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Guelph and Area Ontario Health Team Submission 
 
Part 1 – General Information and Commitments 
Who are the members of your team?  Please identify the list of health care providers and/or organizations that 
would partner to form the proposed Ontario Health Team.  Please explain why this group of providers and 
organizations has chosen to partner together. 
 
The following organizations are core partners in this proposal:  

 Canadian Mental Health Association Waterloo Wellington (CMHAWW),  

 Guelph Community Health Centre (GCHC)  

 Guelph Family Health Team (GFHT)  

 Guelph General Hospital (GGH) 

 Home and Community Care (WWLHIN-HCC)  

 Mango Tree Family Health Team (MTFHT)  

 East Wellington Family Health Team (EWFHT)  

 The Elliott Community (LTC) 

 Sanguen Health Centre (SHC) 

 St. Joseph’s Health Centre Guelph (SJHCG) a member of the St. Joseph’s Health System  

 Stonehenge Therapeutic Community (STC) 

 Traverse Independence 
 

We share a vision of a joint governance model that reflects our shared leadership and 
commitment to achieving the highest quality of care and best experience for residents in our 
community. The team will oversee system priorities under a unified strategic plan for the 
Guelph Area, which includes Guelph, Puslinch and East Wellington (Guelph Eramosa, 
Rockwood and Erin). As a first step toward that longer-term vision this community proposes to 
transform the care experience for complex, vulnerable community members struggling with 
mental health and/or addictions, including brain injury and patients needing palliative services. 
Both of these care pathway transformations will be driven by a focus on relieving pressures in 
the emergency department and ending hallway medicine by implementing lower cost, 
evidence-based, integrated community solutions.   
 
We have a long history of evolving together along the integration continuum. Some of this 
work is evidenced by our journey as the first community to begin work on the Health Links 
program.  We laid a strong foundation early on by working together on various projects to 
support complex clients, including joint steering committees, sharing of staff resources across 
sites, and even collaborative funding models.  The OHT application process is the logical next 
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step on this community's journey to improve outcomes for patients and connect services.  The 
People's Health Care Act is just the policy tool that is needed to help us make the leap from 
incremental change and improvement, to true health system transformation.  As you will see 
from this proposal our community has many examples of collective impact that have already 
been achieved by cross-organization, cross-sector collaboration, including redesigning an 
integrated care pathway with patients with Chronic Obstructive Pulmonary Disease (COPD), 
which led to a 37 percent reduction in readmission rates.  
 
Other examples illustrate our commitment to broadening partnerships beyond the traditional 
health care sector to support meaningful change in the social determinants of health, which 
we know has the most significant impact on health care utilization.  Some examples of these 
types of integrations include: 

 developing a community plan to address the impact of early childhood trauma,  

 receiving a unanimous vote of support from Guelph City Council on the GCHC 
Consumption and Treatment Service application, and  

 partnering with The City of Guelph and Mayor Cam Guthrie to inform and support the 
City’s Community Plan (https://guelph.ca/wp-content/uploads/Community-Plan-
Dicussion-Paper.pdf), in particular working with the Mayor's Task Force on poverty to 
focus our community resources and improvement efforts on five key priorities to 
address the needs of the city's most vulnerable community members.  

 
We have been able to achieve these successes by engaging patients, families, leaders, front-
line staff and clinicians in redesigning services to meet the needs of Guelph residents. For 
clarity, we have chosen to use many words to describe consumers or customers in our community.  
Client, resident, patient, participant, etc. are used interchangeably to reflect the language used 
among our organizations and also varied preference among community members.   
 
In addition to our track record of redesigning services to improve the patient experience and 
patient outcomes, we feel that our community is just the right size and structured in the right 
way to support system transformation.  For example, our community has: 

 a FHT with 85 physicians, serving 120,000 residents in the Guelph area; 

 a FHT with 2 physicians serving 3,500 residents in Puslinch; 

 a FHT with 11 physicians serving 12,300 residents in East Wellington; 

 a CHC with 12 primary care providers, serving 6,000 of the most complex residents in 
Guelph with services designed for; 

 an acute care hospital which serves the entire community; 

https://guelph.ca/wp-content/uploads/Community-Plan-Dicussion-Paper.pdf
https://guelph.ca/wp-content/uploads/Community-Plan-Dicussion-Paper.pdf
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 a rehabilitation and complex continuing care centre with day programs, respite care 
and long-term care that specializes in the needs of frail seniors; 

 a large community mental health and addictions agency providing cradle to grave 
services for those with moderate to severe mental health and addictions;  

 a community addiction agency providing long term residential addiction treatment and 
a broad range of community addiction programs from housing to the Rapid Access 
Addiction Clinic (RAAC); 

 a specialized hepatitis C service organization providing harm reduction and outreach 
services across the WWLHIN area; 

 a Designated LTC home for the City of Guelph that is a Seniors Campus of Care model 
with respite, retirement and life lease; and 

 a community agency supporting individuals with Acquired Brain Injuries (ABI), 
providing day programs, outreach and transitional living. 

 
Finally, the relationships among the leaders, clinicians and board members of this community 
have been built over time, with trust and respect being long established.  We are confident that 
this foundation will continue to serve us well into this next phase of our integration journey.  
 
Our track record of working together for system impact in the Guelph area, a strong primary 
care foundation, the size and structure of our community and the relationships of trust that 
have been built over time, make us ready for this process. We are ready to do things differently, 
ready to innovate, redesign and transform. 
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Part 2 - Self Assessment Scoring 
 
Model component 1: Patient Care and Experience 

At maturity, Ontario Health Teams will offer patients, families and caregivers the highest quality care and best 
experience possible.  Patients will be able to access care when and where they need it and will have digital 
choices for care.  Patients will experience seamless care from providers who work together as a team.  They 
can access their health information digitally, and their providers ensure they know what to expect in each step 
of their care journeys.  Patients can access coordination and system navigation services whenever they need 
to. (250 words) 
 
Some examples of our community’s work to improve transitions, access and coordination of 
care include: 
 
We were the first partnership in the province to submit a Collaborative Quality Improvement 
Plan (c-QIP) where we engaged clients and clinicians to redesign the care pathway for patients 
with COPD.  We continue to engage patients and providers in this same way to redesign the 
care pathway and implement CorHealth's Spoke, Node and Hub model for Heart Failure.   
 
There are also several examples that include integration between non-traditional partners.  For 
example, for the past three years CMHAWW crisis workers have been integrated with Guelph 
Police Services. In addition, the Rapid Access Addictions Clinic (RAAC) operates sites across 
urban and rural locations in Waterloo Wellington integrating addictions medicine into primary 
care. For more examples, see Appendix 1. 
 
We believe we have the necessary resources in our community to support a seamless care 
pathway for the most vulnerable residents; for example, there are multiple agencies providing 
system navigation and problem solving/advocacy support with complex clients. However; 
services are often duplicated across organizations, with some clients being supported by 
many different agencies. These resources will be redesigned and transformed to provide wrap-
around supports with clients where and when they need it.  
 
In addition, foundational work has already been done to better integrate palliative care support 
in the community and in hospital.  For example, palliative care patients have medical support 
at home, in Hospice, LTC and in hospital 24/7 through a community palliative on-call group 
model.  These existing supports will be scaled up to focus on reducing ED visits within the last 
30 days of life. 
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Model component 2: Patient partnership and community engagement 

At maturity, Ontario Health Teams will uphold the principles of patient partnership, community engagement, 
and system co-design.  They will meaningfully engage and partner with – and be driven by the needs of – 
patients, families, and caregivers, and the communities they serve.(250 words) 
 
There are numerous examples in our community that demonstrate a consistent track record of 
meaningful patient and family engagement. One of the most in depth examples is the 
Designing Better project: http://designingbetter.ca/.  This project conducted deep and 
meaningful engagement with a small number of complex, vulnerable clients in the Guelph 
community.   
 
The resulting feedback illustrated a common theme, which was: clients want service 
organizations in their community to “Act as one service.” They want to experience their care 
journey as seamless and feel that all people involved in their care know the plan and 
communicate with one another.  
 
This engagement work was the springboard for the Act as One Service Steering Committee, 
which began work on integrating psychiatry services into primary care.  Since September 
2017, primary care providers at the GFHT and GCHC have been working alongside a 
psychiatrist conducting consults, joint assessments/appointments and sharing notes 
seamlessly.  
 
We are committed to engaging clients in two distinct and important ways as this work moves 
forward:  
 

1) clients, families and caregivers will be represented on the joint governance committee 
that is formed, and  

2) clients will continue to be engaged in co-designing services with front-line staff.  
 
We have a plan to continue to engage residents and clinicians in developing an OHT 
application should our community be invited to do so. We would leverage existing staff in our 
community who have experience-based co-design expertise, as well as tap into patient and 
family groups that are active across all organizations to ensure meaningful engagement is 
conducted and outputs are documented and shared. 
 
  

http://designingbetter.ca/
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Model component 3: Defined patient population 

At maturity, Ontario Health Teams will be responsible for meeting all health care needs of a population 
within a geographic area that is defined based on local factors and how patients typically access care. 
(300 words) 
 
Guelph and area is the fastest growing community in Waterloo Wellington with a population 
increase of over 8% since 2011. Residents in the Guelph area are among the most educated in 
Waterloo Wellington with the highest high school graduation rates, and the largest percentage 
of residents living in large urban areas. For a more in-depth look at population characteristics 
for Guelph visit: 
http://www.waterloowellingtonlhin.on.ca/~/media/sites/ww/files/goalsandachievements/rpt_
carecommunity_GP_10_web.pdf?la=en  
 
While Guelph as a whole can look favourable on some dimensions of the social determinants 
of health when compared with the broader WWLHIN (i.e. education, income, health status), we 
know that there is considerable variation at the neighbourhood level with regards to the social 
determinants of health and health equity. With this knowledge of our community in mind we 
plan to take a population needs-based, equity-oriented planning approach to designing 
services in our community that match services to those that need them most. 
 
At maturity, we propose to serve all 165,000 residents of Guelph, Puslinch and East Wellington 
and partner with the University of Guelph Student Wellness to better integrate care for 
students in our community.  This is aligned with our sub-region boundaries and builds on the 
historical partnership of the Guelph-Puslinch Leadership Table, which was established in 2017 
(See Appendix 4 for purpose and membership). In addition, this proposed target population is 
based on utilization patterns in acute care, since approximately 75 percent of GGH patients 
live in the Guelph OHT area. 
 
Year one priorities were identified by the Guelph-Puslinch Leadership Council after engaging 
patients and providers in a collective data review and priority setting discussion.  They include: 
 

1) Developing integrated service teams to support complex and vulnerable clients 
struggling with Addictions & Mental Health in the community to divert unnecessary ED 
visits, reduce the length of stay in the ED and also avoid costly repeat ED visits and, 

2) Strengthening integrated community and hospital palliative care teams with a focus on 
reducing ED visits in the last 30 days of life. 

 
 

http://www.waterloowellingtonlhin.on.ca/~/media/sites/ww/files/goalsandachievements/rpt_carecommunity_GP_10_web.pdf?la=en
http://www.waterloowellingtonlhin.on.ca/~/media/sites/ww/files/goalsandachievements/rpt_carecommunity_GP_10_web.pdf?la=en
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Model component 4: In scope services 
At maturity, Ontario Health Teams will provide a full and coordinated continuum of care for all but the most 
highly-specialized conditions to achieve better patient and population health outcomes as needed by the 
population. (300 words) 
 
The primary care attachment rate in the Guelph area is 96 percent and 100 percent of primary 
care providers have access to inter-disciplinary team members (FHT and CHC models).  With a 
strong primary care foundation already in place, this community is poised to reimagine home 
and community care and integrate services into the patient medical home in a meaningful way 
to transform the care experience for our defined target populations.  
 
We have already begun work on engaging front-line staff to identify frequent users of the ED 
and work across organizations to develop integrated teams that will serve the most vulnerable 
members of the community.  Resources will be pooled and redesigned to provide wrap-around 
supports to clients where and when they need it.  We will integrate existing digital tools in our 
community to support seamless communication across team members. 
 
At this phase in the application process, we have a number of organizations that have signed 
on as core partners who will be actively leading the application process and will form the 
shared leadership structure going forward. Many other partners have been involved in planning 
and informing system-level priorities and this EOI submission. Those not yet ready to sign on 
as core partners know that they are able to join at any time, with a mechanism to support this 
process (for a list of all partners and their current partner status see Appendix 2). In addition, 
we have reached out to multiple service providers in our community (public and private) to 
inform them of this work and invite them to partner and participate in new and innovative 
ways.  We will develop a communication and engagement plan that will employ targeted 
strategies for all of these groups and will propose a plan for phasing in the full continuum of 
care over time. 
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Model component 5: Leadership, accountability and governance 

At maturity, Ontario Health Teams will be self-governed, operating under a shared vision and working 
towards common goals.  Each Team will operate through a single clinical and fiscal accountability 
framework. (250 words) 
 
The Guelph community is well known for its long history of organizations coming together to 
improve the care experience and outcomes for patients.  Many examples have already been 
provided that demonstrate the commitment of the leaders in this community to redesign and 
integrate services at the system level to improve outcomes. It is important to note that in 
addition to a consistent approach of engaging patients, families and providers, many of our 
system level integrations have included formal governance-level support and endorsement. 
 
The partners to this proposal have led several engagement events over the past few months, 
specifically designed to inform this proposal.  These events have provided a forum to engage 
patients, leaders, governors and clinical leaders in our community to create a shared vision for 
our future state, which includes a joint governance model that reflects our shared leadership 
and vision for integrated care.  
 
We are committed to working incrementally toward this vision of collaborative leadership, 
which will be supported by one strategic plan, one QIP and a shared patient declaration of 
values, and will work towards a single clinical and fiscal accountability framework. 
 
Core partners all have existing clinical leadership structures that include physicians, nurse 
practitioners and allied health staff, who are actively involved in system-level integration 
initiatives. We will tap into these structures as we continue with our commitment to engaging 
clinicians in co-designing our health care system. 
 
 
 
 
 
 
 
 
 
 
 
 



Guelph and Area-OHT-Submission-May 15, 2019    Page 10 of 14 
 

 
Model component 6: performance measurement, quality improvement and continuous 
learning 

At maturity, Ontario Health Teams will provide care according to the best available evidence and clinical 
standards, with an ongoing focus on quality improvement.  A standard set of indicators aligned with the 
Quadruple Aim will measure performance and evaluate the extent to which Teams are providing 
integrated care, and performance will be publicly reported. (250 words) 
 
Guelph OHT Planning partners are committed to reducing clinical variation by providing care 
according to the best available evidence and clinical standards. This is evidenced by the 
implementation of standardized care pathways that have been implemented across the 
Guelph health system for several chronic diseases based on HQO quality standards e.g. Heart 
Failure, Stroke, Chronic Obstructive Pulmonary Disease and opioid prescribing practices. There 
has also been strong uptake of electronic clinical order sets in hospital and standardized 
clinical templates within the EMR in primary care settings.  
 
In addition, through all of the system-level integration efforts that have been implemented over 
many years of successful collaboration, a common thread has been a consistent, structured,  
approach to quality improvement. This includes creating a shared understanding of the 
current state, reimagining an improved future state, and developing a plan for how we will 
collectively close the gap. With work plans in place, many of our system improvement efforts 
have dashboards with outcome indicators that are monitored by inter-organizational steering 
committees to support continuous quality improvement and reviewed regularly by governors 
that are overseeing integration efforts at the system level. Please see Appendix 3 for examples 
of integrated program dashboards. 
 
We will leverage our expertise in QI work and also our performance measurement systems to 
the full extent to support this next phase of our evolution. In addition, we will build on our 
existing partnership with the University of Guelph to support the research and evaluation 
component of our OHT, which will focus on better patient and populations outcomes. 
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Model component 7: Funding and incentive structure 

At maturity, Ontario Health Teams will be prospectively funded through an integrated funding envelope 
based on the care needs of their attributed patient populations.  Teams that exceed performance 
targets will be able to keep a portion of share savings.  Teams will gain-share among members.(250 
words) 
 
All partners in this proposal have a strong track record for responsible financial management, 
positive operation margins and a collective commitment to reallocating resources to front-line 
service delivery.  Collectively, the group has significant experience with transfer payment 
agreements that allocate resources based on system-level priorities, and are guided by 
accountability frameworks. 
 
Partners highlight GGH’s infrastructure and capacity to provide the single point of contact for 
financial accountability. GGH has experience with managing cross-provider funding as the TPA 
for the regional Emergency Mental Health and Addictions program. The program is governed 
through a regional steering committee comprised of program member HSPs. Based on the 
committee’s direction, GGH administers payment to and from other HSPs, and provides 
financial recordkeeping and reporting to the steering committee. The GGH finance department 
has the tools, knowledge, and skills to develop the budget to support the Guelph OHT first year 
and ongoing operations. 
 
We know that the primary cost drivers within the target complex populations include 
emergency-department-Best Managed- Elsewhere, high return visits to primary care, as well as 
social care costs including shelter and police costs when clients are in a state of crisis. In 
addition, ED visits for palliative clients within the last 30 days of life has been identified as the 
cost driver and outcome measure to focus our year one efforts. The team will design targeted 
outcome measures to assess the degree to which our redesigned team care approach will 
reduce pressures in each of these areas.  
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Model component 8: Digital health 

At maturity, Ontario Health Teams will use digital health solutions to support effective health care 
deliver, ongoing quality and performance improvements, and better patient experience. (250 words) 
 
All Guelph OHT applicants chart using digital health systems, which are able to collect, use 
and share patient care information. Below is a snapshot of some of the digital health assets 
that are already used in clinical practice: 
 

● 77 providers (physicians and nurse practitioners) currently use three or more digital 
health tools (e-consult, e-referral, HRM, virtual visits, etc) in their clinical practice 

● There are approximately 1000 registered users of Clinical Connect  

● Hospital Report Manager (HRM) is utilized by 170 users 

● 90 clinicians are registered to utilize eConsult  

● 6 clinicians are registered to use virtual visits and to date they have conducted 829 
virtual visits 

● 60 primary care providers have sent over 4400 eReferrals  

 
Building on existing infrastructure, OHT partners have created a Digital Health plan that was 
informed by partners, patients and providers.  The plan identifies digital health gaps that 
impede client care and has developed strategies to improve information sharing, patient 
experience and engagement in care.  
 
The eHealth Centre of Excellence (eCE) has emerged in recent years as a provincial leader in 
digital health projects. The Guelph Area OHT has an active and productive relationship with the 
eCE and will continue to align and adopt actively supported digital health solutions that meet 
the clinical needs of residents.  
 
The Guelph OHT proposes to create a Guelph Digital Health steering committee who will 
oversee implementation of the Digital Health plan and whose Chair will be the single point of 
contact for digital health. 
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Part 3: Implementation Snapshot 

Provide high-level over of how you plan to implement the Ontario Health Team model and change care for your 
proposed Year 1 target population. (500 words) 
 
Our year 1 steps toward our longer-term vision include: developing a shared leadership table to 
guide the development of one strategic plan and one quality improvement plan.  These shared 
plans will guide decisions about resource allocation, human resource planning and care 
redesign. There is also commitment to develop a joint-executive board, with representation 
from each organizational board, to start to build a bridge towards an integrated governance 
structure in the future. These shared leadership structures will oversee implementation of year 
one expectations for OHT partners. 
 
Immediate implementation priorities include: 

1) Establish integrated service teams to support ED diversion for target populations and 
support seamless transitions back into the community; 

 Care teams will support a seamless care journey and provide wrap around care 
for clients with the future goal of doing so under one bundled funding contract. 

2) Leverage existing digital health assets to ensure timely communication and flow of 
information; 

3) Integrate existing after-hours infrastructure to ensure clients have access to 24/7 
support and navigation services; 

4) Integrate home and community care resources into the primary care medical home. 
 
Below are some of the high-level steps we will take to achieve the priorities listed above: 

 Design a robust and meaningful engagement strategy ensuring that patients, 
families and clinicians are involved in identifying the gaps in the current system 
and designing solutions. 

 Review hospital utilization by target populations to understand the drivers of use 
and barriers to being supported in the community 

 Establish working groups for core work plan components - including patient, family 
and clinical leadership 

 Implement redesigned care teams, based on data and engagement results, and 
continuing to iterate on our initial designs.  

 Develop a dashboard which allows us to track performance that is aligned with the 
quadruple aim.  
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Based on joint experiences from implementing many integrated programs and services, we 
can anticipate the following key risks: 

1) Culture – The cultures and climates across all organizations vary greatly on key 
dimensions such as: risk tolerance, relative tightness or looseness, harm reduction, 
community driven vs. provider driven, etc.  In order to support successful integration of 
teams, the leadership table will undertake a culture assessment and will use that 
information to inform support strategies for staff. 

2) Communication – keeping diverse stakeholders engaged and informed on what has 
happened, what will happen and how they can be involved is key to achieving buy-in 
and momentum for change. Based on previous projects we are proposing a structured 
communication plan with regular communication intervals, tailored to different target 
audiences. 

3) Focus – Perhaps the biggest challenge will be finding the courage to stop doing some 
of the things we are currently doing in order to create capacity across the system to 
engage in true transformation. System-level prioritization will be guided by our 
engagement with patients, families and clinicians. 
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1. Older Adult Strategy: Evidence of Engagement, Collaboration and Integration 

In 2018, St. Joseph’s Health Centre Guelph (SJHCG) as the Co-Executive Sponsor/Lead for the Waterloo 
Wellington Older Adult Strategy with the Waterloo Wellington Local Integration Network (Co-Executive 
Sponsor/Lead) and in collaboration with the Research Institute for Aging (RIA), partnered with stakeholders 
to engage over 200 individuals within the region to develop a local strategy.  In addition, an OAS Advisory 
Committee was formed to guide the OAS and a Reference Group was developed to inform the OAS with 
representation across the continuum of care and inclusive of service providers (primary care, geriatric 
medicine, geriatric psychiatry/mental health, community support services, acute care and social services); 
older adult wellness programs; older adults; caregivers; academic settings; and local municipal/regional 
programs. The Older Adult Strategy (OAS) identifies goals and actions that will guide future directions and 
opportunities for system transformation and demonstrate enhanced alignment and successful integration 
of services with achievable outcomes that support the older adult to achieve their individual goals. 
Inclusive in the OAS are opportunities to adopt, adapt or develop integrated team-based models of care that 
are responsive to rapidly changing needs related to where, how and by whom care is delivered.  This 
transformational shift includes maximizing technology and digital health in order to move us toward 
systems and services that emphasize timeliness and appropriateness of care decisions in collaboration 
with the older adult, their identified health care team and family.   

The initial engagement in the development of the strategy included 25 focus groups (over 200 participants) 
with identified health care providers; older adults; family members; caregivers; diverse populations 
inclusive of communities representing: Mennonite, Indigenous, Older Adult Rainbow, Rural; and Urban. This 
engagement is continuing with the implementation of the strategy. Most recently (April 2019) an 
engagement session representing the following perspectives:  older adults, families, caregivers, primary 
care health care providers, social services, long term care, geriatric specialists (psychiatry, mental health 
and medicine), community support services, academics and researchers provided a validation of the 
current work plan.  Three core work streams have been confirmed with membership inclusive of all partners 
identified above:  

1) Availability and accessibility of care, services and supports where and when they are needed. 

2) Linkage, coordination and navigation (includes provider awareness) and health empowerment. 

3) Equity, diversity and inclusion. 

Implementation of the OAS at a regional level is focussing on collaborative leadership and determining the 
most effective and efficient way to cluster services according to functional roles and service dimension so 
as to reduce gaps and fragmentation and improve outcomes. Community-based planning at the sub-LHIN 
region level will help to determine leadership and accountability, oversight and a model of integration 
appropriate to the local context. Efforts to catalyze integrated service delivery approaches; the integration 
of ideas and collaborative efforts; which may include formalized targeted partnership with 
MOUs/collaboration agreements in key strategic areas will support and “normalize” a new way of service 
provision inclusive of the older adult and their identified health care team. The move towards integrated 
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models of care remains a priority. Integration will improve access to the broadened range of services, 
including health care, home and community services, and residential care services; improve access to 
comprehensive care; increase emphasis on health promotion and chronic disease prevention and 
management; and provide appropriate care through multidisciplinary teams.  

The OAS engagement continues to focus on ttransformation that aims to provide better 
health outcomes and care experiences for older adults in the region. Areas identified and 
included in the work plan and implementation of the OAS include: 

 Optimize competencies for non-physician health providers. 

 Deepen the integration of health and social services. 

 Intensify prospective needs-based planning. 

 Address persistent barriers to information sharing. 

 Facilitate clearer communication within the health system and with the general public. 

 Advance a regional and whole-of-community approaches to better support population aging 
and quality of life. 

 Re-orient system and services around functional areas and reduce structural complexity. 
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2. Specialized Geriatric Services – Evidence of Integration and Engagement 

Specialized Geriatric Services (SGS) are a community based integrated network of interdisciplinary teams. 
The SGS teams are hosted by partner agencies across all sub regions and have an integrated approach to 
service delivery that is continually developing and improving the health care experience(s) for the older 
adult and their family/caregiver. Please see Appendix A for the partners agencies (inclusive of Guelph sub 
region) involved in the integrated approach to service with the identified host agency.  

SGS provides a “person-centred” approach to care. The care plan is developed in collaboration with the 
older adult, SGS, primary care and their identified family/caregivers/health care teams/social supports. The 
SGS care plan is often inclusive of one or more of the following service(s):  comprehensive geriatric 
assessment; clinical consultation; ongoing assessment; care plan development and implementation; 
intensive clinical case management; treatment; follow-up; follow-through; monitoring;  support and 
education (inclusive of older adult, family and system of care). The care is provided both in onsite clinics 
and in the older person’s home (outreach model of care). 

The programs and services provided by SGS are accessed through the Waterloo Wellington SGS Clinical 
Intake; a partnership with St. Joseph’s Health Centre Guelph and (SJHCG) and Canadian Mental Health 
Association Waterloo Wellington (CMHAWW). The platform utilized by clinical intake is CaseWorks and 
Clinical Intake has access to additional clinical data bases inclusive of CHRIS and Clinical Connect. The 
person centred collaborative assessment builds on the virtual assessment completed initially at SGS 
Clinical Intake via access to electronic health information inclusive of primary care to include: medical 
history, mental health and/or addictions history, present health conditions, ED and acute care visits, past 
illnesses/history as well as the ‘geriatric syndromes’  recognized as health concerns experienced by the 
senior with frailty, such as; incontinence, cognition problems, mood concerns, falling, chronic pain, nutrition 
issues and multiple medications. The virtual assessment is shared with primary care and the SGS 
destination where the assessment and care plan continues to be developed with the older adult and their 
family/identified health care team. A diversity lens is considered at each transition. SGS strives to address 
the ‘voice of the older adult and family’; “…Please help me to share my story once…We need to understand 
what services are available to help now and to know the next steps. We want to be confident that people care.” 
(Note: Appendix C provides a visual of Waterloo Wellington Clinical Intake). 

SGS also has integrated collaborative partnerships with Specialized Services beyond each sub region that 
is accessed through Ontario Telemedicine Network to serve the older adult and their family/caregivers 
closer to home. Please see Appendix C for evidence of partners (Appendix B). 

The SGS Executive Operational Leadership is provided by SJHCG in areas of system leadership, development 
and accountability in collaboration and through an integrated model of service with CMHAWW inclusive of: 
system coordination, planning, integration, evaluation, risk management, decision support; and 
performance metrics. In addition SGS is aligned with the goals, objectives and targeted outcomes of the 
local Older Adult Strategy; and Provincial Geriatric Leadership Office. The pillars within SGS in addition to 
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Clinical include Education, Knowledge Exchange and Research. The areas of Knowledge Exchange and 
Research are developed in partnership with the Regional Geriatric Program Central. 

Guelph Region 

( ) – identify host agency 

Teams include (not limited to): 

• Clinical Intake  (SJHCG and CMHAWW) 

• Geriatric Medicine; Geriatricians, Nurses and Nurse Practitioners (SJHCG) 

• Geriatric Mental Health; Geriatric Psychiatrists, Mental Health Clinicians (CMHAWW) (Note 
Geriatric Psychiatry and Outreach Nursing is provided within the Guelph FHT; SGS works 
collaboratively with Guelph FHT) 

• GeriMedRisk (partnership with SJHCG, CMHAWW and RIA) 

• Geriatric Emergency Management Nurses (GGH) 

• Intensive Geriatric Service Workers  (CMHAWW) 

• Community Responsive Behavior Supports  (SJHCG) 

• Psychogeriatric Resource Consultants  (CMHAWW) 

SGS has a collaborative integrated partnership with the Adult Day Programs (SJHCG) 

Waterloo Wellington SGS (inclusive of Guelph Region). 

 The SGS programs are hosted and supported by the:  

•  Cambridge Memorial Hospital (CMH) 

• Canadian Mental Health Association Waterloo Wellington (CMHAWW) 

• Grand River Hospital- Freeport Site (GRH) 

• St. Joseph’s Health Centre Guelph (SJHCG) 

• St. Mary’s General Hospital (SMGH) 

• GeriMedRisk 

The Waterloo Wellington SGS is affiliated with the Regional Geriatric Programs of Ontario (RGPs of Ontario) 
and RGP Central 

 

 

http://www.rgps.on.ca/
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Specialized Geriatric Services accesses services beyond Guelph Region  

• St. Joseph’s Healthcare Hamilton -OTN (weekly) 

• Geriatric Psychiatry: CMHAWW 

• Clinical Consultation and Knowledge Transfer  

• St. Joseph’s Health Centre Toronto  OTN (as schedule) 

• Geriatric Addictions Medicine  

• Centre for Addictions and Mental Health OTN (monthly) 

• Geriatric Addictions – Medicine: Clinical Consultation and Knowledge Transfer 

• McMaster University and Hamilton Health Sciences  - OTN (monthly) 

•  Hoarding –Psychological Clinical Consultation and Knowledge Transfer  

 

Clinical Intake 
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3. Waterloo Wellington Behavioural Supports Ontario Program  

The Waterloo Wellington Behavioural Supports Ontario (BSO) Program encompasses five integrated service 
teams; the embedded long-term care home (LTCH) team, the transition team, the Community Responsive 
Behaviour Team, the Psychogeriatric Resource Consultant LTCH and Acute Care Sector team, and the LTCH 
Geriatric Psychiatry Consultation team.    

This unique service model, designed to trigger early identification and intervention, reduces the 
fragmentation of social and health services and addresses the request made by the residents of Waterloo 
Wellington to reduce and or eliminate, the need to repeat the telling of their health information, and lived 
experience journey.  

 In the Waterloo Wellington LHIN (WWLHIN), the Behavioural Supports Ontario (BSO) Program is embedded 
in all 36 LTCHs and within all community programs where residents or clients may require support from the 
BSO Program. The BSO program partners share a collective accountability to support one another to ensure 
that all LTCH residents and community clients benefit from access to high quality behavioural support 
services in Waterloo Wellington LHIN. It is through an ongoing commitment to sharing ideas, knowledge, 
resources, expertise and active participation in planning that the BSO Program successfully continues to 
evolve within the WWLHIN. Resources such as the BSO Toolkits (LTCH and Community) contribute to 
shaping and developing the current BSO program, which includes evidence based practice, tools and 
guidelines, including but not limited to the Health Quality Ontario (HQO) Standards for Behavioural 
Symptoms of Dementia (BPSD) for LTC and acute care (HQO, 2016) and Dementia Care for People Living in 
the Community (HQO, 2018). The HQO standards not only guide practice, but also provide a tool for 
measuring and evaluating the BSO Programs. 

The Integrated service model   enhances services for older adults and assist seniors and their care partners 
to manage behaviours safely in their home, (LTCH or community) and in hospital. This Integrated team 
model strives to enhance and leverage existing supports and promote integrated service delivery across all 
health care sectors. 

The Waterloo Wellington Behaviour Supports Ontario Service is an approach to improve the quality of life 
and healthcare of older adults and their care partners, living with complex health issues and associated 
responsive behaviours that may be a result of dementia, mental health, and / or addiction.   Within Waterloo 
Wellington, behaviour support services were funded by the Waterloo Wellington Local Health Integrated 
Network (WWLHIN) to focus on ongoing system improvement through implementation of new service 
models, the employment of innovative practices and the development of cross sector collaborations.   
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4. Act as One Mental Health and Addictions Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The Problem: Access to Mental Health and Addictions care in the Guelph-Puslinch area 

 645 area residents waiting up to 6 months for a consult with a community-based psychiatrist 
 20-33% of MH/A patients in ED return in crisis in the next 30 days 
 1,100 area residents waiting to access intensive adult mental health services (ACT Teams or 

Intensive Support Coordination) with limited care while they wait. 
 Shortage of community psychiatrists 

The Solution: Collaborate – Act as One Service 

• Guelph Family Heath Team 
• Canadian Mental Health Association Waterloo-Wellington 
• Guelph Community Health Centre 
• Stonehenge Therapeutic Community 
• Homewood Community Addiction Clinic 
• University of Guelph – Student Wellness 

Achievements: 

 Psychiatry recruitment – 3 additional psychiatrists in primary care 
 Primary Care Group-based psychotherapy – CBT for treatment-resistant depression and anxiety 
 Reduced waitlists/wait times for specialized programs at CMHA 

Next Steps: 

• Embed psychiatry in primary care team offices 
• Psychotherapy groups at Student Wellness 
• Targeted support for patients using the ED 

 



GUELPH and AREA OHT SELF-ASSESSMENT 

APPENDIX 1 - INTEGRATED PROGRAMS 

 

 
Guelph and Area OHT Self-Assessment_ Appendix 1  Page 9 of 13 
 

5. Collaborative Community Initiatives 
a. The Elliot Community 

 The End-of-Life Volunteer Vigil Program is a volunteer service offered by Hospice Wellington in 
partnership with the Elliott Long Term Care Community. Volunteers from Hospice Wellington spend 
time with a resident, providing a compassionate presence, sometimes referred to as ‘being with’ or 
‘holding space’ with a dying person during the last 24-48 hours of life.  This program ensures no one 
ever dies alone.  

 The Elliott community currently partners with GGH to ensure patients who need to transition to respite 
rooms can do so easily and efficiently.  These rooms are set up in our retirement residence and offer 
support to a recovering patient before transitioning back to their home.  

 Partnership with Guelph FHT Primary Care physicians to deliver in house care to both LTC and 60% of 
retirement residents. Delivering care to retirement residents in house increases access to care and 
enables residents to receive timely care without the stress of trying to get to an “office” appointment.   

 Partnered with GGH in the ALC transition beds in LTC. The program in our area was very successful in 
Guelph unfortunately, funding was cut provincially. 

 Palliative notes:  The Elliott Offers full palliative care form trained staff for all residents in LTC.  

 Mental Health:  Seniors mental health support is an identified gap – access to supports in house to 
both LTC and Retirement has been an ongoing issue.  I think this is something that could be a potential 
partnership opportunity in the future. 
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6. Community Improvements for Heart Failure and COPD 

The Problem:  

 Heart Failure and COPD readmission rates to hospital in Guelph were high between 2015 to current 
(22% and 28% respectively).  

 Provincially Heart Failure is one of the five leading causes for hospitalization and 30-day readmissions  
and the most common cause for people over age 65, with only 1.8% of the population having a 
diagnosis of Heart Failure.  

 Heart Failure accounts for $2.8 billion in Canadian health care spending each year. 
 COPD is the second most common reason for hospitalization in Ontario, after childbirth. Prevalence of 

COPD has increased by 36% in Ontario between 1996 and 2015. 
 Health Care utilization for Heart Failure in Ontario is high with 24% of hospitalizations, 24% of ER visits, 

21% of ambulatory care, and 30% of home care services resulting in a cost of $3.9 billion in costs.  

Coming together: 

 With Guelph FHT and GGH as the initiating groups, the decision was made that keeping complex 
individuals with heart failure and COPD out of the hospital was a community effort, so we needed to 
plan and work together. 
o Our active partners in both initiatives are: Guelph General Hopsital (GGH), Guelph FHT, St. 

Josephs Health Center Guelph (SJHCG), Guelph YMCA, Guelph CHC, WWLHIN administration 
and Home and Community Care, Guelph Wellington Paramedic Services (GWPS).  

o Additional collaboration from: eHealth Center for Excellence (eCE), CorHealth, and St Marys 
General Hospital (SMGH).  

 Planning meetings were held with representation from our health care community which included:  
o Reviewing the current data  
o Reflecting on our current strengths and opportunities in the system 
o Reviewing and Mapping the current state for the care and flow of HF and COPD patients  
o Reviewing and Mapping the ideal future state for the care and flow of HF and COPD patients  
o Developing and prioritizing change ideas to achieve our ideal future state 

 

Figure 1. Community Heart Failure Planning Meeting 
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 Heart Failure Current State Map 

 The Solution: Improve Heart Failure Care at multiple points across the system  

 Align Change ideas across our health system with the HQO Quality Standards for both Heart Failure 
and COPD 

 Develop Process measures aligning with individual change ideas are being tracked.   

 

Figure 2 Driver Diagram for improvement work for Heart Failure as aligned with the Quality Standards from HQO 

 
 

 Heart Failure Future State Map 
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Figure 3 Driver Diagram for improvement work for COPD as aligned with the Quality Standards from HQO 

Achievements:  

Heart Failure COPD 
 Primary Care documentation tool tested and refined 

and spreading to other physicians 

 Leveraging NP and RN leadership in HF care 

 Education Session for 68 care providers on 
assessment and management of HF 

o Our learning objectives around assessment, 
patient centered approach, pharmacological 
management, and self-management of HF were 
met at a rate of 92-96% 

 Participation in the IHFI project with CorHealth to 
influence provincial recommendations for 
collaborative Heart Failure Work. 
https://www.corhealthontario.ca/resources-for-
healthcare-planners-&-providers/integrating-heart-
failure-care 

 Acute care implementation of new documentation 
care pathway at GGH  

 Acute Care cohorting of patients for consistent care 

 Testing increased use of GWPM Remote Patient 
Monitoring Program for both COPD and HF. 

 Development of recommendations for Hub level care 
in Guelph.  

 Primary Care documentation tool tested and 
refined and spreading to other physicians 

 Partnering with local respiratory Therapists to 
educate primary care teams and test COPD care 
delivery models  

 Design and implementation of pulmonary program 
focused on exercise support at Diabetes Care 
Guelph to help transition people after discharge 
from pulmonary rehab. 

 Acute Care implementation of new documentation 
care pathway for COPD at GGH 

 Acute Care cohorting of patients for consistent 
care 

 Testing interdisciplinary (RT, RN, PT) discharge 
education and teaching at GGH for all COPD 
patients. 

 Testing increased use of GWPM Remote Patient 
Monitoring Program for both COPD and HF. 

 

https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/integrating-heart-failure-care
https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/integrating-heart-failure-care
https://www.corhealthontario.ca/resources-for-healthcare-planners-&-providers/integrating-heart-failure-care
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What’s next: 2019/2020 priorities 

Heart Failure COPD 
 Expansion of Primary Care documentation tools 

 Continued leverage of NP and RN leadership in HF 
care 

 Continued development and offering of options for 
education for care teams on fluid assessment in 
HF. 

 Standardized education materials and messages 
across care partners 

 A renewed focus on transitions focused on both 
action/care planning and timely access to primary 
care including all partners (acute, community, 
primary care, paramedic remote monitoring, rehab 
and  home care) 

 Exploring the implementation of the hub model 
recommendations in Guelph.  

 

 

 Expansion of  documentation tool tested and 
refined and spreading to other physicians 

 Continued leverage of NP and RN leadership in HF 
care 

 Development of clear care map for patients with 
COPD from diagnosis through the disease 
progression to support collaboration.  

 Refining communication pathways with 
respirologists, hospital and primary care.  

 Continued development and offering of options for 
education for care teams on fluid assessment in 
HF. 

 Continued testing and refinement of an 
interdisciplinary (RT, RN, PT) discharge education 
and teaching at GGH for all COPD patients. 

 A renewed focus on transitions focused on both 
action/care planning and timely access to primary 
care including all partners (acute, community, 
primary care, paramedic remote monitoring, rehab 
and  home care) 

 

 
Primary Care team testing documentation tools 
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Core Partners    

Canadian Mental Health Association WW Helen Fishburn Executive Director, Acting 

East Wellington Family Health Team Kim Bell Executive Director 

Guelph Community Health Centre Raechelle Devereaux Executive Director 

Guelph Family Health Team Ross Kirkconnell Executive Director 

Guelph General Hospital Marianne Walker President & CEO 

Home and Community Care (WWLHIN-HCC) Karyn Lumsden VP Home & Community Care 

Mango Family Health Team Dr. Nipun Madan Executive Director 

Sanguen Health Centre Dr. Chris Steingart Executive Director 

St. Joseph’s Health System Dr. Thomas Stewart President & CEO 

Stonehenge Therapeutic Community Heather Kerr Executive Director 

The Elliott Community Michelle Karker CEO 

Traverse Independence Toby Harris CEO 

Collaborative Partners 

Alzheimer’s Society Gail Roth Interim Executive Director 

ARCH-HIV/Aids Resources Community Health Tom Hammond Executive Director 

Guelph Independent Living Janet Redman Executive Director 

Homewood Health Centre Jagoda Pike President & CEO 

Hospice Wellington Pat Stuart  Executive Director 

Riverside Glen Bryce McBain General Manager 

University of Guelph Student Wellness Alison Burnett Director 

Support Partners 

Family Counselling & Support Services GW Joanne Young Evans Executive Director 

Guelph Wellington Paramedic Services Stephen Dewar Chief & GM 

LaPointe Fisher Shane Outridge Director of Quality Improvement 

St. Joseph’s Home Care Dr. Thomas Stewart President & CEO 

University of Guelph Charlotte Yates Provost and Vice President, Academic 

Waterloo Wellington Local Integrated Health Network Bruce Lauckner CEO 

Wellington Dufferin Guelph Public Health  Dr. Nicola Mercer  Medical Officer of Health, CEO  
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Guelph Wellington Emergency Mental Health & Addictions - Key Performance Metrics

2014/15 2015/16 2016/17 2017/18 2018/19

MH Visit Volume 1597 1758 1823 1964 2211

2014/15 2015/16 2016/17 2017/18 2018/19

SA Visit Volume 821 852 950 1077 1110

Patient Survey Item Target Q3 16/17 Q4 16/17 Q1 17/18 Q2 17/18 Q3 17/18 Q4 17/18 Q1 18/19 Q2 18/19 Q3 18/19 Q4 18/19

I know who I will be seeing next 90% 59.7% 87.5% 88.0% 90.0% 95.9% 94.9% 100.0% 100.0% 92.3% 100.0%

Knew next step in plan of care 

when left ED
90% 60.0% 89.0% 90.0% 92.9% 95.7% 91.2% 100.0% 100.0% 100.0% 92.3%

Metric Target 2015/16 2016/17 2017/18 2018/19

ED Length of Stay (90th Percentile 

in hours)
8 NR 6.7 6.7 8

Emergency Department Visit Volumes for Patients with Mental Health Related Visits

Patient Experience - Satisfaction with Transitions at ED Discharge

Percent Growth 

From Baseline

38.4%

Emergency Department Visit Volume for Patients with Substance Abuse Related Visits

Percent Growth 

35.2%

Emergency Department Length of Stay for ED patients discharged to home - All patients CDU time excluded
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Guelph Wellington Emergency Mental Health & Addictions - Key Performance Metrics

Destination 2015/16 2016/17 2017/18 2018/19

Direct to Schedule 1 inpatient bed 32.4 16 14.8 26

Transferred to Short Stay 

Assessment Unit
34.4 26.1 17.2 29.8

Metric 2014/15 2015/16 2016/17 2017/18 2018/19

Time from consult request to 

consultant arrival (hours)
5.9 5 3.5 2.6 4.4

2015/16 2016/17 2017/18 2018/19

Total ALC to Mental Health Patient 

Days
433 178 57 164

Percent Change from 

baseline

-19.8%

-13.4%

90th Percentile Emergency Department Length of Stay for patients discharged to Schedule 1 Bed (hours)

Percent Change from 

Baseline

-62.1%

Annual  Total ALC days for GGH inpatients awaiting schedule 1 inpatient bed

90th Percentile Psychiatry Consult turn around time in ED (hours)

Percent Change from 

baseline

-25.4%

Guelph and Area_OHT Submission_Appendix 3     Page 3 of 9



CorHealthOntario.ca

Indicator 
No.

Care Continuum
Category Indicator4

LHIN 
FY 2016/17
(2015/16)

Variance 
Within LHIN5 

(Min–Max)

Provincial 
Benchmark6

High Performers7

Sub-LHIN/Facility LHIN

1 Public awareness and patient 
education Proportion of stroke/TIA patients who arrived at the ED by ambulance. 60.3% (59.9%) 57.6 - 67.6% 65.9% Essex Sub-LHIN 1, 11

2 Prevention of stroke Annual age- and sex-adjusted inpatient admission rate for stroke/TIA (per 1,000 
population). 1.5 (1.6) 1.5 - 2.2 1.2 Oakville Sub-LHIN 6, 8, 7, 11

3§ Prevention of stroke Risk-adjusted stroke/TIA mortality rate at 30 days (per 100 patients). 12.6 (13.1) 4.7 - 18.0 - - 7

4 Prevention of stroke
Proportion of ischemic stroke/TIA inpatients aged 65 and older with atrial 
fibrillation who filled a prescription for anticoagulant therapy within 90 days of 
discharge from acute care.

67.8% (63.5%) 42.9 - 84.2% 85.5% Southeast Mississauga Sub-LHIN None

5 Prevention of stroke Proportion of ischemic stroke inpatients who received carotid imaging. 86.4% (85.1%) 42.9 - 91.6% 92.4% Bluewater Health, Sarnia 5

6 Acute stroke management Median door-to-needle time among patients who received acute thrombolytic 
therapy (tPA) (minutes). Target8: 30 minutes 52.0 (61.0) 52.0 - 55.5 33.0 The Ottawa Hospital, Civic 11

7§ Acute stroke management Proportion of ischemic stroke patients who received acute thrombolytic therapy 
(tPA). Target8: >12% 11.5% (9.8%) 8.7 - 17.6% 17.7% Ottawa East Sub-LHIN 11, 10

8§ Acute stroke management Proportion of stroke/TIA patients treated on a stroke unit9 at any time during 
their inpatient stay. Target8: >75% 82.9% (81.4%) 66.2 - 90.6% 80.6% Urban Guelph Sub-LHIN 3, 10

9 Prevention of stroke Proportion of ischemic stroke/TIA patients discharged from the ED and referred 
to secondary prevention services. 64.1% (65.0%) 6.4 - 100% 95.1% Hamilton Health Sciences Corp., 

Juravinski None

10§ Acute stroke management Proportion of ALC days to total length of stay in acute care. 14.2% (14.4%) 0.0 - 14.2% 8.2% Bluewater Health, Sarnia None

11§ Acute stroke management Proportion of acute stroke (excluding TIA) patients discharged from acute care 
and admitted to inpatient rehabilitation. Target8: >30% 36.0% (40.3%) 28.1 - 37.5% 47.8% Chatham-Kent Sub-LHIN 1

12§ Stroke rehabilitation Proportion of acute stroke (excluding TIA) patients with mild disability (AlphaFIM 
> 80) discharged home. 84.2% (78.9%) 81.5 - 85.2% - - 14, 3

13§ Stroke rehabilitation Median number of days between stroke (excluding TIA) onset and admission to 
stroke inpatient rehabilitation. 7.0 (7.0) 7.0 - 8.0 5.0 Pembroke Regional Hospital None

14§ Stroke rehabilitation Median number of minutes per day of direct therapy received by inpatient 
stroke rehabilitation patients. Target8: 180 minutes/day 89.4 (85.1) 70.5 - 103.5 101.7 West Park Healthcare Centre None

15§ Stroke rehabilitation Proportion of inpatient stroke rehabilitation patients achieving RPG active length 
of stay target. 85.5% (83.4%) 83.0 - 89.5% 85.4% Providence Healthcare 3

16 Stroke rehabilitation Median FIM efficiency for moderate stroke in inpatient rehabilitation. 1.6 (1.7) 1.5 - 2.4 1.6 Grand River Hospital Corp., 
Freeport 3, 12

17 Stroke rehabilitation Mean number of CCAC visits provided to stroke patients on discharge from 
inpatient acute care or inpatient rehabilitation in 2015/16–2016/17. 15.7 (15.0) - 12.4 Waterloo Wellington CCAC 3, 10

18§ Stroke rehabilitation Proportion of patients admitted to inpatient rehabilitation with severe stroke 
(RPG 1100 or 1110). 56.3% (52.6%) 42.1 - 60.5% 58.7% Lakeridge Health, Oshawa 3

19§ Reintegration Proportion of stroke/TIA patients discharged from acute care to LTC/CCC 
(excluding patients originating from LTC/CCC). 2.5% (3.4%) 0.7 - 4.6% 1.9% Urban Guelph Sub-LHIN None

20§ Reintegration Age- and sex-adjusted readmission rate at 30 days for patients with stroke/TIA 
for all diagnoses (per 100 patients). Target8: 10.0 8.9 (7.2) 4.0 - 11.7 - - 10, 6

Ontario Stroke Report Card, 2016/17:
Waterloo Wellington Local Health Integration Network

- Data not available          § Contributes to QBP performanceHospital Service Accountability Agreement indicator, 2015/16

Exemplary performance1 Data not available or benchmark not availableAcceptable performance2 Poor performance3

1 Benchmark achieved or performance within 5% absolute/relative difference from the benchmark.
2 Performance at or above the 50th percentile and greater than 5% absolute/relative difference from 

the benchmark.
3 Performance below the 50th percentile.
4 Facility-based analysis (excluding indicators 1, 2, 4, 7, 8, 11 and 19) for patients aged 18–108. 

Indicators are based on CIHI data. Low rates are desired for indicators 2, 3, 6, 10, 13, 19 and 20.
5 Excludes sub-LHINs or facilities with fewer than six patients.
6 Top benchmark achieved between 2014/15 and 2016/17. Benchmarks were calculated using the ABC 

methodology (Weissman et al. J Eval Clin Pract 1999; 5(3):269–81) on sub-LHIN or facility data.

7 Sub-LHIN/Facility: Highest performer among acute care institutions treating more than 100 stroke 
patients per year, rehabilitation facilities admitting more than 62 stroke patients per year, or sub-
LHINs with at least 30 stroke patients per year. LHIN: Top two with exemplary performance.

8 Targets based on international, national and provincial targets, please refer to full report for details.
9 The revised definition was developed with the consensus of Ontario Stroke Network regional 

directors (February 2014). There were 16 stroke units in 2013/14, 21 in 2014/15, 28 in  2015/16, and 
35 in 2016/17.

36
Guelph and Area_OHT Submission_Appendix 3     Page 4 of 9



CorHealthOntario.ca

Indicator 
No.

Care Continuum
Category Indicator4

LHIN FY 2016/17
(Previous 3–Year 

Average)

Variance Within LHIN5

2016/17 (2013/14) Greatest Improvement6

Min Max Sub–LHIN/Facility LHIN

1 Public awareness and patient 
education Proportion of stroke/TIA patients who arrived at the ED by ambulance. 60.3% (60.0%) 57.6% (54.3%) 67.6% (65.0%) Tyendinaga, Napanee Sub-

LHIN 11

2 Prevention of stroke Annual age– and sex–adjusted inpatient admission rate for stroke/TIA (per 
1,000 population). 1.5 (1.3) 1.5 (1.1) 2.2 (2.0) Milton Sub-LHIN None

3§ Prevention of stroke Risk–adjusted7 stroke/TIA mortality rate at 30 days (per 100 patients). 11.1 (11.4) 4.7 (8.7) 14.3 (34.2) - 10, 2

4 Prevention of stroke
Proportion of ischemic stroke/TIA inpatients aged 65 and older with atrial 
fibrillation who filled a prescription for anticoagulant therapy within 90 days of 
discharge from acute care.

67.8% (69.0%) 42.9% (61.5%) 84.2% (83.3%) Cochrane Sub-LHIN 6, 7

5 Prevention of stroke Proportion of ischemic stroke inpatients who received carotid imaging. 86.4% (82.1%) 42.9% (25.0%) 91.6% (88.0%) Brockville General Hospital 10, 11

6 Acute stroke management Median door–to–needle time among patients who received acute thrombolytic 
therapy (tPA) (minutes). Target8: 30 minutes 52.0 (57.0) 52.0 (55.0) 55.5 (57.5) Thunder Bay Regional Health 

Sciences Centre 14, 1

7§ Acute stroke management Proportion of ischemic stroke patients who received acute thrombolytic 
therapy (tPA). Target8: >12% 11.5% (10.6%) 8.7% (9.3%) 17.6% (17.0%) Tyendinaga, Napanee Sub-

LHIN 2, 1

8§ Acute stroke management Proportion of stroke/TIA patients treated on a stroke unit9 at any time during 
their inpatient stay. Target8: >75% 82.9% (75.0%) 66.2% (20.7%) 90.6% (80.2%) Thunder Bay City Sub-LHIN 14, 2

9 Prevention of stroke Proportion of ischemic stroke/TIA patients discharged from the ED and 
referred to secondary prevention services. 64.1% (62.0%) 6.4% (3.0%) 100% (100%) North Bay Regional Health 

Centre 10, 1

10§ Acute stroke management Proportion of ALC days to total length of stay in acute care. 14.2% (16.4%) 0.0% (9.4%) 14.2% (37.0%) Trillium Health Partners, 
Credit Valley None

11§ Acute stroke management Proportion of acute stroke (excluding TIA) patients discharged from acute care 
and admitted to inpatient rehabilitation. Target8: >30% 36.0% (35.3%) 28.1% (29.1%) 37.5% (35.7%) Timiskaming Sub-LHIN None

12§ Stroke rehabilitation Proportion of acute stroke (excluding TIA) patients with mild disability 
(AlphaFIM  > 80) discharged home. 84.2% (-) 81.5% (-) 85.2% (-) - -

13§ Stroke rehabilitation Median number of days between stroke (excluding TIA) onset and admission to 
stroke inpatient rehabilitation. 7.0 (8.0) 7.0 (7.0) 8.0 (9.0) Mackenzie Health 4, 14

14§ Stroke rehabilitation Median number of minutes per day of direct therapy received by inpatient 
stroke rehabilitation patients. Target8: 180 minutes/day 89.4 (-) 70.5 (-) 103.5 (-) - -

15§ Stroke rehabilitation Proportion of inpatient stroke rehabilitation patients achieving RPG active 
length of stay target. 85.5% (75.3%) 83.0% (58.1%) 89.5% (72.7%) Hotel Dieu Shaver 5, 12

16 Stroke rehabilitation Median FIM efficiency for moderate stroke in inpatient rehabilitation. 1.6 (1.4) 1.5 (0.9) 2.4 (1.5) Trillium Health Partners, 
Credit Valley 5, 4, 6, 7

17 Stroke rehabilitation Mean number of CCAC visits provided to stroke patients on discharge from 
inpatient acute care or inpatient rehabilitation in 2015/16 - 2016/17. 15.7 (10.5) - - Waterloo Wellington CCAC 3, 13

18§ Stroke rehabilitation Proportion of patients admitted to inpatient rehabilitation with severe stroke 
(RPG 1100 or 1110). 56.3% (51.7%) 42.1% (39.7%) 60.5% (51.6%) Grand River Hospital Corp., 

Freeport 11

19§ Reintegration Proportion of stroke/TIA patients discharged from acute care to LTC/CCC 
(excluding patients originating from LTC/CCC). 2.5% (3.9%) 0.7% (0.0%) 4.6% (5.5%) Perth Sub-LHIN 11

20§ Reintegration Age– and sex–adjusted7 readmission rate at 30 days for patients with stroke/
TIA for all diagnoses (per 100 patients). Target8: 10.0 8.8 (7.9) 4.0 (6.1) 12.1 (9.5) - 12, 13

Stroke Progress Report, 2016/17 compared to 2013/14-2015/16:
Waterloo Wellington Local Health Integration Network

Progressing Well1 Progressing2 Not Progressing3 Data not available

- Data not available          § Contributes to QBP performanceHospital Service Accountability Agreement indicator, 2015/16

1 Statistically significant improvement.
2 Performance improving but not statistically significant.
3 No change or performance decline.
4 Facility-based analysis (excluding indicators 1, 2, 4, 7, 8, 11 and 19) for patients aged 18–108. Indicators are 

based on CIHI data. Low rates are desired for indicators 2, 3, 6, 10, 13, 19 and 20.
5 Excludes sub-LHINs or facilities with fewer than six patients.
6 Sub-LHIN/Facility: Greatest improvement from 2013/14 among acute care institutions treating more than 100 

stroke patients per year, rehabilitation facilities admitting more than 62 stroke patients per year, or sub-LHINs 
with at least 30 stroke patients per year. LHIN: Top two with greatest statistically significant improvement 
from 2013/14.

7 The 2013/14-2016/17 LHIN rate is used in calculating the LHIN risk-adjusted rate.
8 Targets based on international, national and provincial targets, please refer to full report for details. 
9 The revised definition was developed with the consensus of Ontario Stroke Network regional directors 

(February 2014). There were 16 stroke units in 2013/14, 21 in 2014/15, 28 in 2015/16, and 35 in 2016/17.
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25.00%

75.00%

61.64%

57.14%

28 calls

38.36%

25.00%

45 calls

Requests For Service

255
Individuals Served
# of unique individuals served

Guelph Report
Mar 01, 2019 Mar 31, 2019

264
Requests For Service
# of requests including live calls and
after-the-fact referrals

73
Live Calls With Police
# of initial police calls where
IMPACT attended

Hospital Contact

Of 73 Live Calls With Police...

Calls Diverted From
Hospitals
# of live calls that did not result in a
visit to hospital

28 calls

resulting in hospital visits:Of

7 Were voluntarily
transported to hospital

21Were apprehended under
the Mental Health Act

Hospital Visits
Resulting In a Form 1
# of hospital visits that resulted in a
Form 1

16 visits

4were voluntarily transported to
hospital with IMPACT present

3were voluntarily transported to
hospital without IMPACT present

14were Apprehended and transported
to hospital with IMPACT present

7were Apprehended and transported
to hospital without IMPACT present

Hospital Visits For
Medical Assessment
# of hospital visits for medical
assessment and clearance

  Involvement in Hospital Visits

7 visits

-

Monthly Report

Calls Resulting In
Hospital Visits
# of live calls that resulted in a
visit to hospital
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How We Spent Our Time

Individuals Served
# of unique invidiuals served

Guelph Report
Mar 01, 2019 Mar 31, 2019

Police Member Support

Member Support
Visits
# of police member
support visits

Hours of Member
Support
# of hours IMPACT spent
providing police member
support

0 20 40 60 80 100 120 140 160 180
Duration (hours)

Community Activities

Consultation
Collaboration

Documentation and
Planning

Operations (incl. Travel)

Staff Support, Training,
Supervision

Visits - Face to Face

Visits - Non Face to Face

155.33 hours

112.33 hours

30.77 hours

37.23 hours

73.67 hours

3.00 hours

2.50 hours

10 4.83

-

0 0.00

Which Platoons Requested IMPACT Attend Live Calls

0 2 4 6 8 10 12 14 16 18 20 22
Number of Live Calls

C Platoon

D Platoon

B Platoon

A Platoon

Community Resource Officer

School Resource Officer

Crime Unit

Tactical Team

Traffic

20

15

14

9

4

4

3

2

2

Monthly Report
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Here 24/7 Service Volumes Overview
 Here 24/7 service volumes Year To Date

Definitions:
Residents  = Number of unique residents
Anonymous = Non-uniquely identified anonymous residents contacting Here 24/7
Residents Waiting for Here 24/7 Disposition = Residents waiting for an assessment to be completed and a service decision made from Here 24/7
Residents Required Ongoing Services  = All residents who require ongoing services (those who were connected + those still waiting)

Reporting Period:

Requests For Service
# of admissions for anonymous
and known unique individuals

Calls Received
# of calls received

Residents Served
# of known unique
invidiuals served

12,036

62,347
Call Answer Rate
average % of time calls are
answered live

67.86%

Crisis Assessments
# of crisis assessments completed

Assessments
# of assessments completed

11,918

Service Coordination
# of visits for service coordination

Monitoring & Support
# of visits offering monitoring & support

Residents Required
Only Here 24/7 Services

20,027

2018-04-01 to 2019-03-31

Unique Known Individuals

Anonymous
Requests Accessing
Only Here 24/7
# of anonymous admissions
accessing only Here 24/7
services

7,991
Admissions For
Known Residents
# of new admissions for
known unique individuals

Anonymous Requests

0K

4K1,168

3,025 0K

4K

17,013 0K

4K

34,091 0K

4K

Top Visits By Type

Residents Required
Ongoing Services

2,160

3,874

6,280

Residents Waiting
For Here 24/7 Disposition
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Here 24/7 Service Volumes Overview
 Here 24/7 service volumes Year To Date

Definitions:
Anonymous = Non-uniquely identified anonymous residents contacting Here 24/7
Requests for Service = # of admissions for anonymous and known unique individuals
Residents  = Number of unique residents
Wait 1A = Average days between Initial Contact with Here 24/7 and Service Completed (for residents only requiring Here 24/7 services during reporting period)

Reporting Period:

Apr 2018 May 2018 Jun 2018 Jul 2018 Aug 2018 Sep 2018 Oct 2018 Nov 2018 Dec 2018 Jan 2019 Feb 2019Mar 2019
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21.91 days
19.36 days

0.80 days

28.15 days

17.10 days

3.80 days

30.98 days

39.73 days

33.19 days

9.19 days

36.74 days 36.39 days

Average Days Waited Between Referral and Service Completed (Wait 1A) For Residents
Accessing Only Here 24/7 By Month
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GUELPH and AREA OHT SELF-ASSESSMENT 

APPENDIX 4 – Guelph-Puslinch Sub-Region Leadership Table 

 

 
Guelph and Area OHT Self-Assessment_ Appendix 4  Page 1 of 1 
 

Participating Organizations 

Alzheimer’s Society 

Canadian Mental Health Association Waterloo Wellington 

City of Guelph 

Family and Children’s Services Guelph Wellington 

Family Counselling & Support Services Guelph Wellington 

Guelph Community Health Centre 

Guelph Family Health Team 

Guelph General Hospital 

Guelph Independent Living 

Guelph Police Services 

Homewood Health Centre 

Guelph Wellington Paramedic Service 

Hospice Wellington 

Mango Tree Family Health Team 

St. Joseph’s Health Care Guelph 

Stonehenge Therapeutic Community 

Waterloo Wellington Local Health Integration Network 

Wellington County Social Services 

Wellington Dufferin Guelph Public Health 

 

Purpose: To provide oversight, direction and enabling support to the Guelph-Puslinch Community Care 
initiatives per WW LHIN/MOHLTC mandate and strategic priorities.  

Objectives:  

 Meet approximately quarterly to review plans, determine priorities, identify deliverables and monitor 
outcomes 

 Provide ongoing direction and guidance related to project / initiative plans and deliverables 

 Enable own organization resources to resource initiatives as appropriate 

 Be a communication champion and contact for community partners 
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