LEGEND
Activity is Complete or near completion

Activity leverages an existing project/opportunity and should be pursued as a priority
Activity is a priority and should commence
Common Activity (Detailed Service Inventory) that is a priority
: Activity should be commenced in 2008 unless additional resources are obtained
| |Activity is dependent on previous actions/additional resources/LHIN authority, and requires assessment from project teams (e.g., Networks) to assess readiness
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Central East LHIN Core

Primary Care

29 |Facilitate, as needed, the timely approvals and implementation of the Community Health Centres currently under| ALL LHIN / MOHLTC
development in the area.

97 |Establish Primary Care Working Group: FHTS, CHC, docs, Allied Health NEW LHIN

66 |ldentify strategies to provide "Primary Care" to those with no doctor ALL Primary Care WG

28 |Interdisciplinary Teams. Explore opportunities to augment or partner with Primary Care Providers (e.g. Family ALL Primary Care WG
Health Teams, CHCs, OTHERS) in the provision of preventative, maintenance and restorative
services/programs

56 |Develop and pilot "Green Script" for behavioural modifications. [A statement of commitment by 52 CDPM Primary Care WG
consumer/caregiver and service provider(s) which outlines the behavioural modifications/activities that are CDPM
recommended.] HPAC

ALL LHIN

101 |Provide Nurse Coordinator, Nurse Practitioner, Case Manager in DR's offices
36 Primary Care WG

Public Health / Health Promotion
88

Build working relationship with Public Health Units ALL CE LHIN

89 |Health Promotion and lliness prevention ALL Partnership of CE

23 |- broader health determinants. (MHA) LHIN, Networks, HSPs
- promotion of senior's healthy living and PHUs
- identification of inter-sectoral actions for health

55 |Education/Awareness of impact of broader determinants of health ALL Partnership of CE

LHIN, Networks, HSPs

PR YT

Cultural Competency

90 |Establish Cultural Competency - Diversity Group NEW LHIN
91 |Inventory of Cultural LHIN & WG
93 |- culturally competent services Comp
- services/resources for the uninsured
92 |Cultural Competency Strategy Cultural WG - MHA
Comp NETWORK
94 |Establish FLS Collaborative or alternative advisory body FLS LHIN/ GTALHIN /
MOHLTC
|95 Designating FLS Service provision | FLS Partnership

96 |Establish a FLS Primary Care Hub FLS Partnership

112 |Establish Moving People Through the System: Transportation Task Group NEW LHIN
61 |Background Report: existing options; issues; challenges. CDPM LHIN
5 Transportation TG
18 |Host a Transportation Summit that will bring together consumers, caregivers and providers to identify actions for |61,5 SCFS LHIN

improving transportation services, thus improving access to services. Transportation TG

Telemedicine

6 Obtain current information on where telemedicine equipment currently resides, its capacities and the network of ALL E-health
human resources that are providing services through this medium.

111 |Explore coordinate regional training schedule for the use of telemedicine/video-conferencing

SCFS HHR WG
E-health
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Use video/web technology to:
1. connect patients and their DR's to specialists
2. education for consumer/caregiver on their disease and managing their condition

111

CDPM

E-health
CDPM

mechanism.

7 The Central East LHIN will work in partnership with Central East CCAC as it plans how to equitably serve the SCFS LHIN
Central East area. CDPM CE CCAC

45 [Coordinate with CE CCAC re: role, challenges, opportunities CDPM Objectives: CDPM CCAC

59 |- early contact or referral to CCAC for info/referral support; CDPM
If appropriate: SCFS
-screening/assessment
-determination of need and responsibility for case management/advocacy

25 | Work CE CCAC and other community partners to explore the enabling of their combined information and SCFS E-health
referral databases to be shared/available to the broader community through an electronic web-based Providers

MOHLTC

Rehabilitation Services

framework of care for hip fracture patients in the Greater Toronto Area.

Community Engagement / Other

109 |Establish Moving People Through The System: Rehab Task Group. Potential Partners: LHIN / CE & NEW LHIN
Southeast Toronto Stroke Network / SCFS / CDPM / GTA Rehab Network / RGP ‘
4 Inventory the various rehabilitation resources in Central East 2,49,4,54,73 SCFS LHIN
CDPM Rehab WG
63 | Assess capacity for stroke rehab 34,63 CDPM LHIN
Rehab WG
15 |Rehab Continuum. To establish a solid understanding of the rehabilitation needs of the complex geriatric SCFS LHIN
population, and expand capacity where needed. Rehab WG
34 | Stroke: Identify opportunities for common/coord. Rehab. Programs - with other chronic condition programs 34,63, 39 CDPM LHIN
Rehab WG
16 |To participate in the Fractured Hip Rapid Assessment and Treatment (FHRAT) pilot which will examine a new SCFS LHIN / Providers

106 |Establish Moving People Through The System: ALC Task Group Enabler LHIN
107 |Establish HHR Working Group Enabler LHIN
108 |Establish Health Professionals Advisory Body (HPAC) / Quality and Safety Committee Enabler LHIN
110 |Hold Joint Workshop with Collaboratives, Networks and working groups Enabler LHIN
0 Disease Preventio d Manageme
Baseline ateg
47 [Form CDPM Steering Committee CDPM LHIN
48  |Form/Build Broader CDPM Network CDPM LHIN
CDPM
53 |Determine appropriate engagement of Pharmaceutical and Insurance Co's. (research, planning, program CDPM LHIN
initiatives, resourcing) CDPM
72 |Partner with diabetes education and care providers to identify issues and strategies CDPM Agency Initiative
Durham Diabetes
(DRDN)
49  [Build Baseline Info/Knowledge Base 2,49,4,54,73 CDPM LHIN
1. Cardiovascular and stroke CDPM
2. CKD & diabetes
3. Respiratory
4. Arthritis Related Conditions
68 |Inventory and assess capacity of pain management supports CDPM CDPM
46 |CDPM Model-Framework: Build understanding of Model components - Educate:Providers,Steering Committee, CDPM CDPM
Others DRDN
35 | Provider education on management of complex, multiple CD's CDPM Providers
40 [Communication across LHIN boundaries Re: communication; data; opportunities CDPM LHIN
CDPM
Stroke Strategy
33 |Improve stroke patient transitions and follow-up particularly with LTC Homes 33,19 CDPM CDPM
Stroke Strategy
41 |Coordinated effective method to collect/share information .... across programs CDPM CDPM
Stroke Strategy
62 |Equitable Access to T-PA for Durham CDPM LHIN / MOHLTC /

Lakeridge Health
System, Stroke




Cardiac

64 |Develop Cardiac Care Strategic Plan - full continuum (incl. cardiac rehab, prevention) I CDPM CDPM

CKD/Renal

10_Consensus on GE LHIN ESRD/Dialysis issues, next steps. | [ | [ | |comu [copm/piovders |

Self Management

54 [Inventory of Education and Self-Management Programs/ Initiatives for (i.e. current initiatives and providers and (2, 49, 4, 54, 73 CDPM LHIN
the gaps/challenges): CDPM
1. cardiovascular disease and stroke:
2. chronic kidney disease;
3. diabetes;
4. Arthritis and related conditions
5. Respiratory disease (COPD, bronchitis, asthma)
52 [ldentify a consistent self management model for CE LHIN 54, 56 CDPM CDPM
Primary Care WG
69 [Assess access to and strategize on respite (relief of caregiving duties) options and other caregiver support CDPM CDPM
needs.
71 |Expand access to self management programs CDPM LHIN / CDPM
Coordination
39 [Implement coordinated/cross-disease prevention programs for people who have various chronic diseases: 34 CDPM LHIN
Primary (pre disease) and Secondary Prevention (e.g. healthy lifestyles with disease) and Tertiary (Disease CDPM
Management) Providers
43 |Improve consistency of screening and assessment tools. (Identify and share best practices) CDPM CDPM
Providers
58 [ldentify opportunity for coordinated visits and scheduling 58, 42, 60 CDPM CDPM
Providers
42 | Consistent guideline for specialist referral (pre-consult preparation) 58, 42, 60, 97 CDPM CDPM
Primary Care WG
HPAC
60 |(ldentify opportunity for coordinated/central intake (b/w programs) 58, 42, 60 CDPM CDPM
Providers
Osteoarthritis Assessment / Joint Replacement NEW LHIN
Providers
57 [Link people with CD to mental health (depression) supports 97 CDPM CDPM
MHA / Primary Care
38 [Client information travels with them to various chronic disease providers CDPM E-health
Health Human Resources
65 [Stroke: Develop more accurate understanding of HHR limitations/pressures 103 CDPM CDPM
Stroke Strategy
HHR WG
37 |ldentify barriers and opportunities to form interdisciplinary care teams for people with chronic disease 97,103, 28 CDPM CDPM
HHR WG
Primary Care WG
50 [Develop safe, evidence-based alliances and linkages with complementary health practitioners/practices.. CDPM CDPM
HPAC
67 [Access to adequate numbers of appropriately trained chronic disease professionals 65 CDPM LHIN

Mental Health and Addi
Service Delivery

74 |Regional Networking Groups for specific populations. Utilize a systems approach to service and promote
regional networking groups for specific populations

tions

HHR WG

MHA

73 |[Up to date inventory of programs and services. To maintain an up-to-date, publicly accessible inventory of MH&A MHA
agencies, programs and services LHIN

80 |Youth Early Intervention Strategy Broad Initiative. Develop an Youth Early Intervention strategy including MH&A LHIN
prevention education, early intervention and mechanisms to move from children's to adult system Partnership

82 [Consistent Data Collection Methodology and Outcome Measures. Develop consistent data collection MH&A MHA
methodology and outcome measures for success to inform planning processes and funding decisions MOHLTC project

83 [Common intake and assessment. Develop and expand on existing common intake processes and common MH&A MHA
assessment tools Providers

84 |Shared resources and service coordination.Community mental health and addictions agencies to find ways to MH&A Providers
share resources and coordinate services MHA

Knowledge Exchange




those experiencing them
Ith Human Resources

76 |Knowledge of Best Practice Initiatives. Promote knowledge exchange focused on excellent program standards |31 MH&A MHA
and learnings from CQI initiatives
75 |Knowledge Exchange - CQI and Standards. Ensure current knowledge of national, provincial and inter- MH&A MHA
ministerial initiatives demonstrating best practice and new knowledge
81 [Reduce stigma and discrimination. Work with the Mental Health and Addictions Network, health providers, MH&A LHIN
consumer & family groups to reduce the stigma of mental illness & addictions and the discrimination against ’;"HA
artners

Seamless Care for Seniors

HHR recruitment, retention and training strategy. Develop a health human resources recruitment, retention and MHA

training strategy HHR WG
78 |Interdisciplinary team approach to care - within/across. Develop an interdisciplinary team approach to care MH&A MHA

across agencies within mental health and addictions and across sectors EEE xVVg

at various levels (locally, regionally)

Strategy
1 Establish a Seamless Care for Senior’s Network and associated Steering Committee.
Knowledge Building. Knowledge building on the needs of the senior’s population and existing service system 7,2,49, 4,54, SCFS LHIN
e.g. inventory of services/programs 73 SCFS
2 CCAC
3 Planning Framework. Adopt a framework within which a seamless system of care and support can be anchored SCFS SCFS
in Central East.
8 Basket of Services. To define the types of core seniors-related services that should be available and accessible SCFS SCFS

care.

igation
27 |Case Management. To explore models of coordinated access and case management that follow the senior to SCFS SCFS
enable them to receive the right care in the right place at the right time. CCAC
26 |Education. Agencies/organizations, along with relevant community groups/networks working on behalf of SCFS Providers
seniors, will collaborate in the development and implementation of strategies to educate/increase awareness of
services/programs available for seniors, caregivers and providers.
19 |Transition Points. To better support seniors and their caregivers at times of transition between levels or types of |33, 19 SCFS Providers

Supportive Housing, and Aging at Home

role.

cialized Geriatric Services

12 | Solutions for improved access to supportive housing. 12,13, 105 SCFS LHIN
SCFS
13 |Solutions for improved access to long-term care placement options. 12,13, 105 SCFS LHIN
SCFS
14 |Safe and secure environments for individuals with cognitive impairments and at-risk behaviours. SCFS Joint - SCFS/MHA
105 |Examine Community Support Service sector to determine its ability to effectively support the current direction of |12, 13, 105 SCFS LHIN
maintaining individuals in the community. Providers
SCFS Network
20 |Agencies and organizations are to improve integration of the Community Support Sector with other parts of the SCFS Providers
health care system to make it easier for providers and consumers to access the right care at the right time.
17 | To provide needed supports to caregivers to enable them to remain healthy and able to continue to fulfill their SCFS LHIN
Providers

Safety and Quality

9  [The Central East LHIN will establish a link with Sunnybrook Health Sciences Centre (an Academic Health SCFS LHIN
Science Centre), also home to the Regional Geriatric Program, to provide needed support to this region. ‘
10 |To examine the existing infrastructure related to specialized geriatric and psychogeriatric services and determine SCFS SCFS
next steps (incl. comprehensive geriatric nent)
113 |Pursue Enhancement of Geriatric Expertise in Hospital Eds SCFS / Wait | Provider Project Team
Times & SCFS
11 |To build geriatric expertise within Central East. 9,103 SCFS LHIN / SCFS / HHR

Working Group / RGP

32 | The Central East LHIN, in establishing system performance indicators, will develop elder sensitive measures SCFS MOHLTC
that encourage high quality and safe care of the seniors’ population. HPAC
Partners
31 [The Central East LHIN and its community partners will further the concept of a local “Quality Conference” that |76 SCFs LHIN Quality and
would disseminate best practice approaches and facilitate knowledge exchange related to quality and safety for Safety WG
seniors. HPAC
Partners
30 |To enhance quality of care through opportunities for sharing resources and coordinating functions SCFS Providers




Management project through the former Scarborough Community Care Access Centre to determine future
opportunities for this model.

Wait Times & Critical Care

Wait time task group to facilitate inter-facility working partnerships that will improve access to provincial targets

22 |Hospitals and Long-Term Care Homes will be expected to demonstrate effective, evidence-based falls SCFS LHIN Quality and
prevention and medication reconciliation / management practices/programs. Safety WG
HPAC
Partners
24 |Medication Management. Once completed, the Central East LHIN will review the evaluation of the Medication SCFS LHIN
HPAC?

LHIN

-Activity is Complete or near completion

Activity is leverages an existing project/opportunity and should be pursued as a priority
Activity is a priority and should commence
Common Activity (Detailed Service Inventory) that is a priority

| |Activity should be commenced in 2008 unless additional resources are obtained

| Activity is dependent on previous actions/additional resources/LHIN authority, and requires assessment from project teams (e.g., Networks) to assess readiness

Providers
115 |Establish and ED Task Group WT/CC LHIN
Providers
116 |Produce regular progress reports on the wait times in the Central East LHIN wT/CC WT WG
117 |Hospitals in the CE LHIN will participate in the Provincial Wait Time Information System and other quality WT/CC Providers
improvements
118 |Conduct a critical care health human resources needs assessment and explore coordinated recruitment WT/CC Critical Care Lead
HHR WG
119 |Explore an "always available" critical care bed concept for ICU referrals between CE LHIN hospitals. Institute WT/CC Critigal Care Lead
compulsory use of Criticall to better track patient referrals and system performance Providers
120 | At a minimum, the Scarborough Hospital, Rouge Valley Health System, Lakeridge Health System (Oshawa) and WT/CC LHIN
the Peterborough Regional Health Centre will have instituted an intensivist led management model for their Crlllc_al Care Lead
critical care units 24/7 by 2008. Providers
LEGEND




