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Background and Document Purpose 

In response to the COVID-19 pandemic, Waterloo Wellington (WW) hospitals and the non-hospital 
(“community”) sector have come together in an effort to increase existing capacity in the system to 
support increased volumes of patients.  
The WW hospitals have agreed to act upon standardized capacity planning principles and assumptions, 
which will guide the opening of conventional and unconventional hospital spaces, as well as Alternate 
Health Facilities (AHF).  
The community sector is concurrently implementing proactive planning to maintain supports for 
client/patients in their current congregate settings, while strategizing for crisis response if required.  
 
 
Overall Principles 

 This document should be considered a fluid strategy, and will flex to system and patient needs 
throughout the pandemic response 

 This guidance document will align with WW COVID-19 hospital capacity planning and regional 
patient flow strategies 

 The expectation is that all care providers are identifying (TEST), planning and preparing for 
(PROTECT), and readily mitigating scenarios of elevated risk (PREVENT and RECOVER) 

 If and when needed, the WW hospital and non-hospital pandemic response tables will convene 
as a regional Incident Management System (IMS) structure to strategize and solution together  

 This document does not replace the guidance documents and directives found here: 
http://www.health.gov.on.ca/en/pro/programs/publichealth/coronavirus/2019_guidance.aspx 
 

Waterloo Wellington Regional COVID-19 Response Planning Areas 

Guiding Document Led By Audience and Use 
WW Hospitals Regional Patient 
Flow Strategy 

CNE/VP Clinical Group Implementation of patient 
transfers by Regional Patient 
Flow Team 

Internal Hospital Pandemic Surge 
Planning 

WW Hospitals Internal  

AHF- Hotels GRH, OH, Home and 
Community Care  

WW hospitals, Home and 
Community Care 

AHF- Field Hospitals GRH supported by OH WW hospitals, other 
Retirement Home/Long Term Care 
(RH/LTC) Crisis Response 

Non-Hospital Health System 
Response Table 

LTC/RH sectors, Home and 
Community Care, Primary Care 
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1.0: WW Current Capacity in Congregate Settings  

 

 

2.0: LTCH/RH Available Supports for Risk Mitigation (TEST AND PROTECT) 

It is expected that owners/operators of congregate care settings perform daily risk assessments, develop 
their own crisis response plans, and implement proactive strategies with local/ Ontario Health Team 
(OHTs) partners to maintain supports for clients/residents/patients. This includes collaboration with 
community providers and the local hospital to ensure appropriate staffing, training/education, infection 
control, and use of personal protective equipment (PPE) in accordance with provincial directives. The 
triggering of such a support group would follow a similar process to that outlined below (section 4.0), 
without the need for early inclusion of regulatory bodies, or notification of command centres. A sample 
pandemic preparedness checklist is available in Appendix 1 (source: SW Crisis Response Team) and could 
be modified to suit the congregate care setting.  

Numerous community-based supports and ED Diversion strategies have been developed prior to, and 
during the COVID-19 pandemic response (Appendix 2). A model for LTCH access to services during 
COVID-19 is below, with supply and access to x-ray, CT, medications, PPE and oxygen to be considered at 
all levels (see Figure 1, courtesy of Carrie Heer).  

Access to palliative supports should follow the WWLHIN palliative nursing prioritization framework, 
assessing each case as urgent/same day, or non-urgent. Access to virtual Emergency Department (ED) 
physician consultation is also available (Appendix 3) and should be used as a method to reduce 
patient/client transfers to hospital when appropriate.  
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Figure 1. Model for LTCH access to services during COVID-19 

 

3.0: Early Identification of Risk and Resolution (PREVENT) 

As per the April 14, 2020 directive from Ontario Public Health, a risk identification system will be 
implemented for LTC/RH. The risk assessment of homes will be completed by the WWLHIN in 
partnership with Public Health, and coded Red/Yellow/Green based on the following criterion: 

 Outbreak status 
 Deaths- residents and staff 
 COVID-confirmed residents and staff 
 COVID- probable residents and staff 
 Critical staffing shortages 
 Critical PPE shortages 

Owners and operators of congregate settings (LTCH, RH, shelters, group homes) will work to hastily 
identify and mitigate risks, in anticipation of potential movement from Green to Yellow, within the 
organization and with local partners. Creative and innovative partnerships in care delivery are 
encouraged.  
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In response to risks identified in staffing or equipment, the following steps will be cascaded through: 

  

 

 

 
 
 
 
 
 

 
 
 
 
 
 

 
 

4.0: Triggering of RH/LTCH Capacity Crisis and IMS Response (PREVENT AND RECOVER) 

Step 1: Process of triggering the crisis response in anticipation of significantly elevated risk beyond the 
ability to mitigate risk (section 2.0) 
 
For Retirement Homes: the owner/operator notifies the Retirement Homes Regulatory Association 
(RHRA) with concerns and queries; RHRA completes a risk assessment and reviews with appropriate 
Public Health Unit and the WWLHIN. A meeting is convened to share information and validate the risk 
level.  
 
For Long Term Care Homes: the owner/operator notifies the Ministry of Long Term Care (MLTC) 
Compliance branch with concerns and queries; the MLTC will consider outreach to the WWLHIN and 
appropriate Public Health Unit. A meeting is convened to share information and validate the risk level. 
  
It should be noted, however, that risk assessment of RH/LTCH settings is a dynamic process with 
multiple inputs across the system with respect to risk assessment. In some sub-regions, a daily “huddle” 
might involve PH/LHIN/OHT partners which perform daily outreach to the homes to advance the process 
of risk assessment, which may lead to an IMS response. 
 
Step 2: IMS response 

Once the crisis is validated by the small group(s) described above, the following structures will be 
notified: 

 Regional Command triad (Dr. Sharon Bal, Lee Fairclough, and Dr. Hsiu-Li Wang)  

RH/LTCH source locally 
within OHT for equipment 
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Request regional partner 
support (other congregate 
homes, LHIN staff, service 

provider organizations) 

Access provincially-provided 
HR matching and supply 

chain resources 

Request regional partner 
support (hospital staff) 
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 Ontario Health West Regional Command Table (Bruce Lauckner and Dr. Thomas Stewart) 
 Ministry of Health Emergency Operations Centre  

Dr. Bal will initiate a non-hospital IMS response structure. The decision may also be made at that time to 
include the hospital pandemic response table for a regional response if required. The local IMS structure 
for RH/LTCH crisis response will include the following membership: 

 WW hospitals representative (Lee Fairclough or designate CNE/VP Clinical from respective OHT) 
 WWLHIN Home and Community Care representative (Karyn Lumsden or designate) 
 RH/LTCH Regulatory or Compliance body representation 
 Ontario Health Team (OHT) leader 
 Owner/Operator of the LTCH/RH or Congregate Setting 
 PH representative (Dr. Hsiu-Lee Wang or designate from respective PHU) 
 Others as required (including clinical or administrative experts on IPAC or crisis response) 

An example of the crisis response structure is below and could be replicated for any congregate setting: 
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The Waterloo Wellington Congregate Care Setting COVID-19 Emergency Response Structure (Appendix 
4) outlines the roles and responsibilities during an emergency, the process for making arrangements, 
securing health human resources, and equipment. 

The IMS structure will develop a strategy to support the congregate setting with a short term plan (0-72 
hours) and a longer term plan (72+ hours). 
 
In the first 0-72 hours, decisions are required on: 

 The ability to redeploy staffing or equipment from OHT partners 
 The ability to secure staffing or equipment from regional/provincial partners 
 The need for a mobile crisis unit to be deployed to the home, and the required make-up of that 

team (including redeployment of staff and resources from community and hospital providers) 
 
In the longer term, (72 hours +), a strategy will be formed including the following elements: 

 The home’s ability to continue to support patients  
 The ability to permanently secure new staffing and equipment 
 The need to cohort COVID suspected or positive patients within the facility 
 The need to cohort COVID suspected or positive patients in other facilities, including WW 

hospital sites or Alternate Health Facilities (AHFs) as available (more information in section 5.0) 
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5.0 Accessing Supports In Times of Elevated Risk Status 

As per section 3.0 of the Community Crisis Response Plan (April 17, 2020), owners and operators of 
congregate settings (LTCH, RH, shelters, group homes) will work to hastily identify and mitigate risks 
within the organization and with local partners. The WWLHIN has been working with Public Health and 
OHT partners to assess the risk status of homes, reporting their green, yellow, or red status to the MOH 
EOC daily.  

Sequential Process for Accessing Supports: 

Green to Yellow Status:   
The creation of a mixed support team can occur based on the home’s needs. These supports are 
accessed through and led by the respective Ontario Health Team lead, working in partnership with the 
WWLHIN, local hospital and other community partners listed below. 
 
Yellow to Red Status: 
The home must identify their crisis status to Dr. Sharon Bal, who will trigger a formal IMS response. 
During a formal IMS response, a Mixed Crisis Response Teams may be available through WW hospitals 
(respective CNE) and WWLHIN (Rhonda Wideman). Orientation and training available through Fairview 
Mennonite Home (Elaine Shantz). 
 
Supports through OHT Partners- Main Points of Contact (“Portals of Entry”) 

OHT CND  Guelph and Area KW4 Wellington 
Nursing Kristine Niedra 

 
Emmi Perkins Sarah Farwell 

Ingrid Pregel 
Jennifer 
Fillingham 

Karen 
Armstrong PSW 

Social/ Outreach 
Workers 
Program Supervisors/ 
Coordinators/ Admin 
Facility cleaning, laundry 
Food preparation and 
delivery, meal support 
Meal support 
Urgent PPE supply 
needs 

Maria Schipu Jeff Carter 
Emmi Perkins 

John McKelvie James McDevitt 

 

Professional Practice/ Infection Control- Main Points of Contact (“Portals of Entry”) 

OHT CND  Guelph and Area KW4 Wellington 
Infection Prevention 
and Control 

CMH: Sandra 
Hett 
NLOT: Carrie 
Heer 
WWLHIN: Dana 
Khan 

GGH: Melissa 
Skinner 
SJHCG: Libby 
Little 
NLOT: Carrie 
Heer 

GRH: Bonnie 
Camm 
SMGH: Leisa 
Faulkner 
NLOT: Carrie 
Heer 

Groves/NWHA: 
Jill Schitka 
NLOT: Carrie 
Heer 
WWLHIN: Liz 
Nieson 

Cohorting Strategies 

PPE Training 
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WWLHIN: Liz 
Nieson 
 

WWLHIN: Dana 
Khan 

COVID screening and 
testing 

Region of 
Waterloo Public 
Health 
CMH  
Sanguen Health 
Bus 

Wellington 
Dufferin Guelph 
Public Health  
GGH  
Guelph 
Wellington EMS 

Region of 
Waterloo Public 
Health 
GRH  
SMGH  
Sanguen Health 
Bus 
Center for 
Family Medicine 

Wellington 
Dufferin Guelph 
Public Health  
Groves  
Guelph 
Wellington EMS 

 

Clinical Supports- Main Points of Contact (“Portals of Entry”) 

Discipline CND  Guelph and 
Area 

KW4 Wellington 

Nursing 
 
 
 
 

 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson  

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson 

PSW Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson  

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson 

Physiotherapy/ 
Occupational Therapy 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson  

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Dana 
Khan 

Service Provider 
Organization 

Redeployment 
through 

WWLHIN: Liz 
Nieson 

Primary Care Dr. Sharon Bal Dr. David 
Schieck  

Dr. Joe Lee Dr. David Brault 

See OHT contacts below; each OHT has a pool of physicians willing to 
support colleagues as required in a variety of settings 

Geriatric Medicine Specialized Geriatric Services 
Palliative Care/ ACP Dr. Rachael Halligan 

Barbara Blocki 
Emergency Medicine Dr. Mark Shafir 
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6.0: Clinical Crisis Response Considerations 

Cohorting of COVID-presumptive or positive patients already is in place within WW hospital acute care 
sites and community congregate settings. The preference is to also allow COVID positive patients to 
palliate in place, and reduce the number of transfers for sickly patients if possible. Cohorting COVID 
patients in designated hospital sites is a strategy that WW regional partners may choose to employ if the 
transfer of patients from community to hospital/AHF increases the ability of the LTCH/RH to avoid 
outbreak status, maintain staffing and permit admissions 

The pandemic response may dictate a less than preferred strategy for redistributing patients, and it is 
vital to obtain the consent of the patient or their substitute decision maker (SDM). The regulatory 
bodies identified above, as well as the Regional and WW Command Centres may also have the authority 
to guide the structural and clinical response process. 

 

Upon reaching >95% occupancy in all WW hospitals, an AHF will be triggered to open and will be a 
potential destination for patients from community, segregated by patient type (see decision making tree 
below). 
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Open acute/other beds in 
conventional hospital space 

Open critical care beds in 
conventional hospital space 

Open acute/other beds in 
unconventional hospital space for 
transitional/or Restorative Care. 

Open critical care beds in overflow 
hospital space (PACU, OR, other)  

Right-size bed 
complement based 
on current 
projections of need 

Right-size bed 
complement based 
on current 
projections of need 

Mitigate single facility surge with WW 
inter-facility transfers, ensuring IPAC 
and in partnership with Criticall and 
Regional Patient Flow Team 

Trigger WW IMS structure to consider 
the following options, ensuring IPAC 
and in partnership with Criticall and 
Regional Patient Flow Team 
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Initiate regional and 
provincial patient transfer, 
ensuring IPAC and in 
partnership with Criticall  

Initiate decanting/ 
readiness of other 
innovative hospital 
options (Freeport, new 
Groves)  

Initiate opening process for Alternate 
Health Facilities (AHF); attempt to 
keep all Critical Care patients in 
hospital 

Open Hotels, in partnership 
with Home and Community 
Care, for: 

Alternate Levels of Care (ALC), 
Rehab, Complex Continuing 
Care (CCC), transitional care 
and Home First patients 

Open Other AHFs for: 

COVID-positive.   
Acute young ill patients that will get better. 
Older frail patients that are almost palliative 
needing supportive care. 

Inpatient and higher acuity care provided in 
major disaster scenario. 
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Appendix 1 

 

LTC Pandemic Preparedness Checklist  

(Source: SW Crisis Response Team) 

 

Date: 
 

Facility Name: 
 

Facility Address: 
 

Number of residents: 

Person Completing Form: 
 

Task/Activity Yes/No/Na 

1. Planning  

1.1 Does the facility have a respiratory infection outbreak plan?  

1.2 Is the plan reviewed/updated regularly?  

Notes/Recommendations: 

2. Chain of Command/Command Centre  

2.1 Does the facility have an interdisciplinary outbreak management team that include 
representatives from administration? 

 

2.2. Does the facility have a designated Infection Control Professional (ICP) and back up and a 
designated Occupational Health and Safety representative and back up who are known to staff and 
available 24/7? 

 

2.3 Are all staff aware of their roles/responsibilities during a pandemic outbreak?  

2.4 Is there a chain of command for implementing the pandemic plan? (i.e., if an administrator is not 
available, who is next in command?) 

 

Notes/Recommendations: 

3. Resident Needs  

3.1 Does the facility have an up-to-date assessment of residents’ care needs?  

3.2 Is the facility implementing/using the province-wide virtual care program?  

3.3 Has the facility identified residents who could be cared for in other settings if necessary?  
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3.4 Has the facility identified residents at high risk of complications and identified strategies to reduce their 
risk? 

 

3.5 Does the facility have the required Personal Protective Equipment (i.e. Droplet/Contact Precautions) at 
point of care? 

 

Notes/Recommendations: 

4. Critical Services  

4.1 Has the facility identified services that must be maintained during a pandemic?  

4.2 Has the facility identified services that could be reduced or curtailed?  

Notes/Recommendations: 

5 Supply Chains  

5.1 Has the facility identified the supplies required during a pandemic?  

5.2 Does the facility regularly review the quantity and use of PPE (gloves, gowns, masks, goggles/face 
shields)? *If more PPE is required please advise* 

 

5.3 Does the facility regularly review the quantity and use of cleaning products/disinfectants?  

5.4 Does the home have contracts with local suppliers to provide medical equipment?  

5.5 Will these suppliers be able to fulfill contracts during a pandemic? If not, does the facility have a back-up 
source of supply? 

 

5.6 Has the facility identified and established relationships with other health care facilities outside 
the region as a means of accessing possible sources of needed pharmaceuticals, equipment, 
supplies, and staff? 

 

5.7 Has the facility made arrangements to obtain and transport supplies for life sustaining services (e.g., for 
hemodialysis and peritoneal dialysis)? 

 

Notes/Recommendations: 

6. Human Resources  

6.1 Has the facility identified the staffing needs required for the current pandemic?  

6.2 From a care perspective, what is the facility’s resident-to-staff ratio?  

6.3 Has the facility identified the skills that existing staff– including administrative and non-patient care staff 
can provide? 

 

6.4 Does the facility enforce their established sick policies with staff?  

6.5 Does the facility have a staffing contingency plan in case 20 to 35% of staff fall ill?  

6.6 Does the facility have a policy for addressing work refusal?  

6.7 Has the facility identified potential outside sources of human resources? (e.g., nursing 
agencies, other community organizations, volunteers, family members) 
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6.8 Has the facility developed plans to support staff during a pandemic (e.g., child care, transportation, 
psychosocial support, meals, accommodation, assistance with pet care)? 

 

6.9 Has the facility developed a plan for cohorting staff? If not, how many/what type of staff are working 
per shift? 

 

Notes/Recommendations: 

7. Communications  

7.1 Does the facility have a plan for communicating with staff, residents, volunteers and family members 
during a pandemic, including the person(s) responsible for notifying staff and families? 

 

7.2 Does the facility have up-to—date emergency contact information available for resident’s family 
and next of kin? 

 

7.3 Have key personnel been designated to control and take care of the needs of the media? Is there a plan 
for personnel to coordinate messages with the local public health unit? 

 

7.4 Has the facility developed procedures for handling requests for information from the media? Are these 
provisions consistent with the Public Health Information and Privacy Act (PHIPA)? 

 

Notes/ Recommendations: 

8. Security  

8.1 Does the facility have the ability to lock down so entry and exit to all parts of the facility can be 
controlled? Has this process been tested? 

 

8.2 Have arrangements been made to meet and escort responding emergency service personnel?  

Notes/Recommendations: 

9. Traffic Flow and Control  

9.1 Does the facility have plans to restrict access in affected areas of the home?  

9.2 Will elevators be staffed and controlled?  

9.3 Is there a designated entrance and exit for both vehicles and people?  

9.4 Has the facility made provisions for deliveries (i.e. supplies and equipment)?  

 

Notes/Recommendations: 

10. Surveillance  

10.1 Does the facility routinely assess residents for respiratory symptoms?  

10.2 Does the facility encourage staff to report respiratory symptoms?  

10.3 Does the facility currently screen residents/staff/visitors upon entering and exiting the facility for 
respiratory symptoms? 

 

10.4 Does the facility have a plan in place to consult with the local Public Health Unit regarding 
residents/staff who fail screening process? 
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10.5 Does a process exist to notify infection control designate within 24 hours when an outbreak is 
suspected? 

 

Notes/Recommendations: 

11. Education and Training  

11.1 Does the facility have ongoing, mandatory pandemic training programs? Is this material/training also 
provided at staff orientation? 

 

11.2 Does the plan include methods for ramp up and quick training for new and altered roles (e.g., 
have policies and procedures been made, have job action sheets been developed)? 

 

11.3 Does the facility routinely provide training on the proper donning and removal of personal protective 
equipment? 

 

Notes/Recommendations: 

12. Visitors  

12.1 Does the plan include a mechanism to deal with anticipated increases in visitors seeking to gain 
entrance? 

 

Notes/Recommendations: 

13. Relocation of Residents and Staff  

 

13.1 Has the facility made plans to relocate residents and staff to an immediate area of safe refuge within the 
facility in the event the area must be evacuated (i.e., to facilitate the isolation of residents with COVID-19)? 

 

13.2 Does the facility have a plan in place to move/transfer residents (i.e. to hospital)?  

Notes/Recommendations: 
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Appendix 2 

Congregate Care ED Diversion Strategy- Sharon Bal 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

o MRP support to MD/NP on-call group 
o Nursing to call MD/NP in advance of SDM if change in condition (non-emergent); MD/NP to speak 

with resident/SDM 
o Virtual visits or e-consults to ED, Specialties prior* to transfer 

 ED Chiefs and LTC Directors on-boarded 
o IV starts by EMS (medical directives created) for review by home 

 

   Virtual Care Build 

Proactive Outreach

o LTC/RH WW Lead is point person for sector (E. Shantz) 
o The LHIN/ respective Associations disseminate OH directives to this sector as they are released 
o NLOT provides additional educational and clinical consult support daytime 

 E-mentoring IPAC, SDM conversations, Critical Triage Tool education 
o Case-finding; NLOT and Geriatrics, frailty scores 
o Advanced Care Planning Discussions 
o Optimization of medication via compression and reduced aerosol-generating procedures 

 

o Digital Lead is point person for LTC/RH support (T. Alexander) 
o Solutions identified and co-designed with clinicians (C. Heer – NLOT, A. Nevitt) 
o Initiatives include iPads that allow LTC/RH to conduct virtual clinical visits, eConsult between 

primary care staff and specialists (Ortho, Geriatricians, Palliative, Respirology, Radiology)  

   IMS Regional Structure

o On-call Non-Hospital, PH and Hospital Sector Leads that are available 24/7 and can be convened 
in 30 minutes for virtual meeting in crisis 

o Primary Care recruitment to formalize LTC and RH on-call system by sub-region 
o OHT Leads identified as Point Persons to lead this by sub-region 
o Redeployment of clinicians from OHTs to support on-call rosters, with link to LHIN and 

hospitals to ensure broad-based crisis team composition 
 

Care Path Mechanism 

Human Resource Strategy 
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Stakeholder Working Groups for COVID-19 
 
 
 
Work to ensure LTC Medical Directors and ED Chiefs work on initiatives to promote ED diversion, 
including assessing the role of ED MD consults and virtual consult with internal medicine, geriatric 
medicine, palliative and ortho to ensure care-in-place whenever possible, and in keeping with goals of 
care 
Lead: Carrie Heer, NP 
Meets once weekly 
 
 
 
 
Work to ensure Palliative Care MDs/NPs/Primary Care address in- and out-patient HHR planning for 
palliative care provision of COVID-19 and non-COVID patients in hospital, community and hospice 
Consider need for palliative COVID-19 cohorting 
E-mentor and e-consult around PSM to build capacity in primary care (free modules: 
https://www.pallium.ca/ 
MDs/NPs able to connect with palliative nurses and other supports virtually so that they can assess 
patient (brief encounter so that nurses can get on with other task and can be continued by phone if 
more info needed) 
Leads: Dr. Rachel Halligan, Barbara Blocki, Cindy Shobrook 
Meets once-twice weekly 
 
 
 
 
Work to ensure primary care and OHT structures from each region consider re-deployment and HHR 
strategies, in conjunction with LTC, RH, mental health, hospital, palliative care, to increase community 
support of vulnerable sectors and support hospital decant and ED diversion 
Lead: Dr. Sharon Bal 
Meets daily at 0800 
 
 
 
 
Work to enable OTN access and virtual medicine (including e-mentoring of staff by NLOT and clinical 
assessments, access to e-consults to ED, internal medicine, ortho and geriatrics 
Procure tablets (as per IPAC recommendation over multiple computers) for RH/LTC (88); WW LHIN 
funding request being submitted 
Leads: Dr. Mohamed Alarakhia, Ted Alexander 
Meets daily as member of Non-Hospital Sector Leadership, as well as supports other groups with virtual 
solutions as needed 
 
 

WW LTC-ED Working Group 

WW Palliative Care Working Group 

WW Non-Hospital Sector Leads Group 

WW Digital Strategy and System Enablement 
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Sub-Region Initiatives 
 
 
 
 
CND OHT Physician Lead at daily call and regional pandemic meeting – Dr. Sharon Bal 
LTC and RH: 
CND LTC/ED/FM/Palliative/NLOT Planning Committee (Lead: Dr. Mekalai Kumanan) 

 Leverage existing community-on-call primary care after-hour call system, including 
consideration for use of input health as portal of entry 

 Added enhancements with view towards ED diversion including LTC after-hours LTC 
Director/MRP backup 

 E-mentoring by NLOT around Critical Triage Protocol and ACP messaging with residents and 
SDM 

 EMS iv start medical directive (to get LTC Medical Directors to sign) 
 ED virtual consult as well as possibly ortho, medicine and geriatrics  

*Plan is now to scale existing LTC after-hours coverage to encompass RHs 
 
Vulnerably housed/Shelters/Group Homes 
COVID-19 Mobile Assessment/Primary Care Sanguen Bus (Dr. Chris Steingart) 

 Mobile assessment and testing site 
 Link to safe place to self-isolate, Radisson hotel and Hilton 
 Priority testing 

 
*Plan is to look for other non-traditional spaced for self-isolating, COVID+ patients 
*Plan is to work with mobile assessment MD/NP teams to do testing in group homes 
 
 
 
 
KW4 OHT Physician Lead at daily call and regional pandemic meeting – Dr. Joe Lee 
LTC and RH: 
KW4 LTC/RH Planning Committee: 

 To formalize and coalesce LTC on-call group (merging groups) 
 Consider redeployment of primary care or FM residents, OHT doctors 
 Specialized support to primary care: PSM, dementia and IPAC expertise 
 Outreach to RH directors 
 Expand into dual call system to provide RH after-hours clinical backup 
 ED virtual consult as well as possibly ortho, medicine and geriatrics 

 
*Plan is now to formalize and expand after-hours LTC call groups 
*Plan is now to scale after-hours coverage to encompass RHs 
 
Vulnerably housed/Shelters/Group Homes 
COVID-19 Mobile Assessment/Primary Care Sanguen Bus (Dr. Chris Steingart) 

 Mobile assessment and testing site 
 Link to safe place to self-isolate, Radisson hotel, Hilton 

CND (Cambridge-North Dumfries) 

KW4 (Kitchener, Waterloo, Wilmot, Woolwich, Wellesley) 
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*Plan is to look for other non-traditional spaced for self-isolating, COVID+ patients 
*Plan is to work with mobile assessment MD/NP teams to do testing in group homes 
*Plan is to continue expanded COVID-19 testing (*1300 assessments as of April 28/20) 
 
 
 
 
Wellington Physician Lead at daily call and regional pandemic meeting – Dr. David Brault 
Wellington (pre)-OHT: 

 Different model with LTC docs those working in ED, do not need ED consult 
 LTC/primary care to reach out to RH Medical Directors to provide additional support 

*Ask is for e-consult or virtual option for PSM and Geriatrics 
 
 
 
 
Guelph Physician Lead at daily call and regional pandemic meeting – Dr. David Schiek 
Guelph & Area OHT Transformation Lead - Emmi Perkins 
LTC and RH: 
Guelph+Area OHT: 

 HHR strategy to divide MD/NPs into streams to redeploy and support: ED, Hospitalists, 
Assessment Centre, RH+LTC, Palliative 

 Commitment to providing RH MRP/medical directors additional supports 
 Advanced HHR inventory and focussed OHT member redeployment strategy 
 Advanced PPE inventory tracking across OHT community partners for urgent distribution (Emmi 

Perkins) 
 
*Plan is now to formalize and expand after-hours LTC call groups 
*Plan is now to scale after-hours coverage to encompass RHs 
 
Vulnerably housed/Shelters/Group Homes 

 Guelph COVID-19 Assessment Centre allows walk-ins so can be accessed without PCP referral; 
larger scale COVID-19 testing capacity with recent move to larger site 

 Are looking to transition model to allow for minor illness management and prescribing which 
further affords unattached or marginalized populations access to primary care  

 
 
 
 
 

 3 COVID-19 Testing Sites (SMGH, CMH, GRH) 
 Mobile COVID-19 Assessment Centre (Sanguen) Bus for Vulnerable Populations, Shelters 
 Mobile “on-call” outreach tests for LTC/RH resident COVID-19 testing or HCW testing in 

RH/LTC homes in “outbreak” 
 
 

Rural Wellington 

Guelph and Area 

Congregate Care Setting COVID-19 Testing Sites 
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WW LTC-ED Working Group: 
Dr. Fred Mather, Chris Bigelow (HPC), Dr. Alex Ferguson (GGH), Dr. Doug Roach (Groves), Dr. Peter Maric 
(GRH/SMGH), Dr. Hugh Boyd (SJHCG), Dr. Arthur Eugenio (CMH), Dr. Mark Shafir (CMH/LHIN Lead), 
Carrie Heer (NP NLOT), Dr. George Heckman (Geriatrician), Dr. John Stickney (Wellington Terrace), Dr. 
Chris Peterkin (NWHCA), Rita Sharratt (Director, CMH), Dr. Sharon Bal (WW – Guest) 
 
WW Palliative Care Pandemic Group: 
Dr. Martha Taylor (KW), Dr. Lana Tan (GRH – Palliative) Dr. Tamara Holling, (Palliative – CND), Dr. Donna 
Ward (PSM – GRH), Cindy Shobbrook (Nursing), Dr. Sheila Russek (Palliative), Dr. ,Lyndsay Evans 
(Oncology), Dr. Jenny Legassie (CMH), Dr. Andre Moolman, Dr. Stephen Keleher (KW), Dr. Rachael 
Halligan (WW), Dr. Sandy Shamon (CND), Dr. W Ruddock (Guelph), Chris Lund (Fergus - Wellington), Dr. 
Peter Spadafora (Guelph), Andrea Binkle, Megan Hamilton, Carrie Heer - St. Joseph's Health Centre 
Guelph, Chris Bigelow (HPC), Jeannette Bos (Bayshore), Patricia Lammers (KW), Ann Phillips, Elizabeth 
Nieson (KW4 - HCC), Emmi Perkins (Guelph & Area OHT), Dr. Sharon Bal (WW - Guest) 
 
WW Non-Hospital Sector Leads Group: 
Primary Care and OHT Leads: Dr. S. Bal, Dr. J. Lee, Dr. D. Brault, Dr. D. Schiek, Emmi Perkins 
Hospital Liaison: Sarah Farwell 
Community Mental Health: Helen Fishburn (CMHA) 
LTC/RH: Elaine Shantz (Fairview Mennonite) 
Digital: Ted Alexander (eCentre for Excellence) 
Home and Community Care: Karyn Lumsden, Dana Khan 
Palliative Care: Barbara Blocki, Dr. Rachel Halligan (WW) 
Indigent/Homeless: Dr. Chris Steingart (KW, ID: Sanguen COVID-19 Mobile Assessment Bus) 
French Language Liaison: Bianca Gagnon, Guelph CHC/Entité (Guest) 
RH and LTC ED Diversion Specialist: Carrie Heer (NLOT, NP, WW) 
 
CND LTC/ED/FM/Palliative/NLOT Planning Committee 
M. Shafir (ED), A. Eugenio (ED), Carrie Heer, NP (NLOT), M. Kumanan (FM), S. Bal (WW), J Crosby (LTCH), 
S. Shamon (LTC primary care), R. Halligan (WW Palliative), Dr. Sharon Bal (WW – Primary Care) 
 
KW4 LTC/RH Planning Committee: 
Dr. Peter Whitby (LTC), Dr. Linda Lee (LTC-primary care), Dr. Ryan McKee (LTC – primary care), Dr. Jamie 
Milligan (LTC – primary care), Ingrid Pregel (OHT admin), Dr. Sharon Bal (WW – Guest) 
 

 
 
 
 
 
 
 
 

 

Membership of WW COVID-19 Working Groups and Committees 
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Waterloo Wellington Congregate Care 
Setting COVID-19 Emergency Response 

Structure (IMS) 

 Version:  April 9/2020 



 

April 29, 2020 FINAL 
 

Introduction  
In the context of COVID-19, an “Emergency” in a Retirement Home, Long Term Care Home or 
other congregate setting is defined as an internal outbreak or external challenge that threatens 
the stability of that “home” and further compromises the safety and wellbeing of the residents of 
that home beyond the impact of the virus alone.  For the purpose of this document, the term 
“home” will be used inclusively to denote any congregate setting where vulnerable residents 
may reside and includes but is not limited to, retirement homes, long term care homes, shelters, 
assisted living buildings, seniors’ apartments and so on. 
 
Management of emerging and urgent crises in these settings will be centrally overseen by the 
leadership structure within the homes. The IMS structure outlined in this document will come 
alongside the home in crisis to help stabilize the situation and establish a sustainable plan for 
the longer term.  The IMS structure for responding to COVID-19 will fall under the oversight of 
the “Non-hospital action table” in the West Region IMS structure and issues will be escalated to 
the regional IMS table as necessary.  Additionally, the interconnectivity between this table and 
the other two WW IMS tables (hospital and public health action tables) is recognized.   Critical 
participants in the execution of the IMS response include primary care, specialists, EDs, OHT 
tables and associated member organizations, home and community care, the LHIN, acute care 
and LTC, RH and CSS leadership. 
 
In the event of a major emergency or disaster, the WWLHIN will be prepared to respond to and 
support impacted communities to the extent possible within its capacity to provide support and 
services.  The WWLHIN endeavors to provide quality health care and in home support service 
in the community with available resources during an emergency. 
 
The Congregate Care Response Plan has been prepared to provide key stakeholders with 
important emergency response information related to: 

 Roles and responsibilities during an emergency, and; 
 Arrangements, services and equipment 
 Clinical supports and human resources  
 Supports to provide “care in place” and clarification of when to execute 

transition/decanting plans. 
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Objectives  
In an emergency scenario in congregate care, where stability of the organization and its ability 
to care for its residents is significantly impacted or at risk of being so, the primary aims will be 
to: 

 Protect life where possible. 
 Protect patient safety and access to care. 
 Maximize the ability of staff to provide support/care safely 
 Respond expediently to stabilize the care and work environment 
 Prevent further harm  

 

Emergency Notification Procedures 

Incident Management System (IMS) 

IMS is a systematic approach for establishing a command and control system at the site of an 
emergency incident.  The LHIN’s IMS Lead for emergency response in congregate care settings 
functions as Incident Commander.  This individual is the holder of the role of the WW IMS Lead 
for the “Non-hospital Action table”.  The WWLHIN’s Incident Commander (IC) will retain 
oversight of the emergency scene, for as long as is necessary for response continuity. The IC 
will delegate responsibilities, trigger execution of response plan elements and transfer 
command responsibilities as is dictated by the emergency scenario – this may evolve over time 
as the nature of the emergency changes over a course of hours or days.  
 

When Does the Emergency Management Plan Implementation Occur? 

The Emergency Management Response (EMR) Team is assembled and the Congregate Care 
Emergency Management Plan is utilized when it is apparent to Incident Command that an event 
or events will have major impact on the stability of a home or the safety of the residents therein 
and/or when considerable outside assistance is required to deal with an emergency incident.   

Generally, this occurs when there is: 
 
Advance Warning - there is an opportunity for the Incident Command to assess the potential 
impact and do some initial planning e.g. early indication of outbreak status, decreasing staffing 
levels etc. 
 
Sudden Impact – an unexpected situation that impacts the home immediately e.g. sudden 
departure of staff, steep escalation in COVID positive patients, facility breakdown (for instance, 
hydro-electric failure, fire) 
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The Incident Commander or any member of the EMR group can also request that the Group 
convene to consider a possible, pending or actual emergency situation affecting the WWLHIN.  

 

Notifying EMR 

Once the decision to assemble EMR group is made, the Emergency Management Lead may 

 initiate the notification procedure,  
 place EMR members on standby or  
 direct the members to assemble on a virtual call 

 
The Emergency Management Lead will provide the members with a brief description of the 
situation.   If primary contacts cannot be reached, the designated alternative shall be contacted. 
The membership of the Congregate Care Emergency Response group is regional. As 
appropriate, representation of key agencies at the sub-region/local level in the area where the 
event is occurring, will be immediately engaged and pulled into the emergency response group 
activity. 
 
The Congregate Care Emergency Management Group acts as a coordination point for activities 
that are taking place across sectors in response to the identified emergency.  The group is 
called together to Incident Command activities and needs, share information, provide advice 
and input for major decisions, and implement the desired course of action in a coordinated and 
effective way. 
 

Congregate Care Emergency Response 
Management (IMS) Group  
The emergency response will be directed and controlled by a group of senior administrators 
responsible for coordinating the provision of the essential services necessary to minimize the 
effects of an emergency in the congregate care setting.  It consists of the following or their 
alternates: 
 

Name Position/IMS Role Mobile Phone or Email 
Dr. Sharon Bal  CND Primary Care Clinical Lead/ IMS 

Commander/Non-hospital Action table 
lead 

519-590-6938; 
519-653-0874 

Pam Hurrell  Administrative Assistant Pamela.Hurrell@lhins.on.ca 
Dr. Mohamed 
Alarakhia 

WWLHIN Digital Lead 519-580-3070 

Dr. Sharon Bal  
 

CND Primary Care Clinical Lead  
 

519-590-6938 
 



 

P a g e  26 | 29 

 

Dr. David 
Brault 
 
Dr. Joseph Lee 
 
Dr. David 
Schieck 

Wellington Primary Care Clinical Lead 
 
KW4 Primary Care Clinical Lead 
 
Guelph and Area Clinical Lead 

519-731-4846 
 
519-588-2693 
 
519-400-1745 
 

Karyn 
Lumsden 
 
Dana Khan 

VP, Home & Community Care 
 
Director, Home & Community Care 

226-989-5179 
 
519-616-0286 
 

Elaine Shantz ED, Fairview Mennonite Home/LTC and 
RH Lead 

226-749-4425 
 

Dr. Mark Shafir ED Lead  519-766-0698 (pref); 
519-827-7311 
 

 
Bonnie Camm 
 
Leisa Faulkner 
 
Sandra Hett 
 
Natasha 
Lemieux 
 
Libby Little 
 
Jill Schitka 
 
Melissa 
Skinner 
 
  

VP Clinical, GRH 
 
VP Patient Services and CNE, SMGH 
 
VP Clinical and CNE, CMH 
 
VP Patient Services and CNE, 
Homewood Health  
 
VP Clinical and CNE, SJHC 
 
VP Clinical and CNE, Groves and 
NWHA 
 
VP Patient Services and CNE, GGH 

519-588-1442 
 
226-808-7572 
 
519-240-6832 
 
519-400-3764 
 
 
519-824-6000 
 
519-993-2266 
 
 
519-400-0609 

Dr. Nicola 
Mercer 
 
 
Dr. Hsiui-Li 
Wang 
 
Dr. Julie Emili 

Chief Medical Officer of Health 
Wellington Dufferin Guelph Public 
Health 
 
Acting Chief Medical Officer of Health 
Region of Waterloo Public Health 
 
Acting Chief Medical Officer of Health 
Region of Waterloo Public Health 

519-822-2715 
 
 
 
519-573-4831 
 
 
519-575-8621 
 
  

Karen 
Armstrong 

Wellington OHT Lead 
 

519-313-1457 
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Sarah Farwell 
(with Ingrid 
Pregel and 
Jennifer 
Fillingham) 
 
Kristina Niedra 
 
Emmi Perkins  

 
KW4 OHT Co-Leads 
 
 
 
 
 
CND OHT Transformation Lead 
 
Guelph & Area OHT Transformation 
Lead   

 
 
226-898-6859 
 
 
 
 
647-883-2087 
 
519-827-7358 

 
 

Additional personnel will be included, as necessary: 

 Regional, municipal or provincial Emergency Management Coordinators; 
 Regional, municipal or provincial police representatives; 
 Regional or municipal fire representatives; 
 Representatives from local agencies in the area of the emergency (OHT tables, 

specific Long Term Care and Retirement Homes, specific hospitals, etc.) 
 
IMS will add members with responsibilities and expertise that are appropriate to the situation. 
 
Members of IMS must: 

 Be familiar with, and follow the procedures outlined in the Emergency Management Plan 
 Notify your designated alternate and sector associates as necessary 

 

Operating Cycle 

During an emergency, members of IMS will gather at regular intervals to inform each other of 
actions taken and problems encountered. The Incident Commander will establish frequency of 
meetings and agenda items. Meetings will be kept as brief as possible thus allowing members 
to carry out their individual responsibilities. Virtual status boards may be created to facilitate 
activity tracking. 
 

Responsibilities  

The members of IMS are responsible for the following actions or decisions: 

 Ensuring that the WWLHIN Emergency Management Plan is current; 
 Confirming that an emergency exists within a congregate care setting in the WWLHIN.  

Criteria for determining whether a situation is an emergency includes: 
 

 Is there an actual or potential threat to human safety? 
 Is there likely to be a need to involve emergency services? 
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 Is there an actual or potential serious threat to buildings or facility essential 
services (hydroelectric, heat, etc.)? 

 Is there an actual or potential loss of workforce? 
 Is there a risk of any of the above, or other, factors creating significant 

destabilization? 
 

 Ensuring that appropriate resources are deployed from relevant agencies in an 
emergency response; 

 Coordinating emergency response activities for emergencies that arise in the context of 
COVID-19 in congregate care settings; 

 Determining if the membership of the IMS is appropriate in the current emergency 
situation; 

 Collecting and disseminating accurate and timely critical information to relevant 
stakeholders and the regional IMS table.  

 Confirming that the crisis, within the home is over  
 Debriefing following the emergency. 

 
 
IMS Key Activities 

Once the Incident Commander initiates a IMS meeting, members should: 

 Obtain updates from Incident Command; 
 Organize immediate support or resources as required  
 If deemed appropriate, request representatives from emergency services and other 

stakeholders to attend the IMS; 
 Formulate plans and initiate action in coordination with the Incident Commander; 
 Communicate with regional and municipal administration within the service area, if 

necessary; 
 Keep the community, staff, partner agencies and patients informed as appropriate and 

necessary. 
 

Key Positions of the IMS 

 
Incident Commander 

     Declares an Emergency; 
 Chairs meetings of the IMS; 
 Communicates with Regional IMS command table as necessary; 
 Initiates response activity of IMS members and their delegates/affiliated organizations 
 Terminates a declared emergency. 
 Ensures all IMS members are copied on any communications from members;  
 Leads communications and touch-bases with the IMS group; 

 
Sub-Region Primary Care Clinical Leads 
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 Liaise with primary care colleagues as appropriate to provide clinical assistance and 
oversight to home as necessary including but not limited to: the provision of “care in 
place” to prevent hospital admissions wherever possible, clinical advice and consult to 
staff of the home and linkages to any primary care physicians/medical directors already 
supporting home residents.  
 

LTCH/RH Sector Lead 

 Supports assessment of risk to congregate care setting, residents and staff. Liaises with 
home leadership. Connects to other congregate care setting leadership teams to support 
decanting decisions if necessary.  Identifies stabilization opportunity through infusion of 
resources and supports.  Acts as subject matter expert with regard to enabling policy. 
 

Home and Community Care Lead 

 Identifies supporting home/community care services at risk and implements contingency 
plan. Links with service provider organizations to secure necessary supports/resources. 
Supports patient/resident transition to other destinations if necessary. 
 

Acute Care Lead  

 Liaises with other Acute care representatives as necessary to support expedient 
transition of severely ill residents to hospital and the infusion of clinical expertise 
necessary to support “caring in place” whenever possible.  
 

ED Lead 

 Enables access to clinical expertise to support “care in place” in the home of moderately 
ill patients, and decision-making around patient decanting as necessary.  Liaises with 
ED leads in other acute settings as appropriate given the location of the emergency. 
 

Public Health Lead 

 Advises and informs decision making on the management of COVID-19 patients in a 
congregate setting including the judicious use of PPE, testing, screening and isolation 
protocols during residency in the congregate care setting and at the point of transition 

 
Ontario Health Team (OHT) Lead 

 Supports crisis response by identifying and coordinating redeployment of health human 
resources, equipment or supplies from OHT partners.  


