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1.0

1.1.

1.2

1.3.

1.4.

BACKGROUND

Goal.

The LHIN seeks to enter into a Hospital Service Accountability Agreement ("H-SAA™
with the Hospital. The H-SAA reflects that to the extent one party succeeds, the other
party will also succeed as the parties share a common interest in supporting “... a
health care system that keeps people healthy, gets them good care when they are
sick and will be there for our children and grandchildren®,

Roles.

1.2.1 MOHLTC's Role. The MOHLTC provides strategic leadership, planning and
central oversight as steward of the health system in Ontario. The MOHLTC is an
active partner in supporting the health system and establishes sirategic direction,
multi-year plans, provincial standards and priorities. The MOHLTC also monitors,
evaluates and reports on the performance of the health system and the health of
Ontarians and establishes funding models and funding levels for the health system.

1.2.2 LHIN and Hospital Shared Rales. The parties will collaborate and cooperate
to facilitate the achievement of this Agreement. The parties will work together to
enhance the efficiency and effectiveness of Hospital Services using a continuous
improvement framework.

1.2.3 LHIN's Role. The LHIN will lead, plan, coordinate, integrate and fund the
local health system. The LHiN will also monitor, evaluate, report on and address the
performance of health service providers and the local health system.

1.2.4 Hospital's Role. The Hospital provides Hospital Services and organizational
leadership supporting systems integration and improved health outcomes. The
Hospital also plans, monitors, evaluates and reports on the performance of Hospital
Services delivered by the Hospital.

Governance.

The LHIN acknowledges and supports the role of local independent hospital boards
contributing to an effective and efficient local health system. The Hospital's Board of
Directors remains fully responsible for using its authority to govern the Hospital under
Applicable Law and Applicable Provincial Policies.

Relationship Principles.

Recognizing their interdependence, the parties will adopt and follow a proactive,
collaborative and responsive approach to:

0) establish clear lines of communication and responsibility;

(i) develop clear and achievable performance obligations;

(i)  focus on ongoing performance improvement and risk management; and
(iv)  resolve issues in a diligent, proactive and timely manner,

all based on the practice of early notice.
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1.5.

1.6.

2.0

2.1,

Legal Context.
1.5.1 Background. Under the Local Health System Integration Act (the “Act™), the

LHIN is required to enter into a service accountability agreement with each of the
health service providers that it funds. This Agreement is the first public hospital
H-SAA and it succeeds the 07/08 HAA that was assigned by the MOHLTC to the
LHIN in April 2007.

1.5.2 The Act. The purpose of the Act is to provide for an integrated health system
to improve the health of Ontarians through: (i) better access to high quality heaith
services; (ii) coordinated health care in local health systems and across the province;
and (i) effective and efficient management of the health system at the local level by
LHINs,

1.5.3 The Act and an H-SAA. The Act requires the terms and conditions of an
H-SAA to be in accordance with: (i) the funding that the LHIN receives from the
MOHLTC; and (ii) the LHIN's accountability agreement with the MOHLTC. The
H-SAA [s a service accountability agreement under, and subject to, the provisions of
the Commitment to the Future of Medicare Act, 2004 (the "CFMA”").

Health System Transformation.

Health system transformation will be an evolutionary process. The H-SAA and
processes contained within it reflect this transitional state. Through the term of the
H-SAA, itis intended that LHINs and hospitals will work collaboratively to further
define and refine the processes necessary to fulfill their respective funding, planning,
integration and performance obligations. The H-SAA template reflects, in part, the
LHINs' intention over the next few years to move to the use of standardized terms
and common formats as appropriate in their service accountability agreements with
all health service providers. The use of standard terms and common formats will
support equitable treatment of health service providers across the province, facilitate
the administration of Service Accountability Agreements (SAAs) and ensure that the
focus is on outcomes and the quality of care and treatment of individuals.

DEFINITIONS

Definitions. The following definitions are applicable to terms used in this Agreement:

Act means the Local Health System Infegration Act, 2006 as it may be amended from
time to time; ‘

Agreement means this agreement and includes the Schedules, as amended from
time to time;

Applicable Law; when used in reference to the Hospital means legislation affecting
the operations of the Hospital, and when used in reference to the LHIN, means
legislation affecting the operations of the LHIN;

Applicable Policies means provincial policies, standards and operating manuals that
are identified by the parties and where there is agreement that they apply;

8
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Base Funding means the funding set out in Schedule C on the lines labeled
“Opening Base Funding” and “Incremental Base Funding”:

Balanced Budget means that in a given Fiscal Year the total corporate revenues
(excluding interdepartmental recoveries and facility-related deferred revenues) of the
Hospital are greater than or equal to the total corporate expenses (excluding
interdepartmental expenses and facility-related amortization expenses) of the
Hospital when using the consolidated corporate income statements (all fund types
and sector codes) (see subsection 6.1.3);

Capital Initiatives means any initiative of the Hospital related to the construction,
renewal or renovation of a facility or site, funded in whole or in part by the
Government of Ontario, that is not an Own-Funds Capital Project or part of the HIRF;

CEO means Chief Executive Officer;

CFMA means the Commitment to the Future of Medicare Act, 2004 as it may be
amended from time to time;

Days means calendar days;

Factors Beyond the Hospital’s Control include occurrences that are, in whole or in
part, caused by persons, organizations or events beyond the Hospital's control.
Examples may inciude, but are not limited to, the following:

(i) significant costs associated with complying with new or amended Government
of Ontario technical standards, guidelines, policies or legislation;

(ii) the availability of health care in the community (long-term care, home care,
and primary care);

i) the availability of health human resources;

(iv) arbitration decisions that affect Hospital employee compensation packages,
including wage, benefit and pension compensation, which exceed reasonable
Hospital planned compensation settlement increases and in certain cases
non-monetary arbitration awards that significantly impact upon Hospital
operational flexibility; and

(v) catastrophic events, such as natural disasters and infectious disease
outbreaks;

Fiscal Year means a period of 12 consecutive months beginning on April 1 and
ending the following March 31;

Funding means the funding provided by the LHIN to the Hospital under this
Agreement;

HAA means the hospital accountability agreement previously executed between a
hospital and the MOHLTC;
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HAPS means the Board-approved hospital annual planning submission provided by
the Hospital to the LHIN for the Fiscal Years 2008-2009 and 2008-2010:

HIRF means the health infrastructure renewal fund established to provide capital
funding grants of usually less than $1 million for the renewal or renovation of a public
hospital;

Hospital Services means the clinical services provided by the Hospital, and the
operational activities that support those clinical services;

H-SAA means a hospital service accountability agreement, i.e. a SAA between a
LHIN and a hospital;

Improvement Plan means a plan that the Hospital may be required to develop under
subsection 9.7 of this Agreement;

LHINs mean one or more of the local health integration networks continued or
established under the Act;

MOHLTC means the Ministry of Health and Long-Term Care;

Own-Funds Capital Project means a capital project funded by the Hospital without
capital funding from the Government of Ontario, including the MOHLTC and the LHIN;

Performance Corridor means the acceptable range of results around a Performance
Target;

Performance Factor means any matter that significantly affects a party's ability to
fulfill its obligations under this Agreement;

Performance Indicator means a measure of Hospital performance for which a
Performance Target is set;

Performance Standard means the acceptable range of performance for a
Performance Indicator or Service Volume that results when a Performance Corridor is
applied to a Performance Target (as described in the Schedules);

Performance Target means the planned level of performance expected of the
Haospital in respect of Performance Indicators or Service Volumes;

person or entity includes any individual, corporation, partnership, firm, joint venture
or other single or collective form of organization under which business may be
conducted;

SAA means a service accountability agreement as that term is defined in the Act;

10
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Schedufe means any one of, and “Schedules” mean any two or more, as the context
requires, of the schedules appended to this Agreement including the following:

Schedule A:
Schedule B:
Schedule C:
Schedule D:
Schedule E:
Schedule F:
Schedule G:
Schedule H:

Planning and Funding Timetable;

Performance Obligations;

Hospital Multi-Year Funding Allocation;

Global Volumes and Performance Indicators;

Critical Care Funding; '
Post-Construction Operating Plan Funding and Volume;
Protected Services; and

Wait Time Services.

Service Volume means a measure of Hospital Services for which a Performance
Target has been set.

1
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3.0

3.1.

3.2.

3.3.

3.4.

4.0

4.1.

4.2.

5.0

5.1.

5.2.

5.3.

APPLICATION AND TERM OF AGREEMENT

A Service Accountability Agreement. This Agreement is a SAA for the purposes of
subsection 20(1) of the Act and Part il] of the CFMA. This Agreement sets out the
parties' respective obligations as set out in section 4.0.

Term. This Agreement will commence on April 1, 2008 and will terminate on March
31, 2010.

Schedules. Each Schedule will clearly specify the fiscal period or periods to which it
applies.

Application. This Agreement does not apply to or supersede other funding or
contractual arrangements that the Hospital may have with the provincial Crown,
Cancer Care Ontario or the federal Crown.

OBLIGATIONS OF THE PARTIES

The LHIN. The LHIN will fulfill its obligations under this Agreement in accordance
with the terms of this Agreement, Applicable Law and Applicable Provincial Policies.

The Hospital. The Hospital will fulfill its obligations under this Agreement in
accordance with the terms of this Agreement, Applicable L.aw and Applicable
Provincial Policies.

FUNDING

Annual Funding. The LHIN will provide the Hospital with the Funding specified in
Schedule C in equal installments twice monthly unless otherwise agreed. The LHIN
is not responsible for any commitment or expenditure by the Hospital in excess of the
Funding that the Hospital makes in order to meet its commitments under this
Agreement nor does this Agreement commit the LHIN to provide additional funds
during or beyond the term of this Agreement.

Planning Allocations. The Hospital acknowledges that the planning allocations
specified in Schedule C are targets only, provided solely for the purposes of planning
and is subject to confirmation. Funding and the confirmation of Schedule C is
conditional upon an appropriation of moneys by the Legislature of Ontario to the
MOHLTC and funding of the LHIN by the MOHLTC under the Act.

Revisions. [f actual Funding is different than what is specified in Schedule C, the

parties will negotiate and revise the requirements for Performance Indicators,
Performance Standards or Se_rvice.Volumes, as necessary.

12
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5.4,

5.5.

5.6.

Adjustments. The LHIN may make in-year, year end and after year end settlement
adjustments to the Funding. Increases in Funding specified in Sehedule € will be
carried out in accordance with the provisions of subsection 5.5. Any recovery of
Funding specified in Schedule C will be carried out in accordance with the provisions
of subsection 5.6.

Funding Increases. Before the LHIN can make an allocation of additional funds to
the Hospital, the parties will: (i) agree on the amount of the increase; (i) agree on any
terms and conditions that will apply to the increase; and (jii) execute an amendment
to this Agreement that reflects the agreement reached.

Funding Recovery.
6.6.1 Recovery of Funding.

(a) Generally. Recovery of Funding specified in Schedule C may occur for the
following reasons:

0] the LHIN makes an overpayment to the Hospital that results in the
Hospital receiving more Funding than specified in Schedule C;

(i) an assessment of financial reductions under subsection 12.1;
(i) as a result of a system planning process under section 7.4;

(iv)  as aresult of an integration decision made under section 26 of the Act;
and

(v) as provided for in Schedule B.

(b) Recovery of Errors, Penalties and under Schedule B. The LHIN may recover
Funding subject to subsection 5.6.1(a){i), (i) or (v) in accordance with the process

outlined in subsection 5.6.2.

(c) Recovery of Funding as a Result of System Planning or Integration. If
Hospital Services are reduced as a result of a system planning process under

subsection 7.4 or an integration decision made under section 26 of the Act, the LHIN
may recover Funding as agreed in the process in subsection 7.4 or as set out in the
decision.

5.6.2 Process of Recovery. Ifthe LHIN, acting reasonably, determines that a
recovery of Funding is required under subsection 5.6.1 (a)(i), (i) or (v}, then:

{i) the LHIN will give 30 Days’ notice to the Hospital.
(i) The notice will describe:
(a) the amount of the proposed recove'ry;

(b)  the term of the recovery if not permanent;

{c) the proposed timing of the recovery;
13
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(d) the reasons for the recovery; and

(e} the amendments, if any, that the LHIN proposes be made to the
Hospital's obligations under this Agreement.

(iii) Where a Hospital disputes any matter set out in the notice, the parties will
discuss the circumstances that resulted in the notice and the Hospital may
make representations to the LHIN about the matters set out in the notice
within 14 Days of receiving the notice.

(v)  The LHIN will consider the representations made by the Hospital and will
advise the Hospital of its decision. Funding recoveries, if any, will occur in
accordance with the timing set out in the LHIN's decision. No recovery of
Funding will be implemented earlier than 30 Days after the delivery of the
notice.

6.6.3 Full Consideration. In making a determination under subsection 5.6.2, the
LHIN will act reasonably and will consider the impact, if any, that a recovery of
Funding will have on the Hospital's ability to meet iis obligations under this
Agreement.

5.6.4 Hospital's Retention of Operating Surplus. In accordance with the
MOHLTC's 1982 (revised 1998) Business Qriented New Development Policy
(BOND), the Haspital will retain any net income or operating surplus of income over
expenses earned in a Fiscal Year, subject to any in-year or year-end adjustments to
Funding in accordance with subsection 8.6.1. Any netincome or operating surplus
retained by the Hospital under the BOND paclicy must be used in accordance with the
BOND policy. If using operating surplus to start or expand the provision of clinical
services, the Hospital will comply with subsection 7.3,
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5.7.

5.8.

5.9.

5.10.

6.0

6.1.

Consideration of Weighted Cases. Where a settiement and recovery is primarily

based on volumes of cases performed by the Hospital, the LHIN may consider the
Hospital's actual total weighted cases.

LHIN Discretion Regarding Case Load Volumes. The LHIN may consider, where
appropriate, accepting case load volumes that are less than a Service Volume or
Performance Standard, and the LHIN may decide not to settle and recover from the
Hospital if such variations in volumes are: (i) only a small percentage of volumes; or
(ii) due to a fluctuation in demand for the services.

Settlement and Recovery of Funding for Prior Years. The Hospital acknowledges
that settlement and recovery of Funding can occur up to seven years after the
provisian of Funding. Recognizing the transition of responsibilities from the MOHLTC
to the LHIN, the Hospital agrees that if the parties are directed in writing to do so by
the MOHLTC, the LHIN will seftle and recover on behalf of the MOHLTC, and the
Hospital will enable the recovery of, Funding provided to the Hospital by the MOHLTC
in fiscal 2000/01 and every subsequent Fiscal Year up to and including 2006/07. All
such settlements and recoveries will be subject to the terms applicable to the original
provision of funding.

Debt Owing to the Crown. Where the Hospital is required to repay the LHIN any
amount of the Funding, the amount is a debt owing to the Crown and the LHIN may:

(i) set-off the amount owing against any further payment under this Agreement or
under any other agreement with the LHIN; or

(ii) require the Hospital to immediately pay the amount to the MOHLTC.

HOSPITAL SERVICES

Funding Conditions.

6.1.1 Funding. The Hospital will ensure that the Funding is:

(i) used to provide Hospital Services in accordance with subsection 6.2;
(i) used in accordance with Schedules B - H; and

(iii) not used for major building renovation or construction, or for direct expenses
relating to research projects.

6.1.2 Provision for the Recovery of Funding. The Hospital will make reasonable
and prudent provision for the recovery by the LHIN of any Funding that the LHIN may
recover under this Agreement and will hold this Funding in an interest bearing
account until such time as reconciliation and settlement has occurred with the LHIN.
Interest earned on Funding will be recoverable by the LHIN or be used for the
provision of Hospital Services in accordance with this Agreement.
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6.2.

6.1.3 Balanced Budget.

(a) Basic Requirement. The Hospital will achieve and maintain a Balanced
Budget.

(b) Facilitating a Balanced Budget. The parties will work together to identify
budgetary flexibility and manage in-year risks and pressures to facilitate the
achievement of a Balanced Budget for the Hospital and a balanced budget for the
LHIN.

(c) Waiver. The obligation to achieve a Balanced Budget may be waived by the
LHIN as follows:

)] Where the Hospital has the capacity to fund a negative margin, it can request
a different target. The LHIN may consider the request based upon the overall
financial health of the Hospital (as measured by its Current Ratio), the
Hospital's commitment to use its working capital to fund its deficit and the
Hospital's plan to achieve a Balanced Budget within an agreed upon
timeframe; or

(i) The LHIN may consider accepting a proposed deficit where the LHIN has
determined that achievement of a Balanced Budget position is not feasible in
such cases the LHIN may agree to a reasonable deficit in the first Fiscal Year
of the H-SAA as long as a Balanced Budget will be achieved within a
timeframe acceptable to the LHIN.

Prior to considering a waiver of the Balanced Budget requirement, the LHIN must first
wark with the Hospital under subsection 6.1.3(b) determine whether a waiver is
necessary and/or appropriate. Any waiver granted under this subsection 6.1.3(c) at
the discretion of the LHIN and will be subject to conditions, including, but not limited
to: (i) a requirement that the Hospital comply with a plan approved by the LHIN to
achieve a Balanced Budget within a defined period of time; and (ii} monitoring
requirements. The conditions of any waiver of subsection 6.1.3(a) that may be
granted by the LHIN will be set out in Schedule B.

Where such a waiver is granted, it and the conditions attached to it will form part of
this Agreement.

Hospital Services. The Hospital will:

0] achieve the Performance Standards described in the Schedules;

(i) not reduce, stop, start, expand, cease to provide or transfer the pravision of
Hospital Services to ancther hospital or to another site of the Hospital if such
action would result in the Hospital being unable to achieve the Performance
Standards described in the Schedules; and

(i) not restrict or refuse the provision of Hospital Services to an individual based
on the geographic area in which the person resides in Ontario.
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6.3.

7.0

74,

7.2,

7.3.

7.4,

7.5.

E-health; Interoperability of Ontario’s Health System. The MOHLTC has agreed
to set, in consultation with the LHIN and others, as appropriate, technical standards
related to e-Health and the interoperability of Ontaria’s health system. It is expected
that the LHINs will consult the hospital sector when setting these standards. The
Hospital agrees to comply with any standards set by Ontaric Health {nformatics
Standards Council that are approved for use.

PLANNING

Planning Cycle. The parties will use, and meet the due dates in, the planning cycle
in Part || of Schedule A ("Planning Cycle") for Fiscal Years 2010/11 and 2011/12.

Community Engagement. The Hospital acknowledges that it is required by
subsection 16(6) of the Act to engage the community of diverse persons and entities
in the area where it provides health services when developing plans and setting
priorities for the delivery of health services. The Hospital agrees to communicate with
the LHIN on its efforts and activities in community engagement.

System Planning. The parties will collaborate and cooperate in matters that affect
them concerning health system improvement. If the Hospital is planning to
significantly reduce, stop, start, expand, cease to provide or transfer the provision of
Hospital Services to anather hospital or to ancther site of the Hospital, it will inform
the LHIN.

Process for System Planning.
If:

(i) the Hospital has identified an opportunity to integrate its Hospital Services with
that of one or more other health service providers;

(ii) the health service provider or providers, as Athe case may be, has or have
_ agreed to the proposed integration with the Hospital,

(i) the Hospital and the health service providers have agreed on the amount of
funds needed to be transferred from the Hospital to one or mare other health
service providers to effect the integration as planned between them;

(iv)  the Hospital has complied with its obligations under section 27 of the Act;

then the LHIN may recover from the Hospital, Funding specified in Schedule C and
agreed by the Hospital as needed to facilitate the integration.

Capital Projects.

7.5.1 Capital Initiatives. The Hospital acknowledges that the LHIN will provide
advice to the MOHLTC about the consistency of a Hospital's Capital Initiative with
local health system needs during the MOHLTC's review and approval processes,
including at the pre-proposal, business case or functional program stages and that
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7.6.

the MOHLTC will continue to be responsible for the approval and funding of approved
Capital Initiatives.

7.56.2 Own-Funds Capital Projects. The Hospital acknowledges that until such
time as the MOHLTC devolves the review and approval process for Own-Funds
Capital Projects to the LHIN, the LHIN will provide advice to the MOHLTC about the
consistency of the Hospital's Own-Funds Capital Project with local health system
needs during the MOHLTC's review and approval processes, inciuding at the pre-
proposal, business case or functional program stages.

7.5.3 HIRF. The Hospital acknowledges that starting in Fall 2007, the LHIN will
approve eligible HIRF projects in accordance with the MOHLTC's guidelines. The
MOHLTC will continue to be responsible for the funding of approved HIRF projects.

Reviews and Approvals.

7.6.1 Timely Response. Subject to subsection 7.6.2, and except as expressly
provided by the terms of this Agreement, the LHIN will respond to Hospital
submissions requiring a response from the LHIN in a timely manner and in any event,
within the time period set out in Schedule B. |f the LHIN has not responded to the
Haspital within the time period set out in Schedule B, following consultation with the
Hospital, the LHIN will provide the Hospital with written notice of the reasons for the
delay and a new expected date of response. If a delayed response from the LHIN
could reasaonably be expected to have a prejudicial effect on the Hospital, the
Hospital may refer the matter for issue resolution under section 10.0.

7.6.2 Exceptions. Subsection 7.6.1 does not apply to: (i) any notice pravided to the
LHIN under section 27 of the Act, which shall be subject to the timelines of the Act;
and (ii) any report required to be submitted to the MOHTC by the LHIN for which the
MOHLTC response is required before the LHIN can respond.
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8.0

8.1.

8.2.

8.3.

8.4.

8.5.

9.0

9.1.

9.2,

REPORTING AND DOCUMENT RETENTION

General Reporting Obligations. The Hospital will provide to the LHIN, or to such
other entity as the parties may reasonably agree, in the form and within the time
specified by the LHIN, the plans, reports, financial statements or ather information
(“Information”), other than personal health information as defined in subsection 31(5)
of the CFMA, that: (i) the LHIN requires for the purposes of exercising its powers and
duties under this Agreement, the Act or for the purposes that are prescribed under
the Act; or (i) that may be requested under the CFMA.

Specific Reporting Obligations. Without limiting the foregoing, the Hospital will
fulfill the specific reporting requirements set out in Schedule B. The Hospital will
ensure that all reports are in a form satisfactory to the LHIN, are complete, accurate,

signed on behalf of the Hospital by a person authorized to sign them and provided to
the LHIN in a timely manner.

Confidential Information. If any Information submitted by the Hospital under this
Agreement contains information that is of a confidential nature, then the LHIN will
treat that Information as confidential and will not disclose the Information except with
the consent of the Hospital or under the Freedom of Information and Protection of
Privacy Act, which the Hospital acknowledges applies to the LHIN.

Disclosure of Information. The LHIN may disciose information that it collects under
this Agreement in accordance with the Act, the CFMA, the Freedom of Information
and Protection of Privacy Act, court order or subpoena.

Document Retention. The Hospital will retain all records (as that term is defined in
the Freedom of Information and the Protection of Privacy Act) related to the Hospital's
performance of its obligations under this Agreement for seven years after the
expiration of the term of this Agreement.

PERFORMANCE MANAGEMENT AND IMPROVEMENT

General Approach. The parties will follow a proactive, collaborative and responsive
approach to performance management and improvement. Either party may request a
meeting at any time. The parties will use their best efforts to meet as soon as
possible following a request.

Notice of a Performance Factor. Each party will notify the other party, as soon as
reasonably possible, of any Performance Factor. The notice will:

(i) describe the Performance Factor and its actual or anticipated impact;

(i jinclude a description of any action the party is undertaking, or plans to
undertake, to remedy or mitigate the Performance Factor;

(i) indicate whether the party is requesting a meeting to discuss the
Performance Factor; and
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9.3.

9.4,

9.5.

9.6.

9.7.

(iv) address any other issue or matter the party wishes to raise with the

other party, including whether the Performance Factor may be a Factor
Beyond the Hospital's Contral,

The recipient party will acknowledge in writing receipt of the notice within five Days of
the date on which the notice was received ("Date of the Notice").

Performance Meetings. Where a meeting has been requested under subsection
9.2(iij), the parties will meet to discuss the Performance Factor within 14 Days of the
Date of the Notice. A LHIN can require a meeting to discuss the Hospital’s
performance of its obligations under this Agreement, including but not limited to a
result for a Performance Indicator or a Service Volume that falls outside the
applicable Performance Standard.

Performance Meeting Purpose. During a performance meeting, the parties will:

(i) discuss the causes of the Performance Factor;

(ii) discuss the impact of the Performance Factor and the relative risk of non-
performance; and

(i)  determine the steps in the performance improvement process to be taken to
remedy or mitigate the impact of the Performance Factor.

Performance Improvement Process. The purpose of the performance
improvement process is to remedy or mitigate the impact of a Performance Factor.
The performance improvement process may include:

(i) a requirement that the Hospital develop an Improvement Plan; or

(i) an amendment of the Hospital's obligations as mutually agreed by the parties.

Factors Beyond the Hospital's Control. If the LHIN, acting reasonably, determines

. that the Performance Factor is, in whole or in part, a Factor Beyond the Hospital's

Control:

(i the LHIN will collaborate with the Hospital to develop and implement a
mutually agreed upon joint response plan which may include an amendment
of the Hospital's obligations under this Agreement;

(ii) the LHIN will not require the Hospital to prepare an Improvement Plan; and

(i)  the failure to meet an obligation under this Agreement will not be considered a
breach of the Agreement for the purposes of paragraph § of subsection 24(1)
of the CFMA, to the extent that failure is caused by a Factor Beyond the
Hospital's Control.

Hospital Improvement Plan.

9.7.1 Development of an Improvement Plan. If, as part of a performance
improvement process, the LHIN requires the Hospital to develop an improvement
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Plan, the process for the development and management of the Improvement Plan is
as follows:

0] The Hospital will submit the Improvement Plan to the LHIN within 30 Days of
receiving the LHIN's request. In the Improvement Plan, the Hospital will
identify remedial actions and milestones for monitoring performance
improvement and the date by which the Hospital expects to meet its
obligations.

(i) Within 15 business Days of its receipt of the Improvement Plan, the LHIN witl
advise the Hospital which, if any, remedial actions the Hospital should
implement immediately. If the LHIN is unable to approve the Improvement
Plan as presented by the Hospital, subsequent approvals will be provided as
the improvement Plan is revised to the satisfaction of the LHIN.

(i)  The Hospital will implement all aspects of the Improvement Plan for which it
has received written approval from the LHIN, upon receipt of such approval.

(iv)  The Hospital will report quarterly on progress under the Improvement Plan,
unless the LHIN advises the Hospital to report on a more frequent basis. If
Hospital performance under the improvement Plan does not improve by the
timelines in the Improvement Plan, the LHIN may agree to revisions to the
Improvement Plan.

The LHIN may require, and the Hospital will permit and assist the LHIN in conducting,
an operational and/or financial audit of the Hospital to assist the LHIN in its
consideration and approval of the Improvement Plan. The Hospital will pay the costs
of these audits.

9.7.2 Peer/LHIN Review of Improvement Plan. If Hospital perfermance under the
Improvement Plan does not improve in accordance with the Improvement Plan, or if
the Hospital is unable to develop an Improvement Plan satisfactory to the LHIN, the
LHIN may appoint an independent team to assist the Hospital to develop an
Improvement Plan or revise an existing Improvement Plan. The independent team will
include a representative from another hospital selected with input from the OHA. The
independent team will work closely with the representatives from the Hospital and the
LHIN. The Hospital will submit a new Improvement Plan or revisions to an existing
improvement Plan within 60 Days of the appointment of the independent team.

9.7.3 Costs. The Hospital will pay for costs incurred by the Haspital in developing

an Improvement Plan and costs incurred by an independent team assisting the
Haospital to either develop or revise an Improvement Plan.
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10.0

10.1.

10.2.

10.3.

10.4.

11.0

11.1.

11.2.

ISSUE RESOLUTION

Principles to be Applied. The parties will use their best efforts to resolve issues and
disputes in a collaborative manner. This includes avoiding disputes by clearly
articulating expectations, establishing clear lines of communication, and respecting
each party's interests.

Informal Resolution. The parties will use their best efforts to resolve all issues and
disputes through informal discussion and resolution. To facilitate and encourage this
informal resolution process, the parties will use their best efforts to jointly develop a
written issues statement. The issues statement will describe the facts and events
leading to the issue or dispute and will list potential options for its resolution. If the
issue or dispute cannot be resolved at the level at which it first arose, either party may
refer it to the Senior Director of Performance Contracts and Allocations of the LHIN
and to his or her counterpart in the senicr management of the Hospital. If senior
management is unable to resolve the issue or dispute, each party will refer it to its
respective CEO. The CEOs will meet within 14 Days of this referral and will use their
best efforts to resolve the issue or dispute.

Formal Resolution. If the issue or dispute remains unresolved 30 Days after the first
meeting of the CEQs, then the LHIN will either: (a) provide the Hospital with its
decision to resolve the issue or dispute; or (b) provide the Hospital with notice under
subsection 24(1) of the CFMA. The parties agree that before invoking the provisions
of subsection 10.3 or 10.4, the parties’ respective Boards Chairs (or Board member
designate) will be engaged in the attempt to resolve the issue or dispute.

CFMA Resolution. If the LHIN provides notice under subsection 24(1) of the CFMA,
then the resolution of the issue or dispute will thereafter be governed by the dispute
resolution provisions of the CFMA.

INSURANCE AND INDEMNITY

Insurance. The Hospital shall maintain Comprehensive Professional and General
Liability insurance against claims for bodily injury, death or property damage or loss
arising out of the performance of the Hospital's obligations under this Agreement ,
including the provision of Hospital Services, indemnifying and protecting the LHIN
and her Majesty the Queen as represented by the Minister of Health and Long Term
Care ("HMQ") but only with respect to liability arising from this Agreement, to an
amount of not less then the maximum limit of liability maintained under the Hospital's
Comprehensive Professional and General Liability insurance coverage, in respect of
any one accident or occurrence. Any and all such policies of such insurance shall be
for the mutual benefit of the Hospital, the LHIN and HMQ and shall include coverage
providing for cross liability and severability of interest. The Hospital agrees to include
the LHIN and HMQ as additional insureds.

Indemnity. The Hospital will indemnify and save harmiess the LHIN and its
officers, employees, directors, independent contractors, subcontractors, agents, and
assigns and HMQ and her Ministers, employees, directors, independent contractors,
subcontractors, agents and assigns (together the “Indemnified Persons”), from all
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12.0

1241.

costs, losses, damages, judgments, claims, demands, suits, actions, causes of action
or other proceedings of any kind or nature (a “Claim"), based on, occasioned by, or
attributable to anything done or omitted to be done by the Hospital or the Hospital's
directors, agents, employees and/or students related to or arising out of this
Agreement, including all legal expenses and costs incurred by an Indemnified Person
in defending any legal action pertaining to the Claim, except to the extent that the
Claim arose as a direct result of the gross negligence or willful misconduct of the
LHIN or HMQ.

REMEDIES FOR NON-COMPLIANCE

Planning Cycle. The success of the Planning Cycle depends on the timely
performance of each party. Tc ensure delays do not have a material adverse effect
on Hospital Services or LHIN operations, the following provisions apply:

(i) If the LHIN fails to meet an obligation or due date in Schedule A, the LHIN
may do one or all of the following:

(@)  adjust funding for Fiscal Year 2009/10 to offset a material adverse
effect on Hospital Services resulting from the delay; and/or

(b) work with the Hospital in developing a plan to offset any material
adverse effect on Hospital Services resulting from the delay, including
providing LHIN approvais for any necessary changes in Hospital
Services.

(i) At the discretion of the LHIN, the Hospital may be subject to a financial
reduction if the Hospital's:

(a) HAPS is received by the LHIN after the due date in Schedule A without
prior LHIN approval of such delay;

(b) HAPS is incomplete;
(c) quarterly performance reports are not provided when due; or

(d) financial and/or clinical data requirements are late, incomplete or -~
inaccurate.

If assessed, the financial reduction will be as follows:

(i) if received within seven Days after the due date, incomplete or
inaccurate, the financial penalty will be the greater of: (i) a
reduction of 0.03% of the Hospital's Base Funding; or (i) $2,000;
and

(i) for every full or partial week of non-compliance thereatter, the rate
will be one half of the initial financial reduction.
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13.0

13.1.

14.0

14.1.

DENOMINATIONAL HOSPITALS

For the purpose of interpreting this Agreement, nothing in this Agreement is intended
to, and this Agreement will not be interpreted to, unjustifiably, as determined under
section 1 of the Canadian Charter of Rights and Freedoms, require a Hospital with a
denominational mission to provide a service or to perform a service in a manner that
is contrary to the denominational mission of the Hospital.

NOTICE

Notice. Any notice required to be given under this Agreement must be in writing.
Notice will be sufficiently given if a party delivers it personally, by courier or by fax to
the other party at the address set out below.

South West LHIN London Health Sciences Centre
Tony Woolgar, CEO Cliff Nordal, F09360

Suite 700 800 Commissioners Road E
201 Queens Avenue

London ON NB6A 1J1 London ON N6A 5W9

Fax (519) 672-6562 Fax (519)685-8225
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14.2,

14.3.

15.0

16.1.

156.2.

15.3.

15.4.

18.5.

15.6.

15.7.

Effective Date. All notices will be effective at the time the delivery is made when the
notice is delivered personally, by courier or by fax provided that the sender of the
notice has a written confirmation that the notice was received during the recipient's
ordinary business hours. If delivered outside ordinary business hours, the notice will
be effective at 9 a.m. at the start of the next business Day.

LHIN Representative. The LHIN's representative for the purposes of implementing

any adjustments to Funding may be a person other than the person named in this
section.

ADDITIONAL PROVISIONS

Interpretation. In the event of a conflict or inconsistency in any provision of this
Agreement, the main body of this Agreement will govern over the Schedules.

Transparency. As required by the CFMA, the Hospital will post a copy of this
Agreement in a conspicuous public place at its sites of operations to which this
Agreement applies and on its public website.

Amendment. The parties may amend this Agreement (including any amendment
that adds additional Schedules or amends existing Schedules) and amendments will
be in writing and executed by duly authorized representatives of each party.

Severability. The invalidity or unenforceability of any provision of this Agreement will
not affect the validity or enforceability of any other provision of this Agreement and
any invalid or unenforceable provision will be deemed to be severed.

Assignment and Assumption. The Hospital requires the prior written consent of the
LHIN to assign this Agreement or the Funding in whole or in part. The LHIN may
assign this Agreement or any of its rights and obligations under this Agreement to any
one or more of the LHINs or to the Minister.

LHIN is an Agent of the Crown. The parties acknowledge that the LHIN is an agent
of the Crown and may only act as an agent of the Crown in accordance with the
provisions of the Act. Notwithstanding anything else in this Agreement, any express
or implied reference to the LHIN providing an indemnity or any other form of '
indebtedness or contingent liability that would directly or indirectly increase the
indebtedness or contingent liabilities of the LHIN or Ontario, whether at the time of
execution of the Agreement or at any time during the term of the Agreement, will be
void and of no legal effect. .

Relationship of the Parties. The Hospital will have no power or authority to bind the
LHIN or to assume or create any obligation or responsibility, express or implied, on
behalf of the LHIN. The Hospital will not hold itseif out as an agent, partner or
employee of the LHIN. Nothing in the Agreement will have the effect of creating an
employment, partnership or agency relationship between the LHIN and the Hospital
(or any of the Hospital's directors, officers, employees, agents, partners, affiliates,
volunteers or subcontractors).
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15.8.

15.9.

15.10.

15.11.

16.12,

15.13.

Survival. The provisions in sections 2.1, 5.1, 5.4, 5.6, 5.9, 6.1.1, 6.1.2, 6.1.3(c),
6.2(i), 7.4, 8.3, 8.4, 8.5, 9.5, 9.6, 9.7, 10.0, 11.2, 12.1, 13.1, 14.0, 15.1, 15.6 and
15.12 will survive the termination or expiry of this Agreement.

Waiver. The LHIN or the Hospital may waive in writing any of the other party's
obligations under this Agreement. A waiver of any failure to comply with any term of
this Agreement will not have the effect of waiving any subsequent fajlures to comply.

Counterparts. This Agreement may be executed in counterparts, each of which will

be deemed an original, but all of which together will constitute one and the same
instrument.

Further Assurances. The parties agree to do or cause to be done all acts or things
necessary to implement and carry into effect this Agreement to its full extent.

Governing Law. This Agreement and the rights, obligations and relations of the
parties hereto will be governed by and construed in accordance with the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

Entire Agreement. This Agreement constitutes the entire agreement between the
parties with respect to the subject matter contained in the Agreement and supersedes
all prior oral or written representations and agreements.

IN WITNESS WHEREOF the parties have executed this Agreement made effective
as of April 1, 2008,

London Health Sciences Centre

By: L A 4
Original Copy Signed
. 7//%/700‘?
Doug Aléxander Date 7
Chair

| sign as a representative of the Hospital, not in my personal capacity, and | represent
that | have authority to bind the Hospital.

And Rv: /

Original Copy Signed
g py °oig /.947/“/.{&(

Cliff Nordal i Date
CEO

| sign as a representative of the Hospital, not in my persenal capacity, and | represent
that | have authority to bind the Hospital.
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- SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

2 Original Copy Signed

Norm Gamble ~— \ ' / /
Chair Date
And By: J— ‘ / .

Original Copy Signed
o i £ ]

Tony Woolgéu ‘ U Date

CEO

Facility No.8654
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Schedule A

Planning and Funding Timetable

OBLIGATIONS

Part | - Funding Obligations Party Timing

Announcement of multi-year funding allocation (confirmation | LHIN The later of June 30, 2008 or 14

of 2008/09 Schedule C funding, reinforcement of 2009/10 days after confirmation from the

Schedule C funding) . Ministry of Health and Long Term
Care

Announcement of multi-year funding allocation (confirmation | LHIN The later of June 30, 2008 or 14

of 2009/10 Schedule C funding) days after confiration from the
Ministry of Health and Long Term
Care

Part Il - Planning Obligations Party Timing

Announcement of 2010/11 planning target for hospital LHIN The later of June 30, 2008 or 14

planning purposes days after confimation from the
Ministry of Health and Long Term
Care

Publication of the Haspital Annual Planning Submission LHIN No later than June 30, 2009

Guidelines for 2010-12

Announcement of muiti-year funding allocation (reaffirm LHIN The later of June 30, 2009 or 14

2010711 and anncunce 2011/12 planning targets for 2010- days after confirmation from the

12 HSAA negotiations) Ministry of Health and Long Term
Care

Submission of Hospital Annual Planning Submission for Hospital No later than October 31, 2009

2010-12

indicatar Refresh (including detailed hospital calculations) LHIN (in conjunction with | No later than November 30, 2009

MOHLTC)

Refresh the Hospital Annual Planning Submission for 2010~ | Hospital/LHIN No later than January 31, 2010

12 and related Schedules

Sign 2010-12 Hospital Service Accountability Agreement Hospital/LHIN No later than February 28, 2010
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Obligation Timeline Diagram
Definitions:

Planning Target = For negotiations

Confirm = Confirm sighed agreement amounts after appropriatioh of monies by the
Legislature of Ontario

Funding Year

06/07 07/08 08/09 09/10 10/11 1112 12113
2‘:’:2?8 2008-10 H-SAA 2010-12 H-SAA 2;(:124‘
Announce
Confirm . \
June 06 Schedule PTI_Zr:;uer:[g P_:_a;r:;tentg
C Funding
Confirm Planning Planning
June 07 Scheduie Target Target
C Funding (Oct) (Oct)
Negotiated | Negotiated
Feb. 08 Schedule | Schedule
C Funding | C Funding
Confirm Reaffirm
June 08 Schedule | Schedule Planning
C Funding | C Funding Target
Confirm
June 09 Schedule | Planning Planning
C Funding Target Target
Negotiated { Negotiated
Feb. 10 Schedule | Schedule
C Funding | C Funding
Confirm Reaffirm
June 10 Schedule } Schedule | Planning
C Funding | C Funding Target

Funding Obligations are shaded
Planning Obligations are not shaded
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11 APPLICATION

The following Performance Corridors are to be applied to the Service Volumes set out
in Schedule D. Performance Corridors have been stratified by Hospital size.

1.2 ToTAL ACUTE ACTIVITY, INCLUDING INPATIENT AND DAY SURGERY WEIGHTED CASES

The table below shows the Performance Corridor boundaries by Hospital size for
inpatient and day surgery activity as measured by weighted cases.

Corridor Ceiling’ .
75% 125%
501 - 1,000 85% 115%
1,001 — 5,000 90% 110%
5,001 - 10,000 92% 108%
10,001 — 15,000 94% 106%
15, 001 ~ 25,000 95% 105%
25,001 =40, 000 96% 104%
> 40,000 87% v 103%

Day Surgery Activity: Hospital day surgery cases are reported in the National
Ambulatory Care Reporting System (NACRS) maintained by the Canadian Institute
for Health information (CIHI). The total number of cases is aggregated under the
following functional centres:

S Accounts s | Description’si :
71260" Operating Rooms (OR)
71262* Combined OR/ Post Anesthetic Recovery Rooms (PARR)
7128658* Post Anesthetic Recovery Rooms (PARR)
7134020 Day/Night Surgical/Procedural (OR/PARR Excluded)

7134025* | Day/Night Surgical/Procedural
7134055* | Endoscopy Day/Night

Inpatient surgery volumes reported under the 712* functional centres and in the
Discharge Abstract Database (DAD), are excluded.
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1.3 MENTAL HEALTH INPATIENT DAYS

Mental Health Inpatient Days for designated mental health beds are reported in the
Ontario Health Reporting System (OHRS) Management Information System (MIS)
Standard under the following account codes:

Orimary: Accoun! condary'Acco Jescriptio
7127625 Acute Mental Health
7127645* Addiction Inpatient
7127650* 403* Child/Adolescent
7127655* Forensic
7127690 Psychiatric Crisis Unit
7127695* Longer Term Psychiatry

Below are Performance Corridors for this indicator:
<5,000 85%
> 5,000 to <10,000 80%
> 10,000 94%

1.4  ELDERLY CAPITAL ASSISTANCE PROGRAM (ELDCAP) INPATIENT DAYS

ELDCAP Inpatient Days for designated ELDCAP beds are reported in the OHRS
under the following account codes:

Description

7129560

403*

ELDCAP

The Performance Corridor is between 98% and 102% for all hospitals.

1.5 REHABILITATION INPATIENT DAYS

Rehabilitation Inpatient Days for designated rehabilitation beds are reported in the
OHRS under the following account codes:.

Primary Accourit

ary: Accoun

71281*

403*

Rehabilitation Inpatient Days

Below are the Performance Corridors for this indicator.

NP oor
< 10,000 85%
10,001 - 20,000 90%
> 20,000

94%
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1.6 COMPLEX CONTINUING CARE RESOURCE UTILIZATION GROUP (RUG) WEIGHTED PATIENT
DAYs

This indicator is based upon the CIHI Chronic Care Reporting System
(CCRS)/Resource Utilization Group (RUG-IIl) weighted patient days (RWPD).

Below are the Performance Corridors for CCC RUG Weighted Patient Days.

Hospital Complex Continuing Care RWPD Corrider Floor
< 20,000 85%
20,001 — 40,000 90%
40,001 - 100,000 92%
> 100,000 ‘ 94%

1.7 AMBULATORY CARE VISITS

Ambulatory Care Visits are reported in the OHRS as Total Ambulatory Visits minus
Emergency Department Visits (all scheduled, non-scheduled, inpatient (IP) and
outpatient (OP) clinic visits, and visits in non- surgical Day / Night functional centres)
under the following account codes:

Primary Account Secondary Account Description
7134* (excluding 7134025,{ 450*, 5*, (excluding 50*,
7134055), 712*, 7135*, 511* 512* 513", §14*, | Ambulatory Care Visits
715* 518% 519, 521%)

Below are the Performance Corridors for this indicator.

Hospital Ambulatory Visits .
(excluding éamergency De;%rb'nent Visits) Corridor Floor

< 30,000 75%
30,001 - 100,000 80%
100,001 - 200,000 85%
200,001 - 300,000 90%
300,001 — 400,000 92%

> 400,000 94%
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1.8 EMERGENCY DEPARTMENT VISITS

Emergency Department visits are reported in the OHRS as Emergency Visits (all
scheduled, non-scheduled, [P and OP visits in Emergency functional centres).

Primary Account Secondary Account Description
450", 5*, (excluding 50*,
71310* §11*% 512* 513* 514*, | Emergency Visits
518* 519", 521%)

Below are the Performance Corridors for this indicator:

Hospital Emergency Visits

Corridor Floor

< 30,000 85%
30,001 - 50,000 90%
50,001 — 100,000 83%

>100,000 96%
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20 PERFORMANCE CORRIDORS FOR PERFORMANCE INDICATORS IDENTIFIED
IN SCHEDULE D '

21  APPLICATION
The following Performance Corridors are to be applied to the Performance Indicators
set out in Schedule D.

22 READMISS!ONS TO OWN FACILITY FOR SELECTED CMGs

(a) Definition: The number of patients readmitted to own facility for unplanned
inpatient care. This is compared to the number of expected unplanned
readmissions using data from all Ontario facilities and accounting for the
likelihood of return to the same facility (varies by facility).

Observed number of patients discharged
Readmissions with specified CMGs, readmitted to own

o -. | acute care facility for any unplanned
to Own Facility for Selected CMGs inpatient care, within 30 days of discharge

for the index hospitalization.

The following CMGs were identified for inclusion in this Performance Indicator:

Eligible Conditions & CMGs for Calculation of Readmission [ndicator*

CMG | CMG Description

Stroke: Age: >=45

13 Specific Cerebrovascular Disorders Except Transient Ischemic Attacks

COPD: Age>=45

140 | Chronic Obstructive Pulmenary Disease (COPD)

142 | Chronic Bronchitis

Pneumonia: All ages

143 | Simple Pneumonia and Pleurisy
AMI: Age >=45 '

205 | AMI without Cardiac Cath with Congestive Heart Failure

206 | AMI without Cardiac Cath with Ventricular Tachycardia

207 | AMI without Cardiac Cath with Angina

208 | AMI without Cardiac cath without Specified Cardlac Conditions

CHF: Age>=45

222 | Heart Failure

Diabetes: All ages

483 | Diabetes

Gl: All ages

281 | Gl Hemorrhage

285 | Complicated Ulcer

286 | Uncomplicated Ulcer

289 | Inflammatory Bowel Disease
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Eligible Conditions & CMGs for Calculation of Readmission Indicator*
CMG CMG Description
290 | Gl Obstruction
294 | Esaphagitis, Gastroenteritis and Misc. Digestive Disease
287 | Other Gl Diannoses
323 | Cirrhosis and Alcoholic Hepatitis
325 | Pancreas Disease (except Malignancy)

326 | Liver Diseases {except Cirrhosis or Cancer)
329 | Biliary Tract Diseases

Cardiac CMGs

Cardiac: Age
212 | Unstable Angina without Cardiac Cath with Specific Cardiac Conditions
213 | Unstable Angina without Cardiac Cath without Specific Cardiac Conditions
237 | Arrhythmia
235 | Angina Pectoris
242 | Chest Pain

*Specified CMGs are subject to change if CMG+ is implemented in Ontario.

Readmissions are limited to unplanned readmissions to own hospital within thirty (30)
days of index hospitalization discharge date (excluding deaths, patient sign-outs
against medical advice and transfers). Discharge date of index hospitalization should
occur within the calendar year.

(b) .LHIN Target: Expected number of readmissions times historical “own hospital’
readmission proportion The Expected Number Readmissions equals the sum of all
predicted probabilities for unplanned readmission to any Ontario acute care hospital
times the proportion of readmissions that return to the same facility (differs for
different facilities). It is adjusted for patient factors such as CMG, age, sex and prior
hospitalizations. Look-up tables are provided in WERS to assist in the calculation of
this indicator.

(©) Performance Corridor: The Performance Corridor is the upper control limit on
the amount by which the Hospital's readmission rate exceeds the expected rate. The
width of this corridor is related to the Hospital's annual number eligible cases. The
width is three times the standard deviation of the Hospital's expected readmission
rate divided by the square raot of the Hospital's number of eligible cases.

Hospital-specific corridors are available on the Web Enabled Reporting System (WERS).
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2.3

PERCENTAGE OF CHRONIC PATIENTS WITH NEW STAGE 2 OR GREATER SKIN ULCERS
(CHRONIC CARE DESIGNATED ACTIVITY ONLY)

(a} Definition: Percentage of Patients with New Stage 2 or Greater Skin Ulcers can be
interpreted as an estimate of the percentage of ulcer-free CCC patients who
developed stage 2 or greater skin ulcers (of any kind) over a typical 90-day period.
Lower values are expected to reflect better performance. This indicator is risk
adjusted.

Count of target assessments, acrass all quarters of a fiscal year that meet
both the numerator and denominator criteria. An RAI-MDS target
assessment is counted if patient is recorded as having one ar more skin
ulcers at stage 2 or higher [any of the following MDS items have a value
greater than 0: M1b “Number of Stage 2 skin Ulcers;" M1c “Number of Stage
3 Skin Ulcers; M1d “Number of Stage 4 Skin Ulcers.

% Chronic Patients with New

Stage 2 or > Skin Ulcers =
’ All RAI-MDS target assessments in the fiscal year that do not meet the
exclusion criteria.
Exclusions:
Target assessments that meet any of the following conditions are excluded: 1. Patient who already had one
or more skin ulcers of stage 2 or greater on the most recent prior MDS assessment; 2. Missing data for MDS
items M1b, M1c or M1d on the target assessment or on the most recent prior one.

(b) LHIN Target: The indicator target is the weighted average of the risk adjusted rate
(most recently 6.1%).

(c) Performance Corridor: The corridor is the upper control limit for this rate. This is
three times the standard deviation associated with the average risk-adjusted rate
divided by the square root of the Hospital's eligible number of cases. The indicator
should not exceed the target by more than this upper control limit.

Hospital-specific corridors available on the Web-Enabled Reporting System.
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2.4 CURRENT RATIO

(a) Definition: The number of times a Hospital's short-term obligations can be
paid using the Hospital's short-term assets.

Current Assets - credits in current asset
accounts excluding bad debt + debits in

Current Assets current liability accounts
Current Ratio = —————— =
Current Liabllities Current Liabilities, excluding deferred
contributions - debits in current liability

accounts+ credits in current asset
accounts (excluding bad debt)

This performance indicator should be caiculated using consolidated corporate
balance sheet (all fund types and sector codes). Treatment of credits and
debits for assets and liabilities is applied at the HAPS account roll-up level.

(b) LHIN Target: 0.8-2.0

(c) Performance Corridor: If outside LHIN Target, a Performance Corridor of plus
or minus 10% of the Negotiated Target would be applied. For example, if the
Negotiated Target is 0.7, the Performance Carridor would have a lower limit of
0.63 (0.7 * 90%) and an upper limit of 0.77 (0.7 * 110%).

(d) Calculating the Current Ratio

(i) Account Contents of Numerator: i.e. current assets - credits in current
asset accounts excluding bad debt + debits in current liability accounts:

- Primary Accounts Secondary Accounts

1* (excluding credit balances in
all 1* accounts except for bad .
debt [1*355]) + debit balances in Not applicable
4* accounts

Clarification of treatment of Bad Debt: Balances in Bad Debt accounts
1*355 are kept in numerator whether negative or positive.

(i) Account Contents of Denominator: i.e. Current Liabilities, excluding
deferred contributions - debits in current liability accounts + credits in
current asset accounts (excluding bad debt):

Secondary

Primary Accounts Accounts

4* (excluding 4*8 and excluding debit balances in 4*
accounts) + credit balances in 1* accounts (excluding bad | Not applicable
debts 1*355)
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" Excluded Deferred Contributions

Account

Description

4*8 00 Deferred Contributions - Current Detailed accounts required

4*8 40 | Deferred Donations - Current New Reporting Level

4*8 42 | Def Donations - Current - Land, Building & Building Service Equipment

4* 844 | Def. Donations - Current — Equipment

4* 848 | Def. Donations — Current — Operations

4*8 50 | Deferred Provincial Grants - Current New Reporting Level

4% 8 52 Def. Provincial Grants - Current - Land, Building & Building Service
Equipment

4* 8 84 | Def. Provincial Grants - Current — Equipment

4* 8 56 | Def. Provincial Grants - Current - Operations

4*B860 | Deferred Research Grant - Current New Reporting Level

4* 862

Def. Research Grants - Current - Land, Building & Building Service
Equipment

4* 8 64 | Def. Research Grants - Cumrent — Equipment

4*866 | Def Research Grants - Current - Operations

4*B70 Def. Donation Contributed — Current

4*872

Def. Donation Contributed - Current - Land, Building & Building Service
Equipment

4* 874 | Def. Donation Contributed - Current - Equipment

4*B 76 Def. Donation Contributed - Current - Operations

2.5 TOTAL MARGIN

(a) Definition:

Total Margin =

The percent by which total revenues exceed or fall short of total
expenses, excluding the impact of facility amortization, in a
given year.

Total Corporate Revenues (excluding Interdepartmental
Recoveries and Facility-related Deferred Revenues) minus Total

Total SUTIUS / Comorate Expenses {excluding Interdepartmental Expensas and
Deficit Facility-related Amortization Expenses

Totaf Comporate Revenues (excluding Interdeparimental

Total Revenues Recoveries and Facility-related Deferred Revenues)

Total margin is calculated before facility-related amortized
expenses and revenues. Inter-departmental recoveries and
expenses are also excluded. The Total Margin indicator
should be calculated using the consolidated corporate income
statements (all fund types and sector codes)

(b)  LHIN Target: : 0% unless the LHIN has granted a waiver. The LHIN waiver
will form part of the Agreement pursuant to section 6.1.3. (¢). The negotiated
Performance Target as agreed in the waiver will be included in Schedule D and the
conditions that may be granted by the LHIN are to be included in this section of

Schedule B.

(c) Performance Corridor: No negative variance is acceptable from the
Negotiated Target.
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(d) Calculating the Total Margin

(i) Account Contents of Numerator (i.e. Total Corporate Revenues (excluding
Interdepartmental Recaveries and Facility-related Deferred Revenues) —~ Total
Corporate Expenses (excluding Interdepartmental Expenses and Facility-
related Amortization Expenses)

Primary Accounts ' ‘ Secondary Accounts

1* to 9* (excluding 12171, 12195, 12196, 12197, 122*,
7+ 8" 13002, 13102, 14102, 15102, 15103, 45100, 62800,
69571, 69700, 72000, 95020, 85040, 95060, 85065, 855*)

'Note: Because revenues are reported as credits (negative values) and
expenses as debits (positive values) in the MIS Trial Balance, the straight sum
of the above revenue and expense accounts will net to the surplus/deficit.

(i) Account Contents of Denominator (i.e. Total Corporate Revenues (excluding
Interdepartmental Recoveries and Facility-related Deferred Revenues)

Primary Secondary Accounts
Accounts '

1* (excluding 12171, 12185, 12196, 12197, 122*, 13002, 13102,

[ 14102, 15102, 15103)

2.6 PERCENTAGE OF FULL-TIME NURSES

(a) Definition: The percentage of Management and Operational Support
(MOS)}, Unit Praducing Personnel (UPP) and Nurse Practitioner (NP) earned
haurs (including worked and benefit hours) provided by full-time nurses of all
employment status for provincial sector code 1*.

MOS, UPP and NP Eamed Hours for Professional & Regulated
Full-Time RNs, RPNs, Nurse Managers, CNS,
Nurse Educators and Nurse Practitioners

% Full-Time Nurses =
MOS, UPP and NP Earmed Hours for Professional and
Regulated RNs, RPNs, Nurse Managers, CNS, Nurse
Educatars and Nurse Practitioners of all Employment Status

(b) LHIN Target: Minimum of 70%
(c) Performance Corridors:

(i) For Academic and Community Hospitals the Performance Corridor is
the Performance Target minus 1% (lower limit only).

(i} For Small Hospitals, as defined by the JPPC, the Performance Corridor
is the Performance Target minus 3% (lower limit only).
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(d) Calculating the Percentage of Full-time Nurses:

(i) Accaunt contents of Numerator (i.e. MOS, UPP and NP Earned Hours
for Full-Time Nurses)

Primary Accounts

711%, 712%, 713%, 7147,
715%, 717, 718", 719*

Secondary Accounts

See table below

23;‘:9 Account | 5o ceription
63111 1* Earned Hours Details MOS RN Full-Time
63111 3* Earned Hours Details MOS RN Part-Time - Temporary Full-Time
631 11 4* Earned Hours Details MOS RN Part-Time - Job Share
631 11 6* Earmed Hours Details MOS RN Casual - Temporary Full-Time
653112 1* Earned Hours Details MOS RPN Full-Time
631123 Earned Hours Details MOS RPN Pari-Time - Temporary Full-Time
631 12 4* Earned Hours Details MOS RPN Part-Time - Job Share
631 12 6* Earned Hours Details MOS RPN Casual -Temporary Full-Time
63113 1* Earned Hours Details MOS Nurse Manager Full-Time
631 13 3* _?arned Hours Details MOS Nurse Manager Part Time - Temporary Full-
ime
631 13 4* Earned Hours Details MOS Nurse Manager Part Time - Job Share
63113 6* Earned Hours Details MOS Nurse Manager Casual - Temporary Full time
631 14 1* Earned Hours Details MOS Clinical Nurse Specialist Fuli-Time
N Earned Hours Details MOS Clinical Nurse Specialist Part-Time - Temporary
631143 Full-Time '
631 14 4* Eamed Hours Details MOS Clinical Nurse Specialist Part-Time - Job Share
. Earned Hours Details MOS Clinical Nurse Speclalist Casual - Temporary
631146 Full-Time
631151 Earmned Hours Details MOS Nurse Educator Full-Time
631 15 3* Earned Hours Details MOS Nurse Educator Part-Time - Temporary Full-
Time
631 15 4* Eamed Hours Details MOS Nurse Educator Part-Time - Job Share
531 15 6* Earned Hours Details MOS Nurse Educator Casual - Temporary Full-Time
631 16 1* Eamed Hours Details MOS Nurse Practitioner Full-Time ‘
631 16 3* Eamed Hours Details MOS Nurse Practitioner Part-Time - Temporary Full-
Time
631 16 4* Earned Hours Details MOS Nurse Practitioner Part-Time - Job Share
" Earned Hours Details MOS Nurse Practitioner Casual - Temporary Fuli-
631166 Time ‘
635 11 1* Earned Hours Details UPP RN Full-Time
635 11 3* Eamed Hours Details UPP RN Part-Time - Temporary Full-Time
635 11 4* Earned Hours Details UPP RN Part-Time - Job Share
635 11 6* Eamed Hours Details UPP RN Casual - Temporary Full-Time
63512 1* Earmned Hours Details UPP RPN Full Time
635 12 3* . Earned Hours Details UPP RPN Part Time - Temporary Full Time
635 12 4* Earned Hours Details UPP RPN Pari-Time - Job Share
635 12 6* Earned Hours Details UPP RPN Casual - Temporary Full-Time
635 13 1* Eamed Hours Details UPP Nurse Manager Full-Time
635 13 3* Earned Hours Details UPP Nurse Manager Part Time - Temporary Full-
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Eﬁ;s;:g Account Description

Time

635 13 4* Earned Hours Details UPP Nurse Manager Part Time - Job Share

635 13 6* Earned Hours Details UPP Nurse Manager Casual - Temporary Full-Time

635 14 1* Earned Hours Details UPP Clinical Nurse Specialist Full-Time

635 14 3* Earned Hours Details UPP Clinical Nurse Specialist Part Time - Temporary
Full-Time

635 14 4* Earned Hours Details UPP Clinical Nurse Specialist Part Time - Job Share

635 14 6* -?;l;r;ed Hours Details UPP Clinical Nurse Specialist Casual Temporary Fuli-

635 15 1* Earned Hours Detalls UPP Nurse Educator Full-Time

635 15 3* Earned Hours Detafls UPP Nurse Educator Part-Time -~ Temporary Full-
Time

635 15 4* Earned Hours Details UPP Nurse Educator Part-Time Job Share

635 15 6* Eamed Hours Details UPP Nurse Educator Casual Temporary Full-Time

635 16 1* Eamed Hours Details UPP Nurse Practitioner Full-Time

635 16 3* ?ﬁnn;ed Hours Details UPP Nurse Practitioner Part-Time - Temporary Full-

635 16 4* Eamed Hours Details UPP Nurse Practitioner Part-Time Job Share

635 16 6* Earned Hours Details UPP Nurse Practitioner Casual Temporary Full-Time

638 11 1* Eamed Hours Details NP RN Full-Time

638 11 3* Earned Hours Details NP RN Part-Time - Temporary Full-Time

638 11 4* Eamed Hours Details NP RN Part-Time - Job Share

638 11 6* Eamed Hours Details NP RN Casual - Temporary Full-Time

638 16 1* Eamed Hours Details NP Nurse Practitioner Full-Time

638 16 3* Earned Hours Details NP Nurse Practitioner Part-Time - Temporary Full-
Time

638 16 4* Earned Hours Details NP Nurse Practitioner Part-Time - Job Share

638 16 6* Earmed Hours Details NP Nurse Practitioner Casual - Temporary Full-Time

(ii)

Account Contents of

Denominator (i.e. MOS, UPP and NP Eamed

Hours for Nurses of all Employment Status)

Primary Accounts

Secondary Accounts

711*, 712* 713* 714*, 715*, 717*, 718" and 718~

See table helow

Account Description

631 ™™ Earned Hours Details MOS
635 ¥ Eamed Hours Details UPP
638 ™ Eamed Hours Details NP

Where ** the 4th and 5th position is equal to ali nursing occupational
class codes, with a value of:

4th and 5th digits Occupational Class
11 RN
12 RPN
13 Nurse Manager
14 Clinical Nurse Specialist
15 Nurse Educator
16 Nurse Practitioner
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Where ** the 6th and 7th pasition is equal to employment status, type

"‘d‘ﬁ‘&\':!"!h’l'dm

Rrhive

i-Time —

Fu
Part-Time Regular

Part-Time Temporary Full-Time

Part-Time Job Share

Casual Regular

Casual-Temporary Full-Time

Purchased Service

wkd-overtime

wkd-other

ben-sick

ben-vacation

ben-education

ben-orientation

ben-other
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3.0 PERFORMANCE OBLIGATIONS WITH RESPECT TO NURSING
ENHANCEMENT/CONVERSION

3.1  MEASUREMENT OF FULL-TIME NURSING PERFORMANCE INDICATOR
For the purposes of measuring the Performance Indicator respecting full-time
employed nurses set out in Schedule D, the percentage of nursing staff working on a
full-time basis shall be calculated as described above under “Percent Full-Time
Nurses.”
The term “nursing staff’ means registered nurses/nurse practitioners and registered
practical nurses working at the Hospital who are registered with the College of Nurses
of Ontario. '

3.2 REPORTING AND ANNUAL NURSING STAFF PLANS

(a) -The Hospital shall report to the LHIN at the end of each fiscal year to confirm
that the hiring of the nursing staff positions set out on the Hospital's report
entitled “Reporting for Full-Time Nursing Fund® has been achieved;

(b) The Hospital Annual Planning Submission (HAPS), will include a plan to
achieve the Performance Target respecting full-time nursing staff (the “Nursing
Plan”). The Nursing Plan may include staff reductions if:

(i) such reductions are achieved through voluntary attritions or
management of vacancies; or

(i)  the Hospital demonstrates that:

(a) It has considered measures to maintain the employment of nursing
staff and to improve efficiency in administrative and clinical areas;
and

(a) It has discussed any reductions proposed in the HAPS with its chief
nursing executive and has engaged its nursing staff in its decisions
about such matters, such as discussions with its nursing council, all
with a view to maintaining the stability of nursing employment.

(c) The Hospital shall implement the Nursing Plan approved by the
LHIN.

(d) The percentage of full-time nurses in the Nursing Plan approved by
the LHIN shall be the Performance Target for the % Full-Time
Performance Indicator as outlined in Schedule D of this Agreement.




Schedule B
Performance Obligations

4.0

PERFORMANCE OBLIGATIONS WITH RESPECT TO CRITICAL CARE
SCHEDULE E

The foliowing are the Performance Obligations regarding critical care as set out in Schedule E:

4.1

4.2

4.3

APPLICATION

The following accountability conditions apply to all hospitals that provide Level 3 or Level
2 critical care services:

(a) Submissian of accurate and timely data to the Critical Care Information System and
participating in data accuracy audits as requested by MOHLTC or the LHIN.

(b) Submission of a change request form to the MOHLTC and LHIN within 30 days of
any changes to the hospital's critical care capacity (as defined through Ontario's
Critical Care Strategy).

{c) Ensure hospital senior leadership and ICU leaders review and assess CCIS data and
implications with the Critical Care LHIN Leader on a quarterly basis as part of on
gong efforts to improve patient access and patient safety.

(d) Cooperate with MOHLTC, LHIN and the Critical Care LHIN Leader to identify and
implement at least one performance improvement initiative for critical care within the
year.

(e) Coordinate/report all inter-hospitals transfer of critically ili patients through CritiCall.

() Cooperate with LHIN hospitals and CritiCall to establish a CritiCall on-call schedule
for medical/surgical critical care patients and track adherence to this on-call
schedule.

{g) Cooperate with CritiCall, LHIN hospitals and other hospitals to support the
establishment of CritiCall on-call schedules for other ICU-related specialty services
(e.g. neurosurgical critical care, cardiac care, trauma and paediatrics).

CRiTICAL CARE BEDS

Accountability conditions associated with funding for critical care beds in 2008/08 and
2009/10 will be provided to the Hospital if funding is provided.

CRITICAL CARE FUNDING

The following additional conditions apply to critical care, if critical care funding was
received in 2007/08:

(@) The ICU beds put into operation since 2004/05 as a restult of critical care

funding should continue to be allocated in addition to pre-existing Medical-
Surgical ICU capacity;
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(b) These beds shall generally serve the needs of patients with multi-system
organ failure and critically il patients from the emergency room and presenting
through CritiCall shall receive priority for these beds;

(c) -Inrespectto CritiCall, the Hospital shall follow the ICU bed availability rotation
plan as established by the teaching Hospital (CU leadership, namely, Mount
Sinai Hospital, St. Michael's Hospital, University Health Network, and
Sunnybrook Health Sciences Centre; and

(d) The Hospital shall alter its internal priorities on such occasions as necessary
in order to maintain access to CritiCall and to keep its emergency department
open.

FINANCIAL SETTLEMENT AND RECOVERY FOR CRITICAL CARE

If the Performance Obligations set out above are not met, the LHIN wil adjust the
Critical Care Funding following the submission of in-year and year-end data.
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5.0

PERFORMANCE OBLIGATIONS WITH RESPECT TO POST CONSTRUCTION
OPERATING PLAN FUNDING AND VOLUME
SCHEDULE F

5.1

5.2

POST CONSTRUCTION OPERATING PLAN (PCOP) FUNDING

PCOP funding is additional operating funding provided to support service expansions
and other costs occurring in conjunction with completion of an approved capital
project. The LHIN is providing operating funding in 2008/09 and 2009/10 to support
the expansion of services that occurred in conjunction with the completion of capital
projects detailed in Schedule F. Funding for either of 2008/09 and 2009/10 will be
based on LHIN review of expected services increases expressed in Hospital's PCOP.
Schedule F provides the expected service volumes for funding provided. All funding
should be considered as annualized for those meeting volume expectations subject to
section 5.2. Additionally, service expansion volumes have been adjusted from the
PCORP in line with LHIN funding available.

FINANCIAL SETTLEMENT AND RECOVERY FOR POST-CONSTRUCTION OPERATING PLANS

If the Hospital does not meet a Performance Obligation or Service Volume under its
post-construction operating plan, as detailed in Schedule F, the LHIN may do the
following:

(a) adjust the applicable Post-Construction Operating Plan Funding to reflect
reported actual results and projected year-end activity; and

(b) perform final settiements following the submission of year-end data of Post-
Construction Operating Plan Funding.
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6.0

PERFORMANCE OBLIGATIONS WITH RESPECT TO PROTECTED SERVICES
SCHEDULE G '

6.1

6.2

DEFINITIONS:

For the purposes of this Agreement, Profected Services refers to the following
services:

Stable Priority Services. Priority Services refers to services designated for life-
threatening conditions that typically require highly skilled human resources,
specialized infrastructure, that are not yet fully diffused, are rapidly growing, and for
which access to the services by residents in different regions of the province is at
issue. Priority Services are detailed in Schedule G. Priority Services are a time-limited
designation.

Specialized Hospital Services. Specialized Hospital Services are services that were
funded on the basis of volumes in 2004-2005 or earlier and are now funded through
the Hospitals’ base allocation. The Specialized Hospital Services are detailed in
Schedule G.

Provincial Strategies/Projects. The Provincial Strategies/Projects are detailed in
Schedule G.

In addition to the Performance Obligations for Protected Services set out below, the
Hospital will meet the Service Volumes set out in Schedule G or D for each Protected
Service program for which the Hospital receives funding.

PERFORMANCE OBLIGATIONS FOR PROTECTED SERVICES

(a) Where the Hospital provided any of the Protected Services in the 2007/08
fiscal year, and where these services will continue to be protected in 2008/09
and 09/10 the Hospital will provide, in the 2008/09 and 09/10 fiscal year, at
least the service level that the Hospital provided in the 2007/08 fiscal year.
This excludes additional volumes that may have been allocated in-year on a

one-time basis or services that may have been transferred to another Haspital.

(b) Changes to Protected Services are acceptable as long as the needs of
patients are addressed, established service levels are maintained, and any
planned program changes are discussed with, and approved in advance by
the LHIN.

(c) Hospitals shall maintain the established regional or provincial service
catchment area to ensure continued access where local provision of Protected
Services are not otherwise available.

(d) In respect of those Protected Services that are not measured with an activity
level or unit of service as set out in Schedule G, the Hospital shall use the
“funding for those Protected Services for their intended purpose.
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6.3

(e) The Hospital shall plan for Specialized Hospital Services as part of its Base
'Funding and provide the volumes as detailed in Schedule G.

FINANCIAL SETTLEMENT AND RECOVERY FOR PROTECTED SERVICES

If the Hospital does not meet a Performance Obligation or Service Volume as detailed
in Schedule G for a Protected Service, the LHIN may do the following:

(a) Adjust the respective Protected Services Funding to reflect reported actuals
and projected year-end activity; and,

(b) Perform in-year reallocations and final settiements following the submission of
year-end data of Protected Services Funding.
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7.0 PERFORMANCE OBLIGATIONS WITH RESPECT TO WAIT TIME SERVICES
SCHEDULE H
7.1 PERFORMANCE OBLIGATIONS WITH RESPECT TO WAIT TIME SERVICES

(a)

(b)

(c)

Cardiac Revascularization: For the purposes of monitoring volumes
performed, all selected Cardiac procedures will be performed in accordance
with the terms and conditions of Section 6, and monitored as set out in
Schedule G.

-Cancer Surgery. Where the Hospital receives funding from Cancer Care

Ontario, the Hospital will enter into a Cancer Surgery and/or Chemotherapy
Agreement with Cancer Care Ontario.

Cataract Surgery, Total Hip and Knee Joint Replacements, Magnetic
Resonance Imaging (MRI) and Computed Tomography (CT): If the Hospital
receives Wait Time Funding, the Hospital agrees to provide the surgical
volume levels and/or MRI hours as indicated in Schedule H and comply with
the following conditions:

0] The Hospital will complete all base volumes/hours as detailed in
Schedule H by the end of each fiscal year;

(ii) Incremental surgery volumes for cataracts, total hip and knee joint
replacements, MRI and/or CT hours of operation will be completed by
the end of each fiscal year;

(i) The Hospital will report the base and incremental volumes/hours via
the LHIN's quarterly performance reports;

(iv) For greater clarity, the Hospital agrees that the delivery of these

additional volumes/hours will not impede on its performance in
delivering other Hospital services under the Agreement;

(v) The Hospital will begin to develop surgical access management
processes by creating a centralized wait list within the Hospital for
those services funded as part of the Wait Time Strategy by the end of
the fiscal year.

(vi) For MRI and/or CT, the Hospital agrees to report the number of MRI
and/or CT inpatients via the LHIN's regular reporting system.

(viiy  The Hospital will demonstrate compliance with the funding conditions
outlined in appendix A of the funding agreement.
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7.2

7.3

WAIT TIME REPORTING PERFORMANCE OBLIGATIONS

(@)  The Hospital will participate in a province-wide Wait Time Information System.

(b) Pursuant to LHIN Adminiétrative Letters respecting Wait Time funding, the
"Hospital will provide the minimum wait time data requirements for the Wait
Time services (cardiac, cancer, cataract, total hip and knee joint replacements,
MRI and CT) to the Wait Time Information Office on a monthly basis.

FINANCIAL SETTLEMENT AND RECOVERY FOR WAIT TIME SERVICES

If the Hospital does not meet a Performance Obligation or Service Volume as detailed
in Schedule H for a Wait Time Service, the LHIN may do the following:

(8) Adjustthe respectivé Wait Time Funding to reflect reported actuals and
projected year-end activity; and

(b) Perform in-year reallocations and fina! settiements following the submission of
year-end data.

REPORTING OBLIGATIONS

8.1

8.2

REPORTING

A table consolidating the Hospital's and LHIN reporting obligations are attached as -
Appendix 1 to this Schedule B.

REPORTING TIMELINES

In accordance with section 7.6.1 of this Agreement, where no timeline is set out in this
Schedule B or elsewhere in this Agreement, the LHIN will respond to a report or
submission from the Haspital not later than 30 days after the report or submission has
been received.

LHIN SPECIFIC PERFORMANCE OBLIGATIONS

9.1

Notwithstanding anything in this Agreement or the Schedules thereto to the contrary, the

South West LHIN and London Health Sciences Centre agree to the following. In the

Peer Review Funding Conditions letter signed by the Ministry of Health and Long-Term
Care and London Health Sciences Centre (LHSC) in February 2007, LHSC is to receive
a one-time operating grant of $7.4 million in 2006/07, 2007/08, and 2008/09 to address

outstanding operational issues. This funding is noted in Schedule C for 2008/09.
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9.2

Based on the fact that restructuring costs associated with program transfers between
LHSC sites and between St. Joseph's Health Care London and LHSC will continue
through 2009/10, and no operating grant was provided in 2009/10, LHSC is looking to
secure an additional operating grant in 2009/10 to off-set expenses associated with this
restructuring.

Although an operating grant has not been secured for 2009/10, the South West LHIN will
permit LHSC to project a negative total margin of -0.39% for the fiscal year 2009/10 as
listed in Schedule D to allow LHSC and the South West LHIN additional time to work
together to secure funding for restructuring costs in 2009/10. If an operating grant for
fiscal year 2009/10 is not secured prior to the Hospital Annual Planning Submission
(HAPS) refresh process (to be scheduled prior to the start of the 2009/10 fiscal year), the
hospital will resubmit its HAPS for 2009/10 and produce a zero or positive total margin in
2009/10.

The Southwestern Ontario Stroke Strategy is an important model in our health care
system and as a LHIN-wide resource has a key role in coordinating and providing the
education, programs and services for improved stroke care. As a Regional Stroke
Centre (RSC) and recipient of annualized stroke strategy funding, London Healith
Sciences Centre has an important role in ensuring RSC responsibilities are met,
effective linkages with District Stroke Centres continue and overall accountability for
these funds is maintained. It is expected that the RSC report to the South West LHIN
by March 31st each fiscal year of this Agreement key performance metrics that
demonstirate the RSC's effectiveness towards the goals and objectives of the LHIN-
wide strategy.
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APPENDIX 1 HOSPITAL AND LHIN REPORTING OBLIGATIONS

HOSPITAL CALENDARIZED REPORTING CHART 2008 - 10

. Submission
Due Datg Dgscnptlon of ltem From To Process/Tool
_ _ MAY
May 31 ' Hospitals' year end trial balance, year end Hospital LHIN MIS Trial Balance,
consolidation reports, and audited financial WERS, Electronic File
statements (if available) or draft financial Transfer to Ministry
statements.
May 31 All Clinical Submissions Hospital CIHI Electronic File Transfer to
(Q4 2007/08; 2008/09) CIHI
- JUNE
June - within first | Hospitals provide LHINs with a statement Hospital LHIN Format to be provided by
5 working days indicating they are on target to achieve a LHIN, WERS
balanced budget and to meet performance
targets. It may include an action pian to address
any in-year pressures. This report supports
LHIN Q1 reporting.
Year end Supplementary Form reports.
June 15 Hospitals to provide information to support Hospital . LHIN Format to be provided by
LHIN's Annual Service Plan submission to LHIN
Ministry. The information identifies opportunities
and risks to transform the health delivery
system.
June 30 Beard approved Audited Financlal statements. Hospital LHIN e-mail or hard copy
June 30 Hospital Annual Planning Submission Guide to LHIN Hospital | Guide distributed by LHIN
Hospitals
_ ' JULY
July 31 Hospitals submit Q1 report (Note; Thisisanew | Hospital LHIN MIS Trial balance
requirement. In past, Hospital did not submit a
Q1 Report)
_ AUGUST
August — within Q1 Supplementary Form reports. Hospital LHIN WERS
first 5 working
days
SEPTEMBER
September - Hospitals provide LHINs with a statement Hospital LHIN Format to be provided by
within first 5 indicating they are on target to achieve a LHIN
working days balanced budget and to meet perfarmance
targets. It may include an action plan to address
any in-year pressures. This will support LHIN
Q2 reporting
September 30 All Clinical Submissions Hospital CIHHI Electronic File Transfer to
(Q1 2008/Q9; 2009/10) ClHI
OCTOBER
Octoher 31 Hospitals submit Q2 reports (Note: It Is Hospitals LHIN WERS, MIS Trial balance

important for the hospital to accurately predict
year-end volumes for cataracts, total hips and
knee joint replacements, MRI and/or CT hours
of operations to facilitate in-year reallocation of
cases.)
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APPENDIX 1 HOSPITAL AND LHIN REPORTING OBLIGATIONS

HOSPITAL CALENDARIZED REPORTING CHART 2008 - 10

. . Submission
Due Date Descrlptlgn of item From To Process/Tool
NOVEMBER
November ~ Q2 Supplementary Form reports. Hospital LHIN WERS
within first 5
working days
November 30 All clinical Submissions Hospital CIHI Electronic File Transfer to
(Q2 2008/09, 2009/10) CiH!
DECEMBER
December — Hospitals provide LHINs with a statement Hospital LHIN Format to be provided by
within first 5 indicating they are on target to achieve a LHIN
working days balanced budget and to meet performance
targets. It may include an action plan to address
any in-year pressures This information supports
LHIN Q3 reporting. The LHIN Q3 will be the
most detailed to enable LHINs to reallocate
funds within HSPs and to outline plans to meet
gerfprmance targets.
' JANUARY
January 31 _ | Hospltals submit Q3 reports | Hospital | LHIN | WERS, MIS Trial balance
‘ FEBRUARY
February — within | Q3 Supplementary Form reports. Hospital LHIN WERS
first 5 working
days
February 28 All Clinical Submissions Hospital CIHI Electronic File Transfer to
{Q3 2008/09; 2009/10) CiHI
MARCH
March — within Hospitals provide LHINs with a statement Hospital LHIN Format to be provided by
first 5 working indicating they are on target to achieve a LHIN
days balanced budget and performance targets. This
report supports LHIN Q4 — LHINs are required
to confirm year end financial position and
achievement of non-financial targets.
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section 15.2 of this Agreement, may be made during the quarterly submission process.
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2008-2012 H-SAA AMENDING AGREEMENT # 2

THIS AMENDING AGREEMENT (the “Agreement”’) is made as of the 1% day of April, 2011
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN")
‘AND

London Health Sciences Centre (the “Hospital”)

WHEREAS the LHIN and the Hospital entered into a hospital service accountability
agreement that took effect April 1, 2008 and has been amended by agreements made
as of April 1, 2010 and April 1, 2011 (the "H-SAA");

AND WHEREAS the Parties acknowledged, in the amending agreement made as of
April 1, 2011, that further amendments would be required to the Schedules following the
announcement of funding allocations by the Ministry of Health and Long Term Care.

NOW THEREFORE in consideration of mutual promises and agreements contained in
this Agreement and other good and valuable consideration, the par ties agree as follows:
1.0 Definitions. Except as otherwise defined in this Agreement, all terms shall have
the meaning ascribed to them in the H-SAA. :

2.0 Amendments.

2.1 Agreed Amendments. The Parties agree that the H-SAA shall be amended as
set out in this Article 2.

2.2 Schedules.

(a) Schedule A-1 shall be deleted and replaced with Schedule A-1 attached to
this Agreement.

(b) Schedule B-2 shall be deleted and replaced with Schedule B-2 attached to
this Agreement.

(c) Schedules C-2 shall be deleted and r eplaced with Schedule C-2 attached to
this Agreement.

(d) Schedules D-2 shall be deleted and replaced with Schedule D-2 attached to
this Agreement.

(e) Schedules E-2 shall be deleted and replaced with Schedule E-2 attached to
this Agreement. -

W

H-SAA Amending Agreement #2 for 11/12 v1 Sept 22 Page 1



3.0

4.0

5.0

6.0

) Schedules.F-Z shall be deleted and repléced with Schedule F-2 attached to
this Agreement.

(s)] ‘ Schedules G-2 shall be deleted and r eplaced with Schedule G-2 attached to
this Agreement.

(h) Schedules H-2 shall be deleted and replaced with Schedule H-2 attached to
this Agreement.

Effective Date. The Parties agree that the am endments set out in Article 2 shall
take effect on April 1, 2011. All other terms of the H-SAA, those provisions in the
Schedules not amended by s. 2.2, above, shall remain in full force and effect.

Governing Law. This Agreement and the rights, obligations and relations of the
Parties will be governed by and construed in accordance w ith the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

Counterparts. This Agreement may be executed in any number of counterparts,
each of which will be deemed an original, but all of which together will constitute
one and the same instrument.

Entire Agreement. This Agreement together with Schedules A-1, B-2, C-2, D-2,
E-2, F-2, G-2 and H-2, constitutes the entire agr eement between the Parties with
respect to the subject matter contained in this Agreement and supersedes all
prior oral or written representations and agr eements.

w
e — — — — — — ———————
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IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out
below.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

By:

Jeff Low, Chair Date
And by:

Michael Barrett, CEO " "Date

London Health Sciences Centre

Original Copy Signed

. N nov. 80/11

QReter Johnson, Chair——— Date

And by:

Original Copy Signed \) U - /OLA 20 | )
Bonnie Adamson, CEOQ ' ™ Date

w

H-SAA Amending Agreement #2 for 11/12 v1 Sept 22 Page 3



Schedule A1

Planning and Funding Timetable

OBLIGATIONS
Part | - Funding Obligations Party Timing
Announcement of hospital-specific 2011-12 base LHIN The later of June 30, 20110r 21 Days
funding aflocation ) after confirmation from the MOHLT C
Part Il - Planning Obligations Party Timing
Sign 1 year extension to the 2008-11 Hospital Service Hospital/LHIN No later than March 31, 2011
Accountability Agreement
Announcement of multi-year planning targets for 2012- Conil
; . " ontingent upon MOHLTC

15 Hgspntal *Sennce Accountability Agreement LHIN announcement and direction
negoliations

e , o . Fiscal quarter following MOHLTC
Publication of the Hospital Accountability Planning LHIN direction regarding new multi-year

Submission Guidslines for 2012-15*

agreements

Indicator Refresh (including detailed hospital

LHIN (in conjunction

Contingent upon announcement and

calculations)* with MOHLTC) timing of multi-year planning targets
Contingent upon announcement and
- , " ) timing of multi-year planning targets
Subm!ss!on of Hosptal A:(ccountabﬂny Planning Hospital and grovincial 2y012-F1)5 HAPgS /H%spital
Submission for 2012-15 Service Accountability Agresment
process
Sign 2012-15 Hospital Service Accountability HospitallLHIN No later than March 31, 2012

Agreement *

* Intended process based on timely announcement of multi-year planning targets from the MOHLTC.  Actual process
may change to adapt to timing and duration of the planning targets actually announced by the MOHLTC.

2011/12 H-SAA Schedule A1




Schedule B2

Performance Obligations for 11/12

P S
. .
-

PERFORMANCE CORRIDORS FOR SERVICE VOLUMES AND ACCOUNTABILITY INDICATORS
The provisions of Article 1 of Schedule B apply in Fiscal Year 11/12 with all

references to Schedule D being read as ref erring to Schedule D2.

2.0 PERFORMANCE CORRIDORS FOR ACCOUNTABILITY INDICATORS
2.1 The provisions of Article 2 of Schedule B, as amended by B1, apply in Fiscal Year 11/12
subject to the following amendments:

(a) new sub articles 2.7, 2.8 and 2.9 shall be added as set out below;

27 90" Percentile Emergency Room (ER) Length of Stay for Admitted
Patients

a) Definition. The total emergency room (ER) length of stay (LOS) where 9
out of 10 admitted patients completed their visits. ER LOS is defined as
the time from triage or registration, w hichever comes first, to the time the
patient leaves the ER.

Steps: .

1: Calculate ER LOS in hours for each patient.

2: Apply inclusion and exclusion criteria.

3: Sort the cases by ER LOS from shortest to highest.

4 The 90" percentile is the case where 9 out of 10 admitted patients
have completed their visits.

Excludes:

1. ER visits where Registration Date/T ime and Triage Date/T ime are
both missing;

2. ER visits where Left ER Date/Time and Disposition Date/Time are
both missing;

3. ER visits where patients are over the age of 125 on earlier of
triage or registration date;

4, Negative ER LOS (earlier of registration or triage after date/time
patient left ER);

5. Duplicate records within the same functional centre where all data
elements have the same values, except Abstract ID number;

6. Non-Admitted Patients (Disposition Codes 01 — 05 and 08 — 15);
and

7. Admitted Patients (Disposition Codes 06 and 07) with missing

patient left ER Date/T ime.

W
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b) LHIN Target

(i) For hospitals performing at the LHIN’s Accountability Agreement
target or better:
Performance Target: maintain or improve current performance

(i) For hospitals performing above the LHIN's Accountability
Agreement target:
Performance Target. To be negotiated locally taking into
consideration contribution to the M LPA target

c) Performance Corridor

(i) For hospitals performing at the LHIN's Accountability Agreement
target or better:
Performance Corridor: equal to or less than the LHIN' s
Accountability Agreement target

(i) For hospitals performing above the LHIN's Accountability
Agreement target:
Performance Corridor: 10%

2.8 90" Percentile ER Length of Stay for Non-Admitted Complex (CTAS
I-1ll) Patients

a) Definition. The total emergency room (ER) length of stay (LOS) where
9 out of 10 non-admitted complex (Canadian T riage and Acuity Scale -
(CTAS) levels |, Il and lil) patients completed their visits. ER LOS is
defined as the time from triage or registration, whichever comes first, to
the time the patient leaves ER.

Steps

1. Calculate ER LOS in hours for each patient.

2. Apply inclusion and exclusion criteria.

3. Sort the cases by ER LOS from shortest to highest.

4, The 90™ percentile is the case where 9 out of 10 non-admitted
patients have completed their visits.

Excludes:

1. ER visits where Registration Date/T ime and Triage Date/T ime are
both missing;

2. ER visits where Left ER Date/Time and Disposition Date/Time are
both missing;

3. ER visits where patients are over the age of 125 on earlier of
triage or registration date;

4, Negative ER LOS (earlier of registration or triage after date/time
patient left ER);

5. Duplicate records within the same functional centre where all data

elements have the same values;

6. ER visits identified as the patient has left ER without being seen
(Disposition Codes 02 and 03);

7. Admitted Patients (Disposition Codes 06 and 07);

e — e ———e——e—— ]
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8. Non-Admitted Patients (Disposition Codes 01, 04 — 05 and 08 —-
15) with assigned CTAS IV and V,

9. Non-Admitted Patients (Disposition Codes 01, 04 — 05 and 08 —
15) with missing CTAS; and

10. Transferred Patients (Disposition Codes 08 and 09) with missing
patient left ER Date/Time.

b) LHIN Targets

® For hospitals performing at the LHIN's Accountability Agreement
target or better:
Performance Target: maintain or improve current performance

(i) For hospitals performing above the LHIN’s Accountability
Agreement target with Pay for Results Funding:
Performance Target: To be negotiated locally taking into
consideration contribution to the LHIN’ s Accountability Agreement
target :

c) Performance Corridors

0 For hospitals performing at the LHIN's Accountability Agreement
target or better:
Performance Corridor: equal to or less than the LHIN' s
Accountability Agreement target

(i) For hospitals performing above the LHIN's Accountability
Agreement target:
Performance Corridor: 10%

29 90" Percentile ER Length of Stay for Non-admitted Minor
Uncomplicated (CTAS IV-V) Patients

a) Definition. The total emergency room (ER) length of stay (LOS) where 9
out of 10 non-admitted minor/uncomplicated (Canadian T riage and Acuity
Scale (CTAS) levels IV and V) patients completed their visits. ER LOS is
defined as the time from triage or registration, whichever comes first, to
the time the patient leaves the ER.

Steps

1. Calculate ER'LOS in hours for each patient.

2. Apply inclusion and exclusion criteria.

3. Sort the cases by ER LOS from shortest to highest.

4, The 90™ percentile is the case where 9 out of 10 non-admitted
patients have completed their visits.

Excludes:

1. ER visits where Registration Date/T ime and Triage Date/T ime are
both missing;

2. ER visits where Left ER Date/Time and Disposition Date/Time are
both missing;

e ]
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3.1

4.0

4.1

and

(b)

b)

ER visits where patients are over the age of 125 on earlier of
triage or registration date;

4, Negative ER LOS (earlier of registration or triage after date/time
patient left ER);

5. Duplicate records within the same functional centre where all data
elements have the same values;

6. ER visits identified as the patient has left ER without being seen
(Disposition Codes 02 and 03);

7. Admitted Patients (Disposition Codes 06 and 07);

8. Non-Admitted Patients (Disposition Codes 01, 04 - 05 and 0 8 —-
15) with assigned CTAS |, Il and li;

9. Non-Admitted Patients (Disposition Codes 01, 04 — 05 and 08 —
15) with missing CTAS; and

10. Transferred Patients (Disposition Codes 08 and 09) with missing
patient left ER Date/Time.

LHIN Target

(i)

(ii)

For hospitals performing at the LHIN's Accountability Agreement
target or better:
PerformanceTarget: maintain or improve current performance

For hospitals performing above the LHIN's Accountability
Agreement target:

Performance Target: To be negotiated locally taking into
consideration contribution to the LHIN' s Accountability Agreement
target

Performance Corridor

(i)

(ii)

For hospitals performing at the LHIN’s Accountability Agreement
target or better:

Performance Corridor: less than or equal fo the LHIN's
Accountability Agreement target

For hospitals performing above the LHIN's Accountability
Agreement target with Pay for Results Funding:
Performance Corridor: 10%

All references to Schedule D1 shall be read as referring to Schedule D2.

PERFORMANCE OBLIGATIONS WITH RESPECT TO NURSING ENHANCEMENT/CONVERSION
The provisions of Article 3 of Schedule B, as amended by B1 apply in Fiscal Year 11/12
subject to the following amendments:

(@) subsection 3.1 and 3.2(b) shall be deleted; and

all references to Schedule D1 shall be read as referring to Schedule D2.

PERFORMANCE OBLIGATIONS WITH RESPECT TO CRITICAL CARE
The provisions of Article 4 of Schedule B, as amended by B1, apply in Fiscal Year 11/12

e — . e .}
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subject to the following amendments:

(a) references to “2010/11” shall be read as referring to “2011/12"; and
(b) all references to Schedule E1 shall be read as referring to Schedule E2.

5.0 PERFORMANCE OBLIGATIONS WITH RESPECT TO POST CONSTRUCTION OPERATING PLAN
FUNDING AND VOLUME

5.1 The provisions of Article 5 of Schedule B, as amended by B1, apply in Fiscal Year 11/12,
subject to the following amendments:

(a) references to Schedule F1 shall be read as referring to Schedule F2; and
(b  references to “2010/11” shall be read as referring to 2011/12.

6.0 PERFORMANCE OBLIGATIONS WITH RESPECT TO PROTECTED SERVICES
6.1 The Performance Obligations set out in Article 6 of Schedule B, as amended by B1,
apply in Fiscal Year 11/12, subject to the following amendments:

(a) All references to Schedule D1 or Schedule G1 shall be read as referring to
Schedules D2 and G2 respectively; and
(b) All references to “2010/11” shall be read as referring to “2011/12"

7.0 PERFORMANCE OBLIGATIONS WITH RESPECT TO WAIT TIME SERVICES
71 The Performance Obligations set out in Article 7 of Schedule B, as amended by B1 apply
to Fiscal Year 11/12 subject to the following amendments.

(a) Sub article 7.2 shall be amended with the addition of the following eight new sub
paragraphs (c)-(i):

(©) 90" Percentile Wait Times for Cancer Surgery

(i) Definition. This indicator measures the time between a
patient's and surgeon’s decision to proceed with surgery, and the
time the procedure is conducted. T he 90" percentile is the point
at which 90% of the patients received their tr eatment while the
other 10% waited longer. The 90™ percentile wait time is an actual
wait time of a patient and is not estimated.

Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days.

2. Sort the records in ascending order (i.e. patients with short
wait days on top and patients with long wait days at the
bottom).

3. Count the total number of cases and multiply by 0.90 to get
the “90™ percentile patient”. If this value has a decimal digit
greater than zero, then round up (ex. 6.6 ~ 7,6.0 ~ 6,
17.01 ~ 18).

4. The number of wait days for the “90"™ percentile patient” is

the indicator value

S0
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Excludes:

1. Procedures no longer required;

2. Diagnostic, palliative and reconstructive cancer
procedures;

3. Procedures on skin - carcinoma, skin-melanoma, and
lymphomas;

4, Procedures assigned as priority level 1;

5. Wait list entries identified by hospitals as data entry errors;
and '

6. If unavailable days fall outside the decision to treat date up

to procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry
errors.

(i) LHIN Targets

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
Performance Target: maintain or improve current
performance

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Target: Accountability Agreement target or
better

(iii) Performance Corridors

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountability Agreement target

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Corridor; 10%

(d) 90™ Percentile Wait Times for Cardiac Bypass Surgery

[0) Definition. 90" percentile wait times for cardiac bypass
surgery. This_indicator measures the time between a patients’
acceptance for bypass surgery, and the time the procedure is
conducted. The 90™ percentile is the point at which 90% of the
patients received their treatm ent while the other 10% waited
longer. The 90™ percentile wait time is an actual wait time of a
patient and is not estimated. Waiting periods are counted from
the date a patient was accepted for bypass surgery by the cardiac
service or cardiac surgeon.

T o]
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Includes: Elective patients who have been accepted for bypass
surgery who are Ontario residents.

Excludes: Time spent investigating heart disease before a
patient is accepted for a procedure. For example, the time it takes
for a patient to have a heart catheterization procedure before
being referred to a heart surgeon is not part of the waiting time
shown for heart surgery.

(ii) LHIN Target

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Target. maintain or improve current
performance

2. For hospitals performing above the LHIN's Accountability
Agreement target with incremental wait time funding
Performance Target: the LHIN's Accountability Agreement
target or better

ili Performance Corridor

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountability Agreement target ‘

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Corridor: 10%

(e) 90™ Percentile Wait Times for Cataract Surgery

(i) Definition. This indicator measures the time between a
patient’s and surgeon’s decision to proceed with surgery, and the
time the procedure is conducted. The 90" percentile is the point
at which 90% of the patients received their tr eatment while the
other 10% waited longer. The 90" percentile wait time is an actual
wait time of a patient and is not estimated.

Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days.

2, Sort the records in ascending order (i.e. patients with short
wait days on top and patients with long wait days at the
bottom).

3. Count the total number of cases and multiply by 0.90 to get
the “90™ percentile patient”. If this value has a decimal digit
greater than zero, then round up (ex. 6.6 ~ 7,6.0 ~ 6,
17.01 ~ 18).

A e ]
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4. The number of wait days for the “90™ percentile patient” is
the indicator value.

Excludes:

1. Procedures no longer required;

2. Procedures assigned as priority level 1;

3. Wait list entries identified by hospitals as data entry errors;
and

4. If unavailable days fall outside the decision to treat date up to

procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry errors.

(i) LHIN Target

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Target: maintain or improve current
performance

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Target: The LHIN's Accountability Agreement
target or better

(iii) Performance Corridor

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountability Agreement target

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Corridor: 10%

\j] 90" Percentile Wait Times for Joint Replacement (Hip)

(i) Definition. This indicator measures the time between a
~ patient's and surgeon’s decision to proceed with surgery, and the
time the procedure is conducted. The 90" percentile is the point
at which 90% of the patients received their tr eatment while the
other 10% waited longer. The 90" percentile wait time is an actual
wait time of a patient and is not estimated.

Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days.

2. Sort the records in ascending order (i.e. patients with short
wait days on top and patients with long wait days at the
bottom.)

3. Count the total number of cases and multiply by 0.90 to get

the “90™ percentile patient”. If this value has a decimal digit
W
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greater than zero, then round up (ex. 6.6 ~ 7, 6.0 ~ 6,
17.01 ~ 18).

4. The number of wait days for the "90™ percentile patient” is
the indicator value.

Excludes:

1. Procedures no longer required;

2. Procedures assigned as priority level 1;

3 Wait list entries identified by hospitals as data entry errors;
and

4. If unavailable days fall outside the decision to treat date up

to procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry
errors.

(ii) LHIN Target.

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Target. maintain or improve current
performance

2. For hospitals performing above the LHIN's Accountability
Agreement target with incremental wait time funding:
Performance Target: the LHIN’s Accountability Agreement
target or better

(i) Performance Corridor

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Corridor: less than or equal to Accountability
Agreement target

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Corridor: 10%

{g) 90" Percentile Wait Times for Joint Replacement (Knee)

(i) Definition. This indicator measures the time between a
patient's and surgeon’s decision to proceed with surgery, and the
time the procedure is conducted. The 90" percentile is the point at
which 90% of the patients received their treatment while the other
10% waited longer. The 90™ percentile wait t time is an actual wait
time of a patient and is not estimated.

Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days. , :

2. Sort the records in ascending order (i.e. patients with short wait

days on top and patients with long wait days at the bottom).

M
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3. Count the total number of cases and multiply by 0.90 to get

‘ the “90™ percentile patient”. If this value has a decimal digit
greater than zero, then round up (ex. 6.6 ~ 7, 8.0 ~ 6,
17.01 ~ 18).

4, The number of wait days for the “90™ percentile patient” is
the indicator value

Excludes:

1. Procedures no longer required;

2. Procedures assigned as priority level 1,

3. Wait list entries identified by hospitals as data entry errors; and
4. If unavailable days fall outside the decision to treat date up

to procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry
errors.

(i) LHIN Target

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
PerformanceTarget: maintain or improve current
performance

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Target: the LHIN's Accountability Agreement
target or better

(iii) Performance Corridor

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountability Agreement target

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding
Performance Corridor: 10%

(h) 90" Percentile Wait Times for Diagnostic Magnetic Resonance
Imaging (MRI) Scan

(i) Definition. This indicator measures the wait time from when a
diagnostic scan is ordered, until the time the actual exam is
conducted. This interval is typically referred to as ‘intent to treat’.
The 90" percentile is the point at which 90% of the patients
received their treatm ent while the other 10% waited longer.

Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days.

w
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2. Sort the records in ascending order (i.e. patients with short
wait days on top and patients with long wait days at the
bottom).

3. Count the total number of cases and muitiply by 0.90 to get
the “90" percentile patient”. if this value has a decimal digit
greater than zero, then round up (ex. 6.6 ~ 7, 6.0 ~ 6,
17.01 ~ 18).

4, The number of wait days for the “90"™ percentile patient” is
the indicator value

Excludes:

1. Procedures no longer required,;

2. Procedures assigned as priority level 1,

3. Wait list entries identified by hospitals as data entry errors;
4, If unavailable days fall outside the decision to treat date up

to procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry
errors; and

5. As of January 1, 2008, diagnostic imaging cases classified
as specified date procedures (timed procedures).

(i) LHIN Target

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Target: maintain or improve current
performance

2.  For hospitals performing above the LHIN's Accountability
Agreement target with incremental wait time funding:
Performance Target: the LHIN's Accountability Agreement
target or better

(iii) Performance Corridor

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountabitity Agreement target

2. For hospitals performing above the LHIN's Accountability
Agreement target with incremental wait time funding:
Performance Corridor: 10%

(i) 90" Percentile Wait Times for Diagnostic Computed Tomography
(CT) Scan

(i) Definition. This indicator measures the wait time from when a
diagnostic scan is ordered, until the time the actual exam is
conducted. This interval is typically referred to as ‘intent to treat’.
The 90" percentile is the point at which 90% of the patients
received their treatment while the other 10% waited longer.

]
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Steps:

1. Wait Days = Procedure Date — Decision to Treat Date —
Patient Unavailable Days.

2. Sort the records in ascending order (i.e. patients with short
wait days on top and patients with long wait days at the
bottom).

3. Count the total number of cases and multiply by 0.90 to get
the “90" percentile patient”. If this value has a decimal digit
greater than zero, then round up (ex. 8.6 ~ 7,6.0 ~ 6,

17.01 ~ 18). .

4, The number of wait days for the “90" percentile patient” is

the indicator value

Excludes:

1. Procedures no longer required;

2. Procedures assigned as priority level 1;

3. Wait list entries identified by hospitals as data entry errors;
4. If unavailable days fall outside the decision to treat date up

to procedure date, unavailable days are not deducted from
patients’ wait days. These are considered data entry
errors; and
5. As of January 1, 2008, diagnostic imaging cases classified
-as specified date procedures (timed procedures).

ii) LHIN Target

1. For hospitals performing at the LHIN's Accountability
Agreement target or better:
Performance Target: maintain or improve current
performance

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Targef: the LHIN's Accountability Agreement
target or better

iii) Performance Corridor

1. For hospitals performing at the LHIN’s Accountability
Agreement target or better:
Performance Corridor: less than or equal to the LHIN's
Accountability Agreement target

2. For hospitals performing above the LHIN’s Accountability
Agreement target with incremental wait time funding:
Performance Corridor: 10%

and

T ——— e ]
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(b) All references to Schedules A, G, or H being read as referring to Schedules A1, G2
or H2 respectively . :

8.0 REPORTING OBLIGATIONS
8.1 The reporting obligations set out in Article 8 of Schedule B, as amended by B1, apply to
Fiscal Year 11/12.

8.2  The following reporting obligations are added to Article 8 of Schedule B:
(a n/a

9.0 L.LHIN SPECIFIC PERFORMANCE OBLIGATIONS .

9.1 Except where specifically limited to a given year, the obligations set out in Article 9 of
Schedule B, as amended by B1, apply to Fiscal Year 11/12. Without limiting the
foregoing, waivers or conditional w aivers for 08/09, 09/10 and 10/11 do not apply to
11/12.

9.2 The following provisions are added to Article 9 of Schedule B

(a) Hospitals will participate in and advance the LHIN’s 2010-13 Integrated Health
Service Plan (IHSP) specifically for the strategic direction of enhancing access and
sustainability of hospital-based treatment and care consistent with the priorities
established through the Hospital/CCAC Leadership Group.

-Hospitals will focus on Emergency Department access, cancer surgery and
hip fractures. '

(b) Hospitals will participate in performance improvement initiatives through the LHIN's
Quality Improvement Program and/or Excellent Care for All Act implementation and
align their enterprise performance management solutions to the drivers (service
utilization and cost) of the Health Based Allocation Model (HBAM), through:

o Completion of the HBAM Template for each clinical module (as applicable) to
your hospital to be submitted to the South West LHIN by March 31, 2012.

(c) The South West LHIN, CCAC and Hospital partners will work together in 201 112 to
determine indicator(s) related to appropriate placement of patient/client discharge
and patient flow, including percentage of patients designated ALC and num ber of
long term care home applications conducted in hospital i ncluding by not limited to:

a. Reduction in the % ALC Days at source hospital and at SW LHIN

b. Reduction in the total number of clients designated ALC

¢. Reduction in ALC to LTC designation in hospitals
d. Reduction in ALC to TBD designation in hospitals

e. Reduction in the number of ALC LTC applications completed in
hospital

e S S,
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Performance Indicators

Hospilal r London Health Sciences Centre

>-day réadimisslont of p
schelc aitack {TIA) &

EfiiReD planned Emergency Visils ilhy
511 Abiisg Conditions.

Schedule D2 2011/12
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Critical Care Funding Schedule E2 2011/12

Hospital [London Health Sciences Centre |

This section has been intentionally left blank

Once negotiated, an amendment will be made under section 15.3 of the Agreement to include these targets and any additional conditions not atherwise set out in
Schedule B, Bt or B2. This funding would be an additionaf in-year allocation contemplated by section 5.3 of the Agreement




Post-Construction Operating Plan Funding and Volume

Hospital [London Health Sciences Cenire

]

TBD. This section has been intentionally left blank

Once negotiated, an amendment (Sch F2.1) will be made under section 15.3 of the Agreement fo include these targets and any additional conditions not otherwise

set out in Schedule B, BT or B2. This funding would be an additional in-year allocation contemplated by section 5.3 of the Agreement




Protected Services Schedule G2 2011/12

Hospital [London Health Sciences Centre . |

RS TR

rgan Transplantation - Funding for living donation (kidney & liver) included as part of organ transplantation funding.

Hospitals are funded retrospectively for deceased donor management activity, reported and validated by the Trillium Gift of

Life Network. '

Note: Additional accountabilities assigned in Schedule B, B1, 82

Funding and volumes for these services should be planned for based on 2010/11 approved allocations. Amendments, pursuant to
section 5.2 of this Agreement, may be made during the quarterly submission process,

*




Wait Time Services Schedule H2 2011/12

Hospital {London Health Sciences Cenve l

9,360

20,349

160 - 200

164 - 200

<262

* The 2010111 Funded volumes ace as a reference only
** Once negotiated, an amendment will b8 made under seclion 15.3 of tha Agreament to include these largets and any additionat condilions not otherwise set out in Schedule B,B1, B2. This funding would be an additional in-year
allocation contemplated by seclion 5.3 of the Agreement.




H-SAA AMENDING AGREEMENT

THIS AMENDING AGREEMENT (the "Agreement”) is made as of the 30™ day of June, 2012
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN")
AND

London Health Sciences Centre (the “Hospital”)

WHEREAS the LHIN and the Hospital (together the “Parties”) entered into a hospital
service accountability agreement that took effect April 1, 2008 and was initially due to
expire on March 31, 2011 (the "H-SAA™);

AND WHEREAS the LHIN and the Hospital have extended the H-SA A, most recently to
June 30, 2012 pending the MOHLTC's announcement of funding allocations;

AND WHEREAS the LHIN and the Hospital are in the process of negotiating further
amendments to the H-SAA following the release of the funding allocations, such further
amendments to include an extension of the H-SAA to March 31, 2013 and amendments
to the Schedules to reflect the funding allocations;

NOW THEREFORE in consideration of mutual prcmises and agreements contained in
this Agreement and other good and valuable consideration, the par ties agree as follows:

1.0 Definitions. Except as otherwise defined in this Agreement, all terms shali have
the meaning ascribed to them in the H-SAA.

2.0 Amendments.

2.1 Aagreed Amendments. The Parties agree that the H-SAA shall be amended as set
out in this Article 2.

2.2 Term. The Parties agree that Section 3.2 (Term) of the H-SAA shall be deleted
and replaced by the following: “Term. This Agreement is will commence on April
1, 2008 and will terminate on September 30, 2012,

3.0 Effective Date. The Parties agree that the amendments set out in Article 2 shall
take effect on June 30, 2012. All other terms of the H-SAA, shall remain in full
force and effect.
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4.0  Governing Law. This Agreement and the rights, obligations and relations of the
Parties will be governed by and construed in accordance w ith the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

5.0 Counterparts. This Agreement may be executed in any number of counterparts,
each of which will be deemed an original, but all of which together will constitute

one and the same instrument.

6.0 Entire Agreement. This Agreement constitutes the entire agreement between the
Parties with respect to the extension of the H-SAA and supersedes all prior oral or

written representations and agr eements.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out

below.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

By:

Jeff Low, Board Chair

And by:

Michael Barrett, Chief Executive Officer

London Health Sciences Centre
Rv:/] . .
Original Copy Signed

Ruthe Anne Conyngha, Bbard Chair

And,by:

~

Original Copy Signed

Zoﬁnfe Adamson, President & Chief

xecutive Officer

Date

Date

Ao 29 g0z

t

ﬁw 29 AO1 D~ -

L Date !
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H-SAA AMENDING AGREEMENT

THIS AMENDING AGREEMENT (the "Agreement”) is made as of the 1st day of October, 2012
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN"
AND
L.ondon Health Sciences Centre {the "Hospital")
WHEREAS the LHIN and the Hospital (together the "Parties”) entered intc a hospital
setvice accountability agreement that took effect April 1, 2008 and was initially due to  ~

expire on March 31, 2011 (the “H-SAA™);

AND WHEREAS the LHIN and the Hospital have extended the H-SAA, most recently to
September 30, 2012;

AND WHEREAS the LHIN and the Hospita! are in the process of negotiating further
amendments to the H-SAA following the release of the funding allocations, such further
amendments to include an extension of the H-SAA to March 31,2013 and amendments -~
to the Schedules to reflect the funding allocations;

NOW THEREFORE in cansideration of mutual promises and agreements contained in
this Agreement and other good and valuable consideration, the parties agree as follows:

1.0 Definitions. Except as otherwise defined in this Agreement, all terms shall have
the meaning ascribed to them in the H-SAA.
2.0 Amendments,

2.1 Agreed Amendmenis. The Parties agree that the H-SAA shall be amended as set
out in 1his Article 2.

2.2 Term. The Parties agree that Section 3.2 (Term) of the H-SAA shall be deleted
and replaced by the following: “Term, This Agreement is will commence on April ,
1, 2008 and will ferminate on October 31, 2012."

3.0 Effective Date. The Parties agree that the amendments set out in Article 2 shall
take effect on Octlober 1, 2012, All other terms of the H-SAA, shall remain in full -
force and effect.
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4.0 Governing Law. This Agreement and the rights, obligations and relations of the
Parties will be governed by and construed in accordance with the laws of the
Province of Ontario and the federal faws of Canada applicable therein.

50  Counterparts. This Agreement may be executed in any number of counterparts,
each of which will be deemed an original, but all of which tagether will constitute
one and the same instrument,

6.0 Entire Agreement. This Agreement constitutes the entire agreement between the
Parties with respect o the extension of the H-SAA and supersedes all prior oral or
written representations and agreements.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out
befow.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

Orlglqal Copy Slgned JAN 2 3 2012

S NP o i

Jel o sr\“ v Date

Origméjl Copy Si
OPY Signed JAN 2 3 201

Michael f(arrett, CEO " Tt Date

Londop-Hgalth Sciences Centre

«X*/ﬂ/‘/’t )JJ«_.Q'\ ;)(’ (:}Ufj\

Original Copy Signed

Rutie Anne Cotyngham, Bd4f Chair Date '
Original Copy Signed
riginal Copy Signe NS ey A, O
/oonnie Adamson, President & Chief / i
Executive Officer Date
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2008-13 H-SAA AMENDING AGREEMENT

THIS AMENDING AGREEMENT (this "Agresment”) is made as of April 1, 2012.
BETWEEN:
SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the "LHIN")
AND
LONDON HEALTH SCIENCES CENTRE (the "Hospital")

WHEREAS the LHIN and the Hospital (together the “Parties”) entered into a hospital service
accountability agreement that took effect April 1, 2008 and has been amended by agreements made as of
April 1, 2010 and April 1, 2011 (the "H-SAA™);
AND WHEREAS the Parties have extended the H-SAA by agreement effective Aprit 1, 2012;
AND WHEREAS the Parties wish to further amend the H-SAA;
NOW THEREFORE in consideration of mutual promises and agreements contained in this Agreement
and other good and valuable consideration, the Parfies agree that the H-SAA shall be amended as
follows: '

1.0 Definitlons. Except as otherwise defined in this Agreement below, all terms shall have the meaning
ascribed to them in the H-SAA.

2.0 Amendments.

2.1 Agreed Amendments. The Parties agree that the H-SAA shall be amended as sat out in this Article 2.
2.2 Amended Deflnitlons. Effectiva April 1, 2012, the following terms shall have the following meanings:
“Base Funding” means the Base funding set out in Schedute C {as defined below).

“Costs” for the purposes of Section 2.13 below, means all costs for the Executive Offica (as defined
below) inciuding office space, supplies, salaries and wages of the officers and staff of the Executive
Office, conferences held for or by the Executive Office and travel expenses of the officars and staff of the
Executive Office.

“Executive Office” means the office of the chisf executive officer or equivalent, and the office of es)ery
member of senior management of the Hospital that reports directly to the chief executive officer or
equivalent.

“Explanatory Indlcator” means an indicator of Hospital performance that is complementary to ohe or
more Accountability Indicators and used to support planning, negotiation or problem solving, but for which
no Performance Target has been set.

*HAPS” means the Board-approved hospital annual planning submission provided by the Hospital to the
LHIN for the Fiscal Years 2012-2013;
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“Indicator Technical Specifications® and “2012 -13 H-SAA Indicator Technical Specifications”
means the document entited “Hospital Service Accountability Agreement 2012-13: Indicator Technical
Specifications March 2012" as it may be amended or replaced from time to time.

The definition of ‘Performance Standard” is amended by adding the words "and the Indicator Technical
Specifications” after the last word “Schedules’. As a result, “Performance Standard™ means the
accepiable range of performance for a Performance Indicator or Service Volume that results when a
Performance Corridor is applied to a Performance Target (as described in the Schedules and the
Indicator Technical Specifications).

“Post-Construction Operating Plan {PCOP) Funding” and “PCOP Funding” means annualized
operating funding provided to support service expansions and other cosls occurring In conjunction with
completion of an approved capital project, as set out in Schedule C (2012 - 2013) (Hospital One-Year
Funding Allocation) and further detailed in Schedule F (2012 ~ 2013) (Post-Construcnon Operatlng Plan
Funding and Volume).

“Schsdule” means any one of, and “Schedules” means any two or more as the context requires, of the
Schedules appended to this Agreement, including the following:

Schedule A (2012 — 2013) (Planning and Reporting);

Schedule C (2012 - 2013) (Hospital One-Year Funding Allocation)

Schedule D (2012 — 2013) (Service Volumes)

Schedule E (2012 — 2013) (Indicators)

Schedule £1 (2012 - 2013) (LHIN Specific Indicators and Targets} and

Schedule F {2012 ~ 2013) {Post-Construction Cperating Plan Funding and Volume)

*Schedule A" means Schedule A (2012 — 2013} (Planning and Reporting).
'Séhed ule C" means Schedule C (2012 —2013) (Hospital One-Year Funding Allocation).

2.3 Interpretation. This Agreement and the H-SAA shall be interpreted with reference to the Indicator
Technical Specifications.

2.4 Term. This Agreement and the H-SAA will terminate on March 31, 2013.

2.5 Recovery of Funding. Section 5.6.1 (Recovery of Funding) (a) (Generally) of the H-SAA is amended
by deleting (v} and adding the following as Section 5.6.1(Recovery of Funding) {a.1) (Specific Programs):

(i} if the Performance Obligations set out in Schedule E (2012 - 2013) (indlcators) in respect of
Critical Care Funding are not met, the LHIN will adjust the Crlticat Care Funding following the
submission of in-year and year-end data;

{ii) if the Hospital does not meet a performance Obligation or Service Volume under its post-
construction operating plan, as detailed in Schedule F or Schedule F (2012 — 2013), the LHIN
may: adjust the applicable Post-Construction Operating Plan Funding to reflect reported actual
results and projected year-end activity; and perform final settlements following the submission of
year-and data of Post Construction Operating Pfan Funding;

(iii) if the Hospital does not meet a Performance Obligation or Service Valume set out In Schedule D
for a service within Part Il - Services and Strategies, the LHIN may; adjust the unding for that
service to reflect reported actuals and prolectad year-end activity; and, perform in-yesr
reallocations and fina! settlements following the submisslon of year-end data of service; and,
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(iv) if the Hospital does not meet a Performance Obligation or Service Volume as detailed in Schedule
D for a Walt Time Service, the LHIN may: adjust the respective Wait Time Funding to reflect
reported actuals and projected year-end activity, and perform in-year reallocations and final
settlements following the submission of year-end data.

2.6 Funding. Section 6.1.1 (Funding) of the H-SAA Is amended by deleting (il) and replacing it with:
“(i) used in accordance with the Schedules”.

2.7 Balanced Budget. Section 8.1.3 (Balanced Budget) of the H-SAA is amended by deleting "Schedule
B" at the end of the Sectlon and replacing it with "Schedule E1 (2012 ~ 2013) LHIN Specific Indicators
and Targets".

2.8 Hospital Sorvices. Sectlon 6.2 (Hospllal Services} of the H-SAA is amended by adding the words
“and the Indicator Technical Specifications” after the word “Schedule” in (i) and (ii).

2.9 Plansing Cycle. Section 7.1 (Planning Cycle) of the H-SAA Is amended by replacing the words “the
planning cycle in Part Il of Schedule A ("Planning Cycle®) for Fiscal Years 2010/11 and 2011/12" with the
words “tha timing requirements of Schedule A (2012 - 2013) Planning and Reporting”.

2,10 Timely Response. Section 7.6.1 (Timely Response) of the H-SAA is amended by deleting both
occurrences of “Schedule B” and replacing these with “Schedule A (2012 — 2013) Planning and
Reporting”™.

2,11 $pecific Roporting Obligaticns. Section 8.2 (Spacific Reporting Obligations) of the H-SAA s
amended by deleting “Schedule B® and replacing it with “Schedule A (2012 -~ 2013) Planning and
Reporting™.

2.12 Planning Cycle. Section 12.1 (Planning Cycle) of the H-SAA Is amended by replacing “Schedule A"
in (i) with “Schedule A (2012 ~ 2013) Planning and Reperting”.

2.13 Executive Office Reduction. The Hospital shall reduce the Cosls of its Executive Office by ten
percent (10%) over fiscal years 2011/12 and 2012/13. Enfities that have a year end of March 31 shoukd
use their 2010/2011 budget as a baseline, and entities that have a year end of Decarnber 31 should use
their 2010 budget as a baseline.

3.0 Effective Date. The Parties agree that the amendments set out in Article 2 shall take effect on April 1,
2012. All other terms of the H-SAA shall remain in full force and effect,

4.0 Governlng Law. This Agreement and the rights, obligations and relations of the Parties wili be
govemed by and construed in accordance with the laws of the Province of Onlario and the federal laws of
Canada applicable therein.

5.0 Counterparts. This Agreement may be executed in any number of counterparts, each of which will be
deemed an original, but all of which together will constitute one and the same instrument.

6.0 Entira Agreement. This Agreement fogether with Schedules A (2012 - 2013) (Planning and
Reporting}), C (2012 — 2013) (Hospilal One-Year Funding Allocation), D (2012 - 2013) (Service Volumes),
E (2012 — 2013) (Indicators), Schedule E1 {LHIN Specific Indicators and Targets) and F (2012 - 2013)
(Post-Construction Operating Plan Funding and Volume) constitute the entire agreement between the
Parties with respect to the subject matter contained in this Agreement and supersedes all prior oral or
written representations and agreaments.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out below,

Page 3
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SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

T

Original Copy Signed

g N \
J Chair

Original Cop‘y Signed

Michael Jarrett, Chief Executive Officer

LONDON HEALTH SCIENGES CENTRE
Original Copy Signed
s A 7/
Ruthe Anne Conyngham, Board Chair

| have authority to bind the Hospital.

Al barge

~
Original Copy Signed

Bonnie Adamson, President and Chief Executive Officer

| have authority to bind the Hospital.
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Planning and Reporting

' Schedule A {2012-2013)

before March 31, 2012, it was not possible for the LHIN and the Hospital to enter Into an H-SAA for the
2012 -~ 2013 fiscal year by March 31, 2012.

in the circumstances, the following steps were taken at the following times:
s The 2008-12 H-SAA was extended to September 30, 2012.

* The HAPS Submission process was launched on April 17th, 2012, with the HAPS due May 29%,
= On execution of an amending agreement, the 2008-12 H-SAA will be amended and extended for
a ane year term, effective April 1, 2012 through March 31, 2013,

2artili=Reporting’ - %" Party Tifing
Hospitals submit MIS trial balance and Hospital 30 days after the end of each
supplementat reporting as necessary quarter beginning with the 2nd
quarter
Year end MiS trial balance and supplemental Hospital 60 days following the end of the
report fiscal year
Audited Financial Statements Hospital 60 days following the end of the
fiscal year
French Language Services Report as applicable | Hospital 60 days following the end of the
\ fiscal year
Attestation of compliance with tasks required Hospital 60 days following the end of the
by CritiCall as per the Agreement between the fiscal year
asslgned CritiCall Transfer Payment Agency and
the MOHLTC
Hospital to provide compliance attestations as | Hospital ‘ In accordance with obligations
required by Applicable Law
Such other reporting as may be required by the | Hospita! As directed by the LHIN
LHIN from time to time (Note 1)

Note 1: Request for reporting as per LHIN authority as set out In the Local Health System Integration Act



Hospital One-Year Funding Allocation

Hospital
tiLondon Health Sciancas Cenlre
giFac # 123 P
% B R SR TR Ry Sy

i e TEHaE
] Oporallng Base Funding
Base Funding

Other Funding
Funding edjusiment 1 (HBAM )
Funding Adjusiment 1 (Raaliocation for BSS)
Funding Adjusiment 2 {indirect WTS Costs)
Funding Adjustment 3 (BSS)
Funding Adjustment 4 (Starch Volumas)
Funding Adjusiment 5 (BSS Start Up)
Funding Adjustment 8 (W1 General Surgery)
Funding Adjustment 7 (WTS Paedatric)

Funding Adjustment 8 { Traf 1o CCAG LIGH Act )

Funding Adjusiment & (PP Wirsiass Capsules)
unding ‘Adjustment 10:{(JRR clawback): i

;{Sorvicen: Schedule D

1 Candlac calhenizatlon

Cardiac surgery

Organ Yransplantation

{suatsgaes. Schedule D

¢I Organ Transplantation

1| Endovascular aortic anaurysm tepair

1l Eleclrophysiology aludies ablaton
Percutangous coronary intarvention (PGl
implaniable cardlac defibrifalors (1CO)

[ Newborn 8cteen¥1919§:ogmm
| Speclalized Hospita) Services: Schedule D

:l Mag netic Resonance imaging
4] Provinclal Reglonal Genelic Services2
Parmeanent Cardlac Pacamaker Servicas
st Provinclal Rosourcos
il Stern Cell Transplant
Adult Intervenfional Cardiology for Congenital Heart
3| Defocts
Cardlac Laser Laad Removals
wimonary Thiomboendanereciemy Services
Thoracoabdominal Aortic Anautysm Repalrs {TAA)

4| Other Results {Walt Time Btrategy):
| Selected Cardlac Services

Hip Replacements - Ravisiona
Knos Repfacemants - Revisions
Magnetic Resongnce Imaging (MR
Computed Tomography (CT)

HQuality-Based Procodures: Scheduis D Planning
4| Allocation Assumption {rate x volume)
Primary Hips QBP Recalculation

F”dmary' Knses QBP Reca!wlatlon
;| Primary Knees Addilional
/ Prlma'yKneoAddl_t'Igna S indirect Fundin

4| Inpatient rehab for primary hip

5| Innallent rahab for primary
| Chmnlc Kldney Disease -as pa; Onlario Rensl Network
2 A,

Note 1 - Includes ¥nas praviously In Schedules G and H (Cardlac Rehabilitation, Visudyns Therapy. Reglonal Treums,

Reghlonat and dlatict Stroks Cantres, Sexunl AssaultDormastic Vicience Treatment Ganlres, HIV Outpaiient einies),
Sea 20312-13 HAPS Guidieine for addltanal information.

Reforance to Schedules D end F moans (2012 - 2013) unleys othorwisa stated
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Service Volumes

ILoodon Haalth Sclances Cantre

Hospitat

Faclmyﬂ

.

i Part |- GLOBAL VOLUMES

AT, TR ST N0

] oo |

M""KWWL&E R

P Rater 16201213 H-SAA Tuchnical 8 1 O for turthér detalls
Emeq:ency Depariment Weighted Casas

i Compiex Conlizwing Care Woelghted Patenl Dayy

‘ Tolal tnpatient Acute Weightsd Caxas

1| Day Surgery VWalghtao Visis

:

inpationt Mental Heabh

T

TR

13} Inpatiant Rehabiftaton Walghtod Cases
_& Edfarty Caplat Asalstancs Program (ELDCAP) Inpatisni Days
;{ Ambolatory Care Vislts »=722,200
52| ,
2092113 “aots
F{Partil - WAIT TIME VOLUMES (Formerly Schedule H)(Nota 1) Base Incromeontal
’“( Cardlae Surgery -CABG Cases T80 8D
b
7 Cuses THD 3D
1 Cardlae Surgery -Other Opan Hean
A} Cordlac Bargsey -Vaive Canes
| Cardiac Surgery -Vawe/CABG Casas
( g:ﬂ(ﬂc Cases
4 oy
fi Genaral Surgery Cosas
% Cason
;‘i #ip Roplacemont - Revisions
i
2
"¢ Knes Replacements » Revisions o308
g,:j Magnatic Revonanca lmeging (MRI) Totat Hours 10,400.00
;3 Computod Tomography (CT) Yotal Haurs 20,348.00
¥ " pig T s
' 2013018 2612013
“» Partit] - Sarvices & Stretegles(Formerly Scheduls Q) L__ﬂwmnﬂ_ I__E_Qﬂgﬂnmgmmg__’
fg Catherization Casey
] Angioplasty Casss
b:| Other Cardlac (Note 2) Casey
%| Orgen Transpiantaton (Note 3) Cases
i Neurosurgary (Note 4) Cases
’__ Barlatic Suge T80

Walghiad Patierd Days

Schedsle I {2032 - 2613)

>#79{5 and <8363

Q.00

->u 84,848 and <= 00,005

>= 2849 and «=3237

X Partiv . Quamy Banc Procsdurus |¥-’ormoriy in Walt Timu program Schodule H}(Noh 5

8 Primary Np
f,% Prmary tnse
Catarnet
‘, lapatient rehab for primasy hip
” tnpatiant rhab tor pimacy inee

Vokmnet
Valumas
Volumet
Yolumaes

201213 Volume

Volumas

éCWicndt_!x 3¢ {2 por Onlarto Renal Netwvork Alscation Schoduls)
I8

Notaq - mmm(m ummmlunm mmmmu-mmuuzonmnmmmwanmwm

&

) Note 2 Candlac Barviess sre LHIN {Protect i

Churtic D

0oy,
z‘ Pacamaters, Drug Exsting Stents (DES), c.mmpm(caao vade, m:w heurt, vaive rCASG), Anglop
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Indicators*

Londen Health Saiences Cente

Hoapital

iFacioy d 1

012143
Parformuance

R e R D e R T e T A L e ot

201243
Parformance

Schedule E {2012 £ 2013)

B T T I,

Measurament
unit

AR

Msaaurament
Unkt

Target

planstory Indlcators

i]_Accoum_a_g_l_lg Indlodtors

; 00t Percentls ER LOS for Admitted Paents

ﬁ O0th Parcarvile ER LOS for Non-admitted Complex

[ (cTas L) Patenta Hours

90th Porcontils ER LOS for Noa-Admitiod Minar Hours

% Uncooplicated (CTAS {v-V) Patients

? B0th Parcentia Wait Times for Cancar Surgery Days

;?* 90t Percentle Walt Times for Cardia¢ Bypass Surpery Days

§ 80th Percentifa Wait Times for Calaract Stegery Qays

g 80th Parcantils Walt Tirnee for Jont Reglacament {Hip} Days

it 60t Percantie Wait Times for Joint Replacament (Knas) Days

f}% 80th Parcantile Well Timas for Diagnastic MRI Bean Osays

g R0t Percentile Wat Times for Disgnostic CT Scan Days

§ Rate of Ventilator-Assoclated Praumonla Casos/Days

4

i‘! Contre! Line Infaction Rals CasesDays

t

?mmsm‘ quired Cases of Clostidium Diffcile Gasesors
Rate of Hospitel Acquirod Cuses ofVuncomycrn CtisosDays

Rasislant Enlorococous Baclaromd
Rata of Hospital Acquired Casoa of Mothicilin Resistant

1t i M 30-day Readmission of Patents with Stroke
B e o Transiant ischaric Attack (TIA} ta Acute
Care for All Dispnoses
Peroert of Stroks Paliscts Discharged fo
inpatient Rehablitation Felfowing as Acuta
Streke Hosptallzatian

3 Forcon! of Stroke Palienta Admitsd i &
Streke Uit Ourdng Thelr inpatient Stay

Hospiinl Starctardlzed Mortallty Ratio

8 Roscimisalons Witin 30 Days for Sefectod
i cvcs

Percanlage

Pescontage

Percantago

Parcostage

SR S A TR R

i Curraat Ratio (Consalidatet Ratio

1 Totat Mergin {Consaiidatad) Parcantsge
i

§

Total Kargin {Hosphal Sactor Onty)

38 Perceniage of Full-Time Nurses
Parcentage of Paid Stk Time (Full-Time)
Perventage of Pald Ovedtime

Parcantage

Perconiage

Parcanlage
Percontags

243

R

R'peai Unschoduod Emomency vmu

| Peroentage ALC Days (closed cases) Dayn WIShin 30 Days fo Mental Heah Conditions
Repaat Unschedulad Emergancy Visits
Within 30 Days for Subalance Abuse

/ri Part IV - LHIN ¢ Ingicators and Performancs ta ans Schadule E1{2012-2013)

b

%] ‘Rofor to 2012-18 H-SAA Indicator Technlcal Spacification for further detalls.
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LHIN Specific Indicators and Targets

Schedule E1 {2012-2013)

4 All South West LHIN hospitals agree to re-engage in an integrated supply chaln process
with the intent of improving efficiencies and achieving resource savings with the goal of
1 having a business proposat in place by the end of 2012/13.

All South West LHIN hospitals agree to proactively participate in ongoing planning
§ discussions with respect to health sy stem funding reform and the South West LHIN'g
% Integrated Health Service Plan 2013-16.

All South West LHIN hospitéls agree to annually review and update site specific programs
and services information. as represanted within the Healthline.ca website.

i Performance Manageent Teams
Cancer: LHSC, GBHS, SGH, STEGH, WGH, SMGH, HDH, TDMH

H&K: LHSC, GBHS, SGH, STEGH, WGH, SMGH

¥ As related to the performance improvement work occurring in the South West LHIN, your

! hospital will continue to parlicipate in established groups such as the Cancer and Hip and
Knee Performance Management Teams (PMT). 90" percentile performance (closed
cases), open case performance and other metrics, as established between the LHIN and
hospital partners will be monitored. Improvement expectations will be established through
on-going dialogue and action plans articulated through per formance improvement plans or
other means of communication.

i For Hips and Knees PMT, a weighted scoring methodology will be utilized to rank hospital
performance thh the opportumty for addattonal mvestment if avallable
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H-SAA AMENDING AGREEMENT

THIS AMENDING AGREEMENT (the “Agreement”) is made as of the 31* day of March, 2013
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN")
AND
London Health Sciences Centre (the “Hospital”)
WHEREAS the LHIN and the Hospital (together the “Parties”) entered into a hospital
service accountability agreement that took effect April 1, 2008 (the "H-SAA™);

AND WHEREAS pursuant to various am ending agreements the term of the H-SAA has
been extended to March 31, 2013;

AND WHEREAS the LHIN and the Hospital have agreed to extend the H-SA A for a
further six-month period to permit the LHIN and the Hospital to execute an H-S AA for the
period April 1, 2013 — March 31, 2016;

NOW THEREFORE in consideration of mutual promises and agreements contained in
this Agreement and other good and valuable consideration, the par ties agree as follows:

1.0 Definitions. Except as otherwise defined in this Agreement, all terms shall have
the meaning ascribed to them in the H-SAA. References in this Agreement to the H-SAA
mean the H-SAA as amended and extended.

20 Amendments.

2.1 Agreed Amendments. The H-SAA is amended as set out in this Article 2.

24 Term. The reference to “March 31, 2013” in Article 3.2 is deleted and replaced
with “September 30, 2013".

3.0 Effective Date. The amendments set out in Article 2 shall take effect on April 1, P
2013. All other terms of the H-SAA shall remain in full force and effect.

4.0 Governing Law. This Agreement and the rights, obligations and relations of the
Parties will be governed by and construed in accordance w ith the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

5.0 Counterparts. This Agreement may be executed in any number of counterparts,
each of which will be deemed an original, but all of which together will constitute

e ______ ___ ___ ___ ___ ___ _________ ________ ___ ___ ___________________________ ]
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one and the same instrument.

6.0 Entire Agreement. This Agreement constitutes the entire agreement between
the Parties with respect to the subject matter contained in this Agreement and
supersedes all prior oral or written representations and agree ments.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out

below.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

By:

Jeff Low, Board Chair
And By:

Michael Barrett, Chief Executive Officer

London Health Sciences Centre
7 - 7 /

Original Copy Signed

Date

Rutr{e Anne Conyngham, Board Chair
| have authority to bind the HSP

Original Copy Signed

Date

Bonnie Adamson, President & Chfef
Executive Officer

| have authority to bind the HSP

Y\Curgpn 28,203

Date

i ]
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THIS AMENDING AGREEMENT (the “Agreement”) is made as of the 1* day of October, 2013
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the "LHIN")
AND

London Healh Sciences Centre (the “Hospital')

w the LHIN and the Hospital (together the “Parties”) entered into a hospital
ice accountability agreement that took effect April 1, »2008 {the “H-SAA™;

AND WHEREAS-pumant to various amending agreements the term of the H-SAA has
been e:_dended to September 30, 2013;

AND /WHEREAS the LHIN and the Hospital have agreed to axtend the H-SAA for a
further six-month period with the jointintention of finalizing and executing an H-SAA for
the period April 1, 2014 — March 31, 2017

ND\AL THEREFORE in consideration of mutual promises and agreements contained in
this ﬂamemem and other good and valuable consideration, the parties agree as follows:

10 | Definitions. Except as otherwise defined in this Agreement, afl terms shall have
the meaning ascribed to them in the H-SAA. References in this Agreement 1o the H-SAA
mear; the H-SAA as amended and extended.

2.0 | Amendments.
21 | Agreed Amendments. The H-SAA is amended as set out in this Article 2.

2.2 | Temn. The reference to “September 30, 2013” in Article 3.2 is deleted and
replaced with “March 31, 2014".

3.0 | Effective Date. The amendments set out In Asrticle 2 shall take effect on October
1, 2013. All other terms of the H-SAA shalf remain in fullforce and effect.

4.0 | Governing Law. This Agreement and the rights, cbligations and relations of the
Parties will be governed by and construed in accordance with the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

6.0 | Counterparts. This Agreament may be executed in any number of counterparts,
each of which will be deemed an originai, but all of which together wit constitute
one and the sama instrument. :

6.0 | Entire Agreement This Agreement constitutes the entire agreement between
the Parties with respect to the subject matter contained in this Agreement and

H-SAA Amending Agresment —extension to March 31, 2014 Page 1




supersedes all prior oral or written representations and agreements.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out
below. | - .

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

/-*%\\ .
( By T o~ .-

Original Copy Signed

OCf 8/, >0 /3
Date

And bv:

Original Copy Signed OC7 B/ ,.20/23
Michael 9_71'8& CEO Y Date .

London Heaith Sciences Centre

R A ‘ . .
Original Copy Signed éé#&u 52 2ex3

Ruthe JTnna Conyngham, B&ard Chair Date

And by;
Original Copy Sig O rpleA S 520/3
ate

Bonm’e':ﬁdemseéﬂmw'«*Ms Qknclining D
President & Chief Executive Officer i‘ichrxj

H-SAA Amending Agreement —extension to 31, 2014 "~ Pagez




2008-14 H-SAA AMENDING AGREEMENT

THIS AMENDING AGREEMENT (the "Agreement”) is made as of the 31" day of March, 2014
BETWEEN:

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN")

AND '
| London Health Scisnces Centre (the *Hospital")

WHEREAS the LHIN and the Hospital {together the “Parties”) entered into a hospital
service accountability agreement that took eﬁect April 1, 2008 (the “H-SAA");

AND W|HEREA$ pursuant to various amending agreements the term of the H-SAA has
been extended to March 31, 2014,

AND EREAS the LHIN and the Hospi(ai have agreed to extend the H-SAA for a
further three month period to permit the LHIN and the Hospﬁal to continue to work
toward a multi-year H-SAA;

NOW THEREFORE in consideration of mutual promises and agresments contained in
this Agreement and clher good and valuable conskieration, the parties agree as follows:

1.0 Definitions. Except as otherwise defined in this Agreement, all terms shall have
the meaning ascribed to them In the H-SAA. References in this Agreement to the H-SAA
mean the H-SAA as amended and extended.

20 mendments.
2.1 Amen . The H-SAA i amended as set out in this Aricle 2.

2.2 . The reference to “March 31, 2014" in Article 3.2 is deleted and replaced
ith “Juna 30, 2014".

3.0 fective Date, The amendments set out in Article 2 shall take effect on Aprl 4,
014. All other terims of the H-SAA shall remain in fuil force and sffect.

44 overning Law. Thls Agreernent and the rights, ohugauons and relations of the
arties will be governed by arid-construed in accordance with the laws of the
vincea of Ontaﬂo and the federal laws of Canada applicable therein.

80 unterparts, This Agmemenl may be e:oacuted in.any number of counterparts,
each of which will be deemed an original, biil alt’ of which together will oonstxtute
ne and the same instrurnent.

640 ntire Agreament This Agreement constitutes the entire agresmant between
he Parties with respéct to the subject matter contained in this Agreement and
persedes all prior orai or wnuen representations and agreemenls

H-SAA Amending Agreement —extension fo June 30,2014 o ' Page 1




IN WITNESS WHEREOF the Partias have executed this Agreement on the datas set out

below.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

AN

or|g|nal Copy Signed JUN 1 2 2014

""‘!s" Date '
Original Copy Signed JUN 1 2 2014

Michael Barrett, Chief Executive Dfficer  Date
Londan Health Sc!ani:es Centre
By. L2

Original Copy Signed W FO Rory¥
Rufhe Anne Ganyngham, Bdard Chair | Date  *

{ have authority o bind the HSP

And by:

Original Copy Signed -

e 82 Aom/

Murrdy Glendining, Acting Preéident Date

and Chief Executive Officer
| have authority to bind the HSP

H-SAA Amending Agreement -extension to June 30, 2014

Page 2
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2008-15 H-SAA AMENDING AGREEMENT
THIS AMENDING AGREEMENT (the “Agreement”) is rﬁade as of the 1* day of July, 2014
BETWEEN:
SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK (the “LHIN")
AND
London Health Sciences Centre (the “Hospital®)
WHEREAS the LHIN and the Hospital (together the “Parties”) entered into a hospital
service accountability agreement that took effect April 1, 2008 (the k“H-SAA”);

AND WHEREAS pursuant to various amending agreements the term of the H-SAA has
been extended to June 30, 2014,

AND WHEREAS the LHIN and the Hospital have agreed to extend the H-SAA for a
further nine month period to permit the LHIN and the Hospital to continue to work toward
a multi-year H-SAA;

NOW THEREFORE in consideration of mutual promises and agreements contained in
this Agreement and other good and valuable consideration, the parties agree as follows:

1.0  Definitions. Except as otherwise defined in this Agreement, all terms shall have
the meaning ascribed to them in the H-SAA. References in this Agreement to the H-SAA
mean the H-SAA as amended and extended.

2.0 Amendments.

21 Agreed Amendments. The H-SAA is amended as set out in this Article 2.

2.2 Amended Definitions.

(a) The following terms have the following meanings.

“Schedule” means any one of, and “Schedules” means any two or more as the
context requires, of the Schedules appended to this Agreement, including the
following:

Schedule A: Funding Allocation
Schedule B: Reporting
Schedule C: indicators and Volumes
C.1. Performance Indicators
C.2. Service Volumes
C.3. LHIN Indicators and Volumes

2.3  Term. This Agreement and the H-SAA will terminate on March 31, 2015.

H-SAA Amending Agreement — Extension to March 31, 2015 Page 1




3.0 Effective Date. The amendments set out in Article 2 shall take effect on April 1,
2014. All other terms of the H-SAA shall remain in full force and effect.

4.0 Governing Law. This Agreement and the rights, obligations and relations of the
Parties will be governed by and construed in accordance with the laws of the
Province of Ontario and the federal laws of Canada applicable therein.

6.0 Counterparts. This Agreement may be executed in any number of counterparts,
each of which will be deemed an original, but all of which together will constitute
one and the same instrument.

6.0 Entire Agreement. This Agreement constitutes the entire agreement between
the Parties with respect to the subject matter contained in this Agreement and
supersedes all prior oral or written representations and agreements.

IN WITNESS WHEREOF the Parties have executed this Agreement on the dates set out
below.

SOUTH WEST LOCAL HEALTH INTEGRATION NETWORK

GO\
Original Copy Signed

JGW

And hv: -
_Original Copy Signed

Michael Brrrett, CEO 1 Date

ST 15 0%

London Health Sciences Centre

D, ﬁ‘ - -7 -
Original Copy Signed /M
17 Rorg

Ruthe Anne Conyngham, @oard Chair Datel/ (/

And bv:
Original Copy Slgned V’V“/ ", “20 ad
Murray Glendining Date

President and Chief Executive Officer

H- SAA AmendingAgreement — Extension to March 31, 2015 Page 2



Hospital Sector 2014-2015
Facilty# | 936 ]

Hospital Name: London Health Sciences Centre

Hospital Legal Name: London Health Sciences Centre

FUNDING SUMMARY
Other LHIN Allocations- Global Funding

3387 336,000

Health System Funding Reform (HSFR) HBAM Funding (includes Mitigation)

$270,538,000

Health System Funding Reform (HSFR) QBP Funding (Section 1 below)

$33,214,000

Wait Time Strategy Services ("WTS") (Section 2 below)

$0

$2,042,000

Provincial Program Services ("PPS") (Section 3 below)

$0

$0

Other Non-HSFR LHIN & MOHLTC Funding (Section 4 betow)

$7,674,000

Post Construchon Operatlng Plan (PCOP)

wum—

$53 768 000

e Y e F e ey Sy P oy e e PO T O PPN

ARy A AR o g

$12,761,000

Total 14/16 Estimated Funding Allocation
R e e e e TR

X R

§ Section 1: Health System Funding Reform - Qualny-Basod Procedures

Cancer- Surgery

5752 530,000

Cancer- Colposcopy

Cardiac- Aortic Valve Replacement

Cardiac- Coronary Artery Disease -

Cataracts- Bilateral

Cataracts- Unilateral

$10,500

Chemotherapy Systemic Treatment

$0

Chronic Obstructive Pulmonary Disease

$5,270,768

Congestive Heart Fallure

$6,300,200

Endoscopy

$0

Hip Replacement- Inpatient Rehabilitation for Unilateral Primary

$0

Hip Replacement- Unilateral Primary

“ngsjm

Knee Replacement- Inpatient Rehabilitation for Unilateral Primary

$0

Knee Replacement- Unilateral Primary

$6,692,325

Non-Cardiac Vascular- Aortic Aneurysm (AA)

$3,669,162

Non-Cardiac Vascular Lower Extremity Occlusive Disease (LEOD)

$1,424,709

Orthopaedics- Hip Fracture

$0

Orthopaedics- Knee Arthroscopy

$0

Paediatric- Neonatal Jaundice (Hyperbilirubinemia)

T R R T e A TR

$0

Paediatric- Tonsillectomy

$0

Respriatory- Pneumonia

$0

B

Sroke- Transient Ischemic Attack (TIA)

$218,112

Stroke- Hemormrahage

$988,244

Stroke- Ischemic or Unspecified

$4,637,492

Vision Care- Retinal Dlsaase
[ —




Hospital Sector 2014-2017
Facility# | 936 |
Hospital Name: London Health Sciences Centre
Hospital Legal Name: London Health Sciences Centre

201 4201 5 Sche chute ‘Al 'fF'L.x'-n.d'ifrjg; A-I;Ifocatioln-\' i TR S

[ section 2: watt Time StrategLServloes Cwrs") i = =
4 General Surgery 5 $92,000 :
{|_Pediatric Surgery g $0 $218,000 ¢
g Hip & Knee Replacement - Revisions g $0 $108,000 g
B Magnetic Resonance tmaging (MR!I) *i‘l $0 $1,318,000 I%
5«; Ontario Breast Screening Magnetic Resonance Imaging (OBSP MRI) SL $0 $0 ’
“| Computed Tomography (CT) 7l $0 $188,000
i1 Other WTS Funding g' $0 $121,000 _!;
3R BT T A F AR B SR e SRS S SR AR 50 A A SR D K R AR ce Bl o 2t SRR 8
Section 3: Provincial Program Services ("PPS") 3 Ine-Thme:: i
+| Cardiac Surgery gr $0 $0 i
* Other Cardiac Services ’3 $0 $0 qg
: Organ Transplantation f: $0 $0 :
4 Neurosciences ? $0 $0 ’ ;
5| _Bariatric Services : $0 $0 }
% Regional Trauma J; $0 $0 g
‘(‘W" Y AR A S R AR S TR T T S ST I WA W R E AR AT S SRR T L A AT R 1 3 &

e

ARSI,

' Section 4: Other Non-HSFR Funding | ;

T

% LHIN One-time payments 31 867 000

7| MOH One-time payments $12,936,000

§ LHIN/MOH Recoveries } ”" *?ﬁkmm “'F‘%
k| Other Revenue from MOHLTC o $9,028,000 i

ol Paymaster § (61,354,000) ﬁ
g Other Funding adjustment 1 ( ) 4 $0 $0 b
if Other Funding adjustment 2 ( ) 33 $0 $0 4
:[ Other Funding agjustment 3 ( ) i $0 $0 |
5l Other Funding adjustment 4 ( ) ; $0. $0 I?

SRR T O T A R 0 B I S B R R S A SR SRR R D N R A T

| Other Funding (Not included In the Summary above) : Biii’ : 5t ne- :

#| Grant in Lieu of Taxes B $0 $0 i
‘E Cancer Care Ontario® ,E $0 % é |
4 Ontario Renal Funding’ - $0 $0 i
i; Funding adjustment 1 (MOH Drugs ) j::: $0 $11,366,000 %
.§ Funding adjustment 2 ( Oral & Maxillofacial Rehab Prog } ": $0 $878,000 ?
§ Fundmg adjustrnent 3 ( Net Transplant, Aortic Valve. Critical Care Nurse Training g $0 §

R R R e S

M Estimated funding allocations are subject to appropriation and written confirmation by the LHIN.
IFunding allocations are subject to change year over year.
®! Funding provided by Cancer Care Ontario, not the LHIN.

YAl QBP Funding is fully recoverable in accordance with Section 5.6 of the H-SAA. QBP Funding is not base funding for the
purposes of the BOND policy. The Quality Based Procedures allocations above include assumed mitigation funding for 2014-2015.
_ Funding is lbd for Yr ne d ear Two QBPs only, Year Three QBP funding is Nsted within the Global funding line.

&

I
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Hospital Sector 2014-2015
Faclity# [ 938 |

Hospital Name: London Health Sclences Centre

Hospital Legal Name: London Health Sclences Centre
Site Name: TOTAL ENTITY

Part |- PAT!ENT ERIENCE. Access, Enocuve. Safe, Penon-Centemd =

Performance indicators

90th Percantile Emergency Room (ER) Length of Stay for Admitted Patients

80th Percentile ER Length of Stay for Non-Admitted Complex (CTAS Hilf) Patients

80th Percentiis ER Length of Stay for Non-Admitted Minor Uncomplicated (CTAS IV-V) Patients

Cancer Surgery: % Priority 4 cases completad within Target

Cardiac Bypass Surgery: % Priority 4 cases completed within Target

Cataract Surgery: % Priority 4 cases completad within Target

Joint Repiacement (Hip): % Priority 4 cases completed within Target

Joint Replacement (Knee): % Priority 4 cases completed within Target

Diagrostic Magnetic Resonance imaging (MRI) Scan: % Priority 4 cases completed within Target

Diagrostic Computed Tomography (CT) Scan: % Priority 4 cases complated within Target

Rate of Ventilator-Associated Pneumonia

Central Line Infection Rate

Rats of Hospital Acquired Clostridium Difficile infections

Rate of Hospital Acquired Vancomycin Resistant Emerococcus Bacteremia

Rate of Hospital Acquired Methicitin Resistant Staphylococcus Aureus Bacteremia

Explanatory Indicators

30-Day Readmission Of Patients With Stroke Or Translent Ischemic Attack (TIA) To Acute Cara For All
Diagnoses.

Percent Of Stroke Patients Discharged Yo Inpatient Rehabifitation Following An Acute Stroke Hospitalization.

Percent Of Stroke Patlents Admitted To A Stroke Unit During Their Inpatient Stay.

Hospita! Standardized Mortallty Ratio (HSMR)

Readmissions Within 30 Days For Selected Case Mix Groups (CMGS)

Performance Indicators

Cuirent Ratio (Consolidated — alf sector codes and fund types)

Total Margin (Consclidated — all sector codes and fund types)

Explanatory !n;icators

Total Mergin (Hospital Sector Only)

Adjusted Working Funds




Hospital Sector 2014-2017
Faciity # | 936 ]
Hospital Name: London Heaith Sciences Centre
Hospital Legal Name: { London Health Sclences Centre
Site Name: TOTAL ENTITY

20814:2045 Schedule C1:

Part i - svs’mn PERSPECTIVE: lntegration communny_e_nga_gemem, “eHealth

Performance Indicators

Percentage of Acute Altemato Level of Care (ALC) Days (closed cases)

Explanatory Indicators

Repeat Unscheduled Emergency Visits Within 30 Days For Mental Health Conditions (Methodology Updated)

Repeat Unscheduled Emergency Visits Within 30 Days For Subatance Abuse Conditions (Methodology Updsted)

R

an Vo LH! E’ clndicaton and Parformanca mrﬂ, 860 Sc ule

“*Refer to 2014-17 H-SAA Indicator Technical smmuon for further detalls.
b e ————




Hospital Sector 2014-20156

Facliity #:
Hospital Name:
Hospital Legal Name:

936

2014-2015 Schedule C2:Service Volimes!

London Health Sciences Centre

‘ London Health Sciences Centre

/[Part! - Global Volumes

20142018

Sexual Assault’/Domestic Viclence Treatment Clinics

# of Patients

i ' Measurement 20142018 Performance
f Target Standard
Ambulatory Care Viss 778,047 >u720,484.2
Complex Continulng Cara Weighted Patleni Days 0
Day Surgery Weighted Vishs 7,241 A
Eiderty Caplial Assistance Program (ELDCAP) inpatient Days 0 .
Emergency Department Weighted Cases 8324 1 T and <
Emergency Department and Urgent Care Visiis 154,109 > 130,092.7
inpatient Mental Health Weighted Patient Days 33,887 > and <
inpatient Mental Heafth Days 31,487 >29,597.8
Inpatient Rehabiitation Days 0 -
Rehablitation Separations Days 0 -
Total Inpatient Acute Weighted Cases 87,808 <=
Part |l - Hospital Specialized Services ,
R S N : L Measuremant H 20142016 l [ 2014-2016
. Unit Primary . Revision
Cochiear implants Cases 48 0
Messurement 20142015
unit Base
Cleft Palate Cases -]
HIV Outpatient Clinics Visits 0
0




Hospital Sector 2014-2015
Facllity #: | 936 ]

Hospital Name: London Health Sciencas Centre
Hospital Legai Name: |__London Health Sciences Centre

[Part il - Wait Time Volumes

General Surgery

Paediatric Surgery

Hip & Knee Replacement - Revisions

Magnetic Resonance Imaging (MRI)
Ontario Breas! Screening Magnetic Resonance imaging (OBSP MRI)
Computed Tomography (CT)

R T,

[Part IV - Provingial Programs

Candiac Surgery
Cardiac Services - Catheterization

Cardiac Services- intervantional Cardiology Cases

Cardiac Services- Permanent Pacernakers Procedures

Automatic implantable Cardiac Defib's (AICDs)- New implants # of New implants

Automatic impiantable Cardlac Defib's (AICDs)- Repiacemenis # of Replacements

Automatic Impiantable Cardiac Defib's (AICDs)- Replacements done at Supplisr's request # of Replacements

Automatic impianiable Cardiac Defid's (AICDs) Manufacturer Requested ICD Replacement
Procedure Procedures

Organ Transplantation Cases

Neurosclences . Procedures

Regional Trauma Cases

Number of Forensic Beds- General Beds

Number of Forensic Bads- Secure Beds

Number of Forensic Beds- Assessment Beds’

Bariatric Surgery

Medical and Behavioura! Treatment




Hospital Sector 2014-2017
Facliity #: 936
Hospital Name: London Health Sciences Centre
Hospital Legal Name: London Health Sciences Centre

2 vice-Volumes -

Cancer- Surgery
Cancer- Colposcopy
Cardiac- Aortic Valve Replacement

Cardiac- Coronary Artery Disease

Cataracts- Biiateral

Cataracls- Unilateral

Chemotherapy Systemic Treatment

Chronic Obstructive Pulmonary Disease

Congestive Heart Falure

Endoscopy

Hip Replacement- Inpatient Rehabitation for Uniiatersl Primary

Hip Replacement- Unliateral Primary

Knee Replacement- inpatient Rehabliitation for Unilateral Primary

Knee Replacoment- Uniateral Primary

Non-Cardiac Vascutar- Aortic Aneurysm (AA)

Non-Cardiac Vascular Lower Extremity Occlusive Disease (LEOD)

Orthopaedics- Hip Fracture
Orthopasdics- Knee Asthroscopy
Paediatric- Neonatal Jaundice (Hyperbifirubinemia)

Paediatric- Tonslllectomy

Respriatory- Pneumonia
Sroke- Transient Ischemic Aliack (TIA)

Stroke- Hemorrahage
Stroke- Ischemic or Unspecified

Vision Care- Retina} Dissase

stimated volumes for Year Three 2014/15 QBPs not iisted.
=
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