Service co-ordination and referral ¢ co-ordination of community, secondary and tertiary care

11 Maintenance of comprehensive patient * management of client information in order to facilitate co-ordination

health record

and referral

12 Advocacy * support, referral and liaison for patients aware of need but unable to
organize help
¢ supportive listening, accompaniment if necessary, writing of letters,
making of telephone calls, and/or speaking on patients’ behalf and
organizing of case conferences

13 Primary mental health care including * recognition of emotional and psychiatric problems, comprehensive

psycho-social counselling

management planning, awareness of resources in community,

knowledge of when to refer patients to and/or work with other mental-
health providers

14 Co-ordination and access to rehabilitation * arrangements for appropriate rehabilitative care
 referral of patients to rehabilitation therapists, participation in
treatment planning and follow-up, education and advocacy, “care map”
leading to return to function/school/work

15 Support for the terminally ill * home visits and capability for 24-hour response when necessary for
care and advice

¢ co-ordination of medical care with home care and other
community agencies

¢ arranging of timely access to hospital care and proper discharge

Because the service agreement between the
LHINs and the CHCs does not outline a minimum
list of services, services offered by various CHCs
differ widely. In particular, we found that several
CHCs could not provide the required level of sup-
port within their organization for their patients
who require physiotherapy and mental health care.
Even though these CHCs can still refer patients
to other health-care organizations, these patients
are at a disadvantage compared to other CHCs’
patients who can access these services all under
one roof at their CHCs.

For physiotherapy, over half of the CHCs did not
provide this service in 2016. In the case of mental
health care, about 15% of the complaints received
by the Ontario Ombudsman pertaining to CHCs in
the last three years relate to inadequate support
provided to CHC clients with mental illness. Accord-
ing to the Association, about 6% of CHC clients have
serious mental illness. One sector representative

noted that primary care cannot be done in isolation
from mental health and addictions, and that there
are many patients with mental health issues.

While we noted in our audit that all eight CHCs
we visited have formed partnerships with other
mental health services providers, such as hospitals
and community agencies, to assist clients with
mental illness, half of them indicated that they had
difficulty meeting clients’ mental health needs.
One of these CHCs further noted that it could not
find clinicians with the prerequisite knowledge to
prescribe medication for mental illness. As a result,
some mental health clients of these CHCs may seek
care from hospitals, where care is more expensive.

CHCs across Ontario employ anywhere between
four and 17 types of health providers, averaging
10 types of providers. Figure 9 shows the different



Figure 8: Service Areas and Sample Services Offered by Community Health Centres
Source of data: Ministry of Health and Long-Term Care

(1) Primary Care,
(2) lliness Prevention

clinical laboratory

diagnostic imaging

non-invasive cardiology laboratories

general clinic

therapy clinic (general, foot care, naturopathy, pharmacy consultation, nutrition,
physiotherapy, occupational therapy, counselling, speech and language pathology,
massage therapy)

oral health clinic

chronic disease clinic (general, diabetes, asthma, hepatitis C and/or HIV/AIDS)

(3) Health Promotion,
(4) Community Capacity Building

community engagement

chronic disease education, awareness and prevention (general, diabetes, asthma/
chronic obstructive pulmonary disease (COPD), hepatitis C and/or HIV/AIDS)
diabetes strategy—regional co-ordination centre

personal health and wellness—mental wellness, health promotion, personal health
practices and coping skills

oral health

healthy child development (prenatal, well baby, school health, parenting advice, family
planning and family well-being)

youth development (sexual health, substance use, education, employment readiness,
social skills specifically targeted at youth population)

injury prevention

healthy living workshops

life skills education

sexual health

stress management

exercise

culturally specific programming

violence prevention

anger management

harm reduction

needle exchange

smoking cessation

client support services (crisis intake, prevention and management; information and
referrals to external agencies; individual advocacy; case management; stable housing;
homelessness; food availability; access to employment; community justice, conflict
resolution and social support programs; identification clinics, food and furniture banks,
and information and education about community resources and how to access them)

(5) Service Integration

health system infrastructure policies

strategic planning

knowledge transfer with the Ministry of Health and Long-Term Care, Local Health
Integration Networks and individual organizations

Health Links initiatives (to optimize co-ordination of services between health-care
providers to improve quality of care for high-needs patients)

formal research (activities geared toward building scientific knowledge, generating
knowledge and evidence to inform and support the community health centre’s strategic
plan, programs, and services and related to program evaluation, quality improvement,
promoting research capacity for multiple stakeholders to build, promote and support
effective mechanisms for knowledge translation and exchange for and between
researchers, policy makers, service providers, service users and community members)




Figure 9: Types of Community Health Centre Personnel
Who Provide Direct Care and Services to Clients, 2016

Source of data: Association of Ontario Health Centres

Nurse Practitioners T4 100
Physicians 73 99
Dietitians/Nutritionists 69 93
Registered Nurses 68 92
Social workers 68 92
Other staff® 60 81
Health promoters 59 80
Registered Practical Nurses 49 66
Community development workers 45 61
Chiropodists* 35 47
Physiotherapists 32 43
Counsellors 28 38
Outreach workers 25 34
Occupational therapists 15 20
Pharmacists 12 16
Dental staff 11 15
Psychiatrists 10 14
Lab technicians 8 11
Chiropractors 6 8
Settlement workers 5 7
Physician assistants 4 5
Psychologists 4 5
Traditional healers 4 5

1. Includes positions that are funded from sources other than Local Health
Integration Networks; excludes medical secretaries, administrative staff
and management.

2. For all CHCs that were members of the Association of Ontario Health
Centres (one CHC was not a member).

3. Other staff may include a variety of positions such as community legal
workers, early childhood workers, parent support workers and other CHC
workers who interact directly with clients.

4. Foot specialists.

types of health providers that work in CHCs and the
percentage of CHCs that employ these professionals.
Neither the Ministry nor the LHINSs define the
composition of the inter-professional health teams
in a CHC that would align with a core basket of
services. We recognize that CHCs should have the
flexibility to hire the professionals who would help
meet their local community’s needs, but without a
defined core minimum staff complement, CHC cli-

ents in some communities may be short-changed in
having access to a core group of inter-professional
staff, such as physiotherapists, social workers and
dietitians. In our 2000 audit of CHCs, we recom-
mended that the Ministry develop guidelines to
assist CHCs in determining cost-effective combina-
tions of health-care staff.

The Primary Healthcare Planning Group in 2011
recommended that the Ministry develop a formal
mechanism to track and analyze the activities of
interdisciplinary health professionals to better
understand the impact they are having in primary
care. The group noted that the integration of these
professionals can enable improvements in the areas
of quality, access, accountability and efficiency.

We found that beyond capturing the number of
interactions that CHC interdisciplinary health pro-
fessionals have with their clients, the Ministry does
not track or analyze the activities of these profes-
sionals as recommended by the Primary Healthcare
Planning Group.

RECOMMENDATION 4

To ensure Community Health Centre (CHC) cli-
ents across Ontario have access to the full range
of health services and interdisciplinary health
professionals and to better direct workforce
planning, we recommend that the Local Health
Integration Networks, in conjunction with the
Ministry of Health and Long-Term Care:
assess whether all CHCs should offer a core
set of services and update the accountability
agreement between the CHCs and the LHINs
accordingly; and
develop a mechanism to better understand
the range of services offered by CHCs’
interdisciplinary health professionals, and
determine whether CHCs should employ a
core complement of staff that offer inter-
disciplinary health services.



. RESPONSE FROM LHINs

The LHINSs recognize that the communities

and the needs of those communities served by
CHCs are unique, which may mean that equit-
able community services do not translate to the
same service offering. LHINs will work with
the Ministry to assess the appropriateness of
defining a set of core CHC services, including
interdisciplinary health professionals. LHINs
support the planning of health-care services at
the sub-region level and will continue to support
CHC programs that are tailored to the unique
needs of their respective patients.

. MINISTRY RESPONSE

The Ministry understands that the needs of
patients and communities vary considerably
across Ontario and that CHCs have an important
role in designing and delivering services and
programs that meet these diverse needs through
the five service areas. Careful review is required
to determine whether or not further standard-
izing a core set of services provincially beyond
these five areas for inclusion into LHIN-CHC
accountability agreements supports or detracts
from the roles that CHCs perform in tailoring
their services based on patient, community and
population need. The Ministry will work with
LHINs and sector partners to assess the relative
benefits of this approach.

The Ministry acknowledges data gaps on the
range of services offered by CHCs and is work-
ing to improve in this area. The type of inter-pro-
fessional health providers delivering services in
CHCs reflects the diverse needs of the patients
and communities they serve. Similar to the
above, the Ministry will work with LHINs and
sector partners to assess the relative benefits
of determining whether a CHC should employ
a core component of inter-professional staff as
part of the regular cycle of renewing account-
ability agreements between the Ministry, LHINS
and CHCs.

The Association collects information from each
CHC'’s electronic medical record system and
analyzes this data to provide information reports.
But the Ministry does not have access to this infor-
mation because it does not have a data-sharing
agreement with the CHCs. This issue was raised in
our 2000 Annual Report, was unresolved when we
followed up with the Ministry in 2002, and remains
unresolved at the time of this audit.

CHCs and primary-care services in general lack
data to measure their impact on the health of the
clients they serve. Health Quality Ontario, the Prov-
ince’s adviser on health-care quality, was tasked in
2011 with an initiative to develop better perform-
ance measures for primary care. This work was still
under way at the time of our audit.

We also found that the Ministry and the LHINs
do not collect meaningful information from CHCs
to measure whether they have contributed to
improved health of their clients. As a result, the
Ministry and the LHINs cannot determine whether
patients receive quality services and at a lower cost,
and whether the Ministry should make additional
investments in CHCs.

We look at these issues in detail in the following
subsections.

At the time of our audit, the 75 CHCs across the
province did not use the same electronic medical
record system to record details and data about
their interactions with patients. Altogether, five
systems were in use, with the majority of CHCs
using one common system. In our 2016 audit “Elec-
tronic Health Records’ Implementation Status,”
we noted that the Ministry did not require all
community-based physicians to use standardized
electronic medical record software, and individual
community-based physicians who want to manage




their patients’ health information electronically
can select the software of their choice. As a result,
even though the Association aggregates client and
provider data from CHCs to generate sector-wide
information on socio-demographic characteristics
(such as income level, age and insured status) and
on health-care providers employed by CHCs (such
as the number of physicians, dietitians or social
workers, and the number of clients they saw), it
could not do so for three CHCs, as two of them do
not use an electronic medical record system that
is compatible with the Association’s system. The
remaining CHC is not a member of the Association.
The most common system used was sold to
another vendor in September 2016, and the old sys-
tem that was in use was being transitioned to a new
system under the new vendor during our audit. The
Association felt that it would be beneficial to have
all CHCs use this new system—for instance, having
a common system would allow for reporting in a
consistent manner—but cannot compel all CHCs
to use it because each CHC is governed by its own
board and not accountable to the Association. At
the time of our audit, the Association did not know
how many CHCs will adopt the new system. One
of the eight CHCs we visited was undecided at the
time of our audit, but was leaning toward the use
of another system used by other local physicians;
another CHC had decided that it would not switch
to the new system. Neither the Ministry nor the
LHINs have promoted the use of systems that are
compatible with the mainstream system to facilitate
the collection and analysis of sector data.

The Ministry provided about $24 million to the
Association between 2011/12 and 2016/17 to
acquire and implement electronic medical record
systems at CHCs. With this funding, the Associa-
tion could collect and analyze clinical information
from those CHCs that use a compatible system, and

provide summary anonymized clinical information
to CHCs. CHCs in turn could review their own and
each other’s information to compare statistics on
areas such as the number of client interactions,
client demographics and diagnoses.

Despite having made this investment, the Min-
istry cannot routinely access CHC client and service
data maintained by the Association, and must
specifically request this data. Having this informa-
tion is important because the Ministry does not
otherwise have information about the services that
are provided by CHCs. Unlike other primary-care
models, physicians and other clinicians at CHCs do
not bill the Ontario Health Insurance Plan, which
provides data on each health-care service rendered.

In our previous audit of CHCs in 2000, we
recommended that the Ministry expedite the reso-
lution of any access-to-information issues. The Min-
istry advised us in our 2002 follow-up report that
a data-sharing agreement between the Ministry
and CHCs would be finalized in June 2002. The
Ministry indicated that it established such an agree-
ment with the Association in 2002 to use the Asso-
ciation’s management information system, but that
system has since been decommissioned. At the time
of this audit, the Ministry has yet to resolve data
access issues. The Ministry informed us that it was
awaiting the development of a common database
that contains sector data before finalizing the data-
sharing agreement. However, we noted that this
common database has already been in place since
2008 and almost all CHCs have been using it. At the
time of our audit, the Ministry was in the process of
implementing a data-sharing agreement with the
CHCs. The LHINSs are not a party to this agreement,
limiting their ability to effectively oversee CHCs, as
we discuss in Section 4.5.

Information that the Ministry or the LHINSs collect
from CHCs is not meaningful in evaluating whether



CHCs have contributed to the improved health of
their clients. As a result, the Ministry and the LHINs
cannot determine whether patients receive quality
services, and at a lower cost, and whether the Min-
istry should make additional investments in CHCs.
While the CHCs report certain information to
the LHINs as required in the accountability agree-
ment, such as the number of patients screened for
cancer, number of full-time equivalents of staff,
number of individuals served, and number of
service provider interactions, these indicators for
the most part measure CHC outputs. The LHINs do
not require CHCs to track outcomes-based indica-
tors, such as reduced social isolation (which can
be measured via client surveys) and number of
hospital days stayed by CHC clients. Such indica-
tors would allow the LHINSs to measure the impact
that team-based care has on a client’s health.
Even though Health Quality Ontario collects some
outcome information from CHCs, not all CHCs
report on this information (we discuss this issue
in Section 4.5.2). (Health Quality Ontario is the
Province’s adviser on health-care quality and is
entrusted with monitoring and reporting on how
the health-care system is performing, and with
providing guidance on important quality issues and
assessing evidence to determine what constitutes
optimal care.) Some CHCs we visited during the
audit explained that collecting information to
evaluate patient outcomes is difficult because CHCs
cannot easily access data from hospitals and other
primary-care providers due to privacy concerns.

To respond to a recommendation made by the
Primary Healthcare Planning Group, Health Qual-
ity Ontario in 2014 developed the Primary-Care
Performance Measurement Framework. The frame-
work identifies nine domains, 112 practice-level
and 179 system-level measures (at the community,
regional and provincial levels) to assess perform-
ance in primary care. For example, one measure

used in the effectiveness domain is the number

of patients with asthma whose symptoms have
been under control during the past four weeks.
Appendix 5 sets out the framework and the nine
domains that align with Health Quality Ontario’s
attributes of a high-performing health-care system
(access, patient-centredness, integration, effective-
ness, focus on population health, efficiency, safety,
appropriate resources and equity). (These nine
domains have since evolved to six domains that
capture similar areas.)

In its report, Health Quality Ontario notes that
data is available for only 15 (13%) of the recom-
mended practice-level measures and 73 (41%) of
the system-level measures. It also noted the need
to develop additional infrastructure to support the
data collection, analysis and reporting to address
the data gap.

The Ministry informed us that this framework
serves as the foundational component of provincial
efforts to collect data and measure perform-
ance from primary-care providers, including the
CHGs, and that it has prioritized the measures
and adopted a subset of the recommended meas-
ures—18 of the 112 practice-level measures and 12
of the 179 system-level measures. However, data
was still not available for all of these measures and
the Ministry has not established the timelines for
implementation of all the prioritized measures.

CHCs offer community programs such as Pathways
to Education (a national program to improve
high-school graduation rates in low-income com-
munities), smoking cessation, senior recreation
programs and healthy eating programs to their
clients. These programs are important, as many
are tied to the underlying factors that influence
people’s health (called social determinants of
health, which were explained in Section 2.1). To
assess whether community programs have made
a positive impact on participants, most CHCs con-
duct surveys. Beyond that, CHCs find measuring



effectiveness of community programs challenging.
Some CHCs told us that they cannot easily attribute
improvement in a client’s health to their community
programs. Other challenges reported include:

CHCs do not consistently maintain data on cli-
ents participating in community programs—
many community program clients access the
community programs only but not primary
care from the CHC. As a result, their data is
not collected in the CHC'’s electronic medical
record system, which is typically used only for
primary-care services. Some CHCs are start-
ing to obtain data from clients participating in
community programs, and some are working
on adding community program client data to
their electronic medical record system, but for
the most part, data on community programs is
not electronically tracked.

CHCs do not consistently track commun-

ity program information in the community
initiatives reporting tool—the reporting tool,
developed by the Association at a cost of
about $100,000, is designed to track commun-
ity initiatives for CHCs to facilitate knowledge
and best practices sharing, and evaluation of
the initiatives. Three of the eight CHCs we
visited do not use this tool, with one opting
for its own in-house tracking tool, citing the
reasons that the inputs are time-consuming

to complete and the value of the tool is not
evident. We examined how many CHCs across
the province actively used this tool and found
that one-quarter of CHCs do not enter any
information in it.

At the time of our audit, the Association was
working on new indicators or measurements
that will help evaluate the impact of community
programs/initiatives.

RECOMMENDATION 5

To ensure it has useful and complete informa-
tion to measure the effectiveness of Community
Health Centres (CHCs), we recommend that

the Ministry of Health and Long-Term Care

(Ministry), in conjunction with the Local Health

Integration Networks (LHINS):
develop and implement mechanisms to
obtain and analyze information from CHCs
that operate electronic medical record sys-
tems that may not be compatible with the
main system used by most CHCs;
finalize the data-sharing agreement with
CHCs and assess the feasibility of sharing the
data with LHINS;
establish timelines for collecting information
for the remaining measures the Ministry has
prioritized according to the Primary-Care
Performance Measurement Framework; and
develop performance indicators that meas-
ure outcomes of CHC clients for all types of
services provided, collect this information
and analyze the results.

[ miINISTRY RESPONSE

The Ministry agrees that improved access to
data would enable a more comprehensive
measurement of the effectiveness of CHCs. The
Ministry has initiated activities to address data
gaps and is working with the CHC sector to find
ways of collecting data from CHCs, including
data housed in their Electronic Medical Records,
for this purpose.

The mechanism through which data can
be shared, such as data-sharing agreements,
requires a review of requirements and legislation
governing the collection, use and disclosure of
personal health information prior to implemen-
tation. The Ministry will work toward finalizing
a data-sharing agreement with CHCs. The Min-
istry expects this review and preliminary imple-
mentation steps to be undertaken by the fall
of 2018. In addition, the Ministry will research
if access issues to CHC data for LHINs can be
addressed; work will begin in the upcoming year
to examine the feasibility of this initiative.



As part of the Patients First: Action Plan
for Health Care, the Ministry has worked with
Health Quality Ontario (HQO) to improve
reporting on the primary-care sector through
HQO’s annual Measuring Up report, in which
the Primary-Care Performance Measurement
Framework informed this work. The Ministry
will work to build on this progress by working
with partners to establish timelines to evaluate
the benefit of additional priority indicators and
measures. The Ministry recognizes that any
timeline must respect legislative obligations and
operational requirements, such as any pend-
ing Multi-Service Accountability Agreements,
Ministry-LHIN Accountability Agreements, and
Physician Service Agreements.

CHCs are required to include a variety of
performance data and supporting documenta-
tion as part of their Multi-Service Account-
ability Agreements with their respective
LHINSs, including the number of active clients
registered, volume of services delivered by type
of health-care provider, major health issues and
priority populations addressed, major achieve-
ments, strategic plans and organizational
goals. The Ministry will work with the LHINs
to develop business practices that allow for
these activities to be tied to outcome measures
to facilitate improved performance manage-
ment in the CHC sector. The Ministry will work
together with the LHINs and CHCs within exist-
ing accountability structures to review existing
performance measures and consider different
or additional measures, if necessary. Further,
it will establish timelines for collecting this
information against these measures if different
or additional measures are necessary.

[ RESPONSE FROM LHINs

The LHINSs support this recommendation and
encourage the Association of Ontario Health
Centres to continue the development and imple-
mentation of its Business Intelligence Reporting

Tool. LHINs will continue to work with CHCs to
strengthen client outcome measurement and
continue to evolve accountability instruments to
achieve optimal performance.

In lieu of conducting formal site inspections of
CHCs, the Ministry and LHINs instead rely on

the accreditation process (an evaluation by an
independent and qualified accreditor) and the qual-
ity improvement plans (CHC-prepared documents
that include results of patient surveys) to monitor
CHCs’ effectiveness and quality of services.

We found that the LHINs do not require all CHCs
to be accredited. We also found that most LHINs do
not review accreditation results and do not monitor
the accreditation status of CHCs.

As well, while all CHCs have to prepare an
annual quality improvement plan for purposes of
quality assurance, they choose their own perform-
ance indicators, and as a result almost 100 unique
performance indicators are found among all
CHCs’ plans combined, making comparison almost
impossible. In addition, the CHCs do not work
toward common targets but set the targets them-
selves. We also found that not all CHCs reported
data on four indicators that are common across
the CHCs (CHCs are required to report three of
these four indicators as part of their accountability
agreement with the LHINS).

We look at these issues in detail in the following
subsections.

The LHINs do not require CHCs to be accredited.
According to the Community Health Centre Guide-
lines issued by the Association in November 2013,
“it is expected that all CHCs commit to participate
in an accreditation process.”




Accreditation provides an external review of an
organization’s operations in relation to accepted
standards of good practice and risk management.
During an accreditation process at a CHC, accredit-
ors from an external accreditation organization
(there are several such organizations commonly
used by health-care organizations in Ontario)
perform a site audit to ensure the CHC is compliant
with standards. These standards relate to areas
such as governance, organizational planning and
performance, risk and safety, and programs and
services. CHCs that obtain accreditation pay for
this from their operating budget. The accreditation
status is typically renewed every four years.

Obtaining accreditation can provide assur-
ance to the LHINSs that funding provided to CHCs
has gone toward services that meet standards
to ensure patients are safe and receiving quality
care. We noted the following concerns with CHCs’
accreditation:

Only one of the four LHINs we visited requires
CHCs to report their accreditation status.

The other LHINSs did not have information on
which CHCs in their region are accredited.
Two of the eight CHCs we visited are not
accredited, but expect to be accredited within
the next few years.

The LHINSs do not require CHCs to submit the
accreditation review report, or report any
issues noted by the accreditors during the
accreditation process. As a result, the LHINs
cannot use this opportunity to identify systemic
issues and encourage CHCs to rectify them.
Governance training for CHC community-
based boards helps assist board members who
may not have board or governance experience
and lends support to the governance portion
of the accreditation process. Two of the four
LHINs we visited offer governance training

to health-service providers in their regions,
including CHCs, but the other two do not.

RECOMMENDATION 6

To improve their oversight of Community Health

Centres (CHCs), we recommend that the Local

Health Integration Networks:
monitor accreditation statuses of all CHCs;
for those CHCs that are not accredited,
encourage them to either achieve accredit-
ation or put in place alternative mechanisms
for quality assurance;
identify areas that accreditation reviewers
suggested should be improved through a
review of CHCs’ accreditation reports and
work with CHCs to rectify the issues; and
make available governance training and
promote it to CHCs.

. RESPONSE FROM LHINs

The LHINS continue to support a focus on
quality improvement of health services and
recognize that accreditation, which is a
voluntary process, is one of the many tools
available to benchmark performance and
support improved quality. LHINs are committed
to developing a local health system that is
rooted in high-quality, patient-centred care and
will continue to work with all health-service
providers, including CHCs, to ensure quality
assurance mechanisms are in place.

LHINs will work toward making available
governance training to CHCs, leveraging existing
efforts that are already in place at some LHINSs.

Quality improvement plans are documents that
include performance indicator results, comments
on these results, and quality commitments made
by a health-care organization. Under the Excellent
Care for All Act, Health Quality Ontario receives



quality improvement plans for the purpose of
quality assurance from hospitals. Health Quality
Ontario also receives quality improvement plans
from certain health-service providers who are obli-
gated to submit them as part of their contract with
either the Ministry or the LHIN. The requirement
for CHCs to submit quality improvement plans
to Health Quality Ontario began in 2013/14 as
outlined in the accountability agreement between
CHCs and the LHINS.

CHCs report performance indicators related
to such issues as access, patient experience and
cancer screening rates, the percentage of clients
who are able to see a doctor or nurse practitioner
on the same day or next day, and the percentage of
eligible clients who are up to date in screening for
breast cancer.

Annually, upon receiving the quality improve-
ment plans, Health Quality Ontario compiles
the results and submits a summary report to the
Ministry.

In our last audit of the CHCs in 2000, we recom-
mended that the Ministry conduct regular reviews
of CHCs to ensure that CHCs review their quality
of care. In this audit, the Ministry indicated to us
that it has reviewed CHCs’ quality of care, and
that it accomplished this by reviewing a summary
report that Health Quality Ontario prepares based
on CHCs’ submitted quality improvement plans.
The Ministry told us that it would use the report to
determine where CHCs can improve performance
and where further investments could be made.
However, we found that this publicly available
summary report aggregates information on all
primary-care organizations that submit quality
improvement plans, including family health teams,
Aboriginal Health Access Centres, nurse practi-
tioner—led clinics and CHCs, so the Ministry cannot
possibly use the summary report to measure the

CHCs’ own performance. In other words, the Min-
istry does not publicly report on CHCs’ performance.
We also found that the Ministry does not review
the individual quality improvement plans in detail to
identify quality issues at specific CHCs, or follow up
with CHCs on these annual results to ensure under-
performance is corrected. This review and follow-up
was inconsistent among the LHINs we visited.
We reviewed all CHCs’ quality improvement
plans from 2016/17 and noted the following:
CHCs report on almost 100 unique indicators,
only four of which are common across CHCs.
While the variety could be attributed to dif-
ferences among CHCs and may promote the
development of new common indicators, this
lack of commonality makes comparisons or
benchmarking of CHCs challenging.
We reviewed the 2016/17 results of the four
common indicators. We found that not all
CHCs reported complete information, and
CHCs that did report the information needed
to improve on their performance. Figure 10
shows the 2016/17 results for these indicators.
Of the almost 100 indicators, only four
reported indicators measured patient out-
comes. For two of these indicators, only
about half of the CHCs reported data in these
areas, and few met their performance targets.
For the other two indicators, only one CHC
reported on each of them. Health Quality
Ontario informed us that these indicators are
either optional or reported on by only select
CHCs. Figure 11 shows the 2016/17 results
for these indicators.
Performance targets are set by the CHCs
themselves, unless the indicators are speci-
fied in their accountability agreement with
the LHIN, in which case the LHIN-developed
target is used. Some CHCs may set a high stan-
dard for their performance, while others set a
much lower standard. For example, in the case
of the indicator that measures the percentage
of patients who saw their primary-care pro-
vider within seven days after discharge from




"SIBPIOSIP |RUNSAIUI-0ISES pue JBIpIed ‘S8)aqelp ‘ain|ie) Leay
aANsa5u00 ‘ejuowinaud ‘eseasip Aleuow|nd aARINAISYO J1UOIYD ‘Y0AS SUONIPUOI UBASS SUIMO||0} 8y} SUIPN|OUI ‘SNSLIB)DBIEYD UONLZINN-80IN0Sa PUR [BIIUID J[IWIS YlIM Sluaned-ul ajeda-a1nae—sdnoin Xij\| ased :oNd 'S

*OHD [enpinpul A pue Jojeaipul ay) 01 Suipiodoe (,a5uel,) Sialip 1ey) a8eiusoiad e se pajels ale A3y "SHIOMISN uoneI3aiu] yieaH (2207 JIay) 40 SaAasWway) SOHD aU) Jaula Aq 18S ale S1egie) a0uewionad ‘g
"[230} Ul SQHD G/ e aIdyL T

_ papaau uaym ‘Aep 1xau 1o Aep awes ayy uo Jauonnoeld
€ 56 vl 19 §¢ L6-L€ €L 9SINU J0 J0J00p € 995 0} 3|ge SUdI|Y pue suaned 9,

L£lUdWieal] papuawWodal

1noge suonsanb yse 01 Ayunuoddo ue noA anig 8910

9 007 8 0g 4/ 001-0L VL U} Ul 8S|3 BU0BWOS J0 A3y) Op UBJ0 Moy “suonnoeld
9SINnU 10 10190p N0 88s noA uaypy,, :uonsenb

3y} 01 Ajpalisod papuodsal oym syuapuodsal o,

"(¢SHINQ U0 paseq) suonIpuod
I 0071 6€ 1€ 0€ G6-G VL Pa108|as o} [eydsoy woly 981eyasip Jaje skep / uiyum
Japinoid area-Alewnd Jiay) mes oym Susifo/suaned o

Way} yum awrn ysnoua spuads usyjo/skemie 9210
9. (0]0] % (o)) G G 00T-02 €l 9U] Ul 3S|2 auoswWos 10 uosiad Jeyy ‘Jeuonnoeid asinu
10 10100p 8y} 88S A8Y] Usym ey} palels oym swusned o,

paA3lyay paA3lyay uoneunoju| I REET] 1831e] J9IN %) s1981e1  ;103e91pU] BY) 10}eaipuj
9JUBWAO0}Ad  dJueWIOMAd  9)9]dwoduj 0} JON pid aouewloydd  uo gunpaoday
13m0 1saysiy ang papnj2x3 jo aguey SOHO Jo #

(%) 19737 99uewW.I0}13d SOH) JO %

oueuQ Alend yiesH :eiep Jo 80In0s

11/910¢ ‘sue|d Juawanoidw] Ajend) ul (SQHI) saiua) yyjeaH Alunwwo?) Aq parioday S101ea1puj UOWWOY) 7 Uo SYNSay :QT 24nS14

€0°€ U0RI3S 4A « €1a3dey)




n
<)
S
=
=
[
(&
=
=
©
)
o
>
=
=
S
£
£
=)
[&]

0°€ UoR9as » € Jaydeyd

*101821pUI SIY) U0 paviodal 1ey) JHD 910S aU) 40y S 198IeL ¢

"SIBPIOSIP |eUNSBIUI-0ISES pUB JBIpIED ‘SB)aqelp ‘ain|ie) Leay

3ANSa5U00 ‘ejuowinaud ‘eseasip Aleuow|nd aAINASYO JIUCIYD ‘YOS :SUONIPUOI UBASS SUIMO||0} 8y} SuIPN|OUl ‘SONSLIBIOBIEYD UONEZIN-80IN0Sa PUR [BIUIID Je[IWIS YlM Slusned-ul aJea-ainae—sdnoin Xij\| 8se) o9 'S

"OHD [enpiapul A pue Jo1eaipul ay) 01 Suipiodoe (,a8uel,) Siaiip 1ey) a8eiusoiad e se palels ale A3y "SHIOMISN uoneI3alu) yieaH [2007 J1ay) 40 SaAasWwiayl SOHD au Jayla Aq 18S ale s1agie) aduewionad ‘g

"[€10} Ul SOHD G/ A assuL ']

aUIjaseq WoJ) UoNaNpal 950G J0 ‘0°Z> 10

v v 0 001 0 +06 ! 193111 |048159]0Y2 Q7 SundBW S318GRIP YUM SIUI[D JO 94

sfep Q€ UlyUMm a1ed aAd3|d

€ € 0 0 001 +0¢ ! -uou Joj paniwpeal pagieyasip swaned-ul [eudsoy Jo 9

sfep Q€ ulyum a1ed jusied aAndaje-uou o) jeudsoy

GS 0 cs €€ a1 GG-0 €€ waned-u snoe Aue 0} paniwpesl ale eyl SHAY

pa193]9s yum pagieydsip swuaned-ul [eydsoy s1nae Jo 9,

_ 2Jaymas|d pageuew 1S8q SUORIPUOD Jo} Judwiedap

§§ € e 44 ce 5570 I Kouagiawa ayl pausIA oym sjuala/siusned Jo 9,

pansyay pansiyay uopjew.oju] LTI REET ] FEEICTRET] %) s1e81el  ;l10jeoipuj ayy 1ojeaipuj
9JuewWI0}dd 9dJueunopdd  9)9jdwosuj 0} JOoN pid aouewloydd  uo gupaoday

1S9M0T] 1S9YSIH anq papnjox3 Jo aguey SQHO Jo #

(%) [9A97 9ouewIOMad

SOHJ 0 %

ouewQ Auend yiesH :eiep Jo 82ino0s

1T/9T0¢ ‘sue|d awanoidwy f1end ul (S9HI) sa13ua) Yy eaH Alunwiwo?) palaa|as Aq parioday si0jedalpuj awoanQ {7 uo synsay ;11 angl4




hospital for selected conditions, one CHC set a
target of 95% while another CHC set a target
of 5%. Similarly, in the case of the indicator
that measures the percentage of patients who
visited the emergency department for condi-
tions best managed elsewhere, one CHC set

a high target of 0% while another CHC set a
target of 55%.

RECOMMENDATION 7

To optimize the value of the quality improve-
ment plans and to promote performance
improvement in Community Health Centres
(CHCs), we recommend that the Ministry of
Health and Long-Term Care, in conjunction with
Health Quality Ontario:
identify systemic issues through a review of
the submitted quality improvement plans
and provide feedback to the CHCs;
streamline the number of performance
indicators that CHCs need to report in their
quality improvement plans; and
establish common performance targets
across all CHCs.

[ viNisTRY RESPONSE

In partnership with Health Quality Ontario
(HQO) and the LHINS, the Ministry introduced
the requirement for team-based primary-care
models, including CHCs, to submit an annual
Quality Improvement Plan (QIP) to HQO as a
means of embedding quality improvement into
the culture of primary-care organizations. The
QIP Program is managed by HQO, an agency
with the statutory authority to advise the Min-
istry on health quality and to promote continu-
ous quality improvement aimed at substantial
and sustainable positive change in health care.
The Ministry will work with HQO to improve
feedback to inter-professional primary-care
organizations, including CHCs, regarding sys-
temic issues.

While the Ministry acknowledges that there
are over 100 performance indicators that CHCs
may choose to include in their QIP, three are
priority indicators for CHCs. This approach aims
to strike a balance between ensuring common
quality improvement standards across all CHCs,
while providing organizations the option to
integrate custom or local indicators that fit the
improvement priorities they want to communi-
cate to the public. The Ministry will work with
HQO and LHINs to determine if this approach
requires further streamlining.

Recognizing that CHCs need to be respon-
sive to the primary-health-care needs of their
respective communities, the Ministry agrees
that it is important to establish common per-
formance targets across all CHCs. At present,
CHCs are required to have panel size targets—
meaning targets that identify the number of
primary-care clients to be served—based on the
risk profile of the population served and their
complement of primary-care providers (that is,
physicians and nurse practitioners). The Min-
istry will continue to work with LHINs and the
sector to identify additional common perform-
ance targets across all CHCs as part of the regu-
lar cycle of renewing accountability agreements
between the Ministry, LHINs and CHCs.

. HEALTH QUALITY ONTARIO RESPONSE

Health Quality Ontario (HQO) provides infor-
mation back to the CHCs through education,
including through HQO’s webinar series where
analysis is shared from the Primary Care Sector
Quality Improvement Plans (QIPs) from the last
year as well as areas of focus for the following
year’s QIPs. HQO also has targeted webinars
where issues, such as equity or patient relations,
and content relevant to all sectors, including
CHGs, are looked at. Lastly, the QIPs and con-
tent contained therein are publicly accessible
and searchable such that anyone—a CHC, Min-
istry staff or member of the public—can search



for relevant information on quality in any given
sector by organization, sector or LHIN.

As described in the QIP guidance docu-
ments, a QIP should reflect an organization’s
commitment to a balance of local and provincial
priorities. While HQO recommends priority indi-
cators, organizations are encouraged to select
indicators based on their current performance,
provincial priorities, regional initiatives, and the
feedback of their patients and providers. Simi-
larly, organizations are encouraged to set targets
based on their current performance, giving con-
sideration to whether current benchmarks are
available and their capacity for improvement.
HQO is committed to continuing to work with
CHCs as part of our annual review of QIP indica-
tors to identify opportunities to streamline and
better align reporting requirements.

The annual base funding that LHINs provide

to CHCs is predominantly historical. Funding
increases in the last few years have primarily been
related to retention and recruitment of health pro-
fessionals who work at CHCs. None of the LHINs we
visited adjusted CHCs’ funding levels when CHCs
did not meet or exceeded the targeted panel size
(the number of patients that the CHC is expected

to serve, considering the number of physicians and
nurse practitioners and the complexity of patients
rostered at the CHC). As of March 31, 2017, about
half of CHCs were at less than 80% of their targeted
panel size, yet these CHCs still received the same
level of base funding year after year. Similarly, the
LHINs did not increase base funding to those CHCs
that exceeded their targeted panel size.

The addition of newcomers to Ontario com-
munities can increase CHCs’ caseloads. A number
of CHCs we visited indicated that they had seen an
influx of newcomers, especially Syrian refugees, to
their centres in recent years. Both the Ministry and

the LHINs expect CHCs to provide primary-care and
community services to these newcomers; however,
the CHCs received no additional base funding to
provide services.

One CHC we visited told us that it met the surge
in demand by contracting a physician using surplus
funds it had from not being able to hire a physician
full-time, but could only accept Syrian refugees
with complex issues as it was already providing
care to patients close to its targeted capacity.
Additionally, two other CHCs we visited informed
us that they received one-time funding only from
their respective LHIN, and that continued services
to Syrian refugees are absorbed by their base fund-
ing. Two other CHCs received no additional funding
for Syrian refugee clients and instead used existing
funding to support these clients.

The accountability agreement between the LHIN
and the CHC does not explicitly require each CHC
to report the number of patients registered against
the targeted panel size to its LHIN. As a result, three
of the four LHINs we visited do not collect data
from their CHCs on the actual number of patients
served. The one LHIN that does collect this infor-
mation did not adjust funding to the CHCs in the
region if they did not meet their targeted panel size.
Instead, it expects CHCs not achieving the target to
improve in the following reporting period.

As also noted in Section 4.4.3, the LHINs do not
track the number of clients who access community
programs only, limiting the LHINS’ ability to evalu-
ate whether funding for these programs should be
adjusted, if necessary.

RECOMMENDATION 8

To ensure that Community Health Centres
(CHCs) can appropriately plan their operations
and serve clients, we recommend that the Local
Health Integration Networks review overall
operating funding to CHCs to ensure each CHC’s
funding is commensurate with patient complex-
ity, number of people served, geography and
other relevant factors.




. RESPONSE FROM LHINs

The LHINs will continue to monitor and assess
funding to support CHCs to meet the needs of
Ontarians. LHINs formally review CHC funding
annually to assess the appropriateness of fund-
ing and service to patients. This process takes
into account the unique characteristics of the
patients within the CHC community and com-
parison to provincial benchmarks. Nevertheless,
the LHINs will evaluate if other factors, such as
the number of people served and geographic
location, should be included in their assessment
of funding.

Dissemination of best practices can help the sector
innovate, reduce inefficiencies, and provide more
effective and higher quality services. Consult-

ants who conducted the Ministry-commissioned
strategic review of the CHC program in 2001
recommended that the Ministry support the dis-
semination of best practices. The Ministry indicated
that dissemination of information on best practices
is mainly the responsibility of health-care providers’
associations and Health Quality Ontario.

We looked at the Association of Ontario Health
Centres, which represents 74 of the 75 CHCs, and
we found that the Association has shared best prac-
tices among CHCs, particularly through its annual
conference materials and sessions. We noted that
conference topics in 2017 and 2015 covered areas
such as supporting Syrian refugees, incorporating
telemedicine in CHC practice, integrating a physio-
therapist with clinical staff, and engaging and serv-
ing francophone populations.

With respect to Health Quality Ontario, the
Ministry noted that the Patients First Act, 2016
includes measures to provide statutory authority
for Health Quality Ontario to recommend evidence-
based quality standards for health-service providers

(including CHCs) and the LHINS to appoint local
clinical leads whose responsibilities include the
promotion of clinical standards. At the time of our
audit, not all LHINs had appointed clinical leads.
Health Quality Ontario has recommended some
quality standards that would be relevant to CHCs,
which focus on patient conditions where there are
large variations in how care is delivered.

We found, however, that given the Ministry has
had direct oversight responsibilities for most of
Ontario’s inter-professional primary-care models
for many years, it could do more to facilitate the
sharing of best practices across primary-care models
or within the CHC sector. Other inter-professional
primary-care models (such as nurse practitioner-led
clinics and family health teams) might also be using
practices that could benefit the CHCs.

RECOMMENDATION 9

To facilitate dissemination of best practices to
allow Community Health Centres (CHCs) to
innovate, reduce inefficiencies, and provide
more effective and higher quality services, we
recommend that the Ministry of Health and
Long-Term Care, in conjunction with the Local
Health Integration Networks:
implement best practices promotion efforts
under the Patients First Act, 2016; and
develop and implement a mechanism to
compile and share best practices from all
inter-professional primary-care models,
including CHCs.

[l MiNISTRY RESPONSE

The Ministry acknowledges the importance of
ensuring that primary-care best practices at a
local level are disseminated across the province.
The dissemination of best practices is not only
an opportunity for CHCs, but for the health-care
system as a whole.

Health Quality Ontario (HQO) has a man-
date to support continuous quality improvement
within Ontario’s health system and to make



recommendations to health-care organizations
and other entities on evidence-based clinical
care standards. Under the Patients First Act,
2016, the role of Health Quality Ontario has
been expanded to include making recommenda-
tions to the Minister concerning clinical care
standards and performance measures. Through
the recently established Quality Standards
Council, experts from a variety of fields, includ-
ing primary care, review best practices and
associated evidence for the purpose of broad
dissemination to primary care and other parts of
the health-care system as a means of reducing
variation and improving the overall quality of
health services. The Ministry plans to continue
supporting HQO in this endeavour and lever-
aging the benefits to the sector that will come
with improved dissemination of best practices.

In addition to the clinical care standards cur-
rently in place, over the next year HQO plans to
release additional standards for conditions such
as opioid use disorder and chronic obstructive
pulmonary disease.

The Patients First Act, 2016 has significantly
enhanced the role of the LHINs to be the
single point of accountability for local and
regional health-service planning, delivery and
performance management. This will require
engagement with the health system at all levels,
including primary-care providers. A central
component of the Patients First strategy was the

establishment of an integrated clinical leader-
ship structure for LHINs. The Ministry will work
with the LHINs to establish processes and/or a
platform to enable effective clinical engagement
across the health-care system to improve the
sharing of best practices and innovation.

To support these initiatives, the Ministry also
funds the Health Links program to improve local
connections and communication between pri-
mary health care and the rest of the health-care
system to ensure more equitable access and a
smoother patient experience. HQO is a key part-
ner in ensuring the success of the Health Links
program, including the delivery of the Best
Practices Framework, deployment of quality
improvement specialists across Ontario to help
Health Links achieve its quality improvement
goals, and capturing Health Link indicators on a
quarterly basis.

[ RESPONSE FROM LHINs

The LHINs will continue to identify and share
best practices from across the health system.

For example, LHINs have partnered with Health
Quality Ontario to facilitate the local implemen-
tation of Clinical Quality Standards. This is a key
function of the clinical leads in each LHIN sub-
region, who work with all health-service provid-
ers, including CHCs, to ensure that patients
have access to high-quality, patient-centred
health care.




Source of data: Selected Community Health Centres

Note: The names, locations and identifying details have been changed to protect privacy.

Kevin is a 70-year-old man who came to Canada, where his extended family was living, in 1989. He was
without status in Ontario after his visitor’s visa expired. In 2006, he began to experience medical symptoms
that required clinical services, which he was unable to pay for. By 2007, he was introduced by his niece to

a health promoter at a Community Health Centre (Centre) who worked with seniors. The health promoter
introduced Kevin to the case co-ordinator for intake for primary care. By this time, Kevin’s health, food
security and finances had deteriorated. He was sent for tests and diagnosed with Parkinson’s disease for
which he would require lifelong medications. Case co-ordination continued to assist him with social, immi-
gration, food security and financial support. He was able to access medications through a combination of
samples and pharmaceutical company compassionate medication programs offered through the Centre.
He was also able to access foot care through a referral to a chiropodist. Being without status for more than
20 years meant he was unable to access any government services. With the help of his case co-ordinator, he
applied for status on humanitarian and compassionate grounds. In 2009, he was able to secure legal status
and was referred to an immigration lawyer. Kevin could not have imagined success without his persever-
ance and that of the staff at the Centre. He described that he had never come across such an organization
that worked so hard on behalf of its clients and really goes above and beyond the call of duty. Kevin felt
that he is alive today because of his religious faith and the Centre’s impact on his life medically, socially,
mentally and emotionally.

Denise has been affiliated with a Community Health Centre (Centre) for the last 15 years. She was intro-
duced to the Centre by her mother and her two brothers. Denise’s family had been volunteers for various
programs offered at the Centre. In 2003, Denise went to her doctor at the Centre to get results of a biopsy
and was diagnosed with breast cancer. The doctor arranged for her to see the surgeon. During the next year
and a half, she was under constant care from both the doctors at the Centre as well as the nurse practition-
ers, who were always available when the doctors were busy with other patients. When Denise had a heart
attack, she was referred to a dietitian and other interdisciplinary care at the Centre, such as a physiother-
apist. She was referred to the Fitness for Health program by her doctor, a joint program run by the Centre
and the YMCA, which allowed her to use YMCA facilities to exercise. Denise also joined the Centre’s walk-
ing group for six weeks. She cannot express enough gratitude for what the Centre has done for her and for
what it has done for the community. She exclaims that she is eager to experience all the other programs at
the Centre. Denise feels that the Centre is doing its utmost to provide assistance wherever it can to people
who need it.
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Appendix 2: Key Events Relating to Ontario’s Community Health Centres,

1970s-2017

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

1970s  Ontario’s CHC program had pilot status within the Ministry of Health and Long-Term Care (Ministry). At that time,
Ontario had a total of 9 urban health centres in Ottawa and Toronto.

1984  The Ministry established the CHC program, recognizing CHCs as a part of Ontario’s primary health-care system.

2000  The Office of the Auditor General of Ontario (formerly the Office of the Provincial Auditor of Ontario) conducted a
value-for-money audit on the CHC program.

2001  The Ministry commissioned two external consultants to conduct a strategic review of the CHC program.

2004  The Ministry announced an expansion of CHCs by 10 satellite sites to extend the services of existing CHCs to areas
where these services are needed.

2005 The Ministry announced an expansion of CHCs by 22 additional CHCs and 17 satellite sites.

2006  Ontario’s 14 Local Health Integration Networks (LHINs) were established under the Corporations Act and continued
under the Local Health System Integration Act, 2006.

2011  Accountability and base operating funding for CHCs were devolved from the Ministry to the LHINs.
2017 Current network of CHCs in Ontario includes 75 CHC corporations with a total of 145 locations.

Chapter 3 * Section 3.03
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Appendix 4: Audit Criteria

Prepared by the Office of the Auditor General of Ontario

1. Roles and responsibilities are clearly defined and accountability requirements are established to facilitate the delivery
of care and services to program users in a collaborative manner in accordance with legislative, contractual and program
requirements.

2. Programs and services are developed to meet client needs and are accessible. Unmet service needs are monitored and
resources allocated or planned for accordingly.

3. Funding allocations are applied to programs based on established needs, commensurate with the value of services to be
provided, and evaluated on a timely basis.

4.  Performance measures and targets are established, monitored and compared against actual results to ensure that the
intended outcomes are achieved and that corrective actions are taken on a timely basis when issues are identified.

5. Accurate, timely and complete financial and operational information is regularly collected from the Community Health
Centres to assess their performance, effectiveness and efficiency, and results are publicly reported.
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