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This document contains both information and form fields. To read information, use the Down Arrow from a form 
field. 

Ontario Health Team 
Self-Assessment Form 

Overview of the Process to Become an Ontario Health Team: 

• The Self-Assessment is the first of a multi-stage Readiness Assessment process to 
become an Ontario Health Team Candidate. 

1. Self-Assessment (open call):  Interested groups of providers and 
organizations are invited to submit a Self-Assessment. Submissions will be 
evaluated to determine the likelihood that groups would be able to submit a 
comprehensive Full Application and adhere to the readiness criteria for 
Ontario Health Team Candidates set out in the Ontario Health Teams: 
Guidance Document for Health Care Providers and Organizations. 

2. Full Application (invitational):  Based on Self-Assessment evaluations, 
selected groups will be invited to complete a Full Application. 

3. In-Person Visits (invitational):  Based on Full Application scoring, a short 
list of groups will be selected for in-person visits in order to identify those 
most ready to begin implementation of the Ontario Health Team model. 

• This process will be run on a regular basis, with further application dates to be 
communicated at a later date.  All groups of providers and organizations who 
participate in the assessment process will receive access to supports that will help 
improve readiness for eventual implementation of the Ontario Health Team model. 

Guidance for Completing the Self-Assessment: 
• Please refer to Ontario Health Teams: Guidance for Health Care Providers and 

Organizations document to complete this form. 

• This form should be endorsed and signed-off by leadership from all participating 
providers/organizations.  While Board approval is not required due to the short 
timeframes of the Self-Assessment, participants are expected to confirm the 
highest level of commitment possible. 

• Answers to relevant questions should be clear and concise. Supporting 
documentation may be supplied. 

• Submit the Self-Assessment form to OntarioHealthTeams@ontario.ca. 

• Where appropriate, the Ministry of Health and Long-Term Care (the Ministry) 
may suggest that groups that submit separate Self-Assessments collaborate to 
re-submit a joint assessment.  

• Please contact OntarioHealthTeams@ontario.ca for any inquiries regarding this 
Self-Assessment form.  

mailto:OntarioHealthTeams@ontario.ca
mailto:OntarioHealthTeams@ontario.ca
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Please note: 

• The costs of preparing and submitting a Self-Assessment and a Full Application or 
otherwise participating in this Ontario Health Team Readiness Assessment process 
(the “Application Process”) are solely the responsibility of the applicant(s). 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.  

• All applications submitted to the Ministry are subject to the public access provisions 
of the Freedom of Information and Protection of Privacy Act (FIPPA). If you believe 
that any of the information you submit in connection with your application reveals 
any trade secret or scientific, technical, commercial, financial or labour relations 
information belonging to you, and you wish that this information be treated 
confidentially (subject to applicable law) by the Ministry, you must clearly mark this 
information “confidential” and indicate why the information is confidential in 
accordance with s. 17 of FIPPA.  

• 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.  

• In addition, the Ministry may disclose the names of the successful applicants and 
any other material that is subject to the public access provisions of FIPPA. 
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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.   

☐

☐

Who are the members of your team? 

Part I: General Information and Commitments 

Commitment to collaborate with others 
Please confirm that you are willing to work and engage with other interested groups in your 

geographic area to collaborate towards becoming an Ontario Health Team, if recommended by 
the Ministry. 

Commitment to the Ontario Health Team vision 
Please confirm that all proposed partners have read the Ontario Health Teams: Guidance for 

Health Care Providers and Organizations in full and are committed to working towards 
implementation of the Ontario Health Team Model. 
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• 

• 

• 

• 

 

 

 

• 

☐ ☐ N/A 

N/A 

N/A 

N/A 

N/A 

☐ ☐ ☐

☐ ☐

☐ ☐

☐ ☐

☐ ☐

☐ ☐ ☐

Part II: 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. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

You can identify opportunities and targets and can 
propose a plan for improving access, transitions and 
coordination of care, and key measures of integration 
You are able to propose a plan for enhancing patient self-
management and/or health literacy for  at least a 
specifically defined segment of your Year 1 population 
You have the ability and existing capacity to coordinate 
care across multiple providers/settings for Year 1 patients 
and you will be able to quantify this capacity (e.g., FTE 
count) 
Your team is committed to 

Measuring and reporting patient experience 
according to standardized metrics and improving 
care based on findings 
Putting in place 24/7 coordination of care and 
system navigation services, available to Year 1 
patients who require or want these services 
Offering one or more virtual care services to 
patients 

You are able to propose a plan to provide patients with 
some digital access to their health information  

Self-Assessment Scale for Patient Care and Experience 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 
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Rationale (250 words maximum) 

Please provide a rationale for your self-assessment response. 

Melodie
Highlight
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• ☐ ☐ ☐

• ☐ ☐ N/A 

•

 ☐ ☐ N/A 

 ☐ ☐ N/A 

 ☐ ☐ N/A 

• ☐ ☐ N/A 

• ☐ ☐ N/A 

• ☐ ☐ N/A 

Model Component 2: Patient Partnership & 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, caregivers, and the communities they serve. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Each partner in the team can demonstrate a track 
record of meaningful patient, family, and caregiver 
engagement and partnership activities1

You are able to propose a plan for how you would 
include patients, families, and/or caregivers in the  
governance structure(s) for your team and put in place 
patient leadership 
Your team is committed to 

The Ontario Patient Declaration of Values 

Developing a patient engagement framework 
for the team 
Developing a team-wide, transparent, and 
accessible patient relations process for 
addressing patient feedback and complaints 
and a mechanism for using this feedback for 
continuous quality improvement 

If you intend to involve patients, families, and 
caregivers in the design and planning of a subsequent 
Full Application (if invited), you would be able to do so 
meaningfully and would be able to demonstrate 
evidence to this effect 
If you intend to engage your community in the design 
and planning of a subsequent Full Application (if 
invited), you would be able to do so meaningfully and 
would be able to demonstrate evidence to this effect  
Your team adheres to the requirements of the French 
Language Services Act, as applicable, in serving 
Ontario’s French language communities 

1 Examples include presence of a Patient and Family Advisory Council within each partner organization, reporting to 
senior leadership (CEO or Board) to provide direction on strategic issues; inclusion of patient partners on key 
committees, including hiring committees; patient experience is a key focus for each partner organization with 
defined targets for meeting/exceeding patient experience metrics.  This list is provided for example only and is not 
exhaustive. 
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• ☐ ☐ N/A If your team is proposing to be responsible for 
geography that includes one or more First Nation2 
communities you will be able to demonstrate support 
or permission of those communities 

Self-Assessment Scale for Patient Partnership & Community Engagement 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 

2 For a map of First Nations communities and reserves, please refer to the following link: 
https://www.ontario.ca/page/ontario-first-nations-maps

https://www.ontario.ca/page/ontario-first-nations-maps
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Rationale (250 words maximum) 

Please provide a rationale for your self-assessment response. 
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• ☐ ☐ N/A

• ☐ ☐ N/A

• ☐ ☐ N/A

• ☐ ☐ N/A

• ☐ ☐ N/A

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. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Your team is able to identify the population it proposes 
to be accountable for at maturity 
Your team is able to identify the target population it 
proposes to focus on in Year 1 

Your team is able to define a geographic catchment 
that is based on existing patient access patterns 
You know how you will track (e.g., 
register/roster/enrol) the patients who receive services 
from your team in Year 1 
Of your Year 1 target population, you are confident 
that you will be able to deliver integrated care to a 
high proportion of this population and can set an 
achievable service delivery volume target accordingly 

Self-Assessment Scale for Defined Patient Population 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 
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Rationale (300 words maximum) 
Please provide a rationale for your self assessment response. 
In addition, please include in your response: 

• Who you would be accountable for at Maturity – describe the proposed population and 
geographic service area that your team would be responsible for at Maturity.  Include any known 
data or estimates regarding the characteristics of this population, such as  size and 
demographics, 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. 

• Who you would focus on in Year 1 – describe the proposed target population and geographic 
service area that your team would focus on in Year 1.  Include any known data or estimates 
regarding the characteristics of this population and explain why you have elected to focus on 
this population first. 

• Note: Based on patient access patterns and the end goal of achieving full provincial coverage 
with minimal overlap and transitions between Ontario Health Teams, the Ministry will work with 
Teams to finalize their Year 1 target populations and populations at maturity.
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• ☐ ☐ ☐

• ☐ ☐ ☐

• ☐ ☐ N/A 

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. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Your team is able to deliver coordinated services 
across at least three sectors of care3 and you have 
adequate service delivery capacity within your team to 
serve the care needs of your proposed Year 1 target 
population (e.g., your team includes enough primary 
care physicians to care for all Year 1 patients) 
You are able to propose a plan for phasing in the full 
continuum of care over time, including explicit 
identification of further partners for inclusion 
As part of that plan, you can specifically propose an 
approach for expanding your team’s primary care 
services to meet population need at maturity 

Self-Assessment Scale for In Scope Services 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 

3 Prioritization will be given to submissions that include a minimum of hospital, home care, community care, and 
primary care (including physicians and inter-professional primary care models, such as family health teams, 
community health centres, and other models that feature a range of inter-disciplinary providers) 
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Rationale (300 words maximum) 

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

Please provide a rationale for your self assessment response. 

In addition to your scoring rationale, please identify the services you propose to provide to your Year 1 
population.  For each checked service, you must have adequate service delivery capacity within your 
team to serve the care needs of your proposed Year 1 target population (e.g., to check off ‘primary care 
physicians’ your team must include enough primary care physicians to care for your Year 1 population). 
Where relevant, provide additional detail about each service (e.g., which member of your team would 
provide the service). 

primary care 
interprofessional primary care 
physicians  

secondary care (e.g., in-patient and ambulatory medical and surgical services (includes 
specialist services) 

home care and community support services 
mental health and addictions 
health promotion and disease prevention 
rehabilitation and complex care 
palliative care (e.g. hospice) 
residential care and short-term transitional care (e.g., in supportive housing, long-term care 

homes, retirement homes) 
emergency health services 
laboratory and diagnostic services 
midwifery services; and 
other social and community services and other services, as needed by the population (please 

provide more details below): 
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• ☐ ☐ ☐

• ☐ ☐ ☐

•

 ☐ ☐ N/A

 ☐ ☐ N/A

 ☐ ☐ N/A

 ☐ ☐ N/A

 ☐ ☐ N/A

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. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

You have identified your partners and at least some 
partners on your team are able to demonstrate a 
history of formally working with one another to 
advance integrated care 
You are able to propose a plan for physician and 
clinical engagement and ensuring inclusion of 
physician and clinical leadership as part of the team’s 
leadership and/or governance structure(s) 
Your team is committed to: 

The vision and goals of the Ontario Health 
Team model 
Putting in place a strategic plan or direction 
for the team, consistent with the Ontario 
Health Team vision 
Reflecting a central brand 

Working together towards a single clinical and 
fiscal accountability framework 
Entering into formal agreements with one 
another 

Self-Assessment Scale for Leadership, Accountability and Governance 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 
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Rationale (250 words maximum) 
Please provide a rationale for your self-assessment response. 
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• ☐ ☐ ☐

• ☐ ☐ ☐

• ☐ ☐ N/A 

• 

 ☐ ☐ N/A 

  ☐ N/A 

 

☐

☐ ☐ N/A 

 ☐ ☐ N/A 

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. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Your team can demonstrate that it has a basic 
understanding4 of its collective performance on key 
integration metrics 
Each member of your team has a demonstrated history 
of quality and performance improvement 
Your team has identified opportunities for reducing 
inappropriate variation and implementing clinical 
standards and best available evidence 
Your team is committed to:

Collecting, sharing, and reporting data as 
required 
Working to pursue shared quality improvement 
initiatives that integrate care and improve 
performance 
Engaging in continuous learning and 
improvement, including participating in learning 
collaboratives 
Championing integrated care at a system-wide 
level and mentoring other provider groups that 
are working towards Ontario Health Team 
implementation 

Self-Assessment Scale for Performance Measurement, Quality Improvement, and 
Continuous Learning 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 

4 Each partner collects/reports data for and knows its own performance on at least some of the given metrics (or 
other similar metrics) 
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Rationale (250 words maximum) 
Please provide a rationale for your self assessment response.  Identify any shared indicators 
that are currently being measured or monitored across the members in your team. 

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight

Melodie
Highlight
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• ☐ ☐ ☐

• ☐ ☐ ☐

•

 ☐ ☐ N/A

 ☐ ☐ N/A

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 shared savings. Teams will gain-share 
among members. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Each partner in the team is able to demonstrate a 
strong track record of responsible financial 
management5 (this may include successful 
involvement in bundled care and management of 
cross-provider funding) 
Your team can demonstrate that it has a basic 
understanding of the costs and associated cost drivers 
for your Year 1 population and/or proposed population 
at maturity 
Your team is committed to: 

Working towards an integrated funding 
envelope and identifying a single fund holder 
Investing shared savings to improve care 

Self-Assessment Scale for Funding and Incentive Structure 
Please indicate your degree of readiness on the following scale using the radio buttons.  There 
is no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 3 of 
the requirements 
above 

Your team is able 
to meet all of the 
requirements above 

5 Examples of evidence that may suggest poor or declining financial management include:  For hospitals - Balanced 
budget waivers due to deficit, operating pressures request history, cash advance request history, deteriorating 
working funds position, demonstrated difficulty in managing cross-provider funding as part of bundled care.  For 
primary care (physician and non-physician models) -  Non-compliance with their current contract, service 
accountability agreement and applicable public service procurement practices 
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Rationale (250 words maximum) 

Please provide a rationale for your self-assessment response. 
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• ☐ ☐ ☐

• ☐ ☐ ☐

• ☐ ☐ ☐

Model Component 8: Digital Health 

At maturity, Ontario Health Teams will use digital health solutions to support effective health 
care delivery, ongoing quality and performance improvements, and better patient experience. 

Assess your team’s ability to meet the following 
requirements: 

Yes No Partial 

Most partners in the team have existing digital health 
capabilities that are already being used for virtual 
care, record sharing and decision support 
Your team is able to propose a comprehensive plan 
to improve information sharing and resolve any 
remaining digital health gaps, consistent with 
provincial guidance regarding standards and services 
Your team can identify a senior-level single point of 
contact for digital health 

Self-Assessment Scale for Digital Health 
Please indicate your degree of readiness on the following scale using the radio buttons.  There is 
no numerical value assigned to the scale or buttons. 

Your team is able to 
meet fewer than 2 of the 
requirements above 

Your team is able to 
meet all of the 
requirements above 
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Rationale (250 words maximum) 
Please provide a rationale for your self assessment response.  Identify any common digital 
tools currently in use by the members of your team. 



Part III: Implementation Snapshot 

Please provide a high-level overview (maximum 500 words) of how you plan to implement the 
Ontario Health Team model and change care for your proposed Year 1 target population.  
Include in your response: 

• Considering the quadruple aim, standard performance measurement indicators, and 
Year 1 Expectations for Early Adopters set out in the Ontario Health Teams Guidance for 
Health Care Providers and Organizations, what are your immediate implementation 
priorities? 

• What would you anticipate as key risks to successfully meeting Year 1 Expectations and 
how would you address them? 
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Proposed name of the Ontario Health Team 
Name:  

Title:  

Organization: 

Email:   

Phone: 

Name 

Position 

Organization 

Signature 

Date 

Name 

Position 

Organization 

Signature 

Date 

Part IV: Sign Off 

Primary contact for this application 

Please have every provider or organization listed in Part I sign this form.  While 
Board approval is not required due to the short timeframe of the Assessment process, 
participants are expected to confirm the highest level of commitment possible.  

Endorsed by 

Endorsed by 

Please repeat signature lines as necessary 
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	001: The proposed KW4 OHT (for residents of Kitchener, Waterloo, Wellesley, Wilmot and Woolwich) is a broad community-based initiative that brings together 5 primary care teams (representing 65,000 rostered patients and programming available to all KW4), 2 hospitals, 2 long-term care providers, 4 other healthcare providers, and 13 community support and multi-service organizations providing non medical support, mental health and addictions support, supportive housing, employment services and poverty reduction. The Inner-City Health Alliance (ICHA) is an alliance that serves homeless, at risk of homelessness, and refugees in a population-based approach that integrates services beyond traditional sectors. We have 5 signatories who further enable healthcare delivery in our area through training, technology, and municipal and regional services. Collectively, signatories represent our urban and rural communities. Forty-five additional letters of support represent potential future partners of an OHT. Signatories and supporters are summarized in Appendices A and B; and the ICHA in Appendix C. For a list of acronyms,  see Appendix D.  KW4 has a strong foundation of collaboration. Our OHT will leverage and expand collective goodwill, success, and innovation. Examples of signatories'  innovation in care, technology and integration include:1) Enabling timely, consistent and innovative personal support services (e.g.,Bloom Care Solutions, IALP);2) Increasing digital connectivity and capacity across KW4, Waterloo Wellington region, and Ontario (eCE);3) Supporting downtown residents in high risk situations (Connectivity Table led by Carizon); and providing mobile primary and community care to residents who are homeless or at risk of homelessness (ICHA);  4) Supporting a growing refugee population through healthcare and community partnerships (ICHA), a clinic for newly arrived Government Assisted Refugees (GARs) (CFFM FHT), a dedicated refugee health clinic (Sanctuary), and midwifery services (Waterloo Consortium of Midwives);       5) Services to support seniors in their homes and avoid unnecessary hospitalizations (e.g., Nurse-Led Outreach for LTC, Specialized Geriatric Services, MINT Regional Memory Clinics, Coordinated Clinical Intake for Geriatric Services, a rural community of practice bringing together specialists, primary care and community services, and the Older Adult Strategy); and 6) Partnerships with academia and clinical care related to training and delivering health and vision care.  To sum up: *We have more than 70 organizations committed to working together to improve health systems and outcomes in KW4; * We will address high needs across rural and urban geography; * We will leverage and scale a multitude of existing programs and collaborations; *the eHealth Centre of Excellence is a leader in digital technology and will support our systems solutions; * We will work closely with patient partners.
	002: Yes
	003: Yes
	004: Partial
	005: Yes
	006: Yes
	007: Yes
	008: Yes
	009: Yes
	010: 8
	011: Access, Care Coordination and TransitionsOur signatories are continuously working together to make it easy for people and families to get the care and support they need, in a timely way, throughout their lives.  We are improving access with such programs as "Here 24/7" and our provincial memory clinic model. We have a transitions and discharges working group that is developing ways in which community health care teams align with hospital treatment and discharge plans.  Both hospitals are obligated to ensure 48 hour turnaround for discharge summaries, which are transferred electronically with eNotification to Home and Community Care.  An ICHA team is being developed to offer one point of referral contact and 24/7 primary care/mental health/addictions response team, supporting streets, shelters, supportive housing, Interim Safe Consumption Site, campers and drop-in centres.  Midwives offer 24/7 care provision and care coordination in multiple settings. We have Integrated Comprehensive Care and telehomecare plus. In addition, several signatories have integrated positions across institutions to support care coordination and transitions. As we develop an OHT proposal, we will assess a range of strategies and leverage those that are most effective and that can be applied to the target populations in Year 1. 24/7 care coordination will be implemented for some Year 1 targets, with a goal of expansion. Appendix E provides an overview of target populations.Virtual Care and Patient Self-Management Several signatories and primary care physicians in KW4 are already supporting their patients through virtual visits. For example, by the end of 2018, eCE had enabled over 5000 secure virtual visits between patients and their primary care providers, 72% of which were initiated by patients. As a result, more than 200 emergency room visits were avoided.Several signatories support patients with self-management tools. The WWLHIN has a "Restorative Approach @ Home" model that uses trained PSWs to support patients in managing their own care. There is a self-management program for patients/caregivers with chronic disease and/or mental health conditions.  Other signatories integrate on-line mental health resources designed for patients, e.g., Bounce Back and Big White Wall. Cohealth is a new app currently in use at one of our hospitals, which provides patient oriented discharge summaries.  A  retreat centre, under development by ICHA, would allow staff and those they serve to connect to themselves and each other through nature. We have many building blocks on which to base collaborative efforts to improve access, coordination, system navigation and patient experience.   
	012: Yes
	013: Yes
	014: Yes
	015: Yes
	016: Yes
	017: Yes
	018: Yes
	019: Yes
	020: No
	021: 8
	022: All healthcare signatories have patient relations frameworks and the majority of signatories already support the patient-driven WW Patient Declaration of Values that is highly consistent with the Provincial Declaration. For over a year there have been patient representatives at the KW4 Leadership Table out of which this EOI developed. The multi-service and community support services agency signatories have mechanisms for engaging their respective communities; and the members of ICHA are committed to the philosophy of "walking with" and learning from those with whom they work. Our enabling signatories connect to and support patients in a variety of ways (for example, ICHA supports refugees in their own language/culture, with an eye to trauma-informed care). We will design an approach informed by these philosophies and frameworks. In preparing this SA, our team reviewed feedback from previous patient engagement initiatives and consulted healthcare and multi-service providers, local governments, academic communities, and patients. We also engaged thought leaders for insight on how to  modernize our approach to health and wellness. (Consultations listed in Appendix F). These consultations will continue beyond May 15th to inform the design of a potential KW4 OHT. We are also learning from other successful planning initiatives in our region:  Wellbeing Waterloo Region (over 200 agencies), Smart Waterloo Region (down to top 5 in Canada), Children and Youth Planning Table, Older Adult Strategy, and Waterloo Region Integrated Drugs Strategy.Over the last several years, several signatories have developed working relationships and partnerships with urban indigenous and French speaking communities, resulting in the development of targeted programming. The CMHA and WWLHIN have conducted significant patient engagement including with representatives of 6,270 KW4 residents who identify as indigenous. The WWLHIN has also enabled cultural training to healthcare providers across the sub-region. Partners within ICHA are working collaboratively with Indigenous elders and organizations to explore ways to align traditional healing practices and traditional health care, particularly as it relates to addiction and recovery.  The University of Waterloo- School of Optometry is actively participating in university indigenization efforts. Our hospitals have have been creating the culture and space for Indigenous healing practices such as smudging.  We understand that consultation with indigenous communities cannot be quick or de-contextualized. This will be a consideration for ongoing OHT planning. French-speaking residents comprise 3.3% of our population. All of (WWLHIN) Home and Community Care's service providers are contractually obligated to provide services in French. There are varying initiatives across our partners to be inclusive of and responsive to the needs of our French speaking residents.  This effort will continue under the OHT. French-speaking refugees are included in one of our year-one target populations (socially vulnerable); and broader engagement of the French-speaking community will also be part of future planning.
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	029: At maturity, KW4 OHT will provide care to approximately 395,000 residents across Kitchener, Waterloo, Wellesley, Wilmot and Woolwich.  Features of this population include:-  6th largest care community in Ontario, and growing faster than the provincial average-  Mix of larger urban centres and many rural communities -  14.4% seniors; 12.8% living below the low-income line; 23.6% immigrants; Mennonites comprise 1.6% of the population; significant population of refugees and immigrants who face many barriers and risks-  Rates of diabetes, high blood pressure and heart disease are 8.2%, 15.3% and 4.7% respectivelyUsing the Kaiser population health risk pyramid, we will focus Year 1 efforts on High Risk/Rising Risk populations in two priority areas: 1)  Frail seniors and 2)  Socially vulnerable residents (homeless, at risk of homeless, and refugees).  Our target will be those patients who fall into the top tier (1 - 5%) or second tier categories (15-35%), requiring significant intervention and support - ie. co-morbidities, mental health and/or addictions challenges, difficulties accessing and/or navigating services, dementia or cognitive impairment, or other indicators requiring intensive supports. Additionally, we will apply a geographic lens to these populations, to allow us to tailor strategies to both urban and rural settings, and a mental health and addictions lens, acknowledging the importance of these issues in our target groups.Our Year 1 population targets are (please refer to Appendix E for additional detail):Frail seniors - 2,929 patients in KW4 are 75+ receiving home care supports through H&CC (LHIN); approx 10,300 seniors expected to have MCI or dementia;  account for 1/3 ALC daysSocially vulnerable - Homeless and at-risk of homeless - 246 (ICHA estimate); approximately 1450 refugee claimants/year; approx 500 GARS come to KW4 each year, many with complex health needsWe will focus on the highest risk patient categories first, as successful systems and outcomes for these groups can be scaled to larger populations in subsequent years.  In KW4, we have a unique Inner City Health Alliance working with high risk populations that is experiencing good success in key integration areas including care coordination, case management and shared accountability.  We have highly innovative programs for frail seniors (C5-75 frailty measure, Memory Clinic for cognitive impairment, Nurse-led outreach for LTC, Specialized Geriatric Services and Coordinated Intake for Geriatric Services) that are achieving success in ED and ALC avoidance.  We are engaging partners in a palliative pilot project for homeless/at risk of homeless.  We have Transition Working Groups that include patients, hospitals, primary care, home and community care and community support services agencies.  We will build on and leverage these initiatives and others (virtual care, self-management, single point of contact) as we build from Year 1.
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	047: Vision care provided by UW School of Optometry clinics
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	055: 10 - Your team is able to meet all of the requirements above
	056: The majority of our signatories have a strong history of working with one other. All signatories to the SA understand the need for strong leadership and governance of a future OHT. We have exceptional leaders with vision in our sub-region. While a final governance model has not yet been selected, our partners have agreed on some principles. 1) The OHT will identify and draw on a wide range of subject matter expertise including but not limited to:  -  strong and experienced clinical and system leaders from across the healthcare spectrum (hospital; primary care; home care;  community support services; mental health and addictions; others TBD)-  patient, caregiver, and/or family representative(s) reflecting target population (s) -  thought leader(s) representing business, academia, and/or community perspectives.2) Governance of an OHT will require strong skills, expertise and leadership. The role of the governing body will be to provide stewardship, leadership and oversight. Duties will include responsibility for strategic planning, performance monitoring, and quality assurance. The governing structure will ensure fair and equitable processes for consideration of such things as allocation of resources, consolidation of services and/or funding to enhance the efficiency and effectiveness of patient care. The governing body will need to reflect these skills, and establish and model an OHT culture rooted in patient focus, collaboration, inclusion, equity, innovation and accountability. 3) The governance model will include one or more patient/family/caregiver representative(s). Additionally, the OHT will that build on the experiences of our healthcare signatories (e.g., hospitals, primary care, WWLHIN) to develop an effective mechanism for patient, family and caregiver inclusion. 4) To ensure the spirit of collaboration and inclusion characterizing our approach, the governance framework may incorporate Committees, Working Groups and/or Advisory groups to address specific tasks and issues (e.g., technology; transitions; QI, etc). Depending on the issue, OHT governance resources  may include non-OHT signatories. 5)  We will draw on best governance practices.  We have excellent governance resources, including one hospital's membership in Advisory Board, a leading research, technology and consulting body focused on improving performance in health care organizations around the world.   
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	064: Individually, KW4 OHT signatories collect and analyze performance and quality.  In 2018 many signatories mapped institutional activity to a system-level health plan with the goal of collectively understanding existing and future opportunities for alignment, and gaps. KW4 signatories have demonstrated their commitment to shared goals for performance improvement, and are one of the only sub-regions to develop and utilize a collaborative Quality Improvement Plan (cQIP). Currently, the KW4 cQIP working group is composed of hospices, home and community care, hospitals, FHTs, and CHCs, and is working on ensuring awareness and continuity in ACP and SDM awareness and documentation. This will be the continued focus for the 2019/20 cQIP and a foundation for building out substantive quality metrics and tracking across our target populations.There has also been progress towards identifying and addressing inappropriate variation and implementing clinical standards. The team will build on the ongoing work of such initiatives as MSK and ISAEC pathways  supported by eReferral.  These protocols have been shown to reduce inappropriate and unnecessary diagnostics use.In the next phase of preparation for an OHT proposal, partners will review detailed quality metrics; identify opportunities for further reducing inappropriate variation across providers; establish a protocol for assessing, introducing and implementing clinical standards and best available evidence across all providers.  This will also involve development of a change management strategy to support staff and providers across the sub-region.   Our partners digitally track a wide range of patient encounters and outcomes data and implement quality standards, e.g., referrals, in-home services, virtual visits, hospital stays, drug and lab data, etc.  Our work will focus on strategies to better integrate and aggregate data to support meaningful OHT- level reporting and planning. 
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	070: The KW4 signatories have strong individual track records of responsible financial management. One partner has submitted a Hospital Improvement Plan (HIP) to address fiscal challenges, while minimizing impacts on service. Our signatories are accountable, and agreeable to working towards a shared financial accountability framework.  Our signatories are committed to this conversation, but also recognize how complex the work is. As the KW4 OHT proposal develops, strategies and decisions will be guided by the needs of patients, families, caregivers and those who are delivering care and services. Decision-making around funding will also be tied to the governance structure yet to be determined, and to provincial guidance as it becomes available.  Several signatories have previous experience with bundled care including hospitals, primary care and community and multi-service agencies.  With extensive experience integrating care since 2012 for cardiac care, COPD and CHF care pathways, patients with SMGH have had access to one care team, one record, and one number to call 24/7. The findings of this program included cost savings for COPD/CHF care at 60 days of over $3,200 per patient.   Our partners also have experience with cross-provider funding; reallocating funding to support programs of other signatories; creating integrated and system-level staff positions; sharing staff; providing services to the patients and clients of other signatories. We will build and learn from these initiatives as we explore how to scope and then allocate from a shared funding envelope in the first year. Our team is in the process of undertaking detailed analysis of our Year 1 target populations including costs and cost drivers.  Our partners, individually and collectively, have much data to contribute which, when consolidated, will facilitate effective decision-making related to system pressure points, resource allocation, and priorities for action.  
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	075: KW4 is the most digitally connected prospective OHT in Ontario. One signatory is the eHealth Centre of Excellence (eCE). The eCE has been a provincial leader in advancing digital health.KW4 has the most primary care virtual visits conducted in the province, a telehomecare program that includes paramedics and home care nurses that avoids ER visits and hospitalizations, and a telemedicine program that serves the entire community.More organizations across the continuum of care have access to ClinicalConnect (including primary care data) than anywhere in the province. HRM, eReferral and eConsult have high adoption. Robotic process automation will be used to share coordinated care plans. A secure communication platform called HyperCare is being deployed.Integrated Decision Support with data from acute, home, and primary care is available to those sectors. Public Health data is also available. Decision support is also embedded into primary care EMRs based on quality standards. Decision support is also embedded in eReferral and in the common HIS.A Comprehensive Digital Health Strategy has been produced that involves 5 pillars and includes a maturity model that can identify gaps. There is a strong desire to ensure standards are adopted by all partners that align with the provincial approach.The eCE is the central point of contact through Dr. Mohamed Alarakhia. The eCE will provide change management for currently supported initiatives and can expand its role if additional support is provided.We have strong affiliations with the tech sector, including such tech innovators as  Bloom, the "Uber for PSWs".
	076: Our team will begin immediately to develop and adopt shared care pathways that will support our target populations. We will consider how our existing resources can be utilized more effectively to produce better patient experience and better health outcomes.  Specifically, we will:-  ensure care coordination for patients in Year 1 cohorts to support system navigation and care across multiple providers-  facilitate improved electronic sharing of health information across providers-  facilitate improved patient access to electronic health information-  introduce and implement self-management approaches and/or suite of self-management tools- identify opportunities and implement best practice in clinical care, care coordination, standardization, health promotionAt an OHT level, in Year 1 our priorities will include:- development of an effective governance model that draws on the skills and expertise of providers, patients, and community partners in business and technology- development of a Strategic Plan for the prospective OHT- development of an integrated QI plan- development of an effective Health Human Resources strategy to align our human resources and build a workplace culture that will attract and retain top talent; design and implement a change management strategy to support staff in a rapidly changing environment-  continued consultation with community partners for continuous learning and qualityAt a systems level our priorities will address- initial plans to scale Year 1 strategies to the larger KW4 population- continued recruitment of family physicians to the OHT model- ongoing collection and analysis of information and data to support patient care and population health management-  ongoing initiatives to harmonize information sharing and information managementWe have identified the following risks inherent in this large scale modernization:-  Regulatory and legislative barriers that constrain the ability to create effective change -  Change management challenges (mitigated by a robust change management plan)-  Team and provincial leadership; we have the visionary leaders to accomplish this work, but this cannot be accomplished off the corner of a desk; we need to be able to allocate resources to leadership.  Provincial leadership must be responsive,transparent and timely- Enhancement of digital strategies is likely to be constrained by cost; identifying cost savings and internal resources for this may slow progress- Implementation of significant change while maintaining high quality service to patients will require detailed planning, strong leadership, development of detailed transition plans and solid execution
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	078: Dr. Joseph Lee 
	079: Chair and Lead Physician 
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	045: Off
	044: emergency health services
	043: residential care and short-term transitional care (e.g., in supportive housing, long-term care homes, retirement homes)
	042: palliative care (e.g. hospice)
	041: rehabilitation and complex care
	038: home care and community support services
	037: secondary care (e.g., in-patient and ambulatory medical and surgical services (includes specialist services)
	036: primary care - physicians
	035: primary care - interprofessional primary care
	034: Signatories who will serve Year 1 patients include partners ranging from traditional healthcare providers to municipal and regional programs, to multi-service agencies addressing SDHs. This approach of traditional and non-traditional providers will ensure diversity of ideas and strategies to address patient needs in responsive, coordinated ways. Opportunities include integration across community programs, health promotion/prevention, episodic, vision and acute care, transitions between healthcare, in-home care and independent living, and consideration of SDHs. Over Year 1, we will develop a blueprint for expansion.This Self Assessment includes signatories from across healthcare. Primary care is well represented (2 FHTs, 2 CHCs, and a Refugee Health Clinic); and many practitioners submitted letters of support including 2 family health organizations representing 40 family physicians. As the Health Links lead, and through a family health team expansion in 2017, the CFFM FHT delivers programs available to patients of all KW4 family physicians (e.g., Community Ward In Home team, Mobility Clinics, Regional Memory Clinics etc.). In addition, the CFFM FHT, Health Connect Counseling (Lutherwood and partners), and the KW4 Counseling Collaborative (six agencies) all provide psychotherapy and mental health supports to patients of solo primary care practitioners.  eCE supports 90% of KW4 primary care physicians in using and adapting digital tools to support their practices. And several signatories collaborate on a monthly e-newsletter and soon-to-be-launched website for primary care. So, we have begun to reach the 395 000 target population at KW4 OHT maturity by engaging primary care.In subsequent years the OHT will engage with additional partners and services including more long-term care providers, community labs and diagnostic services, additional home and community care providers and will broaden and strengthen relationships with seniors' centres, Ys, adult day programs etc. 
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