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Objectives

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

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

A Next Steps

A Appendix & Supporting Metrics




Central East LHIN Vascular Health Strategic Aim
Performance Metrics




Integrated Health Service Plan: Strategic Aim

Vascular Health Strategic Aim:

A Continue to improve 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:

A Total Length of Stay (TLOS) and separations would continue to  increase;
A Average Length of Stay (ALOS) would regress to its median value of 7.25  days;

A Outliers will be included within their data sets, except in cases where data
guality is a concern; and

A 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

E Based on
(fnﬂ -1,007 performance to
0 the 2 "d Quarter
§ of 2017/18,
Central East
[ LHIN is not
-,C_,EG currently on
= track to reach
= 6,000 days
O -3.977 saved by 2019
-4,547
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 82,896 89,568 89,693

Cumulative Days Saved -1,007 -4,547 -3,977




Vascular Aim: Reducing Vascular Readmissions

5.9%

3.7%

Cumulative Days Saved (%)

6.7%

Based on
performance to
the 2 nd Quarter

of 2017/18,
Central East
LHIN is not
currently on

track to reduce
vascular
readmissions
by 11% by 2019

2016/17 2017/18 2018/19
2016/17 2017/18 2018/19
Projected % Readmissions 16.1% 16.2% 16.2%
Estimated % Readmissions 15.5% 14.9% 14.9%
Cumulative Readmissions Saved (%) 3.7% 5.9% 6.7%




Vascular Health Aim Supporting Dashboard: Metrics Update

CE LHIN Time Period Current Current Direction
Indicator Baseline or MOHLTC | for Current of
Target ! Performance PRTRITEn S Sl Trend
30-Day Readmission for select HIG 1st Quarter
(Cardiovascular) (Goal is to decrease the number 14.2% 13.0% 15.2% o #
T 1 of 2017/18
of readmissions)
30-Day Readmission for select HIG (CHF ) 0 o 1st Quarter 0
(Goal is to decrease the number of readmissions )* 23.1% 21.2% of 2017/18 20.2% ® \
30-Day Readmission for select HIG (COPD ) 0 o 1st Quarter 0
(Goal is to decrease the number of readmissions )* 18.5% 20.1% of 2017/18 20.3% ‘ ‘
30-Day Readmission for select HIG (Diabetes ) 0 o 1st Quarter 0
(Goal is to decrease the number of readmission s)* 13.3% 14.6% of 2017/18 12.8% ® ‘
Percentage ALC days (stroke ) 2" Quarter
(Goal is to decrease the percentage of ALC days 23.7% 21.4% 21.2% o ‘
: of 2017/18
accumulated by stroke patients )
Proportion of acute stroke (excluding TIA)
patients discharged from acute care and ‘ ’
admitted to inpatient rehabilitation. 34.7% 47.8% 2015/16 41.8%
(Goal is to increase the proportion of stroke
patients discharged to inpatient rehabilitation )
Proportion of stroke/TIA patients treated on a
stroke unit any time during their inpatient stay ® ’
(Goal is to increase the proportion of stroke and 31.9% 78.7% 2015/16 55.3%

TIA patients treated on a dedicated stroke unit at
some time during their hospital stay )

! Bold font indicates a Ministry of Health and Long -Term Care -calculated target or an Ontario target.




]
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

A Cumulative Days Saved = Projected Total Length of Stay & Estimated Total
Length of Stay.

A 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.

A 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

A Cumulative Readmissions Saved (%) = (Projected Readmissions & Estimated
Readmissions) / Projected Readmissions.

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

A Estimated Readmissions represents the actual percentage of vascular
readmissions for each fiscal year. Estimated values are used until actuals are
known. 1st Quarter to 3 " Quarter of 2016/17 values are actuals .
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Vascular Strategy




]
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
currently being implemented:

Central East
LHIN Board of
Governors

Member
Organization
Board of Governors

Central East
LHIN Senior
Team

Member
Organization
Senior Team

Vascular Health
Steering
Committee

AN
Stroke Cardiac Respiratory Vascular Surgery Diabetes
Integrated Renal . . . . .
Program Council Sub-Committee Sub-Committee Sub-Committee Sub-Committee Sub-Committee
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Vascular Strategy-related Initiatives




]
Ontario Renal Network (ORN)

A 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.

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

A The OR N &sgional Director is hosted at LH and the Regional Medical Lead is
hosted at PRHC.

A The three Regional Renal Programs are located at LH, PRHC and the SRH.

A The ORN is currently working on the Ontario Renal Plan IlI, to guide the
strategies and initiatives after 2019, for the subsequent four years.

A ORN Annual investment =$ 81,846,547 (ORN-allocated revenue for direct service
provision in hospitals).
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]
Ontario Renal Network (Cont'd)

Accomplishments:

A Approved pilot projects for Integrated Dialysis Care (bundled care model) at LH
and SRH. Working with the Central East LHIN on implementation of the
model, and in the final stages of receiving approved agency status from the
MOHLTC for the bundled care model initiative.

A Progress across each Regional Renal Program on the implementation of
Palliative Care strategies, which are in alignment with the strategies of the
Ontario Palliative Care Network (OPCN).

A Strategies are underway to identify and reduce barriers to home dialysis,
allowing for the expansion of home dialysis in all three Regional Renal
Programs.

A Planning is underway for the implementation of new dialysis stations at the
SRH-Centenary site, which is expected to open in July 2018.

A Nephrologists continue to progress with the Primary Care Engagement
strategy, by engaging with primary <care ph
Wi se Tool ki t, 6 whi c hphyasigass irs inakingmppropniaté,y c ar e
evidence-based decisions for when to refer to a Nephrologist.

A All regional programs are progressing with strategies to improve patient
engagement, and utilizing the results of standardized patient surveys to

identify areas of focus and improvement for 2018/19.
13




Stroke

A The Stroke Report Card is produced by the Ontario Stroke Evaluation Program
which provides comprehensive evaluation of the C o r He a OntahodSsoke
System.

A Two District Stroke Centres (DSC) in Central East LHIN:
I Peterborough Regional Health Centre, and

I Lakeridge Health

A Combined MOHLTC and LHIN annual investment = $ 15,073,144.
I Stroke Quality Based Procedures =$ 13,981,144.

I DSC Funding:

U Peterborough Regional Health Centre DSC = $417,500.
U Lakeridge Health DSC = $674,500.
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Stroke (Cont'd)

Accomplishments:

A PRHC is preparing for Stroke Di sti nction as part of the Ho
(September, 2018). PRHC has also recruited a new District  Stroke Coordinator .

A LH -Oshawa and PRHC are working towards enhancing their internal processes to
support access to Endovascular Treatment (EVT ). These sites have also been
focusing on reducing treatment times to improve patient outcomes.

A Walk -in protocols for Tissue Plasminogen Activator ( tPA) and EVT are being
updated for all sites to streamline processes and access to treatment.

A Secondary prevention clinics in the Central East LHIN have been asked to
complete a self-assessment comparing their practices to provincial standards and
identify opportunities for continuous quality improvement.

A Ongoing work is underway to support optimizing access to timely and intensive
rehabilitation for stroke patients.  This includes supporting rehabilitation
organizations to utilize rehabilitation intensity data to develop local quality
iImprovement initiatives.

A CorHealth is currently engaging with stakeholders about the provincial stroke
strategy. Consultation with the Central East LHIN Senior Team took place on
March 12, 2018.
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-
Cardiac Rehabilitation and Secondary Prevention

A Cardiovascular Rehabilitation and Secondary Prevention (CRSP) program provides
a regional integrated service 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
and/or hospital readmissions.

A CRSP is an evidence based strategy that has demonstrated reduced morbidity and
mortality related to cardiovascular  disease through supervised exercise programs,
along with education classes, counseling and support for patients and their
families.

A CRSP serviced 3,728 patients in 2017/18.

A A total of 54,624 class participants attended various cardiovascular
rehabilitation related programs, including supervised exercise, education and
counseling.

A Central East LHIN annual investment =$ 2,235,125.

16




...
Cardiac Rehabilitation and Secondary Prevention

(Cont'd)
Accomplishments:

A Exploring opening of two additional CRSP Sites: Toronto Pan Am Sports Centre
(TPACS) in Scarborough and Complete Performance Centre (CPC) in  Pickering.

A During National Heart Month (February), CRSP led expert panel question and
answer forums, community clinics, education classes and radio interviews to
promote heart healthy lifestyles.

A CRSPs annual fundraiser, Walk with Heart, raised funds and purchased iPads
to improve access to ancillary services in community sites utilizing Ontario
Telemedicine Network (OTN).

A CRSP Research Committee has begun to share program research findings:

[ Three abstracts presented at the American Heart Association Quality of Care
and Outcomes Research Conferencein April 2018; and

[ Accepted for oral presentations and posters at the International Symposium
on Atherosclerosis in June 2018.
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Telehomecare (THC)

A The focus of the Telehomecare (THC) program is 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 3-6 months of health coaching aimed at improving self -management for
chronic conditions.

A THC reduces the frequency of hospital encounters (emergency department visits
and admissions) by providing patients with improved self -management skills and
an ability to recognize early signs of flare -ups, to allow for primary care to be
engaged before a patientds condition deter.i

T>

Central East LHIN annual investment=$ 750,413.

A 925 referrals made to the Central East THC program, 226 of which were enrolled
in 2017/18.
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Vascular Surgical Program Vesculr

Sub -Committee

A Operates under the formal agreement of Vascular Surgery Regional Services
Memorandum of Understanding (MOU) between Lakeridge Health (LH),
Peterborough Regional Health Centre (PRHC), and the Scarborough and Rouge
Hospital ( SRH).

A Offers a mix of ambulatory procedures and larger acute surgeries within its
inpatient vascular services model.

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

A Ensures that high quality, consistent, and equitable vascular surgical services are
delivered across the Central East LHIN

A The 2017/18 year end forecast predicts 929 vascular surgeries at SRH and 1,672 at
PRHC.

A Ministry of Health and Long -Term Care (MOHLTC) annual investment =
$3,980,733.

[ Non-Cardiac Vascular Aortic Aneurysm (AA ) Surgeries = $2,547,753.

[ Non-Cardiac Vascular Lower Extremity Occlusive Disease (LEOD ) Surgeries
= $1,360,980.
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Vascular Surgical Program (Cont'd) Vascular

Sub -Committee

Peterborough Regional Health Centre (PRHC) Accomplishments
A Recommendation received from the Central East LHIN to forward the hybrid
operating suite pre -capital submission to the MOHLTC,;

A Vascular surgeons are in the process of transitioning insertions and removal of
port -a-cathathers onto the Interventional Radiology Department; and

A Updated and signed Vascular Surgical MOU between PRHC, LH, and SRH. The
updated MOU was signed by member organizations on March 22, 2018.

Scarborough and Rouge Hospital (SRH) Accomplishments:

Approved by MOHLTC and CorHealth for Quality Based Procedure (QBP)
Vascular Surgical Services funding (AA and LEOD);

The program offers 24/7 physician coverage with three full -time Vascular
Surgeons;

Registered Nurse (RN) Team to support Vascular surgeries on a 24/7 basis;
Vascular Surgeries are now part of the National Surgical Quality Improvement
Program (NSQIP);

As part of March 15, 2018 site visit, CorHealth confirmed that SRH is test site  for
Co r He adata heposing; and

Proposal for Vascular Hybrid Operating Room and Diagnostic Imaging Concourse
was submitted to the MOHLTC for final approval.
20
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A
Centralized Diabetes Intake (CDI)

A Centralized Diabetes Intake (CDI) is a single point of access to diabetes services
for health care providers and patients.

A Central East LHIN (Home and Community Care [HCC] Division) is the host
agency for CDI. Care Coordinators assess each referred patient for eligibility,
referring patients to the program best suited to their needs based on patient
complexity, including:

[ 18 Diabetes Education Programs (DEPs) and 3 Centre for Complex Diabetes
Care (CCDCs); and

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

A Central East LHIN annual investment = $ 323,438.

Accomplishments:

A The CDI team received 2,363 referrals in 2017/18
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A
Diabetes Education Programs (DEPs)

A DEPs provide basic to intermediate level diabetes education and management
services through a model that is needs -based and community -based. There is a
standard approach to care and management of diabetes, including screening, based
ont he Diabetes Can a@ractice Gldelihe8. Cl i ni c al

A DEPs are staffed by a multidisciplinary team of trained health professionals,
including RNs and Registered Dieticians (RDs).

A Central East LHIN annual investment = $8,443,942 .

[ 1679r eferrals were made to the DEPs via the
Centralized Diabetes Intake service in 2017/18.
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A
Diabetes Education Programs (Cont'd)

Accomplishments:

Aln 2017/ 18, 1679 referrals were made to the
Centralized Diabetes Intake service.

A PRHC hosted the 2018 Diabetes Symposium & Staying Ahead of the Curve Diabetes
Management on April 25, 2018 at Trent University. It ~ was attended by 200 health
care providers from across the Central East LHIN, including physicians.

A Planning is underway with DEPs to ensure  standardization of care and
iImplementation of best practises, including compliance with the Policy and
Procedure Manual for Diabetes Education Programs.

A The 2018/19 Service Accountability Agreement (SAA) requirements  for Central
East LHIN DEPs have been updated and include:

[ Implementing best practices for foot screening and retinal screening; and

[ Enrolling in the Diabetes Standards Recognition Program to become
accredited by Diabetes Canada.
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-
Centre for Complex Diabetes Care (CCD()

A Centre for Complex Diabetes Care (CCDC) is 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.

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

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

A Central East LHIN annual investment=$ 1,787,797.

A CCDC received a total of 668 referrals in 2017/18. All sites are performing above

target.
Patients of New Patients
SRH 182 162
LH 93 153
PRHC 164 244
Total 439 559
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...
McMaster University Diabetes Community Partnership
Study

A McMaster Universityds Aging, Community and
successful in obtaining a research grant in the amount  $1,846,062 through the
Canadian Institutes of Health Research, Strategy for Patient  -Oriented Research
(SPOR) with the endorsement of the Central East LHIN.

A The 4-year cross-Canada research, from January 1, 2018 & December 31, 2021, is
related to Community Partnership Programs for Diabetes Self -Management for
Older Adults.

A SRH and Carefirst Seniors & Community Services  Association are the Central
East LHINOs research partner organizations.

A Research program goals:
[ Improve system integration between health and social systems

[ Enhance health outcomes of older adults with diabetes and multiple chronic
conditions; and

[ To design, evaluate and translate new and innovative interprofessional
community -based interventions to improve quality of life and care for diabetic
patients.

25




Telewound Care

A Telewound care is a project in partnership with  the Ontario Telemedicine Network
(OTN) that targets patients suffering from complex chronic and acute wounds,
who rely on treatment from community care service providers.

A Four designated Central East LHIN Care Coordinators work collaboratively with
patients, front -line workers and hospital partners

A MOHLTC investment = $50,000 (one -time project funding in 2017/18).

A 150 patients have been enrolled and are receiving care utilizing the  Telewound
software through OTN.

A The pilot has been extended into March 2019.
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A
Total Contact Casting (TCC)

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

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

Patients experience wound closure within an average 5.3 weeks.
It is estimated that there is total cost savings of $3,176 per patient.

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

o Io o Do

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

Accomplishments:

A Since program inception in December 2016, 125 patients were provided with this
gold standard treatment.
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-
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 Hosted and funded by the Central East LHIN.

A Has approximately 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 444 individuals across Central East LHIN attended a peer support/coaching to
maintain/increase their self -management skills

A Central East LHIN annual investment=  $644,627.
[ Program Operations = $343,400.
[ Provincial Training Budget = $301,272
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Next Steps




]
Next Steps

A Further implementation of Vascular Health Strategic Aim initiatives as outlined
in the 2016 -19 Integrated Health Service Plan (IHSP 4) and 2018/19 Annual
Business Plan.

A Kick -off meetings for the new formed Vascular Health Sub -Committees are being
held in May 2018:

[ May 16 Diabetes Sub-Committee;
[ May 29 Cardiac Sub-Committee; and
[ May 30 Stroke Sub-Committee.

Implementation of the newly reformed Vascular Steering Committee.
Finalization of work plans for each Sub-Committee.

Integrate Vascular Health Strategic Aim within sub  -region planning.

To T T T

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

T>

Establish a standardized model of care within the DEPs and CCDCs.
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Appendix — Supporting Metrics




Supporting Metrics — Definitions

Where there is sufficient data, the baseline is the average of the two most recent

Baseline :

fiscal years.

The formal Central East LHIN target for an indicator (typically developed for
Central East LHIN use in existing scorecards, such as MLAA). This formal target is indicated by
Target bold formatting . Where there is no formal target, the baseline less 10% is used

as an informal Central East LHIN target.

The Central East LHIN performance  for the indicator using the most current

Current Performance .
data available.

The current performance is compared to the Central East LHIN target and the

result is summarized by a coloured dot following the parameters below:

A A red dot indicates that current performance deviates from the desired target
by more than 10%

A A yellow dot indicates that current performance is within 10% of the target

A A green dot indicates performance meets or exceeds the target

Current Status

The direction of trend uses all the data from the baseline and any additional

Direction  of Trend data, up to and including the most recent data available.

‘ # ‘ A gray arrow indicates that there are at least 7 data points available to calculate
the direction of the trend.

% @ A white arrow indicates that there are fewer than 7 data points available. The
:> direction of the data should be interpreted with caution.
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25.0% -
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10.0% ~

5.0% -~

30-Day Readmission for select HIG (Cardiovascular)
(Goal - decrease)

UCL

LCL —@— Central East LHIN

—&— Central East LHIN Target

0.0%

11/12 Q1

11/12 Q2

11/12 Q3

11/12 Q4

12/13 Q1

12/13 Q2

12/13 Q3

12/13 Q4

13/14 Q1

13/14 Q2

13/14 Q3

13/14 Q4

14/15 Q1

14/15 Q2

14/15 Q3

14/15 Q4

15/16 Q1

15/16 Q2

15/16 Q3

15/16 Q4

16/17 Q1

16/17 Q2

Analysis : Central East LHIN 30 -day readmission for Cardiovascular HIG in the 1

2017/18 was slightly higher at 15.2% than

slightly higher than the rate of readmission in the 4

evidence-based strategy which supports the reduction/prevention of hospital
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st Quarter of
the Expected Readmission Ratio of 13.0% and was
th Quarter of 2016/17. CRSP service is an

16/17 Q4

17/18 Q1

readmissions.




30-Day Readmission for select HIG (CHF)

(Goal - decrease)
35.0% -

30.0% -

25.0% -

20.0% -

LCL
15.0% ~

—@— Central East LHIN

10.0% ~

5.0% -

0.0% T T T T T T T T T T T T T T T T T T T T T T T T 1

11/12 Q1
11/12 Q2
11/12 Q3
11/12 Q4
12/13 Q1
12/13 Q2
12/13 Q3
12/13 Q4
13/14 Q1
13/14 Q2
13/14 Q3
13/14 Q4
14/15 Q1
14/15 Q2
14/15 Q3
14/15 Q4
15/16 Q1
15/16 Q2
15/16 Q3
15/16 Q4
16/17 Q1
16/17 Q2
16/17 Q3
16/17 Q4
17/18 Q1

Analysis : Central East LHIN 30 -day readmission for Congestive Heart Failure (CHF) HIG in the
1st Quarter of 2017/18 was very slightly lower at 20.2% than the Expected Readmission Ratio of
20.5% and has decreased since the 4 Quarter of 2016/17. The THC 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)

30.0% - (Goal - decrease)

25.0% -

20.0% -

15.0% -

—@— Central East LHIN

10.0% +

Centre

5.0% -+

0.0% T T T T T T T T T T T T T T T T T T T T T T T T 1

11/12 Q1
11/12 Q2
11/12 Q3
11/12 Q4
12/13 Q1
12/13 Q2
12/13 Q3
12/13 Q4
13/14 Q1
13/14 Q2
13/14 Q3
13/14 Q4
14/15 Q1
14/15 Q2
14/15 Q3
14/15 Q4
15/16 Q1
15/16 Q2
15/16 Q3
15/16 Q4
16/17 Q1
16/17 Q2
16/17 Q3
16/17 Q4
17/18 Q1

Analysis : Central East LHIN 30 -day readmission for Chronic Obstructive Pulmonary Disease
(COPD) HIG in the 13t Quarter of 2017/18 was 20.3% which is higher than the Expected
Readmission Ratio of 19.8%. There are three COPD/Respiratory clinics within the Central East
LHIN that manage the referrals from hospital to community . In addition, the THC 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 (Diabetes)

(Goal - decrease)
25.0% -

UCL

20.0% -

15.0% ~

10.0% +

—@— Central East LHIN

Centre
5.0% -

LCL

—#— Central East LHIN Target

0.0% T T T T T T T T T T T T T T T T T T T T T T T T 1

11/12 Q1
11/12 Q2
11/12 Q3
11/12 Q4
12/13 Q1
12/13 Q2
12/13 Q3
12/13 Q4
13/14 Q1
13/14 Q2
13/14 Q3
13/14 Q4
14/15 Q1
14/15 Q2
14/15 Q3
14/15 Q4
15/16 Q1
15/16 Q2
15/16 Q3
15/16 Q4
16/17 Q1
16/17 Q2
16/17 Q3
16/17 Q4
17/18 Q1

Analysis : Central East LHIN 30 -day readmission for Diabetes CMG in the 13t Quarter of
2017/18 was 12.8% which is lower than the Expected Readmission Ratio of 16.5%. CDI provides
centralized access to diabetes services. CCDCs are open at three sites across the LHIN to
provide intensive support for patients with complex  diabetes.
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Percentage ALC days  (Stroke )
(Goal - decrease)
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Analysis : Central East LHIN has seen a decrease in Percentage ALC Days during the 2 " Quarter
of 2017/18 for stroke patients, after two consecutive quarters with higher rates.
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

60.0% T (Goal -increase)
50.0% |
40.0% —+
i o— LCL
30.0% +
i —@— Central East LHIN
20.0% T Centre
L e UCL
5 S e e LCL
10.0% T —&— Ontario Target
0.0% +
o — N (90] < Te} ©
— — — — — — —
> S S Y %) 3 fre)
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> > > > > > >
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Analysis : Since 2009/10, there has been a gradual increase in the proportion of acute stroke
(excluding TIA) patients discharged from acute care and admitted to inpatient rehabilitation, from
32.9% to 41.8%in 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@litécal Evaluative
Sciences (ICES) and the Ontario Stroke Network (D8sed on 2015/16 data.
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Proportion of  Stroke/TIA patients treated on a stroke unit
any time during their inpatient stay
100.0% (Goal - increase)
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Analysis : Between 2012/13 and 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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Cardiac Rehabilitation and Secondary Prevention (CRSP)
Regional Service Delivery Sites

14 CRSP Regional Community Sites
RVHS Centenary

Pickering Soccer Club

Ajax Community Centre

Whitby Abilities Centre
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Cardiac Rehabilitation and Secondary Prevention (CRSP)
Referral Data

Regional CRSP Referral Data

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

*Inappropriate referrals include declining the program due to medical reasons, referral to other CRSP program, andaraieal cor
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Scarborough and Rouge Hospital Vascular Surgical Volumes
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Peterborough Regional Health Centre Vascular Surgical
Volumes

PRHC Vascular Surgery Volumes
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Ontario Renal Network

Regional Renal Renal Program Sites # of DialysisStations
Program

Peterborougliregional Ross Memorial Hospital 15
Health Centre Northumberland Hills Hospital 13
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
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