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Executive Summary: Measuring Our Progress 
For this fourth quarter report, an expanded view of performance is presented with a review of 

system performance, present and past, in terms of accountability indicators; and an assessment of 

corporate performance including progress on the annual business plan and risk management. 

System Performance 

In the fourth quarter of 2016-17, the Champlain LHIN achieved a 79% average performance 

level across the 14 key performance targets contained in its accountability obligation to the 

Government of Ontario. Three indicators are now at, or close, to the targets set at the provincial 

level.  Four were more than 20% away from target.  Overall, Champlain ranked 10th of 14 

LHINs, a decline from 4th in the prior quarter. The 

decline was driven by the predicted and significant 

decline in the proportion of home care clients with 

complex needs who received personal support 

within 5 days. In this quarter, the Champlain result 

is worst of all LHINs in Ontario. Wait times grew 

over the year, before funding enabled more people 

to begin to obtain service, and the associated wait 

times were counted in the fourth quarter. Without 

this indicator, average performance would be 82%.  

Wait times for CT scans have, on the other hand, 

improved for the third quarter in a row to 90% of target. 

Patients in acute care beds awaiting alternate levels of care, and the time complex patients spend 

in emergency departments both worsened in the past quarter as more people were admitted to 

hospitals that were already, mostly, at capacity.  

The Champlain LHIN works to improve the integration, accessibility and sustainability of the 

Champlain region’s health care system. Over the last two years, three indicators met the 

provincial target, while four others were very close. Home care first nursing visit within five 

days, CT scan wait times, and hip replacement wait times improved substantially while 

emergency department length of stay and home care personal support wait times worsened. A 

review of efforts to improve the rate of hospital readmissions within 30 days for selected 

conditions, a system indicator, is highlighted as part of this report’s retrospective review.  

 

An increase in home care funding 

late 2016-17 made it possible for 

more people to receive personal 

support services. Because many of 

those people had been waiting longer 

than 5 days for personal support 

services, performance on that 

indicator deteriorated as the long 

waits got counted. Things look 

worse but are actually getting better. 
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Corporate Performance 

Of the 43 initiatives the LHIN is working on to advance our strategic priorities, 37 met their 

annual objectives within the year. The remaining six will be completed in 2017-18 and/or revised 

to reflect recent changes, such as the development of sub-regions. 

The LHIN identified 10 risks related to organizational stability, resources, funding and skills to 

achieve its mandate. Many of the risks pertain particularly to changes in the mandate as a result 

of Patients First. Based on the mitigation strategies currently in place, and due to the nature of 

the risks, the LHIN management team has assessed that all 10 of the risks are “partially 

mitigated”.   
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Achieved in the third quarter of 2016-17, 84% was Champlain’s best overall performance since the 

Ministry of Health and Long Term Care set higher performance standards and targets beginning in 

2015-16. 

Meeting targets 
 

Over the past two years, the Champlain LHIN met the provincial target for:  

¶ Alternate level of care rate target- met twice in 2015-16, although not since.  

¶ Hip replacements completed within access target- above target for the last three quarters. 

¶ Re-admissions for selected chronic conditions was achieved for the first time last quarter.  

In that time, two additional performance indicators have been very close to target:  

¶ Repeat emergency visits for mental health conditions (as high as 98% of target), and  

¶ Proportion of home care clients with first nursing visit in 5 days (as high as 99.6% of target).  

Changes in performance 
 

Substantial improvements in performance in Champlain over the past 2 years: 

¶ 90th percentile wait time for first home care visit, community, improved from 22% to 

68% of target (from 95 days to 31 days). 

¶ Hip replacement wait time improved from 95% to exceed the target at 103%. 

¶ CT scan wait times improved from 73%% to 90% of target. 

The following performance indicators worsened over the two years: 

¶ Emergency department length of stay for people with complex health issues 

worsened from 83% to 65% of the 8 hour target (from 9.65 hours to 12.3 hours). 

¶ Patients receiving home care personal support within 5 days worsened from a peak 

of 88% to 31% of target. 

IN RETROSPECT  
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Introduction 
The Champlain LHIN’s overarching objectives include ensuring timely, equitable access to 

health services, improving patient and family experience, and increasing the value of the health 

system. Our performance indicators – accountability (included in our agreement with the 

provincial government) and monitoring indicators, as well as our own additional local indicators 

– provide concrete measures of how well the health care system is meeting those objectives.  

 

This report provides a snapshot of the performance of the Champlain region’s health system, 

focused mostly on the set of 14 accountability indicators and targets set provincially. As this is 

the final performance report focused on the period before the LHIN took on new responsibilities 

related to the Patients First legislation, it includes a special retrospective look at progress and 

challenges over the past few years.  Trends and comparisons with other LHINs are also 

presented, and key challenges and strategies are described. A performance forecast, looking out 

as far as one year, is provided, including the impact of 2017-18 changes to the LHIN’s 

accountability measures. 

 

In addition to this report, our LHIN publishes a technical report that includes more information 

about the 14 performance indicators, as well as an additional 15 indicators, aligned with the 

priorities in our 2016-19 Integrated Health Services Plan.   

 

 

  

http://www.champlainlhin.on.ca/Accountability/Performance.aspx
http://www.champlainlhin.on.ca/GoalsandAchievements/OurStratPlan.aspx


 

7 

 

System Performance 
 

For each Ministry-LHIN Accountability Agreement (MLAA) indicator, the “percent of target 

achieved” is reported. It serves as a quick summary and makes it easy to compare results for 

indicators based on different measures (e.g. rates or days waited or percent of cases completed in 

a timely way) and with different targets.  If the target is to have 90% of patients seen within a 

certain number of hours, for example, and current performance is 45%, then we are 50% of the 

way to the target. Averaging across all the indicators provides a single number that summarizes, 

at a glance, how far the LHIN is from achieving all of its targets. A “thermometer” is used as the 

visual cue. 

During the fourth quarter of 2016-17, on average, Champlain was 79% of the way to achieving 

our targets (Figure 1). Three indicators are at, or close to, the target.  Three were between 10% 

and 20% away, and five were more than 20% away from target.   

Figure 1 Percent of Target Achieved, Accountability Indicators, Champlain, Q4 2016-17 

 

An assessment of challenges related to closing some of the gaps in performance and an overview 

of the strategies the LHIN has put in place are included later in this report.
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Comparisons with Other LHINs 

Average performance over all accountability indicators ranges among LHINs from 72% to 93%, 

as shown in Figure 2. At 79%, Champlain is in 10th place, having slipped from a peak of 84% 

and 4th place in the third quarter report.  

Figure 2 Percent of Target Met, Averaged Across 14 Accountability Indicators, by LHIN 

 

 

 

 

 

 

 

 

 

Trends in Performance Results  

Year over year, Champlain’s overall 

“thermometer reading” dropped from 81% to 

79% (Figure 3). This decline almost exactly 

matches the fourth quarter forecast of 78%, 

contained in the third quarter report.1  Only 

                                                      
1 While the overall forecast was very close, there was a timing error for one of the indicator forecasts related to wait 

time for personal support services. The indicator declined in Q3 and further in Q4, but we forecasted the Q4 decline 

too early, as the report lags by one quarter. All future projections will be adjusted for the reporting period, taking 

lagging data into account. 

 Figure 3 Change in Percent of Target Met vs. 

Previous Year, by LHIN 

LHIN

1-Year 

change

Q4

2015-16

Q4

2016-17

N. Simcoe Muskoka +7% 78% 85%

South East +3% 81% 84%

Toronto Central +2% 79% 81%

Central West -1% 94% 93%

Central -1% 88% 87%

Champlain -2% 81% 79%

Mississauga Halton -3% 81% 78%

North East -3% 81% 78%

South West -3% 91% 88%

North West -4% 76% 72%

Central East -4% 85% 81%

HNHB -5% 80% 75%

Erie St. Clair -5% 89% 84%

Waterloo Wellington -5% 94% 89%

Ontario -2% 81% 80%

Half of the 4% decline in overall 

performance between the third and 

fourth quarter was a result of the 

predicted and significant decline in the 

proportion of home care clients with 

complex needs who received personal 

support within 5 days. In this quarter, 

the Champlain result is worst of all 

LHINs in Ontario.  
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three of 14 LHINs improved in the one year period. 

Figure 4 shows the most recent results, change from previous quarter, and two-year trend for all 

indicators. Between the third and fourth quarter reports, performance on many indicators was 

maintained, with three worsening by 8% or more. The biggest improvement since last quarter 

was for CT scan wait times, which has improved 17% from the first to fourth quarter, bringing 

Champlain to 90% of target in the past six months. Computed tomography scan providers 

continue to work together through the Champlain Diagnostic Imaging Community of Practice to 

optimize wait time performance.  

 

Other notable changes include: 

¶ The proportion of home care clients who 

received their first personal support service/visit within 5 days worsened significantly to 

31% of target, significantly worse than last year. Most of the decline occurred in the most 

recent quarter, reflecting a broader declining trend since the first quarter of 2015-16. 

¶ The first home care nursing time received within 5 days indicator is maintained close to 

target at 98%.  However, the percent of patients with complex needs receiving their first 

home care personal support visit within 5 days has dramatically worsened, from 81% to 

30% of patients.  

¶ The two alternate level of care (ALC) indicators worsened – in acute care (% ALC) to 

3% further from target, and 10% further away for acute and sub-acute care (ALC rate). 

¶ Time in emergency departments for clients who have complex needs worsened since last 

year (4% further from target).  

¶ The indicator related to readmissions for chronic conditions, which is considered a 

system-wide performance indicator and was reported at 100% target last quarter for the 

first time, slipped to 92% of target. The latest available result is for the second quarter, so 

the decline occurred between the first and second quarter (over the summer) of the 

2016/17 fiscal year. 

¶ The magnetic resonance imaging (MRI) scan wait time improved steadily to 43% of the 

target, from 36% in the same quarter last year. The performance in Champlain is slightly 

better than the provincial average.   

The indicator related to CT scan wait 

improved to 17% closer to target from 

the beginning of the year and is now at 

90% of target. 
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Figure 4: Change in Percent of Target Met Compared to Previous Year, and Two-Year Trend, 

by Indicator, Champlain 

Reporting periods vary for each indicator depending on the data source, and are reflected in the trend lines which 

show the most recent available nine quarters. See Appendix A. 
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What explains our performance gaps and what are we doing about them? 

Champlain is more than 25% away from the target for four performance indicators.   

¶ MRI scan wait time (43% of target)  

¶ First home care CCAC visit, community clients (68% of target) 

¶ Time in emergency department, complex patients (65% of target) 

¶ Patient in acute beds awaiting alternate level of care or “Percent ALC” (68% of target) 

MRI scan wait time 

Magnetic resonance imaging (MRI) scans are used to diagnose brain ailments, spinal cord 

injuries and many other things. They are often used when other testing fails to provide sufficient 

information to confirm a diagnosis. Over the entire year, people in Champlain received 77,853 

MRI scans. Patients who require a MRI scan are categorized according to how quickly they need 

to receive their scan.  

In the fourth quarter, 98% of the 2,141 Priority 1 patients, those with the most urgent needs, and 

84% and 75% of Priority 2 and 3 patients received their scan within the standard time, 

respectively. The majority of scans are Priority 4, the least urgent. More people in Priority 4 wait 

beyond the standard time; 23% of the 13,347 Priority 4 scans were completed within the 

standard.  

The second stage of a system improvement initiative, discussed in more detail last quarter, is 

focused on the development of a central intake model for magnetic resonance imaging and 

computed tomography (CT) scans. The project has kicked off with the engagement of an expert 

external consulting firm and recommendations for next steps are anticipated in October 2017. 

First home care visit wait times ð personal support and community clients  

The proportion of home care clients who received their first personal support service/visit within 

5 days worsened significantly to 31% of target, significantly worse than last year. Most of the 

decline occurred in the most recent quarter, reflecting a broader declining trend since the first 

quarter of 2015-16. 

An additional lagging indicator for home and community care – wait time for first home care 

visit for community clients – is maintained for this report, but is expected to deteriorate in the 

next report. In the first quarter report, we noted the best ever performance since the LHIN began 

tracking this measure. However, significant growth in demand (16% average increase in referrals 

in the past two years), coupled with resource limitations, have resulted in longer wait times.   

Through 2016-17, the number of people on the wait list for home and community care services 

grew from under 900 to exceed 5400 people. The strategies put in place to more efficiently 

address and manage demand, including ensuring the people with highest needs were served first, 

had not been sufficient to address the funding gap and avoid wait listing.  
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A third party consultant report2 found that there is substantial unmet need in the region for home 

care services, even larger than the wait list demonstrates, and that the Champlain Community 

Care Access Centre was already efficient in administration, care and case management models. 

Based on its population, Champlain would be expected to serve 6,000 (12%) more home care 

clients than it does currently with an additional 7,400 (15%) forecast to need service over the 

next 5 years. The unmet need is related to a funding imbalance of $9 to $31 Million per year in 

funding relative to need, depending on the method of calculation. The funding imbalance is 

exacerbated by higher contract rates, below-average availability of community support services 

that complement or substitute for some home care services, and greater investment in specialized 

services and equipment to help people to stay at home rather than require hospital services.    

Things look worse as they are getting better. 

Additional funding for the home and 

community care was received in February 

2017, and in April, the LHIN received notice 

that there would be an additional $9.8 million 

in base funding for home care.  Together, the 

additional funding helped to begin serving 1,385 more people from the wait list since February 

2017, prioritizing those who have been waiting longest and those with the highest needs. 

Performance on the First Home Care Visit measure deteriorated because those who have been 

waiting for a long time were counted in the numbers when they began to receive service, but 

actual wait times for clients improved.  

Nonetheless, unless the remaining funding imbalance is addressed, the LHIN estimates that there 

will continue to be approximately 3,100 people waiting for home and community care services 

throughout the year, and performance on this indicator will continue to be below target. The 

LHIN wil l continue to work to address the challenges identified by the report, and to minimize 

the impact on clients.  

Time in Emergency Department 

The time that people with complex needs spend in the emergency department is influenced by a 

hospital’s ability to admit people to inpatient departments when they need to. High occupancy in 

hospitals leads to people waiting longer in the emergency department, after a decision has been 

made that they need to be admitted, because all of the beds that are staffed are full. As a result, 

emergency beds fill with people waiting, the ability for the emergency department to serve 

people slows, and the time in emergency for patients with both complex and uncomplicated 

needs worsens.  

When the alternate level of care indicator shows an increase, together with increasing emergency 

department wait times for admitted patients, as we have seen in this past quarter, hospital 

                                                      
2 Preyra Solutions Group (2017). Meeting Home Care Needs in the Champlain LHIN: Estimating and Managing 

CCAC Service Demand. 

New funding means there are 1,385 fewer 

people on the waitlist, but there will still be 

over 3,000 people waiting for home care 

over the course of the year. 
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occupancy is likely very high. Many patients are not leaving the hospital, but more are waiting to 

be admitted. Patients with complex needs require more time in the emergency department as they 

undergo assessments and tests, and receive treatments. The target is for 90% of these patients to 

leave the emergency department within 8 hours. Performance in Champlain, in the third quarter, 

was 11 hours, and in the fourth quarter was 12.3 hours – representing 65% of the target.   

Within the group of patients with complex needs, there are two key sub-groups: patients who end 

up admitted to an inpatient bed and patients who go home directly after their time in the 

emergency department. Poor performance on this indicator is primarily related to delays in 

patient transfer to an inpatient bed.  

A seasonal trend in winter that worsened this year, hospitals in Ottawa and Cornwall reported 

extremely high occupancy throughout the third and fourth quarter. Annually, this is a time when 

more people are sick, accessing emergency departments, and being admitted to hospitals. While 

the rate of admission for people who come to the emergency department has been consistently 

low, the absolute numbers of people who are seeking care in the emergency department and 

requiring hospitalization has increased compared to previous years. The daily average number of 

patients waiting in the emergency department for an inpatient bed increased from 49 in the prior 

quarter to 65.   

During the winter season, hospitals opened additional inpatient capacity and worked together 

with the LHIN to optimize patient flow. Hospitals continue to work on process improvements in 

the emergency department, such as matching staff to patient arrival patterns and improving 

efficiency with transfers of patients once inpatient bed space is available. However, the 

remaining potential impact of these improvements is limited; the time from triage to initial 

assessment and the time for decision to admit or not admit the patient have improved.  

Patients in acute beds awaiting alternate level of care 

The alternate level of care (ALC) indicator reflects the number of patients waiting in hospital for 

care in a more appropriate and usually less costly setting. One day in hospital for a patient 

waiting for an alternate level of care costs between $300- $1100. People, especially frail elderly 

patients, who are in hospital waiting for an alternate level of care are at risk of avoidable adverse 

outcomes and deteriorating health3. The presence of people waiting in hospital also leads to 

reduced access to acute hospital care for others. Admissions to hospital from the emergency 

department are delayed, surgeries may need to be postponed, and access to emergency services 

are also delayed. Sutherland and Trafford Crump (2013)3 assert that “one ALC patient occupying 

a bed in the emergency department denies access to four patients per hour to that emergency 

department”. 

                                                      
3 Sutherland, JM and Trafford Crump, R. (2013) Alternate Level of Care: Canada’s hospital beds, the Evidence and 

Options. Healthcare Policy, Volume 9 (1), 26-34. 
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People who wait for an alternate level of care are waiting because: 

o Their coordinated care or discharge plan is not yet complete or in place. 

o They do not have a safe or appropriate place to go, given their needs and means.  

o They do not have enough, or they have exhausted their support at home. 

o They are waiting for another appropriate service, such as long term, home, 

complex4, convalescent5, palliative, mental health, supportive housing or other 

community care, to be available before they can leave. 

The two indicators related to people waiting in hospital beds for an alternate level of care have 

worsened over four consecutive quarters, and without the usual warm season improvements.  

Currently, about half of the patients are waiting for a long term care placement, 20 percent are 

waiting for home care, and 20% are waiting for assisted or supervised living.  Priority access6 to 

long term care was issued to some of the patients in one hospital in the third quarter to expedite 

discharges.  

The number of long term care home beds has not grown to meet demand in recent years. Efforts 

to coordinate long term care home placement, occasionally issuing “priority access” to hospitals 

under exceptional circumstances, to maximize existing long term care spaces have reached their 

maximum potential.  There are very few “idle” long term care beds available at any time. 

Some people wait in hospital for an alternate level of care for a very long time. In June, there 

were more than 40 Champlain residents who had been waiting in acute beds for more than 120 

days and over 20 had been waiting in subacute beds for over one year.7 Some patients stay in an 

alternate level of care setting for years. Because each patient accumulates so many days waiting 

for other care, this population can have a striking impact on alternate level of care rates. This 

may have occurred in the last quarter, as 63% percent of the people discharged had waited for 

longer than 30 days, and the proportion was higher than previous quarters.  

People who stay longer may typically have complex care needs, such as dementia and responsive 

                                                      
4 Complex continuing care is chronic care provided in hospitals for people who have long-term illnesses or 

disabilities typically requiring skilled, technology-based care not available at home or in long-term care facilities. 

www.health.gov.on.ca/en/public/publications/chronic/chronic.aspx 
5 Convalescent care is 24-hour care provided to people who require temporary supportive and rehabilitative care, 

including specific medical and therapeutic services, following surgery or serious illness and may not need hospital 

care but cannot return home safely. http://healthcareathome.ca 
6 Priority Access is granted patients in a hospital when a hospital experiences overwhelming occupancy pressures 

that threatens the ability to provide safe care. For a limited amount of time, patients awaiting a long-term care bed in 

that hospital are categorized as Category 1 – Crisis and relocated to the next available long term care bed in a home 

that they had previously selected. Patients in the same Category 1 – Crisis category waiting in the community are 

always placed before those waiting in hospital. 
7 Champlain LHIN (2017). Champlain ALC Weekly Dashboard, June 2, 2017 
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behaviours8, ventilator-dependency and dialysis requirements. They may need equipment, 

renovations, short term specialized support, one-on-one supervision, or to access affordable 

housing. The most common barriers to discharge are requiring help with activities of daily living 

and lack of financial support.  

The Champlain Health Links initiative, that links patients with complex needs to their health care 

providers and a shared coordinated care plan, will also impact this indicator by helping patients 

to avoid admission, and smoothing transition back to home and services. Health Links works 

with people who have complex health needs, and multiple providers (such as multiple specialists, 

rehabilitation, long term care, primary care, home care nursing and personal support, mental 

health, social work, physiotherapy, etc.). Typically they have multiple health service contacts 

including emergency department visits and hospital admissions. Health Links aim to coordinate 

their care to meet their goals, reduce duplication and improve transitions between services.  As 

of this fiscal year, all 10 Champlain Health Links were operational and the number of clients 

they are able to serve has been growing steadily since 2015-16, and is beginning to gain 

momentum especially in the last quarter. Health Links indicated that 75% of the care 

coordination capacity required to reach the ambitious target of 4,375 of Health Links patients 

with a coordinated care plan in 2017-18 had already been put in place in April 2017.  

Over the past years, a “Home First” strategy has worked well to discharge people to their homes 

sooner with adequate supports, or to avoid hospital admission altogether, and delay entry to long 

term care homes. An “Assess and Restore” initiative9, meant to help seniors and other people 

who have experienced a reversible loss of their functional ability and who are at risk of losing 

their independence, has resulted in dramatically better and faster referrals from acute to sub-

acute services, with the goal of being able to go home instead of going into a long term care 

home. The LHIN provides hospitals with patient flow reports and shares information about 

available beds across the system to help people get to where they need to be more quickly and 

make optimal use of available capacity. In the 2016-17 fiscal year, a $7.9 million investment was 

directed by the LHIN toward services and initiatives that would better address the needs of 

hospitals in the Champlain region during the winter surge season. Hospitals were asked to come 

together to identify projects that would have the most impact, including care and flow 

coordination, expansion of existing services, additional training, prevention and education, and 

process improvements.  

                                                      
8 “Responsive behaviours” is a term, preferred by persons with dementia, representing how their actions, words and 

gestures are a response, often intentional, that express something important about their personal, social or physical 

environment. Common examples are grabbing onto people, screaming, making strange noises, and verbal 

aggression. Source: Alzheimer Society of Ontario.  
9 More information on Assess and Restore: http://www.health.gov.on.ca/en/pro/programs/assessrestore/ 
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A regional population-based plan for sub-acute capacity proposes to realign resources across the 

region, including rehabilitation, complex continuing care10, and convalescent care beds11, as well 

as develop a long-term solution to address the seasonal surge in hospital occupancy. As long 

term care in Champlain is fully utilized and there are no short-term plans to increase the number 

of beds, research into potentially appropriate community alternatives to long-term care has 

begun. The LHIN is also working with local partners to develop a proposal to access new funds 

to address seniors waiting in hospital for an alternate level of care.  

  

                                                      
10 Complex continuing care is chronic care provided in hospitals for people who have long-term illnesses or 

disabilities typically requiring skilled, technology-based care not available at home or in long-term care facilities. 

www.health.gov.on.ca/en/public/publications/chronic/chronic.aspx 
11 Convalescent care is 24-hour care provided to people who require temporary supportive and rehabilitative care, 

including specific medical and therapeutic services, following surgery or serious illness and may not need hospital 

care but cannot return home safely. http://healthcareathome.ca 
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Spotlight  

Improving re-admission to hospital within 30 days for chronic conditions 

All together, the 14 performance indicators assess performance across various parts of the local 

health care system. However, a few are truly system performance indicators. Those indicators are 

influenced or affected by multiple sectors of the health system (hospitals, home care, long term 

care, primary care, public health, community and social services etc.) and the coordination 

between them. Broader social, demographic, and economic factors also play an important role. 

This section highlights performance, related factors, and what we are doing about the system 

indicator – re-admissions to hospital within 30 days for certain chronic conditions – over the past 

two years.  

Although many players have a role in addressing readmissions, the LHIN has a unique role 

thanks to its system perspective, its core integration mandate, and its funding and accountability 

agreement levers with multiple sectors. The LHIN plans based on evidence and local expertise, 

and has put in place multiple initiatives across and within several sectors. The influences are 

complex and the solutions multifaceted. For the same reason, with so many moving parts, it can 

be difficult to determine the impacts of particular initiatives on the overall indicator.  

The LHIN’s accountability indicator focuses on a specific subset of chronic conditions12 with 

well-established care standards. Champlain’s most recent rate of readmission within 30 days was 

16.8%, almost identical to the provincial average of 16.7%. The provincial target for 

readmissions is 15.5%. Rates are “risk-adjusted,” taking into account the fact that some hospitals 

or LHINs may have more patients with complex needs. Pre-planned readmissions are excluded. 

Some level of hospital readmission is expected as many people’s conditions will worsen despite 

the best possible care and management. Generally speaking, however, readmission is stressful to 

patients and families, exposes them to complications, infection risk and functional decline; and it 

is costly to the health care system.  

The likelihood of readmission increases when: 

1. A person is discharged from hospital too early13 when the reason for admission is not 

resolved sufficiently. 

2. Failure to effectively plan a coordinated discharge that meets critical pathways and the 

specific, and sometimes complex, needs of the person. 

3. Improper medication management at admission and/or post-discharge. 

                                                      
12 Acute myocardial infarction, cardiac conditions, chronic heart failure, chronic obstructive pulmonary disease, 

pneumonia, diabetes, stroke, and gastrointestinal disease. 
13 Early hospital discharge can be related to hospital or system pressures such as hospital occupancy, length of stay 

targets, and people awaiting alternative level of care. 
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4. Lack of effective education and communication with the patient regarding his or her 

diagnosis and its management. 

5. Ineffective communication and involvement of the patient’s family and community 

providers, including transition of care and information to their primary care provider. 

6. Lack of access to effective specialist, home care and/or primary care post-discharge, to 

help manage the condition post-discharge, including access barriers such as geography, 

and social and personal resources. 

7. Lack of access to appropriate end of life care. 

Of the readmissions for select chronic conditions 

in 2015-16 (Figure 5), the most common cause of 

the initial hospital admission was gastrointestinal 

illness (37%), chronic obstructive pulmonary 

disease (COPD) (21%), and congestive heart 

failure (CHF) (13%). Chronic obstructive 

pulmonary disease (COPD) and congestive heart 

failure (CHF) have the highest rates of 

readmission Figure 6). 

From the second quarter of 2015-16 to the first 

quarter of 2016-17, the rate of readmissions had 

steadily improved from 17% to 15.4%- meeting 

the provincial target for the first time, after 

having worsened the year before. It is possible 

this steady improvement was in part due to 

investments made in 2014-15 (initiatives 

described later in this section). However, the rate 

worsened again in the second quarter (the most 

current available data).  Notably, the absolute 

number of readmissions (Figure 9) for these 

conditions did not increase in this quarter and has 

been improving since the first quarter of 2015-16.  

Admission totals for all conditions declined in the 

last two quarters. Given the growth and aging of 

the population, we would instead expect the 

admissions and readmissions to have continued to 

increase as they were to the end of 2014-15. 

Readmission counts for heart failure and 

myocardial infarction only increased slightly but 

counts of cardiac, chronic obstructive pulmonary disease, and stroke readmissions all decreased. 

Importantly, in the most recent quarter, there were fewer total admissions (including 

*Data range April 2015 to September 2017 

(Q1 2015-16 to Q2 2016-17) 

 

Figure 5: Readmissions within 30 days, by 

Condition, Champlain* 

Figure 6: Readmission rate, by Condition, 

Champlain* 



 

19 

 

readmissions) for these conditions than any time in the last four years.  

It is possible that the LHIN’s initiatives may be successful in avoiding a number of initial 

hospital admissions as well. Perversely, an increase in the readmission rate can occur when the 

number of readmissions stays the same or decreases but the number of admissions drops more. 

Figure 8: Admissions and readmissions within 30 days for selected chronic conditions in 

Champlain by quarter

 

Over the past years, the LHIN has worked with a number of system partners to address the 

drivers of hospital readmissions and to develop strategies, as summarized in the diagram14 

below. Some of the strategies address drivers of re-admission for chronic conditions broadly, 

while others target gaps, pathways, and access to care for those conditions with a larger 

proportion of readmissions. 

  

                                                      
14 Diagram by Leah Bartlett, July 2017 
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Figure 9: Re-admissions reduction projects/initiatives 

 

Many of our efforts address common reasons for readmissions – improving transitions from 

hospital to home, improving communication and access to information among providers, and 

enhancing community supports. These initiatives and others address the issues of a coordinated 

discharge, access to care and other supports post-discharge.  

The Champlain Primary Care Quality Practice Facilitation program targets improvements in 

primary care access and chronic disease management programs, improving patient supports to 

manage chronic conditions in the community.  

Similarly addressing care and support post-discharge, the eConsult project greatly expanded 

timely (on average 2 days) and geographic access to specialists through technology. eConsult, 

enabled over 1,200 primary care providers in Champlain and beyond to consult electronically 

with 100 specialty services and resulting in quicker diagnosis and treatment, and care 

coordination for over 23,000 patient cases, from project start in 2010 to March 2017.  

Congestive Heart Failure Strategy 

The Champlain Regional Heart Failure Strategy, involving the University of Ottawa Heart 

Institute, and primary care partners (Family Health Teams and Community Health Centres), was 

funded to integrate and standardize services for clients living with heart failure and 

implementation of best practices related to congestive heart failure care.  The plan includes a 

rapid intervention clinic (emergency department diversion), transitional care program for 

improved discharge, heart failure screening in primary care, and standardized congestive heart 

failure discharge summary. 

Lung Health Initiatives 

The Champlain LHIN has many efforts underway to improve lung health, with a particular focus 
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on reducing admissions for chronic obstructive pulmonary disease.  Projects were developed in 

partnership with the Champlain Regional Lung Network to increase awareness of local lung 

health resources and improve access to community-based lung health services and pulmonary 

rehabilitation (e.g. centralized intake and referral). Through targeted LHIN investment, regional 

lung health programs are now in place across over 16 sites across Champlain and hosted at 

community health centres. The community-based lung health programs have been shown to 

reduce emergency department visits and hospitalizations for chronic obstructive pulmonary 

disease.  Additionally, a chronic obstructive pulmonary disease outreach program was developed 

at The Ottawa Hospital and spread to the Cornwall areas by Seaway Valley Community Health 

Centre to support clients with chronic obstructive pulmonary disease as they transition from 

hospital to home.   

Going forward, these and other initiatives to reduce readmissions in Champlain, such as system 

navigation initiatives, stroke care and rehabilitation, self-management and caregiver support for 

people with dementia, and multicultural health navigation, continue to work towards improving 

coordination, communication, access and quality of care related to chronic conditions. The 

Health Links initiative, described below, has considerable potential to reduce admissions and re-

admission in Champlain in the next 2 years. 

Health Links: Our most promising strategy 

Health Links is a patient-centered approach to care that focuses on enhancing and coordinating 

care for patients living with multiple chronic conditions and complex needs.  The Health Links 

approach to coordinated care planning promotes a shared understanding of what is most 

important to the patient through the establishment of a Coordinated Care Plan, with clear roles 

and responsibilities of each member of the patient’s care team.  The Health Links approach 

improves communication among providers, family/caregivers and patients; improves care 

planning and facilitates access to the care people need- all main drivers of readmission.  

The promise of this initiative, which this year established its 10th and final Health Link in 

Champlain, is significant in terms of reducing inefficiencies in the health system (readmissions 

being one type) and improving the quality of care and quality of life for people with complex 

needs in Champlain.  

A previous analysis by the LHIN identified that 87% of people who were readmitted to hospital 

for any reason within 30 days met the “patients with high needs” definition for Health Links. In 

2016-17, 1187 people had Health Links coordinated care plans developed and implemented. For 

2017-18, the LHIN has set a cumulative target for 4,375 people with coordinated care plans, 

growing to 10,000 by 2018-19. In consideration that there are about 600 readmissions for chronic 

conditions per quarter and the proportion of people who are readmitted who are expected to 

benefit from a Health Link approach, the Health Links initiative has the potential to dramatically 

improve outcomes and reduce health care costs throughout Champlain.  

http://www.champlainhealthline.ca/libraryContent.aspx?id=21669
http://www.champlainhealthline.ca/libraryContent.aspx?id=21669
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Corporate Performance  
 

Progress on the Annual Business Plan 

The Annual Business Plan is the yearly plan that maps out how we are fulfilling the strategic 

goals articulated in the Integrated Health Services Plan and forms part of the Ministry-LHIN 

Accountability Agreement. This plan was developed at a time when the Ministry was seeking 

advice on Patients First: A Proposal to Strengthen Patient-Centred Health Care in Ontario.  

In 2016-17, priorities included:  

¶ Support scaling of Health Links to significantly increase the number of people with 

complex health conditions receiving coordinated care. 

¶ Expand sub-regional planning efforts to focus on strengthening, coordinating and 

integrating primary care, and home and community care for people who need those 

services.  

¶ Ensure coordination and integration of community mental health and addictions services 

and palliative care.  

¶ Deliver coordinated care based on community needs and improve equitable access to 

services through sub-regional planning.  
 

Reporting Period 

This Annual Business Plan progress report is updated for the fourth quarter of 2016-17.  

Overview of status and mitigation 

Of the 43 interventions identified in the Annual Business Plan (ABP), 37 achieved their planned 

deliverables by the end of the fiscal year.  

Two interventions involving Health Links were off-track at year-end.  Both were related to the 

regional target of 1,325 cumulative care coordination plans not being achieved.  We reached 

89.3% of the regional target.  Work is now underway to achieve our 2017/18 target of 4,375. 

An intervention involving the expansion of dementia initiatives was put on hold to better align 

with sub-regions in fiscal 2017/18. 

Three initiatives were delayed due to human resources challenges – an intervention involving the 

implementation of information systems for the community support services sector, one involving 

the documentation of goals of palliative care, and one intervention involving the identification of 

service gaps for Francophones.  In two of the cases, the issue has been addressed and recruitment 

is underway for the last.  The work is expected to continue in 2017/18, and these delays will not 

impact our ability to meet our overall commitments. 
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Risk 

Enterprise Risk Management is a continuous, proactive and systematic process to understand, 

manage and communicate risk from an organization-wide perspective. It is about supporting 

strategic decision-making that contributes to the achievement of an organization’s overall 

objectives. 

The Champlain LHIN’s Enterprise Risk Management (ERM) program is aligned with 

governance best practice, ensures the responsible stewardship of resources, and supports the 

achievement of the LHIN’s mission.  The organizational risks and the corresponding mitigation 

strategies are reassessed by the Champlain LHIN on a regular basis.  

The purpose of this report is to inform the LHIN Board on the status of, and the changes to, the 

organization’s risk profile and mitigation strategies as of the end of the first quarter of 2017/18.  

The risks and associated mitigation strategies highlighted this quarter are related to the following 

risks:  

¶ Due to the evolving mandate and new strategic plan, there is a mismatch of, or gaps in, 

skills at the staff level; and 

¶ Reduction in funding, or insufficient funding for the health care system and/or LHIN 

operations. 

Reporting Period 

Risk assessment information reflects the current status of risk at the end of the first quarter of 

fiscal year 2017/18 (i.e. June 2017). It is more up-to-date than the performance information 

discussed in the previous section of this report, which lags due to data reporting and processing 

requirements.   

2016/17 Risk Identification 

In accordance with the LHIN’s Enterprise Risk Management Framework, a risk is the expression 

of the impact and likelihood of an event with the potential to affect the achievement of an 

organization’s objectives.  

The LHIN reviewed its risk register for 2016/17.   Two key environmental factors that were 

taken into consideration in the review of the risks included: the development of a new 3-year 

Integrated Health Services Plan (2016-19 IHSP); and the proposed, at the time, Patients First 

legislation.  Both of these factors impact on the LHIN’s priorities, objectives and, consequently 

its risks and mitigation strategies.  

As a result of the review, the ten risks listed in Figure 10 below were identified for monitoring, 

management and reporting.  These risks fall into the following categories of risk: strategic; 

financial; leadership; operational; and external.  For the purposes of presenting the risks on a 

chart, each risk has been assigned a label (A through J). Of all the risks the Champlain LHIN 
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could be faced with, these risks represent those that are the most significant, should they 

materialize or not be sufficiently mitigated.  

Figure 10: Risk Register, by Risk Category and Label 

 

Updated Risk Assessment 

Each of the ten risks were assessed for the potential impact and likelihood of the risk occurring.  

The chart below illustrates the relative potential impact versus likelihood for the Q3 of 2016-17 

(green dots) and the current quarter, Q1 of 2017-18 (orange dots).  Information for Q4 of 2016-

17 was “skipped” in order to provide the most recent available information contrasted with that 

assessment provided in the preceding report.  



 

25 

 

 

Note: For reference, the charts showing the quarter over quarter changes that were presented in previous reports 

are provided in Appendices B, C and D. 

The assessment of impact and likelihood for five of the ten risks did not change from last quarter. 

The assessment did change for five of the risks (the shift is highlighted by the arrows on the 

chart).  Below is an explanation for the changes to each of these risks. 

¶ Organizational instability or poor performance of individual health service 

providers detracts from a system focus (Risk C).  The assessed likelihood of this 

risk occurring decreased in Q1 due to additional base funding for hospitals 

announced by the Ministry as well as accountability agreements being finalized early 

in the fiscal year, reducing levels of uncertainty in the health care system. 

¶ Due to the evolving mandate and new strategic plan, there is a mismatch of, or 

gaps in, skills at the staff level (Risk F):  The assessed likelihood of this risk 

occurring has increased slightly.  Staff has extensive skills relevant to work of the 

LHIN but the recent merger of the LHIN and CCAC means that there are knowledge 

gaps that will need to be filled and processes to be realigned for staff to become fully 

functional.  In addition, LHIN clinical leadership is not yet in place, nor are all the 

sub-regional directors, an issue that is not unique to the Champlain LHIN as funding 

of these positions has not yet been confirmed.  To mitigate the risk posed by this 

issue, the Champlain LHIN is actively engaged in building knowledge and aligning 

processes across the organization and continues to have several clinical leaders on 

contract (e.g., primary care, critical care, emergency department, etc.) to address the 

gap in clinical leadership.  Current LHIN sub-regional directors are also assuming 
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responsibility for all five sub-regions until such time as additional sub-regional 

directors can be appointed. 

¶ LHIN organizational instability detracts from meeting existing obligations (Risk 

H).  The assessed likelihood of this risk occurring decreased as the work associated 

with the transition to a single organization (a merger of the Champlain LHIN and 

Champlain CCAC) was completed and integration achieved.  Extensive planning 

and communication efforts and a rigorous approach to managing the transition can 

be credited for a smooth transition. The LHIN was able to continue to advance its 

strategic initiatives and meet its obligations despite the additional work associated 

with planning for and undergoing the transition to one organization.  

¶ LHIN resources are insufficient to fully develop a plan for the improvement of 

home care and primary care services in the short term (Risk I).  The assessed 

likelihood of this risk occurring decreased as planning efforts have been initiated to 

improve services in these areas, including sub-regional planning. 

¶ Reduction in funding, or insufficient funding for the health care system and/or 

LHIN operations (Risk J).  The assessed likelihood of this risk occurring has 

increased. Although additional home care funding announced by the provincial 

government has had an immediate positive impact on wait lists, the gap in home care 

services clearly remains insufficient to meet the needs of clients in the Champlain 

Region, as outlined in the recent report commissioned by the LHIN15, presented to 

the Champlain LHIN’s Board at its April 2017 meeting.  The report concluded that, 

despite the efficient delivery of home and community care services in the Champlain 

Region relative to other regions, a number of contributing factors outside of the 

control of the Champlain LHIN contribute to this gap, most notably the contracted 

rates paid to service provider organizations.  The report also noted that the demand 

for home and community care services is likely to increase further, based on the 

population profile of the region and latent demand estimates.  The funding of LHIN 

operations was also reduced as part of the transition, further increasing this risk.  

Better understanding of home care demand pressures is part of the LHIN’s 

mitigation strategy, along with the rigorous management of home and community 

care funding in order to optimize the positive impact on client care and waitlists. 

Looking forward, additional resources will be required to address home care 

waitlists that remain at relatively high levels and to fully execute the Champlain 

LHIN’s Integrated Health Services Plan and the Ministry of Health and Long-Term 

Care has been provided information and notice to this effect. 

 

                                                      
15 Preyra Solutions Group (2017). Meeting Home Care Needs in the Champlain LHIN- Estimating and managing 

CCAC service demand. March 2017. 
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Risk Mitigation Strategies 

The LHIN has put in place mitigation strategies for all ten of the identified risks.  The LHIN 

management team reviews the risks and the mitigation strategies on a regular basis (at least 

quarterly) and as circumstances change.  

The LHIN scorecard includes an assessment of the extent of mitigation of the LHIN’s 

organizational risks to determine what percent of the risks are: fully mitigated; partially 

mitigated; or unmitigated.  Based on the mitigation strategies currently in place, and due to the 

nature of the risks, the LHIN management team has assessed that all 10 of the risks are “partially 

mitigated”.   

The LHIN continues to work within its span of control and influence to put in place additional 

strategies as noted in the previous section of this report.  Both the LHIN Board and management 

also actively review risks.  Insufficient funding for home and community care services within the 

Champlain LHIN will be a sustained area of focus and risk management for both the LHIN 

Board and management.  
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Appendix A: Champlain LHIN Performance by Metric 

 

Indicator
Period of the 

Data*
Target

Current 

performance

Current 

Performance  

(% target 

achieved)

Champlain 

2016/17 

Performance 

Among LHINs 

(by Quartile)

Related to 

processes 

or 

efficiencies 

% Receiving personal support services within 5 days Q3 2016/17 95% 30% 31% Lower Quartile ã

% Receiving nursing services within 5 days
Q3 2016/17 95% 93% 98%

Middle of the 

Group
ã

1
st
 CCAC home visit, community clients, 90

th
 percentile wait

Q3 2016/17 21 days 31 68%
Middle of the 

Group
ã

Time in emergency department, complex patients, 90
th
 percentile Q4 2016/17 8 hours 12.25 65% Lower Quartile ã

Time in emergency department, non-admitted non complex patients, 90
th 

percentile
Q4 2016/17 4 hours 4.87 82% Lower Quartile ã

MRI scan cases completed within target period
Q4 2016/17 90% 39% 43%

Middle of the 

Group
ã

CT scan cases completed within target period
Q4 2016/17 90% 81% 90%

Middle of the 

Group
ã

Hip replacement cases completed within target period
Q4 2016/17 90% 93% 100%

Middle of the 

Group
ã

Knee replacement cases completed within target period
Q4 2016/17 90% 89% 99%

Middle of the 

Group
ã

Patients in acute beds awaiting alternate levels of care (% ALC)
Q3 2016/17 9.50% 14.0% 68%

Middle of the 

Group
ã

Patients in acute or sub-acute beds awaiting alternate care (ALC Rate)
Q4 2016/17 12.7% 14.2% 90%

Middle of the 

Group
ã

30 day repeat emergency department visits for mental health
Q3 2016/17 17.1% 18.4% 89%

Middle of the 

Group
ã

30 day repeat emergency department visits for substance abuse
Q3 2016/17 25.1% 25.4% 88%

Middle of the 

Group
ã

30 day readmissions for certain chronic conditions
Q2 2016/17 15.5% 16.8% 92%

Middle of the 

Group
ã

Q2 2016/17 data refers to Jul, Aug, Sep 2016

Q3 2016/17 data refers to Oct, Nov, Dec 2016

Q4 2016/17 data refers to Jan, Feb, Mar 2017

**Red checkmarks indicate larger impact.

ã

ã

ã

ã

ã

ã

ã

Performance Drivers?

Related to 

availability of 

services relative 

to demand**

ã

ã
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Appendix B.  Risk assessment changes from the beginning of the year (Q0) to end of 
the first quarter (Q1) 

 

 

Appendix C.  Risk assessment changes from the end of the first quarter (Q1) to the 
end of the second quarter (Q2) 
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Appendix D.  Risk assessment changes from the end of the second quarter (Q2) to 
the end of the third quarter (Q3) 



 

 

 

 

 


