FREQUENTLY ASKED QUESTIONS
2009-11 Multi Sectoral Service Accountability Agreement
As of February 2009
The following answers are for purposes of clarifying process and certain provisions in the 2009-2011 Multi-Sectoral Service Accountability Agreement. The questions in this FAQ document have been organized into four parts as follows:

Part A:
Consultation and Negotiation Processes.  

This section answers questions about the consultation process and the process that will be followed to negotiate the final SAAs.
Part B:
The SAA Template - Generally 
This section answers general questions about the SAA template that are not specific to an individual section or schedule.
Part C:
Sections 1-15 of the SAA Template  

This section answers questions on the terms that appear in sections 1 – 15 of the SAA template.
Part D:
The Schedules to the SAA Template
This section answers questions on the Schedules, and include questions on reporting and indicators.
Terms commonly used in this document:
Act:

Local Health System Integration Act, 2006
CFMA:

Commitment to the Future of Medicare Act, 2004

H-SAA:
the service accountability agreement between LHINs and public hospitals.

HSP:

health service provider, as defined in section 2 of the Act

SAA:
service accountability agreement, the agreement that the Act requires before the LHIN can provide funding to an HSP.

MLAA
the accountability agreement in place between the LHINs and the Ministry of Health and Long Term Care.

M-SAA:
mutli-sectoral service accountability agreement or the SAA that will need to be executed with HSPs in the following sectors: community health centres, community care access centres, community support services, mental health and addiction, if a LHIN is to continue funding the HSP after March 31, 2009.
Template:
the form of the SAA that will be common for all HSPs in the following sectors: sectors: community health centres, community care access centres, community support services, mental health and addiction,
PART A -  
The Consultation Process & Negotiating the SAAs
A-1.
What is the purpose of the consultations with the various health sectors


The purpose of the consultation process is to provide an opportunity for the various 
health sectors to make suggestions and comments regarding the Multi Sectoral Service 
Accountability Agreement (M-SAA) agreement.

The template is being developed through a consultative process led by the LHINs in 
conjunction with representatives from the Community Support Services, Mental Health 
and Addictions, Community Health Centres and Community Care Access Centre 
Sectors.  The template was developed by the M-SAA Steering Committee and tabled 
with the sector specific groups for review and consultation. Four Sector specific Teams 
have been established to carry out the consultation process over the summer months. 

Consultation Teams will be providing suggestions and questions to the M-SAA Steering 
Committee. The Steering Committee in turn will be reviewing the suggestions, making 
revisions to the template agreement and schedules, providing feedback to the various 
sectors It is the responsibility of the M-SAA Steering Committee to ensure that the 
structure and 
content of the new M-SAA template agreement is consistent with the 
Local Health Services Integration Act (LHSIA) and the Ministry-LHIN Accountability 
Agreements (MLAA). 
A-2. 
What are the timelines for completion of the M-SAA? 
The LHINs will be completing M-SAAs with approximately 1500 HSPs during the 08/09 fiscal year for implementation April 1, 2009. The timelines are as follows:

June – August 29
Sector Team Consultation with input back to Steering Committee Schedules and Guidelines Working Group completes its tasks

September
Steering Committee considers suggestions from the Consultation Teams and Schedules and Guidelines Working Group

Sept. 30 
Community Annual Plan Submission Plan Guidelines (CAPs) out to the field;    
Sept-Oct
Education sessions for HSPs will be led by LHINs

Sept. 30  

Feedback to the Sector Teams on the template agreement and 



schedules 

Oct. – Nov. 15 
LHIN Boards Approval of SAA Template

Nov. 14 

Completed CAPs due to LHINS

Dec 31  
Template and Schedules sent out to LHINs to begin the individual negotiation process on the schedules

Jan.  – Mar. 

LHINs finalize SAAs with service providers

A-3. 
How will the lessons learned during the HSP sector consultations be identified and shared with the field? 
A document highlighting lessons learned from the consultations on the 2009-11 template SAA will be prepared at the conclusion of the consultation sessions. A supplementary document will be issued early in fiscal 09/10 to reflect lessons learned from the negotiations.  

A-4
What indicators will be used to measure the success of the SAA consultations? 

The first indicator is the LHIN’s success at getting all the SAAs signed on or before March 31, 2009.   This is an important indicator.  The LHINs have a statutory obligation to enter into these agreements by March 31, 2009.  If the LHINs fail, they have not only breached a statutory obligation, they are not able to continue to fund the HSPs with which they have not reached a signed agreement.

The second indicator is the usefulness of the SAA.  The SAA needs to be easy to understand and easy to follow.  It should help the LHINs meet their obligations under the Act and it should help the HSPs access funding and improve the provision of services without drowning in bureaucracy.   It should facilitate the early identification and proactive resolution of issues.  It should help both the LHINs and the HSPs to identify service and system improvements.  Most importantly it should be a tool that both the HSPs and the LHINs can use to demonstrate their accountability to the taxpayer for the funds entrusted to their use.

The third indicator is each party’s success at fulfilling its obligations by the end of the term.  

Some LHINs have explicitly identified additional success factors such as maintaining positive working relationships, communicating regularly with HSPs, and understanding the impact of system pressures on HSP sustainability and ongoing HSP performance

A-5. 
What roles do LHIN and HSP boards play in the negotiations or the execution of the M-SAA? 

An organization’s board is responsible for governing the organization.  Among other things, this means that the board must have processes and procedures in place to ensure that the organization meets it obligations under the contracts it signs.

The Board of a LHIN is responsible for ensuring that the SAA enables the LHIN to meet its obligations under the Act and under the ML-AA. It is also responsible for ensuring that the LHIN fulfils the LHIN’s obligations under each SAA that the LHIN signs.
The board of the HSP is responsible for ensuring that the HSP can and does meet its obligations under its M-SAA.  

A-6. 
Is there an appeal process if an HSP feels that it was not treated fairly during the negotiations?

Every effort will be made to ensure that discussions with HSPs are undertaken in a climate of trust, mutual respect and open communication.   The LHIN remains accountable for the funding provided to an HSP, so it only makes sense that it is to the advantage of the LHIN to enter into an agreement that is fair and reasonable.  Questions or concerns related to the process or outcomes of individual HSP negotiations may be directed to the operational lead for negotiations in your LHIN, typically the Senior Director Performance Contracting & Allocations. If concerns remain, the matter may be brought to the attention of the LHIN CEO.     Please contact your LHIN for more details on the negotiation process to be undertaken
A-7
Will the Qs&As be printed and circulated? 


The Qs and As will be circulated to the sector consultation teams who in turn will 
circulate to the HSPs. Copies will also be circulated to all LHINs. There will be periodic 
updates to the Q and A document through out the consultation and the individual LHIN- 
HSP process.
PART B -
The SAA Template - Generally

B-1
How was the proposed 2009-11 M-SAA developed? 

Very early on, the LHINs determined that it made sense for the multi-sector service accountability agreements to share a common framework, common terminology and common provisions.  The LHINs do not have the resources to manage hundreds of contracts that differ across the sectors.  Contract management is simplified, and more equitable, if all contracts use the same definitions, are structured the same way, and have the same or very similar provisions to address recurring issues.  

It was also recognized that if the LHINs were to fulfill their responsibilities under the Act and their responsibilities to the Ministry under the MLAA, there was a need to ensure that these LHIN responsibilities were aligned to HSP responsibilities to the LHIN under the new service accountability agreements.

Finally, the LHINs wanted an agreement that was versatile; one that could be used for large and small HSPs, HSPs of differing degrees of sophistication, and for one or more types of services.  It needed to be an agreement that could be easily amended as well as one that would lend itself to one-time funding as well as on-going funding.

A structure composed of both fixed and variable sections seemed to address the above issues.  All the terms that were common to all the sectors would be contained in the fixed section of the agreement.  All the terms that were particular to a sector, an individual HSP or to a specific LHIN would be contained in the variable section of the agreement.

Having settled on the structure for the template, the next step in developing the M-SAA was to identify those provisions that would be in the fixed section of the agreement. The LHINs began by reviewing examples of all existing sector funding agreements to identify common issues among the agreements.  The LHINs then reviewed the LHINs’ obligations under the LHSIA and the ML-AAs to identify those obligations that could only be met with the assistance of HSPs.  Finally, the LHINs reviewed the Government of Ontario’s Transfer Payment Accountability Directive to identify any remaining matters that needed to be addressed in the draft M-SAA.  

All the identified these issues, provisions and obligations were then combined to form what is now sections 1-15 of the current template M-SAA.
The LHINs then turned to the variable section of the agreement.   While the LHINs recognized that this section of the agreement would vary among HSPs, the LHINs also recognized that there would never the less be some common information that would be required of or from all HSPs.  As a result the current template M-SAA includes schedules to:
A. describe the services that are to be provided with the funding; 

B. allow for the inclusion of an operating plan/budget Completed CAPS; 

C. identify the reporting that would be required; 

D. identify the relevant policies and standards applicable to the funded services; 

E. identify any performance obligations; and 

F. provide for short term project funding if required.  

While the contents and obligations of each of the schedules is likely to vary with the size of the HSP and the services it provides, the LHINs anticipate that every M-SAA will contain at least Schedules A-E.
The draft template underwent extensive review and amendment by a working group composed of both Ministry and LHIN representatives.    The revised template was then circulated to the LHINs (Boards, CEOs and staff) for comment.  Further amendments were made with input from the LHINs.  The template M-SAA circulated for the sector consultations is the template that resulted from the development process described above.
B-2
What are key differences between the agreements that currently exist between the sectors and the LHINs and the SAA?

Each sector/HSP to look at their current agreement and compare it to the template SAA.  Generally speaking, the template SAA differs from the current agreements in the following ways:

(a)
It is structured differently – with all the terms and conditions that are common to all HSPs, regardless of the sector, in the primary agreement and the terms and conditions that are specific to a sector and/or an HSP in the schedules.

(b)
The template will be the same for each sector.  At the moment there are a wide variety of contracts in use and these contracts describe the same concepts and provisions in different ways.  

(c)
The SAA reflects the devolution of funding authority from the Minister to the LHINs along with the LHINs obligations in respect of system planning and integration.  The SAA aligns the LHINs rights and obligations under the LHSIA, the ML-AA and as a agent of the crown with its expectations of the sectors/HSP.  For example, section 6.3 of the SAA enables the LHIN to fulfill its planning obligations under LHSIA, section 10.1-10.3 assist a LHIN to fulfill its obligations under the Transfer Payment Directive, and the provisions of Article 7 address obligations in the CFMA.    

(d)
 The SAA tends to be shorter than most agreements currently in effect.

B-3. 
Will some parts of the new template agreement vary from LHIN to LHIN? Between sectors? 

No.  Once the template – i.e. the content of the formal agreement and the format of the schedules is finalized following the consultations – the template will not change.   

Although the format of the schedules will also not change, the content in each schedule may vary from LHIN to LHIN and between sectors.  This simply recognizes that different sectors and different providers within a given sector perform different services.  It also recognizes that the local circumstances of a given LHIN may require a schedule to contain local requirements.  

B-4
What is the role of the Ministry in relation to the new agreement?

The Act states that when a LHIN provides funding to an HSP, the terms and conditions of the SAA must be aligned with the LHINs obligations to the Ministry in the MLAA agreement.   As a result, if the Ministry imposes sector specific obligations on the LHIN in the MLAA, you will see these obligations reflected in the SAA.

It is in this way that the Minstry’s stewardship of the system as a whole gets translated to the local level.  That said, the Ministry is not a party to the SAA.  The SAA is a contract between the HSP and the LHIN.  The Ministry was and continues to be involved in the structure of the template, and in particular the schedules, but it will have no role to play in the negotiations or the management of the agreement. 

B-5. 
What parts of the new agreement are subject to negotiation? 

Prior to the finalization of the template, the structure and the format of the schedules may change by sector with input from the sector.  After the template has been finalized, the only elements open to negotiation between a LHIN and an HSP will be the performance targets and local performance obligations.  

B-6
What are HSPs and LHINs accountable for under the new agreement?

The LHIN is accountable for the provision of funding and the HSP is accountable for the use of that funding to provide services.  Both the LHIN and the HSP must fulfill their respective accountabilities in accordance with the terms and conditions of the agreement.

B-7
When and how can this agreement be altered in the future?
The M-SAA has a two year term covering the fiscal periods 2009-2010 and 2010-2011.   It can be amended at any time during its term with the agreement of the parties.  However given the widespread use of the template, it is unlikely that the template will be amended before the expiration of the two year term.  The template allows a LHIN and an HSP to amend the schedules mid-term to changing circumstances. For example to add services, increase funding, adjust performance targets, reflect changes in government policy etc.  

One year to six months in advance of the end of the two year term the LHINs, through the M-SAA Steering Committee, will solicit input from the LHINs and from the different sectors to determine how well the M-SAA template is working and what, if any, improvements should be made to the template.

B-8
Could you comment on how the principle of fairness and equity is expressed in the M-SAA? 

M-SAA treats all HSPs in the following sectors: community health centres, community care access centres, community support services, mental health and addiction, in the same manner.  It attempts to streamline and clarify obligations attached to funding.  The provisions relating to performance management focus on achieving goals, not penalizing failures.   By grouping common issues in Articles 1 -15, the M-SAA allows tremendous flexibility between and among sectors and to address local needs.  The M-SAA enables the LHIN and all HSPs to be accountable to the public for the expenditure of public funds.   It recognizes that strong HPS are critical to a well functioning health system and recognizes that a LHIN’s success is heavily dependant on the success of a LHIN’s HSPs.
B-9
Will hospitals that provide mental health services or community support services have to execute an M-SAA in addition to an H-SAA?


For the time being yes.  We hope that the need for two contracts will be addressed during the next round of H-SAA negotiations.
B-10
Will a single HSP that provides services to two different LHINs have to enter into an M-SAA with each LHIN?  

Not necessarily.  Whether this happens will depend on the HSP and the LHINs served by the HSP.  Some LHINs might prefer to have a direct funding relationship with the HSPs providing services to the LHIN.  Other LHINs may prefer to transfer the relevant funding to another LHIN for the provision of services to several LHINs.   

The Cross Boundary Issues Working Group agreed that for providers who have multiple sites, but separate management structures, there should be a separate accountability relationship between the provider and each LHIN (i.e.  Long-term care home sector and the regional municipalities).

Other than this, the assignment of service accountability agreements is to follow a single line of authority where the organization’s head office is located.

Through the M-SAA/CAPS review, it may be noted that organizations provide services in more than one LHIN.  If this is so, then each LHIN would separately develop a list of organizations that provide services in their own LHIN and in neighbouring LHINs.  LHINs would then compare these lists and determine materiality as to the volumes of services provided in the neighbouring LHINs.

Once materiality is determined, the following elements would be added to the Multi-Service Accountability Agreement (M-SAA):

1. A requirement for the agency to inform both LHINs (or more than two) regarding any change in service levels, volumes and/or scope of services; 
2. Identify performance indicators that would reflect the requirement to provide services in another LHIN; and 

3. A statement that there is ongoing commitment to continue to deliver services in the neighbouring LHIN or LHINs. 
B-11
In the past some HSPs have acted as “flow through” organizations for 
programs such as consumer survivor initiatives and 
midwifery, can this type of 
arrangement continue?

An HSP may flow funding to an unrelated organization provided that the MSAA between 
the LHIN and the HSP allows the HSP to do so.  


However, as the HSP will remain accountable for all funding received from the LHIN and 
the provision of all services described in the MSAA for which funding is provided, the 
HSP will likely want to enter into a funding agreement with the unrelated organization.  
Without a funding agreement in place between the HSP and the other organization, it will 
be very difficult for the HSP to demonstrate to the LHIN that the funding has been used, 
and the services have been provided, in accordance with the terms of the MSAA.

B- 12
How are disputes resolved?


Performance improvement is one of the key principles in the development and ongoing 
management of the SAA between the LHINs and the HSPs. The LHINS and the HSPs 
will work in a collaborative manner to resolve issues as quickly as 
possible. 

Ideally, there won’t be disputes under the M-SAA.  An MSAA should clearly set out the 
expectations of both the LHIN and the HSP in respect of funding, scope of services, 
delivery of services, performance criteria, reporting etc.  Neither party should sign the 
agreement if they don’t understand its terms.  When both parties understand what is 
expected of them, there should be no disagreement as to whether these expectations 
are met.  As a result a failure by an HSP to meet the expectations will not give rise to a 
dispute, but rather a recognition that there was, is or will be a failure, and that the parties 
need to find a way to improve the HSP’s performance.  


Where a LHIN determines that an HSP has breached a term of the MSAA and the HSP 
is not working to fix the breach under the terms of the MSAA, the LHIN can order the 
HSP to fix the breach under the provisions of Part III of the Commitment to the Future of 
Medicare Act.  The CFMA gives further opportunities for the LHIN and the HSP to find 
common ground and a resolution to an issue.   
B-13 
Does the M-SAA increase the liability of an HSP board member?  If yes, please 
explain.
 

The M-SAA does not increase the liability of an HSP board member.  HSP boards are 
responsible for the governance of their HSP.  A board member has both a duty of care 
and a fiduciary duty to the HSP.  These duties include a responsibility to ensure that the 
HSP operates within the applicable law - statutory, regulatory or contractual.

 


When the HSP enters into an agreement with the LHIN, it is the HSP’s board's 
responsibility to ensure that the HSP meets its obligations under the agreement.  The M-
SAA does not increase a board member's liability under law.  That liability already exists.  
How a board member manages that the liability risks, is within the control of the board 
member and the board through the governance of the HSP. 
PART C
Sections 1 – 15 of the SAA Template

C-1  Article 3.1 (d) Please explain the rationale behind 3.1(d).1  


(b)     
Does 3.1(d) allow an HSP to refuse to provide services to a client who lives outside the LHIN?


(c)       Does 3.1(d) allow an HSP to give priority to a local referral or someone who lives within the HSP’s catchment areal?  


(d)       Does s. 3.1(d) require an HSP to provide services in areas to which the HSP does not currently provide services?

 
(a)
Section 20(2) of the Local Health System Integration Act, 20062 prohibits a LHIN 
from entering into any agreement or other arrangement (except with a CCAC) that 
restricts or prevents an individual from receiving services based on the geographic areas 
in which the individual resides.  S. 3.1(d) has been included in the M-SAA to ensure that 
HSPs are aware of this restriction so that there can be no misunderstanding between a 
LHIN and an HSP, other than a CCAC, on this issue.


(b)
No.  An HSP cannot refuse to provide services to a client who lives outside the 
LHIN.   If an HSP restricted access to its services based on where a client resided, the 

HSP would be in breach of the provisions of the MS-AA.  If the LHIN agreed that the 
HSP could do this, the LHIN would be in breach of the provisions of LHSIA.  


(c)              3.1(d) does not prohibit an HSP from giving priority to a person living within the 
HSP’s catchment area provided that “giving priority” does not, in practice, amount to a 
refusal to provide services.  An HSP that wants to give priority to persons living with a 
specific catchment area must ensure that the description of services in the MSAA 
includes the ability to prioritize. The ability to prioritize will be subject to terms and 
conditions acceptable to the LHIN.    


(d)
No.


1 MSAA 3.1(d):  “the HSP will not restrict or refuse the provision of Services to an 
individual, directly or indirectly, based on the geographic area in which the person 
resides in Ontario.“  


 2LHSIA 20(2): “No restriction on patient mobility:  A local health integration network 
shall not enter into any agreement or other arrangement that restricts or prevents an 
individual from receiving services based on the geographic area in which the individual 
resides.”  
C-2
ARTICLE 4.8:
    How do the procurement provisions work when an HSP has multiple funding streams?  What happens if the procurement policies of an HSP and its various funders conflict?

The procurement policy followed by the HSP should be designed to accommodate the needs of all its funders.  There is no need for there to be any conflict.  

C-3
ARTICLE 5.1 (g):
What is meant by proper funding expenditure in s. 5.1?

The reference is to funding expended in accordance with the M-SAA.  So 5.1 (c) and (d) do not apply to funding that is spent in accordance with the terms of the M-SAA.

C-4.
ARTICLE  7:  What are the consequences of not meeting a performance obligation under the M-SAA?

It will depend on the nature of the obligation.  In a very few instances there are specific consequences.  For example, there are financial consequences if reports are not submitted on time or if they are incomplete or inaccurate.   If the LHIN feels that a breach of the Agreement can be remedied, it can give an HSP the opportunity to do so under s. 12.3   More often than not performance issues will be dealt with under Article 7 of the M-SAA.  Article 7 is intended to encourage the HSP to give the LHIN an early heads up of a potential performance problem so that both the LHIN and the HSP can work together to determine how best to avoid or mitigate the possible impact on the HSP and the system as a whole.

In the M-SAA the parties agree to adopt and follow a proactive, collaborative and responsive approach to performance management and improvement.  The performance improvement process chosen to address a specific problem will depend on the risk of non-performance both for the HSP, its clients and the system at large. It will focus on problem-solving and performance improvement.  
As a LHIN’s success under the Act and the MLAA will be determined, in very large part, on how well a HSP fulfils the terms of its M-SAA, a LHIN has a vested interest in working with HSPs to achieve strong performance across the system.

C-5
ARTICLE  7:
What happens if a HSP cannot meet a performance standard in year 1 but will be able to meet it in year 2 or vice-versa?  

If the parties know this before the M-SAA is signed, then this is simply a question of negotiating appropriate performance standards into the M-SAA.  If an HSP finds that it is unable to meet the agreed upon performance standards, after the M-SAA is signed, then the HSP advises the LHIN as early as possible of the problem – ideally when it is only still a possibility – and the HSP and the LHIN determine what steps need to be taken to mitigate the potential problem.

Individual HSP are a fundamental element of the larger provincial health system.  If the LHINs are to be effective in planning this system, HSPs must recognize that problems need to be identified early enough that the LHIN and possibly other HSPs can step up to meet the system’s needs.

C-6
ARTICLE 8.1:
Why is the financial penalty so high?  This seems unreasonable.  Is there room for negotiation?

No, there is no room for negotiation, but assessment of a financial penalty is at the discretion of the LHIN..  This is an exceptionally important provision.  The LHIN’s ability to plan for and improve the local health system is heavily dependent on access to accurate and timely data.  As the provision of accurate and timely data is well within the control of the HSP, it is also within the control of the HSP to avoid a financial penalty.

C-7
ARTICLE 8.4:
Private not for profit corporations are exempt from FoI.  What does this provision mean?  Can you clarify it?

Information provided to a LHIN by an HSP may be disclosed in response to a request for access to information under the Freedom of Information and Protection of Privacy Act, unless there are exceptions that would prevent the disclosure.

C-8
ARTICLE 8.5:
Where is the public space and web-sites on which the M-SAA must be posted?  I’ve never seen a hospital H-SAA posted?  What is the purpose of this requirement?
Section 31(3.2) of the CFMA states:  
(3.2)  An [HSP] shall post a copy of its service accountability agreement in a conspicuous public place at the [HSP’s] sites of operations to which the agreement applies and on its public website on the Internet, if any, even if this results in the disclosure of personal information.  

The purpose of the requirement is public accountability and transparency.  HSPs are funded by the taxpayers of Ontario and taxpayers have a right to know how HSPs are using tax dollars and what obligations attach to the funding.
C-9
ARTICLE 9.1:
Does the term “publications” refer only to brochures, articles and books?  Or also to advertisements and posters etc.

Publications is to be interpreted broadly and includes advertisements, posters etc.

C-10
ARTICLE 11:
Why does the M-SAA include insurance and indemnity provisions? 

These provisions are not new.  Service funding agreements between the Ministry and HSPs, have included both insurance and indemnity provisions for many years.  

That said, the M-SAA includes insurance and indemnity provisions for the same reason that a HSP’s agreements with its service providers include insurance and indemnity provisions.  These provisions are risk management tools that are used to ensure that a larger share of the risk inherent in a contract, is appropriately allocated to the party best able to control that risk.  Reduced to its most basic elements, the LHIN – HSP relationship is one of funder and provider.  The transfer of funding is a low-risk activity.  The provision of health care services to third parties is a complex, high risk, activity requiring a high level of expertise at all service delivery levels.  As the delivery of services is under the control of the HSP, it is appropriate that the HSP bear the risk inherent in the provision of the services

C-11
 ARTICLE 12 TERMINATION: HAVE CONCERNS BEEN RAISED ABOUTH THIS CLAUSE?

Yes, a number of issues have been raised. The Sector Consultation Teams and the M-SAA Steering Committee have reached agreement on how this article will be interpreted. Please see questions C-12 and C-13 below.
C-12
ARTICLE 12.1(c):
How is a breach determined?  Is an allegation of a breach a breach?

A breach is a failure to perform or follow a term of the agreement , a law, a regulation etc.  An allegation of a breach, is not a breach.

C-13
ARTICLE 12.2:
Why is there an obligation to prepare a transition plan.
The M-SAA requires an HSP to prepare a transition plan in certain circumstances It was agreed that we would collectively develop a policy statement that will be included in the schedule D of all M-SAA’s that will define the process to be employed in addressing impacts of significant funding changes or termination of an agreement.  The process will allow for individualized transition plans for agencies based on its and the LHINs specific circumstances.  The policy would ensure that there would be a mechanism to deal with the impacts of transition on board members and for administration and client services  
PART D - 
The Schedules to the SAA
D-1
When will we get to see the proposed indicators of performance


The Indicator Framework and including the Proposed Indicators of Performance have 
been shared and discussed with the sectors through the sector consultation process. 
Indicator development teams specific to each sector helped with the finalization of the 
indicators to be included in each sector agreement.
D-2
What are performance conditions as opposed to performance indicators?


  A range of performance-related terms and conditions, including “Indicator”, “Performance Corridor”, “Performance Standard” and “Target” have been adopted for use with the M-SAA.  

However, when you read the definitions of these terms that are set out in Schedule E,  it becomes apparent that not all HSPs, nor the services they provide lend themselves to the same degree of performance assessment that can be applied to hospitals.  Until indicators and measures have been developed, some HSPs will simply be required to meet performance conditions, an equally measurable obligation, but less data oriented.

D-3
Many of the CHCs support the CHC Model of Care, how will this be incorporated into the schedules?

The CHC Model of Care is included in Schedule D. Schedule D Contains the policies, procedures, and guidelines HSPs are obligated to follow.
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