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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. 
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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. 



Ontario Health Team 
Self-Assessment Form 

7 
 

• ☐ ☐ 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. 
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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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Attachment 1: Overview of Cambridge and North Dumfries Collaborative 

Integration Initiatives 
This attachment provides an overview of selected collaborative integration initiatives involving the 

various health, community and social sector partners participating in the planning and design of an 

Ontario Health Team for Cambridge North Dumfries. 

This overview is not exhaustive, but rather is meant to illustrate the extensive collaboration experience 

among CND partners, demonstrating our capacity to effectively work together based on our strong 

relationships and established trust. 

Example Description Partners Involved 

Collaborative Governance and Integration Planning Bodies 

• CND Sub-Region 
Planning Table 
(formerly the 
Health Link 
Steering 
Committee) 

• Cambridge and North 
Dumfries Sub-Region 
Planning Table was 
established in 2013 to plan 
and direct Health Link 
initiatives 

• Eighteen member 
organizations identify 
priorities for collaborative, 
system planning and have 
formed working groups to 
implement the change 
activities 

• Cambridge North Dumfries Health 
Link, Cambridge Self-Help 
Foodbank, Cambridge Shelter 
Corporation, Chris Dissanayake 
(physician), Cambridge Memorial 
Hospital, Community Support 
Connections, Dr. Kanuk Rhee 
(physician), Dr. Russ Ashton 
(physician), Dr. Diane Humphrey 
(physician), Elaine Parker 
(physician), Entite2, Fairview Mennonite 
Homes, Grandview Medical FHT, 
Hospice of Waterloo Region, House of 
Friendship, Langs, Lutherwood, Regional 
Municipality of Waterloo, Social 
Planning Council, Stonehenge 
Therapeutic Community , Tamara 
Hetherington (patient 
representative), Thresholds 
Supports, Two Rivers FHT, Waterloo 
Wellington Canadian Mental Health 
Association , WWLHIN/Home and 
Community Care Services (H&CC), 
Waterloo Wellington Nurse Practitioner 
-Led Clinic 

o MH&A 
Addictions 
Leadership 
Advisory Group  

• Senior leadership from 
partner MH&A 
organizations provide 
strategic guidance, 
resource mobilization and 
organization commitment 

• Langs, CMH, WWCMHA, Stonehenge 
Therapeutic Community, House of 
Friendship 



Example Description Partners Involved 

for the initiatives planned 
by the CND MH&A 
Working Group.  

• Led development of CND 
MH&A Plan of Action 

o The Mental 
Health and 
Addictions 
Working Group 

• Management and front-
line staff from partner 
MH&A organizations 
focused on identifying and 
operationalizing 
opportunities for better 
integrating MH&A services 
into primary care 

• Led development of CND 
MH&A Collaborative 
Quality Improvement Plan 
(C-QIP) 

• Langs, CMH, WWCMHA, CMH, WWLHIN 
(H&CC), WWNPLC, Two Rivers FHT. 
Heritage FHO, Grandview Medical 
Centre FHT, Stonehenge Therapeutic 
Community, House of Friendship, 
Lutherwood 

o The Primary 
Care 
Collaborative 
Working Group 

• Representatives from 
primary care practices in 
CND working together on 
strengthening initiatives 
and collaboration across 
primary care practices. 

• Langs, Grandview Medical Centre FHT, 
Two Rivers FHT, WWNPLC, Delta 
Coronation FHO, Heritage FHO 

o Discharge 
Planning 
Working 
Group  

• Representatives from 
hospital, primary care, 
home and community 
care, and community 
pharmacies focus on 
standardizing and 
strengthening discharge 
processes and patient 
experiences 

• Langs, CMH, WWLHIN (H&CC), 
WWNPLC, Two Rivers FHT, Waterloo 
Region EMS, Preston Medical Pharmacy, 
Hogan Pharmacy 

• Lead Agency 
Advisory 
Council for 
Children’s 
Mental Health 

• Collaborative planning 
body among children and 
youth mental health 
providers to improve 
access, quality and 
integration of services. 

• Lutherwood, CMH, Carrion Family and 
Community Services, KW Counselling 
Services, Family and Children’s Services 
of the Waterloo Region, Child & 
Adolescent Mental Health, Langs, 
Lutherwood, Wilmot Family Resource 
Centre + representatives from 
schoolboards, addictions, development 
sector, LHIN, policy, indigenous service 
agencies and parents 

• CHF 
Management 
Working Group 

• Focus on integration of 
health failure 

• CMH, CCCC, Two Rivers FHT, Grandview 
Medical Centre FHT 



Example Description Partners Involved 

management services and 
support in CND 

Integration Initiatives to Improve Quality, Access, Transitions and the Patient 
Experience 

• Discharge 
Planning 
Collaborative 
Quality 
Improvement 
Plan (C-QIP) 

• Collaborative plan across 
partners to improve 
discharge planning 

• Focus on medically 
complex, frail and elderly 

• Langs, CMH, WWLHIN (H&CC), 
WWNPLC, Two Rivers FHT, Waterloo 
Region EMS, Preston Medical Pharmacy, 
Hogan Pharmacy 

• MH&A 
Collaborative 
Quality 
Improvement 
Plan (C-QIP) 

• Collaborative plan across 
partners to improve 
integration of MH&A 
services into primary care 

• Langs, CMH, WWCMHA, CMH, WWLHIN 
(H&CC), WWNPLC, Two Rivers FHT. 
Heritage FHO, Grandview Medical 
Centre FHT, Stonehenge Therapeutic 
Community, House of Friendship, 
Lutherwood 

• Community 
Support 
Connections 
shared intake 
with Waterloo 
Home Support 
to support 
patients in 
transitions 

• Shared intake processes to 
improve patient 
experience and reduce the 
number of times clients 
need to tell their stories. 

• Community Support Connections, 
Waterloo Home Support 

• Here 24/7 
single front 
door to mental 
health, 
addictions and 
crisis services 

• Centralized and 
coordinated intake and 
access for MH&A services 
in CND and across the WW 
Region 

• All MH&A service providers in CND and 
across the WW region. 

• Front Door 
Access  

• Centralized intake and 
referral for children and 
youth mental health 
services 

• Lutherwood, Carizon Family and 
Community Services 

• Health Connect 
Counselling 
Partners 

• Shared mental health 
counselling groups across 
FHTs and FHOs who 
provide free counselling to 
CND patients and 
throughout the Region of 
Waterloo 

• Partnership led by Lutherwood with 52 
primary care physicians and several 
local counselling agencies 



Example Description Partners Involved 

• Hub@1145 • A partnership of 20 
community service 
providers co-located 
within the Langs building 
in Cambridge that 
addresses the social 
determinants of health 

• Involves the community in 
governance, setting 
priorities, program 
delivery and evaluation 

• Integrates partnerships 
that improve access to 
services, enable a larger 
impact on health and 
wellbeing, and maximize 
infrastructure 

• Alzheimer Society of Waterloo 
Wellington, Arthritis Society, Carizon 
Family and Community Services, 
WWCMHA, Community Diabetes 
Program, Community Support 
Connections, DeafBlind Ontario 
Services, Front Door, Region of 
Waterloo Public Health,  Hospice of 
Waterloo Region, House of Friendship, 
Lutherwood, Langs Medical Pharmacy, 
New Hope Hearing Sexual Assault 
Support Centre of Waterloo Region, 
Behavioral Supports Ontario, WW 
Reginal Aphasia Program. WWLHIN 
H&CC 

• Home and 
Community 
Care Services 
Nursing Clinic  

• Provides community 
patients with convenient 
access to nursing services 
within CMH, as well as the 
flexibility to schedule visits 
around their other daily 
activities and prevents 
patients from utilizing 
Emergency Department 
resources 

• WWLHIN (H&CC), CMH 

• Rapid Access 
Addiction Clinic  

• Purpose is to improve 
access to MH&A support 
and prevent the use of ED 
resources 

• House of Friendship, Waterloo Region 
NPLC, Stonehenge Therapeutic Services 

• Shared primary 
care wellness, 
counselling and 
self-
management 
support  

• Collaboration among FHT 
and non-FHT practices to 
open wellness, MH&A 
counselling and self-
management services to 
the community 

• Langs, Two Rivers, FHT, Grandview 
Medical Centre FHT, WWNPLC, Delta 
Coronation FHO, Heritage FHO 

• Cambridge Self-
Help Food Bank 
Service Hub  

• Purpose is to increase 
access to food for those in 
need 

• Cambridge Food Bank, Family 
Counselling Centre of Cambridge and 
North Dumfries, SHORE Centre, House 
of Friendship, Sanguen Health Centre, 
Aids Committee of Cambridge  



Example Description Partners Involved 

• Newborn 
Support 
Program 

• Purpose is to increase 
equitable access to infant 
feeding services. Aligns 
infant feeding best 
practices across the 
region. 

• Two Rivers, Breastfeeding Committee 
for Canada, Ontario Early Year’s Centre, 
CMH, Region of Waterloo Public Health  

• MH&A supports 
to housing 

• Provides 20 MH&A 
supports to over 60 
housing sites 

• House of Friendship, Thresholds, 
Regional Municipality of Waterloo 

• Primary Care 
Memory Clinic 
initiative  

• Purpose is to build 
capacity for improved 
dementia care within 
primary care to help 
reduce ED visits, ALC and 
premature entry into LTC 
for patients with memory 
difficulties 

• Grandview Medical Centre FHT, Langs, 
Alzheimer’s Society  

• Cardiac Rehab • Partnership between 
cardiac rehab specialist 
and primary care practices 
to coordinate and provide 
access to self-
management support, 
education and 
rehabilitation services 
close to home 

• Cambridge Cardiac Care Centre, Langs, 
Grandview Medical Centre FHT, Two 
Rivers FHT, Delta Coronation FHO 

• CHF/Atrial 
Fibrillation 
Community 
Management 

• Nurse-led multi-
disciplinary team-based 
program to better manage 
high-needs CHF and Atrial 
Fibrillation patients in the 
community 

• Cambridge Cardiac Care Centre, CMH. 
Langs, Grandview Medical Centre FHT, 
Two Rivers FHT, Delta Coronation FHO 

• Community 
Psychiatry 
Services 

• Pilot project providing 
psychiatry services onsite 
at Langs CHC and NPLC to 
increase access to mental 
health supports 

• NPLC, CMH and Langs CHC 

• WW LHIN 
Community 
Stroke Program 

• Specialized community 
stoke rehab care plan for 
patients  

• Expert specialized 
community stroke rehab 

• CMD, WWLHIN (H&CC) and various 
outpatient rehab sites and Community 
Support Services  



 



Attachment 2: Overview of Cambridge and North Dumfries Digital Health Initiatives 

and Assets 
A selected list of current digital health initiatives and assets currently used by the partners planning and supporting an 

Ontario Health Team for Cambridge North Dumfries that can be leveraged to support digital access to care and services, 

care coordination, system navigation and streamlined transitions. 

Digital Health Initiatives and Assets 

Example 
Description 

• Primary Care 
Electronic Medical 
Records 

• 71 primary care providers have electronic medical records systems 

• Over 80% of these providers are using Telus Practice Solutions  

• Clinical Connect  • Portal that provides clinicians real-time access to hospital, home and 
community care and regional cancer programs, as well as provincial 
repositories. 

• There are 994 registered Clinical Connect users in CND 

• Hospital Report 
Manager and e-
notifications  

• Provides hospital admission discharge and diagnostic information to 
directly to primary care and home and community care provider 
electronic patient systems. 

• 117 registered HRM users in CND 

• Coordinated Care 
Planning Tool 

• Electronic coordinated care plan that can be updated and shared across 
the health team 

• CHRIS + Health 
Partner Gateway  

• Used by Home and Community Care, Long-Term Case, CSS agencies and 
the Region of Waterloo Public Health for care coordination and e-
referrals. 

• eConsult  • Supports electronic consultation between primary care providers and 
specialists 

• Used by 72 primary care providers and 11 specialists in CND  

• Here 24/7 Partner 
Portal  

• Secure portal for communication and referral among MH&A partners in 
support of Here 24/7 centralized intake and referral 

• Primary Care 
Virtual Visits  

• Using the OTN/eHealth Centre of Excellent platform currently 18 
primary care providers current offer virtual visits with 4320 patients 
registered in CND and 3470 virtual visits completed by CND providers 

• Cardiac Rehab 
Virtual Visits 

• Cambridge Cardiac Care Centre offers virtual visits to patients with 
barriers attending appointments in person through secure video 
platform. 

• Rapid Access CHF 
Virtual Visits 

• Cambridge Cardiac Care Centre offers remote home monitoring and 
interactive patient self-management support in the home for 
moderately stable patients 

• Ontario Telehealth 
Network  

• Used for virtual patient and provider consultants by various primary 
care, hospital, home and community care and specialist providers 

• Many sites supported with OTN nurses 

• eShift • Used to support home and community care patients requiring daytime 
and overnight palliative care with a PSW in the home.  Off-site nurses 
manage care of multiple patients and provide care direction to on-site 
PSW 



Digital Health Initiatives and Assets 

Example 
Description 

• Telehomecare Plus  
 

• Home monitoring and virtual support COPD/CHF patients by home and 
community care nurses in collaboration with community paramedicine. 

• System 
Coordinated Access 
e-Referral Platform 

• End-to-end e-referral management platform integrated with EMR with 
full transparency on referral process for clinicians, patients and their 
families/caregivers Used by PCPs, specialist and self-management 
support services 

• 64 primary care providers have completed over 7600 referrals 

• CareDove e-
Referral Platform 
 

• Electronic information and referral platform used by home and 
community care, community support services, hospital, rehabilitation 
and other providers 

• Integrated Decision 
Support (IDS) for 
improved 
collaboration  

• Provides integrated population health analysis data from CMH, H&CC, 
CHC and mental health services. 

• Co-Health App 
• A mobile app that provides discharge information, instructions and 

resources for patients and their caregivers to help self-manage and 
coordinate their care 

 


	Ontario Health Team Self-Assessment Form 
	Part I: General Information and Commitments 
	Part II: Self-Assessment Scoring 
	Model Component 1: Patient Care and Experience 
	Model Component 2: Patient Partnership & Community Engagement 
	Model Component 3: Defined Patient Population 
	Model Component 4: In Scope Services 
	Model Component 5: Leadership, Accountability and Governance 
	Model Component 6: Performance Measurement, Quality Improvement, and Continuous Learning 
	Model Component 7: Funding and Incentive Structure 
	Model Component 8: Digital Health 

	Part III: Implementation Snapshot 
	Part IV: Sign Off 


	001: The health care, community support services and social service providers in the communities of Cambridge and North Dumfries (CND) have deep experience in collaborating to design and implement innovative solutions for integrating services, improving the patient, family and caregiver experience and strengthening health system performance.  We are uniquely positioned among communities in Ontario to design and implement a successful Ontario Health Team, and to co-design a model that can be extended to communities across the province.   Our capacity to quickly come together as community partners to plan and support this Self-Assessment is a testament to the effectiveness of our relationships, and to the significant foundation of trust we have built over the years of working together. Since the announcement of the OHT model, the partners have held seven collaborative planning sessions, and three consultation sessions with governors, clinicians and patients/families/caregivers.  The 31 signatory partners represent 10 sectors across the continuum of care and includes the participation and support of ehealth and municipal community partners.  This proposed initial complement of partners will enable us to design, plan, implement and scale an effective OHT that delivers on the government’s vision.  As we continue to design and plan our OHT model, we will engage additional partners to ensure we are well-positioned to deliver all health, community and social services for CND within a single OHT.Primary Care - Waterloo Region Nurse Practitioner Led Clinic; Two Rivers Family Health Team; Grandview Medical Centre Family Health Team; Delta Coronation Family Health Organization; Langs Farm Village Association (Community Health Centre)Home and Community Care - Waterloo Wellington LHIN Home and Community CareHospital - Cambridge Memorial HospitalMental Health and Addictions - Waterloo Wellington - Canadian Mental Health Association; House of Friendship; Family Counselling Centre of Cambridge and North Dumfries; Carizon Family and Community Services; Lutherwood (Children’s Mental Health Services), Stonehenge Therapeutic CommunitySpecialty Services - Cambridge Cardiac Care Centre; Tri-City Colonoscopy Clinic; Born Midwives ClinicLong-Term Care - Fairview Mennonite Home; Saint Luke’s PlacePalliative - Hospice of Waterloo Region, Lisaard and Innisfree HospiceCommunity Support Services - Community Support Connections; Alzheimer's Society Waterloo Wellington, AIDS Committee of Cambridge, Kitchener Waterloo and AreaSocial and Housing Services - Thresholds; Independent Living Centre of Waterloo; Cambridge Self-Help Food Bank; Traverse Independence.Municipalities - North Dumfries Township; Regional Municipality of Waterloo (Children's, Housing, Paramedic, Public Health and Seniors Services), The City of Cambridge Digital Health - eHealth Centre for Excellence
	002: Yes
	003: Yes
	004: Yes
	005: Yes
	006: Yes
	007: Yes
	008: Yes
	009: Yes
	010: 10 - Your team is able to meet all of the requirements above
	011: Using baseline health status, health outcome and heath system performance metrics for CND as well as the lived experience of our clinicians, patients and caregivers, the partners have identified several opportunities that will enable a CND OHT to provide 24/7 care coordination/system navigation and improve access and transitions.  Building on successful Health Links transformation initiatives, these strategies are focused on addressing the factors that contribute to hallway medicine (see attachment for examples of existing initiatives). Access: • Reduce demand on ER through coordinated same day/next day/after hours services across primary care providers enabled by shared digital health records.  • Expand access to primary care-based education, counselling and group services across entire target population.• Expand on our existing virtual care services: 18 PCPs offer virtual care to 4,320 registered patients; 4,470 virtual care encounters.• Reduce ALC days and avoidable admission/readmissions for medically complex, frail and elderly, MH&A patients by strengthening transitions back to home/community with effective supports.  Transitions, care coordination of care and navigation • Rationalize existing care coordination resources across partners to re-direct resources to provide 24/7 access to care coordination.  • Align intake assessments, processes, roles and information across partners to eliminate barriers and ensure there is “no wrong door,” supported by enabling technology.  Patient self-management • Leverage Waterloo Wellington Self-Management Program (operated by partner Langs CHC) for people living with chronic disease.  Includes central intake and referral, self-management education for patients and providers. Patient Digital Access Leverage:• CMH myChart patient portal• CMH CoHealth app integrates discharge instructions, medical notes and information on community services• FHT partners patient portals (in discovery) 
	012: Yes
	013: Yes
	014: Yes
	015: Yes
	016: Yes
	017: Yes
	018: Yes
	019: Yes
	020: Yes
	021: 10 - Your team is able to meet all of the requirements above
	022: Patient, family and caregiver (P/F/C) engagement is a core value of all our partners.  Selected examples of P/F/C engagement: • CND Primary Care Collaborative P/F/C Focus Groups from primary care practices across CND on priorities for an CND OHT, and on same/next day/after-hours access. • Langs CHC Program Committee and Community Services Committee comprised of patient and community representatives that provide input on improvement plans, user experience and partnership opportunities. • CMH Patient and Family Council provides input into a range of operational and strategic decisions and is engaged in the co-design of programs and services. The Patient-to-Patient program solicits input and feedback on key decisions and plans. • CMH Mental Health Family Advisors provide a family member perspective to CMH decision- making processes and services.  • The WW-CMHA Family Council makes recommendations for improving or enhancing programs, initiatives, policies, and processes and P/F/C experience. • WWLHIN Patient Family Advisory Council engages patients across the entire LHIN region and has launched a new Patient Declaration of Values developed by 20 patient and family groups and endorsed by all partners. To support the development of this Readiness Self-Assessment, the partners held:1) a patient focus group with 25 participants on the OHT vision to seek input patient on opportunities/priorities2) a forum with 40 clinicians, including NPs, primary care physicians and hospital and community-based specialists, and; 3) An information and planning session with over 60 representatives of community boards.Findings from these engagement sessions informed this assessment response and will be used to design our P/F/C and community engagement framework and governance.  
	023: Yes
	024: Yes
	025: Yes
	026: Yes
	027: Yes
	028: 10 - Your team is able to meet all of the requirements above
	029: Population at Maturity The proposed geography includes a total population of around 140,000 representing the urban community of Cambridge (~ 130,000) and the rural township of North Dumfries (~ 10,000).  This geography aligns with existing municipal boundaries and health care utilization patterns.  The PCPs in the geography roster 98% of the total CND population. CMH is the main referral hospital for CND residents.  Cambridge is also served locally by several regional health and community service providers included within the signatory partners.   The demographic profile of CND mirrors Ontario overall:  14.5% over 65; 10.3% below the low-income measure; 19.8% immigrants; and 6.3% unemployed.  Top three chronic conditions of CND: hypertension, asthma and diabetes. 25% smoke; 53% overweight or obese; 49% physically inactive.   COPD, CHF and mental health conditions are among the top five reasons for 30-day readmissions. Year 1 Target Population The Year 1 target population will include the rostered patients of five primary care practices serving the entire CND geography (1 NPLC, 1 CHC, 2 FHTs and 1 FHO) representing 76,000 patients, or 54% of CND.   Rationale for Year 1 population: 1) A primary care-based population provides the foundation for the “primary care home” model that will be the basis for the proposed CND OHT. 2) The population covers a significant portion of the maturity population and provides a meaning model to assess a population health approach but remains manageable. Successful integration initiatives can scale incrementally across remaining primary care practices.  Existing partnerships will be leveraged to reach vulnerable and at-risk populations that are not rostered in other primary care services. 3) The primary care rosters will make it possible to define and enroll the Year 1 population to assess primary care-based attribution methods. We will leverage existing relationships with indigenous and francophone partners in the co-design and governance structure to ensure our OHT model and services meets the needs of these communities.
	030: Yes
	031: Yes
	032: Yes
	033: 10 - Your team is able to meet all of the requirements above
	047: Section 1 lists all partners and their services by sector.
	048: Yes
	049: Yes
	050: Yes
	051: Yes
	052: Yes
	053: Yes
	054: Yes
	055: 10 - Your team is able to meet all of the requirements above
	056: Our partners have extensive experience working together on collaborative governance, decision-making, planning and integrated service delivery, including: Health Link Steering Committee; Primary Care Collaborative; Mental Health and Addictions and the Discharge Planning Working Groups.  CND partners have developed C-QIPs for discharge planning and for mental health and addictions, and a joint community Action Plan for Mental Health and Addictions.  Collectively, partners have participated in dozens of collaborative integration initiatives across health, community, social and housing sectors (see attachment). The signatory partners have proposed an initial collaborative governance structure to enable collective strategic planning and prioritization, resource allocation, risk management and performance management for the CND OHT.   As per MOHLTC guidance, it is expected that partners would continue to maintain their current corporate and board structures.  Partners will plan for a single fund holder at maturity. An “umbrella” brand identity would indicate partners’ participation in the CND OHT.  An OHT Steering Committee with executive and clinician representatives from all partners, as well as P/F/C and community representatives, would be established to set strategic priorities and monitor performance targets documented in a shared OHT Strategic Plan.  Partners would formalize their roles, accountabilities and commitments through a joint agreement.  Resource mobilization across organizational boundaries to implement integration and care coordination would be enabled through agreements among partners. Other governance mechanisms in our model include an integrated budget, joint workforce plans, a common performance management framework, C-QIPs and data sharing agreements. A joint coordination team with partner clinician and management representation would provide operational coordination and oversight of integrated services.
	057: Yes
	058: Yes
	059: Yes
	060: Yes
	061: Yes
	062: Yes
	063: 10 - Your team is able to meet all of the requirements above
	064: Between our partners, and through the support of WWLHIN Integrated Decision Support System, we have good availability of data to set baseline metrics for integration across sectors and the impact that changes in one sector has on others. We can use this data to monitor progress toward provincial and local priorities. The partners currently collect and report on a range of key performance metrics related to integration, patient experience, utilization, and outcomes.   In collaboration with HQO, eight partners are required to report on key patient experience, quality and performance metrics as part of their mandatory QIPs.  Our partners have been early adopters of Collaborative Quality Improvement Plans (C-QIPS) and are now in their third year of driving system-level change through a MH&A and a discharge planning C-QIP across multiple organizations and sectors. Through our work on C-QIPs, as well as other collaborative initiatives, partners have identified numerous opportunities for aligning clinical standards and processes.  The Discharge Planning Working Group has standardized discharge process and information flow between hospital, primary care, speciality care, home and community care, rehab services and long-term care providers, and is working with community pharmacists to streamline and standardize the medication reconciliation process across these sectors. Our partners have been involved in multiple innovative models (e.g., Health Links, Community Hub, Situation (Connectivity) Table, System Coordinated Access, Here 24/7) and have championed these models through a variety of collaborative learning forums.  If we are chosen as an early adopter, we are committed to continuing to champion the OHT model and mentor other organizations, as well as to learn from our peers in other regions.
	065: Yes
	066: Yes
	067: Yes
	068: Yes
	069: 10 - Your team is able to meet all of the requirements above
	070: All partners have a strong track-record of financial management and have robust governance structures in place.  The partners understand that at maturity, OHTs will have an integrated funding envelope delivered through a single fund holder.  Several partners have experience with integrated funding models such as bundled care and acting as transfer payment agencies.  For example, CMH is working with WW H&CC on a bundled care model and pathways for hip and knee surgery, and shoulder arthroplasty, and Langs CHC is a transfer payment agency for community midwifery practices. The partners have developed a proposed collaborative governance structure that will facilitate collaborative decision-making, oversight and resource management and allocation across partners while working toward an integrated fiscal and accountability framework at maturity.    Using the population health metrics available through our partners and the WWLHIN, we have identified local health system cost drivers related to ALC, unnecessary ER visits, avoidable hospital admissions and re-admissions and inefficiencies in patient transitions.  These cost drivers have informed our proposed Year 1 target population, integration strategies, and scope of services discussed under the previous component sections.    Our partners also have experience with collaborating to rationalize back office functions to improve efficiency and reduce costs.  For example, Langs CHC provides back office support (HR, IT, accounting, etc.) for the WWNPLC and another regional CHC.  The partners are committed to exploring other opportunities for cost efficiencies through rationalization of back office functions.  
	071: Yes
	072: Yes
	073: Yes
	074: 10 - Your team is able to meet all of the requirements above
	075: CND partners have access to a range of digital health assets that will accelerate our capacity to improve the patient experience, provide seamless transitions, improve care coordination, implement clinical standards, and make effective decisions for fiscal and population health planning.   Nearly all partners have electronic platforms for electronically recording patient information.  All the primary care providers use EMR platforms, and the vast majority use the same platform.  Our partners are activity using several regional and provincial assets.  Selected examples: Telehealth and virtual visits • Primary Care virtual visits through the OTN/eCE platform• Cardiac Rehab and Rapid Access CHF virtual visits• OTN supported by telemedicine nurses (Specialist assessments and consultations) in both urban and rural settings• eShift (Palliative care)• Telehomecare Plus (Home monitoring and virtual support COPD/CHF patients) Care coordination/Transitions • ClinicalConnect (primary care, hospital, HC&C, MH&A, LTC)• Hospital Report Manager and e-notifications (hospital, HC&C and primary care)• Here 24/7 Partner Portal (MH&A partners)• CHRIS + Health Partner Gateway (H&CC, LTC and CSS agencies)• eConsult (primary care providers and specialists)• System Coordinated Access –e-referral management platform integrated with EMRs with full transparency on referral process for clinicians and P/F/C (primary care, specialist and self-management support services)• CareDove e-referral (HC&C, CSS, hospital, rehabilitation) Population health management • Integrated Decision Support System (WWLHIN)• Various business intelligence tools used by partners across all sectors.  The CND partners have an established relationship with the eHealth Centre for Excellence to provide planning, technical and change management support for leveraging digital health platforms. Dr. Mohamed Alarakhia, from the eCE, will initially serve as our senior-level contact for digital health as we continue to develop our collaborative management and accountability structures.
	076: Our Year 1 model builds on a strong primary care foundation.  Our initial primary care partners together roster 54% of the patients of our proposed patient population at maturity and represent three inter-professional models and an FHO.  This mix of primary care models will ensure enough capacity to meet the service needs of our Year 1 target population and provides an opportunity to implement strategies that extend inter-professional care services to other primary care models.  Our Year 1 model also includes partners from hospital, home and community care, mental health and addictions, long-term care, community support services, social/housing support services, specialists/IHF and public health.  This compliment of providers and sectors will allow us to build a model that can deliver integrated services with seamless transitions that will improve the patient experience, as well as address key factors that contribute to hallway medicine.  In Year 1, the focus is on services for medically complex, frail and elderly and MH&A patients, families and caregivers: Increase access to services and re-direct demand to the most effective service provider:• Reduce demand on ER through improving coordination same day/next day/after hours services across primary care providers. Strengthen shared access to digital health records to enable continuity of care.  • Expand on our existing virtual care services to improve the patient experience and increase capacity of primary care clinicians for more urgent or complex needs.• Expand access to primary care-based chronic disease and MH&A group education, counselling and self-management services across entire target population, with a focus on prevention and avoiding escalation.  Rationalize services available across partners and eliminate barriers for OHT patients.• Reduce ALC days and avoidable admission/readmissions for medically complex, frail and elderly, MH&A patients by strengthening transitions back to home/community and to services provided by all our sector partners enabled through strengthened care coordination, shared information and the System Coordinated Access e-referral platform.Improve transitions, coordination of care and patient navigation:• Rationalize existing care coordination resources across partners to re-direct resources to provide 24/7 access to care coordination for complex and high needs patients.  Leverage System Coordinated Access platform to enable clinicians, patients and families navigate and connect with services directly, as clinically appropriate.• Align intake and assessment roles/processes/information across partners to eliminate barriers and ensure there is “no wrong door.”  Leverage knowledge, resources and platform from Here 24/7 to accelerate our ability to streamline intake, assessment and transitions to services.Key Risks: 1) OHT planning and implementation will put additional demand on provider resources.  There is a high risk that implementation progress will be delayed because of demand on scarce resources. 2) Availability of digital health assets will be critical to enabling the vision for OHTs. While CND partners will benefit from our available assets, there remain significant gaps. Partners will have limited capacity to invest in new or enhanced enabling digital assets. 3) In the short-term organizational boundaries will continue to present challenges to the mobility of financial and labor resources, and access to patient information.  Legislative, regulatory and policy changes will be required to reduce barriers to meaningful integration.
	045: laboratory and diagnostic services
	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: In identifying opportunities for improving access, transitions, care coordination and patient navigation, the partners applied a model that maps a set of core functions (intake, assessment, care coordination, treatment/care, referral, etc.) across services provided in the CND target geography with a focus on services that support patients who are medically complex, frail and elderly or with mental health and addiction conditions.  Our proposed plan focuses on services for patients with these conditions, given their significant impact on system utilization and the underlying cost drivers.  Addressing services for patients with these conditions or needs will help us respond more rapidly to the factors that contribute to hallway medicine and provide an opportunity to improve patient experience and reduce cost drivers.  However, we also anticipate that the service integration and improvements we make during the initial period will also benefit all patients within our Year 1 target population, and even patients outside that initial population. Given that we are leveraging existing primary care practice patient rosters, we are able to ensure that our OHT will have sufficient capacity to provide care to all Year 1 patients.    Our signatory partners span primary care, hospital, and home and community care, as well as eight additional sectors (Specialty Care, MH&A, CSS, LTC, palliative, social and housing services, and public health).  Together we provide a very broad range of key services that support patients with these conditions and service needs.  We are continuing to engage with other partners, and will include additional partners, agencies, sectors and services as we mature our model.  We will be able to rapidly scale to our full maturity target population through the addition of all primary care practices in our region and expanding our collaboration with all other service providers in our geography.
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