










Project Scope

Purpose:

Assemble a local expert, peer-review ALC Assessment and 
Coaching Team (ALC ACT) to review and report on the 
extent and causes of the PRHC ALC issue and draft 
recommendations for improvement.

To fully understand the ALC issue at PRHC as it pertains to 
the Peterborough catchment areas and to recommend short, 
medium and long-term solutions to mitigate the current 
problems and minimize the risk of their recurrence.



Project Successes
• Understanding of patient flow processes and issues at PRHC.

• Recommendations for decreasing ALC days at PRHC and thus, the CE LHIN. 

• Potential for improved population health, patient experience and per capita cost.

• Issue relevant  to team so strong commitment to project

• Expertise

• Great team atmosphere 

• Gelled quickly

• Candid conversation

• Commitment of PRHC

• “Ripple Effect”

• Interviews

• Openness

• Chart audit tool

• Attendance was good



Project Challenges

• Overcome sensitivities

• Set ground rules

• Having candid, sensitive conversations

• Compressed timeframe

• Intensive time commitment 

• Completion – February – June 2009



Lessons Learned

• Keep short timelines
• High intensity meetings
• Limited number of recommendations
• Immediate recommendations
• $4000 is worthwhile for expenses and back fill
• Administrative Assistant - dedicated
• Lunch provided
• Size of group
• Composition of group
• Geriatrician involvement
• Face to face meetings – necessary
• Set weekly meeting time



Opportunities To Transfer Learning's To Other Projects

• Administrative Support within the same organization

• Data Support

• Chart audit tool

• Interviews

• Dedicated PM resource



Implementation of Recommendations

• Initial start on two 40 bed inpatient medical units

• Home First Policy and awareness campaign 

• Planned discharges with EDD and documented 
plan of care

• Review of roles and expectations of members of
team on bullet rounds

• Redesign of role of DP and SW



Next Steps

• Efficient flow process through LEAN methodologies 
in the Emergency Department.

• Enhanced clinical data capture, transfer and 
reporting at point of care.

• Hospital Elder Life Program (HELP) as a part of a 
demonstration project.

• Medication reconciliation at point of admission and 
discharge in partnerships with community.



In Summary,

There is no single solution to mitigating or reducing the ALC issues at PRHC. The 

causes of ALC are complicated, multiple and inter-related. Several strategies must 

work in parallel to reduce ALC, and the full impact is unlikely to show results for 

several months. Implementation of the above recommendations and the creation of 

“new tomorrows” will require a change in corporate culture; a

rewarding and potentially time-consuming venture. Nonetheless, there are  several 

actions identified by the ALC ACT that PRHC has started to realize change quickly. 

and is a necessary precursor to substantive and sustainable advancement of quality

health care and patient satisfaction at Peterborough Regional Health Centre.



Finally,

It is believed by the ALC ACT members that the issue of ALC cases and days is 

not unique to PRHC or the Peterborough catchment area. 

It is expected that the comprehensive review processes conducted by the ALC 

Assessment and Coaching Team may be replicable in other Central East LHIN 

hospital sites to address similar concerns of quality and the patient flow 

experience of people in their care.



Early Youth Intervention  September 2009 

Project Duration: April ‘08 – March ‘09  (originally 18 mths) Project Host:  The Youth Centre  Project Manager: Dan Roy Project Sponsor: Jai Mills 

Purpose & Alignment: The project focused on the special needs of adolescents and envisioned LHIN-wide opportunities to move services “upstream” through education and prevention, early 
intervention, and improved transitioning of youth from adolescent to adult mental health services.   

Project Goals and Deliverables 

Project Budget 
 
Budget:  
 
2007/8  =  $53,357 
2008/9 = $226, 950 
 

 
Actual: 
 
2007/8  =  $0 
2008/9 =   $188,537 
WRAP =    $25,000 

Performance Measurement/Successes 
 
• Website was utilized by members and able to post most information.  
• Project Management Processes allowed for continuous monitoring of the Project, and provided opportunities for intervention where re-

quired.   
• All members of the team worked in a collaborative and supportive manner. Quite enthusiastic. 
• Consumers and family actively participated in the project. 
• And Youth are best supported when using a model of Best Practice 

Status 
• There was insufficient time to complete this part of the project.  This was due to the 

altered time line.  Some foundational work has been done, but a full Literature and 
Best Practice Review is required.  

 
• Preliminary work was done on this.  Full Lit. Review was not done due to altered time 

line.  Recommendation of TAMI model was based on current practice.  Other models 
were not researched or identified)  

• (The CELHIN part of this was done, but not the full scan as identified in the Charter)  
• Removed via Change Request: 2009/2/9  
 
• Not done-recommendations were developed, but available strategies were not fully 

identified, nor was an implementation plan  
 
• CELHIN strategies were identified, but Provincial Strategies were not)  
 
• An initial meeting of interested people was held on March 25, 2009.  There was excel-

lent cross-sectoral representation, a and a keen interest in proceeding with the imple-
mentation of a Task Force.  

 
• (Consultation was held on March 25.  Task Force Members were identified.  Next 

Steps identified.   Not clear how or if this will proceed.  Other items were not com-
pleted, i.e.: Client Journey Map, Protocols etc)  

 
• The Terms of Reference were discussed at the March 25, 2009 meeting.   

Deliverables 
• Identify strategies for prevention and health promotion and develop and oversee 

the implementation of a best-practices guided plan  
 
• Review results of scan in comparison with best practice guidelines, documented 

evidence and field experience of each intervention. Disseminate results 
 
 
• Identify available strategies for youth early intervention and develop an implemen-

tation of the plan 
• Conduct an environmental scan of early intervention strategies within Central East 

and recognized centres in Ontario 
• Review results of scan in comparison with best practice guidelines, documented 

evidence and field experience of early intervention. Disseminate results 
• Establish a Taskforce to develop partnerships; develop a preferred “client journey/

map“; create standardize protocols related to youth transitioning into adult mental 
health and addiction services, address standardizations    

• Identify key stakeholders (i.e., MCYS, MHOLTC, Kinark, Children’s Case Coordi-
nation, adult mental health providers, East Metro Youth Services, Youthlink etc.) 
 

• Convene inaugural meeting with Terms of Reference 



Summary of Deliverables and Next Steps 
• That a recovery model of practice is incorporated into treatment approaches (wellness philosophy). Best practices support a recovery model approach involving a number of interventions and treatments for youth. The Project 

team recognizes the importance of client centred care, respect, choices, potential for change in children and youth.   The project team supports the need to avoid labels which can stigmatize and emphasize illness rather than 
wellness. 

• That youth are supported in their home communities. The Project Team recognizes the importance of family, peers and community in wellness of children. 
• All Services should be planned, implemented and evaluated using evidence-based Best Practice Guidelines. 
• Youth are best served when Agencies have the capacity to provide the highest quality of service. 
• Both the Youth and Adult Mental Health and Addictions System require capacity building in order to address the needs of Transitional Aged Youth.  Part of this capacity building involves funding for Infrastructure development 

which will permit the implementation and maintenance of a connected system of service.  
• That agency needs are recognized in the provision of transitional age youth services. When changing, expanding and creating new services for transitional aged youth, adequate funds and resources must be in place. Such 

resources should be seen as a social investment and not a cost.  
• The project team recognizes that Agencies require enhanced funding which is specifically targeted to serving Transitional Aged Youth. 
• The project team also recognizes the importance of communications in the creation of networks, collaborative partnerships and case coordination.  
• That a network of care is established to address the needs of transitional age youth and specialized populations. The team notes that while there are specialized services in the children and adult network; a similar service needs 

to be implemented to serve Transitional Aged Youth. 
• The Project Team recognizes the importance of networks and partnerships in the process of transferring youth into the adult mental health and addiction network Partnerships should also include Service Providers and Educa-

tors. 
• This Network must function on the basis of Referral Protocols that are compliant with relevant legislation, but must also provide for a system of care that is as seamless as possible.  Service Providers should initiate the transition 

process early for those Youth who will be entering the Adult Mental Health and Addictions System within a pre-determined window of time. 
• That a standardized referral system be established between the Youth and Adult Systems for Transitional Aged Youth. 
• Funding Bodies must work together to establish and coordinated and accessible system which will best serve the needs of Transitional Aged Youth. 
• That an integrated and consistent relationship is established between Provincial Ministries which will result in a coordinated and accessible service to clients. The project team recognises the systemic challenges associated with 

transitioning youth into the adult mental health and addiction network and supports the strategic directions of the following Ontario Government reports: “Making it Happen; “Making Services Work for People”; “Setting the 
Course, A Framework for Integrating Addiction Treatment Services in Ontario”; “A Shared Responsibility: Ontario Policy Framework for Child and Youth Mental Health”. Ministries must endorse a plan for resource allocation for 
transitional age youth. The project team recognizes that where there are limited resources for youth in some communities, services must take a collaborative approach to planning, transitioning and sharing resources in the area 
of mental health and addiction education and treatment. 

• The project team recognizes that resource allocations for services to schools are a shared responsibility, and provision of services to these settings will require greater social investments and resources. This will require an 
integrated, collaborative and creative approach to social investments, sharing existing resources and expertise that will be led by funding bodies. 

• Criteria related to accessibility to educational and vocational services serving Transitional Aged Youth need to be reviewed and revised in order to reflect a Recovery-Based perspective. 
• Services offered to Transitional Aged Youth and their families need to be accessible in terms of cultural, linguistic and gender diversity.  Interpreters who possess an understanding of Mental Health and Addictions issues need 

to be made available to Transitional Aged Youth and their Families.   
• That an Assessment of Need for Transitional Aged Youth is conducted throughout the CELHIN that will address the diverse needs of the population. 
• Designated housing for Transitional Aged Youth should be made available through the Mental Health and Addictions System that will allow Youth to remain in their home communities. 
• An adequate system of Respite Care is made available to those families who require it. 
• Youth who access Shelter Services must have access to Mental Health and Addictions Supports through Service Agreements between the Shelter and the Mental Health and Addictions Service System. 
• That a coordinated system of Mental Health and Addiction Health Promotion is established and maintained throughout the CELHIN.  This should include Providers, Educators, Families and Consumers.  The purpose of this 

system would be to plan, implement and evaluate a comprehensive Program of Health Promotion related to Mental Health and Addictions throughout the CELHIN. 
 

Recommended Next Steps 

• The Project Team recommended that a Cross-Sectoral TAY/EYI Task Force be set up from the Community to examine the following issues: 
• Obtain a profile of Youth who are not likely to transition into the Adult Mental Health and Addictions System that will advise the formulation of policy and practice related to supporting this group. 
• It is recommended that a Committee comprised of Service Providers review the Systems Map for accuracy, gaps and mandate drift. 
• It is recommended that a Committee design and implement a Consultation Process that will allow for Youth input into this report and incorporate their feedback and observations into a final document. 
• It was recommended that the EYI/TAY Task Force prepare an Action Plan to address the findings of the Report that incorporates Community Feedback as much as possible. 
• Although the preceding findings are consistently supported by most stakeholders, there was insufficient time to develop a Literature/Best Practice/Data review that would completely support these findings.  However, the Project 

was very successful in building a strong foundation upon which to build a comprehensive strategy for approaching this complex issue.  It is imperative that any further work on this issue include a Literature/Best Practice/Data 
review as a foundational piece so that planning may be done in a thoughtful and systemic manner.  This will   support the best possible outcomes in the areas of Population Health, Cost and Service Recipient Experience, and 
provide valuable assistance in understanding this very complex issue.  In addition, it is further recommended that the CELHIN work closely with its GTA partner LHIN’s to evolve a strategy that will address the needs of this 
complex group that tends to travel widely across the GTA. 



Early Youth Intervention, Transitional 
Aged Youth Project
Summary Report to the CELHIN Board of Directors: September 1, 2009



Early Youth Intervention Project Charter

• Durham West Collaborative /Mental Health & Addictions 

Steering Committee

• LHIN Board Approval

• Start of the Project – May, 2008

• Project Sponsor – The Youth Centre, Ajax, Ont.



EYI Project Charter Goals 

• Identify strategies for prevention and health promotion and 

develop and oversee the implementation of a best practices 

guided plan.

• Identify available strategies for youth early intervention and 

develop an implementation of the plan.

• Establish a Task Force to develop partnerships; develop a 

preferred client journey/map; create standardized protocols 

related to youth transitioning into adult mental health and 

addiction services, address standards.



EYI Project Charter Deliverables- Health Promotion

• Completion of an environmental scan

• Identify a preferred model for prevention and education

• Development of a plan for prevention and education

• Implementation of a strategy



EYI Project Charter Deliverables- Strategies 

• Completion of a scan of all services available to Youth in the 

Central East LHIN

• Identify preferred model for early intervention strategies in 

terms of Health Promotion

• Review results of scan

• Development of a strategy



EYI Project Charter Deliverables – Task Force Consultation to be held once 
recommendations were completed.

• Creation of a Multi-Sectoral Task Force who would move 

the recommendations forward

• Success in creation of a network: # of organizations

• Committed plan that is embraced by the system

• Longer term improvement in re-admission rates



EYI/TAY Project Team

• 12 Members – Agency, consumer and family representatives 

from Scarborough, Peterborough and Halliburton, 

Northumberland, and North Durham. 18 Expression of 

Interest applications submitted

• Terms of Reference were established

• Focused on Transitional Age Youth and Health Promotion 

Model.



Project Team Members

• Rob Adams, Durham Mental Health Services, Whitby

• Clare Paterson, Northumberland Child Development 

Centre, Port Hope

• Dianna Richards, Community Representative, Cobourg

• Dr. Nancy Wilkinson, Lakeridge Health Corp., (Durham 

Amaze EPI Program), Whitby

• Gord Langill, CMHA, Peterborough (LYNX EPI Program)



Project Team Members Cont’d.

• Marlon Belmar, Community Representative, Scarborough

• Julie Kish, Rouge valley Health Centre, Centenary Site, 

(Shonniker Clinic), Scarborough

• Ellen Jones, The Youth Centre, Ajax

• Steve Hendriks, Haliburton Highlands Mental Health 

Services (LYNX EPI Program, Haliburton)



Project Team MembersCont’d.

• Cecilia Belcastro, Community Representative, Scarborough

• Brian Mitchell, Centre for Addiction and Mental Health, 

Peterborough and Durham

• Brenda Stewart, CHIMO Youth and Family Services, 

Lindsay



Project Team Members Cont’d.

• Christina Kendall, Executive Assistant, Ajax

• Dan Roy, Project Manager, Ajax

• Maria Grant, CELHIN, Ajax

• Jai Mills, CELHIN, Ajax



EYI/TAY Project Team Cont’d.

• Meetings on a monthly basis in Peterborough and Whitby.

• Work activities included Environmental Scans, Service 

Status Survey, data collection, investigation of Best 

Practices, models of service delivery, programs,  

opportunities for integration, referrals, assessments and 

communication issues between service providers.

• This work was to conclude with a community meeting which 

would explore the possibility of establishing an EYI/TAY 

Task Force



Purpose of the Task Force - Goals

• Develop partnerships

• Develop a preferred client journey/map

• Create standardized protocols related to youth transitioning 

into adult mental health and addiction services

• Address standards

• Other issues that may arise out of the consultation process



EYI/TAY Recommendations were determined following a full day 
consultation with the Project Team and based on the data collected

• Team spent a day and reviewed findings, discussed 

approaches for Youth who would transition  into the adult 

system, programs, housing, best practices, referrals, 

communications and service delivery.



General Recommendations as determined by the Project Team

That Recovery Models of practice are incorporated into:

• treatment approaches (wellness philosophy).

• That  youth are supported in their home communities

• That agency requirements are recognized in the provision 

of transitional age youth services. 



General  Recommendations Cont’d.

• That an integrated and consistent relationship is 

established between Provincial and Federal Ministries 

which will result in a coordinated and accessible service 

to clients

• That a network of care is established to address the needs 

of transitional age youth and specialized populations.; 

i.e., Dually Diagnosed



General Recommendations Cont’d. 

• That training  programs for Clinicians and Service 

Providers are developed in the areas of Cultural and 

Sexual and Gender Diversity.

• That in rural and ethnic communities and cultures, 

integration and collaboration, between children and adult 

MH&A services, must occur



Program Recommendations 

• That the Adult Mental Health and Addictions System 

ensure that Transitional Aged Youth and their families 

are being served within their system via specific 

strategies.

• That the parameters of existing programs for  are 

expanded. 



Program  Recommendations Cont’d.

• That education, employment and family support services 

are a major focus of programs and services for 

transitional age youth

• That regulations pertaining to accessibility to vocational 

and educational services include criteria of need and 

prevention. 



Program  Recommendations Cont’d.

• That cultural, linguistic and specialized medical services 

are provided by interpreters who have an understanding 

of mental health and addictions



Housing Recommendations  

• That Housing Services provided by the Adult Mental 

Health and Addictions System  must designate housing 

for youth , independent of older adults.

• That respite care for families is available and expanded. 



Housing  Recommendations Cont’d.

• That  youth, who are using emergency shelters for 

housing, have access to Mental Health and Addictions 

programs. 

• That further research in the area of youth housing is 

initiated, particularly in the northern part of the 

CELHIN. 



Health Promotion Recommendations 

• That coalitions and partnerships are established for 

mental health and addictions promotion

• That the community and the local Boards of Education 

work collaboratively to provide Mental Health education 

and treatment services for youth 

• Includes resource allocations, planning, and sharing of 

treatment services



Referral, Assessment and Communication Recommendations  

• That information protocols between the Children’s 

Mental Health System and the Adult Mental Health and 

Addictions System adhere to Personal Health 

Information and Privacy Act (Ontario)

• That where indicated, Children’s Mental Health and 

Addiction services must begin the process of transitioning 

children and youth into the adult system when it is 

determined that a youth will require services from the 

Adult MHA System. 



Referral, Assessment and Communication Recommendations 
Cont’d. 
• That continuity of care for Transitional Aged Youth 

requires a standardized referral process involving 

children, families and service providers

• Emphasis on communications, network development and 

partnerships



Best Practice Guidelines Recommendations

• That Best Practice Guidelines for treatment  are utilized. 

• Orientation to Client (client centred, trusting 

relationships, involvement of family); Approach to 

Practice (a framework that is holistic, uses a 

bio/psycho/social approach, experiential and focused on 

skills building); Appreciating the Context (services 

provided to  must be completed in a safe and respectful 

manner for  who are seeking guidance, recognition and 

respect). 



Best Practice Guildelnes Recommendations, Cont’d.

• Importance for clinicians who may be treating  in adult 

system

• Recommended that principles apply to mental health 

settings



Service Delivery Model Recommendations 

• That a service delivery model is established that will 

facilitate the  transition  into the adult MHS system 

where appropriate.

• Case Management model seen as a best practice

• Best Practice Case Management Model needed to ensure 

that a safe and treatment approach was in place for 

TAY’s during transition

• Case manager to work with children and adult providers



Service Delivery Model Recommendations Cont’d.

• Case manager to work with youth and families

• Case coordination role.



Next Steps for the Task Force

• Review report from the TAY Project Team 

• Consultation process with  youth

• The issue of  who will not transition into the adult MH&A 

System (what needs to be put into place for them?) 



Next Steps Cont’d.

• Review systems logic map for accuracy, gaps and mandate 

drift 

• TAY case coordination 

• Membership, Youth Service users, Adult and Children 

MH&A service providers, MCYS, and MCSS 

• Pilot projects for Case Management may be a priority Pilot 

Project



Present Status of the Project

• Systems Map has been completed and is included in the 

report

• Report has been completed and received by CELHIN Staff

• Report has been  provided to Durham West Collaborative 

and the Mental Health and Addictions Steering Committee 

for feedback and endorsement

• Report is now before the CELHIN Board of Directors



Next Step Options
• System Map requires review and endorsement by the System, and should be reviewed 

using the  CELHIN CSP as a guideline, along with the “BIG GOALS” of our refreshed 
IHSP

• Many of the recommendations could be incorporated into current practice, and need to 
be prioritized and sorted according to their viability at the present time.

• Those recommendations that require Fiscal Support should be priorized and 
incorporated into an  “Ideal System” design for the CELHIN

• This could be accomplished via a subcommittee of the MHA Steering Committee

• New MOHLTC Minister’s MHA strategy features Youth as a  Priority Population and 
incorporates partner Ministries into the planning of the new strategy

• It will be important to review the strategies outlined for Youth in the MHA System 
design when it is completed.





Addictions Environmental Scan September 2009 

Project Duration:  Dec.08-March 09    Project Host: Four Counties Addiction Services Team    Project Sponsor: Jai Mills           Project Manager: Donna Rogers 

Purpose & Alignment: The overall goal of the environmental scan is to assist Scarborough, the three areas and all organizations involved primarily in addiction and concurrent 
disorders services to engage in evidence-based planning of addiction services. Among the outcomes is that this will result in identification of integration opportunities as well as pos-
sible applications to the CE LHIN for service enhancement.  

Project Goals and Deliverables 

Project Budget 
 
Budget:  
 
2007/8  =  $98,545 

 
Actual: 
 
2007/8  =   $85,490 

Performance Measurement/Successes 
The data “mined” by the Centre for Addiction and Mental Health was exceptional.  The data was relevant and current and reasonably available 
in the public domain.  In areas where data sources would have been costly the LHIN staff were able to provide support and resources.  This 
collaboration allowed the project to have more data than would originally been budgeted for and allowing a more timely access to data.  The 
use of online survey “survey monkey” was exceptional as we received 218 responses during the summer, which is a difficult time to secure 
survey respondents. 

Status 
 

• There were “Lessons Learned” noted regarding the difficulties of changing the scope of the Pro-
ject in it’s initial stages.  However, by broadening the scope, the product now speaks to the re-
sources available and overall issues noted within the CE LHIN in its entirety, which is advanta-
geous to planning. 

• Close linkages were in existence prior to the Environmental Scan.  Certainly the Scan did serve 
to enhance those linkages, and provided CE LHIN Staff with an opportunity to consider alterna-
tives to the current system design. 

• See Lessons Learned re Focus Groups. 
• This has provided very valuable information regarding Best Practices in terms of System Design. 
• Illustrated that the prevalence of Addiction Issues and Concurrent Disorders is consistent with 

that of the rest of the Province. 
• See Lessons Learned re Focus Groups. 
• See Project Successes, as this was viewed as a major contributor to the success of the Project. 
• This did identify some opportunities for Integration and has provided an excellent source of data 

for service planning specific to the CE LHIN. 
• Addictions Scan provides an excellent foundation that will advise this work. 
• This data is available as a product of the Scan. 
• The Addictions Scan provides a foundation for this work.  However, it did serve to clearly articu-

late issues which were known previously only on an anecdotal basis.  Once the document is 
provided to the Community, it will serve as an excellent resource upon which all service planning 
should be based.  Given the current economic conditions specific to the CE LHIN and their sus-
pected impact on Addictions and Concurrent Disorders, it would be wise to conduct a follow-up 
scan two- to three years in the future that will measure the impact of these economic conditions.  
Future planning around residential treatment will also need to take Provincial trends into consid-
eration, since Residential Treatment beds are available to all Ontario residents. 

Deliverables 
 

      Determine scope, framework, and methodology of environmental scan   
A. Scope, framework, and methodology of environmental scan including: terminology, defini-

tions, identification of existing data sets and documents, identify stakeholders and advisory 
groups. 

B. Develop methodology/questions for focus groups and surveys. 
C. Develop linkages with CE LHIN addiction services. 
D. Conduct preliminary / pilot focus groups. 
Understanding of addiction and concurrent disorders needs of communities/areas in CE 
LHIN   
A. Literature review on community needs 
B. Compare population statistics (e.g. age, cultural diversity, socio-economic status, etc.) to 

literature of addiction and concurrent disorders prevalence. 
C.  Focus groups/interviews with the following stakeholders (inclusive but not limited to): clients, 

family members, and service providers of 4 - 5 (cultural) groups, hospital ERs ; addiction 
service providers; youth; police; seniors; housing; employment services; mental health ser-
vice providers; probation officers; settlement services; street users and homeless people; the 
Collaborative; religious groups, consumer survivors, etc. 

D.    Online and paper surveys (see above). 
Identification of collaboration and integration opportunities amongst addiction service 
providers and needed addiction services investment   
A. Inventory of addiction and concurrent disorders services in CE LHIN. 
B. Using the understanding of addiction and concurrent disorders needs of communities / areas 

in CE LHIN to map the system and identify needed integration as well as services enhance-
ments. 

Description of Impact/Burden of Addictions on Health:  
Investigate the direct costs (tertiary addiction treatment, methadone treatment, hospital emer-
gency stays, etc.) and indirect costs (legal, housing, employment, loss of productivity, etc.) due to 
the lack of addiction prevention and treatment. 
Collaborative Planning: Facilitate for local collaborative planning regarding addiction service 
integration and service enhancements. 



Summary of Deliverables and Next Steps 
It is important to note that the Addictions Treatment System in Ontario operates within a more Provincial Framework than it’s Mental Health based counterpart.  Treatment beds 
in each LHIN are accessed by the entire Province, and are therefore viewed by the Addictions System as a Provincial Resource.  The purpose of this Scan was to assist the CE 
LHIN with service planning for substance abuse, gambling and concurrent disorders within the CE LHIN.  The CE LHIN is the second most populous LHIN in the province and 
houses 11.7 percent of Ontario’s residents.  It was found that the population characteristics of the CE LHIN were generally similar to those of the Province overall.  However, 
some differences were noted: the population growth rate was twice that of the Ontario average at 3.1% vs. 1.5%.  In addition, the CE LHIN has a rapidly growing population of 
seniors, aged 65 and over, which is expected to double in size by 2016.  It was also found that more CE LHIN residents were recent immigrants with more visible minorities than 
the overall population of Ontario. 

 
The demographics and statistics presented in the Scan provide a strong foundation that supports the following key findings: 

 
• There is a lack of treatment options in the CE LHIN. 
• There are insufficient resources for people with Concurrent Disorders. 
• There is a lack of service for specific ethno/racial/cultural communities. 
• There is a lack of Community Treatment Services Supports. 
• There are insufficient services available on a 24 hour/7 day per week schedule. 
• There is insufficient support for Addictions Issues in Primary Care Settings. 
• Housing Services for people with Addictions Issues are insufficient. 
• Case Management Services for people with Addictions Issues are insufficient. 
 
The Addictions Scan, in successfully meeting its initial Charter Goals, does provide the CE LHIN with an excellent data foundation from which to plan service enhancements. 
 
The real issue outlined in this document is summed up in this quote: 
 
“A costing study which complements information presented in this report estimates the cost of addictions and mental disorders in the CE LHIN to be almost $4 billion dollars.  
The direct health care costs alone amount to $622.9 million dollars, but the largest costs are associated with productivity losses due to substance and mental illness related 
premature deaths as well as short and long term disability.  These huge losses could be potentially prevented or alleviated by better planning and delivery of preventative and 
treatment services”.  (Environmental Scan and Assessment of Addiction Problems and Service Needs: Central East LHIN, pg. 95) 

 
Summary of Recommendations and Proposed Next Steps 
 

• That a more specific demographic and health service utilization data study which takes into account the diverse character of the CE LHIN be undertaken.  This work would 
need to be done in concert with the CE LHIN’s Clinical Services Plan. 

• The Addictions Scan should be used as a foundational document to advise further planning in this area 
• CE LHIN goals and priorities should include strategies that address Addictions Issues 
• Addiction Services need to be tailored to meet the needs of CE LHIN residents and reflective of their diversity. 
• That the Addictions System in the CE LHIN be redesigned in order to maximize service efficiencies and create a well plotted, viable and sustainable foundation from which 

to build a system that will be responsive to the needs of CE LHIN residents.  This should include a Change Strategy that will address both short term and long term service 
trends. 

• The Addictions System services should be enhanced so that fewer CE LHIN residents will be required to leave the CE LHIN area in order to meet their treatment require-
ments.   

 
 



Addictions 
Environmental Scan
Mental Health and Addictions 

Network
Central East LHIN



Project Objectives
1. Burden of illness related to addictions
2. Addiction service needs within 

communities
3. Collaboration and integration 

opportunities among addiction services, 
community and hospital based mental 
health providers and primary care 
practitioners (FHT, CHC, hospitals)

4. Identification of needed addiction 
services in CE LHIN



Rapid Assessment Highlights
Prevalence of Substance Abuse and 
Dependence by Adults

CE LHIN not significantly different from 
province
Men reported more substance related 
problems than women.
Alcohol use CE LHIN (79.9%) Ontario 
(80.6%)



Prevalence of substance use and 
dependence youth

Not significantly different from those in 
other areas of the province
Fewer youth in reported alcohol use 
CE(66%) than did others in Ontario (73%)
The prevalence of binge drinking was also 
lower CE(29%) compared with (31%) for 
the province.



Seeking Treatment

CE LHIN residents made fewer treatment 
seeking contacts than others in Ontario
2% of CE LHIN residents compared with 
6% of Ontario residents sought treatment 
for substance use problems.



Seeking Treatment

Ontario CELHIN

Contacts 24,190 2273

Contacts/capita 193 156



Seeking Treatment
Connex Ontario
Most callers identified alcohol as the 
problem substance (52.4%)
Cocaine 2nd most frequently identified (CE 
LHIN 29.6% Ontario 31.3%)
CE LHIN ranked 11 0f 14 in calls



Substance abuse treatment
Significant outflow of residents for 
services (esp Scarborough)
Most Community Treatment accessed in 
CELHIN (Pinewood/Fourcast)
CELHIN 0.2 agencies and 1.2 agency sites 
per 100,000
0.5 agencies and 2.9 agency sites per 
100,000 provincially



Methadone maintenance treatment
2179 MMT patients in CELHIN
148.7/100,000 CELHIN - 139.5/100,000 
province



Key Issues
1. Lack of Treatment Options
2. CD Services 
3. Lack of services for ethno 

racial/cultural communities
4. Community Treatment Services 

supports



Key Issues
5. 24-hour outreach and basic needs 

services
6. Lack of support in primary care 

settings
7. Housing Services
8. Case Management Services



Population Based Allocation Model September 2009 

Project Duration: 2 Years—November 2007-June 2009  Project Host:  CECCAC  Project Manager: John Lohrenz Project Sponsor: James Meloche 

Purpose & Alignment: The Central East LHIN required consulting services to support the allocation of Aging at Home (AAH) funds to identified priority target populations and programs. Services were 
required to assist the LHIN with the optimal allocation of AAG program funds to meet identified population based needs. The project included components of the following: 
• Definition of client profile for a focused set of services based on consultation with the LHIN and data available from existing sources and service providers; 
• Assessment of the CE LHIN population and health system characteristics to quantify demand for the services; 
• Measurement of current service capacity based on data from available sources; and 
• Determination of the gaps between population needs and service capacity to inform decisions on the increase to services required to meet the needs of the target population. 

Project Goals and Deliverables 
Deliverables 

Goals/Deliverables – Phase I 
1. Initial review of AAH Submissions and subsequent material that is developed as part 

of the engagement and allocation process. 
2. Contact with identified HSP to gather information on each program’s client group and 

the development of a client profile to describe and quantify program needs for a given 
area and population. 

3. Assessing CE LHIN population characteristics related to the defined client popula-
tions, including Stat’s Canada data, hospital DAD, NACRS data, OHIP data, program 
activity data. 

Goals/Deliverables – Phase II 
1. Identifying CE LHIN funding policy goals for supportive housing and community sup-

port services. 
2. Assessing finer geographical population characteristics of CE LHIN, including the 

assessment of risk factors, current prevalence of disease and projecting future need. 
3. Identifying dominant client characteristics for each type of priority service. 
4. Compiling data on current service capacity and identifying service gaps. 

Status 
1. CRHE attended and participated in CSS engagement, presented GIS mapping of 

provider locations.  
2. Initiated contact with some providers through the program leads, reviewed availabil-

ity of service data. Explored options for creating client profile. 
3. Geocoded HSP locations, census tract estimates. Used stat’s Canada PAL and 

census data to create profile. 
 
 
 
 
1. Estimated priority funding areas and gaps. Validated support for SH and ADPs. 
2.  Limited due to availability of service data. Used PALS data to estimate disability 

rates in the CE LHIN, StatCan data to create population profile. 
3.  Use of PALS (2001) survey data and expert panel input to create profile. 
4.  Limited due to noted access to data, data format, and privacy concerns. Used ex-

isting service data (2006-07), and OHRS data 2007-08. 
 

Project Budget 
Budget:  $ 25,000  Year 1      $ 25,000  Year 2     Actual:  $  25,000  Year 1      $ 25,000  Year 2     



Summary of Deliverables and Next Steps 

 

Project Successes 

 
• Well researched within limits of available data, and creative application of existing 

research to quantify demand (Balance of Care) 
• Only population based model to estimate AAH funding by geography that includes 

demand and supply. 
• Delivered on majority of project requirements, limits to work related to data acquisi-

tion were not within the consultant’s control. 
• Involvement of consultants with initial AAH engagement, and other events, and 

directly with HSPs. 
• Increased understanding of service data collection challenges for community based 

programs. 
• Delivery of gap estimates and profiles for future allocation work. 
• Created strong basis to model future demand before HBAM tool is available, 

broader scope than HBAM because service capacity is included in the model esti-
mates. 

• The project team included HSP’s and staff representing organizations from across 
the CELHIN. 

• Despite data limits, strong evidence based support and validation of known service 
gaps for SH and ADP for the cognitively impaired. 

• Strong application to support AAH and other funding decisions and rationales to the 
public, providers, Board and MOHLTC. 

 
Project Challenges/Difficulties 

 
• Current service data is from the previous 2006-07 SFA database, and PALS data is 

from 2001. Although census data will always be delayed, a need to obtain more 
current ‘real-time’ service data at the correct level of measurement was identified. 
This challenge will be partially addressed by the conversion to MIS in the commu-
nity sectors. The MIS data, as noted in the report, does not provide the same level 
of detail needed for the full model and estimates. A separate collection process is 
needed to support the model, although the use of a web-based application would 
reduce workload to a feasible level. 

• Due to data limitations, service catchment areas were undefined. 
• Timing. Limits to acquiring supply data, and creation of client characteristics limited 

use of model for year one and two allocations, although some early results were 
provided for year two discussions. 

• Engagements of the HSP’s and requests for data were seen as onerous, despite 
broad support for evidence based solutions, HSPs did not have the resources to 
complete the necessary information requests. 

 
Lessons Learned 

 
• Value of early assessment of available data, limits to project scope, and timing of 

deliverables. Although the project produced some unique results by maximizing 
available data and the adoption of other approaches, the results were not available 
in time for year one or two of the AAH allocation process. 

• The CE LHIN supported the development of an AAH allocation model that is unique 
in Ontario, one that is evidence based and of potentially great value in future deci-
sions. This project is another example where the CE LHIN invested time, effort and 
resources in a project that has broad LHIN-wide application and benefit. We should 
consider how this model can be made available to all LHINS in a more collaborative 
format and through this collaboration, update the model and continue its develop-
ment. 

 



Rehabilitation is a Journey … 
Report prepared by the CE LHIN Rehabilitation Task Group

Presentation to CE LHIN Board
by Susan Plewes, Project Manager and 

Shelley Santerre, Co-chair, CE LHIN Rehabilitation Task Group
September 1, 2009



Background and Purpose of Project

Origin of Rehabilitation Project
• Task Group formed in 2007 to support ‘Priorities for Change’,  

identified in the first CELHIN – Integrated Health Services Plan 

• Rehabilitation is acknowledged as an ‘enabler’ for ‘Moving People 
Through the System’ (accessing rehab services – right time/place)

– Spans a broad scope of settings; prevention, acute care (in- 
patient), complex continuing care, outpatient programs, long 
term care, community care services and home care.

Project Charter created with the purpose: 
To improve access to appropriate, timely and quality rehabilitation 
services through enhanced partnerships and collaborations. This will 
lead to a common philosophy of care that is patient, family and 
caregiver centered, based on a common set of definitions. 



CE LHIN Rehabilitation Task Group Members
Heather Reid, Chair
Director, Complex Care, Rehabilitation and 
Patient Flow, RVHS

Shelley Santerre, Co-chair
Clinical Leader, Health Disciplines
Post Acute Specialty Services, LHC

Margaret Aerola
Bendale Acres Home for the Aged
City of Toronto Homes

Catherine Berges
Manager, Professional Services
PRHC

Janet Burn
Program Director, Complex Care, Long Term Care, 
Palliative Care, Rehab and Pharmacy, NHH

Barbara Cawley
VP, Rehabilitation Services
COTA Health

Laszlo Cifra
Regional Manager, 
Program Director, Aging at Home, CE CCAC

Jodi Dunn
Program Director, Continuing Care Program and 
Rehabilitation Therapies, RMH

Dr. Janice Lessard
Geriatric Medical Services Inc.
Seamless Care for Seniors Network Member

Dr. Brian McCormack
Ontario Shores
Seamless Care for Seniors Network Member

Judy Moir
Asst. Exec. Director, ABI Network
Project Coordinator, GTA Rehab Network

Diane King
Clinical Instructor
Trent University

Barbara Rimmer
Physiotherapist
Arthritis Society

Jane Rosenberg
Administrator / Director of Care
Extendicare - Haliburton

Paul Sawyer
Clinical Leader, Cardiovascular Prevention and 
Rehab Program, LHC

Cassie Turnbull
Speech-Language Pathologist
York-Durham Aphasia Center



Main Deliverables 

1. Create a summary guiding document that outlines a shared 

philosophy and principles of rehabilitation care delivery. Review 

and consolidate current strategy documents and literature on 

rehabilitation best practices. To be utilized by

– CE LHIN to assist in guiding and informing further planning on 

service delivery

– Health Services Providers to share information with the goal of 

achieving more consistency and standardization across the 

CELHIN related to access and delivery of rehabilitation services.

2. Create a common, shared understanding of the rehabilitation 

population definitions and service settings.



Main Deliverables 

3. Complete a gap analysis of publicly funded rehabilitation 
services available in the CE LHIN to inform the 
recommendations and next steps for rehabilitation within the 
CE LHIN.

4. Develop a communications/action plan to ensure linkages 
with other key CE LHIN Networks and working groups for 
ongoing dialogue and sharing of information.

5. Improve the quality of care processes related to the models of 
care for elective joint replacement surgery and hip fractures 
and to increase the uptake of these models of care across the 
hospitals within the CE LHIN.



‘Rehabilitation is a Journey’ … Report Overview

Outlined in the Report:

• Project Methodology

• Summary of Findings 

– Documents/Literature Review

– Common Language Definitions Document

– Services provided, Gaps and CE LHIN Initiatives

– Communication Plan/Linkages

– Models of Care: Status of Implementation

• Discussion/Analysis

• Strategies/Recommendations



Rehabilitation Project Successes

1. Created a Guiding Document that includes 37 

Strategies/Recommendations, Benefits and Implementation 

Considerations and/or Requirements (pg 61)

– Aligned with key dimensions of the CE LHIN Decision Making 

Framework 

– Outlines benefits to support 

• CE LHIN strategic planning, and 

• health provider accountability; achieving better care, better 

patient experience and managing service cost. 

– Identifies opportunities for collaboration with other Rehab networks, 

health care agencies, etc.



Rehabilitation Project Successes (cont’)

2. Developed a Common Language Definitions Document

– Literature Review of

• rehabilitation population/diagnosis, 

• existing CE LHIN service utilization, and

• current CE LHIN initiatives requiring Rehab input/services

– CE LHIN Rehabilitation Survey – All 135 publicly funded providers 

• 13/14 (92.8%) hospitals, 

• 47/66 (71.2%) long term care homes, and

• 11/55 (20%) community agencies 

– 14 additional agencies confirmed no service provided



Rehabilitation Project Successes (cont’)

2. Developed a Common Language Definitions Document (cont’)

– Understanding the Rehabilitation Service Environment 

• Service Settings 

– identified type and scope of services, 

– physician support, and 

– types of providers (staff)

• Client Populations 

– age groups, 

– top three populations serviced based on volumes and 

definitions in Appendix VI



Rehabilitation Project Successes (cont’)

3. Completed a gap analysis of available services

– Assessment of Services, including: 

• Referral/application processes

• Use of outcome measures

• Possible solutions to current gaps

• Partnerships

• Barriers to access and integration, and

• SWAT analysis/results



Rehabilitation Project Successes (cont’)

4. Communications Plan/Linkages

– Membership linkage with CSP Advisory Groups (Cardiac and Vascular) 

and CSP Communications Plan

– Integration of task group membership and key messages with other 

networks, e.g., Seamless Care for Seniors Network, new stroke 

program, transportation project, other new initiatives like ABI services

5. Model of Care: Status of Implementation

– Fractured Hip Rapid Assessment & Treatment (FHRAT) Model of Care

– TSH, RVHS, LHC and RMH – fully implemented – decreased LOS and 

improved access to rehab services in 3 of 4 hospitals

– PRHC and NHH – not implemented – being considered to be part of a 

research study involving implementation of model of care



Challenges

• Shortage of human resources

– Shortage of qualified staff – difficulty recruiting and availability of 

existing staff

• Availability of specialized services/expertise

– Stroke, Acquired Brain Injury or Musculoskeletal

• Access and Transportation

– Resources in specific locations, cost and availability of transportation

• Wait Times

– Long wait times for sub-acute and general rehabilitation services due 

to availability of staff



Opportunities

• Build Partnerships

– Greatest opportunity to enhance rehab services in any setting – with 

community, vendors, other networks and agencies

• Use Best Practices

– Education and best practices improve care

– Build on existing clinical expertise and proven models of care

• Seek Additional Funding through specific strategies (base on improved 

clinical outcomes)

– New and additional equipment needed

– Enhance staffing to meet demand

• Develop CE LHIN Rehabilitation Network



‘Rehabilitation is a Journey’

Questions/Comments on the 37 recommendations of the 

CE LHIN Rehabilitation Task Group? 

Shelley Santerre, Co-Chair 
Clinical Leader, Health Disciplines 

Post Acute Specialty Services 

Lakeridge Health Corporation




