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Objectives

¢ Provide current status on Central East LHIN Strategic Aim Performance Metrics

* Provide an update on Central East LHIN Vascular Health Strategy-related
Initiatives

* Next Steps

e Appendix — Supporting Metrics




Central East LHIN Vascular Health Strategic Aim
Performance Metrics




Integrated Health Service Plan: Strategic Aim

Vascular Health Strategic Aim:

¢ Continue to 1mprove the vascular health of people to live healthier at home by
spending 6,000 fewer days in hospital and reducing hospital admissions for
vascular conditions by 11% by 2019.

Assumptions:
e Total Length of Stay (TLOS) and separations would continue to increase;

e Average Length of Stay (ALOS) would regress to its median value of 7.25 days;

e OQOutliers will be included within their data sets, except in cases where data
quality is a concern; and

e The Central East LHIN vascular health initiatives will continue to be a factor in
reducing hospital days and readmissions.




Vascular Strategic Aim: Total Days Saved
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2016-17 2017-18 2018-19
2016/17 2017/18 2018/19
Projected Total Length of Stay 81,889 86,028 90,263
Estimated Total Length of Stay 82,899 85,604 89,693
Cumulative Days Saved -1,010 -586 -16

*This does not imply that saved days have been lost in relation to the achievements of the 2013-16
Integrated Health Service Plan (IHSP), but rather that additional days have not been saved as
originally planned in the 2016-19 THSP. 5




Vascular Aim: Reducing Vascular Readmissions
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2016-17 2017-18 2018-19
2016/17 2017/18 2018/19
Projected % Readmissions 16.1% 16.2% 16.2%
Estimated % Readmissions 15.1% 15.0% 14.9%
Cumulative Readmissions Saved (%) 6.0% 6.7% 7.3%
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Vascular Health Aim Supporting Dashboard: Metrics Update
CE LHIN . .
Indicator Baseline or -frcl)TeClIJDr?(;Ir?td Current CUES | Pl
MOHLTC Performance Status | of Trend
1 |Performance
Target
30-Day Readmission for select HIG (Cardiovascular) (Goal is to 0 0 o
decrease the number of readmissions)? 14.2% 13.0% 16/17 Q3 15.1% L :c
30-Day Readmlssmn_ fo_r seleft HIG (CHF) (Goal is to decrease 93.1% 21.9% 16/17 Q3 91.8% %
the number of readmissions )
30-Day Readmlssmn_ fo_r seleg:t HIG (COPD) (Goal is to decrease 18.5% 20.1% 16/17 Q3 99.8% o :>
the number of readmissions )
30-Day Readmmsmnl folr sele<1:t HIG (Diabetes) (Goal is to decrease| 13.3% 14.6% 16/17 Q3 14.8% :>
the number of readmission s)
Percentage ALC days (stroke) (Goal is to decrease the percentage 0 0 o :>
of ALC days accumulated by stroke patients ) 23.7% 21.4% 16/17 Q4 37.1% ®
Proportion of acute stroke (excluding TIA) patients discharged
frqm acute care and a_dmltted to 1npa_t1ent rghabllltatlon (Goal is 34.7% 47 8% FY 15/16 41.8% ® &
o increase the proportion of stroke patients discharged to
npatient rehabilitation )
Proportion of stroke/TIA patients treated on a stroke unit any
time during their inpatient stay (Goal is to increase the 0 0 0 @
proportion of stroke and TIA patients treated on a dedicated 31.9% 8.7% FY 15/16 55.3% L
stroke unit at some time during their hospital stay )
Note: 1 Bold font indicates a MOHLTC calculated target or an Ontario target.
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How are Savings Calculated?

Goal: Continue to improve the vascular health of people to live healthier at
home by spending 6,000 fewer days in hospital by 2019

¢ Cumulative Days Saved = Projected Total Length of Stay — Estimated Total Length
of Stay.

e Projected Total Length of Stay (TLOS) represents a projection of what the total
length of stay would potentially be based on three years of historical data.

« Estimated TLOS represents the actual length of stay for each fiscal year.
Estimated values based on aim assumptions are used until actual values are
known. 2016/17 values are actuals.

Goal: Reduce hospital rates of readmission for vascular conditions by 11% by
2019

¢ Cumulative Readmissions Saved (%) = (Projected Readmissions — Estimated
Readmissions) / Projected Readmissions.

¢ Projected Readmissions represents a projection of what the percent readmissions
would be based on three years of historical data.

+ Estimated Readmissions represents the actual percentage of vascular readmissions
for each fiscal year. Estimated values are used until actuals are known. Q1 to Q3
2016/17 values are actuals.




Vascular Strategy-related Initiatives




Cardiac Rehabilitation and Secondary Prevention (CRSP)

e (Cardiovascular Rehabilitation and Secondary Prevention (CRSP) program provides
a regional integrated service (see slide #39 for sites) utilizing referral criteria,
centralized referral, acceptance and booking for patients with vascular disease
(including those with diabetes, chronic renal disease, stroke, cardiac disease,
congestive heart failure and peripheral vascular disease) who are at high risk for
cardiovascular complications.

¢ The CRSP program provides supervised exercise programs, along with education
classes, counseling and support for patients and their families.

A CRSP is an evidence based strategy that has shown reduced morbidity and
mortality related to cardiovascular disease.

A CRSP is a multi- factorial, integrated secondary prevention program for all
vascular patients, including coronary artery disease, congestive heart failure,
peripheral vascular disease, non-disabling stroke and high risk persons with
diabetes.

e Annual investment = $2,235,125.

10




Cardiac Rehabilitation and Secondary Prevention Research
Project

Mortality by Participation Status
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CRSP program was evaluated through the Ministry of Health and Long-Term Care
Applied Health Research Question (AHRQ) program, to study the CRSP program’s
effectiveness. The results of the study point to the benefits of CRSP program participation
on mortality, Emergency Department (ED) visits and rates of hospitalization. Greatest
effects are seen in clients who fully completed the program. This effect is not only positive
from the clinical outcomes perspective, but also from Health System resource utilization

perspective. 11




Cardiac Rehabilitation and Secondary Prevention (Cont'd)

Accomplishments:

o CRSP staff visited Alderville First Nation to discuss opportunities to serve their
community (exercise programs and education, risk factor management tailored to
their needs).

* Between October 1 and November 23, 2017, tobacco educators, dieticians, and
heart failure specialists conducted over 20 appointments via Ontario Telemedicine
Network (OTN). In November, patient feedback surveys were implemented which
have a cumulated score of 94% satisfaction with the OTN service.

* Fall prevention and balance training exercises incorporated into all classes across
14 sites.

¢ Program enrollment (FY 2016/17) post referral is at 46%, which 1s higher than the
national rate of 20% and the Ontario provincial rate of 22%.

* Program staff have completed the “Certified Tobacco Educator” and “Certified

Diabetes Educator” courses to support the growing smoking cessation service and
CRSP patients living with diabetes.
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Vascular Surgical Program

* Operates under the formal agreement of Vascular Surgery Regional Services
Memorandum of Understanding between Lakeridge Health, Peterborough Regional
Health Centre, and Scarborough and Rouge Hospital (signed by member
organizations on June 25, 2014).

e Offers a mix of ambulatory procedures and larger acute surgeries within its
inpatient vascular services model. This clinical program is defined by inpatient
cases such as deep vein thrombophlebitis, lower limb amputations, and vascular
bypass surgeries. While a number of these types of cases present in relatively stable
patients, several diagnoses require emergent vascular interventions, such as a
ruptured abdominal aortic aneurysm.

e Acts as champion and advocate for advancing the regional model and participates in
planning and advocacy for the expansion/continuation of vascular services.

* Ensures that high quality, consistent, and equitable vascular surgical services are
delivered in the Central East LHIN.

e Annual investment is being confirmed by LHIN and providers.

13




Vascular Surgical Program (Cont'd)

Peterborough Regional Health Centre (PRHC) Accomplishments:

¢ Pre-Capital submission to the Central East LHIN for a Hybrid Operating suite
—July 2017.

* Endovascular Aneurysm Repair (EVAR) program is performing at capacity of its
allocated 40 procedures per year.

¢ Continued participation in CorHealth (previously Cardiac Care Network [CCN])
Vascular Registry — consistently achieving the benchmark of less than 10% of
missing/unknown data.

e Continued 24/7 physician coverage for the North East and eastern parts of the
Durham cluster.

Scarborough and Rouge Hospital (SRH) Accomplishments:

* Recruitment of 3'4 Vascular Surgeon.

* Embarking on National Surgical Quality Improvement Program for vascular
surgeries.

* Received CCN Designation for Level 2 Vascular centre.

» Actual Length of Stay for vascular cases is below Expected Length of Stay.

14
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Ontario Renal Network (ORN)

¢ The Ontario Renal Network (ORN), a division of Cancer Care Ontario, manages
the delivery of chronic kidney disease services. The decisions and advice are based
on the best evidence available, enabling ORN to provide effective planning,
programs and funding to support a continuously improving kidney care system in
Ontario.

* ORN 1s also responsible for establishing consistent standards and guidelines to
support quality kidney care, and putting in place information systems to measure
performance.

 The ORN’s Regional Program Director and Medical Director for the Central East
LHIN are hosted at Lakeridge Health (LH).

¢ The three Regional Renal Programs are located at LH, Peterborough Regional
Health Centre (PRHC) and the Scarborough and Rouge Hospital (SRH).

¢ Annual investment = $81,846,547 (ORN-allocated revenue for direct service
provision in hospitals).

15




]
Ontario Renal Network (Cont'd)

Regional Renal Renal Program Sites # of DialysisStations
Program

Peterborougliregional Ross Memorial Hospital 15
Health Centre Northumberland Hills Hospital 12
Peterborough Regional Health Centre 27

LakeridgeHealth Lakeridge Health Oshawa 36
Lakeridge Health Whitby 21
7 Home Hemodialysi3raining
Stations
Scarborough and Rouge Scarborouglhi General Site 67
Hospital 6 Home Hemodialysis Training
Stations
CorporateDrive 18
Yee HongCentre for Geriatric Care 13

BridgepointHealth 6
16




Ontario Renal Network (Cont'd)

Accomplishments:

* Approved pilot project for Integrated Dialysis Care (bundled care model) at LH and
SRH sites.

« Expanding Nephrologists Clinics on-site at the LH Whitby site.
¢ Evaluation underway of the new Palliative Care Clinic at LH Oshawa.

¢ Strategies underway to identify and reduce barriers to home dialysis.

» Assessment of potential option for temporary dialysis stations at Centenary site
while awaiting Ministry approval for more permanent stations as part of capital
submission processes.

* Working on consistency / standardization of quality and care of Nephrology
patients across Scarborough.

* Nephrologists continuing to progress with the Primary Care Engagement strategy.

« PRHC continues with their “Transplant Quality Improvement Initiative” that
focuses on improving live kidney donor rates — as an early adopter with the ORN.

¢ The Regional Renal Program at SRH is the largest in North America with more
than 6,000 registered patients.
17
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Stroke

e Stroke Report Card is produced by the Ontario Stroke Evaluation Program which
provides comprehensive evaluation of the Ontario Stroke System.

* Interpretation of indicators to support identification of gaps and opportunities for
collaboration with system stakeholders to drive improvement across the care
continuum.

e District Stroke Centres are located at PRHC and LH.
* Annual investment = $16,770,218 (for Stroke Quality Based Procedures).

Accomplishments:
¢ The Ontario Stroke Report Card and Progress Report 2017 were released in June;

¢ The Central East LHIN had exemplary performance related to the proportion of
patients who received acute thrombolytic therapy (tPA);

¢ Progressing well compared to previous three years on four key indicators:

— Proportion of patients 65 years and older with atrial fibrillation who filled a
prescription for anticoagulant therapy (stroke prevention);

— Proportion of ischemic stroke inpatients who received carotid imaging (stroke
prevention);

— Proportion of stroke/TIA patients treated on a stroke unit (acute care); and

— Proportion of inpatient stroke rehabilitation patients achieving length of stay
targets (rehabilitation). 18




Diabetes Education Programs (DEPs)

e Provide basic to intermediate level diabetes education and management services
through a model that is needs-based and community-based.

A Develop a standard approach to care and management of diabetes, including
screening, based on the current Canadian Diabetes Association's Clinical Practice

Guidelines.

A Establish effective community-based approaches to prevent and manage
diabetes- related complications.

A DEPs are staffed by a multidisciplinary team of trained health professionals,
including Registered Nurses and Registered Dieticians.

A Annual investment = $8,443,942.

19




Diabetes Education Programs (Cont'd)

Hospitals Accomplishments

North East Port Hope * Received Pump Certification and training
Northumberland for Type I diabetes management;
Community Health Endocrinologist has joined team on a
Centre (CHC) consulting basis every two weeks

e Provides services at Alderville First Nation
 Sharing physical space has led to improved
collaboration

Brock CHC * Outreach to Hastings, Warkworth and
Colborne has improved access to DEP
services

Campbellford Implemented a well-attended Healthy
Memorial Hospital Heart and Cooking Classes in collaboration
with cardiac rehab program

Ross Memorial e Services expanded to Bobcaygeon, offering
Hospital access to local health club services in
collaboration with the recreation centre

20




Diabetes Education Programs (Cont'd)

Hospitals Accomplishments

North East Haliburton Highlands  Community outreach to outlying areas
(Cont’d) Health Services continues to improve access for patients
with geographic or transportation
barriers
Peterborough Regional * Hosting Diabetes Symposium in
Health Centre April 2018

e Provide support and outreach to Curve
Lake First Nation

Scarborough TAIBU CHC * Continuing to provide culturally specific
programming and virtual care to members
of the Black community

21




Diabetes Education Programs (Cont'd)

Hospitals Accomplishments

Durham Markham Stouffville * Relocated to Uxbridge Health Centre
(Uxbridge) enabling collaboration with primary care
and endocrinologist

Carea « DEP services available at 3 sites
(Oshawa, Ajax, Pickering); Providing
transportation to patients who have
difficulty accessing clinics

e Provides services for the Indigenous
populations within the Durham
sub-regions

Integration of two (LH Whitby and former
Rouge Valley Ajax Pickering) sites is
complete;

 LH Ajax DEP has re-located resulting in
doubling of referrals

Charles H. Best Working with LH to provide inpatient
support to Type I diabetes patients

Lakeridge Health

22
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Centre for Complex Diabetes Care (CCD()

¢ Centre for Complex Diabetes Care (CCDC) 1s a program in the continuum of care
for those patients living with complex diabetes who need more contact, more
resources, and more follow-up across health care and social services systems.

¢ Focus on Self-Management techniques and the reduction of Emergency
Department (ED) visits and hospitalizations.

e A shared model of care that includes an inter-professional team consisting of Nurse
Practitioners, Registered Dietitians, Social Workers, Registered Nurses, and
Pharmacists.

* Transition/discharge planning with primary care providers and DEPs.

¢ The Central East CCDC care delivery sites are located at LH (Whitby), PRHC, and
SRH.

e Annual investment = $1,787,797.
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Centre for Complex Diabetes Care (Cont'd)

Accomplishments:

o Staff participated in Total Contact Casting education for diabetic foot ulcers;

* Collaboration has occurred to enhance knowledge exchange between sites;

¢ Continued initiatives to provide culturally specific services to First Nations
populations; and

* SRH is pursuing status as Centre for Diabetes Excellence by implementing
standards of care model by McMaster University.

CCDC Site Actual # of Actual # of Actual # of 2017/2018
New Patient New Patient New Patients Target of

Visits Q1 Visits Q2 (Q1-Q2 Total) New Patient
Visits
SRH 50 42 92 182
LH 29 28 57 93
PRHC 46 48 94 164
Total 125 118 243 439

24




Central East LHIN - Home and Community Care Division
Vascular Strategy-related Initiatives
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Centralized Diabetes Intake (CDI)

e Centralized Diabetes Intake (CDI) provides accessibility to both health care
providers and those living with or at risk of developing diabetes through a single
phone call or faxed referral.

A Central East LHIN (Home and Community Care division) is the host agency for
CDI, and the Care Coordinators assess for client eligibility and provide access to:

— 18 Diabetes Education Programs (DEPs) and 3 Centres for Complex Diabetes
Care (CCDC).

— Other Services: CRSP, Home and Community Care services, Community
Support Services, Health Care Connect, and the Central East
Self-Management Program.

* Annual investment = $323,438.
Accomplishments:

¢ Implementation of improved internal referral process and engagement with
internal staff/Care Coordinators has led to exceeding the annual target at end of

Q3.

¢ Meeting with leaders from Diabetes Education Programs and Centres for Complex
Diabetes Care was held November 24, 2017 to establish standardization among
groups and identify common elements to include in the Service Accountability
Agreement. 26
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Total Contact Casting (TCC)

e Total Contact Casting (TCC) 1s a below-knee cast that incorporates the whole limb
and foot, imposing compliance with offloading orders by redistributing pressure
throughout the foot and lower leg.

e Foot ulcers are the most serious of all diabetes-related complications and
reportedly precede lower-extremity amputations in up to 85% of cases.

e Patients experience wound closure within an average 5.3 weeks.

o It is estimated that there is total cost savings of $3,176 per patient.

¢« TCC 1is available at all five Central East LHIN community nursing clinics.

¢ Annual investment = $251,700 plus additional $3,500 one-time funding for
education.

Accomplishments:

 In December 2016, the Central East LHIN became the first in Ontario to offer
TCC at no cost to patients by bringing the supplies associated with the treatment
onto the Central East LHIN formulary for medical supplies.

* Over 100 patients have benefited from TCC since introduction within nursing
clinics.

¢ The Central East LHIN TCC model was presented via digital poster presentation
at the November 2017 Wounds Canada Conference.
27
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Telehomecare (TH()

A The focus of the Telehomecare (THC) program 1s to support patients with mild to
moderate Chronic Obstructive Pulmonary Disease (COPD) or Congestive Heart
Failure (CHF) through remote health monitoring and coaching by trained THC
Clinicians.

A Patients are provided with easy-to-use in-home monitoring equipment and will
engage in 6 months of health coaching aimed at improving self-management for
chronic conditions.

* Annual investment = $750,413.

Accomplishments:

¢ Implementation of improved internal referral process and engagement with
internal staff/Care Coordinators has led to exceeding the annual target at end of

Total Annual
Q1 Referrals Q2 Referrals Q3 Referrals

1,244 1,180

28




Telewound Care

¢ Telewound care 1s a project in partnership with Ontario Telehealth Network (OTN)
that will target patients suffering from complex chronic and acute wounds, who
rely on treatment from community care service providers.

 Target patients will be placed on a best practice outcome-based or service pathway
that 1s supported by a wound care technology solution to enhance assessment,
management, and selection of appropriate wound care supplies.

¢ Technology will support identification of a problem early in the healing process to
decrease medical costs and prevent further complications if left untreated. The
additional burden on delayed treatment due to lack of clinical providers, as well as
the cost of having to travel for follow-up care is being eliminated.

¢ Investment = $50,000 (one-time project funding in 2017/18).
Accomplishments:

* Patient identification and enrollment began January 3, 2018. Recruitment target
until pilot completion, March 31, 2018, 1s 200 patients.

¢ OTN finalized the designated contract vendor. Partnerships with contracted
providers will be utilized, including Saint Elizabeth Health Care, ParaMed Home
Health Care and Care Partners.

29




Self-Management Program

A Central East LHIN is one of the 14 Self-Management Programs across the
Province.

A Offers training and workshops to participants, caregivers and health care
professionals across the Central East LHIN.

A Staffing include: one Senior Manager, four Coordinators for Professional
Education, and two Administrative Assistants.

A Hosted and funded by the Central East LHIN (Home and Community Care
Division).

A Has approximately 150-200 volunteers on an ongoing basis who lead workshops
and training sessions, all of whom have taken and successfully completed all
appropriate training and application processes.

A The program has its own Advisory Council, consisting of 14 members.
A Annual investment = $343,400 (Central East LHIN).
A Provincial Training Budget = $301,272.
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Self-Management Program (Cont'd)

Accomplishments:

¢ Building partnerships and collaborations to strengthen the impact and
sustainability of the program within the Central East LHIN including:

— Indigenous communities: Strong partnerships developed with the Curve Lake
Health Centre, Lovesick Lake Aboriginal Women’s Association, and
Nogojiwanong Friendship Centre; and

— Francophone Communities: Scarborough Region Coordinator focusing on
building sustainable resources for the program delivery within the
Francophone community.

Annual

Performance | Percent to Fiscal

Indicator Program
Q1-Q3 Year End Goal Target

# of individuals who have attended a peer
support/coaching to maintain/increase their 340 141% 300
self-management skills

Patient Activation Measure (PAM) Survey
Tool Distributed — this is a three part
package that includes three surveys in total
— Session one, Session 6 and 3 month

419 202% 300
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Vascular Strategy

The achievement of the Vascular Aim is dependent on the ability of residents of the
Central East LHIN to access best practice care in the key areas of care across the
LHIN, including: Stroke, Cardiac, Diabetes, Respiratory, and additional supporting
services.

To advance the Vascular Health Strategic Aim, a new governance structure is
proposed.:

Member Central East

Organization LHIN Board of
Board of Governors Governors

Member Central East
Organization LHIN Senior
Senior Team Team

Vascular Health
Steering

Committee

Diabetes

Stroke Cardiac Respiratory Vascular Surgery

Integrated Renal . . . .
Program Council Sub-Committee Sub-Committee Sub-Committee Sub-Committee

Sub-Committee
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Next Steps

e Further implementation of Vascular Health Strategic Aim initiatives as outlined in
the 2016-19 Integrated Health Service Plan (IHSP 4) and 2017/18 Annual Business
Plan.

¢ Meeting of the Vascular Health Strategic Aim Coalition to review the proposed
Vascular Health Governance Structure on January 17, 2018.

¢ Implementation of the Vascular Steering Committee and establishing supporting

sub-committees under the guidance of the leadership of the Vascular Physician
Lead.

* Finalization of work plans for each Sub-Committee once formed.
* Integrate Vascular Health Strategic Aim within sub-region planning.

* Improve transitions between programs supporting vascular patients across the
continuum of care.

* Establish a standardized model of care within the Diabetes Education Programs
and Centres for Complex Diabetes Care.
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Appendix — Supporting Metrics




Stroke Report Card
Central East LHIN - Report Card and Progress Report Summaries
® poor performance Not progressing
B progressing
- Exemplary performance - Progressing well
® Data not available or benchmark not available M Data not available or benchmark not available
HP = high performing LHIN G| = greatest improving LHIN
PB = population based indicator LB=lower number is better
Report Card Progress Report Variance within LHIN
Indicator
14/15 15/16 14/15 15/16 3 prior years 15/16
1 Proportion who arrived at ED by ambulance (PB) 59 58.8 58.6-62.1 | 56.2-62.1
2 Inpatient admission rate for Stroke/TIA  (PB, LB) 1.2 HP 1.3 1.2-15 1.3-1.7
3 30-day mortality rate (LB) 11.7 11.4 6.3-37.1 0-26.4
4 Proportion with a-fib prescribed anticoagulant 73.6 75.7 59.7-78.7 | 73.5-78.4
5 Proportion with carotid imaging before discharge (PB) 70.8 76.7 23.5-89 26.3-90.4
6 Median door-to-needle (LB) 58 66.0-258.0 53-207
7 Proportion receiving thrombolytic therapy (iPA) (PB) 12 13.4 10.6-17.3 | 10.8-15.4
8 Proportion treated on Stroke unit during stay  (PB) 42.7 55.3 15.9-46 54.4-56.1
9 Proportion discharged from ED to secondary prevention 61.3 72.7 N/A N/A 32.3-91.7
10 Proportion of ALC days to total LOS in acute (LB) 0-39.4 0-52.3
11 Proportion discharged from acute to inpatient rehab (PB) 41.9 HP 41.8 27.2-45.5 33.2-48.1
12 Proportion mild strokes discharged home from acute 66.2 66.2 N/A N/A 40.7-84.2
13 Median days from stroke to inpatient rehab admission  (LB) 6 HP 6 6.0-22.0 5.0-11.0
14 Median minutes of rehab therapy per day 39.7 N/A N/A 19.6-62.4
15 Proportion achieving RPG LOS targets 68.6 70.8 40.0-100 | 57.0-79.6
16 Median FIM efficiency 1.4 1.2 1.0-2.0 0.8-1.6
17 Mean number of CCAC visits 6.7
18 Proportion of inpatient rehab with severe stroke 52.9 47.6 24.1-55.6 | 35.7-54.1
19 Proportion discharged from acute to LTC/CCC  (PB, LB) 2.0-10.7 4.3-13.5
20 Readmission rate at 30 days (LB) | 7.9 7 4.3-13.2 0-14.1
38




CRSP Regional Service Delivery Sites

14 CRSP Regional Community Sites : ‘
« RVHS Centenary

* Pickering Soccer Club

* Ajax Community Centre

¢ Whitby Abilities Centre

* Oshawa Civic Complex

¢ Oshawa Legends Centre
 Bowmanville Indoor Soccer Facility

* Port Perry -Scugog Community Centre
Cobourg YMCA

¢ Cobourg Community Centre

o Campbellford Hastings Fieldhouse

¢ Peterborough Sports and Wellness Centre
* Lindsay Ross Memorial Hospital

* Bobcaygeon

Future sites: <>
* Seaton
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Cardiac Rehabilitation and Secondary Prevention (CRSP)
Referral Data

Regional CRSP Referral Data

2016/17 6796 16% 84% 39% 46% +26%
2015/16 7246 20% 80% 34% 43% +23%
2014/15 7023 18% 82% 33% 40% +20%
2013/14 6420 21% 79% 32% 41% +21%
2012/13 5741 28% 72% 35% 49% +29%

*Inappropriate referrals include declining the program due to medical reasons, referral to other CRSP program, andoraieal cor
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30-Day Readmission for select HIG (Cardiovascular)
(Goal - decrease)
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Analysis : Central East LHIN 30-day readmission for Cardiovascular HIG in Q3 2016/17 was
slightly higher at 15.1% than the Expected Readmission Ratio of 13.0% although there has been a
decrease in rate of readmission from Q2. Review of the investments from the Central East LHIN
within the Cardiovascular Rehabilitation and Secondary Prevention Services (CRSP) is underway
to support the community based services. CRSP services is an evidence based strategy which
supports the reduction/prevention of hospital readmissions however there 1s a request to reduce the
needs gap. 41




30-Day Readmission for select HIG ( Congestive Heart Failure)
(Goal - decrease)
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Analysis : Central East LHIN 30-day readmission for Congestive Heart Failure (CHF) HIG in Q3
2016/17 was very slightly higher at 21.3% than the Expected Readmission Ratio of 21.2%. The
Telehomecare program leadership continues to engage with community providers and hospitals for
program promotion to increase referral and uptake of patients into the program.
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30-Day Readmission for select HIG ( Chronic Obstructive Pulmonary
Disease)
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Analysis : Central East LHIN 30-day readmission for Chronic Obstructive Pulmonary Disease
(COPD) HIG 1n Q3 2016/17 was 22.3% which 1s higher than the Expected Readmission Ratio of
20.1%. There are three COPD/Respiratory clinics within the Central East Region that manage
the referrals from hospital to community. In addition, the Telehomecare program leadership
continues to engage with community providers and hospitals for program promotion to increase
referral and uptake of patients into the progra4r§1.




30-Day Readmission for select HIG (Diabetes)
(Goal - decrease)
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Analysis : Central East LHIN 30-day readmission for Diabetes CMG in Q3 2016/17 was 14.8%
which is slightly higher than the Expected Readmission Ratio of 14.6%. This is the seventh
consecutive quarter where Central East LHIN’s readmission rate for Diabetes has been near or
below the expected rate. Centres for Complex Diabetes Care opened at three separate sites across
the LHIN to provide intensive support for patients with complex presentations and diabetes. Access
to Centralized Diabetes Intake also provides support directly to the patient.
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Percentage ALC days  (Stroke )
(Goal - decrease)
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Analysis : Central East LHIN has seen an increase in Percentage ALC Days during Q4 FY 2016/17
for stroke patients, after a sharp decrease in Q3.

Data Source: DAD, CIHI from IntelliHealth, MOHLTC
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Proportion of acute stroke (excluding TIA) patients discharged from
acute care and admitted to inpatient rehabilitation
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Analysis : Since FY 2009/10, there has been a gradual increase in proportion of acute stroke
(excluding TTA) patients discharged from acute care and admitted to inpatient rehabilitation, from
32.9% to 41.8% in FY 2015/16. Central East LHIN continues to be below the Ontario target.

Data Source: Ontario Stroke Report Cards and Progress Report 2017: Setting the Bar Higher. fost@litecal Evaluative
Sciences (ICES) and the Ontario Stroke Network (D8Msed on 2015/16 data.
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Proportion of stroke/TIA patients treated on a stroke unit any time
during their inpatient stay
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Analysis : Between FY 2012/13 and FY 2015/16 there has been a steady increase in proportion of
stroke or TIA patients treated on a stroke unit any time during their inpatient stay, from 35.3% to
55.3%.

Data Source: Ontario Stroke Report Cards and Progress Report 2017: Setting thiggBar. Institutefor Clinical Evaluative
Sciences (ICES) and the Ontario Stroke Network (OSN). Based on 2015/16 data.
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