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Ontario Health Team: Full Application 

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 an evaluation of the intake and assessment 
documentation submitted to date, your team has been 
invited to submit a Full Application, which will build on 
information your team has provided regarding its 
collective ability to meet the readiness criteria, as set out 
in ‘Ontario Health Teams: Guidance for Health Care 
Providers and Organizations’ (Guidance Document). It is 
designed to provide a complete and comprehensive 
understanding of your team and its capabilities, including 
plans for how you propose to work toward implementation 
as a collective. This application also requires that your 
team demonstrate plans for encouraging comprehensive 
patient and community engagement as critical partners in 
population health, in alignment with the Patient 
Declaration of Values for Ontario.  

Please note that the application has been revised to reflect 
lessons learned from the previous intake and assessment 
process. It consists of five sections: 

1. About your population  
2. About your team  
3. Leveraging lessons learned from COVID-19 
4. Plans for transforming care 
5. Implementation planning  
6. Membership approval 

 
Information to Support the Application Completion 

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. This is the foundation of a population 
health model, as such (at maturity) Ontario Health Teams need be sufficiently sized to deliver the 
full continuum of care, enable effective performance measurement, and realize cost containment. 

Identifying the population for which an Ontario Health Team is responsible requires residents to 
be attributed to groups of care providers. The methodology for attributing residents to these 

OHT Implementation & COVID-19 
The Full Application asks teams to 
speak to capacity and care planning 
in the context of the COVID-19 
pandemic. The Ministry of Health 
(the Ministry) is aware that 
implementation planning is 
particularly challenging in light of 
the uncertain COVID-19 trajectory. 
It is our intention to have this Full 
Application assist with COVID 
planning, while at the same time 
move forward the OHT model.  
Work on the Full Application should 
not be done at the expense of local 
COVID preparedness. If the 
deadline cannot be met, please 
contact your Ministry representative 
to discuss other options for 
submission. 

http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/guidance_doc_en.pdf
http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/guidance_doc_en.pdf
https://www.ontario.ca/page/patient-declaration-values-ontario
https://www.ontario.ca/page/patient-declaration-values-ontario
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groups is based on analytics conducted by the Institute for Clinical Evaluative Sciences (ICES). 
ICES has identified naturally-occurring “networks” of residents and providers in Ontario based on 
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 Health Teams are not defined by their geography and the model is not a geographical 
one. 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 with potential provider partners. 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 either has been or will be provided information 
about your attributed population. 

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 Teams. Teams are asked to indicate a contact person for 
evaluation purposes. 

Submission and Approval Timelines 

Please submit your completed Full Application to the ministry by September 18th, 2020. If the 
team is unable to meet this timeline due to capacity concerns associated with COVID Wave 2/Flu 
preparedness and response, future submission dates will be announced in the fall. Please 
note, teams that submit their Full Application on or before September 18th, 2020 will receive 
results of the Full Application review by October 19th, 2020 (pending any unanticipated delays 
associated with COVID-19 Wave 2). 

Successful candidates will be considered “Approved” Ontario Health Teams. Unsuccessful 
candidates will be provided a summary of the evaluation and review process that outlines the 
rationale for why they were not selected and the components that require additional attention. 
Teams will work with the Ministry to determine the path to reach the Approved status. 

                                                        
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. 

• To access a central program of supports coordinated by the Ministry, including supports 
available to work toward completion of this application, 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 Full Application 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.  

 
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: Mike Lapaine 

Title: President & CEO 

Organization: Bluewater Health 

Email:  mlapaine@bluewaterhealth.ca 

Phone: 519-346-4722 

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

Name: Melissa Rondinelli 

Title: Executive Assistant to the CEO 

Organization: Bluewater Health 

Email:  mrondinelli@bluewaterhealth.ca 

Phone: 519-464-4400 ext 5675 
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1. About Your Population 
In this section, you are asked to demonstrate your understanding of the populations that your 
team intends to cover in Year 12 and at maturity. 
 

1.1. Who will you be accountable for at maturity? 
 

Confirming that teams align with their respective attributed patient population is a 
critical component of the Ontario Health Team model. It ensures teams will care for a 
sufficiently-sized population to achieve economies of scale and therefore benefit from 
financial rewards associated with cost containment through greater integration and 
efficiencies across providers. It is also necessary for defining the specific population of 
patients a team is to be held clinically and fiscally accountable for at maturity, without 
which it would not be possible for teams to pursue population-based health care and 
expense monitoring and planning.  

 
Based on the population health data provided to you, please describe how you intend to 
work toward caring for this population at maturity:  

 
Maximum word count: 500 
The Sarnia-Lambton region faces a number of population health priorities that must 
be managed by our SL OHT:   
 Adults 65+ are projected to increase from 21% to 32% over the next 20 years; 
largest increase in 75+ seniors   
 SL OHT is home to three First Nations Communities (Kettle & Stony Point, 
Aamjiwnaang and Walpole Island) 
 Substance abuse and mental health pressures result in high emergency 
department (ED) visits, high ALC and a need for synchronous community supports 
 More than 50% of older adults have two or more chronic conditions increasing 
demand for hospitalization 
 
After a review of the ICES dataset for Network 72, we confirm that our proposed SL 
OHT population directly aligns to the Ministry’s proposed attributable population.  
Specifically, the attribution model attaches 115,197 residents within the geography-
based estimate, and our Data & Analysis Working Group identified a planned 
population of 126,638 residents at maturity; aligned demographic and mortality rates; 
and the prevalence of health conditions and utilization of services corresponding to 
our experience of serving individuals within the region. 
 
Our SL OHT will continue to address these needs but will be fueled by new ways of 
working together that transform the patient journey.  The most significant shift for our 
region will be a continuum-wide adoption of a population health model to segment 

                                                        
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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and stream individuals to the most appropriate care, at the right time, by the most 
appropriate provider, in the most appropriate setting (Kaiser Permanente Population 
Pyramid).  The stratification of the population enables the SL OHT to scale our five 
priority initiatives and be grounded in existing efforts and leading practices across our 
partnership. These include: 
 Creation of alternative care streams to the hospital Emergency Departments 
(ED) and creation of appropriate admittance avoidance plans to create care options 
that utilize resources efficiently and effectively through defined partnerships with 
community and primary care providers, via enhancing home-based care and closer to 
home care options.  
 Centralized/coordinated access points for multiple services to be implemented 
in community-based locations where multiple providers from different organizations 
work in integrated space to address individuals’ needs in a timely and complete 
manner (e.g., Team Based Primary Care creating a “hub” for care and supports).  
 Improved discharge planning processes from the hospital to ensure improved 
communication with primary care providers and timely access to appropriate services 
closer to home by transforming patient flow out of the hospital using pathways 
supported by providers across the care team, working as a coordinated team to help 
connect people to the right services. This will ensure capacity and access to hospital 
services that help clear service backlogs (e.g., surgery) 
 Timelier access to early interventions for chronic disease to enhance access to 
care for our senior population by expanding on the HealthLinks model using common 
screening and assessment tools, standardized reporting, communication 
protocols/scripts, shared care protocols, and existing navigators and scheduling tools. 
 Implement a Community-Based Youth Mental Health & Addiction service to 
transform access for youth and transitional stage youth to move away from hospital-
based care to community and primary-care led services. 

 

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. 
 
Please 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 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 previously submitted documentation, please provide 
a brief explanation (for example, many teams have seen changes to their priority 
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populations as a result of COVID-19).  
 
Maximum word count: 500 
The SL OHT will build on our successful track record of working together under the 
Health Quality Partners umbrella to continue to transform care to improve access, 
ensure seamless navigation and care coordination, enhance caregiver supports, and 
wrap services across the continuum for two specific populations in Year 1.   
 
 Transforming Care for Seniors Population (55+) healthcare-based services 
grounded in the social determinants of health (e.g., diabetes, COPD, CHF) by building 
on the HealthLinks model.  Service focus will be scaled up to include 
Dementia/Cognitive Impairment and Palliative Care over time.  All clinical needs have 
been identified in the Top 10 Health Profile Groups (HPG) ranged by Total Expenses.  
Rationale for focusing on this population include: 
- Earlier focus on seniors (55-65 years) will enable individuals to receive needed 
care sooner to change their health care burden trajectory. 
- The senior population reflects a large proportion of the SL OHT’s attributable 
population. Seniors aged 55+ account for ~35% of individuals in the SL OHT 
population and are projected to have highest growth.   
- Chronic conditions for seniors reflect a high proportion of the SL OHT 
attributable population and have significant impact on the use of ED, inpatient and 
outpatient services.  Data Analysis Working Group estimates:  COPD (~8%-3,760), 
CHF (~4%-1,880), Heart Disease (15%-6,200), Diabetes (18.6%-8,750), Dementia 
(~6%-3,000). Opportunities to leverage primary care and community-based care are a 
foundation of our OHT. 
 
This population will benefit from local innovations and strengths of home-based care; 
community paramedic; Nurse Practitioner-led Outreach Team (NLOT) in long term 
care; monitoring technology; self-management plans; shared care models; rapid 
internal medicine consults; referral pathway pilot; education; and virtual service models. 
 
 Advancing Transitional Age Youth (TAY) Mental Health & Addiction Services 
across the continuum with a focus on early detection and intervention of mental health 
and addictions needs, along with primary care and other social services. A focus on 
anxiety, stress management, adjustment disorders, and addictions including crisis 
supports with a goal to scale to older populations over time.  Rationale for focusing on 
this population include: 
- The TAY population (12-25) have a growing need for mental health and 
addiction services that is generally not being met in a timely fashion and is overly 
reliant on acute care. Evidence supports the value of community-based programs for 
early onset of symptoms. 
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- The needs of TAY are broad, requiring mental and physical healthcare and 
psycho-social needs that are fragmented and frustrating for a TAY to navigate. Future 
solution will use an evidenced based model (ACCESS Open Minds) to create a one-
stop, youth centric site to meet the diverse mental health needs of the youth. 
This transitional age youth initiative will support: alternatives to ED and inpatient 
psychiatry (admission avoidance); holistic mental health – not a medical model; single 
point of access to multiple services; and translation to rural and Indigenous population 
opportunities. 
 
Each of our Year 1 projects support our Year 1 populations; transform the experience 
and quality of care for individuals, families, care partners and providers; and align to 
the Quadruple Aim Quality Framework.   

 
 
1.3. Are there specific equity considerations within your population? 

Certain population groups (e.g., Indigenous peoples, Franco-Ontarians, newcomers, low 
income, racialized communities, other marginalized or vulnerable populations, etc.) may 
experience health inequities due to socio-demographic factors. This has become 
particularly apparent in the context of the COVID-19 pandemic response and proactive 
planning for ongoing population health supports in the coming weeks and months. Please 
describe whether there are any 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. 

• Indigenous populations 
• Francophone populations 
• Where applicable, additional populations with unique health needs/status due to socio-

demographic factors 
Sarnia-Lambton’s population reflects a poorer health status when compared to the 
provincial average.  Specifically, SL OHT has a: 
 Higher proportion of seniors and seniors living alone.  The proportion of the 
population who are 65 years and older will increase from 21% (2016) to 32% in 2036.  
The largest increase during this 20-year period will be in those 75+. More than 50% of 
older adults have two or more chronic conditions.   
 Higher mortality rate.  Lambton County all-cause mortality rate 764.5 per 
100,000 population is significantly higher than the province (642.8) 
 Higher level of income and employment dependency.  The employment rate in 
Lambton County was 54% in 2016, which is lower than the provincial rate (60%) 

                                                        
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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 Higher users of the health care system and more complex patients and 
experience higher levels of hospital utilization.  Lambton Country ranked high for: 
Dependency; Highest percentage of population 65+ in the ESC LHIN (14th highest of 
76 sub regions); Adverse modifiable factors and chronic disease rates; Higher 
hospitalizations than Ontario (Diabetes, COPD, and heart failure); High blood pressure 
(9th highest of 76 sub-regions); and High cost users of the health system (12th highest 
of 76 sub-regions).  
 Higher ED visits per capita and higher level of patients managed better outside 
the ED.  Lambton Country ranks high for ED Visit instead of primary care, ED visits for 
after-care hours, 30 day readmit, total length of stay (LOS) days, complex average 
LOS day, ALC LOS day and ALC wait times. ED visits in Lambton County are ranked 
high for substance abuse, best managed elsewhere and mental health revisits.   
 Higher levels of daily/occasional smokers.  Lambton County self-reported daily 
smoking rate (2015/2016) is 20%, significantly higher than the province (13%) 
 Higher levels of opioid overdoses and opioid replacement therapy.  The year-to-
date rate of ED visits (55 per 100,000) in Lambton County was higher than the 
provincial rate (31.3 per 100,000) (July 2018 - June 2020).  Lambton Public Health 
reports: Opioid overdose-related EMS calls-11 calls in June (97 to date in 2020); Non-
opioid overdose-related EMS calls -7 calls in June (66 to date in 2020); Opioid 
overdose-related ED visits -14 visits in June (72 to date in 2020); Opioid overdose-
related deaths - 20 deaths between January and December 2019. 
In addition, SL-OHT recognizes the need to address inequities impacting our 
populations. These include: 
 Indigenous. In 2016, there were 6,890 Indigenous people living in Lambton, 
making up 5.5% of the population.  This is higher than the provincial proportion (2.8%).  
Of the Indigenous population, 78% were First Nations, 19% were Metis, and 0.5% were 
Inuit.  Lambton County has three First Nations Communities including Kettle & Stony 
Point First Nation, Aamjiwnaang and Walpole Island. 
 French Speaking Residents.  While this region is not designated under the 
French Language Services Act, we want to ensure the needs of this population are 
addressed. Lambton County has 2, 810 Francophone residents, comprising 2.3% of 
the population (2016 Census) 
 Underserved, rural/remote residents (e.g., rural elderly), isolated.  Lambton 
County has a large rural population 27.9% 
 Immigrant populations.  In 2016, there were 12,390 immigrants living in Lambton 
County, representing about 10% of the population (much lower than the proportion of 
Ontario residents who are immigrants (29%).  In 2016, there were 5,505 visible 
minorities living in Lambton County, representing 4% of the population.  Since 2011, 
there has been a 36% increase in the visible minority population, with the greatest 
growth occurring among Japanese, Arab and West Asian visible minority groups. 
 LGBTQ2IA Community.  Our LGBTQ2IA population must be supported because 
all too often they are overlooked when it comes to understanding the barriers that they 
experience in accessing care. 
 Mental Health & Addictions.  In 2016, there were 2873 mental health and 
addictions-related emergency department visits among Lambton residents. Looking at 
our 2016 emergency department visit rates relative to the other 36 health units in 
Ontario, Lambton ranked 19th highest. The number of emergency department visits is 
greatest among those 15-24 years of age; females made up about 60% of visits in this 
age group. In 2016, there were 864 mental health and addictions-related 
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hospitalizations among Lambton residents. There has been an increasing trend in 
Lambton while the provincial trend has been relatively stable (Figure 5). Lambton rates 
have been higher than the Ontario average between 2007 and 2016 with the gap 
widening in the most recent years. Looking at our 2016 hospitalization rates relative to 
the other 36 health units in Ontario, Lambton ranked 8th highest behind predominantly 
northern health units.  The number of hospitalizations for mental health and addictions 
in Lambton is greatest among those 15-19 years of age; females made up 70% of this 
age group in 2016. The local rate of hospital admissions for mental health is 1.8 times 
higher than the Ontario rate in this age group 
 Homeless Population.  345 people were identified through surveys (2018) as 
experiencing homelessness, observed to be homeless, or known by agencies to be 
experiencing homelessness in Lambton County during the two-week enumeration 
period in 2018. Homelessness in Lambton County takes a variety of forms. Of those 
surveyed: 4% were experiencing absolute homelessness; 30% were emergency 
sheltered; 42% were in hospital, correctional facilities, treatment centres, or staying 
with someone else temporarily; and 18% were in transitional housing.  

2. About Your Team 
In this section, you are asked to describe the composition of your team and what services you 
are able to provide.  
 

2.1. Who are the members of your proposed Ontario Health Team? 
At maturity, Ontario Health Teams will be expected to provide the full continuum of care 
to their defined patient populations. As such, teams are expected to have a breadth and 
variety of partnerships to ensure integration and care coordination across a range of 
sectors. A requirement for approval therefore includes the formation of partnerships 
across primary care (including inter-professional primary care and physicians), both 
home and community care, and secondary care (e.g. acute inpatient, ambulatory 
medical, and surgical services). In addition, to ensure continuity and knowledge exchange, 
teams should indicate whether they have built or are starting to build working relationships 
with their Local Health Integration Networks (LHINs) to support capacity-building and the 
transition of critical home and community care services. 

 
Given the important work ahead in the Fall in preparation for cold and flu season and the 
potential for wave 2 of COVID-19, teams should look at efforts to engage with  public 
health and congregate care settings including long-term care, and other providers that will 
allow teams to leverage partnerships that support regional responses and deliver the 
entire continuum of care for their patient populations. 

 
As Ontario Health Teams will be held clinically and fiscally responsible for discrete patient 
populations, it is also required that overlap in partnerships between teams be limited. 
Wherever possible, physicians and health care organizations should only be members 
of one Ontario Health Team. Exceptions are expected for health care providers who 
practice in multiple regions and home and community care providers, specifically, home 
care service provider organizations and community support service agencies, provincial 
organizations with local delivery arms, and provincial and regional centers. 
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Keeping the above partnership stipulations in mind, please complete sections 2.1.1 and 
2.1.2 in the Full Application supplementary template.  

 
2.2. Confirming Partnership Requirements  

If members of your team have signed on or otherwise made a commitment to work with 
other teams, please identify the partners by completing section 2.2. in the Full 
Application supplementary template. 

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

Reason for affiliation 
Provide a rationale for why the member 
chose to affiliate itself with multiple teams 
(i.e. meets exceptions identified previously 
e.g. specialized service provided such as 
mental health and additions services) 

   
 

2.3. How can your team leverage previous experiences collaborating to deliver 
integrated care?   
Please describe how the members of your team have previously worked together to 
advance integrated care, shared accountability, value-based health care, or population 
health, including through a collaborative COVID-19 pandemic response if applicable (e.g., 
development of new and shared clinical pathways, resource and information sharing, joint 
procurement; targeted initiatives to improve health on a population-level scale or reducing 
health disparities, or participation in Health Links, Bundled Care, Rural Health Hubs).   

 
Describe how existing partnerships and experiences working together can be leveraged 
to prepare for a potential second wave of the COVID-19 virus, and to deliver better-
integrated care to your patient population more broadly within Year 1. In your response, 
please identify which members of your team have long-standing working relationships, 
and which relationships are more recent.  

 
Max word count: 1000 
The SL OHT has long-standing working relationships across all parts of its 
membership.  Development of the SL OHT started prior to the formalized process and 
was built on longstanding relationships founded on trust. The most significant 
partnership is the Health Quality Partners Sarnia-Lambton which meets regularly and 
is currently comprised of 38 participants from across all health sectors within the 
region.  Formal partnerships like this and informal partnerships, including many that 
grew stronger during the pandemic response in our region, continue to demonstrate 
our readiness to be formally recognized as an OHT. With the Ministry of Health’s 
Patient Declaration of Values for Ontario as the foundation for engagement with 
patient and care partners, we will continue collaboration at every level.  The following 
describes specific examples of existing collaborations that will support more 
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integrated care, shared accountability, value-based health care, and will directly 
support our Year 1 Priority Population. 
  Cross-Sector Integrated Service Model for the Youth - ACCESS Open Minds. 
ACCESS Open Minds is an initiative in Sarnia-Lambton (opening summer 2021) 
where five partners have come together under an Integrated Youth Service model to 
develop an innovative Youth Hub in the community. This cross sector and cross 
partner collaboration includes non-health partners i.e., Lambton County housing and 
income, Education and others; The Mike Weir Foundation which is an excellent 
demonstration of private-public partnership  where a key fundraiser is also a 
philanthropic advocate for improved youth mental health and addiction services. This 
initiative has the attention of provincial leaders (Youth Wellness Hub Ontario) and 
national leaders (ACCESS Open Minds). Partners include: Youth and Family, 
Bluewater Health, Canadian Mental Health Association (CMHA) Lambton-Kent, St. 
Clair Child and Youth, and Lambton County.   
  Rapid Assessment Intervention and Treatment Program. This program is the 
referral path for Primary Care to refer clients experiencing new, emerging, and longer 
standing mental health concerns; and includes support for substance use and 
complex medical issues.  The team includes nurses, social workers and client care 
assistants who work closely with primary care to link individuals to needed resources 
and services.   
  Mobile Mental Health Engagement and Response Team (MHEART). MHEART 
provides support to individuals who come into contact with police services who have 
mental health and/or addictions concerns. MHEART is a mobile crisis rapid response 
team made up of experienced Registered Nurses who will travel with police to engage 
individuals in crisis, de-escalate the situation and provide an assessment that 
connects people to care, significantly reducing the need for being apprehended to the 
ED for an assessment.   
  Geriatric Mental Health Outreach Team (GMHOT).  GMHOT is a short-service 
psychogeriatric program, for individuals 65+ who are experiencing mental health 
concerns, cognitive decline and/or responsive behaviours. GMHOT enhances the 
quality of life of our older population with complex mental health needs and places a 
focus on support families and care partners. Our multidisciplinary team (Registered 
Nurses and Social Worker) provides assessment and treatment recommendations in 
long-term care, retirement home or in their own home. A consulting psychiatrist is also 
available through primary care referral.  
  Shared Funding Models - Bundled Care for Hips and Knees. Bluewater Health 
coordinates Bundled Care for total hip and knee joint replacement patients, and for a 
pilot for total shoulder replacements. The team is working to manage bundled funding 
for a dedicated cohort of patients, providing a head start in understanding the concept 
of bundled funding for OHTs. 
  Bringing Acute Care to the Primary Care - Clinical Care Coordinator Model. Clinical 
Care Coordinators are nurses with acute care experience (hybrid RN role + intensive 
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case management) that are integrated within primary care settings. The model works 
to “right size” current shortfalls and facilitate improved overall outcomes.  Results 
include reduced ED visits for patients with a coordinated care plan; reduction in 
unnecessary hospital admissions and mitigating premature long term care (LTC) 
admissions; and keeping patients at home where they most want to be, where they 
can best recover their functional abilities. Partners include: Central Lambton Family 
Health team, Home and Community Care, Bluewater Health   
  Getting Patients Back Home Sooner - Intensive Hospital to Home. Intensive 
Hospital to Home (IHH) program is provided to patients in hospital who have the 
potential to transition home with robust service plans. Under IHH, Care Coordinators 
assess patient in hospital and create a robust service plan to meet their needs in the 
community. Partners include: Home and Community Care, Bluewater Health 
  Helping People Live Independently at Home - Mobile Assisted Living. Mobile 
Assisted Living supports patient transitions from hospital to community where their 
needs can be met to live independently.  This hub and spoke model enables greater 
care flexibility through both scheduled and unscheduled visits. Mobile Assisted Living 
is a longer-term option to support patients with care in intervals on a 24-hour basis, 
who require emergency response available from staff assigned to a neighbourhood of 
care. 
  Supporting Our Most Vulnerable - Health Links. Health Links, is an excellent 
example of the team’s prior work to advance integrated care, shared responsibility 
and population health. 100% of Sarnia-Lambton Health Links partners are involved in 
the current SL OHT. Health Links focused on the top 1-5% of patients with complex 
medical conditions and high users of Emergency and hospital services. Health Links 
includes a team of 20 partners working together to prioritize client-centred 
improvements to the health system, resulting in better care coordination, higher 
quality care, and cost effectiveness. 
  Working Together to Create Standards & Practices - Lambton Fall Prevention 
Awareness. Through the Lambton Fall Prevention Awareness initiative, a dedicated 
group of community partners meet regularly to discuss, plan and execute fall 
prevention initiatives. Partners include: Lambton Elderly Outreach, North Lambton 
Community Health Centre, Victorian Order of Nurses, Alzheimer Society Sarnia, 
Lambton Public Health, Rapids Family Health Team, Safe Communities Sarnia-
Lambton, March of Dimes, Twin Bridges NP Clinic, Bluewater Health and others. 
  Community Paramedic Program. The Community Paramedic Program provides 
24/7 emergency response whereby paramedics assess and treat individuals for a 
range of non-urgent, semi-urgent and urgent care needs reducing the need for 
hospital ED transfers. Partners include: Bluewater Health, Lambton EMS. 
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3.0. Leveraging Lessons Learned from COVID-19 
3.1. Has your response to the COVID-19 pandemic expanded or changed the types of 

services that your team offers within your community? (this may include ED diversion 
services such as telemedicine or chronic disease management, in-home care, etc.) 
 

3.2. Do you anticipate continuation of these services into the fall? If so, describe how 
partners in your proposed OHT will connect services and programs with each other to 
improve patient care 

Max Word Count: 500 
Of several dozen COVID-19 related examples, here are innovation and partnership 
highlights: 
 One of the first Ontario COVID assessment centres was via Twin Bridges NP-
Led Clinic.  This provided significant learnings re: marginalized/under-served and 
vulnerable communities.  Other assessments centres were set up across the region, 
including two in First Nations communities run by and for the community with support 
from Bluewater Health, Lambton EMS and Lambton Public Health, and a rural clinic 
with Central Lambton FHT.   
 Bluewater Health, Vision Nursing Home, Lambton Public Health and Home & 
Community Care partnered to manage a LTC outbreak.  Mobilizing quickly, Bluewater 
Health and Home & Community Care redeployed an interprofessional team to control 
the outbreak. Over a 10-week period, direct support was provided to clients, Vision 
staff, and the development of education/infection control materials.  Result: enhanced 
relationships and improved outcomes for this vulnerable population.  
 Identification, mitigation and resolution of risk in high risk congregate care 
settings (LTC, RH and others) via mobile testing and shared capacity for education, 
information sharing, etc.   
 Home & Community Care and community partners supported hospital 
operations in a unique and unprecedented way: urgent ramp down of operations in 
March to establish essential services to ensure 7-day coverage for integrated 
discharge support.  A few days into COVID, Home and Community Care helped 
decant hospital from 100 to 60% occupancy.    
 Bluewater Health has ensured capacity and access to hospital based services, 
and anticipates clearing surgical backlog by March 31, 2021.  
 Exceptional communication and coordination among area assessment centres, 
primary care practitioners, the hospital and Public Health. Weekly calls hosted by the 
Chief of Staff and the local Medical Officer of Health covered myth busting to sharing 
PPE resources - these calls were well attended and had a 75%+ participation rate. A 
community COVID Steering Committee allowed for transparency for community 
concerns and timely dealing with challenges.  
Fall opportunities to advance more integrated services: 
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4.0. How will you transform care? 
In this section, you are asked to propose what your team will do differently to achieve 
improvements in health outcomes for your patient population. This should include reflections on 
the lessons learned in response to the COVID-19 pandemic and how your team will deliver a 
coordinated response to COVID-19 in the future.  

By redesigning care for their patients, Ontario Health Teams are intended to improve patient 
and population health outcomes; patient, family, and caregiver experiences; provider 
experiences; and value. By working together as an integrated team over time, Ontario Health 
Teams will be expected to demonstrate improved performance on important health system 
measures, including but not limited to: 

• Number of people in hallway health care 
beds 

• Wait time for first home care service from 
community 

• Percentage of Ontarians who had a virtual 
health care encounter in the last 12 
months 

• Frequent ED visits (4+ per year) for 
mental health and addictions 

• Percentage of Ontarians who digitally 
accessed their health information in the 
last 12 months 

• Patient reported experience and outcome 
measures and provider experience 
measures (under development) 

• 30-day inpatient readmission rate • ED physician initial assessment 
• Rate of hospitalization for ambulatory care 

sensitive conditions • Median time to long-term care placement 

• Alternate level of care (ALC rate) • 7-day physician follow up post-discharge 

 Ongoing expansion of assessment centres to support public access to testing, 
mobile support for high-risk settings, and support contact tracing and related 
population health data linkages 
 Ensure community services are restarted - have capacity to meet needs of our 
residents close to home, and ensure capacity to hospital-based resources to support 
COVID pressures 
 Leverage proven model from COVID to partner with LTC and Residences: 
identify and mitigate risks 
 Mobilize regional outbreak management model for vulnerable populations  
 Access to acute care services outside of hospital to help prevent admissions 
and provide better care for residents in LTC and residential homes, via extension of 
the acute/LTC partnership models 
 Leverage education capacity in infection prevention and control practices 
across the region to support ongoing training re: appropriate procedures and cost-
effective PPE use 
 Extend service models for access to chronic disease and mental health 
services outside of the hospital - ensuring continuity of services during future 
pandemic periods  
 Measure health equity and identify strategies for marginalized/under-served 
populations via the North Lambton CHC and Twin Bridges NP-Led Clinic 
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• Avoidable emergency department visits 
(ED visit rate for conditions best managed 
elsewhere) 

• Hospital stay extended because the right 
home care services not ready 

• Total health care expenditures • Caregiver distress 
• Timely access to primary care • Time to inpatient bed  
• Supporting long-term care and retirement 

homes, particularly in cases of a COVID-
19 outbreak 

• Potentially avoidable emergency 
department visits for long-term care 
residents 

Recognizing that measuring and achieving success on the above indicators will take time, and 
that teams will be focused on COVID-19 planning and response, the Ministry is interested in 
understanding how your team will measure and monitor its success regarding the delivery of a 
coordinated pandemic response, as well as improving population health outcomes, patient care, 
and integration among providers in the short-term.  

4.1. Based on the population health data that has been or will be provided to you, 
please identify between 3 and 5 performance measures your team proposes to 
use to monitor and track success in Year 1. At least one indicator/metric should 
pertain specifically to your proposed priority patient population(s).  

Please complete this table in the Full Application supplementary template 

Performance 
Measures Purpose/Rationale Method of 

Collection/Calculation 
1.    

2.    

3.    

4.    

5.    

 

4.2. How will your team provide virtual and digitally enabled 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 and other digital health solutions enable 
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 from a distance. At maturity, teams are expected to be providing patients with a 
complete range of digital services. Please specify how virtual care will be provided to 
Indigenous populations, Francophones and other vulnerable populations in your Year 1 
population and/or sub-group. 

In the context of COVID-19, increasing the availability of digital health solutions, including 
virtual care, has been critical for maintaining the provision of essential health care services 
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for patients, while respecting public health and safety guidelines to reduce transmission 
of the virus. Please describe how virtual care was implemented and used to support a 
response to COVID-19 and your plans to continue providing virtual care. Please also 
describe what digital health solutions and services are either currently in place or planned 
for imminent implementation to support equitable access to health care services for your 
patient population and what your plans are to ensure that patient information is shared 
securely and digitally across the providers in your team for the purposes of integrated care 
delivery. Please demonstrate how the proposed plans are aligned and consistent with the 
directions outlined in the Digital Health Playbook. Responses should reference digital 
health solutions that both predate COVID-19 (where applicable) and any that have arisen 
as a result of the pandemic response4.  

Max word count: 500 
Since the COVID-19 pandemic, virtual visits have become the primary mode of care 
delivery to many individuals requiring professional services and has supported: 
 Screening of patients; booking appointments remotely 
 Caring for patients by complying with physical distancing requirements to decrease 
exposure to potential COVID patients 
 Helping preserve the use of PPE, especially during the initial critical shortage 
 
The pace at which the system was able to pivot to enable virtual connections was 
impressive and there is no desire to revert back after the pandemic is behind us.  To 
maintain and further accelerate this modality for services, the SL OHT will ensure: 
 Broad access to Health Report Manager (HRM), improve its capabilities to help with 
remote retrieval of patient information and clinical management 
 E-referrals will be leveraged to support digital requests for diagnostics to Bluewater 
Health.  
 More streamlined processes while limiting number of funded and approved models 
for all providers.  
 Alignment with the Digital Health playbook 
 Support regulatory changes that were introduced are also maintained (e.g. OHIP 
billing codes).   
 
Given the benefits we have seen with virtual care, additional opportunities will be 
explored to determine how they may be used to improve the availability of patient 
care. As an example, OTN telemedicine services may be used to support 
Francophone patients receiving care from a Francophone provider should there not 
be local providers who can provide this care. Similarly, SL OHT can explore the use 
of e-Visit Primary Care solutions such as Think Research’s solution to provide virtual 
patient care by secure video, audio or chat. Exploration of the Think Research 

                                                        
4 By completing this section the members of your team consent that the relevant delivery organizations 
(i.e., Ontario Health and OntarioMD), may support the Ministry of Health’s (Ministry) validation of claims 
made in this section 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. 
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solution will also provide an opportunity for SL OHT to collaborate with other OHTs in 
South Western Ontario to build off of the solution currently in place in the Waterloo 
Wellington LHIN. 
 
An SL OHT example of augmenting virtual care is within the Mental Health and 
Addictions partner group (including Bluewater Health, Canadian Mental Health 
Association Lambton Kent and Primary Care Providers).  All have all been introduced 
and are using the virtual tool for psychotherapy called the Big White Wall. This 
intervention is continuing to gain more uptake and is an alternative to one-on-one in-
office therapy session. It improves access, especially to our rural community 
members who have difficulty with transportation arrangements. Mental Health and 
Addictions partners have utilized OTN services for more than 10 years, accessing 
specialized psychiatric consultations from CAMH in Toronto, Child and Patient 
Resource Institute (CPRI) in London and are now utilizing it to provide psychiatric 
consultations to our remote primary health care providers - and our rural hospital site. 
In addition, connectivity via texting - especially for our addiction and youth sector is 
becoming core practice in an effort to maintain connection and monitor treatment plan 
progress. 
 
The SL OHT is committed ensuring face-to-face options are available for those who 
do not have access to the technology to enable care to be delivered on a virtual basis; 
provider adoption will only occur if systems are thoroughly tested; and remote 
prescribing for all regions is also vital to the success of virtual and telemedicine 
platforms. 

 
Contact for digital health  
Please indicate an 
individual who will serve as 
the single point of contact 
who will be responsible for 
leading implementation of 
digital health activities for 
your team 

Name: Paul Audet 

Title: CEO  

Organization: TransForm Shared Services Organization 

Email:  paul.audet@transformsso.ca 

Phone: 519-437-6289 

 

4.3. 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, racialized communities and 
Francophones in the planning, design, delivery and evaluation of services for these 
communities. 
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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. 
 
4.3.1. How will you work with Indigenous populations? 

Describe how 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? 

If there is a First Nations community in your proposed population base, what 
evidence have you provided that the community has endorsed this proposal? If 
your 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 
To meet the diverse needs of the Sarnia-Lambton residents, a number of focused 
strategies will be designed and implemented.  All of this work builds on the many 
strengths of the current system and were designed in collaboration with system 
stakeholders to ensure solutions fit needs and wants. 
 
As an Ontario Health Team, we will support and honour the Truth and Reconciliation 
Commission and its findings, specifically those calls to action pertaining to health care 
(Truth and Reconciliation Commission of Canada: Calls to action. 2015). 
 
Canadians faced with serious health issues experience considerable challenges 
navigating their health-care system. For First Nations patients, this is compounded by 
having to continuously cross jurisdictional boundaries for their health care and home 
and community care needs.  They are faced with additional challenges because 
federal and provincial authorities often disagree on which system should pay for 
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which services compounding the social and health disparities faced by Indigenous 
population in Sarnia-Lambton. 
 
The region has understood the need for action. In the summer of 2016, Bluewater 
Health Senior Leadership met with the Aamjiwnaang Health Director and the ESC 
LHIN to discuss opportunities for the organization to improve its services for 
Indigenous patients. Following that initial meeting Bluewater Health leadership began 
working with ESC LHIN and the Indigenous Health Planning Committee (IHPC) to 
form the Bluewater Health Indigenous Partnership. That Committee strives to improve 
Indigenous patients’ health outcomes and patient and family experiences within 
Bluewater Health by collaboratively creating a culturally safe and responsive 
approach to caring with Indigenous patients, families, and communities.  As a result, 
the Bluewater Health Indigenous Partnership has assisted Bluewater Health 
leadership in improving its organizational capacity to better respond to the health 
needs of Indigenous people by providing guidance on practices, processes, policies, 
and procedures that are better suited or reflective of Indigenous patients’, families’ 
and communities’ needs; identifying organizational barriers or challenges for 
Indigenous patients and their families; promoting cultural safety training and 
resources for staff and organization advancement; and providing guidance and 
support for quality improvement and patient experience indicators. There are many 
other examples where collaboration has started.  For example, Canadian Mental 
Health Association - Lambton Kent has collaborated with Indigenous Health Leaders 
at Kettle and Stony Point, Aamjiwnaang and Walpole Island First Nations to develop 
and provide a unique basket of in-community Mental Health and Addiction Services 
for each community. CMHA’s multi-disciplinary Indigenous Team’s embedded service 
model supports improved awareness and access to services and enables 
collaborative solutions to work to address equity concerns. The SL OHT will only 
further create the opportunity to work together. 
 
New agreements for Home and Community Care should include more explicit 
commitment to health equity for all First Nation people and their communities, clarify 
federal and provincial jurisdictional obligations, and recognize First Nations’ health-
care services as integral yet distinct systems.   Mechanisms for addressing areas of 
jurisdictional dispute and confusion must be supported to seamlessly work with the 
health-care system to ensure continuity of care. 
 
Ensuring an understanding and building a meaningful relationship with our Indigenous 
community will continue to be an imperative for the SL OHT. We will honour the 
Declaration on the Rights of Indigenous Peoples which “prohibits discrimination 
against indigenous peoples", and it "promotes their full and effective participation in all 
matters that concern them and their right to remain distinct and to pursue their own 
visions of economic and social development (The UN Declaration on the Rights of 
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Indigenous Peoples, Sept 2007). The Truth and Reconciliation Calls to Action urge all 
health care sectors to increase the number of Indigenous professionals working within 
the system to support traditional ceremonies and services (e.g., in hospital, 
community, primary care).    
 
As an OHT we will continue to honour the OCAP principles and how it pertains to 
research, data sovereignty, and information governance in respects to First Nations. 
The SL OHT will work directly with Indigenous groups to uphold the right of First 
Nations to own, control, access and possess data involving their communities.  We 
are further committed to honouring the First Nations Declaration on Health Care, as 
outlined by the London Districts Chiefs Council March 2020.   The SL OHT will 
advance the culture and structures to ensure the Indigenous voice is sought and 
included from the onset of system planning, and will utilize local Indigenous feedback 
to implement, improve and create a culturally appropriate health system to address 
the Indigenous population’s needs. This was evidenced through the collaborative 
approach taken to establishing two First Nations COVID Assessment Clinics, on 
Reserve by and for Indigenous peoples. 
 
Indigenous people, specifically the local First Nations will be involved from inception, 
implementation, service delivery and evaluation in any discussions that involve the 
Indigenous population. This will involve consulting communities individually regarding 
and recognizing their unique needs. Further, First Nation representation in the OHT 
governing body will be invoked, as it is recognized that no single organization, entity 
or corporation has the authority to speak on behalf of First Nations.  The SL OHT will 
also continue to invest in key roles and supports like the Indigenous Patient Navigator 
and incorporate new roles like an Indigenous Liaison to support all Indigenous 
communities through the health care system and provide support and guidance on 
cultural safety training throughout the health system in collaboration with our 
community partners. 
 
Equitable funding will be pursued for Indigenous communities and will be determined 
in partnership and direct collaboration with First Nations. Consultation with our 
Indigenous groups including Sarnia-Lambton area First Nations will be community 
based and determined by each individual community and their preferred engagement 
process.  

 
4.3.2. How will you work with Francophone populations? 

Does your team serve a designated area or are any of your team members 
designated under the French Language Services Act or identified to provide 
services in French?  

Describe how the members of your team currently engage with the local 
Francophone community/populations, including the local French Language Health 
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Planning Entity andor 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 Sarnia Lambton region is not designated under the French Language Services 
Act at this time. 
 
However, the SL OHT appreciates the impact and stress language barriers place on 
individuals who are seeking care, and are committed to actively providing services in 
English and French, respecting the provisions of the French Language Services Act.  
The SL OHT will actively work with Francophone communities, the Erie St. Clair 
(ESC)/South West (SW) French Language Health Planning Entity and the local 
French Language Services Coordinator to design, adapt, implement and evaluate 
services to meet the needs of the Francophone population. 
 
The SL OHT will work with leaders and stakeholders to develop a plan that all 
member organizations will adopt. The delivery of services in French will be based on 
the principle of active offer to ensure French language services are clearly 
communicated, visible, available at all times, easily accessible and equivalent to the 
quality of services offered in English. The SL OHT French Language Services Plan 
will include the following activities and requirements: 
 Establish a directory of French speaking professionals and services 
 Access to a French-speaking professional to support patient navigation throughout 
their journey and smooth transitions between services 
 Available services in French easily identifiable 
 Easy to use information system where people can find the information they need, 
when they need it.  
 Virtual tools to deliver health promotion and prevention activities (e.g., OTN). 
 
In Year 1, the SL OHT will develop a plan that all member organizations will adopt. 
The delivery of services in French will be based on the principle of active offer to 
ensure French language services are clearly communicated, visible, available at all 
times, easily accessible and equivalent to the quality of services offered in English.  
 
Training will begin in Year 1 and will be scaled and spread to all by maturity. 
 
By maturity, the French Language Services Plan will include, without being limited to, 
the following elements to increase access to services in French: 
 Cultural and linguistic sensitivity training developed by the ESC and SW LHIN for all 
staff volunteers and Board members  
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 Active offer training developed by the Réseau du mieux-être du Nord de l'Ontario   
 Support self-identification for preferred language/linguistic identity of patients at first 
contact and capture language preference information in a prominent location in the 
health information system  
 Identify existing bilingual human resources and volunteers  and Recruit bilingual 
human resources and volunteers with preference given to bilingual candidates when 
all other competencies are considered equal 
 Build partnerships with French-language colleges and universities and host 
bilingual trainees 
 Offer French language training to staff and offer French speaking capacity in 
specific areas (e.g., emergency, palliative care, long term care home, respite, first 
responders, geriatric care) 
 Use of over-the-phone professional interpretation services as required as direct 
services are preferred. 
 Encourage the use of available tools and resources, such as the Community of 
Practice for Bilingual Professionals 
 Create referral pathways for Francophone patients 

 
4.3.3. 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 
The SL OHT is aligned with Ontario Health’s belief that an organizational culture 
focused on equity, inclusion and anti-racism is fundamental to our ability to contribute 
to better outcomes for patients and families.  To support this belief, the SL OHT is 
committed to dismantling institutionalized racism by addressing how we support and 
treat our own people who provide and support the delivery of care, and our patients, 
families and caregivers who receive care and support.  Given these goals, the SL 
OHT would like to highlight two groups where we will focus on identifying, preventing 
and removing hardships and inequity. 
 
The first is our people – our staff, physicians, volunteers, and anyone else directly or 
indirectly involved in the planning, educating, research, supporting and the provision 
of care and services for patients.  The SL OHT will research, adopt, implement and 
continually monitor our progress to create an environment and culture that lives 
equity, inclusivity, diversity and anti-racism.  The SL OHT will build on existing efforts 
from within the region and contribute to Ontario Health’s current work to advance 
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workplace equity, inclusion, diversity and anti-racism.  We will start by understanding 
our existing resources across our members, identify data we will collect to appreciate 
our level of diversity, pursue specific educational supports to enhance our 
understanding, identify specific populations that are impacted and identify strategies 
(near and longer term) to change practices (e.g., human resource hiring, leadership 
performance targets). The SL OHT is committed to developing a multi-year action 
plan to advance equity, inclusion, diversity and anti-racism.  
 
The second area will include under-served populations within our region.  Having 
commented on specific strategies to support our indigenous and francophone 
populations, the Sarnia-Lambton region also has a number of other populations that 
must be supported.  These include: 
 Rural Communities.  Given the rural characteristic of our geography, we must pay 
special attention to rural residents and communities who experience differential 
access to care because of an inability to travel.  Our advancement in virtual solutions 
and the work of partners like Lambton Elderly Outreach (LEO) who enable access 
and outreach will be pivotal.  
 LGBTQ2IA.  We are committed to supporting our LGBTQ2IA population because all 
too often they are overlooked when it comes to understanding the barriers that they 
experience in accessing care. We will continue to partner with them to prioritize and 
address issues.  
 Clinical Populations in Need – Children, Mental Health & Substance Use, Frail 
Elderly, Homeless, Care Partner Supports. We are extremely proud of our Year 1 
priority efforts and believe they will have meaningful impact on these very important 
populations.  
 
The SL OHT will develop an action plan to ensure the systematic fair treatment of all 
people by creating equitable opportunities and outcomes by seeking to eliminate 
discrimination and disparities.  This plan will bring clarity to accountabilities across our 
teams, seek to reflect the community we serve at all levels, engage key voices, collect 
relevant data to identify disparities, and address specific examples of racism with a 
focus on anti-indigenous racism.   

 
 

4.3.4. How will your team work with populations and settings identified as 
vulnerable for COVID-19 and influenza?  
Describe how your team intends to deliver supports and coordinated care 
to communities and settings in which social distancing and other infection 
prevention and control practices are a challenge. 

 
Max word count: 500 
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To deliver on the goals of high-quality, accessible, efficient and a good care 
experiences for all, the SL OHT has established a collaborative approach to delivering 
care that inter-connects patients, families, care partners and providers of health and 
social services together.  One of the foundations to building this collaboration is the 
advancement of the Primary Care Medical Home Model which changes how services 
wrap around the needs of individuals.  The SL OHT Primary Care Medical Home 
Model establishes comprehensive care by bringing a team of providers together 
capable of support physical and mental health needs; ensure patient-centred care 
that is oriented toward the whole person and focuses on empowering patients, 
families and caregivers; delivers coordinated care by connecting all elements of the 
broader health care continuum resulting in improved communications and timely 
transitions; ensures accessible services that helps build more responsive services 
through the creation of appropriate pathways to care; and demonstrates a 
commitment to quality and safety by being grounded in evidence and ongoing 
continuous improvement. 
 
So how has and how will this Medical Home Model ensure the SL OHT is prepared 
for the pandemic and meeting the needs of the regions most marginalized? 
 Ready & Able to Mobilize.  The Medical Home model creates a flexible, nimble 
model capable of addressing immediate needs.  Building on the SL OHTs success to 
establish the Twin Bridges, Petrolia (including drive thru access), Outreach Testing 
Team, Grand Bend, and a First Nations Assessment Centres mobilized went from 0 
to ~800 assessments per day.  This model will continue to grow and scale to other 
areas within Sarnia-Lambton as the need for COVID and flu testing demand. 
 The Right Services, by the Right Provider(s), in the Right Location at the Right 
Time.  The Medical Home not only brings a broader mix of providers based on 
interprofessional approaches to care, but also enables the Sarnia-Lambton region to 
address its own service gaps through greater partnerships across providers not only 
within primary care.  The SL OHT has been building all of its structures to be more 
interconnected. During the pandemic, this was first grounded in need to mobilize; 
however the trust that has been established has now enabled more innovative ways 
of working together which will only expand. For example, advanced planning for 
influenza surge will include the co-location of after-hours care to assess patients 
whose symptoms overlap with COVID symptoms, to ensure timely access to care 
while delivering care in an environment that can manage both social distancing and 
infection, prevention and control (IPAC) standards. 
 Services from the Comfort and Safety of Home (or Your Car).  The Medical Home 
Model creates defined locations where care and services can be accessed physically, 
brings providers together to support more virtual-based services, and also leverages 
resources to support drive-thru models and congregate services.  The SL OHT has 
developed proven approaches and experiences that will flex as the needs change to 
ensure people get the care they need, wherever they call “home”. 
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4.4. 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 
To design the new SL OHT service delivery model, it was important to engage, consult, and 
most importantly, listen to the stories, needs and wants of patients, families and caregivers to 
inform Year 1 and future redesign efforts.  The following outlines how we will work to ensure 
patient, family, care partners, and lived-experience partners to co-design the future SL OHT 
care delivery system.   
 
Our Guiding Principles 
To ensure the SL OHT truly partners, engage and consult with our patients, families and care 
partners, a philosophy of “not about me, without me” will ground everything we do.  The 
Patient Declaration of Values for Ontario will be adopted as a foundation in setting a culture 
that values patient and care partner decision making at all levels. We will be guided by the 
following key principles: 
 Co-design will ensure all future planning supports a holistic approach to the health system; 
 Inclusion of the voice of patients, families and care partners through PFC committees will 
be supported; 
 Transparency in all of our planning to build trust; 
 Integrity and truth in planning will ensure people’s best interest are central to planning 
what’s best for patient and care partners; 
 A focus on equity will ensure individuals get the care they need, when and where they need 
it; and  
 The OHT will build a community of continuous learning and constant improvement.  
 
Our Approach 
Through a series of Partnering and Engaging Working Group sessions that included patient, 
family, caregiver and provider participation, a number of activities were identified to optimize 
the inclusion of the patient, family and caregiver voice.  These included: 
 Participation & Inclusion.  Patients, families and caregivers will be represented at every 
table (leadership representation, council, working/design group) to live up to the promise of 
“nothing about us, without us” by having more than two (2) PFC members on any group.  We 
will live the philosophy that patients, families and care partners are true partners in 
experience-based co-design. 
 Diversity.  Patients, family and caregivers will be selected to ensure diversity and equity of 
their voice with a focus on ensuring at-risk, marginalized and other key voices that are often 
less represented are heard.  This will not only include legally required groups (e.g., 
Indigenous, Francophone) but also other key voices to share their lived-experiences and 
perspectives (e.g., LGBTQ2IA).  The SL OHT will design processes and expand the regional 
pool of PFC resources to include not only those able to volunteer but ensure the key voices of 
all communities are engaged. 
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 Inventory of Resources.  A variety of patient, family, care partner engagement models and 
councils exist in most of the member organizations.  To ensure a fair and balanced approach 
to include this important voice in the future design and evaluation of our SL OHT, we have 
started an inventory of existing models and resources for PFC Committees in our region. SL 
OHT will continue to work with partner organizations to collect detailed information on current 
engagement practices to inform future process designs. 
 Education & Learning.  To ensure patients, family and caregiver representatives have the 
tools and supports they need to complete their work, orientation, education modules and 
other supports will be developed and deployed so PFC Committees feel ready and capable to 
participate. Education will also be required for other providers to ensure they understand and 
appreciate the value of PFC Committee participation and help to create an environment 
where patient, family and caregiver representatives feel valued and as equals. 
 Communication Strategy.  To ensure patients, families and caregivers are aware of the 
work underway, a series of communication supports/tools, developed with patients and care 
partners will be used to provide periodic updates to SL OHT PFC Committee (e.g., monthly 
newsletter, social media page). 
 Sharing Information.  To ensure patients, families and caregivers have the information they 
require to support their role, a database of key resources will be developed and shared to 
support them as partners at all levels of implementation. 
 Optimized Ways of Participating.  SL OHT recognizes that it is vitally important to explore 
new ways of ensuring individuals can more easily participate.  This will include the use of 
technology (e.g., video participation, email access), and provision of administrative 
supports/framework to ensure enable participation and ensure our solutions are scalable 
(e.g., scheduling supports). 
 Enabling Participation.  SL OHT values all of the efforts of its many volunteers, it was 
recognized that some individuals who have something to contribute (e.g., specific lived 
experiences) are not able to participate due to personal commitments and/or limitations (e.g., 
primary caregiver).  The SL OHT will be exploring monetary and non-monetary 
reimbursement/compensation for participating in OHT related work by patients, family and 
caregiver representatives to expand the “pool” of PFC Committee resources. 
 Evaluative Processes.  To support our continuous improvement philosophy, PFCs will be 
involved in the review and evaluation of SL OHT process design and improvement project to 
ensure these efforts achieve the goals from a PFC perspective.  PFCs will also participate in 
the development of impact evaluation metrics (PFC experience) and will be involved in their 
evaluation. 
 
Evaluation 
To determine the impact of patient, family and caregiver input, the following reflects what 
people will say about the OHT at the end of Year 1. 
 “PFCs see” that their experience has been understood and shared – “we trust the process” 
 “We truly lived the philosophy of – Never About Me, Without Me” 
 “We feel that our experiences are reflected in how the OHT works” 
 “Care and services are consistent across the continuum” 
 “We finally have a more sustainable care delivery system” 
 “We love that there is no wrong door – 24/7 – accessing care is simple and intuitive” 
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 “We as patients and families feel well equipped to care with tools and knowledge for where 
to go to get care” 
 “I am confident that I get the right care, at the right place, at the right time” 
 “I have a sense of community ownership - everyone is part of the team, we have built a 
community that cares” 

 

5.0. Implementation Planning  
5.1. What is your implementation plan?  

How will you operationalize the care redesign priorities you identified in Section 3 (e.g. 
virtual care, population health equity etc.)?  Please describe your proposed priority 
deliverables at month three, month six, and month twelve. Priorities and deliverables 
should reflect performance measures identified in section 4.1.  
 
Note that the Ministry is aware that implementation planning will likely be affected by the 
trajectory of the COVID-19 pandemic, and applicants will not be penalized should the 
priorities identified within this section need to be adjusted in future as a result. In 
anticipation of this likelihood, responses should therefore be reflective of the current health 
sector context and include contingency planning for ongoing COVID-19 pandemic 
activities.  

 
Max word count: 1000 
The SL OHT will build on both our past and recent successes and expertise 
supporting care delivery during the pandemic to deliver on our goal of better serving 
our Year 1 target patient populations: Older Adults Living with Multiple Co-Morbidities 
Related to Chronic Disease; and Transitional Age Youth with Mental Health and 
Addiction needs. We will build on partnerships and relationships already in place, 
while also looking to add new partners and innovations through a 
patient/provider/community collaborative process over time. 
 
Through the planning we undertook to position ourselves to become an OHT, we 
created the structures and processes necessary to advance our collective goals.  
Building on this work, we envision the following milestones. 
 
Post Approval / Month 3: 
•  A post-approval meeting will be scheduled where all partners will confirm the 
continuation of the Steering Committee as the SL OHT Transitional Leadership 
Council, and support endorsement for the creation of the following leadership groups: 
 The SL OHT Patient, Family & Care Partner Council (PFCC) 
 The SL OHT Physician/ Primary Care Council 
 Indigenous Communities Council 
 Community Advisory Council  
 Project Management Office/Team 



28 
 

• A post approval meeting of the SL OHT Transitional Leadership Council will be held 
to confirm the process for development and execution of a formal Collaboration 
Agreement by January 31, 2021 as well as the process to confirm the membership 
and initial draft Terms of Reference for each of the leadership councils noted above. 
The SL OHT Transitional Leadership Council will also confirm the scoping and role for 
the Project Management Office/Team including resource requirements by January 31, 
2021. 
• During this time, we expect to also be dealing with a potential Wave 2 of the 
pandemic and/or the commencement of influenza season and will be driving 
additional enhancements to service delivery models under the auspices of the SL 
OHT leadership models 
 
Post Approval / Month 6: 
As stated previously in Section 4.1 of this submission, the SL OHT has identified the 
following priorities for Year 1: 
The focus for the SL OHT in Year 1 will centre on care coordination, navigation, and 
enhancing caregiver supports for our two priority populations with a commitment to 
bring together providers across our care continuum.  During the first six months of 
working together, the Transitional Leadership Council will finalize the more detailed 
implementation plans to pursue the initiatives previously identified in Section 4.1 of 
this submission, namely: 
 Creation of an alternative care stream to the ED and creation of appropriate 
admittance avoidance to ensure different options for care that utilize resources 
efficiently and effectively with a focus on community and primary care providers. 
Leverage and expand existing home-based care, community paramedic, NLOT in 
long term care to enhance connectivity of providers, rapid internal medicine teams; 
 Centralized/coordinated access points for multiple services to be implemented in 
community-based locations where multiple providers from different organizations work 
in integrated space; 
 Improved discharge planning processes from the hospital to ensure timely access 
to appropriate services by transforming patient flow out of the hospital by establishing 
well defined pathways that are supported by providers across the care team working 
as a coordinated team to help connect people to the right services; 
 Timelier access to early interventions for chronic disease to enhance access to 
care for senior population by extending service delivery models using an expanded 
HealthLinks model supported by common screening and assessment tools, 
standardized reporting tools (e.g., interRAI), communication protocols/scripts to 
ensure “warm handoffs”, shared care protocols, leverage available teams (e.g., 
diabetes, CHF, dementia) and existing navigators (e.g., Alzheimer’s’ Society 
navigators), scheduling tools (e.g., Caredove); and 
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 Implement a Community-Based Youth Mental Health & Addiction service to 
transform access for transitional stage youth to move away from hospital-based care 
to community and primary-care led services 
 
We will also have the various Leadership Councils undertake the work necessary to 
develop workplans and priorities to deliver on those workplans, including: 
 Strengthening primary care leadership with the SL OHT Physician/ Primary Care 
Council that will serve as the formal mechanism to: 
       Identify leaders and provide a forum for involvement of SL OHT physicians and 
nurse practitioners to continue to engage around priorities for action to better serve 
their populations; and 
       Engage primary care leaders and select clinical care coordinators from Home 
and Community Care (H&CC) to enhance transitions of care and care planning for 
Year 1 populations. 
 Engage with the SL OHT Patient, Family and Caregiver (PFC) Council to confirm its 
membership, terms of reference, work plans and priorities for Year 1 including: 
       Confirming principles and processes to embed co-design into all that we do; 
and 
       Collect baseline data on key patient defined performance measures to be 
tracked by the SL OHT. 
 Engage with the Indigenous Councils, and existing First Nations healthcare 
collaboration tables, to confirm the structures and processes for effective participation 
and ongoing leadership of the SL OHT; and define an initial set of priorities to improve 
care for Indigenous people. 
 Work with all partners to begin developing an overarching equity inclusive strategy 
consisting of: 
       A training plan using various equity training modules to integrate into existing 
processes (orientation) and systems (e-Learning systems) wherever possible 
       Focus on the Model of Health & Wellbeing (MHWB), Health Equity Charter, 
Indigenous Cultural Structural Model, Active Offer and Indigenous Cultural and 
Linguistic training course deployment 
 
We will also seek to develop a comprehensive set of key experience and outcome 
measures which reflect the performance of the system from the perspective of the 
patients, families and caregivers (together with supporting processes & tools for their 
collection and evaluation) as a Year 1 priority. 
 
Post Approval / Month 12: 
 Continue to work to advance the priorities developed. 
 Initiate measurement of performance metrics 

 
5.2. What non-financial resources or supports would your team find most 

helpful? 
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Please identify what centralized resources or supports your team would need to be 
successful in the coming year, if approved. This response is intended as information for 
the Ministry and is not evaluated. 

 
Max word count: 1000 
To help advance the SL OHT to the next level, members have identified the following 
types of non-financial resources and supports. 
 OHT Development & Facilitation support (e.g., RISE expertise in terms of training, 
capacity building) 
 Quality Improvement, Data & Decision Support (e.g., support metric development, 
data analysis/reporting) 
 Change Management Support (e.g., continous improvement/LEAN/organizational 
effectiveness) 
 Health Human Resources, Labour Relations Advice/Supports 
 Legal Counsel & Legislation Advice 
 Policy, Privacy, Security & Risk Management Expertise 
 Information Technology & Digital Access Expertise 
 Clinician Recruitment and Succession Planning (e.g., Health Force Ontario 
Recruiters) 
 Population Health (e.g., consultation with Pubic Health Ontario to develop/guide 
implentation plans) 
 Equity, Inclusion, Diversity, Anti-Racism Experts 
 Patient and care partner expertise and knowledge for both patient and care 
partners and healthcare partners to support the teams at every level of 
implementation and decision-making 

 

5.3. Have you identified any systemic barriers or facilitators for change? 
Please 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 
Building on learnings from other OHTs, the SL OHT notes the following as potential 
systemic barriers or facilitators for change: 
 
 System navigation and care coordination: By maturity, the plan for system 
navigators and care coordinators will be built on the HealthLinks care coordination 
model that is used for complex patients. This model is a ‘one team’ approach that can 
be implemented at an appropriate scale for the attributed population (from birth to 
death). Identification of resources to fully implement this model will be reviewed to 
ensure funding and policies support its implementation.  
 Care pathways: During a patient’s health care journey, there are repeated 
assessments at each stage being completed. Policies need to be created that 
mobilize a single, shared assessment with a shared electronic system. 
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 Transportation: the SL OHT attributed population is disbursed across a large 
geography with limited public transit, limited handicap transit and a limited ability to 
transfer patients. While implementing a digital-first model to bring care to individuals 
versus individuals to care will alleviate some of this barrier, it does not solve the 
challenge of patients living in a rural community with limited transit infrastructure.  
 Access to care: Current hours of operation do not align to all patients’ needs. In 
Year 1, an expansion on extended hours within primary care will be reviewed. 
Currently, if patients access care from another primary care provider after hours then 
their home Family Health Team is penalized.  The one exception to this is hospital 
emergency department visits.  This sets up a negative incentive for clinicians to 
encourage ED usage by their patients after normal business hours. 
 Data sharing, communication & privacy: Provincial privacy standards hinder the 
ability to share information across agencies. Policy, regulatory and legislative reforms 
are needed in order for the SL OHT to realize success and minimize barriers to 
patients in their care pathways. Modernization of PHIPA will enable the secure 
sharing of information. Ensuring health information custodians agreements have 
language that reflects data sharing, accessibility by patients and their designated 
family members or care partners, governance and address privacy concerns are 
needed. These changes will support the overarching security and privacy 
practices/policies that will be developed through the SL OHT.  
 System equity: Policies, funding and measurement are needed to ensure equity 
considerations are being implemented and accurately measured to respond to local 
needs. Policy and funding allocations need to be reviewed at a Ministry and SL OHT 
level to ensure that individuals with diverse needs receive the services targeted to 
their needs. 
 Health literacy and self-management: There is a lack of understanding of patient’s 
own disease/illness or their own condition. A systemic barrier for this lack of 
understanding is a direct result of the limited to minimal access to comprehensive 
patient/client records and the access to the patient’s/client’s own information in a 
comprehensible form to better understand their disease/illness. The “modernization” 
of PHIPA and associated legislation will be key to providing accessible personal 
health information.  Secure accessibility to personal information in a format the 
patient, family & caregivers require and can understand is key to support self-
management.  The ability to provide a variety of care access modalities is critical to 
support the patient/client in their self-management.  Access to self-coordinated 
appointments and improved response times will help to improve self-management. 
Access by phone should be available as only one avenue of contact; virtual care 
should be enhanced to support access to primary care, and other health care 
providers for patients/clients.  Health literacy and self-management require accessible 
and readily available information to support the patient’s/client’s ability to care as 
partners in their health care. 
 Funding: Current funding allocation may not meet patient needs at maturity in order 
to provide system navigation to the full attributed population. Contracts and contract 
management will potentially impact on resources, participation and service delivery. 
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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. 



33



34



35



36



37



38



39



40



41



42



43



NAME OF GROUP/FHT
From dropdown list, select the name of the participating group or FHT, 
as registered with the Ministry or select 'solo fee-for-service' if not part 

of a group practice. If a group is not found in this list, add it to Other 
(column E).

PHYSICIAN NAME
(Last name, First name)

Providing the full list of your partner physicians will 
be critical for identifying which OHT attribution 

network the physician or PEM is affiliated and level 
of physician engagement

PRACTICE MODEL 
Select model type from dropdown list .  If 'other' 
is selected, please specify model type in Other 

.

PARTNERED WITH ANOTHER TEAM
Y/N - Confirm that this physician partner 

is not signed onto another team. If 
members of your team have signed on or 

otherwise made a commitment to work 
with other teams please complete tab 2.2.

OTHER
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) and vice versa.

FHT - CENTRAL LAMBTON FAMILY HEALTH TEAM N/A FHT - Family Health Team The PEM signatory to this FHT is partnered to this OHT 
application

FHT - RAPIDS FHT N/A FHT - Family Health Team The PEM signatory to this FHT is partnered to this OHT 
application

PEM - BLUEWATER HEALTHCARE NETWORK FHO Dr. Vidyanand Singh FHO - Family health organization This FHO is signatory to Rapids FHT which is also 
partnered to this OHT application

PEM - SARNIA PHYSICIANS ORGANIZATION FHO Dr. John O'Mahony FHO - Family health organization This FHO is signatory to Rapids FHT which is also 
partnered to this OHT application

PEM - LAKE HURON DOCS FHO Dr. Christopher Greensmith FHO - Family health organization This FHO is signatory to Rapids FHT which is also 
partnered to this OHT application

PEM - PETROLIA MEDICAL ASSOCIATES FHN Dr. Enoch Daniel FHN - Family health network There are 10 physicians in the PEM, 10 are partnered to 
this OHT application

OTHER, PLEASE SPECIFY Dr. Michel Haddad, Chief of Professional Staff, 
Bluewater Health Other

The specialists at Bluewater Health are linked through the 
Medical Advisory Committee and represented by the Chief 
of Staff who is a signatory to this OHT application

Note
The primary care community in Sarnia-Lambton includes: 2 FHTs, 5 affiliated FHOs/FHNs, the North Lambton CHC, the Twin Bridges NP-led clinic, and Traditional Healers in the Indigenous communities.

2.1.1  Primary Care Partnerships

More About the Sarnia-Lambton Ontario Health Team

While all of the inaugural partners of the SL OHT recognize the value and benefit of a more coordinated and connected system of care, there were initially a number of concerns raised, all of which were addressed through the SL OHT planning processes 
between Fall of 2019 to Spring of 2020. Following the submission of the self-assessment in December 2019, SL OHT Partners continued to build momentum by meeting regularly to plan for the eventual submission of this full application. Using a number of 
facilitated sessions and participating in the OHA Trust Session, the collective has established what is now a proven team-model that all members are proud of. 

This working model of our OHT has been developed using a co-design process that brought stakeholders together to create a set of solutions that would benefit patients, families, care partners and our providers.  This strengthened our resolve to become 
an OHT and continued our efforts to work together to better meet the needs of the residents we collectively serve. Our experience during the pandemic further solidified our commitment of collaborative work across sectors.  We are now ready to build 
on this experience to achieve even more. The result, our SL OHT has the endorsement of physicians, provider organizations, system leaders and most importantly, patients, families, and care partners.

From pre-self-assessment to this stage, we have collectively committed hundreds of hours to this collaborative with the genuine desire to innovate together. This is showcased through:
Three all day, all-partner meetings (70+ people)
One board education meeting where all partner organizations had two representatives (80+ people)
12 steering committee meetings (20 people)
21 working group meetings (encompassing over 60 people)

SL OHT is currently comprised of partners from different sectors across the health care system (see table 2.1.2) including a number of primary care providers and specialty physicians (see table 2.1.1).  Altogether, our SL OHT has local primary care 
representation of over 90%.

SL OHT members span the continuum of care and are exceptionally well-positioned to manage the care needs of the Year 1 populations. We state this because of our existing experience building more integrated and coordinated solutions for the specific 
populations we seek to serve better in Year 1 (see section 2.3). 

Our Year 1 populations were intentionally selected to further leverage and maximize established successes and existing points of integration. We envision onboarding additional partners over time as we expand to meet the needs of our target 
populations.
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2.1.2 Home and Community Care and Secondary Care Partners

NAME OF ORGANIZATION
Provide the legal name of the member organization

TYPE OF ORGANIZATION
Select type from dropdown list, if 'other' please specify type in 

column C

OTHER 
ORGANIZATION 

TYPE

FACILITY SITE(S) 
(For all of your hospital and Community Health Center partners please identify 

all of the specific sites that are partners ex. Quinte Healthcare, Belleville 
General Hospital site)

Aamjiwnaang First Nation Health Services ABORIGINAL HEALTH ACCESS CENTRES
Alzheimer Society of Sarnia-Lambton COMMUNITY SUPPORT SERVICES

Bluewater Health HOSPITALS
Bluewater Health, Sarnia; Charlotte Eleanor Englehart Hospital of 
Bluewater Health, Petrolia

Bluewater Rapid Access Addiction Medicine Clinic MENTAL HEALTH AND ADDICTION ORGANIZATIONS

Canadian Mental Health Association Lambton-Kent
MENTAL HEALTH AND ADDICTION ORGANIZATIONS

Corporation of the County of Lambton MUNICIPALITY
Includes: Social Services, Housing, Ontario 
Works, Homelessness Prevention, Children's 

County of Lambton Adult Day Programs sites (Adult Enrichment Center - 
Sarnia Site, Adult Enrichment Center - Petrolia Site); and  County of 

Erie St. Clair / South-West French Language Health Planning Entity OTHER, PLEASE SPECIFY French language health planning advisory entity
Erie St. Clair Local Health Integration Network Home and Community 
Care HOME CARE SERVICE PROVIDER ORGANIZATION

Fiddicks Nursing Home LONG-TERM CARE HOMES
Kettle and Stony Point First Nation Health Services ABORIGINAL HEALTH ACCESS CENTRES
Lambton County Developmental Services COMMUNITY SUPPORT SERVICES

Lambton Elderly Outreach HOME CARE SERVICE PROVIDER ORGANIZATION
March of Dimes Canada COMMUNITY SUPPORT SERVICES
Midwifery Services of Lambton Kent MIDWIFERY

New Beginnings Acquired Brain Injury and Stroke Recovery Association COMMUNITY SUPPORT SERVICES

North Lambton Community Health Centre COMMUNITY HEALTH CENTRES

NORTH LAMBTON, Forest, ON; KETTLE POINT, 6275 Indian Lane; 
Kettle & Stony Point FN, ON; WEST LAMBTON, Sarnia, ON; EAST 
LAMBTON, Watford, ON; CARDIO-PULMONARY REHAB SITE, Sarnia, 
ON

Pathways Health Centre for Children CHILDREN'S TREATMENT CENTRES

St. Clair Child & Youth Services MENTAL HEALTH AND ADDICTION ORGANIZATIONS

St. Joseph's Hospice Resource Centre Sarnia Lambton OTHER, PLEASE SPECIFY Hospice Palliative Care
The Social Services Bureau of Sarnia-Lambton Incorporated operating as 
Family Counselling Centre MENTAL HEALTH AND ADDICTION ORGANIZATIONS
TransForm Shared Service Organization OTHER, PLEASE SPECIFY Shared Service Organization 
Twin Bridges Nurse Practitioner Led Clinic NURSE PRACTITIONER LED CLINICS
Victorian Order of Nurses for Canada - Ontario Branch COMMUNITY SUPPORT SERVICES
Vision '74 LONG-TERM CARE HOMES
Watford Quality Care Centre LONG-TERM CARE HOMES

Westover Treatment Centre MENTAL HEALTH AND ADDICTION ORGANIZATIONS
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Team Member Other Affiliated Team(s) Reason for affiliation

List the other teams that the member has signed on to 
or agreed to work with

Provide a rationale for why the member chose to affiliate itself 
with multiple teams (i.e. meets exceptions identified previously 
e.g. specialized service provided such as mental health and 
additions services)

Canadian Mental Health Association - 
Lambton-Kent

Chatham Kent OHT Regional provider that crosses multiple geographies

TransForm Shared Service Organization Chatham Kent OHT Regional provider that serves multiple organizatioms

If members of your team have signed on or otherwise made a commitment to work with other teams, please identify the partners below:

2.2  Confirming Other Team Partnerships
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Performance Measures Purpose/Rationale Method of Collection/Calculation
Avoidable ED visits for conditions best 
managed elsewhere (Seniors 55+).

Current performance for ED visit rate / 1,000 
attributed population age 1 – 74 years is 2-3 times 
higher than provincial average.  
An SL OHT priority initiative will create alternative 
care streams to the ED and establish admission 
avoidance strategies that will ensure appropriate 
use of ED resources while better serving patient 
needs

Percent of unscheduled emergency visits that could be 
managed elsewhere age 55+ years.  Numerator: 
Number of ED visits that could be managed elsewhere 
age 55+; Denominator:  Total number of ED visits age 
55+.

Avoidable ED visits for Transitional Age 
Youth (12 - 25) with Mental Health & 
Addiction conditions

Repeat ED visits within 30 days for mental health 
and substance use conditions is just below the 
Ontario average; and there are concerns that youth 
are being admitted from the ED for MH&A at a 
higher rate.  
An SL OHT priority initiative will transform access 
for youth and transitional age youth to move away 
from hospital-based care to community and primary-
care led services that will reduce ED visits and 
hospitalizations

Percent of unscheduled emergency visits that could be 
avoided, transitional age youth.  Numerator: Number of 
ED visits -Transitional age youth (age 12- 25), 
unscheduled ED visits for Mental Health and Substance 
Abuse conditions, CTAS 4 (Less urgent ED visit) and 5 
(Non-urgent ED visit) that did not result in an inpatient 
admission; Denominator:  Total number of ED visits - 
Transitional age youth (age 12-25), unscheduled ED 
visits for Mental Health and Substance Abuse 
conditions.

Acute patients who had a follow-up visit 
with primary care within 7 days of 
discharge 

Current performance measured as % who had a 
visit with primary care within 7 days is below the 
provincial average.
SL OHT priority initiatives will establish 
centralized/coordinated access for points to 
improve access to community based services (e.g., 
Team Based Primary Care); improve hospital 
discharge planning; and support timelier access to 
earlier interventions for chronic diseases that will 
improve access to primary care post discharge and 
further enhance the Team's performance

Percentage of patients who had a 7-day post-hospital 
discharge follow-up by a primary care provider for 
specific conditions.  Numerator: Number of patients who 
had a follow up with a primary care provider within 7 
days of discharge for selected conditions; Denominator: 
Total number of patients who were discharged for 
selected conditions (pneumonia, diabetes, stroke, 
gastrointestinal disease, congestive heart failure, 
chronic obstructive pulmonary disease, and cardiac 
conditions).

Wait times for first home care service from 
community

Current performance at 90th percentile wait time in 
days for in-home care services is below the 
provincial average.                                                                      
SL OHT priority initiatives will implement 
centralized/coordinated access points for multiple 
services in community-based locations to address 
individuals’ needs in a timely and complete manner; 
improve discharge planning processes from the 
hospital to ensure improved communication with 
primary care providers and timely access to 
appropriate services closer to home; and enhance 
early /timelier access to early interventions for 
chronic disease. 

90th percentile wait time in days from community or 
hospital for home and community care services (from 
application / discharge to first service), excluding case 
management. The definition covers two existing 
indicators "Wait times for first home care service from 
community" and "Wait times for first home care service 
from hospital".

Timely access to primary care % of patients able to schedule an appointment 
same day or next day when sick is well below the 
provincial average.                                                                      
SL OHT priority initiatives will implement 
centralized/coordinated access points for multiple 
services in community-based locations to address 
individuals’ needs in a timely and complete manner; 
improve discharge planning processes from the 
hospital to ensure improved communication with 
primary care providers and timely access to 
appropriate services closer to home; and enhance 
early /timelier access to early interventions for 
chronic disease. SL OHT priority initiatives are to 
adopt a population health model to segment and 
stream individuals to the most appropriate care, at 
the right time, by the most appropriate provider, in 
the most appropriate setting.

Percentage of patients who were able to see a primary 
care provider  on the same day or next day when sick. 
HCES survey data of respondents who indicated they 
were able to get an appointment when sick with a 
provider on the same day or next day.  Results are 
weighted, based on the household size, and the age and 
sex distribution of the respondents' LHIN of residence.

Based on the population health data that has been or will be provided to you, please identify between 3 and 5 performance measures your 
team proposes to use to monitor and track success in Year 1. At least one indicator/metric should pertain specifically to your proposed priority 
patient population(s). 

4.1 Performance Measures
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