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Message from our Chair and CEO
We are now over six months into our transformative journey as the renewed Central East Local
Health Integration Network (Central East LHIN). With the passing of the Patients First Act, 2016
and through the seamless transfer of accountability for the delivery of Home and Community Care
into the LHIN, we now have the tools, oversight and accountability needed to continue to lead the
advancement of an integrated sustainable health care system that ensures better health, better care
and better value.
Going forward, our expanded mandate will see us have greater involvement with primary care
and improved linkages with population health planning. As a result, LHINs and other partners are
strengthened in their ability to improve the accessibility and consistency of patient care through an
integrated system of care that is focused on the health of the overall population.
The Central East LHIN plays a leading role in the transformation of Ontario’s health care system
within the Central East region. On behalf of the Ministry of Health and Long-Term Care, we continue
to harness local expertise and experiences. By engaging communities and individuals we are building
better health care solutions for our people and populations.
We ensure that the voices of patients and caregivers, Indigenous and Francophone representatives
and new immigrants are embedded in everything we do. With their lived experiences as our guide,
the Central East LHIN is leading ongoing transition and transformation activities across our seven
geographic sub-regions to support the sustainability of our health care system.
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With the added responsibility to now deliver Home and
Community Care, we are re-aligning the health care system by
building on past investments that we know have had a positive
impact in the community. We are breaking down the silos
between our health care sectors and providers to ensure seamless
transitions for patients. We are continuing to work towards an
integrated health care delivery system that will better meet the
current and future needs of patients, caregivers and communities.
We hope you will see that the projects, investments and
achievements highlighted in this Report to the Community
demonstrate the result of this sustained commitment,
collaboration and ongoing adaption to change by many of our
partners including: primary care, public health, community
support services organizations, long-term care, hospitals, social
service and municipal organizations, our police and paramedic
services colleagues, the LHIN organization and of course patients
and caregivers.
Once again, thank you for your ongoing support and
collaboration. Together we are achieving our overarching goal of
Living Healthier at Home - Advancing integrated systems of
care to help Central East LHIN residents live healthier at home.

Deborah Hammons,
Chief Executive Officer

Louis O’Brien,
Chair, Board of Directors
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LHINs are Health Care System Managers
LHINs bring together health service providers, patients, caregivers and other partners to develop
innovative, collaborative solutions leading to more timely access to high quality services for the
residents of Ontario. By supporting these important relationships, LHINs are ensuring that Ontarians
have access to an effective and efficient health care system that delivers improved health care results
and a better patient experience.
• Because of LHINs, the local health care system and its partners are working
together to improve access to quality care for Ontario residents.
• Because of LHINs, the health care needs of people in our communities are
being identified, co-ordinated and addressed as a truly integrated system.
• Because of LHINs, local decisions are being made to respond to local health
care needs.
• Because of LHINs, health service providers are being held accountable for
the taxpayer dollars they are given.
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LHINs now deliver
Home and Community Care services
On June 21, 2017, all home and community care services
and staff from the Central East Community Care
Access Centre transferred to the Central East Local
Health Integration Network. This is part of Ontario’s
Patients First: Action Plan for Health Care which is
increasing access to care, reducing wait times and
improving the patient experience. If you have questions
about home and community care services, please visit
the Contact Us page to learn more about our branch
locations, how to submit your feedback or send in a
general inquiry email. You can also call the LHIN tollfree by dialing 310-2222 (no area code required).

We can help you find a family doctor or
nurse practitioner accepting new patients
Health Care Connect, a program developed by the
Ministry of Health and Long-Term Care, is a publiclyaccessible website and phone service that helps people
through the process of finding a family doctor or nurse
practitioner who is accepting new patients. To access
the service, you must currently be without a primary
care provider, and you must have a valid Ontario
Health Card. The Health Care Connect website
outlines the simple registration process, or you can
call toll-free 1-800-445-1822 for more information.

Healthline.ca offers listings of Health care
Services
With accurate and up-to-date information at your
fingertips, we help you find the regional health and
social services you need. For more information on
health services in the Central East LHIN’s seven subregions, visit centraleastlhealthline.ca.
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Creating a Foundation
for Local Health Planning
The Central East LHIN is now divided into seven
Sub-regions. These are smaller geographic planning
regions within the Central East LHIN and include:
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•1
•2
•3
•4
•5
•6
•7

Scarborough North
Scarborough South
Durham West
Durham North East
Northumberland County
Peterborough City and County
Haliburton County and City of Kawartha Lakes
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By looking at care patterns through a smaller, more local lens, the Central East
LHIN is now able to better identify and respond to community needs and ensure
that patients across the entire LHIN have access to the care they need, when and
where they need it. This includes the needs of Francophone Ontarians, Indigenous
communities, newcomers and other individuals and groups within the Central East
LHIN whose health care needs are unique and who often experience challenges
accessing and navigating the health care system.
Physicians, nurses, other clinicians, community partners, representatives from the
Francophone, Indigenous and new immigrant communities, as well as patients and
caregivers all have a place at the seven sub-region planning tables. Supported by
staff from the LHIN and the LHIN’s Primary Care Physician Leads, the subregion tables are now actively involved in planning, priority setting and developing
proposals for local improvement activities to ensure the needs of patients and their
communities are being met. Data housed in the LHIN’s interactive, web-enabled
Sub-Regions Profile Tool and the lived experiences of patients and providers are
being used to support each table.
The Central East LHIN Sub-region Planning Tables are mandated to:
• Foster joint accountability for innovative, integrated system redesign;
• Address health and service gaps;
• Advance quality; and
• Improve patient experience and outcomes.
For more information on the Central East LHIN Sub-region Planning Tables, please visit
www.centraleastlhin.on.ca/priorities/Central%20East%20Sub-regions.aspx or
download the January 2018 presentation to the Central East LHIN Board.
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Using digital health technology
to deliver high quality, accessible
health care
Digital health technology is changing the way health care is
delivered. Across the province LHINs are actively working
with patients, caregivers, clinicians and other organizations to
implement new tools to enhance connectivity between providers
and patients.
OntarioMD, which receives funding from the Ministry of Health
and Long-Term Care, works with community-based family
physicians and community specialists on the adoption and use
of a certified Electronic Medical Record (EMR) system and
other platforms to enhance patient care and to help realize the
provincial vision for a comprehensive Electronic Health Record
(EHR) for all Ontarians.
The Ontario Telemedicine Network, an independent, not-for-profit
organization funded by the Government of Ontario, works with its
partners to increase access to health care and education with one
of the world’s most extensive telemedicine networks.
Canada Health Infoway, an independent, not-for-profit
organization funded by the federal government, works with
partners to accelerate the development, adoption and effective
use of digital health across Canada.
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In the Central East LHIN:
eConnect
Work is underway to launch eConnect, a project led by the
Ontario Long-Term Care Association and funded by Canada
Health Infoway, to provide long-term care homes with secure
access to their residents’ electronic medical information with data
sourced from hospitals and regional cancer programs. This allows
access to laboratory and diagnostic imaging results and drug
information on each specific resident.

eReferral
The regional eReferral supports physicians and health care
organizations to refer their patient along referral and intake
pathways. Pathways include acute care to rehabilitation and
complex continuing care, to diabetes care and to cardiovascular
rehabilitation and prevention services. This initiative will also
support primary care providers.

Telewound Care Pilot Project
On January 3, 2018, the Central East LHIN’s Home and
Community Care division, in partnership with the Ontario
Telemedicine Network (OTN), launched a new pilot project for
patients who require wound care. With the goal of having 200
patients enrolled by March 31st, the Telewound Care Pilot Project
is an innovative treatment method that utilizes technology to
aid in the assessment and treatment of wounds and improves
collaboration and communication between Home Care Contracted
Service Provider nurses, the LHIN’s Home and Community Care
Coordinators and wound care specialists. With an initial focus
on patients from the Scarborough and Durham Sub-regions who
have a diabetic ulcer (DU), pressure ulcer (PU) or a venous ulcer
(VU), the Pilot Project utilizes an application called “Bedside”,
developed by Pixalere, to gather information about, assess and
take photos of the patient’s wound. The application automatically
measures the patient’s wound, calculates the percentage of
healing, and assists providers in establishing a care plan based on
best practice. Visiting nurses can also request virtual consultation
by one of the partnering wound care specialists who will be able
to access the patient’s wound status within the “Bedside” program
and make recommendations related to the plan of care.
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Telehomecare
Telehomecare (THC) supports patients with mild to moderate Chronic
Obstructive Pulmonary Disease (COPD) or Congestive Heart Failure
(CHF) to receive care in their homes through easy-to-use in-home
monitoring equipment. With an emphasis on health teaching and fostering
self-management for chronic conditions in order to reduce acute care
utilization, the Central East LHIN is targeting 360 patients per year to
receive six months of coaching from trained THC Clinicians. Telehomecare
is supported by the Ontario Telemedicine Network.

eConsult
OntarioMD and the Ontario Telemedicine Network have introduced
eConsult, a text-based platform that provides family physicians and nurse
practitioners with the ability to securely send consultative questions to
specialists and to receive information back in a timely manner to support
the delivery of care to their patients and to reduce unnecessary referrals to
specialists for in-person diagnosis and treatment. In 2017/18, 305 eConsults
have been generated by Central East LHIN clinicians.

eNotification
eNotification, a project being implemented by Health Shared Services
Ontario (HSSOntario) and OntarioMD, supports the timely notification to
the LHIN’s Home and Community Care Coordinators and Primary Care
providers when a patient is admitted or discharged from a hospital.

Ontario Laboratory Information System (OLIS)
OLIS is a provincial electronic system that stores and transmits laboratory
requisitions and results. With OntarioMD as the delivery partner, clinicians
can retrieve patient specific results to support the care of their patients. As
of November 2017, 71% of Central East LHIN physicians who were using a
certified EMR have the ability to access OLIS records.

Health Report Manager (HRM)
HRM is a provincial solution that provides hospital reports directly into the
EMR of practitioners. With OntarioMD as the delivery partner, all Central
East LHIN hospitals are now able to contribute to these reports. With 65%
of Central East LHIN physicians who have a certified EMR receiving the
updates through HRM as of November 2017, the LHIN and OntarioMD are
working together to increase clinician enrollment.
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Strengthening the role of Patients and Family
Caregivers in the Health Care System
Since its inception, the Central East LHIN has recognized the value of listening to the voice of
patients and their family/caregivers. Taking action on the lived experience of patients and their
caregivers has resulted in the establishment of new programs, improvements to existing services and,
when warranted, the re-design or re-assignment of accountability for services. In late October 2016,
the LHIN actively recruited six initial community members to participate in a Central East LHIN
Patient and Family Advisory Committee (PFAC).
The PFAC recently welcomed three new members, bringing its current membership to nine
individuals, each with a variety of lived and professional experiences who, geographically speaking,
represent a majority of the LHIN’s seven sub-regions.
Based on its Terms of Reference, the PFAC both advises and collaborates with the Central East LHIN,
its leaders, Health Service Providers (HSPs) and staff regarding system-level policies, practices,
strategy, planning, and delivery of patient and family-centred care within the Central East LHIN
region. The specific responsibilities of the PFAC are to:
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• Identify and advise on opportunities to incorporate the
patient’s perspective in initiatives to better integrate care
across the region and across the health care system.
• Establish a strategy to increase meaningful patient and
family engagement and advance the culture of patient
and family centred care within the Central East LHIN.
• Provide advice on recommendations about health care
access or service delivery improvements from the
patient and/or family caregiver perspective.
• Provide input on LHIN policies and standards guiding
LHIN initiatives, particularly regarding patient care and
patient engagement.
• Recommend strategies and practical ideas for improving
patient care, and caregiver recognition and support.
• Work in partnership and engage in co-design with the
LHIN CEO, LHIN staff, service providers and partners.

Members of the Central East
LHIN Patient and Family
Advisory Committee
Randy Filinski,
Pickering - Co-Chair

Anne-Marie
Yaraskavitch,
Whitby - Co-Chair

Eta Berenzai,
Whitby

• Link and collaborate with other patient and family
advisory groups within the LHIN and across the
province as appropriate.

Mieko Ise,
Toronto

The Central East LHIN is seeking additional community
members to participate in its Patient and Family Advisory
Committee. We want to ensure that the committee
reflects the diversity of the people and communities
within the Central East LHIN geography.

Craig Lindsay,
Toronto

For more information on the PFAC and how interested
individuals can submit an Expression of Interest, please
click here.

Ann MacLeod,
Peterborough

The Central East LHIN aspires to learn from patients,
families and caregivers about what they value most
in our health care system. In order to improve health
outcomes and experiences, patients and families across
Ontario must be engaged and empowered to have a
strong voice to shape health care delivery. Expanding
patient engagement across the health care system is a key
commitment articulated in the Patients First Act, 2016.
The Central East LHIN is honoured to have patient and
caregiver representation at our PFAC, Sub-region planning
tables, and other planning tables including the Seniors
Care Network, the Mental Health and Addictions Advisory
Committee, and Palliative Care Steering Committee.

Patricia Teskey,
Lindsay

Kerrianne Thompson,
Whitby

Harry van Bommel,
Scarborough
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Cameron, Helen, Ann, and her two daughters
The Central East LHIN Board starts each of their monthly open meetings with a Patient Story,
sponsored by the PFAC, to learn from the lived experiences of patients and caregivers as they make
recommendations to improve healthcare within the Central East LHIN.
Ann MacLeod is a member of the Central East LHIN PFAC and sits on the Age-Friendly Peterborough
Advisory Committee. A Registered Nurse, Ann has practiced nursing in a variety of hospital and
community-based settings in both urban and rural communities in Canada, New Zealand and the
United States. Since moving to Peterborough in 2000 with her husband to be close to her family, she
has taught clinical and theoretical courses focusing on care of the older adult, community health, and
primary care in the Trent/Fleming School of Nursing. She is a mother, wife, daughter, and volunteers
with her children’s activities and with new immigrants.

This is Ann MacLeod’s story

“

My parents enjoyed their retirement in the rural
setting of Perth, Ontario. My father Cameron
had taken early retirement due to complications
from dystonia, a neurological movement
disorder, and was providing support to my mom
Helen, a former palliative nurse. He helped out
with her post-op care, cooking and grocery
shopping. However, caregiving, especially when
you’re becoming frail yourself, can often cause
physical and emotional exhaustion. As my
mom’s needs and medical issues compounded,
it became too much for him to handle alone
and I spent a number of years driving from
Peterborough to Perth in the evenings and on
my days off to help. With the support of my
husband and my two daughters, I managed
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career responsibilities, family responsibilities
and multiple caregiving duties.
My role as the unofficial family caregiver
continued to increase and I began to take
on even more roles including appointment
scheduler, health care navigator and advocate.
One day, we found out a small rental bungalow
close to our own house was available. After
considering retirement home options in
Perth, my parents felt if they were to move to
Peterborough, they would be less lonely on a
day to day basis. So in 2016 they moved and we
began investigating waitlists for long term care
in Peterborough.

Through the GEM nurse, my mom was
My mom had been taking 16 medications
connected with the Central East LHIN
daily to manage diabetes, osteoporosis,
Home and Community hospital-based Care
osteoarthritis, rheumatoid arthritis, chronic
Coordinator. A second Central East LHIN
pain, breast cancer treatment side effects, rightHome and Community
sided heart failure, renal
Care Coordinator visited
insufficiency, peripheral
her home and after another
vascular disease, and
assessment was able to
shortness of breath. In Perth,
offer Personal Support
a Health Links Coordinator
Worker (PSW) services
had helped her develop a
to help her to bathe once
Coordinated Care Plan. As
a week. We were also
her daughter, I had been
connected to the Geriatric
included in my mom’s Circle
Assessment and Intervention
of Care through regular
Network (GAIN) clinic
teleconferences and email
Helen,
her
dog
and
granddaughter
in Peterborough where
updates. The home visits and
enjoying life in Perth despite
they evaluated my mom’s
frequent contact saved me
chronic pain
medications. She also
trips to Perth and I knew her
received a referral to a respirologist and
care team was listening to her main goal:
obtained home oxygen after further testing.
“I just want the pain gone so I can enjoy life.”
Over time my mom’s health care issues became
Once in Peterborough, I was able to pass on her
more complex. She needed a Nephrologist and
coordinated care plan to my parent’s potential
was hospitalized twice, first for Congestive
family physician that we found through Health
Heart Failure and then to manage her fluids and
Care Connect. The first family physician felt my
pain levels. After each hospitalization another
mom was too complex, but the second provider
home assessment was done by different Care
was very welcoming, reviewed the care plan,
Coordinators and her PSWs began coming once
and asked what was most important to her and
a day to assist with bathing and dressing.
my dad.
My mom’s pain became difficult to manage at
Shortly after the move, my mom was admitted
night and she needed help to reposition herself
to Peterborough Regional Health Centre (PRHC)
in bed. This became more difficult for everyone.
with shortness of breath. In the emergency
Shortly after her second hospitalization and
department, the discharge planner provided
more visits to the cardiologist, I asked her
a referral to a cardiologist; however, I didn’t
family physician “Would you be surprised if
feel that was enough to support her transition
my mom were to die in the next six months?”
from the hospital back to her new home and
My mom wanted fewer strenuous visits to her
so I asked to speak to a Geriatric Emergency
specialists and she knew, as a former palliative
Management (GEM) nurse.
nurse, that we needed to discuss options so she
could enjoy her remaining days at home.
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I was particularly appreciative of the consistent
long-term relationships with health care
providers who asked my mom what was
important to her and facilitated conversations
with my dad and me as caregivers, and followed
up on specialist visits and tests. Whether it was
the Health Links nurse who visited my mom’s
home and included me in conversations or
regular phone updates by the family physician
once she moved to Peterborough, both kept me
up to date.

“Prior to her move to Peterborough, one of
mom’s final wishes was to swim in Lake
Superior. She struggled to make it past the
beach to the lake, but she did it. Despite her
challenges, this to me showed resilience,
vitality and enjoyment of life.” - Ann
My mom was transitioned to a palliative caseload
and a Central East LHIN Palliative Team and
the Home and Community Care Coordinator
did another assessment. Her in-home nursing
and PSW support was increased. However,
finding overnight care became more challenging
so eventually she had to be admitted to the
palliative care unit at PRHC where she could
receive around-the-clock care.
There were a lot of tears once my mom realized
that she wouldn’t be going home from the
palliative care unit. It wasn’t what she initially
wanted. She wanted to die at home. But it was
actually very peaceful as she stopped taking
all her medications and her end-of-life journey
started. My two brothers and her grandkids came
and she had a peaceful death within a week.
Ann’s personal experience with her mom has
guided her onto a path of senior advocacy and
she ended her presentation to the LHIN Board
with some final thoughts and questions for the
Board to consider.
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Electronic medical records would have allowed
more timely access to information throughout
the transitions and fewer repeated assessments.
I think if health care providers could start the
conversation about palliative care much earlier
in the journey, I would imagine a lot of stress and
discomfort could have been avoided by increased
pain management, support in the home, and
overnight care. Do there have to be so many
care coordinators from so many programs doing
assessments as an older adult declines? What
could be done to support more people to age in
place and die in the place they want to die in?
What is important to them and how can all of
the members of the health care team know what
is important? What happens to older adults who
lack support, income, or have more advanced
cognitive impairment?

”

Ann hopes that by sharing her story she will be
able to make a positive impact on the system for
others, including her own daughters, so that their
experiences as caregivers for older adults or as
patients themselves continues to be improved.

The Central East LHIN is looking for
patient or caregiver stories.
Please visit the Feedback page on the
Central East LHIN’s Home and Community
Care website to learn more about how
you can share your experiences.

How we provide Home and Community Care Services
Patient

If you are being discharged from hospital or living
in the community and are eligible for health and
personal support services in your home, the LHIN
can help. A referral to the LHIN can be made by
your family doctor or other primary care provider,
neighbour, family member or you can refer yourself.

Once you qualify for LHIN home and community care services, a care
coordinator or a direct clinical nurse is assigned to you. LHIN care
coordinators and direct clinical nurses are regulated health professionals
who work collaboratively with you and your family and your care team,
which may include LHIN service providers and community support
agencies. They can also provide information and referral and serve as
your single point of contact to other community and social services as
appropriate. If you are an ambulatory LHIN patient, you will receive your
nursing services in a LHIN Home and Community Care Nursing Clinic.
Where demand exceeds available resources, you may be waitlisted.

LHIN Home
and Community
Care Coordinators
or Direct Clinical
Nurses

LHIN Home
Care Contracted
Service
Providers
The LHIN has contractual
agreements with service
provider organizations
to provide services to
you such as nursing,
physiotherapy, occupational
therapy, social work and
personal support as well
as medical supplies and
equipment.

Community
Support and
Social Service
Programs

The LHIN
can link
you with a
number of
community
and social service
agencies to provide home,
health and support services
that may be purchased directly,
covered by private insurance
plans or publicly funded.
Services could include such
things as, transportation, Adult
Day Programs, mental health
services, Assisted Living,
Meals on Wheels, supportive
housing, housekeeping,
snow removal or yard
work.

Long-Term
Care

When you
can no longer
manage at
home, the LHIN
care coordinator
facilitates your application
and admission into longterm care homes. The
care coordinator conducts
your assessment and helps
determine your eligibility for
long-term care.
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LHIN Home and Community Care
Nursing Clinics
The Central East LHIN now offers Home and Community Care
nursing services in six community-based locations for referred
patients after opening a brand new Home and Community Care
Nursing Clinic in the Town of Ajax on December 1, 2017. With
nursing clinics now open in Ajax, Oshawa, Scarborough (2),
Peterborough and Lindsay, teams of nurses provide patients with
services such as wound care and IV maintenance. The team also
provides teaching and training to help patients and their family
members learn how to manage their ongoing care. The wheelchair
accessible Nursing Clinics are open seven days a week (including
holidays) and offer booked appointment times, free parking
and easy access. They are conveniently located next to other
community services such as banking and shopping.

Joe Dickson, MPP for Ajax-Pickering and Ajax Mayor Steve Parish
joined other stakeholders at the new clinic site, located at 11
Harwood Avenue South in Ajax.

For more information on Home and
Community Care services, please click here or
call toll free 1-800-263-3877
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OHIP+
Ontario is helping families afford the care they need to stay healthy by
making prescription medications free for everyone age 24 and under.
Providing medication at no cost for children and youth will make a difference in the lives of Ontario
families, including many vulnerable groups such as low-income families, large families, single
parents with children, students, young people in the workforce, and unemployed and underemployed
young people.
The program, which launched on January 1st, allows more than 4,400 medications to be covered,
including asthma inhalers, drugs to treat depression, anxiety, epilepsy and attention deficit
hyperactivity disorder, antibiotics, EpiPens (epinephrine auto-injectors), insulin, diabetes test strips,
oral contraceptives, medications to treat some childhood cancers and other rare conditions, and
many others. As of February 2018 more than 67,000 children have benefited from the OHIP+ program
in the Central East region.

Visit Ontario.ca/page/learn-about-ohip-plus for more
information about this program, or call your local pharmacy.
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Achieving our System Aims
Living Healthier at Home requires significant and synergistic improvement to the health and social
supports of all Central East LHIN residents. With four measurable and defined strategic aims, the
LHIN and its health service provider organizations deliver on the LHIN’s mission of better health,
better care, and better value for the residents of the Central East LHIN.

The following section provides an update on these four areas of importance.

Seniors Update
Frail seniors are those older adults whose
complex health concerns threaten their
independence and function. In the Central East
LHIN, the frail senior population is growing and
continues to affect and shape the demand for
health care services.
The Central East LHIN is committed to
supporting frail seniors in avoiding
hospitalization and transitioning safely
home following a necessary hospital stay.
The Central East LHIN Seniors Care Network,
and the Seniors’ Physician Lead, along with
key stakeholders and partners, collaborate
to design, implement and evaluate programs
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that strengthen integrated health services and
their delivery for frail seniors.
Through continued support of existing
initiatives, expansion of community-based
services such as Adult Day Programs and Assisted
Living Services for High-Risk Seniors, and
through the implementation of new strategies
related to dementia and frail senior care, the
Central East LHIN continues to make strides
towards achieving the Seniors strategic aim of
continuing to support frail older adults to live
healthier at home by spending 20,000 fewer
days in hospital and reducing Alternate Level of
Care days for people age 75+ by 20% by 2019.

Vascular update
Vascular diseases remain the leading cause
of preventable death in adult Canadian men
and women. Despite reductions in the number
of people who die each year from vascular
diseases, this remains the number one threat
to the health of Canadians. Through strong
inter-sector action between hospital, primary
and specialty care, the Central East LHIN and
community organizations in partnership
with patients, their families and caregivers,
are continuing to implement opportunities
for supporting vascular patients across the
continuum of care.
Through a variety of programs and
investments the Central East LHIN continues
to make strides towards realizing the vascular
strategic aim of continuing to improve the

vascular health of people to live healthier at
home by spending 6,000 fewer days in hospital
and reducing hospital readmissions for
vascular conditions by 11% by 2019.
Through evolving leadership models and
ongoing programs, successes continue to be
seen through initiatives such as the Central
East LHIN Self-Management program,
new Renal Dialysis service delivery models
in Scarborough, complex diabetes care
centres, LHIN-wide cardiac rehabilitation
and prevention services, specialized vascular
surgery, integrated stroke care and other
vascular services programs. This includes the
recent expansion of the Total Contact Casting
treatment modality for Diabetic Foot Ulcers.
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Mental Health and
Addictions Update
The Central East LHIN is committed to ensuring
that high quality and equitable health care is
available to those who are affected by mental
health and addictions (substance abuse)
issues. With approximately 20% of Canadians
experiencing a mental illness during their
lifetime and the remaining 80% affected
by an illness in family members, friends or
colleagues, the Central East LHIN has continued
to focus on supporting people to achieve
an optimal level of mental health and live
healthier at home.
A number of key initiatives and investments
are contributing towards the realization
of the Mental Health and Addictions (MHA)
strategic aim of continuing to support people
to achieve an optimal level of mental health
and live healthier at home by spending 15,000
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fewer days in hospital and reducing repeat
unscheduled emergency department visits for
reasons of mental health or addictions by 13%
by 2019.
Recent initiatives include the launch of a
new Leadership Structure comprised of a
Central East LHIN Regional Mental Health
and Addictions Plan Executive Committee,
an Advisory Committee, co-led by the
Mental Health and Addictions Physician
Lead and a Regional Director. Constituted
to drive the transformation agenda, the
Leadership Structure has an initial focus
on the development of a Central East LHIN
Opioid Strategy and the development and
implementation of a Coordinated Access Model
for MHA services in the Central East LHIN.

Palliative update
Palliative and end-of-life care aims to relieve
suffering and focus on achieving comfort.
Incumbent in the care is respect for persons
nearing death and maximizing quality of life
for the patient, family and loved ones.
Living the highest quality of life until time
of death remains the focus of the Central
East LHIN’s Palliative Care aim. All those
residents approaching death have the right
to die with dignity, to have access to physical,
psychological, bereavement, and spiritual
care, and to be granted the respect and
freedom of choice, consistent with other
stages of life. Ensuring timely access to
quality palliative care is not only an ethical
imperative but also a vital component of the
health care system.
Integral to achieving the Palliative Care
strategic aim and ensuring that palliative
patients continue to be supported to die at
home by choice is the Central East Regional
Palliative Care Steering Committee. The
Steering Committee is continuing to advance
high quality, integrated, patient-centred
hospice palliative care across all sectors based

on best practices in accordance with Ontario
Palliative Care Network (OPCN) direction,
and in alignment with both the Central
East LHIN Integrated Health Service Plan
(IHSP) and the Central East Regional Cancer
Program Strategic Plan. The implementation
of a number of palliative care priority projects
and recent investments have contributed to
steady progress in realizing the Palliative
Care strategic aim of continuing to support
palliative patients to die at home by choice
and spend 15,000 fewer days in hospital by
increasing the number of people discharged
home with support by 17% by 2019. Successes
include, the implementation of Palliative
Care Community Teams across the Central
East region, ongoing palliative care education
across all sub-regions targeting all sectors and
providers, and investments in the planning
for Residential Hospices. Hospices will provide
nursing and personal support services to
patients and their families, increasing access
to compassionate end-of-life support that
relieves suffering and improves the quality of
living and dying.
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Recent Strategic Aim Achievements
Seniors
Peterborough Regional Health Centre (PRHC) and Peterborough Housing
Corporation recently partnered to announce they were breaking ground on
an innovative seniors’ housing initiative in Peterborough. With the support of
additional partners, including the Central East LHIN and the Peterborough
Family Health Team, the 80-unit supportive seniors’ housing initiative will provide seniors in the
Peterborough area with an option for a safe, affordable living space where they can receive health
and social service supports. The initiative will also support PRHC’s ability to free up much needed
beds and resources at a time when these resources are in high demand. Located on Bonaccord Street,
the development will include a total of 80 units for seniors and is expected to be ready for residents
to move into by 2018-2019.
The Alzheimer’s Society of Durham received funding from the Central East LHIN to support the
“Living Well with Dementia in Francophone Communities” initiative in the Durham region. By
extending the services of the Alzheimer Society into the Francophone community, individuals living
with dementia will be better supported to stay engaged as active participants in their communities.
This initiative will also support caregivers with the information and support they need to help their
loved one live well with dementia and better prepare them to meet the challenges that they may face
as the disease progresses.

For more information on the achievement of the Seniors Aim, please click here.

Vascular
Total Contact Casting is an innovative treatment option for Home and Community
Care patients who suffer from Diabetic Foot Ulcers (DFUs). Patients are
fitted with a cast that is specially designed to off-load patients with a DFU by
distributing weight along the entire plantar aspect (sole) of the foot. The Central
East LHIN was the first LHIN in Ontario to offer Total Contact Casting at no cost to patients by
bringing the supplies associated with the treatment onto the Central East LHIN formulary for
medical supplies. To date there have been over 100 patients who have received this gold standard
treatment and who have seen wound healing within 12 weeks. The Central East LHIN Total Contact
Casting model was presented via digital poster presentation at the November 2017 Wounds Canada
Conference. The Ministry of Health and Long-Term Care, recognizing the importance of offloading
devices, has now provided funding to support the utilization of this innovative treatment modality
for all eligible Home and Community Care patients across the province, including $250,000 for the
Central East LHIN to continue this important work.

For more information on the achievement of the Vascular Aim, please click here.
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Mental Health and Addictions
Ontario and the Central East LHIN are improving access to substance abuse
treatment and services through immediate targeted investments to help prevent
and treat opioid abuse disorders and overdoses with the November 2017
announcement of $1.6 million in regional supports.
Announced as part of Ontario’s comprehensive Strategy to Prevent Opioid Addiction and Overdose,
this investment is supporting the development and implementation of Rapid Access Addiction Medicine
(RAAM) Clinics to provide people with immediate and ongoing addiction treatment, counselling and
other mental health supports in Scarborough, Durham Region and Peterborough sub-regions.
The investment will also ensure more support for existing community-based withdrawal management
services (CWMS) and treatment in Scarborough, Durham Region and Peterborough sub-regions and
will establish CWMS in the Haliburton County and City of Kawartha Lakes sub-region.
The investment will also allow for the expansion of existing opioid case management services in
the Durham and Scarborough sub-regions and more Harm Reduction Outreach Services in targeted
neighbourhoods in the LHIN.
Over the next three years, Ontario is investing more than $222 million province-wide to combat the
opioid crisis in Ontario, including expanding harm reduction services, hiring more front-line staff and
improving access to addictions supports across the province.

For more information on the achievement of the Mental Health and Addictions Aim,
please click here.

Palliative
Ontario is making it easier for families to access culturally appropriate end-oflife care in the Central East LHIN with the commitment of an annual investment
of over $1 million in the new Scarborough Residential Hospice at the Yee Hong
Centre for Geriatric Care. Once opened, the 10-bed hospice will provide care
and support for approximately 117 patients and their families each year in Scarborough. The new
Scarborough Residential hospice will be located at the Finch Avenue site of the Yee Hong Centre
for Geriatric Care long-term care home. This innovative model of delivering palliative end-of-life
care will increase access to culturally appropriate care for the Chinese population in Scarborough
and will also serve all residents of Scarborough. For information on other hospice opportunities in
Scarborough, see page 29.
On February 14th, Lou Rinaldi, MPP for Northumberland-Quinte West announced capital funding for
the development of a new six-bed hospice care centre in Northumberland County that will support
more than 2,000 additional people and families each year to have better access to compassionate
palliative and end-of-life care.
The Ministry of Health and Long-Term Care’s capital funding provided to eligible hospices helps to
supplement local fundraising efforts and supports the creation of new and expanded hospices across
the province. In partnership with the MOHLTC, the Central East LHIN is continuing to work with
local teams in its seven sub-regions on the development of 53 residential hospice beds by March 2019.

For more information on the achievement of the Palliative Aim, click here.
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Ensuring Access to the
Health Care System
during Flu Season
As hospital Emergency Departments continue
to feel the pressure of a particularly nasty flu
season. The Central East LHIN, as the system
manager, is working with hospitals, primary
care providers, Public Health, long-term care
homes and local paramedic services to maintain
access to the health care system.
Every year the perennial increased holidayrelated volumes has an impact on the delivery
of emergency and acute care services just as
Influenza-Like Illness (ILI) activity begins to
rise.
In preparation for the 2017/18 flu season, the
Central East LHIN once again established
a Holiday Surge table in October with the
support of the Ministry of Health and LongTerm Care Emergency Management Branch.
Membership at this table includes the LHIN’s
Primary Care, Emergency Departments and
Critical Care physician leads, LHIN staff, clinical
and administrative representatives from all
the hospitals and Community Health Centres
along with representatives from the four Public
Health Units, local paramedic services and local
immigrant settlement agencies. Based on shared
learnings and best practices from previous
years, the Holiday Surge table worked together
to ensure appropriate emergency preparedness
and response procedures were in place before
the flu season began. The table is currently
responding to emerging issues and will continue
to meet until April 2018 to evaluate this year’s
response and prepare for next season.
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Throughout this collaborative effort, a number of measures to support improved patient flow through
the health care system, were implemented including:
• With the support of the Ministry of Health and Long-Term Care, 108 hospital surge beds were
allocated across the Central East LHIN to respond to increased capacity pressures, including
Influenza-Like Illness (ILI) activity. A new 20-bed Geriatric Transitional Unit at Ontario Shores
Centre for Mental Health Sciences is providing specialized services for older adults with dementia,
presenting with complex behaviours, who are currently in an acute care hospital and require
specialized mental health care treatment to support their return to the community.
• A Non-Emergency Medical Services page has been created on the CentralEastHealthline.ca to
provide information about the availability of health care options and services when non-emergency
care is required. Actively promoted by the LHIN and its hospital partners, the goal is to provide
local residents with information on how to access non-urgent care in the community instead of
visiting a hospital emergency department.
• Home and Continuing Care Coordinators are supporting patients who no longer require acute care,
and who are waiting in the hospital for a long-term care bed to become available, to wait at home.
Through the Wait-at-Home Strategy, these Alternate Level of Care to Long-Term Care (ALC to
LTCH) designated patients are being safely discharged home from the hospital with enhanced Home
and Community Care supports until they are able to move to a Long-Term Care home. This strategy
is also helping to create capacity in the hospitals’ emergency departments and in-patient units and
to support the delivery of timely hospital care for local residents.
To learn more about Influenza-Like Illness (ILI) activity and how you can protect yourself and others
from catching or spreading this contagious virus, visit https://www.ontario.ca/page/flu-facts
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Health Equity –
Diversity and Building Cultural Competency
The Central East LHIN is committed to supporting the advancement of a health care system that is
culturally competent and capable of delivering the highest quality care at the local level to any patient,
regardless of race, ethnicity, culture or language capacity, with a particular focus on the increasing
number of Francophones, Indigenous Peoples and new immigrants in the Central East region.
Through the Sub-region planning tables, and in partnership with Public Health, the Central East
LHIN is continuing to identify and respond to the health needs of high-risk populations, based on
socio-demographic information. Together with the French Language Health Services Planning Entity
(Entité 4), the Coalition for Healthy Francophone Communities in Scarborough, the Francophone
Community Table on Health – Durham Region, the Central East First Nations Health Advisory Circle,
the Central East LHIN Métis, Inuit and Indigenous Peoples Health Advisory Circle and agencies
providing care for new immigrants, the LHIN is building on targeted interventions to improve
access to appropriate and culturally sensitive care. Efforts are being made to increase the cultural
competency of Central East LHIN health system providers and broader system partners in order to
reduce barriers and improve access to equitable care that supports diverse populations.
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• The Canadian Mental Health Association-Durham Branch received funding for “Mental Health
and Addictions Outreach to Francophones” initiative. In consultation with Entité 4, an Outreach
Worker will engage with Francophones and their families by designing and delivering mental health
promotion (Mental Health First Aid). Efforts are being made to reach underserved Francophone
communities, such as newcomers in the Durham sub-regions, linking with existing French
Language Services (FLS) in the Central East LHIN, and connecting those individuals and families
who present with mental health and addiction issues with appropriate services.
• Durham Mental Health Services (DMHS) recently announced that it is now providing onsite
community mental health support to Welcome Centre Immigrant Services clients. A DMHS
Community Mental Health Worker will be at each Centre weekly to provide client services including
support, advocacy, referral and linkage, education, and wellness planning. In addition, a DMHS
Family Support Worker will help meet the needs of family caregivers through a mix of individual,
group and educational support.
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Central East LHIN System profile

Facts & Stats April 1st, 2017 – January 31, 2018
Serves an
area of over

16,673
sq. km. with

1.6 million
residents

9

school boards and

2

Children’s Treatment
Centres
In the Central East LHIN, seven (7) sub-regions provide
a geographic foundation for the development of local
integrated systems of care.

4

Public Health Units

8 hospitals

operating out of

15 sites
68 Long-Term

Care Homes with

9,957 beds

7 Family Health
Teams,
6 Community
Health Centres

47

Community Support
Service Agencies

131

Total Health Service
Providers

2nd largest based on
area population
th
largest LHIN
based on
geography

6

Most Home and
Community Care
patients served
provincially
rd

3

largest based
on budget

Central East LHIN Home and Community Care services profile
Budget

$320 million
Centralized
Diabetes Intake
Care Coordinators
assessed and
referred

1,941

patients to
Diabetes Education
Programs and
the Centre for
Complex Diabetes
Care
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93%
3%
2%
2%

-

service provider contracts and care coordination
general administration
information technology
facilities costs operations

Provided

Connected

palliative patients
with in-home end
of life care

patients to a
Primary Care
Provider through
the Health Care
Connect Program

3,010

Served an average of

44,742

patients each day

2,917

Served

84,544

unique patients

56,018

visits were made
to our nursing
clinics
Provided

13,456

children with
School Health
Support Services

Supported

18,045

new applications
to Long-Term
Care Homes and
facilitated the
placement of

2,747

individuals

44,924

patient transfers
were made from
hospital to home

Useful Resources
Central East LHIN Board of Directors

Local Health Integration Networks are governed by an appointed Board of Directors and bound by
accountability agreements with the Ministry. For more information on the Central East LHIN Board
of Directors, please visit the Governance page, available through centraleastlhin.on.ca.

Funding

LHINs are responsible for planning, funding and integrating health services. The Central East LHIN
signs multi-year planning and funding Accountability Agreements with each of its providers, defining
the obligations and responsibilities of both the providers and the LHIN and forming the basis on
which funding is provided. For more information, please visit the Funding page, available through
centraleastlhin.on.ca under Accountability.

Accountability

The Central East LHIN, like all LHINs, is accountable to the Ministry of Health and Long-Term Care,
and works with its health service providers and with people who live in the LHIN to manage the
local health care system. To learn more about Accountability between the Ministry and the LHIN and
the LHIN and it Health Service Providers, please visit the Accountability page and its related tabs,
available at centraleastlhin.on.ca.

Central East LHIN Home and Community Care services

On June 21, 2017, all home care services and staff from the Central East Community Care Access
Centre (CCAC) transferred to the Central East Local Health Integration Network (LHIN). For more
information about Home and Community Care services in the Central East LHIN, please visit
Healthcareathome.ca/centraleast or call toll free 1-800-263-3877.

Information About Wait Times and Waitlists in the Central East LHIN

Access to timely care is important to patients and caregivers. It is a measure of the quality of health
care a person receives. Our Care Coordinators are regulated health professionals who assess a
person’s care needs to determine the services required and how urgently they are needed. Patients
who need care urgently will get the care they need right away. People with less urgent or complex
care needs may either wait for their services to start or be connected with a community resource. For
more information, please visit the Wait Time / Waitlist Information page, available on our Home
and Community Care website under Our Performance.

The Central East LHIN is continuing to seek out health service providers,
organizations and/or individuals, specifically in Scarborough, who are interested
in working with local stakeholders and the LHIN in the development of additional
residential hospices by 2018/19. For more information, please contact Jenny
Greensmith at jenny.greensmith@lhins.on.ca
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To learn more about the
Central East LHIN or how you
can access our programs and
services, please call...
Ajax • Campbellford • Haliburton • Lindsay
Peterborough • Port Hope • Scarborough • Whitby
Toll-free
1-800-263-3877 • 310-2222
Local
905-430-3308
TTY
1-877-743-7939
Fax
905-427-9659
Email
centraleast@lhins.on.ca

Subscribe to the Central East LHIN website
to be added to our Central East LHIN
Stakeholder and Engagement database.
Click here to subscribe and receive alerts when
new content, including our quarterly Report
to the Community, is posted on the website.

Website
www.centraleastlhin.on.ca
www. healthcareathome.ca/centraleast
Twitter
@CentralEastLHIN
Si vous avez besoin d’accéder à ces renseignements en français, veuillez communiquer avec Lisa Gotell, Planificatrice, stratégie du système de
santé, intégration, planification et performance du RLISS du Centre-Est, à LisaA.Gotell@lhins.on.ca.
If you need access to this information in French, please contact Lisa Gotell, Central East LHIN Planner, Health System Strategy, Integration,
Planning and Performance at LisaA.Gotell@lhins.on.ca

