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Introduction 
Thank you for your interest and effort to date in becoming an Ontario Health Team.  

Ontario Health Teams will help to transform the provincial health care landscape.  By 

building high-performing integrated care delivery systems across Ontario that provide 

seamless, fully coordinated care for patients, Ontario Health Teams will help achieve 

better outcomes for patients, improved population health, and better value for the 

province. 

Based on the evaluation of Self-Assessment submissions, your team has been invited 

to submit a Full Application, which is the next stage of the Ontario Health Team 

Readiness Assessment process. 

In the Self-Assessment stage, your team collectively assessed its ability to meet the 

minimum readiness criteria to become an Ontario Health Team, as set out in ‘Ontario 

Health Teams: Guidance for Health Care Providers and Organizations’ (Guidance 

Document).  This Full Application builds off the Self-Assessment.  In this stage, your 

team is being asked to propose plans and provide detailed evidence of what you 

previously assessed that you could do.  

This application form consists of seven sections and two appendices: 

1. About your population  

2. About your team  

3. How will you transform care? 

4. How will your team work together? 

5. How will your team learn and improve? 

6. Implementation planning and risk analysis  

7. Membership Approval 

Appendix A: Home & Community Care 

Appendix B: Digital Health 

 

The form is designed to provide reviewers with a complete and comprehensive 

understanding of your team and its capabilities and capacity. The questions in this 

form are aligned to the eight components of the Ontario Health Team model and 

the corresponding minimum readiness criteria set out in the Guidance Document. 

For any readiness criteria in the Guidance Document that referenced:  

• your ability to propose a plan, you are now asked to provide that plan; 

• a commitment, you are asked to provide evidence of past actions aligned with 
that commitment; and  
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• a demonstrated track record or ability, you are asked to provide evidence of this 
ability. 
 

Please read and fully respond to the questions. Clear, specific responses and the use of 

verifiable examples and evidence are encouraged.   

Note that a core component of the Ontario Health Team model is alignment with the 

Patient Declaration of Values for Ontario, as well as comprehensive community 

engagement.  This form includes discrete questions related to patient partnership and 

community engagement, but your team is also encouraged to consider patient, family 

and caregiver perspectives and opportunities for patient partnership and community 

engagement throughout your submission.  

The Readiness Assessment process will be repeated until full provincial scale is 

achieved. The first group of Ontario Health Team Candidates will help set the course for 

the model’s implementation across the rest of the province. Although the core 

components of the model will remain in place over time, lessons learned by these initial 

teams will help to refine the model and implementation approach and will provide 

valuable information on how best to support subsequent teams.  The first Ontario Health 

Team Candidates will be selected not only on the basis of their readiness and capacity 

to successfully execute the model as set out in the Guidance Document, but also their 

willingness to champion the model for the rest of the province. 

Applications will be evaluated by third-party reviewers and the Ministry of Health (the 

Ministry or MOH) according to standard criteria that reflect the readiness and ability of 

teams to successfully implement the model and meet Year 1 expectations for Ontario 

Health Team Candidates, as set out in the Guidance Document.   

Following evaluation of the Full Application there are two possible outcomes.  Teams 

will either: 1) be invited to move to the final stage of evaluation, or 2) continue to work 

towards readiness as a team ‘In Development’. Those teams that are evaluated as 

being most ready to move to the final stage of evaluation may also be invited to 

participate in community visits, which will then further inform the final selection of the 

first cohort of Ontario Health Team Candidates. 

Information to Support the Application Completion 

Strengthening the health care system through a transformational initiative of this size 

will take time, but at maturity, Ontario Health Teams will be responsible for delivering a 

full and coordinated continuum of care to a defined population of Ontario residents, and 

will be accountable for the health outcomes and health care costs of that population.  

Identifying the population for which an Ontario Health Team is responsible requires 

residents to be attributed to care providers and the method for doing so is based on 
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analytics conducted by ICES.  ICES has identified naturally occurring networks of 

residents and providers in Ontario based on an analysis of existing patient flow patterns.  

These networks reflect and respect the health care-seeking-behaviour of residents and 

describe the linkages among residents, physicians, and hospitals. An Ontario Health 

Team does not have to take any action for residents to be attributed to their Team.  As 

per the ICES methodology:1 

• Every Ontario resident is linked to their usual primary care provider;  

• Every primary care physician is linked to the hospital where most of their patients 
are admitted for non-maternal medical care; and 

• Every specialist is linked to the hospital where he or she performs the most 
inpatient services. 

Ontario residents are not attributed based on where they live, but rather on how they 

access care which is important to ensure current patient-provider partnerships are 

maintained. However, maps have been created to illustrate patient flow patterns and 

natural linkages between providers which will help inform discussions regarding ideal 

provider partnerships. While Ontario Health Teams will be responsible for the health 

outcomes and health care costs of the entire attributed population of one or more 

networks of care, there will be no restrictions on where residents can receive care. The 

resident profile attributed to an Ontario Health Team is dynamic and subject to change 

over time as residents move and potentially change where they access care. 

To help you complete this application, your team will be provided information about your 

attributed population. 

Based on resident access patterns and the end goal of achieving full provincial 

coverage with minimal overlap between Ontario Health Teams, the Ministry will work 

with Teams over time to finalize their Year 1 target populations and populations at 

maturity. 

Participation in Central Program Evaluation 

To inform rapid cycle learning, model refinement, and ongoing implementation, an 

independent evaluator will conduct a central program evaluation of Ontario Health 

Teams on behalf of the Ministry.  This evaluation will focus on the development and 

implementation activities and outcomes achieved by Ontario Health Team Candidates 

and a selection of teams In Development.  Teams are asked to indicate a contact 

person for evaluation purposes. 

 

                                                           
1 Stukel TA, Glazier RH, Schultz SE, Guan J, Zagorski BM, Gozdyra P, Henry DA. Multispecialty physician networks in 

Ontario. Open Med. 2013 May 14;7(2):e40-55. 
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Additional Notes 

• Details on how to submit your application will be provided by the Ministry. 

• Word limits are noted for each section or question. 

• Up to 20 pages of additional supplementary documentation are permitted; 

however, supplementary documentation is for informational purposes only and 

does not count towards the evaluation of applications. 

• To access a central program of supports coordinated by the Ministry, please visit: 

http://health.gov.on.ca/en/pro/programs/connectedcare/oht/default.aspx or reach 

out to your Ministry point of contact. 

• The costs of preparing and submitting a Self-Assessment and a Full Application 

or otherwise participating in this Ontario Health Team Readiness Assessment 

process (the “Application Process”) are solely the responsibility of the 

applicant(s) (i.e., the proposed Ontario Health Team members who are signatory 

to this document).  

• The Ministry will not be responsible for any expenses or liabilities related to the 

Application Process.  

• This Application Process is not intended to create any contractual or other legally 

enforceable obligation on the Ministry (including the Minister and any other 

officer, employee or agency of the Government of Ontario), the applicant or 

anyone else.  

• The Ministry is bound by the Freedom of Information and Protection of Privacy 

Act (FIPPA) and information in applications submitted to the Ministry may be 

subject to disclosure in accordance with that Act.  If you believe that any of the 

information that you submit to the Ministry contains information referred to in s. 

17(1) of FIPPA, you must clearly mark this information “confidential” and indicate 

why the information is confidential in accordance with s. 17 of FIPPA.  The 

Ministry would not disclose information marked as “confidential” unless required 

by law. 

In addition, the Ministry may disclose the names of any applicants for the 

purposes of public communication and sector awareness of prospective teams. 

• Applications are accepted by the Ministry only on condition that an applicant 

submitting an application thereby agrees to all of the above conditions and 

agrees that any information submitted may be shared with any agency of 

Ontario.  
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Key Contact Information 

Primary contact for this 

application 

Please indicate an individual 

who the Ministry can contact 

with questions regarding this 

application and next steps 

Name: Ivy Wong 

Title: Senior Lead, OHT and System Integration 

Organization: North York General Hospital 

Email:  ivy.wong@nygh.on.ca 

Phone: 416-756-6721 

Contact for central 
program evaluation  
Please indicate an individual 
who the Central Program 
Evaluation team can contact 
for follow up 

Name: Scott Ovenden 

Title: Vice President, Clinical Programs and Corporate 
Performance 

Organization: Baycrest Health Sciences 

Email:  SOvenden@baycrest.org 

Phone: 416-785-2500, ext. 6594  

 

1. About Your Population 
In this section, you are asked to provide rationale and demonstrate your understanding 

of the populations that your team intends to cover in Year 12 and at maturity. 

 

Note: Based on patient access patterns and the end goal of achieving full provincial 

coverage with minimal overlap between Ontario Health Teams, the Ministry will work 

with Teams to finalize their Year 1 populations and populations at maturity. 

 

1.1. Who will you be accountable for at maturity? 

Recall, at maturity, each Ontario Health Teams will be responsible for delivering a full 

and coordinated continuum of care to a attributed population of Ontario residents, and 

will be accountable for the health outcomes and health care costs of that population.  

 

Your team will be provided with information about its attributed population based on 

most recent patient access and flow data. These data will include attributed population 

size, demographics, mortality rates, prevalence of health conditions, utilization of health 

services by sector, health care spending data, etc. 

 

Also, recall that in your Self-Assessment, your team proposed a population to care for at 

maturity.   

                                                           
2 ‘Year 1’ is unique to each Ontario Health Team and refers to the first twelve months of a team’s operations, 

starting from when a team is selected to be an Ontario Health Team Candidate. 
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Below, please rate the degree of alignment between the population and service area 

that your team originally proposed during the Self-Assessment and your team’s 

attributed population (high, moderate, low).  Where alignment is moderate or low, 

please explain why your initial proposed population may have differed.   

 

Considering given information about your attributed population and any other data 

sources you may have, what opportunities and challenges (both in Year 1 and longer-

term) does your team foresee in serving and being accountable for your attributed 

population as you work towards maturity? In your response, reflect on whether your 

team has experience implementing a population health approach or if this is a 

competency that will need to be developed.  Note: If there is discrepancy between the 

given information about your attributed population and data that your team has, please 

comment on the difference below. 

Maximum word count: 1000 

The degree of alignment between our attributed population and the service area 
originally proposed is high. The original proposed population from the readiness 
assessment encompassed the North York Central sub-region of an estimated 
389,990.  Based on the new data provided by MOH, our new attributed population 
has expanded to 496,474 which we welcome. It is also a population confirmed by our 
own analysis.  
 
The NYTHP plan to be accountable for a population of approximately 500,000 at 
maturity.  We foresee that this attributed population will change over time, and those 
currently “attributed” may not be the same at maturity.  We also envision that our 
population will likely reside within or near the catchment area.  This is reflected both 
by our attributed data, and via our own data analysis, which indicates that the vast 
majority of our primary care physicians and their patients tend to seek care close to 
their home.  This will be important for our effort to coordinate services that are 
delivered in or near people’s homes such as home and community care.  Proximity is 
also a key factor in relation to other services such as mental health and addictions 
services. 
 
We are taking a flexible approach to defining our ultimate population at maturity, 
taking into account both provider and patient choice, whilst balancing pragmatic 
approaches to delivering care at home.  We will be utilizing our Year 1 initiatives to 
ensure we are meeting needs of our attributed population and ensuring geographic 
proximity of care.  
 
From hospital data, we have found that the top 10 postal codes for our priority 
populations (seniors, palliative and mental health and addictions) reside in North York 
or immediately adjacent: L4J (Thornhill) and L3T (Markham), which mirrors the 
referral flows which are likely captured in the attribution model. 
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Our OHT partners are well positioned to serve our attributed population. We have a 
strong presence in all neighbourhoods including those beyond our original readiness 
assessment.  
 
The attribution model also opens new opportunities for primary care engagement. Our 
primary care working group, has been in the process of engaging broadly with our 
providers.  The working group consists of 25 members who represent the diversity of 
provider models in our area – from FHTs/FHGs/FHOs and CHCs to solo providers as 
well as a patient advisor.  The group has been bolstered by the appointment of an 
Interim Primary Care Engagement Lead, who identifies and connects with primary 
care providers in our attributed population to engage them in the work of NYTHP.  A 
key part of this work is the identification of patient and provider needs and ensuring 
that all patients of engaged primary care providers in our OHT, are fulsomely included 
within relevant Year 1 initiatives. 
 
NYTHP benefits from a strong foundation of engaged and collaborative primary care 
providers, the North York Family Health Team encompasses 74 primary care 
physicians and 69,000 patients.  Our primary care working group has co-designed 
(with patients, caregivers, partners and physicians) a tiered engagement approach for 
primary care, the PCPs able to either sign on through “active participation” or 
“expression of interest” modalities.  To date, 62 primary care physicians have been 
actively engaged in NYTHP, covering a total patient population of approximately 
66,000. This approach ensures that everyone interested in the OHT model is able to 
come to the table in some capacity. 
 
The other unique asset is our North York Data Collaborative, a joint initiative between 
our practice-based research network (PBRN) at the North York Family Health Team, 
which is also the headquarters of UTOPIAN, a University of Toronto research 
initiative.  This enables a patient-level view across primary and acute care for 65,611 
patients in our population.  The plan is to expand the PBRN to encompass all primary 
care providers within NYTHP’s attributed population at maturity.     
 
The digital working group will also be developing a framework that enables population 
health management across all partners, including detailed tracking at patient level of 
outcomes, experiences and costs.  
 
Our intention at NYTHP is to maximize our opportunity to learn as we go to 
understand data requirements and build a system to enable Planning, Operations and 
Evaluation at a population health level, across our entire population.  The commitment 
to population health has helped us to define our year 1 target populations, by looking 
at those who have the most complex needs, we then stratified our populations into 
high, medium and low risk segments, to enable planning and co-design of services 
that are tailored to the needs of patients and families. This approach is embedded in 
our Year 1 initiatives and will serve to inform our OHT’s development. 
 
We have identified some key challenges to being able to truly adopt and implement a 
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population health model. 
 
Data- although we have a very strong foundation upon which to build, there are some 
gaps in data.  For example, at the hospital level, we currently do not collect detailed 
diagnostic or demographic data for ambulatory care visits.  Cost data is also very 
difficult to obtain, and methods will be developed to both access and create datasets 
and models that can support population health cost tracking across the continuum of 
care.  Early engagement with research networks such as BeACCoN (CIHR Research 
Network in Primary and Integrated Health Care Innovations) who have access to 
administrative data from acute to community care, including costs, will support our 
work in this space. The priority in Year 1 will be to continue to address the gaps in 
data and to work towards a common framework across the OHT. 
 
In addition to the challenge of data availability, there are also specific challenges 
associated with the attribution model in a large urban center such as North York. The 
overlap and number of care providers and the mobility of patients to seek care from 
other OHTs may pose some challenges as we develop our population health 
approaches and we will need to be working with our adjacent OHs, our regional 
structures as well as MOH and Ontario Health to adapt our data and our approach 
accordingly. 
 
Our population health analytical capacity will be strengthened as part of our OHT, 

partly via connecting existing resources across our core and alliance partners, many 

of whom have analytic and data capacity.  In addition, we will be building upon a 

strong research and quality improvement capability across multiple partners, bringing 

together our collective strengths to support population health across the whole 

population.  We have also begun to engage with Public Health Units, municipalities 

(City of Toronto) and will work in tandem with them and other partners to align and 

build upon their existing models of population health management.      

 

1.2. Who will you focus on in Year 1? 

Over time, Ontario Health Teams will work to provide care to their entire attributed 

population; however, to help focus initial implementation, it is recommended that teams 

identify a Year 1 population to focus care redesign and improvement efforts.  This Year 

1 population should be a subset of your attributed population. 

 

To support the identification of Year 1 areas of focus, you will be provided with 

information about your attributed population including health status and health care 

spending data. 

 

Describe the proposed population that your team would focus on in Year 1 and provide 

the rationale for why you’ve elected to focus on this population.  Include any known data 

or estimates regarding the characteristics of this Year 1 population, including size and 



Ontario Health Teams 
Full Application Form 

 

9 
Version Date: 2019-09-11 

demographics, costs and cost drivers, specific health care needs, health status (e.g., 

disease prevalence, morbidity, mortality), and social determinants of health that 

contribute to the health status of the population.  

 

If this Year 1 population differs from the one you proposed in your Self-Assessment, 

please provide an explanation. 

Maximum word count: 1000 

NYTHP has chosen its populations in Year 1 based on areas of identified healthcare 
need and where we know we can do better – in reducing inappropriate care, 
unwanted admissions, and ultimately, hallway medicine.  At the self-assessment 
stage, NYTHP had identified mental health and addiction; end of life and palliative; 
and seniors as our three key populations. The MOH data package reaffirmed those 
groups as generating the highest system costs in our region. 
 
Mental Health and Addictions  
 
Our focus in Year 1 will be those with complex mental health and addiction needs or 
that require service coordination such as patients with mood and anxiety disorders, 
depression, bipolar and psychotic disorders as well as those with substance use 
disorder especially when there are concurrent issues (i.e. having mental health and 
substance use issues).  From the MOH data, we have a rough estimate of 25,644 
patients in our population who would fall into this group. This is similar to the 
population size identified in our readiness assessment of 25,408. 
 
In year 1 the three initiatives are: an Integrated Access Hub, an additional Rapid 
Access to Addictions Medicine (RAAM) clinic and Walk-In Case Management 
(Appendices C4-6) for services that have historically had waitlists or been difficult to 
access.  
 
 
Our focus in Year 1 will be to target those with more complex needs or that require 
service coordination to promote optimal functioning and well being: such as patients 
with mood and anxiety disorders, depression, bipolar and psychotic disorders as well 
as those with substance use issues especially when there are concurrent issues.  
From the MOH data, we have a rough estimate of 25,644 patients in our population 
who would fall into this group. 
 
The target volume for the Integrated Access Hub in Year 1 is 8,840, which is 10% 
higher than the current annual volume. 
Our target monthly volumes across the 3 access points for the integrated hub (incl. 
10% increase): 
NYGH Intake: 660 (7920 annual) 
ARCS Diversion – 26 (320 annual) 
Access Point – 50 (600 annual) 
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For our Rapid Access to Addictions Medicine (RAAM) clinic, based on the current 
volumes in similar clinics (approx.12 unique patients/month), we would look to offer 
care to 144 patients in Year 1. 
 
For the Walk-in clinic, our targets would be to: 
• Provide walk in service to 50 waitlisted clients  
Circulate info to 75 PCPs 
• Provide info on walk-in service to 100 clients waiting for: Intensive Case 
Management, Assertive Community Treatment, Supportive Housing, or Psychiatric 
assessment 
•  
 
The Year 1 target is 9,034. 
 
Seniors 
 
Our two year one initiatives are creation of General Care Coordinators (Appendix C7) 
aligned with primary care and access to Specialized Clinical Consultants (Appendix 
C8) for high need patients. 
 
The additional data provided by the MOH provided further reinforced our Year 1 
seniors priorities. Dementia and Heart Failure were in the top 3 most costly Health 
Population Groups (HPG) for our attributed population. 
 
In our readiness assessment we looked at chronic diseases that we were well 
positioned to address in Year 1. Our experience with an Integrated Funding Model for 
CHF and COPD demonstrated our ability to improve PROMs and shift system costs – 
ie. improvement in COPD patients’ walking capability by 28% and decreased 
readmissions by 11%. Second, our collective expertise for caring for people living with 
dementia mitigates the risk of iatrogenic cognitive decline through hospitalization and 
reduces institutionalization. Prevalence statistics in the readiness assessment 
showed 29,416 seniors with CHF, COPD and Dementia. 
 
Working with the new MOH data, we calculated that approximately 3% of our 
attributed population are likely to be receiving homecare.  Our LHIN’s data provided 
more detail, last year, approximately 5500 seniors in our North York Central sub-
region were in receipt of home and community care.  We are confident in our ability to 
improve health outcomes for seniors in our network –who are both receiving primary 
care from members, and who incur most expenses.   Based on our 64 active primary 
care members, and assuming that approximately 3% of their patients would be 
seniors requiring coordinated home and community supports, and based on a ramp-
up during Year 1, we anticipate 1315 seniors will access a General Care Coordinator. 
We further narrow our Year 1 target population to projected caseloads of the 
Specialized Clinical Consultants that form the focus of our improvement efforts. Our 
Year 1 population for Specialized Clinical Consultation (Appendix C8) is 480 seniors: 
150 with CHF, 130 with COPD, and 200 with Dementia.  
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Palliative 
 
The three Year 1 initiatives within palliative care are: homebound supportive outreach, 
expanding access to palliative support in LTC and compassionate communities. 
(Appendices C10,C11) 
 
For the homebound outreach initiative: the population in Year 1 are those with life-
limiting disease, including, dementia, CHF, COPD and neuro-degenerative diseases. 
The new palliative outreach team of NP, RNs and palliative physicians estimate that 
they will care for 100 patients in Year 1.  The team we will also be focused on 
supporting caregivers and families, who are particularly important in home based 
palliative care. 
 
In the expanding access to palliative support in LTC initiative, the team will be 
conducting a gap analysis across member LTC facilities to understand the needs and 
co-design the services along with patients, caregivers and staff. This analysis will 
establish the target number. 
 
Finally, for the compassionate communities work, we will identify patients through our 
various engagement strategies  (e.g. with primary care or through our seniors 
initiatives described above) in Year 1. A baseline target will be set in Year 1. 
 
Primary Care Engagement 
 
In Year 1, we will also include the patients of primary care providers whom we have 
engaged.  Our 62 actively engaged primary care providers, have a total rostered 
population of 66,173. 

 

 

1.3. Are there specific equity considerations within your population? 

Certain population groups may experience poorer health outcomes due to socio-

demographic factors (e.g., Indigenous peoples, Francophone Ontarians, newcomers, 

low income, other marginalized or vulnerable populations, etc.).  Please describe 

whether there are any particular population sub-groups within your Year 1 and attributed 

populations whose relative health status would warrant specific focus.   

Maximum word count: 1000 
 
Where known, provide information (e.g., demographics, health status) about the 
following populations within your Year 1 and attributed populations.  Note that this 
information is not provided in your data support package.  LHIN Sub-Region data is 
an acceptable proxy.3  Other information sources may also be used if cited. 

                                                           
3 Sub-region data was provided by the MOH to the LHINs in Fall 2018 as part of the Environmental Scan to support 

Integrated Health Service Plans.  This data is available by request from your LHIN or from the MOH.  
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• Indigenous populations 

• Francophone populations 

• Where applicable, additional populations with unique health needs/status due 
to socio-demographic factors 
 
NYTHP supports a diverse and vibrant urban/suburban community, which is 
reflected in our approach to key populations and selection of our OHT core 
partners and alliance members.  Using the LHIN sub-region data, we know that 
we are one of the most diverse communities in Ontario, with 60% of our 
population being visible minorities – with the top three visible minorities being 
Chinese (13.3%), South Asian (8.9%) and Filipino (8.0%).   2.32% of North 
Yorkers identify as Francophone, and Toronto is one of the 26 French-
language designated areas in Ontario.  0.4% of our attributed population are of 
Indigenous background.  
 
Other equity considerations are also relevant for our population – North York 
Central has one of the highest proportions of seniors living alone with 
difficulties managing Activities of Daily Living at 27.9%.  22.6% of North York 
Central community’s population are living below the low-income measure, 
which is the highest in the region.   
 
These equity considerations have helped to prioritize our target populations for 
Year 1.  
 
The two initiatives targeting seniors (Appendices C7,C8) focus on improving 
care coordination and services for seniors with co-morbidities or challenges 
with ADLs.  Given that our population has a high proportion of seniors living 
alone and experiencing difficulties with ADLs, NYTHP is particularly focused on 
improving care for this vulnerable group.  We aim to reduce inequities and 
disparities through new models of holistic, coordinated care that will improve 
health outcomes and patient experience and reduce inappropriate, possibly 
preventable and harmful hospitalizations and institutionalization.   
 
Language and culture were recognized early on as important factors within our 
entire population, but especially for our older adults, and our partners have 
been heavily engaged in how we can provide the best possible, culturally 
appropriate care to our newcomer and immigrant groups, including CareFirst 
and Yee Hong from a Chinese culture perspective. 
 
Our mental health and addictions working group has considered equitable 
access such as how barriers and challenges can be removed or reduced for 
our more vulnerable population groups.  The design of new care models 
recognizes that individuals facing challenges related to mental health and 
addictions will often require simultaneous support and careful consideration for 
the impact of social determinants of health as well as other health conditions 
they may be experiencing.   Partners at the table, alongside patient and 
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caregiver representatives have co-designed new models of care such as 
centralized intake, an additional rapid access clinic for addictions support, and 
walk-in options (Appendices C4-6) for people experiencing mental health 
challenges.  These services account for the vulnerable groups who may need 
additional or tailored support and access.  In the case of the walk-in service, it 
was patient and caregiver engagement that helped to define the criteria of the 
new site, e.g. outside of hospital settings which can be intimidating for certain 
population groups. 
Our palliative care initiatives also have equity as a key objective – the 
homebound initiative (Appendix C9) is targeted at those who may traditionally 
not have had equitable access to home-based palliative care.  The 
compassionate communities initative (Appendix C11) in particular is aimed at 
understanding diverse perspectives on death dying, loss, grief and 
bereavement thereby helping to inform culturally appropriate palliative, end-of-
life and hospice practices. 
 
Partnerships Supporting Equity 
 
We are also helping to address equity through our inclusive and diverse 
partners in NYTHP. 
 
Our partners already work with indigenous populations such as Addictions 
Services York Region in providing support on Georgina Island, we would look 
to build upon these existing relationships in order to reach our populations who 
identify as First Nations, Metis, Inuit and other aboriginal identities. (Please see 
3.7.1). 
 
A key example of this approach is our focus on francophone populations.  
Currently, there are two identified French Language Services (FLS) health 
service providers (HSPs) in the North York Central sub-region: North York 
General Hospital and Toronto North Support Services (TNSS).  
 
Since 2001, TNSS has provided services in French to Francophone 
communities to raise awareness of mental health issues and help reduce the 
associated stigma. In the fall of 2016, an additional French-speaking Outreach 
clinician was added to the TNSS team, which now includes Francophone case 
managers and an outreach worker. 
 
Our local French Language Health Planning Entity, Entité 4, continues to work 
with Ontario Shores Centre for Mental Health Sciences to address gaps in the 
accessibility of mental health and addiction services for Francophone clients, 
and to plan for improved access. This initiative aligns directly with our third 
priority population sub-group within Year 1, mental health and addiction 
services.  
 
The Centre francophone de Toronto (Alliance partner) offers multi-sectoral 
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services, including primary health care services, mental health counselling and 
health promotion activities, including a satellite site in North York Central.  
 
NYTHP recognizes the need to ensure equitable access to health care 
services in French and respects the requirements of the French Language 
Services Act (1990). It is important to note the challenge regarding the lack of 
data on language for the attributed population of the OHT, as well as on health 
status and outcomes for Francophones.  
 
Alongside our francophone partners, we have core partners Yee Hong and 
CareFirst, who provide care to our Chinese-speaking communities, and like our 
francophone provider partners, have been instrumental in identifying, designing 
and delivering care for our diverse population.  One area to highlight is the 
recognition of language/culture as a key “specialty” area for our new approach 
to care coordination in NYTHP.  The initiative introduces a function of “key 
worker” or single point of contact for clients, families and providers.  Part of this 
model will be to assign, a “key worker” who can communicate and access 
services on behalf of the client, in the language they are most comfortable in –
it is understood that for particularly vulnerable groups such as older adults, 
newcomers and immigrants, this is a critical success factor that could enable 
us meeting the needs of the vulnerable populations. 
 
We also have two Community Health Centre (CHC) Satellites participating in 
our OHT who have deep expertise in equity and ensuring culturally appropriate 
services. Similarly we have organizations focused on specific populations such 
as Reena which provides services including seniors housing for people with 
developmental disabilities. 
 
NYTHP will continue to work with its partners and the Ministry to gain access to 
data that helps to better describe the populations that we serve, including 
social determinants of health as well as specific equity-related factors.      
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2. About Your Team 
In this section, you are asked to describe the composition of your team, what services 

you are able to provide, the nature of your working relationships, and the approach you 

used to develop this submission. 

 

2.1. Who are the members of your proposed Ontario Health Team? 
Please complete the tables below identifying the proposed physicians, health care 

organizations, and other organizations (e.g., social services) that would be members of 

the proposed Ontario Health Team.  

 

Note:  

• In Year 1, Ontario Health Team Candidates will have an agreement in place with 
the Ministry outlining their responsibilities as a team, including service delivery 
and performance obligations.  Organizations and individuals listed as Ontario 
Health Team members in tables 2.1.1 and 2.1.2 would be party to this 
agreement and are expected to deliver services as part of their team.  If there are 
organizations who intend to collaborate or be affiliated with the Ontario Health 
Team in some way but would not be party to an agreement with the Ministry 
(e.g., they will provide endorsement or advice), they should be listed in section 
2.5.  Note that a Year 1 agreement between an Ontario Health Team Candidate 
and the Ministry is distinct from any existing accountability agreements or 
contracts that individual members may have in place.  

• Generally, physicians, health care organizations, and other organizations should 
only be members of one Ontario Health Team, unless a special circumstance 
applies (e.g., provincial organizations with local delivery arms, provincial and 
regional centres, specialist physicians who practice in multiple regions, etc.). 
 
2.1.1. Indicate primary care physician or physician group members 

Note: If your team includes any specialist (i.e., secondary care or GP-focused practice) 

physicians as members, please also list them and their specialty in this table. The 

information in this table will be used to assess primary care representation and 

capacity/coverage. 

Name of 
Physician or 
Physician 
Group 

Practice 
Model4 

Number of 
Physicians 

Number of 
Physician 
FTEs 

Practice 
Size 

Other 

                                                           
4 Physician practice models include: Solo Fee for Service (Solo FFS), Comprehensive Care Model (CCM), Family 

Health Group (FHG), Family Health Network (FHN), Family Health Organization (FHO), Blended Salary Model, Rural 

and Northern Physician Group (RNPG), Alternate Payment Plans.  Family Health Teams may also be listed in Table 

2.1.1.  Community Health Centres, Aboriginal Health Access Centres, Nurse Practitioner Led Clinics, and Nursing 

Stations should be listed in Table 2.1.2.  If you are unsure of where to list an organization, please contact the MOH. 
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Provide the 
name of the 
participating 
physician or 
physician 
group, as 
registered 
with the 
Ministry.   
 
Mixed or 
provider-led 
Family Health 
Teams and 
their 
associated 
physician 
practice(s) 
should be 
listed 
separately. 
Where a 
Family Health 
Team is a 
member but 
the associated 
physician 
practice(s) 
is/are not, or 
vice versa, 
please note 
this in the 
table. 
 
Physician 
groups should 
only be listed in 
this column if 
the entire 
group is a 
member.  In 
the case where 
one or more 
physician(s) is 
a member, but 
the entire 

Please 
indicate 
which 
practice 
model the 
physician(s) 
work in 
(see 
footnote for 
list of 
models) 
 
 

For 
participating 
physician 
groups, 
please 
indicate the 
number of 
physicians 
who are 
part of the 
group 
 

For 
participating 
physician 
groups, 
please 
indicate the 
number of 
physician 
FTEs 

For 
participating 
physicians, 
please 
indicate 
current 
practice 
size (i.e., 
active 
patient 
base); 
participating 
physician 
groups 
should 
indicate the 
practice 
size for the 
entire 
group. 
 
  

If the listed 
physician 
or 
physician 
group 
works in a 
practice 
model that 
is not 
listed, 
please 
indicate the 
model type 
here. 
 
Note here 
if a FHT is 
a member 
but not its 
associated 
physician 
practice(s) 
. 
Also note 
here if a 
physician 
practice is 
a member 
by not its 
associated 
FHT (as 
applicable). 
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group practice 
is not, then 
provide the 
name of the 
participating 
physician(s 
and their 
associated 
incorporation 
name). 
 
See supplementary Excel spreadsheet 

 

2.1.2. Indicate member organizations (not including physician(s)/ physician 
groups) 

Name of 
Organization 

Type of 
Organization5 

LHIN/Ministry 
Funding 
Relationship 

Primary contact 

Provide the legal 
name of the 
member 
organization 

 Does the member 
organization have an 
existing contract or 
accountability 
agreement with a 
LHIN, MOH, or other 
ministry? If so, indicate 
which 

Provide the 
primary contact 
for the 
organization 
(Name, Title, 
Email, Phone) 

See supplementary Excel spreadsheet 
 

2.2. How did you identify and decide the members of your team? 
Please describe the processes or strategies used to build your team’s membership.  Are 

there key members who are missing from your team at this point in time?  Are there any 

challenges your team sees in moving forward with respect to membership? 

In your response, please reflect on whether your team is well positioned to care for your 

Year 1 and maturity populations.  Identify any strategic advantages your team has in 

relation to the health and health care needs of your Year 1 and maturity populations. 

Max word count: 500 
The core members of the North York Toronto Health Partners have remained 
consistent since the submission of the self-assessment.  Members of the team were 
identified using three criteria: 

                                                           
5 Indicate whether the organization is a Health Service Provider as defined under the Local Health System Integration 
Act, 2006 (and if so what kind – hospital, long-term care home, etc.), Community Support Service Agency, Service 
Provider Organization, Public Health Unit, Independent Health Facility, Municipality, Provider of Private Health Care 
Services, Other: Please specify 
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1. Provides health services to the population living in the North York Central sub-
region area; 
2. Currently or has previously worked in partnership with other members of the 
OHT group to advance the integration agenda; 
3. Provides services relevant to at least one of the three Year 1 sub-populations 
(seniors services, mental health and addictions services, and palliative care services). 
 
All sectors are represented at our table, including primary care, acute care, post-acute 
care, home care, community care, mental health and addictions and long-term care.  
Patients, family members and caregivers have also been members of our team from 
the beginning. 
 
With the goal of creating an inclusive, comprehensive team, many collaborators were 
identified in advance of the self-assessment, forming a group we refer to as Alliance 
members.  This group has continued to expand since the self-assessment.  The 
collaborators all provide service to patients and clients in our attributed population and 
expressed interest in participating in the OHT.  In areas where the team felt we would 
be stronger with an additional partner, we sought out partners who would fill any gaps 
in the continuum of services we were collectively offering, e.g. youth mental health 
services. 
 
The Primary Care Working Group developed a strategy to ensure representation from 
the approximately 450 primary care providers serving our population.  The goal of the 
outreach was to broadly engage primary care providers on an ongoing basis.  As a 
first step, a survey was sent to all family physicians in the region.  From this survey 
and individual outreach, we have engaged a dedicated group of primary care 
providers who represent different practice models and cover the breadth of our 
population. 
 
Since our self-assessment, we have engaged with the Ministry of the Solicitor 
General, Toronto Public Health and the City of Toronto. Although they have been 
advised not to officially endorse OHTs, we have had productive conversations and 
anticipate active involvement in the near future. 
 
Our current core and alliance members serve the attribution areas outlined in the data 
package from the Ministry. Our team does not feel we are missing any key partners at 
this point in time. Our governance MOU sets out the process for adding additional 
members. 
 
By including as a criteria for membership that organizations provide service to one of 
the Year 1 populations, the team has positioned itself to best serve the needs of these 
priority populations.  Given that our Year 1 populations cover seniors, people with 
mental health and addictions challenges and people needing palliative care, we have 
covered a significant portion of the highest system users and have gathered the 
necessary breadth and diversity of providers.  Between the members and the 
collaborators, the team is well positioned to provide a full continuum of 
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comprehensive, integrated services to our entire population at maturity.           
 

2.3. Did any of the members of your team also sign on or otherwise make a 
commitment to work with other teams that submitted a self-assessment? 

Team Member Other Affiliated 
Team(s) 
List the other teams 
that the member 
has signed on to or 
agreed to work with 

Form of affiliation 
Indicate whether 
the member is a 
signatory member 
of the other team(s) 
or another form of 
affiliation 

Reason for 
affiliation 
Provide a rationale 
for why the member 
chose to affiliate 
itself with multiple 
teams (e.g., 
member provides 
services in multiple 
regions) 

See supplementary Excel spreadsheet 
 

2.4. How have the members of your team worked together previously?   
Please describe how the members of your team have previously worked together in a 

formal capacity to advance integrated care, shared accountability, value-based health 

care, or population health (e.g., development of shared clinical pathways or shared 

patient care, participation in Health Links, Bundled Care, Rural Health Hubs; shared 

back office, joint procurement; targeted initiatives to improve health on a population-

level scale or reducing health disparities).   

 

As part of your response, identify specific initiatives or projects that illustrate the 

success of your teamwork.  Include detail about project scale and scope (e.g., patient 

reach), intended outcomes and results achieved (including metrics), which team 

members were involved, and length of partnership. Note: information provided should 

be verifiable through documentation by request. 

 

Identify which members of your team have long-standing working relationships, and 

which relationships are more recent. Also identify whether there are any members of the 

team who have never previously worked with any other members of the team on 

initiatives related to integrated care, shared accountability, value-based health care, or 

improvement at the population health level. 

 

Max word count: 2000 

Members of the team were included in this team in part for their history of partnership 
and strong track record of successful collaboration.  All members of the team have 
previously worked with other members of the team in some way. 
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Several examples of significant partnerships have been provided in detail, as well as 
a longer list of selected partnerships between members.  Collectively, these examples 
show the depth of collaboration between the members of our team and highlight our 
history of working together towards better integration. 
 
The examples below highlight the partnerships between members of our team but the 
members also have many more relationships, both within the health system and with 
other sectors such as the social support system and municipal services.  These 
external relationships will help form a solid foundation for our OHT to continue to 
expand our partners and to ensure that we are best positioned to meet the needs of 
our community. 
 
Health Links  
The Health Links approach improved communication and collaboration among 
providers who share in the care of people with high care needs, the 5% of the 
population who use about 66% of health care resources.  Coordinating between 
multiple providers, many appointments and complex care issues can make it difficult 
for the health system to meet the needs of these individuals and their caregivers.  A 
more collaborative approach to providing care can be achieved through “Coordinated 
Care Planning.” 
 
Coordinated care planning aims to bring local health and social service providers 
together, with patients/clients and their families, to develop a care plan based upon 
the individual’s goals. This care plan allows for more coordination and faster follow-up 
when people transition from one provider to another, allowing people to live well in 
their community and reduce avoidable healthcare utilization. 
Providers involved in the Health Link in our area include Central LHIN, North York 
General Hospital, North York Family Health Team, Circle of Care, Better Living, 
Alzheimer’s Society of Toronto, Toronto North Support Services and Toronto 
Paramedic Services. 
 
Outcomes of the Health Link were measured by focusing on the change before and 
after participation in coordinated care planning.  Metrics include emergency 
department use and number of hospital admissions. The number of people supported 
with coordinated care plans and the experience of the 
patients/clients/families/caregivers were also key metrics. 
 
Collaborative Palliative Care 
The providers involved in the provision of palliative services in our area have worked 
closely together over the past decade to improve collaboration and provide integrated 
palliative care.  A significant point of improvement has been in the communication 
between providers.  One initiative that has proven to be highly successful is the 
introduction of a daily huddle for all providers.  This daily point of connecting gives 
providers a natural chance to share information about patients for whom they are 
providing shared care.  Along with better connections between providers as an 
outcome itself, an important outcome of this method of communication has been 
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improved family satisfaction. 
 
Access to Resources and Community Supports (ARCS) 
A prime example of successful collaboration is the Access to Resources and 
Community Supports (ARCS) initiative, a mental health and addictions emergency 
diversion service.  When a patient who could benefit from the program presents in the 
emergency department at North York General Hospital, the hospital contacts Cota to 
manage the process for accessing the appropriate services in the community.  Rapid 
follow up is provided by Cota, Toronto North Support Services and Good Shepherd 
within two days of receiving a referral.  Clients are then able to access a short-term 
case management program, including a comprehensive assessment, linkages to 
community support, education for the client and for caregivers, and crisis planning 
and support. The program also runs in the emergency department at Humber River 
Hospital. 
 
This initiative is overseen by a Steering Committee comprised of representatives from 
North York General Hospital, Humber River Hospital, Cota, Toronto North Support 
Services and Good Shepherd.  This committee monitors service delivery data, 
conducts program evaluation and manages quality improvement efforts on an 
ongoing basis. 
 
RAAM Clinic 
The Rapid Access Addiction Medicine (RAAM) Clinic is a collaboration between 
Addiction Services York Region and North York General Hospital.  The clinic, which 
opened earlier in 2019, is a drop in for people looking for help with problematic 
substance use such as alcohol, cannabis, cocaine and opioids.  The clinic provides 
medical and psycho-social supports to individuals living with addictions and aims to 
reduce the return visits to Emergency Department within 30 days and provides wrap-
around services. Similar clinics run at several other hospitals in the area.  The 
partnership between North York General Hospital and Addiction Services York 
Region is an effective way to spread a tested, effective model. 
 
Since opening, the clinic has been in such high demand that the team is already 
looking at opening a second clinic. 
 
COPD/CHF Integrated Funding Model 
Through a partnership with North York General Hospital, the Central LHIN, SE Health, 
Circle of Care, West Park Health Care Centre and North York ProResp, the partners 
were able to offer more integrated care for patients with chronic obstructive 
pulmonary disease (COPD) and congestive heart failure (CHF). 
 
By adopting the Ministry’s new integrated funding model approach, the partners in 
North York Central were able to access a much more integrated model and care 
coordination for patients with COPD or CHF in the mid-to-late stages of their disease.  
Patients were supported for up to 60 days as they transitioned from hospital to home.  
The services provided included care coordination, a 24/7 access line for patients, in-
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home, telephone, and virtual patient education, access to urgent specialist follow-up, 
transportation and meals services, out-patient or in-home pulmonary rehabilitation 
and social work for client/caregiver counselling. 
 
The program was shown to be effective at reducing emergency department visits and 
admissions to hospital.  Importantly, it was also shown to improve patient specific 
outcomes demonstrated by improved quality of life and patient experience metrics. 
 
North York General Hospital also partners with Better Living to offer the Breathe 
Better Program to COPD and CHF patients. 
 
Home Care Collaboration 
Because of the depth and breadth of services offered by the home care organizations 
involved in this OHT, these providers have worked with each other and with the other 
members on the day-to-day operations of planning and delivering care to the patients 
and clients in this community.  Several of the members have also acted as 
subcontractors to other members, particularly for PSW support. 
Selected other examples of members working together: 
 
Shared Care or Support 
• Addiction Services York Region provides addictions case management and 
counselling support to 8 individuals who live in housing provided by LOFT. The 
funding for this program is provided by the Central LHIN to ASYR. This is a long-
standing agreement for many years. Outcome measures: to provide case 
management support and supportive housing to individuals living with addictions who 
are in supportive housing. 
• The North York Family Health Team and North York General Hospital work 
closely together on advanced care planning. 
• The North York Family Health Team works in partnership with North York 
General Hospital to ensure 7-day discharge follow-up with high risk patients, including 
a nurse practitioner who visits patients at home through a homebound program and 
who works with homecare to follow up on community-based needs. 
• The Freeman Centre for the Advancement of Palliative Care (part of North 
York General Hospital) provided special training to a Nurse Practitioner at Seniors 
Health Center long-term care, greatly reducing the number of unnecessary transfers 
to hospital. 
• Carefirst’s Transitional Care Centre serves patients from North York General 
Hospital. 
• Alzheimer’s Society of Toronto and Carefirst collaborate as part of the Primary 
Care Collaborative Memory Services to provide care navigation and social work 
support to patients of this memory clinic. 
• Alzheimer’s Society of Toronto runs Active Living Sessions for patients of the 
North York Family Health Team and Yee Hong Centre for Geriatric Care. 
• A dedicated LOFT behavioral support team shared with Humber River Hospital 
supports staff and inpatients at North York General Hospital by developing behaviour 
management strategies to enable the transition of patients facing barriers to 
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discharge due to responsive behaviours.  
• Circle of Care leads iRide, a centralized (1 number to call) transportation 
service in North York, working with support from Better Living, North York Seniors 
Centre, Lumacare, and March of Dimes.  
 
Co-led programs 
• Addictions Services York Region is the lead for the Central LHIN for the 
provincial Opioid Strategy and has formed the Wellness Collaborative with five other 
organizations. 
• The North York Family Health Team collaborates with North York General 
Hospital to run the Cancer Survivorship Program, offering ongoing surveillance and 
detection to colorectal cancer survivors through primary care rather than the hospital. 
• Carefirst provides personal support services in collaboration with North York 
Seniors Centre in two Toronto Community Housing seniors apartment buildings in 
North York, a program that has been running since 1999. 
• Carefirst and Alzheimer’s Society of Toronto administer a Korean language 
dementia clinic. 
• The Access Point, a central intake for mental health and addictions services, 
has been run by Toronto North Support Services since 2004 and is jointly funded by 
Toronto North Support Services and LOFT.  The partners include all adult mental 
health providers in the area, including certain services at North York General Hospital, 
Cota, CMHA Toronto, Hong Fook, Across Boundaries, Griffin Centre and LOFT.  
 
Shared or Co-located Staff 
• NYGH has on-site Central-LHIN Care Coordinators  
• Alzheimer’s Society of Toronto has an integrated Care Navigator in the 
interprofessional primary care team at Baycrest. 
• A researcher onsite at the North York Family Health Team worked with 
Alzheimer’s Society of Toronto concerning reducing isolation and using art as a 
means to create stimulation for people living with dementia. 
• North York General Hospital and the Temmy Latner Centre for Palliative Care 
work together frequently to ensure patients in the community are receiving the 
necessary palliative care services and supports. 
• Circle of Care runs its Meals on Wheels Program out of Baycrest. 
 
Committee Work 
• Many members of the team sat at the North York Central sub-region table 
together. 
• The Board of the North York Family Health Team includes positions for 
individuals from North York General Hospital. 
• Members including Alzheimer’s Society Toronto and Baycrest were members 
of the Behavioral Supports Ontario Education Consortium 
• Alzheimer’s Society of Toronto, Carefirst and Yee Hong are all members of the 
Chinese Caregiver Network. 
• Members have participated in the Central LHIN Dementia Strategy Working 
Group. 
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• Members have sat on the Ministry of Health’s Hospital Information System 
(HIS) renewal panel, and subsequently chaired province-wide development of the 
Ontario Cerner Provincial Reference Model (CPRM).   
 
Educational initiatives 
• Alzheimer’s Society of Toronto led Caregiver Dementia Education sessions at 
the North York Family Health Team and Yee Hong Centre for Geriatric Care. 
• Alzheimer’s Society of Toronto has provided dementia education to PSWs 
working for Circle of Care and home visiting volunteers at Temmy Latner. 
• Many team members have participated in North York Central Health Link 
Community Rounds at North York General Hospital. 
• Carefirst works with family physicians, endocrinologists and the Social 
Services Network to offer services on culturally-relevant and customized diabetes 
education, early intervention and prevention of diabetes-related complications, and 
self-management. 
• Better Living at Thompson House and Circle of Care Hospice, along with other 
hospice sites, have shared hospice training. 
• Many members attend the Behavioural Rounds held by Baycrest. 
• Many members attend the Joint Discharge Organizational Group discharge 
rounds held by North York General Hospital. 
• Better Living is the lead for PalCare Education, which provides training for 
hospice visiting volunteers and other palliative care training for non-clinical staff. 

 

 

 

2.5. How well does your team’s membership align to patient/provider referral 
networks? 

Based on analysis of patient flow patterns and the natural connections between 

providers and patients revealed through this analysis, your team has been provided with 

information about which patient/provider referral networks the physician and hospital 

members of your team are part of. 

 

How would you rate the degree of alignment between your current membership and the 

provider networks revealed through analysis of patient flow and care patterns (high, 

moderate, low)?  Where alignment is moderate or low, please explain why your team 

membership may have differed.  Given the provided data, have you updated your team 

membership since the Self-Assessment? 

Max word count: 500 
Our OHT is highly aligned to our patient provider networks.  As outlined in section 1.1, 
between the Core Group partners in NYTHP, the attributed population is well-covered 
by our providers.  For example, along with regional (ie. LOFT, Toronto North Support 
Services, Yee Hong, Addiction Services of York Region) partners, we also have 
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provincial and even national providers at our table (SE Health, Bayshore) etc.  This 
gives our OHT both depth locally and  breadth regionally, which will enable us to 
support a population health approach across our entire attributed population now and 
at maturity.   
 
Current data from the partners support this, for example, the referrals to our hospital 
are largely from surrounding areas of North York, and the majority of referrals to our 
mental health services in our area are well serviced by our mental health and 
addictions partners (e.g. Addiction Services for York Region, COTA). 
We are working towards a unified data framework across our partnership to enable us 
to plan, implement, evaluate and continuously improve our services for our patients 
and communities.   
 
As our core group of partners are already well aligned to serve our attributed 
population both in Year 1 and at maturity, we have not enlarged our original core table 
of 21 partners.  However, on-going work has enabled us to expand our Alliance 
partners to 31. 
 
A key focus in expansion has been primary care engagement.  As also outlined in 
section 1.1., we have been working on identifying our primary care community and 
reaching out to engage them in our OHT development.  As of October 9th, 2019, we 
have reached out to 150+ physicians, including all those identified as PEMs attributed 
to our OHT. This has resulted in a total of 71 physicians who are either actively 
engaged (See 2.1.1), or have expressed interest (See 2.6.1).  We have invested in 
this local, customized approach, and the leadership of a dedicated, primary care 
engagement lead based on previous evidence and experience that only deliberate 
and genuine engagement will result in real change and improvements for providers 
and patients.      

 

2.6. Who else will you collaborate with? 
Please provide information on who else your team plans to collaborate or affiliate with.  

Describe the nature of your collaboration and include information on any plans to 

coordinate services with these providers or organizations.  If your team has received 

endorsement from specialist physicians or clinical leaders/leadership structures (e.g., 

Chiefs of Service, Medical Directors, Medical Advisory Committees), please list them in 

table 2.6.1. 

 

2.6.1. Collaborating Physicians 
Name of 
Physician or 
Physician 
Group 

Practice Model 
Number of 
Physicians 

Collaboration Objectives and 
Status of Collaboration 

 
  

Describe your team’s collaboration 
objective (e.g., eventual 



Ontario Health Teams 
Full Application Form 

 

26 
Version Date: 2019-09-11 

partnership as part of team) and 
status (e.g., in discussion) 

See supplementary Excel spreadsheet 

 

 

2.6.2. Other Collaborating Organizations 
Name of Non-
Member 
Organization(s) 

Type of Organization Collaboration Objectives and 
Status of Collaboration 

Provide the 
legal name of 
the collaborating 
organization 

Describe what services they 
provide 

Describe your team’s collaboration 
objective (e.g., eventual 
partnership as part of team) and 
status (e.g., in discussion) 

See supplementary Excel spreadsheet 

 

2.7. What is your team’s integrated care delivery capacity in Year 1? 
Indicate what proportion of your Year 1 target population you expect to receive 

integrated care (i.e., care that is fully and actively coordinated across the services 

that your team provides) from your team in Year 1.  Please provide a rationale for this 

estimate and describe what actions you will take to ensure as many Year 1 patients who 

require integrated care will receive it. 

Max word count: 500 
NYTHP will look to provide fully and actively coordinated care to our targeted Year 1 
initiative populations, to a total of 18488. 
These estimates and methods to deriving the numbers are outlined below. 
 
Seniors 
As also outlined in 1.2, our target population in year 1 was calculated both top-down 
from MOH attributed data as well as LHIN analysis.   
Our target for Generalized Care Coordination in Year 1 is 1315 – this is approximately 
24% of the total seniors in North York Central who are currently receiving homecare.   
The capacity to deliver Specialized Clinical Consultation to people with CHF, COPD 
and Dementia is 480 seniors.  As a guide, in the last year 2018/19, NYGH saw about 
700 CHF admissions and 300 COPD admissions. 
 
Mental Health and Addictions 
From the MOH data, we have a rough estimate of 25,644 patients in our population 
who would fall into this group. 
For Year 1, we would look to target 9,034 for integrated care across our 3 initiatives. 
The estimated volume for the Integrated Access Hub in Year 1 is 8,840, which is 10% 
higher than the current annual volume. 
For our Rapid Access to Addictions Medicine (RAAM) clinic, based on the current 
volumes (approx.12 unique patients/month), we would look to target 144 patients in 
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Year 1. 
For the Walk-in Case Management clinic, our target is to: provide walk in service to 
50 waitlisted clients. 
 
Palliative 
In Year 1, our homebound supportive outreach programme will target 100 patients, 
this is based on the caseload capacity of the team, and assumes a steady 
improvement, scale and spread approach.   
 
Primary care engagement 
To date, we have successfully engaged 62 primary care physicians as active 
members (as of application submission).  Across our Year 1 primary care initiatives 
(Appendix C13), we anticipate that 7559 or 13% of patients whose primary care 
physicians are active members, would receive fully integrated care in Year 1. 
This is based on: 
Access to Specialists – assuming 33 contacts/year/physician and 60% engagement 
rate = 1228 (based on SCOPE estimates) 
Access to integrated Allied Health – assuming that 8% of patients require this and 
1/3rd engagement rate = 1719 (based on FHT activity data, triangulated with 
individual clinician data) 
Access to virtual care (evisits/messaging) – assuming 60% uptake by physicians, 
patient registration rate of 21% and usage rate of 60% = 4612 (based on research 
evidence on virtual primary care) 
We arrived at these calculations through detailed analysis based on evidence (similar 
or previous experience and research) as well as existing data from partners, of each 
priority initiative within our target population and primary care working groups. 
These estimates are of course a starting point only and will be refined and revisited as 
our initiatives are implemented and continuously monitored and improved.  We will 
also be aiming to expand beyond these numbers to enable more and more of our 
population to access our OHT’s newly integrated services. 

 

2.8. What services does your team intend to provide in Year 1? 
Provide a description of each service, indicate whether the service would be available to 

your entire Year 1 population or a subset (with rationale), and indicate which member of 

your team will provide the service. 
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Service Proposed 
for Year 1 
(Yes/No) 

Capacity in 
Year 1 
(how many 
patients can your 
team currently 
serve?) 

Predicted 
Demand in 
Year 1 
(of your Year 1 
population, how 
many patients 
are predicted to 
need this 
service) 

Description (Indicate which 
member(s) of your team will 
provide the service.  If a 
proposed service offering 
differs from your team’s 
existing service scope, please 
provide an explanation as to 
how you will resource the new 
service.  If there is a gap 
between capacity and 
predicted demand, identify if 
you have a plan for closing the 
gap.)  

See supplementary Excel spreadsheet 
Interprofessional 
team-based 
primary care  

    

Physician 
primary care   

    

Acute care – 
inpatient 

    

Acute care-. 
ambulatory 

    

Home care    Please complete Appendix A. 

Community 
support services 

    

Mental health 
and addictions 

    

Long-term care 
homes 

    

Other residential 
care 

    

Hospital-based 
rehabilitation and 
complex care 

    

Community-
based 
rehabilitation 

    

Short-term 
transitional care 

    

Palliative care 
(including 
hospice)  

    

Emergency 
health services 
(including 
paramedic) 

    

Laboratory and 
diagnostic 
services 

    

Midwifery 
services 
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Health promotion 
and disease 
prevention 

    

Other social and 
community 
services 
(including 
municipal 
services) 

    

Other health 
services (please 
list) 

    

 
2.9. How will you expand your membership and services over time? 

At maturity, Ontario Health Teams are responsible for offering a full and coordinated 

continuum of care. Teams are expected to expand the population they serve each year, 

working towards providing care for their entire attributed population.   

 

Describe your plan for phasing in the remaining continuum of care for your population, 

including proposed timelines.  Your plan should include explicit identification of further 

members, collaborators, and services for inclusion for Year 2. Include in your response 

commentary on whether your team anticipates any challenges in expanding the types of 

services your team provides or meeting demand for services beyond year 2, given your 

attributed population. 

Max word count: 500 
Our team has already begun planning for expanded membership and services in Year 
2 and beyond.  We understand the importance of moving towards a maturity model 
where we will provide a full and coordinated continuum of care for our entire attributed 
population with full engagement of all providers. We also have significant participation 
from patients, clients, families and caregivers, including with a decision-making role at 
our Core Table.   
 
We also have an additional group of more than 30 Alliance Members. They currently 
provide services to patients/clients in our attributed population and are essential to the 
team’s ability to expand the services we are offering and the number of 
patients/clients we are able to reach.  
 
Therefore we are starting with a broader participation than many OHTs and will allow 
us to our innovate and expand our care models very rapidly. 
 
To expand our services, we will focus both on expanding within our target populations 
and expanding to additional target populations.   
 
Within our current target populations, we would look to expand to lower needs groups. 
For example within the seniors population we are starting with more ‘frail’ or high risk 
elderly but have already used data to triage our senior group into high-risk, rising-risk, 
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and low-risk groups (following the population health model). In the future we will focus 
more on ‘rising-risk’ and ‘low-risk’. Within the palliative care initiative, we are initially 
focusing on more end stage palliative patients but in the future can expand to those 
identified as within the last year of life and those with even broader life expectancy but 
still needing palliative services. For the mental health and addiction population, similar 
to the seniors approach, we will be expand to less high needs individuals.  Year two 
will see an expansion in all three population areas to less high and urgent need 
individuals. 
 
Beyond expanding within currently targeted populations we are discussing new 
populations for year two such as complex pediatrics and maternal & child health. Our 
members currently all provide services to at least one of our Year 1 target populations 
however many members also serve a variety of other populations including likely year 
2 populations. Further Alliance Members like the Midwifery group and the Community 
Health Centres have relevant expertise for maternal and child health. 
 
We will adjust core and alliance members as needed to meet these new populations. 
Our MOU outlines the process and criteria for adding members.      

 

If you do not have all primary care providers in your network involved at this point, 

please describe what efforts have been made to date to involve these providers and 

your plan for how you will expand primary care partnerships to meet population need at 

maturity.   

Max word count: 500 
There are an estimated 450 PCPs that make up the attributed model of PEMs and 
solo practicing physicians for the NYTHP OHT. Working with the OMA, a survey was 
distributed to the 450 PCPs to: 
1. Validate our understanding of the challenges faced by PCPs; 
2. Obtain input into the key components and governance structure of an OHT that 
would be most beneficial to primary care; and, 
3. Gain interest in signing up to participate in the OHT. 
This survey was completed by 100 PCPs. The information was reviewed by the 
NYTHP Primary Care Working Group that has a membership of 25 PCPs, including 
the two CHCs in our region and a patient advisor. These physicians represent group 
and solo practices from across the region. The information collected helped determine 
what priority initiatives to focus on, concerns from PCPs and how to contact 
physicians to participate. It also determined that we required a dedicated primary care 
engagement lead to ensure primary care is at the core of this team. This role was 
created and is already filled.  
The Lead is educating PCP about the NYTHP, collecting input on the design and 
development of initiatives, addressing concerns and ultimately encouraging 
physicians to become members. 
 
PCPs are asked to sign up for an ‘active participant’ role or ‘expressed interest’ in the 
OHT. By agreeing to actively participate, the PCP has committed to being a resource 
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to the Primary Care Working Group, provide input into the design of the OHT and 
support its development. By expressing interest, the PCP has outlined their support of 
an integrated, high quality, sustainable and digitally enabled system for their patients 
and wants to stay informed and engaged in discussion about OHT developments. 
This application has 62 ‘active’ PCPs ‘active’ and 9 PCPs who ‘expressed interest’.  
To meet our target of 144 physicians in Year 1, our primary care engagement lead will 
continue to champion the NYTHP OHT at various events. These will include 
department rounds at the hospital (there are more than 300 credentialled PCP at the 
hospital), Medical Staff Association events, PEM meetings, local primary care 
conferences and outreach through individual visits, phone calls and emails. One 
significant planned event is a ‘Connect Care’ dinner scheduled for October 16. This 
dinner’s objectives are to: facilitate face to face connections amongst PCPs and 
specialists, review developments related to OHTs and identify opportunities to 
improve connections to further improve care for patients. Another tactic in our strategy 
to increase primary care engagement is to align with the outreach work by Ontario 
MD who are encouraging adoption of IT bundles for primary care and introducing 
opportunities for virtual visits, online scheduling and linkage to provincial digital 
assets.  In addition, outreach efforts to primary care providers will be coupled with the 
UTOPIAN team, who will be meeting with physicians regarding sharing of data to 
populate the joint data warehouse.  By streamlining our efforts, we can connect with 
more PCPs and ensure alignment in messaging. 

 

2.10. How did you develop your Full Application submission? 
Describe the process you used to develop this submission. Indicate whether it was an 

participatory process across all members and if your submission reflects a consensus 

across the entire membership. If so, describe how consensus was achieved.  Indicate 

whether any third parties external to your team were involved in the completion of this 

form (e.g., grant writers, consultants).  

Also consider in your response: 

• If patients, families, and caregivers partnered or were engaged or consulted in 

the design and planning of this submission, please describe any partnership, 

engagement, or consultation activities that took place and whether/how feedback 

was incorporated. 

• If your team engaged with the local community in the design and planning of this 

submission, please describe any engagement activities that took place and 

whether and how feedback was incorporated. In particular, please indicate 

whether your team engaged with local Francophone communities (e.g., local 

French Language Planning Entities) or with Indigenous communities. Describe 

the nature of any engagement activities with these communities and 

whether/how feedback was incorporated.   

• If you have community support for this application (e.g., support from a 

municipality), please provide a description and evidence of this support.  If your 
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team’s attributed population/network map overlaps with one or more First Nation 

communities [https://www.ontario.ca/page/ontario-first-nations-maps], then 

support from those communities for your team’s application is required.  Where 

applicable, please indicate whether you have support from First Nation 

communities.  Indicate the nature of the support (e.g., letter of support, band 

council resolution, etc.).  If you do not have support at this time, provide detail on 

what steps your team is taking to work together with First Nations communities 

towards common purpose. 

Max word count: 1000 

The content for this application was developed through substantial collaboration 
between all team members in a manner that emphasized transparency and equal 
engagement. 
 
Decisions on final content and approval of that content was the responsibility of the 
Core Table, which includes representation from each of the team members.  This 
group made all decisions by consensus.  The Core Table has been meeting regularly 
since the start of the initial-assessment process and weekly since August to ensure 
that the necessary time was dedicated to working through complex situations, 
understanding the implications of decisions made, and establishing consensus on the 
path forward. 
 
To develop detailed plans and more in-depth content, the team formed the following 
working groups: 
- Primary Care 
- Mental Health and Addictions (a Year 1 population) 
- Seniors (a Year 1 population) 
- Palliative Care (a Year 1 population) 
- Governance 
- Digital Health 
- Communications (See Appendix C19 for overview and website) 
Every working group and the Core Table include at least one patient, family and/or 
caregiver member.  The working groups also included appropriate staff members from 
member organizations to ensure we were able to rely on the subject matter expertise 
of our members. 
 
Each working group began developing a vision in spring 2019.  The three groups 
representing Year 1 populations also established clear goals for what they could 
achieve in Year 1, along with detailed work plans to move them towards these goals. 
 
Decision support teams from various members were involved throughout the process, 
assisting in providing data, analyzing data, and guiding working groups and the Core 
Table to better understand our population and their health care utilization. 
 
To develop the vision, principles and values, the team held a four-hour visioning 
session in June.  This session brought together all members of the team, along with 
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many patient, family and caregiver representatives with experience with various parts 
of the health system.  By focusing on values (Person, family and caregiver-centred, 
Collaborative, Efficient, High Quality, Accountable, Equitable), we were able to obtain 
clear parameters that have guided all other decision making.  The group also 
developed a vision for core elements of the OHT design, including care coordination 
and navigation, virtual care, and strategies for ending hallway health care. 
 
On July 24, 2019, a tele-townhall was held. The session aimed to engage the 
community and discuss the vision for providing care to the growing community of 
North York.  
 
Almost 4,000 people joined the one-hour call.  Key themes raised at the townhall 
included: improving access to mental health care, availability of appropriate home and 
community care for seniors, information sharing across organizations and technology 
to access care and health records from home (or elsewhere).  Each of these themes 
have been integrated into the NYTHP’s Year 1 projects. 
 
To develop the vision and execution plan for home and community care, the group 
held a full-day design session on September 4, 2019.  The session included 
approximately 60 participants representing patients and caregivers, organizations 
from home care, community care and primary care. These participants came from 
both organizations who are core members of this submission and organizations who 
are collaborators on this submission. 
 
The session began by ensuring everyone was working with a common understanding 
of the current state and how home and community care functions presently.  
Participants then broke into groups to discuss the vision of an ideal future state using 
a SOAR framework – strengths, opportunities, aspirations, results.  The discussion 
then became more concrete, with a focus on how we could begin working towards 
this ideal with our Year 1 populations.  The group then had a chance to identify any 
barriers and the key opportunities to achieving the ideal state of home and community 
care. 
 
The input from this day was invaluable for completing both Appendix A: Home and 
Community Care and other sections of the application.  Drafts were reviewed by 
attendees of the session to ensure ideas were accurately captured. 
 
For support in ensuring the needs of local Francophone communities were 
incorporated into our thinking, we worked with Entité 4, the local French Language 
Planning Entity.  In addition, NYTHP have engaged with municipal (City, public 
health) organizations as well as with other government agencies such as the Ministry 
of the Solicitor General around the justice-involved population.  In addition, the group 
leveraged the experience of its partners (ie. Addiction Services York Region, Toronto 
North Support Services) around supporting indigenous health issues going forward. 
 
The work of the team has been supported by two full-time dedicated OHT resources – 
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both a lead and a project manager.  Other individuals from across member 
organizations have also taken substantial roles in leading working groups. 
 
The drafting of the application was completed by a writing committee composed of 
individuals from several different core partners, including patient and caregiver 
editors.  The committee divided the application questions based on individual 
expertise.  For questions requiring the input of all members, a survey was sent to 
each member asking for specific information.  All content was reviewed by other 
members of the writing committee before final compilation and review by the entire 
Core Table. 
 
The Broader Alliance members have been engaged throughout including participation 
in some of the focus days, written updates and interactive update webinars. 
 
The group also engaged Santis Health, a consulting company, to help support the 
development and drafting of this application.  Santis’s role was specifically to support 
the OHT lead and the project manager, to support the Core Table and to act as a 
third-party facilitator.      

 

3. How will you transform care? 
In this section, you are asked to propose what your team will do differently. 

By redesigning care for their patients, Ontario Health Teams are intended to improve 

patient and population health outcomes; patient, family, and caregiver experience; 

provider experience; and value. By working together as an integrated team, Ontario 

Health Teams are also expected to help improve performance on a number of important 

health system measures, including: 

a) Number of people in hallway health care beds 
b) Percentage of Ontarians who had a virtual health care encounter in the last 12 

months 
c) Percentage of Ontarians who digitally accessed their health information in the 

last 12 months 
d) 30-day inpatient readmission rate 
e) Rate of hospitalization for ambulatory care sensitive conditions 
f) Alternate level of care (ALC rate) 
g) Avoidable emergency department visits (ED visit rate for conditions best 

managed elsewhere) 
h) Total health care expenditures 
i) Patient Reported Experience Measures, Provider Reported Experience 

Measures, and Patient Reported Outcome Measures are also under 
development 

j) Timely access to primary care 
k) Wait time for first home care service from community 
l) Frequent ED visits (4+ per year) for mental health and addictions 
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m) Time to inpatient bed 
n) ED physician initial assessment 
o) Median time to long-term care placement 
p) 7-day physician follow up post-discharge 
q) Hospital stay extended because the right home care services not ready 
r) Caregiver distress 

This is a non-exhaustive list of metrics that reflect integrated care delivery systems.  

3.1. What opportunities exist for your team to improve care for your population 
and health system performance in Year 1 and at maturity? 

Considering the measures listed above and the health status of your Year 1 and 

maturity populations, please identify and provide rationale for what your team considers 

to be your most important (e.g., top three to five) performance improvement 

opportunities both for Year 1 and longer term.  In your response, consider your team’s 

assets, the services you intend to provide, and the features of your Year 1 and 

attributed populations. Explain how you identified these priority improvement 

opportunities and any relevant baseline performance data you have for your Year 1 

and/or attributed populations. 

Max word count: 1000 
Our team sees substantial opportunities for improved care and improved health 
system performance in Year 1 and at maturity.  Our Year 1 populations and the 
associated integrated care initiatives designed around those populations were 
carefully selected to help drive individual and system outcomes and to form a 
foundation for spread and greater positive change at maturity. 
 
Overall, our team is focused on redesigning care to drive improvement in the 
quadruple aim: improving patient and population health outcomes; improving patient, 
client, family and caregiver experience; improving provider experience; and better 
value. 
 
Seniors 
 
The senior population is growing and aging. Recognizing the needs of this population 
and the message received repeatedly from patients in our community, we are creating 
a model of care that follows each individual through their journey, provides a 
dependable point of contact (both on and off regular operating hours), and never 
leaves someone struggling with no understanding of where to turn. These are the 
factors which often lead to caregiver distress.   
 
Year 1 will improve the health system by focusing on seniors who are also high cost 
system users, while simultaneously developing a strategic model to support rising risk 
seniors to prevent avoidable health decline.  High risk seniors identified through 
primary care will be supported by an integrated neighbourhood model of care with 
one assessment, reduced barriers and simplified communication.  Collectively these 
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interventions represent a monumental step toward better integrating primary care with 
other sectors and improved care for our vulnerable seniors and their caregivers. 
Providers have agreed to embrace an accountable and client centred approach to 
care. 
 
Year 1 will also see us focus on high risk seniors with COPD/CHF or dementia to 
connect them to an evolved and integrated model of care. The CHF and COPD 
programs delivered through the Integrated Funding Model (IFM) will offer care 
coordination with a Generalized Care Coordinator aligned with primary care and a 
Specialized Clinical Consultant, access to a helpline and support through self-
management tools. In an initial version of this model, patients reported a 41% 
increase in level of confidence in self-management and a 28% increase in distance on 
the 6-minute walk test.  The system saw 7-14% reduction in emergency department 
visits and 10-11% reduction in readmissions across both diseases.  Year 1 will be the 
first step toward an expanded model supporting all seniors with specialized needs.  
 
In addition to these initiatives, our team is working to further embed the Alzheimer’s 
Society First Link Navigator program into our system, proving assistance to people 
living with dementia and their families and caregivers. 
 
Mental Health and Addictions 
 
There is currently a lack of coordinated and timely access to mental health and 
addictions services for those in our community who require these services, including 
long wait lists despite recent improvements in assessment and prioritization.  These 
challenges are driving unnecessary emergency department visits, repeat emergency 
department visits, and long wait times for service in the community. 
 
We are creating the North York Toronto integrated access hub to merge the existing 
hospital and community access systems into a centralized intake.  This joint, co-
located and integrated hospital-community access team will bring together hospital 
and community staff with a Plan, Do, Study, Act approach to implementation. We will 
maximize the opportunities to identify better patient care pathways and to act on gaps 
and/or inefficiencies in patient care delivery or back office administration.   
 
The goals of this access team include things such as: mental health services that are 
more accessible to primary care physicians, quick connection of patients to the best 
available service; effective capacity management strategies to meet patient needs 
if/when there are wait times for services (e.g. psychiatric consultation); plan with 
sectors and services to close gaps in patient care; and improve transitions in care 
between hospital and community.  
 
We are also developing walk-in options for individuals waiting to be connected to 
services.  This initiative will help reduce emergency department visits by providing an 
alternative option for those needing immediate support.  Walk-in services will reduce 
the burden on traditional services: a recent pilot of Walk-in Case Management in 
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Toronto found that almost half of those who availed themselves of a walk-in service 
indicated that they had their needs met and chose not to wait for additional services. 
 
Finally, NYTHP will open a second RAAM (Rapid Access Addiction Medicine) clinic, 
which provides a drop-in clinic for individuals looking for assistance with problematic 
substance abuse. The first RAAM clinic in North York has had much success, though 
it is anticipated that the increasing demand for this clinic is greater than the resources 
available to provide timely access to care.  
 
Palliative 
 
A shortage of hospice and Palliative Care Unit (PCU) beds, along with a lack of 
integration of palliative care services for patients with non-malignant life-limiting 
illness, results in extended acute care hospital stays, frequent Emergency 
Department visits, and increased caregiver burnout. 
 
In Year 1 and beyond, all partners involved in providing this care will work together, 
including primary care, home care and community support partners.  Our aim is to 
implement a new model of team-based palliative care for homebound patients with 
life-limiting illness. 
 
To better reach patients in the community who would benefit from additional support 
to avoid repeated emergency department visits, a pilot is currently underway with 
NYGH’s Freeman Centre and the Central LHIN team to improve access to 
homebound palliative patients being discharged from an acute setting. 
 
In addition, we plan to seek consultation on how virtual care can provide assistance to 
both homebound and long-term care bound palliative patients. 
 
Collective Impact 
 
Each of these initiatives will contribute to improving integration metrics.  The 
measureable outcomes are to: 
• Lower caregiver distress 
• Reduce avoidable emergency department visits 
• Reduced frequent emergency department visits 
• Improved Patient Reported Experience Measures (PREMs) and Patient 
Reported Outcome Measures (PROMs) 
 
Other intended outcomes: 
• Reduced wait times for MH&A services 
• Reduced wait times for first home care service for palliative patients 
• Fewer hallway health care beds for seniors 
• Reduce the 30-day inpatient readmission rate for seniors and palliative patients 
• Increasing the percentage of our population, particularly seniors, who had a 
virtual care encounter in the last 12 months 
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• Reduce extended hospital stays due to palliative home care availability 
• Improved provider experience      

 

3.2. How do you plan to redesign care and change practice?   
Members of an Ontario Health Team are expected to actively work together to 

improve care for their patients.  Please describe how you will work together to redesign 

care and change current practices in your first 12 months of operations to address the 

performance improvement opportunities you identified in section 3.1.   

 

In your response, please consider what specific outcomes you’re aiming to achieve, as 

measured by one or more of the indicators listed above (or others, as relevant), and 

what targets, if any, you have set from baseline. 

 

Note that detailed commentary on how you propose to provide care coordination and 

system navigation services, virtual care, and patient self-management are requested in 

subsequent sections. 

Max word count: 2000 
Our team has invested significant effort into examining current care pathways and 
practices and creating – along with patient, client, family and caregiver partners – a 
vision to redesign care.  We have focused on services for our three target 
populations: seniors services, mental health and addictions services, and palliative 
care services.  Redesigns in all three areas are focused on establishing and/or 
spreading a population health model and shifting to a more proactive approach to 
care. 
 
We are developing a one-team model of care where all providers abide by the 
philosophy that all partners are accountable and responsible for meeting client needs. 
Partners will collaborate to find the best possible solution and/or best provider to meet 
the client's needs. 
 
To redesign and implement new care pathways, our team will use proven quality 
improvement tools and methodologies to support this work as well as through co-
design with patients, clients, family and caregiver and primary care partners. 
 
 
Seniors Services 
 
Our team is redesigning seniors care and changing practices to organize the health 
care system to function in a population health model, shifting from reactive acute care 
to proactive chronic disease management. Uniting multiple home care agencies with 
community support service agencies will further enhance this shift, while new access 
to data, revised incentives, and our commitment to primary care and patient 
partnership through the OHT are enabling us to advance this reorganization.  
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To establish the foundation that will allow us to grow and succeed, our OHT will focus 
our Year 1 efforts for seniors on further establishing and growing two models of care 
coordination: specialized clinical consultants and generalized care coordinators. 
  
We will focus on evolving the role of specialized care coordinators and better 
integrating them into the broader health system, beginning with specialized care 
coordinators focused on congestive heart failure (CHF), chronic obstructive 
pulmonary disease (COPD) and dementia. 
 
Many members of our OHT have previously partnered together to design and 
implement an integrated funding model (IFM) for patients with chronic obstructive 
pulmonary disease (COPD) or congestive heart failure (CHF).  The program provided 
patients with access to a program of care that was focused on education and 
enhancing self-care, as well as a specialized clinical consultant, who provided direct 
care coordination services.  Patients were also able to access a helpline and self-
management tools.  
 
In Year 1, we are looking to target patients with COPD and CHF in the high-risk 
category, especially those with significant co-morbidities requiring a greater intensity 
of health care services usage and causing the cost of their care to rise significantly.  
This trend is particularly true of those who require inpatient services that may have 
been avoided with the appropriate support in the community. 
 
To better support people with dementia and their caregivers, we will expand 
specialized care coordination for people with dementia.  This program will build from 
the First Link Navigators program run by the Alzheimer’s Society of Toronto, which 
has been shown to reduce rates of caregiver distress in particular. This program 
aligns with social work care navigator programs currently in use in other partner 
community support service agencies.  
 
Our second focus is on engaging and growing the role of primary care providers as an 
entry point for care by establishing general care coordinators who are connected to 
primary care practices.  The intention is to spread this model across all primary care 
providers in future years. 
 
We are focusing on spreading the “one team” approach where seniors identified 
through primary care will be supported by an integrated neighbourhood model of care 
with one assessment, reduced barriers between providers and simplified 
communication. This structure will be a significant step toward better integrating 
primary care with other sectors. 
 
This model is built on the Integrated Community Care Team (ICCT) model, in place 
since 2013, that supports primary care providers and their homebound older adult 
patients.  Our current model is executed as a partnership between Baycrest Center 
for Geriatric Care, North York General Hospital, and Toronto Central and Central 
Home and Community Care.  The team collectively brings together an inter-
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professional team that includes primary care, community care, specialty care and 
acute care in a single team.  The team also added a 24/7 on-demand virtual nurse 
practitioner in 2019. 
 
In this model, the Care Coordinators will have an expanded role to provide 24/7 
holistic, client-centred care coordination and navigation.  To support this role, we are 
establishing processes for single assessments, minimizing the need for referrals, and 
expanding the scope of practice outside traditional health services. 
 
In Year 1, we will expand this model to reach more primary care providers and more 
patients.  The expansion will draw on the resource of the OHT team, connecting more 
members of the team into this model. 
 
Mental Health and Addictions Services 
 
We are currently designing the North York Toronto Integrated Access Hub that will 
merge the existing hospital and community access systems into a centralized intake.  
Our team is taking a comprehensive systems approach as well as local perspective to 
ensuring integrated and effective mental health and addictions care.  Although many 
services will be accessed locally, we are planning for the necessary connections to 
regional and specialized services.    
 
We are reviewing gaps in service by creating a comprehensive inventory of all 
services available to those within the North York Toronto OHT, as well as the referral 
pathways in and out of those services.  Where gaps are identified, we are engaging 
with the appropriate sectors and services to plan improvements and to ensure we are 
building a comprehensive system of services to meet patient needs.  Throughout this 
work we are leveraging existing system resources and partnerships.  A key 
component of the redesign is ensuring effective pathways from primary care to mental 
health and addictions services. 
 
Connected to the Hub will be the existing community-hospital ED diversion 
partnership (ARCS), creating seamless access to the full range of hospital and 
community mental health and addiction services in North York Toronto OHT.   
 
A common application process, consistent data collection and a no-wrong-door 
implementation will improve the flow of referrals, expand the offering of services 
available to patients, and increase the likelihood of people getting to the right service. 
Improving access to community mental health and addictions services for primary 
care physicians will be a key priority by designing referral processes and pathways 
that work in the primary care setting. 
 
The local integrated hub will have strong connections to regional and specialized 
service hubs to ensure the smooth transfer of patients and to prevent interruptions in 
care. We are fortunate to have two regional access hubs supporting this work: The 
Access Point (adult mental health) and East Metro Youth Services (child and youth). 
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Clients/patients will have seamless access to specialized services through the 
existing regional access mechanisms.  
 
A second focus of Year 1 is to provide a more timely response by offering walk-in 
options for individuals who are waiting to be connected to mental health services.  A 
number of services for people with mental health challenges have waitlists despite 
recent improvement in assessment and prioritization.  Service users in North York 
Central were very clear that when they are in a mental health crisis, they can’t wait 
four days, let alone the four months- which can often be the case in current state. 
 
Using a model from the youth mental health sector and recent pilots with adults, we 
intend to provide walk-in services such as case management, assertive community 
treatment, supportive housing, and psychiatric assessments.  A recent pilot of Walk-in 
Case Management in Toronto found that almost half of those who availed themselves 
of a walk-in service indicated that they had their needs met and chose not to wait for 
additional services. 
 
Our third significant initiative in mental health and addictions is the expansion of the 
Rapid Access to Addiction Medicine (RAAM) clinic in the North York Central area.  
There is currently a clinic operating out of North York General Hospital, providing 
services for those who need addiction medicine options without having to wait and on 
a no-appointment basis.  We are looking to expand to a second location due to the 
rapidly increasing demand and case load of staff. 
 
Palliative Care Services 
 
In our first 12 months of operations, we plan to establish a homebound palliative care 
initiative. The objectives for this initiative are to better serve the needs of homebound 
patients with non-malignant, life-limiting illnesses and optimize use of the healthcare 
system, and to implement a program to provide in-home care to patients nearing the 
end of life.  The palliative approach to care could extend up to end of life. 
 
This model of supportive outreach could be expanded to the entire eligible population 
across the Ontario Health Team, as well as forming the foundation for additional 
services and populations. In designing this model, we plan to work with our 
community partners including palliative care Nurse Practitioners, care coordination, 
family physician providers and specialists (e.g. geriatricians).  
 
Our plans also include facilitating palliative care consultation, education and support 
for long-term care facilities through virtual care and other modalities.  Partners in 
acute, long-term care and community settings have agreed to actively work together 
to understand the current state of care in order to understand where efforts to expand 
options would be both valued, utilized and meaningful to patients and providers. 
 
Finally, we plan to expand collaboration and the integration of palliative care services 
to our outpatient clinics for geriatric patients (e.g. Parkinson’s clinic and memory 
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clinic).  By integrating palliative services with these other services, we will be able to 
reach more of the patients who could benefit from these services and from a palliative 
approach. 
 
All of these measures are aimed at improving seamless transitional care, providing 
palliative care services in the right place at the right time, decreasing caregiver 
distress, preventing Emergency Department visits and avoiding acute care 
hospitalizations. 
 
Primary Care 
 
The primary care working group have contacted over 150 physicians who are 
attributed to NYTHP and of these, 56 have signed on as active participants to co-
design and develop the OHT.  Based on our survey results (100+ respondents across 
all models of primary care practices in the NYTHP area), and via working group 
discussions and research, four key initiatives have been identified in Year 1: Utilize 
and bill for virtual care, Access to specialists, Access to allied health professionals 
and care coordination and Optimize available digital solutions (e.g. OLIS, HRM, 
Connecting Ontario, eConsult).  Across these initiatives, the aim is to support 
improved, integrated primary care for patients by improving access (for both patients 
and providers), improving experience (patient and provider) as well as improving 
access to information (patients and providers). 
 
Outcomes to be achieved  
 
Each working group’s projects (within Seniors Health, Mental Health and Addictions, 
Palliative Care and primary care) have determined objectives to work towards. For 
example, the Walk in Case Management project for NYTHP’s Mental Health and 
Addictions initiative has six month and one year objectives. Six month objectives 
include: determining locations for up to two sites for walk-in services, determining staff 
requirements, developing program criteria for intake staff and developing materials for 
primary care physicians. Year One objectives include circulating information about the 
project to 75 Primary Care Providers, providing information to walk-in services to 100 
clients waiting for: ICM, ACT, supportive housing or psychiatric assessments and 
provide walk in service to 50 waitlisted clients.  Specific desired outcomes for each 
year 1 project across NYTHP’s year 1 initiatives can be seen in Appendices C4-C11, 
C13. 

 

3.3. How do you propose to provide care coordination and system navigation 
services? 

Seamless and effective transitions, 24/7 access to coordination of care, and system 

navigation services are key components of the Ontario Health Team model.  Care 

coordination and system navigation are related concepts. Generally, care coordination 

refers to “deliberately organizing patient care activities and sharing information among 

all of the participants concerned with a patient's care to achieve safer and more 
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effective care. This means that the patient's needs and preferences are known ahead of 

time and communicated at the right time to the right people, and that this information is 

used to provide safe, appropriate, and effective care to the patient” (Care Coordination. 

Agency for Health care Research and Quality (2018). System navigation activities can 

include helping people understand where to go for certain types of care and facilitating 

access to health and social services. Teams are expected to determine how best to 

implement 24/7 access to coordination of care and system navigation services based on 

the needs of their patients and which members of the team are best suited to play this 

role. 

3.3.1. How do you propose to coordinate care? 
Care coordination is a critical element of high-performing integrated care, particularly for 

patients who require higher-intensity care. Considering the needs of your Year 1 

population, please propose how your team will coordinate care for these patients.  In 

your proposal, describe whether any of the members of your team have experience 

coordinating care across multiple providers and care settings.  

 

Describe what activities would be in and out of scope for your care coordination service 

in Year 1.  Describe which patients will have access to care coordination services, how 

they will access the service, and whether care coordination resources will be organized 

differently from how they are currently deployed in order to better serve your population. 

Indicate whether your team will coordinate any care beyond the in-scope services 

provided by your immediate team.  

 

Describe who (i.e., what type of staff, which organization) would provide care 

coordination, how many existing FTEs would be assigned to this service, and whether 

your team has sufficient existing capacity to meet the anticipated care coordination 

needs of your Year 1 population.  Please specify if your plan involves the use of LHIN 

care coordination resources. 

  

Describe how you will determine whether your care coordination is successful. 

Max word count: 1000 
Our OHT team has experience with integrated care coordination through various 
programs such as the Integrated Funding Model pilot project for CHF/COPD, Hip and 
Knee Bundled Care, Health Links, and FirstLink programs and is well positioned to 
provide integrated care coordination. 
 
NYTHP has identified key opportunities for improved care coordination and access to 
services across our key populations. 
 
Mental Health and Addictions 
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To address care coordination in mental health we are proposing a centralized intake 
(Appendix C4) with one North York Toronto local access hub for 
ambulatory/community services, including case management, ambulatory offerings, 
CBT/DBT and addictions. A team of coordinated service navigators who are able to 
refer patients both within the local system and outside to specialized services will be 
engaged.  There will be one common application form, screening process, a standard 
set of priority criteria to determine which patients have the greatest complexity and 
require Intensive Case Management services, and which patients can be referred to 
less intensive services for support.  This also includes the augmentation of existing 
services by integrating ARCS and NYGH through joint patient rounds. To improve 
timely coordinated care, we will include a back-office coordination function that 
improves streaming to the most appropriate service.   
 
Seniors  
 
In Year I NYTHP is proposing a tiered approach to service and care coordination for 
seniors utilizing a combination of “Generalized Care Coordinators” (GCC) and 
“Specialized Clinical Consultants” (SCC) to coordinate care across the continuum.  
(Appendices C7-8) 
 
“Rising risk” seniors (20-35%) have poorly controlled chronic diseases and/or physical 
psychosocial barriers that can be supported and managed in the community.   
 
“Rising risk” seniors will be referred to a GCC through their primary care provider 
(PCP).  GCCs will provide traditional service coordination; (currently provided by the 
LHIN).  Aside from service coordination GCCs will also coordinate social and 
community service navigation.  This model provides patients, caregivers, and PCPs 
one point of contact for all service and care coordination needs.   
 
In Year I we will implement a neighbourhood pod model that links a dedicated GCC 
with defined PCPs in NYTHP.   
 
Each PCP will have a dedicated GCC for patients requiring community services.  
Depending on the size of the primary care team there may be an opportunity to 
embed a GCC within a primary care practice.   
 
Seniors who fall into the “high risk” category (~5%, with at least one complex 
condition and/or overwhelming physical or psychosocial barriers).  For High Risk 
seniors we are proposing the addition of Specialized Clinical Consultants (SCC) who 
take on the role of “case manager” and are responsible for overall care coordination.  
 
SCCs have specialized knowledge and direct links with specialists.  This allows them 
to exercise their expert clinical judgement to navigate seniors to the right care, in the 
right place, at the right time based on the patient’s clinical condition at any given time 
while they are in the community.  For these “high risk” seniors who are often high 
users of costly acute care services the SCC will become their one point of contact for 
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all service and care coordination. The SCC will work in collaboration with the patient’s 
GCC to re-evaluate service delivery needs as the patient’s condition and functional 
needs change while they are in the community.  For these “high risk” patients this 
model provides a team-based case management model whereby all care providers 
collaborate in care planning utilizing regularly scheduled inter-agency patient care 
rounds to monitor patient progress over a defined period.  
 
In addition to intensive case management by the SCC high risk seniors with CHF 
and/or COPD will receive care based on standardized pathways that promotes self-
management.  The foundational elements of the proposed CHF/COPD pathway 
include standardized patient education, individualized Action Plans, access to a 24/7 
helpline, and access to pulmonary rehabilitation for patients with COPD.  
Patients who remain in the “high risk” category after the 150 days will continue to 
receive longitudinal follow-up.  The clinical needs of patient who stabilizes or who 
moves back into the “rising risk” group may be managed by their primary care 
provider or co-managed by primary care and specialists where the designated GCC 
will continue with service and care coordination.   
 
Palliative 
 
For homebound “high risk” patients where a palliative approach to care has been 
established, we will leverage our proposed NYTHP Supportive Care Outreach team to 
help support the patient to remain at home and provide pain and symptom 
management during the end-stage of their disease. 
 
NYTHP will build on the existing Supportive Cardiology model of care at NYGH that 
provides early access to palliative care services. The model includes advance care 
planning and pain and symptom management for patients with end-stage heart 
failure.  In collaboration with Home and Community Care, we will expand this service 
in Year I to homebound patients living with chronic progressive life-limiting diseases 
including CHF, COPD and/or neurodegenerative diseases such as dementia.  The 
focus is to support patients to maintain independence through the trajectory of their 
chronic progressive illness through the early identification of risk and encouraging 
close linkages to their primary care providers and community services.   These 
patients will be supported and followed for as long as needed with a comprehensive 
and holistic approach to care. 
 
The foundational element of this proposed Supportive Care Outreach model is a pre-
existing 1 FTE LHIN Nurse Practitioner (NP) who will act as the core primary care 
provider in the home.  The NP will be the main coordinator for patients/families, 
geriatric specialists, family physicians and other community-based care providers.  A 
complement of family physicians will work collaboratively with the NP, Specialized 
Geriatric Services, and other community partners to provide coordinated 
assessments, longitudinal monitoring and support for both patients and caregivers 
based on their individualized goals of care.  In order to build capacity within the 
community team; the NP will work closely with a core team of 2-3 nurses to provide 
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direct care for patients in their homes.        
 

3.3.2. How will you help patients navigate the health care system? 
Patients should never feel lost in the health care system. They should be able to easily 

understand their options for accessing care and know where to go for the services the 

need. Considering the needs of your Year 1 population, please propose how your team 

will provide system navigation services for your Year 1 population.  Describe what 

activities are in and out of scope for your system navigation service in Year 1.  Describe 

which patients will have access to system navigation and how they will access the 

service. Indicate whether system navigation will be personalized (e.g., will the system 

navigator have access to a patient’s health information).   

 

Describe how the system navigation service will be deployed and resourced, and 

whether your team has sufficient existing capacity to meet the anticipated navigation 

needs of you Year 1 population.  

 

Describe how you will determine whether your system navigation service is successful. 

Max word count: 1000 
As patients seek to obtain the best care possible for themselves and their family 
members, they are currently faced with a myriad of options and care pathways to best 
achieve their desired outcomes. With this, patients often slip through the cracks or 
become frustrated with the options available to them and which option is truly best to 
meet their unique needs. North York Toronto Health Partners are dedicated to helping 
patients navigate the healthcare system in a streamlined fashion that provides 
patients with the care they need and providers with confidence be informed of the 
services most suited to their patients’ needs.  Care navigation will be a fundamental 
part of NYTHP’s year1 initiatives, which seeks to redesign current projects and 
develop new pathways.  
 
Within Mental Health and Addictions, partners currently have dedicated intake staff 
that work directly with referred patients and referring professionals, acting as a 
system navigator to guide patients and families through the system. These 
coordinators take pride in understanding the needs and goals as identified by the 
client. Intake coordinators also facilitate a comprehensive assessment of the need of 
clients in order to reduce the risk of directing patients to the “wrong,” service that will 
not truly meet their needs and goals. Furthermore, acute settings, such as the 
Emergency Department at NYGH, have Peer Navigators that work with patients to 
assist them to locate and connect with resources that will help address their various 
needs. The Peer Navigator not only focuses on the clinical needs but also the social 
and economic needs, and assists clients who may need access to food, to volunteer 
work, to other supports that are not clinical in nature but extremely important in 
providing a holistic approach to effective crisis management. 
 
As we look to expand our service to provide holistic and meaningful mental health and 
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addiction services to clients, we are seeking to expand staff knowledge on resources 
so that they too can provide system navigation supports to patients, families and other 
healthcare providers. Furthermore, within an acute setting, we are looking to expand 
NYGH’s partnership with the Krasman Centre, with the goal of increasing our Peer 
Worker positions who could help not only with system navigation, but also provide 
valuable support for patients waiting to access services.  
 
As the NYTHP work together amongst providers to develop a centralized intake for 
mental health and addictions, this will allow clients to enter the same mental health 
and addictions care circle regardless their entry method (through acute, community or 
primary care). This centralized intake will ensure that that consistent and meaningful 
care navigation is being provided to all patients, regardless of their access method to 
mental health and addictions services. Furthermore, this centralized intake will aid in 
ensuring that individuals who transition from youth mental health services do not slip 
between the cracks, and lose consistency in treatment and services, as they transition 
from youth to adolescence within our healthcare system.  
 
For our senior population, through our work in developing generalized and specialized 
care coordination, we aim to have passionate and well-informed care coordinators 
that are well-versed in services and offerings that can be provided to patients to meet 
their holistic needs, regardless of their age, health status, language preference and 
socioeconomic status. Our partners are also dedicated to working alongside the 
Alzheimer’s Society of Toronto (AST), who also provide care navigation  to seniors 
(particularly patients with dementia) in order to facilitate assessments of client needs 
and goals in order to provide education and information on dementia and appropriate 
support services. This will build on this work that is currently being done by AST, 
including the work of Care Navigators who participate in the Care first Primary Care 
Provider Memory Clinic, where they work directly with the PCP and the memory clinic 
team to provide immediate and ongoing support to clients with early stage dementia. 
This linkage to PCPs creates a direct line of communication to enhance patient care 
and facilitate ongoing service delivery. A Care Navigator is also embedded in the 
Baycrest Integrated Community Care Team.  These are two examples of how AST 
Care Navigation has worked in innovative ways to collaborate with PCPs, and how we 
will continue to build and grow on this model to meet the needs of our aging 
population.  
 
For Palliative Patients Year 1 of our proposed model, we will bridge current gaps in 
urgent 24/7 access to palliative care and care navigation for patients with non-
malignant chronic progressive disease. Through the Homebound Pilot Project, 
palliative inpatients who are suitable to live at home will be matched with a community 
palliative care nurse practitioner, who will be the primary care provider for that patient. 
Alongside a dedicated care coordinator, the NP will aid palliative patients in 
navigating and accessing specialized programs and services suitable for the needs 
and goals of the patient. Furthermore, the palliative care working group is exploring 
options to understand the entire landscape of palliative crisis lines available to 
patients and their families, to ensure that regardless of the level of service or provider 
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a patient has access to, they have access to immediate assistance with service 
navigation and clinical guidance in order to reduce unnecessary transfers to 
Emergency Departments and work with families to have a meaningful palliation at the 
patient’s desired location.    
   

 

3.3.3. How will you improve care transitions? 
Patients should experience seamless transitions as they move from one care setting or 

provider to another.  Beyond care coordination and system navigation, please identify 

any specific actions your team plans to take to improve care transitions and continuity of 

care for your Year 1 population.  Describe what initiatives or activities the members of 

your team currently have in place to improve transitions and explain whether and how 

you will build off this work in your first year of implementation. 

Describe how you will determine whether you have improved transitions of care. 

Max word count: 1000 
For mental health clients, the Access to Resources and Community Services (ARCS) 
team is an example of how we currently manage transitions for patients who present 
to the ED at NYGH or Humber River Hospital, who are receiving care in the Urgent 
clinic at NYGH, or who are being discharged from the inpatient mental health unit. 
The ARCS team is a program involving 5 partners (NYGH, COTA, TNSS, Humber, 
and Good Sheppard Non-Profit housing) and providing short-term case management 
and system navigation to patients who are seeking care or receiving care from the 
different areas identified above.  
 
The ARCS program has consistently achieved NYTHP target to connect with a client 
within 48 hours of a referral and clients consistently demonstrate reduced ED visits 
once they are connected with an ARCS case manager. The ARCS case managers 
also work closely with the team of professionals who may be providing care to the 
patient. They accompany patients to appointments, they support them through crisis, 
and they support clients to meet their goals. Also, fewer of these patients go on to 
needing long-term case management. NYGH is also piloting a post inpatient 
discharge virtual care follow-up visit using OTN, where a paired psychiatrist and 
social worker conduct a visit with the patient using the OTN platform within 7 days of 
discharge from the inpatient unit. Post- discharge ED visits for those patients who 
participate in this pilot program.  
 
One goal the partnership has is to further enhance transitions from hospital services 
to community-based services. Our discussions have focused on opportunities to offer 
joint programs so that hospital-based staff are co-delivering programs with staff from 
community agencies. We are exploring ways to enhance warm hand overs as 
patients transition from one program to another.  
 
In Year 1, we will look to develop a walk-in service (Appendix C5) to offer patients 
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alternatives to an emergency room visit when in crisis. We are exploring which patient 
populations could be safely cared for in a Mental health-oriented walk in clinic, what 
hours would best meet patient needs, how to create a safe and therapeutic 
environment for both patients and staff and how to offer a range of clinical and non-
clinical supports while patients wait to access programs or wait for psychiatric 
assessments.  
 
Furthermore, the focus of planning processes to implement year 1 priorities are on: 
identifying gaps in care and/or in transitions in service, and to designing new 
processes that close those gaps with a plan in place to move in a step-wise fashion to 
a future state of a fully integrated system of care. 
  
For seniors, activities that currently support transitions of care of CHF and COPD 
patients include completion of medication reconciliation and provision of a “Depart 
Summary” to the patient prior to discharge from hospital.  The “Depart Summary” 
outlines the patient’s course in hospital, the reconciled medication list, laboratory and 
diagnostic results and post discharge follow-up instructions.  Patients are instructed to 
use the Depart Summary for self-reference and to bring it to their follow-up with their 
primary care provider.  In addition, “Discharge Summaries” are sent directly to the 
patient’s primary care provider within 24-28 hours of hospital discharge. 
 
In Year 1, we will maintain the above processes and tools that supports patients as 
they transition home.   In addition, our proposed model will leverage the use of 
standardized post discharge care pathways for “high risk” CHF/COPD patients. These 
pathways along with individualized “Action Plans”, standardized in-home/virtual 
follow-up along with standardized patient education and access to a 24/7 helpline will 
be part of a self-management toolkit provided to patients to support and sustain their 
transition home. For example, a CHF patient’s action plan includes individualized 
instructions for patients to increase their dosage of diuretics as they observe an 
increase in their weight post discharge.  It provides patients with guidance around 
self-administration of additional doses of diuretics for a pre-determined period.  It also 
provides guidance around when to call the 24/7 helpline and under what 
circumstances patients should return to the Emergency Department.  Patients will be 
directed to share the “individualized action plan” with their primary care providers at 
their initial follow-up appointment within 1 week of discharge from hospital.  To 
maintain continuity of care, a copy of each patient’s Action Plan will also be available 
in the Heart Failure Clinic prior to their standardized 2 -week post discharge follow-up 
appointment. 
 
For palliative patients, our proposal supports improved access to palliative care 
consultation for patients living in long term care (LTC) settings.   The aim of this 
proposed model is to improve access to palliative care expertise in the LTC setting 
and improve transitions as patients with palliative care needs are transferred back to 
LTC.   This model will support residents in LTC homes to remain where they are.  As 
well, the model will support and build capacity of staff within LTC to better meet the 
palliative and end-of-life care needs of patients who reside in their facilities, and 
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minimize the need to transfer palliative patients to hospital.   
 
For the virtual care pilot, prior to hospital discharge, the hospital care team will identify 
at-risk patients in need of palliative care consultation in hospital before transfer back 
to LTC. By leveraging existing OTN assets, palliative care specialists will provide 
virtual care consultations and follow-up for these at-risk patients to support continuity 
of care and allow LTC residents to remain in LTC for their palliative and end-of-life 
care.  When a palliative approach to care has been established, virtual care 
consultations will be utilized to determine if a patient should transfer to the hospital for 
care.  This model will also support a seamless transition of patients from hospital back 
to LTC through virtual “warm hand-offs” pre and post patient transfer to LTC.  This 
model will be tested at Valleyview LTC home in Year 1, with plans to scale and 
spread to other LTC homes within NYTHP’s catchment area in subsequent years. 

 

3.4. How will your team provide virtual care? 
The provision of one or more virtual care services to patients is a key Year 1 service 

deliverable for Ontario Health Teams.  Virtual care enables patients to have more 

choice in how they interact with the health care system, providing alternatives to face to 

face interactions. This includes virtual visits that allow patients to interact with their 

healthcare providers using telephone, video or electronic messaging; websites and 

apps that provide patients with easy access to their health records; innovative programs 

and apps that help patients manage their condition from their homes; and tools that 

allow patients to book appointments online and connect with the care they need. 

Ontario’s approach to virtual care makes care more convenient for patients, provides 

patients with choices about how they receive and manage care, and ensures that virtual 

care is only used when clinically appropriate and preferred by the patient. At maturity, 

teams are expected to provide patients with a range of digital choices. 

Please refer to Appendix B – Digital Health to provide your proposed plan for offering 

virtual care options to your patients. 

3.5. How will you support patients (and caregivers) to be active participants 
in managing their own health and health care? 

 
3.5.1. How will you improve patient self-management and health literacy? 

Evidence from high-performing integrated systems shows that new approaches to care 

need to be flexible and adaptive to individual patient goals.  Describe your proposed 

plan for helping patients manage their own health.  Describe which of your Year 1 

patients (e.g., which health conditions) will receive self-management and/or health 

literacy supports, and the nature of those supports.  Include a description of your team’s 

existing self-management and health literacy tools, processes and programs, and 

describe how you will build off this existing infrastructure to enhance these functions for 

your Year 1 population. 
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Max word count: 500 
Self-management and health literacy supports will be available to all year one 
patients: seniors, palliative care and mental health. These widely available services 
will be directly offered to our Year 1 population as part of our NYTHP out-reach 
strategy. 
 
 
As population health managers, NYTHP has adopted an integrated, value-based, 
care network.  A single model of care does not meet the needs of an entire 
population. Segmenting the population into groups of people with similar needs 
enables NYTHP to offer different models of care to different segments of the 
population. Self-management and health literacy is the model of care for the low risk 
population. International evidence and guidance from RISE target self-management 
and health literacy tools as the means to keep people with a single chronic disease or 
low risk factors loyal to their own health and connected to the health care system 
(“out-reach”). As such we plan a lower intensity of coordination and navigation and 
greater use of digital tools when delivering self-management and health literacy 
supports. 
 
Seniors 
 
To support dementia-related patients and caregivers, NYTHP will leverage core 
partner Alzheimer’s Society programs: 
• Toronto Dementia Network tdn.alz.to   
• Seniors Support Program (volunteer calls) 
• Regional Geriatrics Program of Toronto’s Seniors Friendly 7 Framework  
• Memory and Aging Program 
• Learning the Ropes for Living with Mild Cognitive Impairment 
• Training of Executive Attention Program 
 
Furthermore, core partner LOFT provides behavior support plans that are completed 
and explained in plain language to caregivers, providing them with the understanding 
to manage responsive behavior associated with dementia.  
 
For seniors living with COPD and CHF, NYTHP can build upon Taking Charge of 
Your Heart Failure and Living Well with COPD Education Modules, which are 
delivered in home, in addition to educational material patients will be further 
supported with individualized “Action Plans” that are completed by the patient’s 
specialist prior to discharge.  Patients will also be taught self-management strategies 
and contingency plans to bring patients back for urgent and/or close longitudinal 
follow up based on the patient’s clinical needs.  
 
Palliative 
 
For palliative care supports, NYTHP will be offering 
• Early conversations about goals of care, advance care planning, and options 



Ontario Health Teams 
Full Application Form 

 

52 
Version Date: 2019-09-11 

for pain and symptom management in Primary Care  - with outreach to support PCPs 
• Public education on Advance Care Planning - especially via Compassionate 
Community initative (Appendix C11) 
• Explore concept of “Virtual Hospice” to provide educational materials and 
consultation 
 
Mental Health and Addictions 
 
For mental health and addictions, the provision of information will be a core service 
for the access hub. Initially, the access hub will make improvements to patient health 
literacy and informed decision making by ensuring a single and integrated team of 
hospital and community access staff who can provide service navigation and access 
to the full range of services across the mental health and addictions continuum.  We 
will draw on exisiting resources, including print and online products, from both our 
members and from provincial sources.  In subsequent years, implementation of 
additional online tools and digital self-management options will be explored and 
implemented.        

 

3.5.2. How will you support caregivers? 
Describe whether your team plans to support caregivers and if so how.  In your 

response, include any known information about caregiver distress within your 

community or attributed population, and describe how your plan would address this 

issue.   

Max word count: 500 
NYTHP recognizes the invaluable role of caregivers for our patients and families. Our 
patient and caregiver representatives bring critical lived experiences to all of our 
leadership tables and working groups. We are focused on supporting caregivers of 
our target populations: mental health and addictions, seniors and palliative. We 
regard caregiving as a risk factor for worse health outcomes and include caregivers in 
our approach to population segmentation.  
 
Caregiver distress is the early indicator of risk for worse health outcomes and higher 
costs of care. Seniors are 1.2 and 1.9 times more likely to enter residential care 
respectively if their caregiver is experiencing distress; and if their caregiver is no 
longer able to continue providing care. Compared to caregivers for seniors without 
dementia, caregivers for seniors with dementia were twice as likely to express 
symptoms of distress, anger or depression and feel unable to continue their 
caregiving activities. 
 
NYTHP is aligning shared resources around the seniors Year 1 initiative around 
Specialized Care Coordination (SCC) (Appendix C8) which will build upon and 
expand the Alzheimer’s Society First Link Navigator (FLN) program. FLN consists of 
outreach, support and education for persons with dementia and their family 
immediately after diagnosis and ongoing throughout the continuum of the disease.  
We expect an additional 200 people living with dementia and their caregivers in the 
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community to access this SCC, with responsibility for identifying needs, supporting 
self-management goals, and strengthening the communication and care planning 
linkages between providers and across sectors.  
 
As an SCC in the care coordination model the FLN will also support interprofessional 
teams across our primary care members. This will enable caregivers in our OHT to 
access our capacity for: over 800 Day Service spaces; 11 respite beds; 9,000 
caregiver support services from 7 community agencies; and 10,500 home-based 
community support services.  One of these supports include social workers at Circle 
of Care, who are fully trained in the evidence based CARERS program, which is a 
targeted program that provides practical skills and emotional support to those caring 
for loved ones with dementia.  
 
Our palliative Year 1 outreach program aims to support patients and their caregivers 
with wraparound care to enable people to remain at home at the end of their lives.  
The caregiver and family will be supported via a multidisciplinary team, with 24/7 
access to family-centred, supportive care.  
 
In mental health and addictions, creating ‘one number’ for patients and their 
caregivers to call for Service Navigation and support is a key goal.  Working with 
primary care physicians to better understand patient needs and build better pathways 
to services will also be a key priority.  Related to both of these goals, the NYTHP will 
focus on creating accessible, digital platforms that can support patients and their 
caregivers across all programs and services. Furthermore, resources such as the 
Ontario Caregiver Organization will be utilized to understand the profile of caregivers 
in our specific attributed population in order to provide the the greatest impact and 
support.        

 

3.5.3. How will you provide patients with digital access to their own health 
information? 

Providing and expanding patients’ digital access to health information is an important 

part of the Ontario Health Team model in Year 1 through to maturity.  

Please refer to Appendix B – Digital Health to provide your proposed plan for providing 

patients with digital access to their health information. 

3.6. How will you identify and follow your patients throughout their care 
journey?  

The ability to identify, track, and develop sustained care relationships with patients is 

important for strengthening relationships and trust between patients and providers, 

implementing targeted care interventions, and supporting clinical follow up and patient 

outcome measurement. 

Describe the mechanisms, processes, and/or tools that your team proposes to use to 

collectively identify, track, and follow up with Year 1 patients. 
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Max word count: 500 
Key to NYTHP’s population health approach will be to design and develop whole 
system capacity to identify, target, deliver, monitor and evaluate care in our 
population, across settings, services and time.  This capability is a fundamental 
building block and will be a priority for our OHT partnership.  The digital health 
working group has set an overarching vision around the enablement of population 
health management, at patient and system level.  Year 1 initiatives are the first step 
towards this goal, and each initiative will enable us to learn, adapt and grow into true 
population health managers. 
 
Seniors 
 
Patients on NYTHP’s senior care pathway will be identified through referral to the 
Generalized Care Coordinator and Specialized Clinical Consultant. They will be 
followed through the electronic medical record of the interprofessional team, which is 
the primary care EMR for the interprofessional primary care team and the hospital 
EMR for the specialized interprofessional team. Home and community care services 
will be followed through CHRIS and viewed using ConnectingOntario. 
 
Mental Health and Addictions 
 
Mental Health is developing a system built on the existing digital health infrastructure 
of the three existing access partners (NYGH, COTA’s ARC Program and The Access 
Point) to create a robust way of following patients through their care journey.  At 
present, The Access Point’s digital health infrastructure is able to track the first three 
steps of the client journey and we are exploring how this infrastructure can be 
leveraged to link up with other steps in the process, as well as implemented initially as 
the digital health solution for the hospital-community access hub. 
 
Palliative  
 
Palliative patients will initially be identified from in-patient services and outpatient 
clinics at North York General Hospital, as well as through referrals from primary care.  
Once identified, these patients will be registered with the supportive outreach team in 
both Cerner (hospital system) and CHRIS (LHIN system).  Charting will take place via 
dictation into Cerner, CHRIS and also will be shared with home and community 
support providers.  Collaboration tools such as virtual collaboration (e-consult and 
virtual visits) will also be explored to further enable care.  In addition, this team will 
also explore how a common information sharing approach and platform could be 
used, across the hospital, primary care, LHIN, home and community care providers, 
and most importantly, patients and caregivers.   
 
Primary Care 
 
NYTHP’s 50+ active primary care providers will be key to identifying and tracking 
patients and in Year 1 we will be engaging to understand how this can be facilitated 
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through aligning and integrating with their EMRs and other foundational elements 
such as the Practice-based Research Network, UTOPIAN, which is headquartered in 
North York with over 65,000 patients and growing. 
The Year 1 initiatives will help NYTHP understand the key requirements, barriers and 
priorities for development of a population health management system.  Alongside this, 
the Year 1 projects will also be trialing collection of patient, caregiver and provider 
reported outcome and experience measures, to help inform improvements, but also to 
form the basis for OHT-wide measurement and evaluation.      

 

3.7. How will you address diverse population health needs? 
Ontario Health Teams are intended to redesign care in ways that best meet the needs 

of the diverse populations they serve, which includes creating opportunities to improve 

care for Indigenous populations, Francophones, and other population groups in Ontario 

which may have distinct health service needs.  In particular, Ontario Health Teams must 

demonstrate that they respect the role of Indigenous peoples and Francophones in the 

planning, design, delivery and evaluation of services for these communities. 

 

Considering your response to question 1.3 and according to the health and health care 

needs of your attributed population, please describe below how you will equitably 

address and improve population health for Indigenous populations, Francophones, and 

other population groups who may experience differential health outcomes due to socio-

demographic factors. 

 

3.7.1. How will you work with Indigenous populations? 
Describe whether the members of your team currently engage Indigenous peoples or 

address issues specific to Indigenous patients in service planning, design, delivery or 

evaluation.  Considering the needs and demographics of your Year 1 and maturity 

populations, indicate whether you intend to expand or modify these activities or 

otherwise specifically seek to address Indigenous health or health care needs in Year 1 

or longer-term. 

 

How will members of your team provide culturally safe care? Does your team include 

Indigenous-led organizations as members or collaborators? Why or why not? 

Max word count: 500 
Our team is committed to working with and meeting the needs of Indigenous people in 
our OHT, who comprise about 0.4% of our population (based on LHIN sub-region 
data), or approximately 3,290 individuals in North York who identify as First Nations, 
Metis, Inuit and other Aboriginal identities. We also recognize that this is an 
underestimated number as indigenous people may not disclose their indigenous 
identity. 
 
Within our Year 1 populations, we will look to build upon our partners’ experience in 
providing culturally safe and effective care to indigenous peoples.  We have already 
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initiated discussions with Indigenous primary care organizations, recognizing that 
many Indigenous people choose to access traditional medicine over western 
medicine (such as healing circles and consultations with Elders); we also understand 
that partnerships developed with organizations must be done in a conscious and 
genuine manner in order to meet the unique care and navigation needs of our 
indigenous patients.  Furthermore, as a partnership we are looking to incorporate 
cultural safety training that fosters a climate where the unique history of indigenous 
people is recognized and respected in order to provide appropriate care and services 
in an equitable and safe way, without discrimination. This type of training is offered 
online through San’yas, through CCO, other organizations, and is currently being 
explored as a next step. Some individuals and organizations within the OHT have 
already completed such training. 
 
We look to build on the Indigenous engagement conducted by Central LHIN which 
identified themes of trauma as a result of residential schools, systemic racism and 
discrimination and the importance of culturally safe care.  
 
Best practices from existing services provided will be used throughout the 
partnership. Servies provided by partners include:  
 
Toronto North Support Services provides outreach services to homeless populations 
who have mental health and addictions issues across Toronto. Indigenous individuals 
are over represented in the homeless population, making up 16 to 18 percent of this 
population.  Toronto North Support Services worked with other providers to deliver 
specialized services to this population. 
 
When invited, Addiction Services York Region provides addictions programs and 
services to Indigenous peoples on Georgina Island, a reserve in York Region.  They 
also have a partnership with the Ontario Federation of Indigenous Friendship Centres 
to provide Indigenous Cultural Competency Training to health service providers. 
 
Better Living offers palliative care education through PalCare Education, including 
training to support staff, caregivers and volunteers in understanding Indigenous 
practices and views. 
 
Bayshore has a long history of working with Indigenous communities in Canada, 
specifically providing nursing to remote and isolated communities across five LHIN 
geographies.  They also provide training programs for staff to better understand the 
Indigenous view of health and information on how to relate to Indigenous patients. 
 
For almost 20 years, SE Health has partnered and collaborated with First Nations, 
Inuit and Métis communities. SE Health has partnered with 500+ Indigenous 
communities and organizations nationally to positively impact health and wellbeing at 
the local level. This partnership focused on providing virtual education at no cost to 
health care providers working in First Nation communities; conducting action-based 
research to help understand and address gaps and barriers to care; and mobilizing 
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knowledge exchange and community-driven approaches to health and well-being. 
 
The Alzheimer’s Society of Toronto partnered with the Native Canadian Centre of 
Toronto to provide a one day conference on Brain Health and Prevention of Dementia 
and to host Social and Recreational programing for clients and the surrounding 
community.      

 

3.7.2. How will you work with Francophone populations? 
Does your team service a designated area or are any of your team members 

designated or identified under the French Language Services Act?  

 

Describe whether the members of your team currently engage Francophone 

populations or address issues specific to your Francophone patients in service planning, 

design, delivery or evaluation.  (This includes working towards implementing the 

principle of Active Offer).  Considering the needs and demographics of your Year 1 and 

maturity populations, indicate whether you intend to expand or modify these activities or 

otherwise specifically seek to address Francophone health or health care needs in Year 

1 or longer-term.   

Max word count: 500 
The North York Toronto Health Partners (NYTHP) OHT engages its Francophone 
population through North York General Hospital and Toronto North Support Services, 
who already provide francophone-specific services and supports. We will also 
continue to collaborate with our French Language Services identified HSPs and with 
Entité 4, our local French Language Health Planning Entity, through community 
consultations, to ensure that we are engaging with the wider Francophone community 
of 8840 (2.32%) of our North York Central population.   
   
Toronto is one of the 26 French-language designated areas in Ontario and as such, 
NYTHP will identify and seek to address issues specific to our Francophone patients. 
An important first step will be to clearly demonstrate the availability of French 
Language Services (FLS) across our core members to understand how FLS are 
currently being offered.  A planned step will be the identification of francophone 
patients in our population, which will be enabled by our data and analytics team 
members as well as patient-level data that will hopefully be made available to 
successful OHTs.  
 
To enhance FLS capacity, it is important to ensure the continuum of French 
Language Health Services (FLHS). We will strive to actively offer our services in 
French, including navigation and care coordination to services, to increase integrated 
access to services for the Francophone population. Furthermore, we seek to 
collaborate and liaise with Francophone Care Coordinators from Home & Community 
Care to work towards of an equitable continuum of care for our Francophones.  As 
part of this commitment, NYTHP has also begun to explore collaboration with the 
Centre Francophone (CHC with a location in North York), in order to further support 
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our francophone communities. 
 
Two areas of early collaboration with the Centre Francophone (Alliance member) will 
be to engage via our primary care working group, both to invite francophone focused 
primary care providers to become active participants in our processes, but also to 
better understand how we might align other services such as care coordination to 
francophone communities via primary care.  Another key initiative will be to engage 
francophone patient and caregiver partners in our working groups and initiatives, with 
the support of our francophone partners. 
 
NYTHP will work towards an understanding where there are key gaps in francophone 
supports, including a plan to address the gaps in recruitment, training, 
communications standards, etc.  NYTHP will co-design this with patients, caregivers, 
providers, and with the support of agencies such as Entité 4. We will additionally seek 
to systematically capture patients’ linguistic identities across all partners. 
 
The NYTHP will continue to collaborate with regional and other francophone 
agencies, for advice and support when engaging and caring with our Francophone 
population.        

 
3.7.3. Are there any other population groups you intend to work with or 

support? 
Describe whether the members of your team currently engage in any activities that seek 

to include or address health or health care issues specific to any other specific 

population sub-groups (e.g., marginalized or vulnerable populations) who may have 

unique health status/needs due to socio-demographic factors.  Considering the needs 

and demographics of your Year 1 and maturity populations, indicate whether you intend 

to expand or modify these activities in Year 1 or longer-term. 

Max word count: 500 
Our team is committed to providing appropriate services to the diverse members of 
our attributed population. 
 
Members have specific initiatives targeted to meeting the needs of a particular 
segment of the population.  These initiatives will inform the work of the team, 
particularly as we strive to ensure we are meeting the specific needs of our 
population. 
 
According to the 2016 census, approximately 52% of the population in North York is 
comprised of immigrants and 16.8% are ages 65 and above. The top three visible 
minority groups in the area are as follows:  13.3% Chinese, 8.9% South Asian and 
8.0% Filipino. 
 
Services Addressing Linguistic and Cultural Needs include:  
• Alzheimer’s Society of Toronto (AST) participates on the Local Immigration 
Partnership network that addresses the specific health needs of immigrant 
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populations. 
• AST, Carefirst and Yee Hong (YH) are all members of the Chinese Caregiver 
Network to address the specific caregiver challenges within the Chinese ethnic 
community. 
• Carefirst offers Primary Care Memory Clinic services in Korean and partners 
with AST to work with a Korean-speaking social worker and to partner with the 
Korean Alzheimer’s Society. 
• YH offers Primary Care Memory Clinic services in Mandarin, Cantonese and 
English, which can also be offered via OTN  
• YH has a caregiver resource centre with resource booklets available in 
Mandarin and Cantonese 
• YH has Adult Day Programs, meals on wheels, transportation and home and 
community care with Mandarin and Cantonese speaking social workers, PSW and 
physicians  
• AST has partnerships with several long-term care homes to provide language 
specific caregiver support in Portuguese, Spanish and Korean focusing on isolated 
caregivers. 
• AST resource booklets are available in Greek, Spanish, Korean, Tamil, Farsi, 
Chinese simplified and Chinese traditional. 
• AST offers public and caregiver dementia education programs in Korean, 
Tamil, Cantonese, Mandarin, Spanish, Farsi, and Nepali. 
• Toronto North Support Services offers a seniors program for Tamil speaking 
seniors who are typically isolated and face a high level of stigma related to mental 
health issues 
• YH focuses on providing culturally appropriate care for Chinese, East Asian 
and South Asian seniors, and other seniors whose first language is not English 
• Carefirst is focused on serving traditionally marginalized populations including 
Asian/South Asian groups, seniors and immigrants who face significant cultural, 
linguistic and financial challenges when accessing health care and using services.  
• Services for Filipino seniors immigrants who are primarily English speaking 
Catholics. 
• Circle of Care offers an ethno-specific program for Holocaust survivors- many 
of which live in the North York area 
• Home care and community support organizations aim to assign care providers 
to patients who have the same linguistic and cultural background whenever possible 
 
Services Addressing Socio-Economic Need 
• The North York FHT offers a Homebound Program, led by an NP, that 
supports frail, elderly homebound patients in accessing timely primary care and follow 
up after discharges, particularly those with low SES 
• Seniors Crisis Service provided by LOFT provides 24/7 intervention to prevent 
hospitalization and support seniors at home, especially those with low SES 
• Circle of Care offers a subsidy program for patients who are unable to pay for 
specific services (i.e. meals, transportation)  
The FHT provides screening by physicians and allied health professionals and offers 
referrals to a case worker for income optimization      
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3.8. How will you partner, engage, consult or otherwise involve patients, 
families, and caregivers in care redesign? 

Describe the approaches and activities that your team plans to undertake to involve patients, 

families, and caregivers in your Year 1 care redesign efforts.  Describe how you will determine 

whether these activities have been successful. 

Max word count: 1000 
Patients, families and caregivers have been essential partners in every aspect of the 
OHT design since the members began meeting in the winter of 2019.  The Core 
Table, as well as each Working Group, includes patient, family and/or caregivers with 
lived experience as an essential member of the group.  As a testament to this 
involvement, our patient partners have provided a letter of support (Appendix C2) for 
the OHT full application, along with being co-designers of the proposal itself.  
 
We want to include in this application an expression of our gratitude to our patient, 
family and caregiver partners.  These individuals have contributed a substantial 
amount of expertise and time and have been exceptionally willing to share their 
experiences, stories and perspectives.  Our OHT team would not have reached the 
place where we are today without these valued partners. 
 
Patient, family and caregiver representatives were recruited from various member 
organizations to help ensure a diversity of perspectives and voices.  Several of the 
individuals who have been participating in the OHT team processes are also actively 
involved in the patient, family and caregiver engagement structures within the 
organization they are attached to.  Even so, they have not been tied to an 
organizational affiliation rather they have brought their experiences of being recipients 
of health care from a variety of sectors and organizations. 
 
When the Core Table established a voting structure as an option if they were not able 
to reach a decision by consensus, it was agreed that the patient/family/caregiver 
representatives who are members of that Table will have an equal vote to each other 
organizational member.  The members were clear that the patient, family and 
caregiver representatives were not simply at the table as supporters or as a resource 
for the members – they are an essential part of this OHT and they have an active 
voice and decision making role. 
 
When the group was establishing these principles and values, we were fortunate to 
have several patient, family and caregiver representatives join us for our visioning 
session, making up approximately 15 percent of our group for that session.  Their 
voices and perspectives were invaluable as the group discussed and established the 
core principles and values for the OHT, as well as broader vision for how the OHT 
would function. 
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When determining their vision and priorities for mental health and addictions care in 
our area, the Mental Health and Addictions Working Group held a story telling session 
with several patients and family members.  These individuals told their stories of the 
difficulties of navigating the health system and the acute and community mental 
health and addictions system and of finding the provider who could assist them and 
who was the right fit for them.  These stories were difficult for our patient and family 
members to tell, but they willingly did so to help shape the focus on mental health and 
addictions as a Year 1 population and on creating better, smoother access for 
patients entering the system through primary care, the community or the hospital. 
 
In several circumstances, the patient/family/caregiver representatives have helped 
steer the group toward the most pressing issues in the system and to practical, 
relevant solutions for these issues.  They have also ensured that their peers on the 
team do not lose sight of the elements of our system that are working well currently 
and instead focus on how we can scale and spread those elements. 
 
When the team was establishing a name, we were very aware of needing to ensure 
the name would resonate with patients, families and caregivers.  Several names were 
tested and a short list was sent to the Patient and Family Advisory Committee 
members from the member organizations.  These groups voted on the names and 
their feedback was essential in shaping the decision to brand the team as North York 
Toronto Health Partners. 
 
Based on input received from our current patient, family and caregiver 
representatives, we are exploring the formation of a formal Patient, Family and 
Caregiver Committee.  Patient, family and caregiver representatives will remain 
essential and valued members of the Working Groups but will also have a dedicated 
group where they can come together to discuss issues arising across the Working 
Groups, share insights and gather various perspectives. 
 
In Year 1, a key role for our patient, caregiver and family partners will be in the co-
design and delivery of our evaluation framework.  Every Year 1 initiative has identified 
patient (and caregiver) outcomes and experience as a key measure of success.  
Central to this aim will be the involvement of patient, caregiver and family partners in 
designing these indicators and ensuring that we are measuring what matters to 
patients, caregivers and families in North York Toronto. 
 
We are continually verifying our engagement with the patient, family and caregiver 
representatives.  We are partnering with them on their terms and they are guiding our 
engagement. Much like care pathways already developed around COPD and CHF, 
we look forward to continuing to work with patients and family caregivers in a 
meaningful way to redesign new care as our partnership projects continue to 
develop.      
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4. How will your team work together? 
 
4.1. Does your team share common goals, values, and practices? 

The development of a strategic plan or strategic direction that is consistent with the 

vision and goals of the Ontario Health Team model (including the quadruple aim and the 

principles of integrated care, shared accountability, value-based care, and population 

health management) is a Year 1 expectation for Ontario Health Team Candidates.  

Describe the degree to which the members of your team already share common 

organizational goals, values, or operating practices and how these align with the Ontario 

Health Team model.  Where there are differences, please describe whether they would 

need to be addressed as part of your partnership going forward. 

Max word count: 500 
The North York Toronto Heath Partners have agreed to the following Principles and 
Values: 
 
Principles 
• Plan an integrated health system offering a full and coordinated continuum of 
care to meet the needs of the population we serve. 
• Work in partnership with patients, families and caregivers in the development, 
implementation and decision making of the system. 
• Build on what already exists, including expanding our current success, 
borrowing from others, and scaling proven models adapted to meet local needs. 
• Move towards a population health management approach, acknowledging the 
need for prevention and early intervention and a focus on the determinants of health. 
• Seek mechanisms to improve access to care and coordination, looking to 
digital solutions first. 
 
Values 
• Person, family and caregiver-centred 
• Collaborative 
• Efficient 
• High Quality 
• Accountable 
• Equitable 
 
To develop the principles and values, the team held a visioning session in June that 
brought together all members of the team and many patient, family and caregiver 
representatives with experience with various parts of the health system.  The 
members of the team were able to easily agree to the principles and values, due to 
the substantial alignment that already existed. 
 
These principles and values are included in the Memorandum of Understanding 
signed by member organizations and in the Alliance Agreement signed by 
collaborators.  A core obligation of both agreements is to uphold the principles and 
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values. 
 
These values have guided the decision making of the Core Table throughout the 
development of plans for the team and of this application.  The members have been 
able to reach consensus for every decision based in large part on aligning all 
decisions to the established values. 
 
Members of the team are already working individually towards the quadruple aim and 
are committed to combining these efforts to achieve these goals collectively. 
 
In Year 1, certain operating practices will need to be adjusted to accommodate for 
differences in the details of member operating practices.  These differences are in 
part due to the very different settings team members are operating within, for example 
a hospital compared to a primary care practice and a long-term care home compared 
to a community outreach program.  Any shared operating practices would need to 
continue to accommodate these differences and provide the flexibility for different 
providers to provide the best, patient and client-centred care. Our shared values and 
principles will facilitate the discussion on operating practices.      

 

4.2. What are the proposed governance and leadership structures for your 
team?  

Ontario Health Teams are free to determine the governance structure(s) that work best 

for them, their patients, and their communities.  Regardless of governance design, at 

maturity, each Ontario Health Team will operate under a single accountability 

framework.   

Please describe below the governance and operational leadership structures for your 

team in Year 1 and, if known, longer-term. In your response, please consider the 

following: 

• How will your team be governed or make shared decisions?  Please 
describe the planned Year 1 governance structure(s) for your proposed Ontario 
Health Team and whether these structure(s) are transitional.  If your team hasn’t 
decided on a governance structure(s) yet, please describe the how you plan to 
formalize the working relationships among members of the team, including but 
not limited to shared decision making, conflict resolution, performance 
management, information sharing, and resource allocation.  To what extent will 
your governance arrangements or working relationships accommodate new team 
members? 

• How will your team be managed? Please describe the planned operational 
leadership and management structure for your proposed Ontario Health Team.  
Include a description of roles and responsibilities, reporting relationships, and 
FTEs where applicable.  If your team hasn’t decided on an operational leadership 
and management structure, please describe your plan for putting structures in 
place, including timelines. 
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• What is your plan for incorporating patients, families and caregivers in the 
proposed leadership and/or governance structure(s)?   

• What is your plan for engaging physicians and clinicians/ clinical leads 
across your team’s membership and for ensuring physician/provider 
leadership as part of the proposed leadership and/or governance 
structure(s)?  For non-salaried physicians and clinicians, how do you plan to 
facilitate their meaningful participation? What approaches will your team use to 
engage community-based physicians and hospital-based physicians? 
 

Max word count: 1500 
The North York Toronto Health Partners have built a governance and leadership 
structure that will meet the needs of our team and our community.  We have built our 
current structure on a foundation of trusting relationships, with the fundamental goals 
of consensus, transparency and equity.  Many of our team’s members have a history 
of shared decision making and collaborative governance, advancing our thinking on 
how to work together and establish these structures. 
 
We have developed governance and operational structures that function well for the 
current status of the team, focused on oversight, planning and insight and direction.  
We anticipate that these structures will remain largely consistent for Year 1 but we will 
remain flexible and retain the ability to adjust to the dynamic nature of the evolving 
OHT.  Our structure will evolve as we better understand the governance and 
operational environment of the OHT and as the membership evolves. 
 
Governance Structure 
 
We have a two-level structure that collectively forms the North York Toronto Health 
Partners.  The Core Table includes organizations who have signed as members in 
this application.  The Alliance includes organizations who have agreed to be 
collaborators in this application. 
 
The Core Table responsibilities are to: 
i. provide direction and guidance to the activities of the Alliance; 
ii. provide oversight and guidance to the Working Groups; 
iii. review and approve the strategic direction of the Alliance; 
iv. review and approve resource allocation, including financial resources; 
v. provide oversight for the management of performance and accountability 
measures; 
 
Alliance members agree to: 
i. Support the values and principles of the North York Toronto Health Partners 
ii. Support the Patient Declaration of Values for Ontario 
iii. Participate in good faith in the development of the OHT 
iv. Support a population health approach 
v. Support community engagement 
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All organizational members of the Core Table have signed an MOU.  The MOU 
outlines the values and principles, the structure, the voting procedures, membership 
structure, and information sharing.  It includes standard confidentiality and non-
disclosure clauses and establishes that all parties have joint interest in all IP 
developed or conceived through or related to North York Toronto Health Partners.  
The agreement also includes a provision that it will be evaluated in September 2020 
or before to ensure that the structure remains appropriate for the group. 
 
A notable element of the structure is the decision-making framework.  The members 
have agreed that decision making by consensus remains the goal.  To date, the group 
has made all decisions by consensus.  In the case where it is necessary, we have a 
voting procedure in place.  Given the trust of the partners and the desire to create a 
partnership where members all feel equally valued, we have established a “one-
organization, one-vote” structure.  After considering other options, including weighting 
by budget or population served or a sectoral representation structure, the members of 
the team favoured this equal weighting of votes. 
 
Shared resources for the OHT, such as human resources, digital resources, etc. will 
be governed by the same decision-making processes as all other decisions.  The 
group has already established a Project Management Office.  We will also develop a 
shared health information plan built to meet the legislative standards for personal 
health information and will develop a system architecture that meets the mandate of 
our OHT. 
 
Members of the Board of Directors for each member organization were invited to a 
governance to governance meeting in September 2019.  This meeting served as an 
opportunity for Boards to meet and begin the process of understanding each other’s 
organizations.  It also allowed the team to ensure that all Boards had a similar 
understanding of what we are developing for our OHT, including our Year 1 
populations, the attributed population model, and the governance and operational 
structures.  It was agreed at that meeting that the Boards would continue to engage 
on a regular basis and would work together to develop ongoing governance and 
operational structures to support the OHT as it progresses. 
 
The collaborators who are part of the North York Toronto Health Partners (listed in 
Section 2.6.2) have signed an Alliance Agreement, agreeing to uphold the principles 
and values of the group and to participate in our initiatives when it is relevant to their 
organization. 
 
New organizations will be welcomed to the Alliance if they: 
• Agree to the values and principles of North York Toronto Health Partners; 
• Are providing services to people in our attributed population; 
• Have core business aligned to the objectives of the OHT; and 
• Demonstrate value in adding to the strategy and execution of our team. 
 
We anticipate that we will also add new full members of the team, who would sign on 
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to the MOU and participate in the Core Table.  The decision to add a new member of 
the Alliance or the Core Table is at the discretion of the Core Table and based on the 
needs of NYTHP. 
 
Including Patients, Families and Caregivers 
 
At least one patient, client, family and/or caregiver representative is included in every 
working group and at the Core Table.  Our team is committed to including these 
important members of our community as partners in our OHT and will ensure that 
these voices are represented at every level. 
 
We are working with our current patient, client, family and caregiver representatives to 
develop a structure that will be optimal for them, including how they would like to be 
represented within the governance structure.  One option we are exploring is forming 
a patient and family advisory committee (PFAC) that would bring together the 
representatives from across the working groups.  This PFAC would in no way be 
intended to replace the existing structure of including representatives at the working 
groups but would be an additional opportunity for the representatives to share what 
they are working on with their specific working group.  
 
We have committed in our MOU to including patient, client, family and/or caregiver 
representatives as voting members of the Core Table but we are still determining how 
many members will be included and how they will be selected.  If we form a PFAC, it 
is anticipated that the Chair and potentially other members could then sit at the Core 
Table as the voting members representing patients, clients, families and caregivers. 
 
The patients, families and caregivers are leading the discussion regarding potential 
PFAC creation and voting roles.  
 
Including Physicians and Clinical Leaders 
 
At least one representative from primary care is included in every working group and 
at the Core Table.  The team has been successful in ensuring that primary care 
physicians working in different models are included and that we are not solely relying 
on the North York Family Health Team to represent primary care. 
 
The Primary Care Working Group is well along in designing a structure that will 
facilitate the meaningful participation of non-salaried physicians and clinicians.  The 
Working Group has also designed a tiered structure for primary care physicians to 
express their interest in participating in the OHT, offering options that will appeal to 
different providers depending on their degree of interest in participation. 
 
Along with primary care representation, several other clinicians have participated in 
the working groups, specifically those focused on the Year 1 populations. 
 
Similar to the patient, client, family and caregiver structure, we have committed in our 
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MOU to including at least one primary care representative as a voting member of the 
Core Table.  This representative would sit at that table alongside the organization 
members, including a voting representative from the North York Family Health Team 
and a representative from North York General Hospital Department of Family and 
Community Medicine. 
 
Operational Structure 
 
The team is working with an operational structure based on working groups.  We 
currently have the following working groups: 
• Primary Care 
• Digital  
• Communications 
• Performance Measurement and Evaluation 
• Governance 
• Seniors (part of Year 1 population) 
• Mental Health and Addictions (part of Year 1 population) 
• Palliative Care (part of Year 1 population) 
 
The working groups do not make decisions but can bring forward recommendations 
or options for consideration and decision by the Core Table.  This structure helps 
ensure that the activity of each of the various the working groups will remain 
coordinated. The Project Management Office will also play an essential role in 
ensuring this coordination. 
 
Each working group includes representation from many members of the Core Table.  
In certain cases where it was appropriate based on the specific activities of the 
working group, members of the Alliance are also included.  Member organizations 
have sent representatives with the expertise necessary for the particular working 
group.  In some cases, the individual is also the Core Group representative but in 
many cases, it is another staff member of the organization. 
 
The working groups are all tackling their areas of responsibility in the manner that 
aligns to their activities and is consistent with our overarching values and principles.  
For instance, the primary care working group has been focused on engaging with 
primary care providers in the area to help them understand the OHT and to assess 
their interest in participating.  On the other hand, each of the Year 1 population 
working groups have been focused on redesigning care and establishing defined, 
measurable initiatives for the population they are focused on. 
 
This work is supported full-time by a Senior Lead and a Project Manager and part-
time by a Senior Lead of Strategic Initiatives, Strategic Initiatives analyst, Primary 
Care Engagement Lead, administrative support and QI leads.      

 

4.3. How will you share patient information within your team? 
At maturity, Ontario Health Team will have the ability to efficiently and effectively 
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communicate and to digitally and securely share information across the network, 

including shared patient records among all care providers within the system or network.   

4.3.1. What is your plan for sharing information across the members of 
your team? 

Describe how you will share patient information within your team.  Identify any known 

gaps in information flows between member organizations/providers and what actions 

you plan to take to mitigate those gaps (e.g., are data sharing agreements or a Health 

Information Network Provider agreement required?).  Identify whether all participating 

providers and organizations within the team have the legal authority to collect, use and 

disclose personal health information for the purposes of providing health care and for 

any administrative or secondary use purposes. Outline the safeguards that will be in 

place to ensure the protection of personal health information.   Append a data flow 

chart. Identify whether there are any barriers or challenges to your proposed information 

sharing plan. 

Max word count: 1500 
Members of our OHT believe that shared access and input to a client’s electronic 
health record is a substantive enabler for stronger integrated care.  Ready access to 
the relevant elements of a patient’s health record by the circle of care is critical to 
safe, effective and engaging care for the patients and families who will be part of the 
North York Toronto Health Partners OHT.   
 
We have identified the following principles upon which we have elected to build our 
recommendations for digitally enabled information sharing: 
• Leverage Tools in the Toolbox (where possible)  
• Technology solutions must align with clinical workflow 
• Privacy/Safeguards/Security by design 
• Patient and caregiver co-design of solutions  
• Liberation of data is a key underpinning and tools must be in place to enable 
this (i.e. data sharing agreements, common identify management 
• Focus on the Data - Eye towards Analytics and Population Health 
• Let's get it all together 
• Standardization - Master Data on Patients, Clinical Data, Transactional 
• Interoperability – provincial assets, between partners 
• Access - Transparency of Information in our systems (for our population)  
• Innovation - Measure - Incremental vs Disruptive, Breakthrough, Game 
Changer 
• Scalable - Design Solutions so that it can scale 
• Work must not create more/new silos of care/information 
 
The purpose of information sharing is to coordinate care around a single plan of care. 
A minimum data set is required to achieve this purpose. During the first year, we have 
committed to defining that minimum data set by provider type and the associated data 
governance approach. Digital information sharing will be scaled and will evolve over 
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the life of our OHT. The focus for Year 1 will be on digitally enabled information 
sharing between Acute Care, Primary Care and Home and Community Care and 
plans are detailed in section 2.3 of Appendix B. Options include;  
• Cross provider access to individual electronic health records (EHRs)  
• Reports shared between organizations 
• Defining the common patient identifier that will allow data sharing and reporting 
across an entire episode of care 
• Further analysis and implementation of data sharing options including 
customer relationship management (CRM), coordinated care plans in health partner 
gateway (CCP in HPG), ConnectingOntario, MyChart 
 
For year 2 we will focus on further expanding access to information amongst OHT 
members and leveraging innovative technology to create more seamless access to a 
shared health record. At maturity our goal is to have shared access to pooled patient 
health information across organizations. 
 
Our team has collected key information about the current state, including a listing of 
all organizational assets.  We have a good understanding of our capacities and our 
capabilities – see section 2.1 in Appendix B.  Although varied, our partner 
organizations each have some capacity for and experience with data integration and 
sharing for the purpose of care planning.    
 
Management of the Change 
 
During year 1, the change will include two core elements: 
• Defining the system / tools that will be used to share data access to patient 
information 
• Engaging members of our OHT to access different systems   
 
We note that significant work will be required to engage our teams in a process that 
may require accessing more than one system to get a full patient picture.  We plan on 
using this experience to help in designing and creating our first level of integration 
through a coordination and patient relationship management tool. 
 
Throughout the process, we will integrate the following areas of focus into our change 
management process: 
• Communicating to every member of our team, with the full support of our OHT 
and each organization’s senior leadership team including about the desired benefits 
for both patient and care team and the expected return on investment for each partner 
organization. 
• Minimizing the change – we will maintain as much stability as possible within 
each organization’s electronic tools, with a view to integrating this data in a common 
presentation layer as described above.  
• Communicating progress and allowing opportunities for staff within all 
organizations to provide feedback. 
• Ensuring that the accountability for the change is clearly defined at the OHT 
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level and within each organization. 
• Ensuring that we assign the resources needed to both create the system and 
educate and support our front-line staff. 
• Creating a plan to monitor uptake and obtain regular feedback. 
 
Data Governance and Privacy 
 
As a team we are committed to creating a strong data governance plan and 
infrastructure following the guiding principle that members of the circle of care have 
the most relevant and up to date information to provide the type of care and support 
for which they are responsible. Balancing continuity of care for patients and their 
families, with a respect for the privacy of their personal health information will be a 
high priority.  
 
During year 1 we will aim to deliver the following: 
• Develop a data governance model that includes responsibility for ensuring that 
information is collected used and stored in a manner consistent with privacy/security 
legislation, policies and standards. Part of this activity will include establishing an 
inventory of data sharing agreements in order to provide clarity on current legal 
authority to share information amongst OHT members and to identify gaps. 
 
• Develop harmonized privacy and security policies and processes (operating 
model) to establish legal authority for the collection, use and disclosure of personal 
health information and the roles and responsibilities of each member organizations. 
This will ensure a consistent approach to the protection of personal health information 
and a consistent experience for patients/families when exercising their privacy rights. 
These policies will also establish procedures to define access, and monitor 
adherence, as well as to define the data schemas that will be applied to data when 
shared.   
 
• Provide OHT staff with training on applicable policies and processes. 
 
• Develop a mechanism to communicate relevant privacy and information 
sharing practices to patients and their families at the time they enroll in the 
OHT.      

 

4.3.2. How will you digitally enable information sharing across the 
members of your team? 

Please refer to Appendix B – Digital Health to propose your plan for digital enablement 

of health information sharing. 
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5. How will your team learn & improve? 
 
5.1. How will participation on an Ontario Health Team help improve individual 

member performance or compliance issues, if any? 
Identify whether any of your team members have had issues with governance, financial 

management, compliance with contractual performance obligations, or compliance with 

applicable legislation or regulation.   

 

Where there are issues, describe whether there is a plan in place to address them.  

Indicate whether participation on the team will help and why.  Indicate whether there will 

be any formal accountability structures in place between individual team members and 

the team as a whole for ensuring that individual performance or compliance issues are 

addressed. 

Max word count: 500 
NYTHP members have not submitted any recent governance, financial or compliance 
with legislative, regulatory or contractual obligations. The majority of the Core Group 
are accredited by a nationally recognized accreditation organization, many with 
Exemplary Standing.  
 
We remain committed to honesty and trust-based relationships, including disclosing 
issues to other members of the team.  This foundation will be essential as the team 
moves towards a single point of clinical and fiscal accountability. 
 
Certain members have access to more resources focused on ensuring compliance 
and tracking measures and outcomes.  Knowledge sharing among the members will 
help those members with less capacity in these areas develop more rigorous decision 
support and compliance capacity. 

 

 
5.2. What is your team’s approach to quality and performance improvement 

and continuous learning? 
Ontario Health Teams are expected to pursue shared quality improvement initiatives 

that help to improve integrated patient care and system performance. 

5.2.1. What previous experience does your team have with quality and 
performance improvement and continuous learning? 

Describe what experience each of the members of your team have had with quality and 

performance improvement, including participating in improvement activities or 

collaboratives and how each collects and/or uses data to manage care and to improve 

performance.  Provide examples of recent quality and performance improvement 

successes related to integrated care (e.g., year over year improvement on target Quality 

Improvement Plan indicators).  
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Highlight whether any members of your team have had experience leading successful 

cross-sectoral or multi-organizational improvement initiatives. 

Describe your members’ approaches to continuous learning and improvement at all 

levels.  Indicate whether any members of your team have had experience mentoring or 

coaching others at the organizational-level for quality or performance improvement or 

integrated care.  

Identify which team members are most and least experienced in quality and 

performance improvement practices and whether there are any strategies planned to 

enhance quality focus across all member organizations/providers.  Similarly, identify 

and describe which team members have the most and least data analytic capacity, and 

whether there are any strategies planned to enhance analytic capacity across all 

member organizations/providers. 

Max word count: 1000 
Our team is committed to continuous improvement, ongoing quality assessment and 
improvement and sharing of learnings and opportunities for improvement.  Our 
members all individually participate in quality improvement activities and several have 
very significant QI capacity.  We are now developing shared quality improvement 
planning and initiatives. 
 
A performance and evaluation working group has been identified, which will support 
the OHT on an ongoing basis to co-design and develop a common approach to 
quality improvement, as well as evaluation and metrics.  This group has begun initial 
exploration of standardized measures such as generic PREMs and PROMs, caregiver 
reported measures and provider experience and outcomes measures – all of which 
will be key to understanding and measuring success and gaps in services.  In 
addition, our OHT PMO is in discussions with the University of Toronto to establish an 
embedded researcher programme at the heart of the OHT process, to support robust 
evaluation and to build capacity amongst the OHT team around research, QI and 
evaluation. 
 
Many members have had extensive experience managing cross-provider and/or 
cross-sectoral programs.  These programs include significant shared quality 
improvement initiatives, with targeted outcomes. 
 
Members all have quality improvement plans and track progress and outcomes 
against their goals.  Ongoing data collection and analysis supports these efforts and 
allows for accurate assessment of progress.  Member organizations have scorecards 
or dashboards that are used to efficiently report on progress and outcome metrics. 
 
Within quality improvement and performance committees, several members have 
patient, client, family and/or caregiver representation to ensure these perspectives 
and voices are directly involved in the decisions about quality improvement.   
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Specific quality improvement events (Kaizen events) have been held by many 
members.  These events bring together a wide variety of stakeholders to map 
processes and identify areas for improvement.  The events focus on identifying 
specific steps that can be taken to facilitate continuous improvement in organizations.  
A key example of this in our OHT is the Home and Community Care workshop held 
on September 4, 2019, to support the long term visioning and short term action plan 
development for NYTHP’s home and community care transition.   
 
Quality improvement education is also provided to members’ staff, both formally and 
informally.  Formal education can include attendance at education sessions 
specifically focused on quality improvement, attendance at sessions focused on a 
particular quality improvement initiative, or participation at conferences. 
 
NYGH has a long history of quality improvement.  
 
At NYGH, the Patient Experience and Quality (PE&Q) Department has five units, 
including the Quality Improvement Office (QIO). The QIO’s areas of key focus include 
lean, six sigma, simulation modelling and operations research, and design thinking. 
The work of the team runs across the organization, ensuring that Quality 
Improvement (QI) is supported in all departments and at all levels. The QIO continues 
to support the twenty-one electronic hybrid quality boards (eBoards) across the 
hospital. Quality circles bring the team together to discuss the indicators and highlight 
where they are performing well or where there are opportunities for improvement.  
Over the last two years, 7 posters have been accepted to Health Quality Ontario’s 
Transformation Conference, 11 at the Institute for Healthcare Improvement’s National 
Forum on Quality, 1 at Health Achieve, and 1 project was submitted for the 3M Health 
Care Quality Team Award and the Vision 2 Reality National Awards (PWC).  
 
QI fundamentals are spread across the organization in various forums, including new 
employee orientation, Patient and Family Advisor Skills Café, Intro to Healthcare 
Quality Improvement Courses for Leaders, QI intranet resources, ongoing quality 
circles and project support, Project Management Fundamentals training course and 
quarterly Patient and Family Advisory Forums.  
 
NYTHP’s primary care community also has deep expertise in quality improvement 
and continuous learning.  Along with being the headquarters of one of the largest 
practice-based research networks (PBRNs) in Canada, UTOPIAN, there have been 
several large scale QI programs at NYFHT.  For example, programs leading to 
significant and sustained improvement in paps, colorectal cancer screening, and 
mammography. 
 
NYFHT was also a core participant of the Choosing Wisely spread project targeted 
specific Choosing Wisely recommendations for Family Medicine to reduce TSH 
testing in asymptomatic patients (https://choosingwiselycanada.org/family-medicine/).  
The intent was to move evidence into practice relatively quickly, through collaboration 
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across sites.   The initiative promoted activities that were consistent with the principles 
of a Learning Health System, including:  
- Establishing primary care leads (Champions) at each Family Health Team (FHT), 
with clinical, research and administrative leadership at the organizing FHT 
- Driving education on better ordering practices through the primary care champions, 
and support practice change at each FHT 
- Sharing change ideas across sites; for example, decrease EMR-based practice 
ordering in laboratory “bundles” 
- Providing audit and feedback through confidential reports issued by local 
laboratories 
 
NYFHT has been highly recognized for its QI, including provincial awards such as a 
Bright Lights Award from the Association of Family Health Teams of Ontario for using 
software to transform data from multiple primary care EMRs to enable family practices 
to use their own data to pro-actively identify patients to be contacted for regular 
screenings such as cervical and colorectal, along with chronic disease monitoring and 
preventative measures. 
 
Our home care organizations have deep expertise and cross sector experience in 
advanced quality improvement initiatives. 
 
Our OHT is already taking advantage of this capacity, in the Year 1 palliative care 
project – supportive outreach to homebound patients, we have utilized a QI approach 
to the co-design and development of the project.  A QI specialist from NYGH has 
been engaged as part of the project team and is helping to lead the process mapping 
and identification of gaps and pain points for the team to address.   

 

5.2.2. How does your team currently use digital health tools and 
information to drive quality and performance improvement? 

Please refer to Appendix B – Digital Health to provide information on how your team will 

leverage digital health tools for improvement. 

 

5.3. How does your team use patient input to change practice?   
Ontario Health Teams must have a demonstrable track record of meaningful patient, 

family, and caregiver engagement and partnership activities.  Describe the approaches 

the members of your team currently take to work with patient, family, and caregiver 

partners and explain how this information gets embedded into strategic, policy, or 

operational aspects of your care, with examples.  

 

Do any members of your team have experience working with patients to redesign care 

pathways? 

 

Identify which of your members have patient relations processes in place and provide 
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examples of how feedback obtained from these processes have been used for quality 

improvement and practice change.  Describe whether any members of the team 

measure patient experience and whether the resulting data is used to improve. 

Max word count: 500 
The team is committed to co-designing, evaluating and changing practice with 
patients and caregivers.  Along with the significant patient, family and caregiver 
involvement in the OHT design (see response to question 3.8 and our patient partner 
letter of support in Appendix C2), individual team members have significant 
experience working in collaboration with patients and clients to redesign care and in 
including patient, client, family and caregiver insights to drive quality improvement and 
to change practices. 
 
Patient/Client, Family, Caregiver, Advisory Committees 
These committees provide input into many elements of program and service design.  
Members have various names and formats for their committees, including: 
• Client and Family Advisory Committee 
• Family Advisory Council 
• Residents’ Advisory Council 
• Client Family Partners Panel 
• Active Recovery Committee 
• Virtual Patient Advisory Collaborative 
• Members Council 
Based on the make-up of the organization, the committee may include current 
clients/patients, former clients/patients, residents, family members, and/or caregivers. 
 
Members implementing this approach include:  Alzheimer’s Society of Toronto, 
Baycrest, Bayshore, Circle of Care, Toronto North Support Services, North York 
Family Health Team, North York General Hospital, Carefirst, Better Living, Yee Hong 
 
Formal surveys and questionnaires 
All of our core partners engage patients, caregivers and families via surveys.  Surveys 
may be sent at a set time for the organization (e.g. annually) or at a set time in a 
client’s service (e.g. at the start and end of service, annually). 
Various formal tools are used including: 
• Ontario Perception of Care 
• Ontario Common Assessment of Need 
• CCEE process by the provider as well as through the LHIN 
 
Informal information gathering 
Feedback may be provided at any time often through direct conversations with 
service users.  Staff observations are also important to information gathering.  All core 
team members engage in informal information gathering from patients, caregivers, 
and communities. 
 
Focus groups 
This mechanism is typically used when seeking feedback related to a specific topic, 
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for example an organization’s strategic plan.  All core group members have significant 
experience in utilizing focus groups to gain patient, client, caregiver and family input. 
 
Board Involvement 
Several members (Toronto North Support Services, Cota, North York General 
Hospital, Circle of Care, Yee Hong, North York Family Health Team, and Addiction 
Services York Region) include patients, clients, families and/or caregivers on their 
Board or Board committees.  Examples include: 
• Positions for people with lived experience on the Board 
• Family member on Board Quality Committee 
• Official relationship with the Board Quality and Performance Committee 
 
Inclusion on formal committees 
Several members (Circle of Care, North York General Hospital, Toronto North 
Support Services, Yee Hong) include patients, clients, families and/or caregivers on 
formal organizational committees.  Often, these representatives are included in a 
Quality Improvement committee.  One member pays active service users to 
participate in committees and provides them with the necessary support to fully 
participate. 
 
The information and input gathered from patients, clients, families and caregivers is 
used by members to: 
• Inform new program and service design 
• Change programming 
• Inform virtual care design 
• Inform quality improvement plans and initiatives 
• Inform risk management activities 
• Design client care space 
• Develop strategic plans and priorities 
• Policy reviews 
• Workplace violence prevention 
• Staff training 
 
Members of our team are also members of the provincial Patient Family Centered 
Care Community of Practice. 

 

 

5.4. How does your team use community input to change practice? 
Describe whether the members of your team formally or informally engage with the 

broader community (including municipalities), and whether the outcome of engagement 

activities influence the strategic, policy, or operational aspects of your care. 

Max word count: 500 
Many members of our team engage formally and informally with their communities, 
including with municipalities. 
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The North Toronto Interprofessional Primary Care Team, which includes many 
members of our team, offers health services to patients in building lobbies, food 
banks, community centres, reactivation centers, private homes, physician offices, 
virtually, and in hospitals.  Through this approach, the team now serves 800 people a 
year, collaborates with 26 organizations and has attached several new patients to 
primary care.  The approach is being taken up by Toronto Community Housing’s 
Seniors’ Housing Branch and the City of Toronto’s Senior’s Strategy 2.0. 
 
Toronto North Support Services is a City of Toronto provider and has been very 
engaged over many years with the Shelter, Support and Housing department and 
their initiatives. 
 
LOFT works closely with the City of Toronto related to many of their housing 
programs. They also have a formal partnership with Toronto Community Housing 
providing support in 17 different Toronto Community Housing buildings. 
 
Yee Hong has completed a research study with the University of Toronto to better 
understand the changing needs of Chinese Seniors in the GTA and a study with the 
Wellesley Institute examining the cost of waiting for long-term care in the GTA. 
 
Several members participate in the Chinese Caregiver Network, a network of ten 
community partners. 
 
The North York Family Health Team runs a diabetes program that is open to the 
broader community and works collaboratively with other stakeholders and 
participants. 
 
Carefirst works closely with United Way of Greater Toronto, including engaging in 
non-traditional community partnerships with faith groups, community centres, 
immigrant groups, seniors’ groups in private condos, Toronto Community Housing, 
local women’s groups, Toronto Public Library and municipalities. 
 
Circle of Care runs a homemaking program and supportive housing program through 
the City of Toronto and also works closely with the United Way of Greater Toronto to 
provide social work services (counseling and crisis intervention for seniors).   
 
Many members engage frequently with local food banks, housing providers and other 
social service providers in our region. 
 
Members engage the community through many associations and networks, as well as 
through inter-agency tables. 
 
Members connect often with their local City Councillors, MPPs, and MPs.Please see 
Appendix C17 for Councillor Carroll’s letter of support.  
 
To better provide for our community’s mental health care needs, NYGH has also 
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partnered with the Toronto Police Service in Mobile Crisis Intervention Teams, which 
contain a specially trained police officer and a mental health nurse who respond to 
911 emergency and dispatch calls for situations involving individuals experiencing a 
mental health crisis  
 
Furthermore, NYGH consulted with over 4000 members of the North York community 
through a telephone town hall to provide information on the hospital’s choice to enter 
into an Ontario Health Team in order to work with organizations across the care 
continuum to create a better, more unified health system.      

 

 

 

 

 

 

5.5. What is your team’s capacity to manage cross-provider funding and 
understand health care spending? 

Please describe whether your team has any experience in managing cross-provider 

funding for integrated care (e.g., bundled care).  Have any members of your team ever 

pooled financial resources to advance integrated care (e.g., jointly resourcing FTEs to 

support care coordination)?  Does your team have any experience tracking patient costs 

or health care spending across different sectors? 

Max word count: 500 
Several members have experience managing cross-provider funding, sharing 
resources, and tracking costs of care.  Selected examples are included below.  Based 
on this experience across many sectors – including acute care, primary care, home 
care, community care, palliative care and mental health and addictions care – we are 
confident in our ability to responsibly and successfully manage cross-provider funding 
and develop shared accountability, including tracking spending across providers and 
sectors. 
 
Selected Examples of Previous Experience 
 
The Integrated Community Care Team in our region includes many members of our 
team to provide services to homebound geriatric patients.  Partners include: 
• Baycrest’s Geriatric Outreach Team and Department of Family Medicine 
• North York General Hospital 
• Solo family physicians 
• Home and Community Care from the Toronto Central and Central LHINs 
• Toronto North Support Services 
• Community pharmacists 
Each organization contributes FTEs to the team, who coordinate services that 
enables the patient to experience “one team”. 
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Better Living has partnered with others to share resources to develop a 
comprehensive model of community and residential hospice care for the region.  This 
partnership includes joint resourcing of FTEs to support improved volunteer 
recruitment, intake and referral, service delivery, education, and back office 
integration. 
 
North York General Hospital managed the bundled funding for the COPD/CHF 
Integrated Funding Model.  SE Health and Circle of Care were active participants in 
the delivery of these services and worked collaboratively to track costs and manage 
the bundled funding. 
 
The Access Point, a mental health and addictions central access platform for the 
GTA, is jointly funded by LOFT and Toronto North Support Services.  Resources are 
pooled and operations are managed by Toronto North Support Services. 
 
Cota is the trustee for the Toronto Alliance to End Homelessness. 
 
Addiction Services York Region is leading the provincial opioid strategy for Central 
LHIN and managing the funding for the five organizations in the Wellness 
Collaborative. 
 
Baycrest is the lead agency for Behaviour Supports Ontario and the Interprofessional 
Primary Care Team, including managing the funding associated with the program. 
 
Circle of Care is the lead agency for transportation in the North York area and is 
responsible for managing and funding 5 sub-contractors (community agencies) in the 
region.   
 
Better Living is the lead agency for integrated hospice palliative care in the York 
Region area and is responsible for transfer payment funding to all York Region 
Community Hospices for visiting hospice and caregiver support services.   
 
Better Living is the lead agency for Personal Support Services / 1 Sector funding and 
manages service accountability agreements with other providers for the local delivery 
of personal support services. 
 
The North York Family Health Team is the lead agency and employer for a Quality 
Improvement position that supports four family health teams. 
 
Many members of our team either flow funds or receive funds from other members of 
the team. 
 
In Year 1, we will build a unified view of funding flows and system costs, to enable 
planning, implementation and evaluation of total spend across our initiatives and 
eventually the entire attributed population at maturity. 
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6. Implementation Planning and Risk Analysis 
6.1. What is your implementation plan?  

How will you operationalize the care redesign priorities you identified in Section 3?  

Please describe your proposed 30, 60, 90 day and 6 month plans. Identify the 

milestones will you use to determine whether your implementation is on track. 

Max word count: 1500 
In Year 1, NYTHP will focus on strengthening our network of integrated service 
providers to improve the way we work together, and how patients experience the 
health system. 
 
This will begin with the models of care developed to support our target populations so 
we are able to closely monitor outcomes, continuously calibrate, and strive for the 
highest quality standards before spreading our reach. The intersection of services and 
sectors will continue to be considered and coordinated as our efforts grow. Significant 
re-design and implementation will take place around accessing services, system 
navigation and coordination.  
 
Priorities for Year 1 implementation include: 
 
1.Centralize intake and improve access to services 
This work begins with patients experiencing challenges related to mental health and 
addictions who frequently rely on acute care. An amalgamated team of workers from 
different organizations will adopt one process for access to services to be trialed at 
NYGH. Standardized tools, criteria and templates will be used while back office 
coordination streamlines connection to the most appropriate service. Integrated 
service will continue beyond intake to include joint patient care rounds, walk-in 
appointments and peer support in the community while clients are awaiting service.   
 
2.Expand evidence-based care that works 
Year 1 will provide palliative care services to more patients at a more effective stage 
in their journey through collaboration with Home and Community Care. This will be 
accomplished by leveraging the Supportive Cardiology service that includes advance 
care planning as well as pain and symptom management to support home-bound 
patients living with progressive life-limiting diseases in their last two years of life. Year 
1 will support patients with CHF, COPD and/or neurodegenerative diseases such as 
dementia.  
 
3.Deliver person-centred care coordination and system navigation 
Focusing on rising to high risk seniors, a model of general care coordination will be 
trialed in conjunction with a model to support specialized needs for patients with 
COPD, CHF and/or dementia. Referrals will be received through hospital or primary 
care so any services required to support the patient’s well-being can be thoughtfully 
arranged. Processes and pathways for simple and effective service initiation and 
monitoring will be developed across partners. 
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4.Galvanize home and community care 
Building on the work to improve coordination and navigation, home and community 
care will evolve to support a broader spectrum of client needs. Providers will be asked 
to move away from rigid job descriptions based on sector, and toward the flexibility 
required to truly offer person-centred support in real-time. Neighbourhood pods, an 
information sharing platform, and mutually agreed accountability to clients will be 
established for any provider offering care, and easy access to a familiar point of 
contact will be prioritized as an indefinite aspect of the home and community care 
future state.  
 
5.Formalize governance 
A governance structure will be formalized to enable quick, informed and inclusive 
decision making. The core team committee will also lead the development of the 
NYTHP Strategic Plan.  
 
6.Engage patients, caregivers and the community 
Community engagement events will be held to ensure work is consistently shared and 
informed by those we serve.  
 
7.Evaluate and continuously improve 
NYTHP will diligently evaluate activities to learn and apply opportunities for 
improvement as we go while ensuring the quadruple aim is achieved.  
 
Below is a summary of milestones to be accomplished by the 30, 60, 90 day and 6-
month mark to confirm implementation is on track: 
 
In 30 days we seek to: 
•Map current state and design future state for planned initiatives to re-design care. 
Priorities #1 - #4 listed above.  
•Create detailed work plan defining all activities for Year 1 initiatives  
•Standardize and create consolidated tools including assessments, procedures etc. 
•Identify specific resources and affiliated organizations required to implement Year 1 
activities. Secure commitment from appropriate partners. 
•Design evaluation framework and process for reporting via Performance 
Management and Evaluation working group 
•Define initial technology solutions. Prepare for implementation. 
•NYTHP governance agreement finalized and signed by all partners 
 
In 60 days we seek to:  
•Test Y1 technology solutions. Provider access in place.  
•Deliver training to all partners and staff with a direct role in Year 1 initiatives including 
care pathways, tools and information sharing platform. 
•Launch date confirmed for Year 1 care re-design initiatives 
•Patient, family and external stakeholder engagement to inform NYTHP’s strategic 
plan  
•Human Resource Planning 
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•Continue to engage new primary care physicians as active members 
• Create first draft of NYTHP’s strategic plan for 
consultation 
 
In 90 days we seek to: 
• All Year 1 care re-design initiatives launched 
• Monitor and evaluate activities using KPIs/evaluation framework 
• Apply continuous improvement 
 
In 6 months we seek to: 
• Monitor and evaluate activities using KPIs/evaluation framework 
•Apply continuous quality improvement framework 
•Separate and thorough assessment of digital solutions. Continue planning for next 
steps.  
•Advance patient family care-directed involvement in governance and the potential 
development of a joint patient and family committee (in addition to their current 
involvement in working groups) 
• Finalize and share NYTHP’s strategic plan      

 

6.2. What is your change management plan? 
Please describe your change management strategy.  What change management 

processes and activities will you put in place before and during implementation?  

Include approaches for change management with primary care providers, and how you 

propose to leverage clinician leaders in helping their peers to embrace and embed 

change.   

Max word count: 1000 
NYTHP’s approach to change management began at the inception of the partnership 
and builds upon previous successful multi-partner implementations.  For example, 
North York was an early implementer of the Health Links approach, which is 
predicated upon the development of new and innovative connections between 
providers collaborating to improve care and patient outcomes.  We have incorporated 
the learnings from our Health Links work and will build upon these important 
relationships going forward – both to increase our capacity and speed of 
implementation, but also to ensure that existing trust and relationships are enhanced 
rather than broken.  As illustrated in multiple questions above members have 
extensive experience in implementing complex cross sector change management 
such as bundled payment models. 
 
Our primary care working group has built upon many years of successful physician 
network engagement by the North York primary care community.  The department of 
Family and Community Medicine (DFCM) at North York General Hospital, with its 300 
credential family physicians is a significant foundation upon which the OHT can build.  
Regular and frequent communications between the hospital and community providers 
is already in place and will be expanded upon as a key change management vehicle.  
As an example, the OHT process will be centre-stage at this year’s Connect Care 



Ontario Health Teams 
Full Application Form 

 

85 
Version Date: 2019-09-11 

Dinner – an annual (6 years) event that is hosted by the hospital and encourages 
formal and informal connections between community-based providers and hospital 
specialists and services.   
 
The primary working group (as described in previous sections) consists of 25 
providers, patients, and physicians, who represent a diverse set of primary care 
physicians across all PEM types.  This enables the design and development of 
approaches to change management that reflect the differing views and needs of our 
provider and patient communities.  An early priority task for the working group was the 
development and administration of a survey to ~450 primary care physicians in North 
York that provided insights on:  
•Hospital affiliation 
•Type of practise/roster 
•Use of information systems/virtual/digital solutions 
•EMR software 
•Ideas on how to enhance delivery of seamless/high quality care 
•What would add value 
•Motivation for joining an OHT 
•Thoughts on governance 
•Concerns 
 
Taking into account feedback from the survey, as well as detailed discussions within 
the working group, a stepped engagement model for primary care was designed, with 
increasing levels of involvement, currently designated as: 
•Expression of Interest 
•Active Participant 
 
In addition, the primary care working group identified a need for a dedicated primary 
care engagement lead, with a goal of reaching out to individual physician and 
physician groups to engage them in the ongoing work of the OHT.  The Interim 
Primary Engagement Lead will also act as a central point of contact for primary care 
physicians, enabling relationship-building and continuity to better support the change 
management process. 
 
NYGH has heavily educated and engaged the physician and non-physician clinical 
leadership about the OHT development since early in 2019. Our other large clinical 
care delivery members have similarly educated and involved their members in the 
OHT development and have structures in place for ongoing clinical change 
management.  
 
Another key part of the change management process is community engagement at 
the broadest level.  NYTHP established a Communications working group as a core 
element of the operational structure of the OHT partnership.  The communications 
team has already aided the OHT partners in the establishment of a name: North York 
Toronto Health Partners, as well as an organizational identity (Appendix C18).  This 
group will continue to drive and support the change management required for OHT 
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success.  As a further example, this group has been working on the establishment of 
a social media and online presence for NYTHP – going forward this will be an 
important asset to enable community and provider engagement. 
 
Finally, our OHT partnership is founded upon patient, caregiver and family 
engagement.  Each operational group and target population working group includes 
patient, caregiver and family partners.  In addition, our patient, caregiver and partner 
advisors come together at regular intervals in order to engage, provide advice and 
steer the work of the other working groups, as well as enable mutual support and 
connection amongst their peers.  Key priority items for this patient, family, caregiver 
group will be to develop a governance model for patients, families and caregivers at 
the Core Group, as well as implementation plans for aligning and integrating existing 
PFAC functions across all OHT partners.  In addition, NYTHP has struck a community 
engagement working group – consisting of PFAC members, providers and community 
member to develop and co-design the community engagement and change 
management priorities for NYTHP. Our objective is to co-design all initiatives with 
patients, caregivers and families, not for them.      

 

6.3. How will you maintain care levels of care for patients who are not part of 
your Year 1 population? 

Indicate how you will ensure continuity of care and maintain access and high-quality 

care for both your Year 1 patients and those patients who seek or receive care from 

members of your team but who may not be part of your Year 1 target population.   

Max word count: 500 
NYTHP is keenly aware of the importance of maintaining, or indeed even improving 
care for our entire attributed population, regardless of whether they are within our 
Year 1 target populations. 
 
This quality of care will be ensured via existing mechanisms, frameworks and 
reporting via each partner within our OHT.  We will look to include balancing 
measures  in our reporting to ensure there are no unintended consequences or 
‘cannibilization’ of resources leading to service impact in non-priority areas. 
 
We anticipate care in our allocated geography to be broadly enhanced through the 
work we are doing across partners to better link and understand how care is being 
delivered within our target populations, but these approaches will be extended (in 
some cases immediately) to the non Year 1 populations.  For example, our Year 1 
initiatives around generalized care coordination has the potential to impact all 
recipients of home and community care, even beyond our target population of seniors 
with COPD/CHF and dementia. 
 
In addition, the regular interactions and increased connectivity of our OHT partnership 
will enable enhanced and strengthened relationships between providers from front-
line to senior leadership and even in this early stage, our partnership has begun to 
enable connections and integration that will be positively felt by our patients and 
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communities – e.g. awareness by providers of each-other’s services through regular 
core and working group meetings. 
 
From a community and patient perspective, we are aware that we must be mindful of 
managing expectations so as not to overpromise.   Building upon feedback from our 
patient and caregiver partners, we are exploring a patient and community 
engagement strategy.  This work will be supported by our communications working 
group, who will develop a communications strategy that uses social media and other 
tools to manage understanding and expectations of the OHT and to ensure 
messaging is consistent with our intended objectives -  to continue to deliver excellent 
care from all our providers, whilst simultaneously working together in the background 
towards seamless, patient and community-centred care for everyone in NYTHP.   
 
We will create forums, surveys and other engagement tools to allow provider, patients 
and caregivers to highlight any concerns about any negative OHT impact on care 
delivery. 

 

6.4. Have you identified any systemic barriers or facilitators to change? 
Identify existing structural or systemic barriers (e.g., legislative, regulatory, policy, 

funding) that may impede your team’s ability to successfully implement your care 

redesign plans or the Ontario Health Team model more broadly.  This response is 

intended as information for the Ministry and is not evaluated. 

Max word count: 1000 

Policy 
•Challenge of providing equitable, consistent healthcare across OHTs for 
Ontarians 
•Lack of citizen awareness about OHTs and their impact on healthcare  
•Lack of clarity around home and community care transition – and market 
share and procurement requirements 
•Labour relations and HR considerations of OHT structures 
•Impact on PSLRTA through an integrated system and the issue of a related 
employer on wage rates 
•Multiple reporting lines/requirements and to different entities/bodies 
•Lack of consistency across LHINs  - scope and eligibility for care, even when 
engaged with the same provider organizations 
•Variability of LHIN engagement in OHTs 
•Dividing of MOHLTC into MOH, MLTC, Mental Health and Addictions – what 
are the implications of this for OHTs’ interactions with government 
•Lack of clarity on OHT’s relationship/governance/accountability to Ontario 
Health (and all its functions: HQO, CCO, etc) 
•Establishment of the Centre for Mental Health and Addictions – unclear how 
the Centre will interact with community mental health and addiction agencies 
and the OHTs. 
•Requirement of some partners to use certain client record systems that are 
not accessible by others (eg: mental health and addictions sector) 
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•Requirement by the Ministry that community agencies use different 
assessment tools, which may require the client/patient to “tell the story” again 
and again, especially if individual does not consent to have summary 
assessment uploaded onto IAR 
•Additional community services may be required by clients/patients, which will 
ultimately stretch an already stretched community system and has the potential 
to create greater waiting lists, without thoughtful, targeted resources 
•Lack of communication and alignment amongst different 
Ministries/municipalities at policy level 
•Ability of patients to select up to 5 LTC beds 
 
Funding 
•Funding rules – lack of flexibility to use funding in line with new models (too 
granular, restrictive), but also lack of rules means uncertainty in terms of 
accountability, who can “bank” funding, who can “reinvest”, what is “profit”? 
•Physician billing – cannot change these at an OHT-level, to match new 
models of care 
•A single funding envelope across multiple partners creates unique challenges 
•Lack of government support for project management, change management 
and administrative support. 
•Lack of access to home and community resources within the LHIN 
 
Regulatory 
•Regulatory discrepancies between provider types 
•Scopes of practice across professional bodies 
 
Data 
•Data system – lack of common APIs, standards 
•Secondary vs. primary use of data –accessing data for both clinical care and 
for QI/research 
•Lack of timely access to administrative and other data 
•Privacy legislation and lack of guidance on how to interpret privacy standards 
 
Capacity 
•Legal, procurement, contracting of integrated care 
•Additional Program/project management 
•Lack of resources for some partners to upgrade to digital systems that are 
more recent and may provide additional capacity 
•Development of digital asset integration to facilitate information sharing 
amongst partners will require financial resources. 
Capabilities: actuarial skills for funder and provider to ensure risk 
transfer/acceptance is appropriate. 

 

6.5. What non-financial resources or supports would your team find most 
helpful? 

Please identify what centralized resources or supports would most help your team 
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deliver on its Year 1 implementation plan and meet the Year 1 expectations set out in 
the Guidance Document.  This response is intended as information for the Ministry and 
is not evaluated. 
Max word count: 1000 
Policy Alignment 
•The different ministries, such as Ministry of Health, Ministry of Community Social 
Services, and Housing Departments, will also need to collaborate together at a high 
level to provide a conducive ministerial policy milieu to support the OHT development. 
•For example, in addressing the issues of population health, the Singapore 
government deems the need to set up a national body “Agency for Integrated Care 
(Singapore)” to enhance service development and capability building across both the 
health and social domains. 
•Our Ontario government needs to encourage the related ministries to have more 
communications together at a provincial level to embrace the development of OHTs to 
set the example in mobilizing both healthcare and social care partners to work 
collaboratively together 
 
Communications 
•Regular and direct communication channel with key Ministry stakeholders – ie. 
Monthly or bi-weekly meetings to enable direct discussions and problem-solving  
•Regular and direct communication for all selected OHT teams to get together to 
enable discussions and problem solving going forward for Year 1 
 
Capacity Support 
•Centralized evaluation framework and support for evaluation, including access to 
evidence, researchers 
•Change management tools and expertise – including resources and consultants to 
support 
•Program management support (ie. Seconded resources to support implementation) 
•Administrative and logistical support (scheduling, IT/AV, space to meet, refreshments 
and equipment where appropriate) 
•Communications tools  
•Data – patient-level data, provider-level, cost data across the continuum and data 
analysis support 
•Expertise – legal, procurement, labour relations, funding access to standard 
templates and tools that can be adapted to each OHT’s needs 
•Education webinars provided by the Ministry on the different population health 
models and integrated care. This kind of education should be provided to the OHT 
participants on an-on-going basis to ensure there is a common understanding 
between service providers. 
On-going education on how to implement integrated care on a day-today service level 
should be provided. The providers be they management or front-line staff needed to 
be coached/mentored, in order to sustain the OHT development down the road.  
 
Enabling Engagement 
•Patient engagement support (infrastructure, guidelines, funding for patient 
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engagement, tools such as surveys, focus group, town halls) 
•Physician Participation 
oParticipation of health care professionals, i.e. family physicians and specialists, in 
OHT development is very useful, especially when the Ministry wants OHTs to track 
patients with OHIP coverage in measuring the effectiveness of integrated care 
delivery system.  
oIt is very encouraging to have lead family physicians of the OHT approaching other 
physician groups to engage and dialogue with them directly. 
oIt is more effective to have physicians talking to physicians in promoting the OHTs 
and in mobilizing the other physicians’ involvement, whether they are in group or solo 
practices. 
 
We have supported two rounds of OHT design and development with both financial 
and in kind resources at a time when we are experiencing unprecedented service 
pressures.  
We believe strongly in this opportunity and need a sustained approach to resourcing 
further phases of work as we move beyond this concept stage.  
 
As we move forward we are keen to work with government to identify existing 
regional/community based resources including those in the LHIN and Homecare that 
best align to advance the governments model through our OHT approach.   
 
We also would welcome an opportunity to work in a coordinated way with other OHTs 
on funding models and strategies that would see us moving forward with consistency 
and adoption of best practices.  
 
While continued “in kind” support will be necessary it needs to be materially matched 
with dedicated support from the government to help lift the change envisioned.  

 

6.6. Risk analysis 
Please describe any risks and contingencies you have identified regarding the 

development and implementation of your proposed Ontario Health Team.  Describe 

whether you foresee any potential issues in achieving your care redesign 

priorities/implementation plan or in meeting any of the Year 1 Expectations for Ontario 

Health Team Candidates set out in the Guidance Document.  Please describe any 

mitigation strategies you plan to put in place to address identified risks. 

 

As part of your response, please categorize the risks you’ve identified according to the 

following model of risk categories and sub-categories: 

Patient Care Risks 

• Scope of practice/professional 

regulation 

• Quality/patient safety 

• Other 

Resource Risks 

• Human resources 

• Financial 

• Information & technology 
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• Other 

Compliance Risks 

• Legislative (including privacy) 

• Regulatory 

• Other 

Partnership Risks 

• Governance 

• Community support 

• Patient engagement 

• Other 

 

 

Risk Category Risk Sub-

Category 

Description of Risk Risk Mitigation Plan 

    

See supplementary Excel spreadsheet 

 

6.7. Additional comments 
Is there any other information pertinent to this application that you would like to add? 

Max word count: 500 
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7.  Membership Approval 
Please have every member of your team sign this application.  For organizations, board 

chair sign-off is required. 

By signing this section, you indicate that you have taken appropriate steps to ensure 

that the content of this application is accurate and complete. 

 

 
 

 

 

 

 

 

 

 

  

Team Member 

Name  

Position  

Organization 

(where 

applicable) 

 

Signature  

Date  

Please repeat signature lines as necessary (See supplementary Excel spreadsheet) 
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APPENDIX A: Home & Community Care 

 
Ontario Health Teams will help to modernize home and community care services, so 

patients can live at home longer, return home more quickly from hospital, or delay or 

avoid the need for admission to a hospital or a long-term care home.   

In this section, you are asked to outline a long-term vision for re-designed home and 

community care model and a short-term action plan with immediate priorities. Your team 

is encouraged to consider how you will improve the patient and provider experience, 

better integrate home and community care with other parts of the health care system 

and improve the efficiency of home and community care delivery. For Year 1, you are 

asked to propose a plan for transition of home and community care responsibilities to 

your Ontario Health Team.  

Your proposal should demonstrate how you plan to re-imagine and innovate in home 

and community care delivery, while ensuring efficient use of resources. Your team’s 

proposal will help the Ministry understand how to better support innovative approaches 

to home care. The Ministry is exploring potential legislative, regulatory and policy 

changes to modernize the home care sector so that innovative care delivery models 

focused on quality can spread throughout the province.  

Responses provided in this section will be evaluated based on how well your team 

understands the home care needs of your Year 1 and maturity populations and 

opportunities for improvement and how well your proposed plan aligns with the 

quadruple aim and the principles of integrated care, shared accountability, value-based 

care, and population health management.   

A.1. What is your team’s long-term vision for the design and delivery of home and 

community care?  

 

Describe your long-term vision for how you will modernize and better integrate home 

and community care taking into consideration local population needs and local 

challenges in home and community care.  

Highlight proposals to strengthen innovative service delivery, increase accountability for 

performance, and support efficient and integrated service delivery.    

Max word count: 1500 
In order to achieve broad understanding and consensus around our approach to 
home and community care, on Sept. 4th, 2019, NYTHP hosted a Home and 
Community Care workshop, attended by well over 40 providers, patients and 
caregivers, clinicians and professionals as well as administrators from across our 
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Core and Alliance partners.  From these session as well as subsequent working 
group discussions, a long-term vision has been defined for NYTHP.  Important to note 
in this process is the collaborative and inclusive nature of the work around home and 
community care in our OHT.  This approach reflects our partnership and foundation of 
openness and cooperation and will continue as we move forward. 
 
The NYTHP’s future vision is for home and community care that is: 
• Seamless; 
• Patient- and family- centred; 
• Portable; 
• Accountable; 
• Continuous and connected; 
• Timely and responsive; 
• Affordable and universal 
 
Seamless– this describes a vision for home and community care that is continuous 
across settings and services, where patients and caregivers are warmly and 
appropriately handed off at each transition point along the continuum.  This will be 
enabled through information-sharing across all parties (patients, providers) where a 
common understanding can be accessed at any stage of the patient’s journey. 
 
Patient and Family-Centred  
NYTHP’s home and community care will be designed with patients, caregivers and 
families, recognizing their central role in the care team and enabling them to partner 
in decisions about how care is connected and delivered.  This also includes ensuring 
patients & caregivers define their own goals for care, that they aare informed on 
what’s available to them – with a common & consistent message so that patients 
have a common understanding from all providers.   
 
Portable 
It was also recognized that portability is a key aspiration where by community care 
and support services would follow the patient. 
 
Accountable  
This concept addresses the current challenge of understanding accountability for the 
entire journey of care.  Spanning beyond home and community care, to encompass 
any and all services delivered by OHT partners, the vision is for care that is 
accountable to the patient, caregiver and providers and that this responsibility is 
clearly understood by all parties.    
 
Continuous and Connected 
There is a recognition that the current system does not easily support continuity of 
care or connectivity between providers, systems and services.  NYTHP aims for a 
long-term home and community care system that is connected and continuous Warm 
hand offs are planned as a patient transitions between settings for their care.  This 
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concept also encompassed the issue of “portability” of care, to ensure that community 
services follow the patients along their care journey, across settings. 
 
Timely and Responsive 
There was consensus around the need for care that adapts to the pace of patients 
and families. No care journey is static, and yet the current system does not enable or 
support providers to amend or change care in response to changing demands.  We 
need an approach that enables us to work with patients and their caregivers to plan 
for the services that they need when they need it. 
 
Affordable and Universal 
Equity was a key topic raised at the Home and Community care workshop, where it 
was recognized that certain patients and caregivers were left out, or unable to access 
appropriate home and community care.  NYTHP wants a home and community care 
system that recognizes the impact of social, economic cultural and other determinants 
of health, which may affect how and if people are able to get care.  Social status or 
ability to advocate should not affect any patient or caregiver’s ability access to home 
and community care.   
 
Five Essential Building Blocks  
In order to move towards this vision, five essential building blocks were identified to 
enable our long term vision: 
 
1. Patient and Caregiver Reported Measures 
Key to enabling this will be the ability to measure and assess patient-caregiver 
centredness across the care journey.  NYTHP will trial common patient and caregiver 
experience and outcome measures across the continuum, in order to measure 
achievement against these metrics over time and across initiatives. 
 
2. Key Worker – single point of accountability 
In order to operationalize this, the team has envisioned a “key worker” role as part of 
the long term vision.  The “key worker” is accountable for the delivery of the entire 
journey of care for a particular patient/caregiver, regardless of service or provider.  
Essentially, the accountability lies with the “key worker”. As a primary point of contact 
and oversight of care plan, ensuring that a care team is aligned on achieving the 
patient’s goals.  In the future, the re-assignment of a care coordination lead may take 
place if a Key Worker is identified during or after the development of a care plan. This 
is when client needs and/or preferences dictate that another provider is more suitable 
than the Coordinator to act as the client’s consistent point of contact managing their 
care coordination.  
 
3. One assessment, one plan, one record  
One assessment, one care plan and one record that is shared and accessible to all. 
NYTHP will develop/adopt and test common, standardized standard assessment tools 
and practices to drive decision making about services based on need, enabling 
greater transparency and accountability to patients, families and providers.  A 
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common approach will also enable consistent communication and avoid duplication of 
services, particularly avoiding multiple assessments that are repetitive and force the 
patient to re-tell their history.  This building block also aims to address equity 
considerations, ensuring that lack of access to advocacy or social standing doesn’t 
negatively impact people’s home and community care offering. 
 
4. Common Information Sharing Approach 
The need for a single, universal approach to information sharing and documentation 
has been identified as a key building block.  This “platform” would enable 
communication and continuity across providers as well as with patients, clients and 
families.  Once built, the platform could be enhanced by digital and virtual tools, 
further enabling greater control and capacity. Identity management, access and 
authorization provincial work will be foundational for supporting a patient across a 
journey. 
 
5. Culture Change 
Underpinning all building blocks is the need for a culture change, which NYTHP is 
well-placed to enact.  As reflected at our core partnership table as well as the 
constructive and open dialogue taking place amongst our providers, patients and 
clients, a cultural shift will need to take place, whereby all providers have the 
accountability and feel empowered to make the right decisions alongside patients and 
clients. 

 

A.2. What is your team’s short-term action plan for improving home and 

community care in Year 1? 

Identify your top priorities for home and community care in your first 12 months of 

operation.  

• What proportion of your Year 1 population do you anticipate will require home 
care?  For this proportion of patients, describe patient characteristics, needs and 
level of complexity.  

• Describe how you will innovate in the delivery of care to improve the delivery of 
home and community care to achieve your Ontario Health Team quadruple aim 
objectives.  

• Outline a proposed approach for how you will manage patient intake, assess 
patient need, and deliver services as part of an integrated model of care. If 
relevant use the optional table below to describe the delivery model.  
 

Role/Function Organization Delivery Model (What type 
of provider (dedicated home 
care care coordinator, FHT 
allied health professional, 
contracted sevice provider 
nurse, etc) will be providing 
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the service and how (in-
person in a hospital, 
virtually, in the home, etc.) 
 

Managing intake    
Developing clinical 
treatment/care plans 

  

Delivering services to 
patients 

  

Add functions where 
relevant 

  

See supplementary Excel spreadsheet 
 

Max word count: 1000 
In Year 1, NYTHP will leverage existing resources to deliver the first phase of an 
evolution toward our future vision for home and community care. This will include the 
careful design and introduction of the following navigation and coordination services 
for seniors (Appendices C7,8): 
 
• Generalized Care Coordination (care coordination directly connected to 
primary care including at least one FHT and one CHC) - 1315 patients 
• Specialized Care Coordination (focused on CHF/COPD and Dementia) - 480 
patients 
It is anticipated that approximately 1795 patients will receive one of the two above-
mentioned care coordination services in year 1. Patients enrolled would be part of a 
carefully monitored program evaluation to assess outcomes and apply continuous 
improvement with the experience of clients and families at the forefront of this work.  
 
Specialized Vs. General Care Coordination 
 
General Care Coordinator (GCC): The first level of integrated care is the GCC 
connected directly to specific primary care practices such as FHTs and CHCs to 
strengthen primary care engagement and serve seniors identified with a rising risk of 
health complexity. The GCC is a single point of contact for the primary care practice 
who not only coordinates home care services, but to all services required to best 
support the patient (community support, healthcare, etc). This includes working with 
patients and caregivers to determine who should provide service, where, and how.  
 
NYTHP will simultaneously develop and strengthen an integrated network of service 
providers in the community to establish a clear understanding of services currently 
available and ensure they are easily accessible for efficiency and consistency as long 
as it aligns to client choice. 
The idea of neighbourhood pods will also be explored, which are clusters of providers 
serving local areas. Pods would include home care providers currently contracted 
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through the LHINs as well as government funded community service providers and 
beyond.   
 
 
A target of 1315 patients will receive the general care coordination service model in 
Year 1.   
 
Specialized Clinical Coordinator (SCC): The second level of integrated care offers 
specialized expertise and relationships with specialists in their area of focus to 
exercise expert clinical judgement and decision-making to ensure patients 
experiencing exacerbation of their condition are triaged to the appropriate level of 
care.  The SCC will coordinate access to urgent care and follow-up as needed, along 
with expedient access to timely assessment/interventions required to prevent an 
emergency department visit or hospital readmission. The initial focus of the 
specialized model or care coordination will be on rising-to-high risk seniors 
experiencing COPD, CHF or Dementia. The SCC coordinates the full spectrum of 
client care including home care and specialist services, as well as direct admission to 
hospital if needed after an urgent care or specialist visit 
A target of 480 patients experiencing COPD, CHF and/or Dementia will receive the 
specialized clinical coordination service model in Year 1.   
 
An additional logistical support role may be introduced to specialized or general care 
coordinators if and when the number of patients being served exceeds a manageable 
threshold for existing Coordinators. This Service Coordinator implements the care 
plan and optimizes the patient’s service schedule. The Service Coordinator can 
schedule primary care visits, specialist clinic appointments, and day programs.  
Describe how you will innovate in the delivery of care to improve the delivery of home 
and community care to achieve your Ontario Health Team quadruple aim objectives 
 
Home and community care plays a key role in improved population outcomes and 
decreased total costs of care. In order to assume this responsibility the NYTHP are 
pursuing the following innovations: 
 
1. The previous boundaries between environments (hospital, community, primary 
care, etc.) will now be porous, which may also avoid organizations providing 
similar/repetitive work. 
 
2. Repeat assessments known to impose boundaries between environments will 
now be streamlined into a single assessment conducted once and shared across 
teams.   
 
3. Resources and supports will be offered based on patient need and continuity of 
care (staff follows the patient). Health professionals work to the top of their scope of 
practice as transdisciplinary clinicians across environments. Previous loyalty to job 
descriptions and prescribed responsibilities become secondary to patient need, care 
competencies, and continuity of care.  
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4. Services offered through home and community care will expand beyond 
traditional health services to meet the broader needs of clients and families. From 
groceries to transportation to assistance paying the electricity bill – the role of the 
home care provider is to protect and facilitate and individual’s well-being any way they 
can. 
 
5. Services available at home or in the community will be organized into an 
integrated network and potentially optimized into pods: clustering care geographically 
by neighbourhood and distributed care hubs. 
 
6. Clear and established pathways will be created to easily access services, 
particularly for the most vulnerable including those facing challenges related to social 
determinants of health. 
 
7. Patients and families may be able to receive cash in-lieu of home care 
spending to purchase what they need via a structured, guided and evaluated 
approach.  
 
8. All providers (care coordinators, primary care teams, community providers, 
etc.) will eventually share access to CHRIS. In Year 1, steps will be taken to ensure 
providers currently using CHRIS can access all pertinent information and a shared 
copy of RAI assessments are available to all providers.  
 
9. Coordinators will be available evenings and weekends by telephone and text-
based chat. Although clients may not reach their dedicated Coordinator after hours, 
they will be able to communicate and receive support from someone who is able to 
view records and assist with the inquiry in real time. In the future state, support will be 
available 24/7. 
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A.3. How do you propose to transition home and community care 

responsibilities?  

Please describe you proposed plan for transiting home and community care resources 

to your Ontario Health Team in Year 1, such as care coordination resources, digital 

assets, programs, and local knowledge and expertise.  

Max word count: 1000 
Home and community care is a key component of our Year 1 and maturity model of 
care.  With the understanding that this application is non-binding, we urge MOH and 
Ontario Health to work with all OHTs to resolve the issues noted below in order to 
maximize our commitment to deliver population-based health care.   
 
There are several key considerations that must be at the forefront of any successful 
transition of home and community care.  Some of these may have fundamental 
impacts on how and whether home and community care functions can be 
transitioned: labour relations strategy, including a plan to manage compensation 
equity issues across sectors (compensation includes total rewards (e.g. wages, 
benefits); provincial standards that allow for local OHT delivery, but set consistency 
across the province; and procurement strategies that enable OHT agility for service 
design and delivery, removing historical barriers.   
 
With these considerations in mind, NYTHP has consistently engaged the LHIN, home 
care and community support providers and the entire partnership around home and 
community care transition since the start of our initial application.  These discussions 
have focused on functions, rather than on specific resources and assets.  Central to 
these discussions has been the view that in order to maximize chances for success 
and minimize disruption, any transition activities must be underpinned by deliberate 
and grounded objectives and timelines, and must be accompanied by open and 
transparent communication amongst all partners.  We look forward to working with the 
Ministry and our partners on the future model of home and community care and 
implementing this next phase of transformation.   
 
NYTHP is taking a dual-pronged approach to home and community care transition.  
The first is through phasing in of key LHIN functions and resources within our Year 1 
initiatives.  This approach will enable early learning and testing of new ways to deliver 
home and community care, and these lessons will help to inform scale-up of the 
services and the transition process of home and community care resources.   
 
To illustrate this approach:  the Year 1 initiative from the seniors working group is a 
new model of Generalized Care Coordination (GCC, Appendix C7) aligned to primary 
care to enable seamless, coordinated home and community services for frail, older 
adults in North York. 
 
The new GCC model aims to address identified gaps in the current process: 
• Lack of communication and coordination with primary care providers 



Ontario Health Teams 
Full Application Form 

 

101 
Version Date: 2019-09-11 

• Duplication of assessments and care plans and care planning process 
• Lack of a central point of contact for the patient, family and the providers 
• Lack of ability for providers and the patient/family to see a single record or 
share information 
• Services that are not coordinated with eachother, and not well aligned to how 
patients’ and caregivers’ lives work (ie. Scheduling) 
• Lack of provider satisfaction in being able to deliver best care and services for 
patients 
 
The GCC project will put in place the following key functions to address the above 
gaps: 
 
• LHIN (or other) Care coordinator assigned/dedicated to particular primary care 
providers/practices (virtually or physically)  
• Information sharing platform/method for patient and providers – will test this 
using primary care EMR, or CHRIS (from LHIN) or other system 
• Single assessment – will develop and test a common, holistic assessment for 
all patients and providers, which covers all services (home care, community support 
services, health care, etc) 
• Single care plan – leverage Health Links care planning approach and 
infrastructure to enable sharing of care plan across all providers and with 
patient/caregiver 
• Assignment of key worker/most responsible coordinator – accountable for end-
to-end care journey and single point of contact for patient, family and providers 
 
The GCC project will enable learning not only about a new model of care for patients 
and providers, but will also yield important insights into the transition of home and 
community care resources and assets to NYTHP.   
 
A similar approach will be taken with the other Year 1 initiatives, including: 
 
Seniors – Specialized care coordination (SCC – Appendix C8), LHIN care 
coordinators will be embedded within a multidisciplinary team to support seniors with 
COPD, CHF and Dementia with all their home and community care needs, ensuring 
seamless discharge back to their homes.  Where appropriate, LHIN telehomecare will 
be part of the holistic service offering, as will access to the streamlined 24/7 urgent 
care line 
 
Palliative Homebound outreach initiative (Appendix C9) – transition of Palliative Nurse 
Practitioner from LHIN to OHT project, piloting of CHRIS IT system as common 
record 
 
Palliative – Expanding Access to Palliative, leveraging the common 24/7 hotline 
(Appendix C10) for patients and families -transition of LHIN 24/7 hotline to serve this 
patient population 
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The second prong is to understand LHIN transition at a strategic level, and align 
transition activities to the key objectives of NYTHP.  To that end, we have begun to 
identify specific functions and assets that we would aim to house within the OHT 
structure.  At the same time, we are also mapping the functions that should not 
transition to the OHT, ie., regional services, the 1-800/24/7 hotline infrastructure, etc.  
For these functions, we will engage with adjacent OHTs, Ontario Health, MOH and 
other relevant stakeholders to ensure strategic and operational alignment of these 
resources to meet NYTHP’s and other OHTs’ needs.  NYTHP is fortunate to have 
Stacey Daub, previous CEO of Ontario’s largest CCAC, joining our team on October 
15. 
 
Assuming that funding and governance have been determined; NYTHP has identified 
the following functions that we would seek to transition beginning in Year 1, which 
would include all home and community care service delivery as well as all supports 
required to deliver home care.  As a starting point, we would look to the functions, 
resources and FTEs which are currently allocated to the North York Central sub-
region, including, but not limited to:  
 
• Mental health and addictions supports for schools and youth  
• Short stay care coordinators  
• Telehomecare 
• Rapid response 
• Palliative  
• Care coordination  
• Wound clinics: Branson + Fairview Medical Clinic 
• HR 
• Payroll 
• Risk 
 
From an assets perspective, we would look to transition the following, with a starting 
point of those assets that are currently aligned to our population: 
• Assets-Leases 
• MOUs 
• IT infrastructure 
 
We believe that NYTHP’s dual-pronged approach will enable a collaborative, stable 
transition of home and community care, where new models can be tested and refined, 
whilst ensuring that quality of care is maintained or improved.  Key to this process will 
be thoughtful change management across all OHT partners – with an emphasis on 
good governance, accountability and efficiency.      

 

A.4. Have you identified any barriers to home and community care 

modernization?  
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Identify any legislative, regulatory, policy barriers that may impede your team’s vision for 

modernizing home and community care with regards to improving health outcomes, 

enhancing the patient and provider experience, and ensuring system sustainability. This 

response is intended as information for the Ministry and is not evaluated. 

Max word count: 1000 
At our Home and Community Care workshop on Sept. 4th, our final agenda item was 
dedicated to identifying barriers to home and community care modernization.  In 
addition, across our Year 1 initiatives and longer term vision for home and community 
care, key barriers have been identified that will impact the success of home and 
community care transition to the OHT.  We have continued to identify key issues as 
our work has progressed.  These are outlined below. 
 
Data sharing 
• Privacy  - both the legislation and interpretation of the legislation may hinder 
information sharing across providers. 
• HIC status - Communication agencies are not considered HICs and where 
agent status prevents access to provincial assets which raises risks during transitions 
(e.g. no medication reconciliation or discharge information shared between hospital 
and home care providers) 
• IT  - lack of common standards for information sharing across providers, lack of 
system standards 
• Data - Lack of common data standards 
 
Human Resources: 
• Labour relations: Union vs non-unionized – interpretation of shared 
management or if the OHT is considered an HSP amalgamation of assets.  
Considerations of employees doing similar work represented by different unions.  
There could be challenges with respect to collective agreements. 
• Pay equity may result in challenges with respect to harmonization of wages. 
This could result in increased cost. 
• PSW recruitment and retention – shortage of PSWs across all providers, 
implications for safety and quality of care 
• Constraints placed on utilization and scheduling 
• Scopes of practice and their interpretation – varying across sectors and roles, 
lack of flexibility to adapt to patient needs 
• EMS restrictions – cannot take patients to variety of settings – lack of flexibility 
in managing system backlog of patients 
 
Policy/funding 
• Transfer of funding and accountability – for the OHT to be able to implement 
changes to home and community care, there is a need for a transer of both funds and 
accountability and oversight from the LHIN 
• Inequity in resources available to LHINs – historical budgets that are not 
aligned to current population growth and local public health pressures. 
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• Current contract management and resource assignment approach which may 
prevent a single key worker from being assigned and wrapping of services around a 
patient 
• Market share requirements which may prevent attribution of patients to primary 
care and to a unique provider to support their care across their journey 
• Lack of LTC capacity – creates greater pressure on home care system to 
maintain more complexity and higher care needs which cannot be met with current 
legislative service maximums 
• Tools not standardized across organization – different assessment tools used 
in different settings and for different purposes. 
• Lack of flexibility in funding mechanisms (fee codes, bundled payments, etc), 
precludes certain funding arrangements at OHT-level to enable innovative models of 
care 
• Contract restrictions – prevent SPOs from delivering all the services needed to 
support a patient across their care needs as restrictions on delivering services based 
upon CHRIS volume allocations. Also restrictions as non HICS so unable to be 
authorized agents to access provincial assets to share key clinical information.  
• Funding -overall lack of services to meet demand, currently leading to under-
provision of home and community services 
 
 
In developing new models, there are key issues for the Ministry of Health to take into 
consideration, providing both guidance and direction to OHT candidates.  These 
include: labour relations strategy, including a plan to manage compensation equity 
issues across sectors (compensation includes total rewards (e.g. wages, benefits); 
provincial standards that allow for local OHT delivery, but set consistency across the 
province; and procurement strategies that enable OHT agility for service design and 
delivery, removing historical barriers.  
 
We look forward to working with the Ministry, Ontario Health and other key 
stakeholders on the future model of home and community care, including alignment to 
a provincial framework to ensure all Ontarians receive equitable care, and 
implementing this next phase of transformation.      
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APPENDIX B: Digital Health 
Experience from other jurisdictions suggests that digital health is a powerful tool for advancing integrated care, shared 

accountability, value-based health care, and population health management approaches. 

In this section your team is asked to assess its current digital health capabilities and propose plans for building off this 

existing capacity to meet the minimum readiness requirements and Year 1 expectations set out by the Ontario Health Team 

Guidance Document.  Responses provided in this section will be evaluated based on the degree to which your team seeks to 

integrate already existing infrastructure and improve disparities in digital capacity across the members of your team.  

Responses will also help the Ministry understand what supports teams may need in the area of digital health. 

By completing this section, the members of your team consent that the relevant delivery organizations (i.e., Cancer Care 

Ontario, Health Shared Services Ontario, Ontario MD, Ontario Telemedicine Network, and/or eHealth Ontario) may support 

the Ministry of Health’s (Ministry) validation of claims made in the Current State Assessment by sharing validation 

information (e.g., the number of EMR instances, including the name and version of all EMRs used by applicants) with the 

Ministry for that purpose. 

B.1 Current State Assessment 

Please complete the following table to provide a current state assessment of each team member’s digital health capabilities. 

Member Hospital 
Information 
System Instances 
Identify vendor and 
version and 
presence of 
clustering 

Electronic Medical 
Record Instances 
Identify vendor and 
version 

Access to 
other clinical 
information 
systems 
E.g.,   Other 
provincial 
systems such 
as CHRIS, or 
other systems 
to digitally 
store patient 
information 

Access to 
provincial clinical 
viewers 
ClinicalConnect or 
ConnectingOntario 

Do you provide 
online 
appointment 
booking? 

Use of 
virtual 
care 
Indicate 
type of 
virtual 
care and 
rate of 
use by 
patients 
where 
known 

Patient Access 
Channels 
Indicate whether 
you have a 
patience access 
channel and if it 
is accessible by 
your proposed 
Year 1 target 
population 

See supplementary Excel spreadsheet 
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B.2 Digital Health Plans 

Where gaps are identified through the current state assessment, the plans below should include an approach for addressing 

these gaps.  As you articulate your plans please identify what non-financial support and services you will require from the 

Ministry or delivery organizations. 

2.1 Virtual Care 

Describe your plan for how you will build off your team’s existing digital capabilities to further expand virtual offerings in Year 

1. If some or all of the members of your team do not have virtual care capacity, what steps will you take to ensure that by the 

end of Year 1 your team offers one or more virtual services?  Provide an assessment of how difficult it will be for your team 

to meet the following target: 2-5% of Year 1 patients who received care from your team had a virtual encounter in Year 1.  

Describe how you will determine whether your provision of virtual care is successful or not (e.g., measures of efficacy or 

efficiency). 

Max word count: 1000 
The OHT’s approach to virtual care technology is use it to remove barriers of access to care and improve healthy 
outcomes, by providing our patients, families and clinicians with flexible options to access OHT services (health, education 
etc.) where and when they need them. (Appendix C14)   
 
Virtual care will be instrumental in supporting improved quality and integration by facilitating virtual consults, e-visits and 
communications between patients and clinicians. In year 1 our virtual care strategy will focus on: 1) achieve virtual care 
adoption targets (2-5% of visits) by leveraging existing virtual care capabilities to provide patients with more options to 
receive care when and where it’s convenient for them; 2) establishing a virtual care roadmap that identifies specific areas 
that will benefit from the availability of virtual care.  NYTHP partner organizations presently possess robust virtual care 
service offerings and will be able to meet and exceed the 2-5% target for year 1. Examples of how virtual care will be 
utilized to serve our target populations in the near term are as follows: 
 
Virtual Consults: Virtual consults, driven by OTN technology, are currently available across hospital, primary care and long-
term care OHT member organizations. These services will be leveraged to provide our palliative and seniors population 
with access to physician consults with geriatricians, palliative care specialists and psychiatric services. Examples of this 
include leverage VHAs Pixalere system to provide virtual wound care consults to our home bound palliative and senior 
(chronic disease) populations. Existing locally operated solutions will also be an economical option to augment OTN 
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capability and reach our virtual care targets. For example, NYGH is currently piloting Microsoft Teams to enable virtual 
consults and secure message communication between palliative physician specialists to support primary care and LTC 
consults. It will be important for MOHLTC to establish a flexible mechanism for physician reimbursement to overcome 
barriers to adoption of these alternative technologies. 
 
e-Visits: The OHT also possess significant capability to provide e-visits to our target populations. This includes the ability to 
conduct virtual in-home assessments for home care services and virtual home care visits with physiotherapists. Baycrest 
Hospital has also implemented the Akira virtual care solution that provides select patients with 24/7 access to nurse 
practitioners and enables them to connect virtually with their care team. To support access to primary care, we will also 
begin exploring opportunities to leverage existing e-visit capability provided by our primary care EMRs, such as the Medeo 
solution utilized by the NY FHT. These solutions are already used to allow primary care to communicate with their patients 
including the ability to book appointments, inform them of test results and provide prescriptions/requisitions electronically. 
Again, physician re-imbursement will be a barrier to taking advantage of these existing assets and will need to be 
addressed by MOHLTC. 
 
Other Virtual Capability: The OHT also possesses other virtual capability to help better serve our population. This includes 
a variety of telemonitoring, telephony, secure messaging and email options. Examples include; Circle of Care’s automated 
reminder calls for patients, and SE Health’s Medocity platform, which incorporates vital sign monitoring and video 
conferencing made accessible through a patient portal.  
In the near term, the OHT will be utilizing a 24/7 phone line that will allow its palliative care patients and families access to 
palliative services (including palliative physicians) during regular and off-hours. This will be enabled by existing virtual 
capability provided by our partner organizations including Baycrest, Bayshore, SE and the Central LHIN. 
The OHT will also provide virtual services that support patient and clinical education. We will leverage existing programs 
such as ECHO care, which utilizes OTN video-conferencing sessions to help increase primary care’s understanding of the 
needs of our geriatric population. 
 
Virtual Roadmap:  In an effort to build on our existing capacity, the OHT digital and clinical teams will develop a virtual care 
roadmap in the first year that will identify new virtual care technologies and areas for investment. This roadmap will seek to 
align with activities of the OTN partner program to avoid technology silos through the adoption of vendor neutral virtual 
care platforms. The strategic focus of this roadmap will be bringing clinical information systems and virtual care platforms 
together to create a seamless experience for patients and clinicians. 
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2.2 Digital Access to Health Information 

Describe your plan for how you will build off your team’s existing digital capabilities to provide patients with at least some 

digital access to their health information.  Provide an assessment of how difficult it will be for your team to meet the following 

target: 10-15% of Year 1 patients who received care from your team digitally accessed their health information in Year 1. 

Max word count: 1000 
Patient and family/caregiver access to data is a key pillar of the NYTHP digital strategy. In fact, it will represent a 
mandatory requirement for organizations participating in the OHT. The team’s vision is to support secure, seamless 
integration and flow of data between partners, including a patient facing digital health platform. Patients will be able to 
allow their family and caregivers to access the secure web-based portals to access their health information, book 
appointments, access educational materials and communicate across our integrated team of professionals to support their 
pathway of treatment. Additionally, we will leverage existing channels that would support patient self-management of care. 
Currently, most OHT members have access to OTN Telehomecare, which provides patients with the ability to view data 
related to their telehomecare visits over time.   
 
Most organizations within our OHT provide patients with the ability to access their health information (refer to current state 
assessment). This includes patient portals connected to primary care EMRs in our family health team. Primary care 
patients have the ability to schedule appointments, view their health records, and receive prescriptions/requisitions through 
platforms like Medeo. Similarly, our community and home care partners also allow patients and their families/caregivers to 
access their health information digitally over the internet using a combination of web portals and mobile applications 
including EasyCare Client App, AlayaCare and Medocity.  Amongst our hospital partners, Baycrest has implemented the 
MyChart patient portal, while NYGH’s MyChart implementation is scheduled to be completed by the end of FY 2019/20.  
As such, the focus of our year 1 plan will have three aspects; 1) to enable patient access to their health records amongst 
all OHT partners; 2) to increase enrollment in existing PHR solutions; and 3) to develop a strategy and solution that will 
allow patients to access all of their relevant health information through a single access channel.  
 
To address aspect one, the OHT will work collectively to ensure that all partner organizations who have systems with 
patient access capability are enabled and made available to patients. For example, working with our NY Seniors Health 
Centre to enable patient portal capability in their PointClickCare EMR to support access to data by SHC residents and their 
families. Where a partner lacks this technical capability, we would work with them to ensure that the functionality is made 
available. This could involve the procurement of a new solution, however, where possible we would seek to extend existing 
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PHR capability to that organization. For example, NYGH will provide partner organizations with the opportunity to piggy 
back on its current MyChart implementation to make patient data accessible.   
In order to increase utilization of existing PHRs, the OHT will seek to promote patient enrollment in access to these 
systems. This would include making access to PHRs a standard option in the patient registration/enrollment process for 
OHT services. For year 1, enrollment will be the responsibility of the individual organizations operating clinical information 
systems. A requirement to achieve enrollment targets of 10-15% will be established by operating targets set out in OHT 
policy/agreement. Given the breadth and maturity of digital tools already being used by OHT members, we do not believe it 
will be difficult to provide 10-15% of patients with at least some digital access to their health information in Year 1. 
 
Finally, the OHT will begin planning to provide patients with centralized access to their records through a single channel. 
This would include the implementation of a federated patient identity model that would allow patients to access patient 
portal and other digital services using a single credential for authentication. The OHT will strive for a privacy centred 
design of its patient access channels, whereby patients would have choice about what information is presented to them 
and control over who may view that information. We will also provide patients with flexibility in how they access their 
information including desktop or mobile device options.  This activity is detailed in section 2.3 below. The design of these 
solutions will be driven by our broader digital strategy and will include direct input by patients and families.   

 

2.3  Digitally Enabled Information Sharing  

Describe your plan for ensuring that patient information is shared securely and digitally across the providers in your team for 

the purposes of integrated care delivery, planning (e.g., pooling information to understand population health needs and cost 

drivers, population segmentation, integrated care pathway design). 

Max word count: 1000 
Ensuring that providers have secure access to up to date and relevant clinical information, is another critical pillar of our 
patient centred digital health strategy. Our vision is to enable a 360 degree view of the patient that ensures that all OHT 
providers have timely access to the right data. Our goal is to deliver a superior and seamless patient experience that never 
requires a patient to repeat their medical history or bring their own records when they are receiving care from providers.  
 
The tactical focus of year 1 will address the following needs: 1) Bridging existing informational gaps amongst OHT 
members. 2) Enabling access to relevant information across all members; 3) Establishing a standard long-term 
approach/architecture to exchanging and pooling information across member systems to support clinical care, population 
health management and QI.  
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In the near term informational gaps will be addressed in two main ways; 1) Establishing a minimum data set for each target 
population that identifies the key data elements needed to effectively: i) identify the patient; ii) enroll them for services; iii) 
connect and coordinate the care team, and; iv) support ongoing management of the patient’s care. Once the minimum 
data set has been established, we will seek to build on current access to existing provincial and local digital assets that can 
address these gaps. These would include the provincial provider and client registries to support identity management and 
clinical data assets such as ConnectingOntario and CHRIS. We will also seek to close the existing gaps in contribution to 
these systems.   
 
A unique feature of our OHT is the level of connectivity/access between primary and acute care. For example, 
approximately 200 of local family physicians (NY FHT and others) have access to NYGH’s Cerner Powerchart system. As 
a result, these users also have access to ConnectingOntario.   Adoption of HRM is also high, enabling most of our family 
physicians to receive notifications and hospital reports (eg. discharge summaries) electronically to their EMRs. However, 
where patients are transitioning to home and/or community, there is limited visibility into acute care data. As such, we will 
work with eHealth Ontario to expand access to ConnectingOntario to our home and community partners and where 
appropriate extend remote access to NYGH and Baycrest hospital information systems. For example, we are planning to 
provide our LHIN based nurse practitioner access to Cerner to support discharge and care coordination for home bound 
palliative care patients.  The OHT will expand access to the CHRIS Clinical Viewer to ensure that hospitals, home care and 
primary care have access to the coordinated care plan and the latest information about the home/community care services 
being provided. The OHT will also seek access to the Integrated Assessment Record, as a means to enable information 
sharing to support its mental health population.  
 
The OHT is also intending to pilot innovative new technologies that will seamlessly present the 360 view of the patient to 
support ongoing care manage and coordination. Based on environmental scanning and a literature review, the OHT is 
proposing to pilot a patient relationship management platform (eg. patient CRM). Adoption of these types of platforms are 
emerging in the United States and elsewhere, as a preferred tool to provide intelligent care collaboration and a connected 
patient engagement experience. We will also, begin planning for the implementation of population health management 
tools. As we await ministry direction on this topic, we will begin pooling the ADT and coded data from our member 
organizations in order to lay the foundation for patient activity tracking and population segmentation. This will be 
instrumental to managing patients at a population level. A visual for how digital health will be enabled to support our 
strategy for our year 1 palliative population are attached in the appendix.  
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Delivering seamless access to digital assets by OHT member organization and patients and families is another key priority 
to enabling information sharing. Our long-term objective is to develop a federated identity model that will enable OHT 
partner orgs and patients to access relevant systems using a single electronic credential. This will also support our ability 
to create a secure digital ecosystem where patients and providers will enjoy access to existing and new digital services. 
Currently, NYGH has submitted a Patient Digital IAA application alongside Southlake RHC and identity vendor, Identos, to 
develop this model.  
 
In the near term, OHT partners organizations will develop an interim solution for access to provincial and local assets. 
NYGH has been selected as a ONE ID bundle delivery partner and will use this role to expand enrollment in ONE ID (and 
related digital services) across the OHT. This is an important step to support expanded OHT member access to provincial 
assets including Connecting Ontario, CHRIS and HRM. In order to enable shared access to our local information systems, 
the OHT is proposing to develop a pooled active directory amongst our partner organizations in year 1. This will allow our 
organizations to grant authorized users access to point of care systems including HIS’s and EMRs. This will also provide 
the backbone for access to any new systems being deployed, such as the CRM tool described above.  
 
Although expanding access to both local and provincial systems will support better integrated care in the near term, the 
strategic vision would be to integrate data from multiple point of care and provincial sources to support clinical care and 
population health management. To address this requirement, the OHT will begin designing a standards-based health 
information exchange (HIE). The HIE will be developed to support the use of APIs and web services using current and 
future messaging standards such as HL7v2 and FHIR. Moreover, the OHT will adopt data standards such SNOMED CT 
and ICD-10/11 (enable easy conversion between the two) to ensure clinical terminology is standardized across OHT 
providers and data can be used for financial reporting, clinical standardization, research, and health system planning. 
Implementing a rules engine that employs these standards will allow us to exchange and pool information in a consistent 
way across OHT member organizations.  

2.4  Digitally Enabled Quality Improvement 

Describe how the members of your team currently use digital health tools and information to drive quality and performance 

improvement.  How will your team build off this experience and capability so that it exists at the team-level? 

Max word count: 500 
One of the key considerations in developing and sustaining our digital strategy and the care our OHT provides is in our 
approach to QI through digital solutions. Our OHT currently demonstrates both national and international leadership in this 
area, which will be leveraged to improve quality, value and efficiency.   
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QI expertise also exists within our community and acute care partners. In primary care, the North York FHT has won 
provincial accolades for its data standardization efforts, which supported health care providers to improve documentation, 
which has in turn improved care and communication.  In community care, LOFT’s EMS QI project utilized a combination of 
data and technology (CIS and datawarehouse) to drive process improvement, resulting in a 20%+ reduction in avoidable 
ED visits for mental health patients. Furthermore, as a HIMSS Stage 6 Hospital and HISBAT Lead, NYGH has developed 
expertise in an acute setting for digital implementation that improves quality and patient safety. For example, since 
implementing CPOE, hospital mortality rates amongst COPD patients with pneumonia have decreased nearly 50%. We 
will pool this collective expertise in clinical change management, data analysis and process design to identify opportunities 
for QI.  
 
The second building block will be the data sources used to facilitate quality improvement. Currently, data quality by 
providers (which is standardized) are held in silos (within acute and community EMRs).  Liberating and integrating this data 
will be a foundational first step for the OHT, followed by the incorporation of patient reported data (eg. PREMS/PROMS) to 
help us better measure the impact of QI initiatives on patient experience. We have unique and valuable expertise in linking 
records between disparate sources; for example, the ‘Health Databank Collaborative’, an initiative of North York General 
Hospital and the North York FHT, links hospital records and primary care records for approximately 100 000 patients in the 
geographic area covered by the OHT. This is the only linked database of this kind in Canada. Our information technology 
specialists are knowledgeable in making these connections while maintaining the highest level of health information 
protection, so we will be able to link data sources among partners where necessary in year 1. 
 
NYTHP includes the University of Toronto Practice-Based Research Network (UTOPIAN) leadership, who are both local 
family doctors and clinician-scientists (based out of NYGH) who work to conduct QI initiatives and research studies. This 
expertise will also be leveraged for enhancing efficiency and conducing assessments through continuous QI. 
Finally, patient engagement will be integral to the partnerships digital health strategy to improve quality. Advisors from 
across the partnership will be used to ensure that digital health and QI decisions embed patient and family members in 
decision making.  We will subscribe to the principle of “nothing about me, without me” when it comes to patient 
engagement, as our advisors will work to identify how they would want to be meaningfully involved in QI and digital health 
development.  

 

2.5 Other digital health plans 
Please describe any additional information on digital health plans that are not captured in the previous sections. 
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Max word count: 500 
Vision  
Our goal is to empower our population to live healthier lives by using digital health technology to create seamless access 
to health services, education and community support. A visual depiction of NYTHP’s vision for digital health can be seen in 
the attached appendices. 
 
Guiding Principles 
The following principles will be applied to all decisions related to the design development of digital solutions to support our 
partnership: 
 
• Leverage Tools in the Toolbox (where possible)  
• Solutions must align with clinical workflow 
• Privacy/Safeguards/Security by design 
• Patient co-design of solutions  
• Enable tools to liberate data (data sharing agreements, common identify management, etc.)  
• Data should work for patient and population health  
• Let's get it all together 
• Standardization - Master Data on Patients, Clinical Data, Transactional 
• Interoperability among digital asses  
• Access - Transparency of Information for our population 
• Innovation - Measure - Incremental vs Disruptive, Breakthrough, Game Changer 
• Scalable - Design Solutions  
• Work must break silos of care/information  
 
Digital Roadmap 
 
• Interoperability 
o  In year 1: sites will be on boarded to provincial assets  
o At maturity: establish standard based health information exchange; enable full interoperability between local and 
provincial systems using HIE platforms 
• Clinical Operational Systems 
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o In year 1, enable access to local and provincial assets by leveraging ONE ID, create a shared active directory pool, 
establish clinical data standards 
o At maturity: develop a federated identity model for patients and providers to access information, implement clinical 
decision support tool(s) to improve efficiency, quality and safety  
• Advanced Analytics 
o In year 1: enable ability to track patients across the OHT, support performance management through data 
requirements, develop a joint data warehouse to lay the foundation for population health management 
o At maturity, LHIN/provider data collected to meet requirements, a population health platform will be deployed  
• Engagement 
o In year 1: virtual care technologies will be implemented, patient relationship management/engagement tools will be 
piloted, patients will be provided access to their data via local applications 
o At maturity: patients will be able to contribute and provide feedback to records, population health data alongside 
client engagement software will be used to improve health outcomes, QI, etc.   
 
Risks and Mitigations 
-RISK: Varying levels of capability/capacity across organizations; MITIGATION: Identify tech/resource gaps and develop 
mitigation plan that will be added to digital roadmap. 
-RISK: In year 1 – because we will focus on access rather than integration, the patient’s story remains divided between 
systems and organizations; MITIGATION: A strong governance structure that involves an integrated team of patients, 
clinicians and technologists to knit the patient story together and foment the culture change required to build a truly 
integrated system. 
-RISK: Privacy legislation will need to be updated to enable information sharing that covers both primary and secondary 
purposes; MITIGATION: While we await amendments to PHIPA, we will work within the current legislative framework to 
support information sharing and rely on a patient driven approach to address any legislative gaps 
-RISK: Need to obtain funding to execute digital roadmap (technology, licenses, training and support); MITIGATION: Work 
with OHT leadership to establish a process to jointly fund digital health initiatives 
-RISK: The complexity of connection is greater than we had planned; MITIGATION: Utilize a hub and spoke model focused 
on centralized clinical date domains to reduce the amount of data dispersion and need for extensive connectivity. 
-RISK: Engaging our staff is more difficult than planned; MITIGATION: Develop a robust change management plan that 
includes clinical and patient champions in co-design 
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B.3 Who is the single point of contact for digital health on your team? 
Please identify a single point of contact who will be the responsible for leading the implementation of digital health activities 

for your team. 

Name: Sumon Acharjee 
Title & Organization: Chief Information Officer,  North York General Hospital 
Email: sumon.acharjee@nygh.on.ca 
Phone: (416) 756-6790 
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4.3.1: Data Flow Diagram and Privacy Authorities Analysis 

 

Data Flow # Description Proposed Legal Authority Requirements/Gaps 

 

Transactional data such as 

ADT and other activity data 

is transmitted from OHT 

partner systems to 

aggregator HIE. This data 

will be used to identify 

patient activities within the 

OHT including enrolment 

and episodes of care.  

All OHT member 

organizations would be 

sharing this data as HICs as 

defined in PHIPA s.3(1), 

operating in an implied 

consent model as members 

of the patient’s circle of care 

(NB: Where required we will 

ensure patient consent is 

informed through 

communications/notices). 

We would rely on existing 

data sharing agreements 

(DSAs) between OHT member 

organizations to govern these 

It is not clear at this time 

whether the HIE will be 

operated by the OHT as a 

corporate entity or by a 

member organization. If it is 

the former, we would 

recommend that the OHT 

members form a single HIC 

pursuant to a ministerial 

order under PHIPA s3(7). In 

the latter scenario, the 

organization operating the 

HIE would function as a HINP 

as defined under s.6(2) of 

O.Reg 329/04. 

1 

2 

3 

4 
5 

6 

1 

7 
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transactions. Where there 

are gaps members would sign 

new DSAs.   

 

Data aggregator/HIE 

operator will integrate the 

data provided by member 

organizations to generate a 

single patient 

profile/record. 

In the near term the data 

aggregator will be an OHT 

member HIC. Where this HIC 

is involved directly in the 

provision of care to the 

patient it will be operating 

under s.3(1) authority. 

However, where the patient 

is not receiving care from 

that member, it will be 

operating as a HINP to these 

other HICs. The OHT plans to 

execute a HINP agreement 

between the aggregator 

organization and other OHT 

members.  

In order to avoid the need for 

multiple HINP agreements we 

would recommend that the 

OHT be designated a single 

HIC pursuant PHIPA s.3(7) as 

above. 

 

This flow includes access 

and contributions by 

member organization to 

provincial assets including 

cOntario, CHRIS, HRM, IAR 

etc. 

We would rely on the 

authorities already 

established in DSAs and 

access agreements between 

the OHT member 

organizations and the 

applicable provincial 

operator/provider of the 

system.  

Due to existing health system 

delivery/funding models, 

some OHT members do not 

currently have access to 

certain critical provincial 

assets. For example, home 

care organizations currently 

act as PHIPA agents to 

CCACs/LHINs for the purpose 

of delivering homecare 

services. This places 

limitations on their ability to 

collect, use and disclose data 

housed in the CHRIS system. 

We would like to work with 

the Ministry and SSO to 

address these and others 

gaps that are preventing 

homecare from accessing 

provincial assets.  

 

Utilize integrated to 

facilitate population health 

management. 

For patients already enrolled 

with the OHT, we would rely 

on HIC status to provide the 

authority for us to engage in 

population health 

management activities (e.g. 

engage individuals at risk of 

chronic disease etc.). For 

secondary use of data 

including OHT planning, 

quality improvement etc., we 

 

2 

3 

4 
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would seek express consent 

from patients to utilize their 

data for the required 

purposes. 

& 

Utilize a care collaboration 

tool to enable multiple 

HICs to communicate and 

coordinate patient care. 

This would include sharing 

a combination of clinical, 

activity, and demographic 

information. This flow 

would also include patient 

access to data. 

OHT members would be able 

to access this information as 

HICs, who are part of the 

circle of care. Security 

mechanisms including 

encryption, role-based 

access, audit logging/alerting 

and patient consent 

preferences would serve to 

protect data and limit access 

to only those authorized 

individuals. Currently, legal 

authority for the data would 

be shared amongst the 

participating HICs who 

contribute to the record 

(shared custodian model), 

like the one is place for 

cOntario. DSAs and shared 

information handling and 

privacy policies governing 

these shared records of PHI 

will be implemented amongst 

member organizations to set 

out responsibilities for 

privacy, security and record 

keeping. Furthermore, we 

would rely on HINP/service 

provider agreement with the 

entity responsible for 

operating this system. 

The shared custodian model 

is complex where data is 

being accessed and updated 

in real-time by multiple 

individuals. A single HIC 

model would be preferable to 

streamline this process and 

ensure consistency amongst 

organizations. Moreover, 

should we seek to include 

data from provincial systems, 

it’s unclear whether existing 

access agreements would be 

sufficient.  

 

Patient or their SDM 

accesses, corrects and/or 

contributes data to the 

shared record. 

Patients have a right to 

access their own PHI under 

PHIPA s.51.  

Access controls will be 

utilized to enable patients to 

control who has access to 

their data and will provide 

the ability to designate an 

SDM or other caregivers to 

access their record.  Robust 

policies and system 

functionality will be used to 

maintain data integrity and 

track updates to the record. 

These will be developed in 

conjunction with patients and 

providers.    

 

5 6 

7 



NYTHP OHT Application – October 9, 2019, Additional Tables & Documents 

4 

 

 

Table 6.6 Risk analysis 

RISK CATEGORY  
RISK SUB-

CATEGORY  
DESCRIPTION OF RISK RISK MITIGATION 

Patient Care Risks Scope of Practice 

In the new models of care coordination for home and 

community care in NYTHP, the varying scopes of practice 

across PSWs, nursing and other staff may not allow for 

appropriate adaptability of roles and staff to the care or 

services required 

NYTHP will work with its partners to identify specific 

issues within innovative models and liaise with MOH, 

professional organizations and individuals involved to see 

how models might be tested, or barriers removed. 

Compliance Risks Legislative 
Privacy in terms of information sharing across multiple 

providers and with patients and caregivers 

NYTHP is actively engaged with and will continue to 

engage with relevant privacy offices across its 

partnership, as well as keep abreast of ongoing reform 

opportunities at MOH and other professional bodies to 

ensure that relevant and appropriate information can be 

shared to enable best patient care.  In addition, the 

requirement for appropriate information for evaluation 

will also be considered. 

Resource Risks Human Resources 

Labour relations variation across multiple providers and 

organizations poses multiple risks to OHT success.  For 

example, maximum wage rates for roles in hospital are 

significantly higher than wage rates for community 

organizations across all roles. 

In Year 1, NYTHP will be working to understand all the 

key implications to different organizational and structural 

models, and their impact and consequences on labour 

relations.  In parallel, NYTHP leadership will be 

proactively engaging with labour relations groups and 

communities to understand issues and how they might 

be addressed.  NYTHP will also look to MOH, Ontario 

Health and any other relevant stakeholders to for 

guidance and high level steers.  Early direction in this 

area is needed, in order to mitigate negative impacts. 

Resource Risks Financial 

Although collaborative and cooperative now, there are risks 

that the different proportional size of organizations within 

the partnership will imply disproportionate financial risks 

and burdens on partners - ie. Smaller organizations will 

have larger impacts when faced with financial risk, which 

larger organizations will be expected to take on greater 

financial risks, and yet impacts will still be felt 

This issue is and will continue to be a focus of Core group 

attention in Year 1.  NYTHP will work with its partners 

and outside stakeholders ie. MOH, Ontario Health and 

others.  In particular, NYTHP will seek to incorporate 

expertise and evidence from local and international 

sources, and has already begun to reach out to 

colleagues abroad (UK, US) to integrate learnings. 

Partnership Risks Governance  

OHTs will require a completely new model of governance, 

including accountability and other structures that have not 

yet existed before. Our partners have independent boards 

and operate as individual organizations. 

NYTHP has a collaborative, cooperative partnership 

which is committed to the values and principles of our 

OHT and the populations we will serve.  We intend to 

mitigate this risk through deliberate and transparent 

structures and communications throughout.  Illustrating 

this approach is the Memorandum of Understanding that 

all our partners have signed, including Board chairs.  This 

MOU outlines how the partners will aim to work together 

towards NYTHP goals.  The aim in Year 1 will be to further 

develop the governance model, via our governance sub-

committee and from working with MOH and 

government. 
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Partnership Risks 
Community 

Support 

Patient and Caregiver partners who are part of our OHT 

have flagged that we will need to thoughtfully engage with 

the community and client population around the promise 

of the OHT and what it will actually be able to deliver, in 

Year 1 and beyond.  There is awareness that we need to be 

careful not to promise too much, too soon, so as not to set 

expectations that cannot be met. 

Our patient and family and caregiver partners have been 

key team members of our OHT from the start, and will be 

the key to supporting us all to mitigate this risk.  They will 

be instrumental in supporting our efforts to engage, 

involve and communicate with our community around 

the OHT opportunity.  We will look to MOH and others to 

help set the stage at a provincial and regional level for 

these conversations to occur, and would benefit from 

messaging and communications that enable this. 

Resource Risks 
Information 

Technology 

There are key risks to the lack of integrated information 

technology available to the OHT partners, which are a 

barrier to smooth and open communication around 

planning, delivering and evaluating our Year 1 initiatives. 

The digital working group will be supporting Year 1 

initiatives to find work-arounds to support learning and 

implementation in Year 1. They will also work closely 

with MOH (digital health group and others) to 

understand what is possible in IT in the short term, 

including how best to include all partners in the care 

continuum to enable truly patient-centred, holistic care.  

Key to this work will be engagement with patients and 

providers as to their needs, both of whom are well-

represented within our digital working group. 

Resource Risks Human Resources 

Morale and culture are key elements of high performing 

teams, and OHTs are no exception.  We are aware that the 

uncertainty and lack of clarity in messaging or approach 

around OHTs is a challenge for staff and for the community 

in general. 

NYTHP is a collaborative and enthusiastic group, and are 

committed to maintaining this focus in Year 1 and 

beyond.  Much attention will be paid to change 

management and in particular team-building across Year 

1 initiatives.  In addition, we will be measuring provider 

experience across many of the year 1 projects - which will 

enable greater learning around how to best support staff 

in this changing context. 

Patient Care Risks Quality 

Lack of access to data to enable identification of providers 

and patients attributed to OHT, and to plan, deliver and 

evaluate initiatives in Year 1.   

NYTHP is in the process of creating a dataset to support 

the OHT in Year 1, as the data provided is not sufficient 

to enable patient (or provider) level planning or analysis.  

This additional work is necessary as the data has not 

been made available to teams.  NYTHP hopes to be 

engaged when MOH, IC/ES, IPC and others to further 

support the right data being available in a timely and 

affordable fashion to enable the best quality of care for 

patients and communities. 
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Appendix C: Additional Documents 

C1: North York Toronto Health Partners: Our Story 

North York Toronto Health Partners Core Members 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Seniors Health Centre 
Department of Family & 

Community Medicine 

1to1 Rehab 

Access Independent Living Services 

Aphasia Institute 

Calea 

Carefirst FHT 

CBI Home Health (ON) 

Centre Francophone de Toronto  

Closing the Gap Healthcare 

East Metro Youth Services 

eHealth Centre of Excellence 

Entité 4 

Extendicare Canada Inc. 

Flemingdon Health Centre 

Griffin Centre Mental Health Services 

Hong Fook Mental Health Association 

The Lance Krasman Memorial Centre for 

Community Mental Health (Krasman Centre) 

Lumacare 

The Massey Centre for Women 

Midwifery Care North Don River/Uptown  

North York Seniors Centre 

Nurse Next Door Toronto Central 

North York ProResp Inc. 

Reena 

Skylark Children Youth and Families 

Spectrum Health Care Corp. 

S.R.T. MedStaff 

Unison Health and Community Services 

West Park Healthcare Centre 

 

Alliance Partners Include Primary Care Physician Groups 

NYGH FMTU FHO 

Bathurst FHO 

1100 FHO 

New Family Medicine FHO 

Fairview FHO 
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C2: A Letter from our Patient, Family and Caregiver Partners 

With the emergence of a new community-based model of care that will be delivered through Ontario 

Health Teams (OHTs), the NYTHP team has taken leadership in new patient partnership models that move us 

beyond tokenism, towards enhanced healthcare delivery, individually in our communities and collectively as a 

system. NYTHP understands and has embraced the power of patient and caregiver partnership by proactively 

including and welcoming families and caregivers as integral co-designers of the NYTHP application and of all 

future iterations of any initiatives, projects and strategies.  

To provide context, patient and caregiver advocacy in Ontario began with a coming together, a 

meeting of those with different perspectives, an opening of communication channels not previously available. 

It was hard and uncomfortable work for everyone. Physicians, nurses, and other health care providers heard 

our patient and caregiver stories, listened to the pain seeping through the words and in the pauses of our 

narratives. The act of coming together was a shift to a new way of thinking and a new way of speaking with 

and listening to patients and caregivers. Staying together has not always been easy but the underlying 

imperative was coming to light; that if we are to build an excellent healthcare system for the future, that 

system must be co-designed with front line providers, patients, caregivers and administrators. Patients and 

caregivers have found their voice and welcome a new relationship with those working in the system.  

Working together is success 

 

The province of Ontario’s decision to embark on a bold transformation of healthcare through OHTs 

brings us the opportunity (and the requirement) to move to the actualization of patient and caregiver 

partnership where working together brings success. Working together with patients and caregivers is an 

integral part of the NYTHP core group, and the patient and caregiver voice is represented in each of our 

working groups and for each of our populations of focus. Patients and caregivers have insights about the 

system that are priceless and in our OHT these voices come from a broad range of partner organizations and 

the community. Patients, caregivers and families are the experts in what gaps exist and what constitutes 

quality care. Welcoming the patient and caregiver voice as a permanent integral part of co-design is how we 

define patient partnership and it is part of the ethos of the NYTHP application. 

Significant patient, caregiver and family presence in NYTHP means that patients are a part of every 

aspect of the OHT application.  The thought leaders who conceived of our application have embraced this 

notion fully and for that we are grateful. They have distributed their power and authority amongst patient and 

caregiver partners in a tangible and meaningful way. They are models of the new reality where we are all 

members of the same team, working together as equal contributing members of a collective with a shared 

purpose; to end hallway medicine and provide excellent “joined up” healthcare for the people in our 

community. We have ideas about how to do this that are sought out and welcomed. The NYTHP recognizes 

the importance of patient and family voice now and as the design continues. This means we ensure that those 

things deemed to be important to patients and families are embedded in the new design. 

The NYTHP has committed to working together, to shared decision making and to the objectives of 

achieving patient driven, patient inspired and patient co-designed healthcare. In this new reality of working 

together, patients and caregivers are a part of all the formal decision-making structures in our proposed OHT. 

We are all part of the same team. As patients and caregivers, we raise our voices not just to be heard, but to 

be involved in the dialogue and to be co-creators of our care and of our health system.  
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The future is bright in this new era of patient and caregiver partnership as we reimagine a new vision 

for healthcare in North York and beyond. Co-designing the health system of the future requires this kind of 

partnership. We can claim success about working together because patients and caregivers in NYTHP work 

with our clinicians, front line staff and administrators in a way that has meant we identify as a cohesive 

community, invested in the health and wellbeing of our community members.  

 

Maggie Keresteci 

 

Joycelyn Adams 

 

 

Judy Katz  
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C3: North York Toronto Health Partners Operational Structure   
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C4: Mental Health: Integrated Access Hub Placemat 

 

 

 

 

 

 

 

 

 



NYTHP OHT Application – October 9, 2019, Additional Tables & Documents 

11 

 

C5: Mental Health Walk In Case Management Placemat 
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C6: Mental Health: Rapid Access and Addictions Medicine Clinic Placemat 

 

 

 

 

 

 

 

 

C7: Seniors Generalized Care Coordination Placemat   
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C7: Seniors: Generalized Care Coordination Placemat  

 

 



NYTHP OHT Application – October 9, 2019, Additional Tables & Documents 

14 

 

C8: Seniors: Specialized Care Coordination Placemat 
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C9: Palliative Homebound Outreach 
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C10: Palliative Expanding Access in LTC 
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C11: Palliative Compassionate Community 

 

 

 

 

 

 

 

 

 



NYTHP OHT Application – October 9, 2019, Additional Tables & Documents 

18 

 

C12: Primary Care Active Participant Letter 

Re:  Active Participant in the North York Toronto Health Partners – an Ontario Health Team  

 

 

This letter, to be submitted as part of the Ontario Health Team application, signifies my commitment to 

participating in the creation of a forward thinking Ontario Health Team. This team is being formed with 

the understanding of the critical role primary care plays in an integrated health system. I embrace the 

vision and the goals of the OHT and am committed to help design an integrated, high quality, 

sustainable and digitally enabled system that will enhance care for my patients.  

 

I recognize that there are many unknowns about how the North York Toronto Health Partners – OHT will 

develop and what governance structures may evolve to support its activities and operations.  In light of 

this reality, my commitment at this stage in this process is to actively participate by being a resource to 

the Primary Care Working Group, provide input into the design of the OHT and support its development.  

 

I sign with the understanding that at this time: 

 

1. There will be no changes to my roster of patients 

2. There will be no changes to billing schedules or physician funding 

3. Signing of a future MOU with the OHT is the next level of commitment that will be considered in 

the future; this letter does not obligate me to this signature 

 

I am looking forward to being an active participant in the design of the North York Toronto Health 

Partners OHT. 

 

 

Physician Name: 

 

_______________________________________ 

PEM/Name:  

 

______________________________________ 

Email: 

 

______________________________________ 

Date: 

 

______________________________________ 
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C13: Primary Care Year 1 Projects  
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C14: Digital Vision Diagram 
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C15: Digital Home and Community Diagram 
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C17: Letter of Support from City Counsellor Shelley Carroll 
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C18: Letter of Support from Central LHI
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C19: North York Toronto Health Partners Communication Update  

 

 

   

NYTHP’s Website:  

www.northyorktorontohealthpartners.ca 


