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The People’s Health Care Act, 2019
Connecting Care Act, 2019



Legislative Context:
The People’s Health Care Act, 2019

Connectina Care Act. 2019 Establishes a central agency
’ ’ Ontario Health

* Consolidates multiple provincial
Health Care Amendments to the Ministry of Health health agencies to form Ontario

Act, 2019 and Long-Term Care Act Health
(Bill 74)

has three
parts:

The People’s

e Authorizes the creation of new

Amendments/repeals to 29 pieces of integrated delivery systems called

legislation — enabling implementation, Ontario Health Teams
removing LHINs and providing for Authorizes Ontario Health to provide

Introduced February 26t 2019 Ontario Health funding under a Service Accountability
Passed April 19t 2019 X : Agreement to Ontario Health Teams

Alliance for Healthier Communities Source: “Ontario Health Team Handbook for Boards”, The Osborne Group, Association of Family Health Teams of Ontario 4
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Legislative Context:
Equity in the preamble

“The people of Ontario and their government...

Believe that the public health care system should be guided by a
commitment to equity and to the promotion of equitable health outcomes;

Acknowledge that the public health care system should recognize the
diversity within all of Ontario’s communities and respect the requirements of
the French Language Services Act in the planning, design, delivery and
evaluation of health care services for Ontario’s French-speaking
communities; and

Recognize the role of Indigenous peoples in the planning, design, delivery
and evaluation of health services in their communities.”

Connecting Care Act, 2019, Preamble

Alliance for Healthier Communities 5
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Ind!genous Health in é—-—i NDICENOUS

Indigenous Hands <= [EALTH CARE
COUNCIL

Alliance members are committed to the principle that health

care for Indigenous people should be managed by Indigenous-
governed organizations.

Honouring this commitment is essential to “walking the walk” of
reconciliation and allyship.

We are working with our Indigenous partners and the guidance
of the Indigenous Primary Health Care Council (IPHCC) on how
we can best support them in the Ontario Health Team process.



https://iphcc.ca/

Objectives of Health Care Transformation

In addition to the commitment to equity, to French-speaking
communities and to indigenous peoples, other objectives include:

Quadruple Aim

A health care system that centres around
people, patients, families and caregivers Population

e Continuous improvement of the patient experience Health
* Promote better value and ensure best outcomes

* Improve the overall physical and mental health and well-being of
Ontarians

e A sustainable, digitally enabled, publicly funded health care
system

 Empowerment of providers to work together to deliver high
qguality coordinated care

Improved
Patient
Experience

Improved
Decreased Provider
Cost and Staff
Experience

* Alliance for Healthier Communities Source: “Ontario Health Team Handbook for Boards”, The Osborne Group, Association of Family Health Teams of Ontario 7
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Legislative Context:
Duty of Health service providers and Ontario Health Teams

The Agency [Ontario Health] and each health service provider and
integrated care delivery system [Ontario Health Teams] shall separately
and in conjunction with each other identify opportunities to integrate
the services of the health system to provide appropriate,
coordinated, effective and efficient services.

Connecting Care Act, 2019, Section 30

Alliance for Healthier Communities
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Ontario Health

https://www.ontariohealth.ca/



https://www.ontariohealth.ca/
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Ontario WE
Sign up for their newsletter —_— ﬂ
H e a I t h Ontario Health Connection A1

Ontario Health is an agency with a mandate to connect and coordinate our province's health care
system in ways that have not been done before, to help ensure that Ontarians receive the best possible
care.

2020-21 Mandate Letter from the Minister of Health

Transferred in 2019 To transfer in 2021
Cancer Care Ontario HealthF()rceontariO
Health Quality . 1 4
eHealth Ontario
Trillium ;\"‘> a
% ﬁgt tv(\)/f) rLli(fe s Holﬂ:fadfln() except Home and Community Care

Ontario
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https://mailchi.mp/ontariohealth/news
https://www.ontariohealth.ca/our-story
https://www.ontariohealth.ca/sites/ontariohealth/files/2020-07/2020_7_8_Ontario_Health_Mandate_Letter_EN.pdf

Ontario patients, long-term care residents, community clients, caregivers, volunteers, and diverse

communities including Indigenous, Francophone, Black community, and persons with disabilities

ﬂ]@ ~=U!‘§Wﬂmﬁ’ﬁ @&

[ Health Providers and Ontario HealthTeams @ EUALEEE "

: Soclal Services Agencles Public Health Units Hospital and Emergency- Primary, Community- Specialty Disease-Based s
o Based Care Based, and Long-Term Care -
: e .ﬁ: <5 G :
- - 0 5l -
: & el @ -
: o :
. Ontario Health Teams °

sy :

Ontario Health Functional Service Structure

Patient, Caregiver, Community, and Provider Partnering (Engagement)
Focus on improving population health outcomes, improving patient experience, improving front-line and
provider experience, and achieving better value (Quadruple Aim)
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Source: Ontario Health’s Operating Model: Patient Perspective and Integrated Top-Line Organizational Structure



https://www.ontariohealth.ca/sites/ontariohealth/files/2020-09/OH_OpModel_and_OrgStructure_Internal_Sep92020.pdf

Ontario Health's Equity,
Inclusion, Diversity and
Anti-Racism Framework

Represent
and Reflect
Ontarians

With a focus on addressing anti-Indigenous and anti-Black racism

11 Areas of Action

Collect Equity Data
Set up systems and supperts to collect. analyze. and use equity data to report
findings and inform future decisions

Embed in Strategic Plan
Ensure efforts to address equity, inclusion, diversity, anti-indigencus and anti-Black
racism are at the highest priority for the organization

Partner to Advance Indigenous Health Equity

Recognize that strong relationships with Indigenous leadership and communities - founded
on respect reciprocity, and open communication — are critical in ensuring that the new
health care system in Ontaric reflects and addresses the needs of Indigenous peoples.

Invest in Implementation
Apply the financial and people resources needed for success and ongeing sustainability

Include and Engage Key Voices
Listen to the staff and communities and include their ideas and feedback into the

design, delivery and evaluation of programs and services

& & B L Lr Lr

Address Racism Focus on Anti-Indigenous and Anti-Black Racism
Identify and address discriminatory practices and procedures in all forms and all levels
using targeted approaches

— Reduce Disparities
Use data and best practices to establish standards, identify disparities and implement

comective action through a focus on access, experience and outcomes for the population

“ Contribute to Population Health

Work with other arms of government and agencies in planning services to improve the

health of the population

“ Report and Evaluate to Drive Improvement
Publish Framework metrics publicly with all reports including an equity analysis

Identify Clear

Accountability

Collect
Equity Data

Identify Clear Accountability
Establish and assign “who' is responsible for “what” Report

) and Evaluate
Represent and Reflect Ontarians to Drive
Strive for all levels of the organization to reflect the communities served Improvement

Source: Ontario Health - Equity, Inclusion, Diversity and Anti-Racism

Invest in
Implementation

Contribute

Health

For more information, go to: ontarichealth.ca

to Population

Include
and Engage
Key Voices

Embed in

Strategic Plan Address

Racism
Focus on
Anti-Indigenous
and Anti-Black
Racism

Partner to
Advance
Indigenous
Health Equity

Reduce
Disparities

Ontario
Health
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https://www.ontariohealth.ca/sites/ontariohealth/files/2020-12/Equity%20Framework.pdf
https://www.ontariohealth.ca/equity-inclusion-diversity-and-anti-racism

Building a Common Understanding

Ontario Health is committed to advancing equity, inclusion and diversity and addressing racism. In order to achieve
better outcomes for all patients, families, and providers within Ontario's health system, we must explicitly identify and
address the impacts of anti-Indigenous and anti-Black racism as part of our commitment.

This framework builds upon our existing legislated commitments and relationships with Indigenous peoples and
Francophone communities, and recognizes the need for Ontario Health to take an intersectional approach to this work.

The definitions below help to provide a commeon understanding as we work together to create a shared culture focused
on equity, inclusion, diversity, and anti-racism.

Anti-Racism

An anti-racism approach is a systematic method of analysis and a
proactive course of action. The approach recognizes the existence of
racism, including systemic racism, and actively seeks to identify, reduce
and remove the racially inequitable outcomes and power imbalances
between groups and the structures that sustain these inequities.

Anti-Black Racism

The policies and practices rooted in Canadian institutions such as
education, health care, and justice that mirror and reinforce beliefs,
attitudes, prejudice, stereotyping and/or discrimination towards
Black people and communities.

Anti-Indigenous Racism

Anti-Indigenous racism is the ongoing race-based discrimination,
negative sterectyping, and injustice experienced by Indigenous
Peoples within Canada. It includes ideas and practices that establish,
maintain and perpetuate power imbalances, systemic barriers, and
inequitable outcomes that stem from the legacy of colonial policies
and practices in Canada.

Diversity

The range of visible and invisible qualities, experiences and identities
that shape who we are, how we think, how we engage with and how
we are perceived by the world. These can be along the dimensions
of race, ethnicity, gender, gender identity, sexual orientation, socio-
economic status, age, physical or mental abilities, religious or spiritual
beliefs, or political ideologies. They can also include differences such
as personality, style. capabilities, and thought or perspectives.

Equity

Unlike the notion of equality. equity is not about sameness of
treatment. It denctes fairness and justice in process and in results.
Equitable cutcomes often require differential treatment and resource
redistribution to achieve a level playing field ameng all individuals
and communities. This requires recegnizing and addressing barriers
to opportunities for all to thrive in our society.

Health Disparities
Differences in health access. experience or outcomes in a way that
is systematic, patterned and preventable.

Inclusion

Inclusion recognizes, welcomes and makes space for diversity.
An inclusive organization capitalizes on the diversity of thought.
experiences, skills and talents of all of cur employees.

Intersectionality

The ways in which our identities (such as race, gender, class, ability,
etc) intersect to create overlapping and interdependent systems

of discrimination or disadvantage. The term was coined by Black
feminist legal scholar Dr. Kimberle Crenshaw and emerged from
critical race theory to understand the limitations of “single-issue
analysis” in regards to how the law considers both sexism and
racism. Intersectionality today is used more broadly to understand
the impact of multiple identities to create even greater disadvantage.

Source: Ontario Health - Equity, Inclusion, Diversity and Anti-Racism

Structural Racism

Is a system in which public policies. institutional practices, cultural
representations, and other norms work in ways to reinforce

and perpetuate racial group inequity. It identifies dimensions of
our history and culture that have allowed white privilege and
disadvantages associated with colour to endure and adapt over
time. Structural racism is not something that a few pecple or
institutions choose to practice. Instead it has been a feature of the
social, economic and political systems in which we all exist.

Systemic Racism

Organizational culture, policies, directives. practices or procedures
that exclude, displace or marginalize some racialized groups or
create unfair barriers for them to access valuable benefits and
opportunities. This is often the result of institutional biases in
organizational culture, policies, directives. practices, and procedures
that may appear neutral but have the effect of privileging some
groups and disadvantaging others.

‘Definitions extracted from the MeGill University Equity, Diversity and Ineluding

Strategic Plan (2020-2025); the UHN Anti-Racism and Anti-Black Recism (AR

ABR) Strateqy: and the 519 Glossary of Terms around equily, diversily, inclusion
and awarengss

“Connecting Care Act 2019 (Link to: httpe4 www onlario.caslows/ stalute 19c05)

Ontario
Health


https://www.ontariohealth.ca/sites/ontariohealth/files/2020-12/Equity%20Framework.pdf
https://www.ontariohealth.ca/equity-inclusion-diversity-and-anti-racism

What are
Ontario Health Team?
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Ontario Health Teams

are groups of providers and organizations that
at maturity, will be clinically and fiscally accountable for
delivering a full and coordinated continuum of care to a
defined geographic population.

Patients receive all their care, including primary care, hospital services, mental health &
addictions services, long-term care, and home and community care from one team.




A Vision for Ontario Health Teams

At maturity, every Ontarian will have access to an Ontario Health Team that will:

Provide a full and coordinated continuum of care for an attributed population within a geograp. ...
region

Offer patients 24/7 access to coordination of care and system navigation services and work to
ensure patients experience seamless transitions throughout their care journey

caregiver experience; better provider experience; and better value
Operate within a single, clear accountability framework

Be funded through an integrated funding envelope

Reinvest into front line care

Improve access to secure digital tools, including online health records and virtual care options for
patients — a 21st century approach to health care

@ Be measured, report on and improve performance across a standardized framework linked to the
-— = ‘Quadruple Aim’: better patient and population health outcomes; better patient, family and
r
3

Alliance for Healthier Communities 16
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http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/oht_intro_webinar_en.pdf

OHT Model Components

Patient Care & Experience

Patient Partnership & Community Engagement
Defined Patient Population

In-Scope Services

Leadership, Accountability and Governance
Performance, Measurement, Quality Improvement

Funding and Incentive Structure

1.
2.
3.
4.
5.
6.
7.
8.

Digital Health

17
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http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/guidance_doc_en.pdf

Appendix A — Ontario Health Team Model: From Readiness to Maturity Summary

Readiness Criteria for Ontario Health Team Candidates

Year 1 Expectations for Ontario Health Team
Candidates

Ontario Health Teams at Maturity

Plans in place to improve access, ransilions and coordination, kay
measures of inlegration, patient sell-management and health

Care has been redesigned. Access, Iransitions and
coordination, and integration have improved. Zero
cold handoffs. 247 coordination and navigation

Teams will offer patients, families and caregivers the highest
quality care and bast axpariance possibla. 24T coardination

Patient Care & literacy, and digital access lo health information. Existing capacity i i and systam navigation services will ba available o paltients
Expeariance o coordinate care. Commitment to measure and improve patiant SERVICES, E-B"-H'I-EII'I-.EEFFI'EFﬂ. pl_ans, health Illera.qu who nead them. Patients will ba able to access cara and
; A - . suppoarls, and public infermation about the Team's . . . .
axparience and to offer 24/T coordinalion and navigation samnvicaes " " " h thair own haalth information when and wheare thay neead it,
h sarvices ara in place. Expanded virlual care offerings . ) o e .
and virtual cana. . - ) ) including digitally, and transitions will be seamless.
and availability of digital access o haalth infarmation.
Demonstrated history of meaningful patient, family, and caragiver
Patisiit [PIFIC) engagement, and support from First Mations communities” || Patient Declaration of Values in place. PIFIC included Teams will uphaold the principles of patient parinership,
Partnarshio & wheara applicable. Plan in place to includa PIFIC in governanca in governance structure(s) and patient leadarship community angagameant, and system co-design. Thay will
r.:nmmunitg siructure(s) and put in place patient leadership. Commitment 1o established. Patient engagemant framewark, patient maaningfully engage and parinar with - and be driven by the
E ement denvalop an integrated patient engagement framework, and patiant relalions process, and communily engagament plan neads of - patients, families, caregivers, and the
ngag relations process. Adharenca to the French Language Services are in place. communilies they sarve.
Act, as applicabla.
Defined Patient Idernt:h:.d pltf:lnpulatlnr; aan gaﬂgrgphr at Tahﬂll';.and hrﬁ' ad Patient access and sarvica delivery target mal Taams will ba responsible for the health outcomes of a
Fo Iulatlan F:E:DE:_I:';' Erm,tl‘i.har ﬁenﬁl?sl':?uglﬁfnae :Lﬂiéalgg{;ﬁ? lI: :'_’arﬂrf Mumber of patients with sustained care relalionship population within a gaographic area that is defined based on
P year 1 P b -Hig y arge reporiad. Plan in place for expanding target population. | local factors and how patients typically access cana.
Exisling capacily to deliver coordinated services across al leasl Additional pariners identified for inclusion. Plan in ; i : "
In-Scape three seclors of care [especially hospital, home care, community place for expanding range and volume of sarvices Teams will provide El.fu" and @D.rdmatﬂd E-EI.HI'JI'II..IIJI'I'I ul'_carﬂ
: . . . . . R for all but the mast highly-specialized conditions o achieve
Sarvices care, and primary care). Plan in place 1o phase in full continuum of || provided. Primary care coverage for a significant betts fert and iation health out
care and includa or expand primary care Sarvicas. proportion of the population. r patient and popliation iealin oulcomes.
Team mambers are identihed and some can demonstrate hislory
. af working together lo provide integrated care. Plan in place for Agreements with kinistry and between Team . . .
LHd“mmp’. physician and dlinical engagement and inclusion in leadarship meambars (whane applicabla) in place. Existing Teams will dgiﬂrrnlna thair own gmfemanr_.a_sl.m:tural{s].
Accountability, . L - . Each team will operate through a single dlinical and fiscal
and andior govemanca structure(s . Commitment 1o the Ontano Health || accountabilities continue to be mel. Strategic plan for aceountability framewark. which will include rooriate
Team vision and goals, develaping a strategic plan for team, the Team and cantral brand in place. Physician and . ¥ ' approp
Governanca . ) P . . financial managameant and controls.
reflecting a central brand, and whera applicable, pulting in place clinical engagamant plan implameaniad.
formal agraements betwean leam membears.
Parformance !]Elmun_sl:raied undarstarldlr!g of baﬁmm? performance on key Integrated Cuality Improvement Plan in place for Taams will provide care according to the best availabla
integration measuras and history of quality and parformanca . . - . .
Measurement, i " 1 b ; following fiscal year. Progress made (o redwce avidence and clinical standards, with an ongoing focus on
" improvamantl. ldentified opporunities for reducing inappropriate o . - ; My -
Quality - ) . - . variation and implemant clinical standards/best quality improvemenl. A standard sel of indicators aligned
variation and implementing clinical standards and best evidence. ) ) B ) :
Improvemeant, ) Y b s evidence. Complate and accurate reparting on with the Quadruple Aim will measure peformance and
Commitmeant to collect dala, pursue joint guality improvamant - A A . . A
& Continuous activilies. anaane in conlinLous leaming. and chambion int I required indicators. Participation in cantral leaming avaluate tha extent to which Teams are providing integrated
Learning - Bngage g b g collaborativa. cara, and parformanca will be reportad.

care.

Funding and
Incentive
Structure

Demaonstrated track record of responsible financial management
and undarstanding of population costs and cost drivers.
Commilment to working towards integrated funding envelope,
identifying & single fund halder, and reinvesting savings bo improve
patient care.

Individual funding envelopas remain in place. Single
fund halder identified. Improved understanding of cost
data.

Taams will be prospactively funded through an intéegrated
funding envelope based on the care needs of their altributed
patiant populations.

Digital Health

Demanstrated ability to digitally record and share information with
ona anather and o adoplt/provide digital oplions for dacision
supporl, operational insights, population health management, and
trackingreporting key indicalors. Singhe point of contact for digital
health activilies. Digital health gaps identified and plans in place to
addrass gaps and share information across partnars.

Harmonized Information Management plan in place.
Increased adoptlion of digital health tools. Plans in
place to streamline and integrate point of sarvice
systams and usa data to support patient care and
population health managameant

Teams will use digital health solutions o support effective
health care delivery, ongoing guality and performance
improvamants, and beller patient axpariance.

Source: “Ontario Health Teams: Guidance for Health Care Providers and Organizations”; p.15

18



1

Patient Care & Experience
Access when & where they need it

Year 1 Expectations

Care has been re-designed for Year 1 patients

Improved performance against access, transition, coordination of care, and integration targets determined in consultation
with the Ministry

Every Year 1 patient who received care across multiple providers or settings experienced coordinated care; zero cold
handoffs

Any Year 1 patient can access 24/7 coordination and system navigation services from their Ontario Health Team (e.g.,
someone with access to their health information who can help with system navigation, when something goes wrong with
their care, or when they have a complaint)

The majority of Year 1 patients who received a self-management plan and/or access to health literacy supports
understood that plan, as appropriate, and/or used those supports

10-15% of Year 1 patients who received care from the Ontario Health Team digitally accessed their health information

Expanded virtual care offerings from baseline, and 2-5% of Year 1 patients who received care from the Ontario Health
Team had a virtual encounter in Year 1

Information about Ontario Health Team’s service offerings is readily available and accessible to the public (eg. a website)

Alliance for Healthier Communities 19
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2 Patient Partnership and Community Engagement
Driven by the needs of patients and communities

Year 1 Expectations

* The Ontario Health Team has a Patient Declaration of Values in place, aligned in principle with the Patient Declaration of
Values for Ontario.

* Patient(s), families, and/or caregiver(s) are members of governance structure(s) and patient leadership established

* Well-defined patient engagement, consultation, and partnership strategy/framework and patient relations process are
in place, developed in partnership with patients, families, and caregivers

* Community engagement plan is in place to inform continued implementation and out-year planning

Alliance for Healthier Communities
Alliance pour des communautés en santé
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3 Defined Patient Population

Where patients typically access care

Year 1 Expectations @
e Patient access and service Equity Lens
delivery target met; * Who else is missing from

. -
* Number of patients who identify the attributed population:

as having a sustained care : E'OW lcaf? you C(l?n.tinge
relationship with the Ontario cveloping sustalned care

. relationships with people who
Health Team has been reported; are racialized, non-English

* Plan in place for expanding speaking, marginalized, living in
target population poverty etc.

Alliance for Healthier Communities 21
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Attributed Populations
Methodology

* Ontarians have been attributed to care providers through naturally
occurring networks based on an analysis of existing patient flow

patterns.

Reminder:
e Ontario residents are not attributed based on where they

/\ / \ live, but rather on how they access care.

// * There is no restrictions on where residents can receive care.

* Determines # of who the OHT is responsible for but does
NOT determine where patients need to access care.

* Patients cross geographic boundaries to seek care.

* Population profile will change over time as residents move
, I and potentially change where they access care.
Alliance for Healthier Communities

Alliance pour des communautés en santé
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Attributed Populations
Data

In each teams data packages, maps have been created to illustrate patient flow
patterns and natural linkages between providers which will help inform
discussions regarding ideal provider partnerships.

: Our data is missing for attribution

: « Alliance members do not roster their clients in physician enrolment models (PEMs).

‘e CHC/NPLC and AHAC data were NOT included since ICES is only able to
:  provide data back to the Ministry of Health that the Ministry has sent ICES.

data with the data that is on the www.ontariohealthprofiles.ca Ontario Community
Health Profiles Partnership

Alliance for Healthier Communities 23
Alliance pour des communautés en santé

@ The Alliance encourages each OHT supplement their attribution O C HP P
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http://www.ontariohealthprofiles.ca/

4 In-Scope Services

Full and coordinated continuum of care

Readiness Criteria Year 1 Expectations
Deliver coordinated services acrossat ¢ Additional partners identified and
least three sectors of care in Year 1 engaged for inclusion in Year 2
and has adequate service delivery _ .
capacity to serve the care needs of * Planin place for expanding range and
the proposed Year 1 target population volume of services provided in Year 2
Plan/process has been proposed to * Primary care coverage for a significant
phase in the full continuum of care, proportion of the Ontario Health
including primary care engagement. Team population.

Alliance for Healthier Communities 24
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4 In-Scope Services
Full and coordinated continuum of care

Which partners are at the table?
Which partners are missing along the health and social care continuum?

| primary Care [ Palliative care
(interprofessional primary care and physicians) [ Residential care & short-term transitional care

| Secondary Care (supportive housing, LTC homes, retirement homes)

_ , . . O Long-term care home placement
(in-patient and ambulatory medical and surgical

_ ) o _ L Emergency health services
services (includes specialist services)) O Laboratory and diagnostic services

(JHome care O Midwifery services
0 Community support services [ Other social and community services and other
L Mental health and addictions services, as needed by the population.

0 Health promotion and disease prevention
L Rehabilitation and complex care

25



5 Leadership, Accountability and Governance
Trusted established partnerships

Readiness Criteria

« Commitment to OHT vision and
goals, developing a joint OHT _ .
strategic plan, reflecting a central * For OHTs that are comprised of multiple,

brand, and, where applicable, separate organizations; building shgred .
putting in place formal governance and accountable relationships

agreements between team requires trust and may take time to establish.

members * There is no “right” governance structure.
Teams will self-determine the governance
Year 1 Expectations mocfel. Fit-for-purpose to meet the needs of
patients.

* Agreements betweeln teamdmembers and
Ministry remain in place and existing ; TR ;
S ccountabilities continue to ba met * CDMA must meet attestation criteria checklist

* OHT strategic plan and central brand in place (will touch on this later in presentation)

* Physician and clinical engagement plan
implemented

Alliance for Healthier Communities
Alliance pour des communautés en santé 26



6 Performance Measurement, Quality Improvement,
and Continuous Learning
Evidence-based, clinical standards, ongoing focus on QI

Year 1 Expectations * While Alliance members are well versed

* Integrated Quality Improvement in all existing OHT measures (QIPs,

year through these to their attributed
* Progress made to reduce variation population at the

and implement clinical standards system level

or best available evidence * All measures should be equity stratified.
* Complete and accurate reporting * Alliance and our members will be

on r.e(?UIr?d |r-1d|cators . looking to ensure there are system
* Participation in central learning measurements in place that are equity

collaborative informed measuring healthy
populations and community vitality.

Alliance for Healthier Communities 27
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7 Funding and Incentive Structure
Prospective integrated funding envelope

Year 1 Expectations

* Continued allocation of individual funding envelopes for
organizations, calculated using current methods in the near term

* A better understanding of an integrated funding envelope and
analysis of financial data

* A single identified fund holder by end of Year 1 in anticipation that
an integrated funding envelope will be allocated in future years

Alliance for Healthier Communities
Alliance pour des communautés en santé
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8 Digital Health

Patients — Front Line Providers — Team Improvement

Year 1 Expectations e Capacity to share data so people

* Harmonized information management and their providers have access
plan in place to the full patient story.

* Increased adoption of relevant digital . . . :
health tools amongst the Ontario * The Alliance will be working with
Health Team partners (e.g. ONE-ID, ELs closely on Digital Health

provincial clinical viewers, eConsult)

* Planis in place to streamline and
integrate point-of-service systems
consistent with provincial frameworks
and to use data to support enhanced
patient care and population health
management

Strategy

Ontario Health Teams:
Digital Health Playbook

Released August 2019

Alliance for Healthier Communities 29
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http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/dig_health_playbook_en.pdf
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OHT - Provincial coverage and expansions

e 42 teams approved OHTs (will cover over 86% of Ontario at maturity)

* The MOH will be focusing on building up teams in areas that don’t
already have approved teams in place. Teams will be invited to
complete full applications on a case-by-case basis.

* At the same time we will continue to grow provider partnerships in
existing Ontario Health Teams.

* R e e Source: http://health.gov.on.ca/en/pro/programs/connectedcare/oht/



http://health.gov.on.ca/en/pro/programs/connectedcare/oht/

dinnesota

Legend - Status
¥ Ontario Health Team
© Full Application

@ 'n Development

@ nnovative Models

Source: OMA — OHT locations (Tableau)

w
42 Ontario Health Teams

(35 include Alliance members)

M};\.

(3

Sax m 0
Erie St} Clair
)etr0|

orth Simc
p$ %

e,

ﬁusko a@
S

u ',
*.("*‘ :

B Cl

ﬁ?

ﬂ(entral East

‘outh East T¢

Kmﬂqg}

4} mss@uQa Halt’%ochester

Qjé"g?‘éfkmldimand Brant

e Binghamton



https://public.tableau.com/profile/oma.era#!/vizhome/OHTListv1/Ontario?publish=yes

EQUIPE SANTE
— ALGOMA ONTARIO https://www.algomaoht.ca/

=~ HEALTH TEAM 000

Algoma NPLC is a member of the AOHT Leadership Council

AOHT Guiding Documents

* Guiding Principles of the Algoma OHT

* Full OHT Application & Appendices

e OHT Building Block Framework (RISE Brief)

NORTH
ALGOMA

Integrated Care

. inteFrated care means coordinating efforts across
health and social service organizations to improve the EAST
experience of Algoma residents. RSRELL)  ALGOMA

* Understanding Integrated Care
(International Journal of Integrated Care)
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https://7a001c69-3408-47d3-ba8b-0041dd3e37ba.filesusr.com/ugd/020ef4_67b3a88a7d934bddb8330b42ccbcd3fc.pdf
https://7a001c69-3408-47d3-ba8b-0041dd3e37ba.filesusr.com/ugd/020ef4_67b3a88a7d934bddb8330b42ccbcd3fc.pdf
https://7a001c69-3408-47d3-ba8b-0041dd3e37ba.filesusr.com/ugd/020ef4_4a57bcffc5e3444595a46852b5a38ac4.pdf
https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb1_oht-building-blocks.pdf?sfvrsn=71b154d5_18
https://www.ijic.org/articles/10.5334/ijic.2530/
https://www.algomaoht.ca/
http://www.facebook.com/AlgomaOHT
http://www.twitter.com/AlgomaOHT
https://youtube.com/channel/UCfToUsPOaOYma7y3LA2ROxg

OHT & Governors




Governors Role in OHT
will need to go beyond traditional role/comfort zone

* Think beyond your own organization

* Be system thinkers

* Put people of entire community and
all their needs first

* Require new set of skills, especially in
governance: collaborative leadership

Learn more

Creating Containers and Co-Design: Transforming Collaboration
(Tamarack Institute)

Alliance for Healthier Communities 3 5
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https://www.tamarackcommunity.ca/library/paper-creating-containers-and-co-design-transforming-collaboration

Resilient Communities

Pillars of Integrated Care
2

Knowledge Tree

Workforce capacity
and capability

_— . . Digital
Building a guiding coalition of shared snlutiogs :E
purpose, vision, values and culture

Shared values , People as
and vision % partners in care

Developing collaborative capacity

. System wide n
needs to be centred on people, clients, sovernance ( R4 \ Tparency
. . . . and leadership , results and
family and providers experiencing health impact
and care as ‘one team’ and ‘one system’. o
1gne
systems Population
. . . . health and
Collaborative Decision Making and ‘ wellbeing
accountability
Integrating health and social care Context (O~ @l ‘X Teoenark
e and tools
Model of Health and Wellbeing

Quadruple Aim

* Alliance for Healthier Communities https://integratedcarefoundation.org/the-knowledge-tree 36
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https://integratedcarefoundation.org/the-knowledge-tree

Collaboration, and Collaborative Governance approaches,
fall along a continuum based on trust.

Compete Co-exist Communicate Cooperate Coordinate Collaborate Integrate
Competition No Inter-agency As needed, Organizations | Longer term Fully
for clients, systematic information often informal, || systematically | interaction integrated
resources, connection sharing (e.g. interaction, on || adjust and based on programs,
partners, between networking). discrete align work shared planning,
public agencies. activities or with each mission, funding.
attention. projects. other for goals; shared
greater decision-
outcomes. makers and
resources.
Loose Tight

Alliance for Healthi

ier Communities

Alliance pour des communautes en santé

Source: Collaboration Spectrum Tool (Tamarack Institute)

* How are you building trust
within your OHT?

Have you had board to
board meetings with your
OHT partners?

What does your OHT CDMA
outline What is the plan
going forward to formalize
structures and/or processes
that support these
relationships so trust
continues to be developed
over time?

37


https://www.tamarackcommunity.ca/hubfs/Resources/Tools/Collaboration%20Spectrum%20Tool%20July%202017.pdf?hsCtaTracking=3d55b1d4-3f96-49f8-9709-417ef39b002c|aebc4461-6671-4a55-9904-d6af0ebca656

W
v . A . A
N

Collaborative Governance
v is a governing arrangement in
which leaders from organizations
v drawn from multiple sectors N
engage in a collective decision-
making process that is
v deliberative, consensus-oriented, N
and directed to the achievement
v of a shared goal N
(in OHTSs’ case, the quadruple aim).



https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb3_collaborative-governance.pdf?sfvrsn=4

Collaborative Decision Making Agreement

CDMA vs. “governance”

focus on defining the mechanisms
through which a foundation for
collaborative decision-making can be built
to support and enable progress towards a
more mature state while focusing on
service integration and Year 1 priorities

Aligned with principles of collaborative governance

Guidance for Ontario Health Teams: Collaborative Decision-Making Arrangements
for a Connected Health Care System

Alliance for Healthier Communities 39
Alliance pour des communautés en santé


http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/OHT_CDMA_Guidance_Doc.pdf

Checklist for OHT CDMAs

Each OHT's collaborative decision-making arrangement (CDMA) must:
O Be formalized in writing
O Be informed in its development by engagements with: OHT
I local communities; * remain Independent
[0 patients, families, and caregivers; and
[J physicians and other clinicians

; OHTs determine:
[0 Include a shared commitment to: . . .
[ achieving the quadruple aim own legal structures and inter-member relationships

[ a vision and goals for the OHT their own membership and entry criteria
O working together to fulfill MOH expectations for year 1 and how to make decisions on key topics

beyond . . . . . ..
[J Provide for direct participation in OHT decision-making by: decision-making roles of patients, clinicians, etc.

[0 patients, families, and caregivers

Organizations:
* need ashared vision, principles and commitment to

organizations that otherwise continue to operate in

identifying and measuring impacts on priority populations ) !
their own right.

quality monitoring and improvement
expansion to more patients, services, and providers

] Identify a qualified entity who members agree will receive and
manage any one-time implementation funds on behalf of the OHT

{1 physicians and other clinicians MOH is NOT requiring that OHT members:
00 Address: » establish a new not-for-profit corporation, legal
[ resource allocations (including of any implementation funds) partn ership, or other | egal entity to constitute the
[0 information sharing OHT:
[0 financial management , Of _
O inter-team performance discussions adopt a particular type of agreement between
] dispute resolution members, e.g. a joint venture, collaboration, alliance,
L) conficis of Intarest network, or other type of agreement between
[J transparency
0
0
0

40

Source: Guidance for Ontario Health Teams: Collaborative Decision-Making Arrangements for a Connected Health Care System



http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/OHT_CDMA_Guidance_Doc.pdf

Collaborative Decision-Making Arrangement
Role of Governors

EXAMPLE
Chairs Council
Supports Board to board engagement
 Co chair model
 Advisory to Collaboration Council (Leadership Council)
 Keep boards informed
 Terms of reference

Alliance for Healthier Communities
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QUESTIONS TO CONSIDER

How have you been involved as governors in your OHT?
 Organization level
* Regular updates from ED/CEO
 Shared communication
e Standing item at board meeting?
 Discussion and approvals of documents
(e.g. application, MOU/CDMA, ...)
e OHT level
 Regular updated from OHT?
 Governors to Governors Meeting(s)?
e Chairs Council?
e Other?




Board R.O.L.E.S

Questions for consideration

Alliance for Healthier Communities
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Board R.O.L.E.S

Best governance practices recommend the following four jobs for Boards:

*

Represent the Ownership

v" Understanding external ownership
accountabilities

v Proactive communication with that
group, listening and acting on their
behalf

Lead the Organization

v’ Clear and well-communicated
mission

v Mission is “the outcomes expected
for certain groups of people in our
community” and the value or cost of
doing so

Alliance for Healthier Communities
Alliance pour des communautés en santé

3.

Evaluate the Operations

v’ Clear delegation of operations to
CEO/ED

v’ Rigorous evaluation of the CEO/ED
and operations in accomplishment of
mission and risk mitigation

Exercise Governance Transparency
(Sound Governance System)
v’ Sound governance system

v’ Board policies to clarify roles,
articulate values, including structure,
committees, decision-making, self-
evaluation

Copyright CMR Governance Consulting



1. Represent the Ownership

 How can your OHT ensure its ability to meaningfully “act on behalf of” and “report
back to” all of its moral owners (ie. entire attributed population)?

 How can the OHT be accountable to, engage and communicate with, and report
back to its attributed population, especially priority populations and people facing
barriers?

* Are the voices of the communities being served by the OHT meaningfully informing
and driving the development of the OHT’s vision, priorities, and outcomes? Are they
part of the ongoing evaluation and learning? Are they helping shape the evolution
of the OHT?

* |s particular attention being paid to cultural safety, self-determination, and allyship
for Indigenous communities? Francophone communities? Black and racialized
communities? Rainbow/LGBTQ communities? Other priority populations?

Alliance for Healthier Communities
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2. Lead the Organization

* Do you have a common agenda and shared vision for change across all OHT partners?

 What is the plan to develop an OHT strategic plan (and integrate OHT vision as part of your
organizations strategic plan/directions)?

* How will your organization work with partners to work towards a Collaborative QIP? Balanced
score card?
* As governors you are responsible to ensure all participants are participating in the process:

* Did you include community members — especially those that face barriers to care and to better
outcomes?

* Are all relevant service provider partners included in a way that supports building trust? Have
you had all governors meetings? Meeting of chairs?

 What about patients, families, caregivers — especially from communities facing barriers?
* How did you engage clinicians and other primary care providers?

Alliance for Healthier Communities
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3. Evaluate Operations

Do you need to adjust your ED performance to include:
* Achieving system level OHT targets?
 Demonstrating collaborative leadership competencies?
* Ensuring that your organization its meeting its requirements under the OHT?

Is your ED adequately supported to take on this added responsibility? Do you need to adjust
other priorities or build in additional support to accommodate this extra work?

How are you ensuring governors of the OHTs are collectively responsible for:
 establishing the common agenda and strategic plan for the OHT?
* setting targets and monitoring the progress on the performance metrics?

* ensuring health outcomes improve for all people in the OHT especially those who face
barriers to health?

How will you hold the partner CEOs/EDs collectively accountable for OHT outcomes?

Alliance for Healthier Communities
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3. Evaluate Operations
Identifying Risks — Funding

* How are you ensuring

any funding re-allocations support

commitments and common agenda?

* Is there a clear proces

s for any resource re-allocation and/or

resource sharing commitments outlined in the CDMA/MOQOU?

This will ensure that t
agreed upon by all OK

nese decisions will be negotiated and
T partners who have signed on.

e |s the OHT’s identifiec

fund holder (current and future) is a

trusted partner with a proven track record?




4. Sound Governance System

* What policies and other key documents are needed
to support a sound and transparent governance
system for OHTs?

* Have roles and accountabilities been clarified?

* Has a collaborative %overnance structure been put in

place aligned with the stage of development of your
OHT?

* Do you have an MOU in place that outlines these
agreements?




Health Equity & OHTs

Questions for consideration & discussion with your Board

* How is your OHT advancing health equity by identifying priority populations most at
risk of poor health outcomes in OHTs?

 How are you pushing the OHT to ensure stratification of data to inform OHT planning
and priorities?

* Has your OHT looked at the Ontario Health’s Equity, Inclusion, Diversity and Anti-
Racism Framework and how they can align with the 11 areas of action?

e Has your OHT committed to collecting sociodemographic and race-based data?

e Has your OHT considered co-design with marginalized folks facing the most barriers to
access to care? Ensuring PFAC is reflective of populations served.

* Have you discussed the Health Equity Charter with your OHT partners?

Alliance for Healthier Communities 50
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https://www.ontariohealth.ca/equity-inclusion-diversity-and-anti-racism
https://www.ontariohealth.ca/sites/ontariohealth/files/2020-12/Equity%20Framework.pdf

Resources

Alliance and partners

« Alliance Member portal OHT group (includes examples from sector)

. Partner & Stakeholder Communication Briefs

e  Community Health Ontario - Building Collaboration Capacity for OHTs Webinar Series

Ministry of Health & RISE

* OHT Guidance Document
« CDMA Guidance for OHTs (MOH)
* RISE Brief #3 Collaborative Governance

Rapid-Improvement Support and Exchange

e RISE Brief #19 Collaborative Governance Templates

colleagues across the province? Please e-mail

@ Does your OHT / organization have resources you would like to share with your



https://aohc.site-ym.com/members/member_engagement/groups.aspx?id=223218
https://communityhealthontario.ca/wp-content/uploads/2019/09/OHT-Partner-Communications-FULL-LIST.pdf
http://www.communityhealthontario.ca/
http://health.gov.on.ca/en/pro/programs/connectedcare/oht/
https://www.mcmasterforum.org/rise/access-resources/key-resources
http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/OHT_CDMA_Guidance_Doc.pdf
http://health.gov.on.ca/en/pro/programs/connectedcare/oht/docs/OHT_CDMA_Guidance_Doc.pdf
https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb3_collaborative-governance.pdf?sfvrsn=4
https://www.mcmasterforum.org/docs/default-source/rise-docs/rise-briefs/rb19_0-1_rise-introduction-to-collab-governance-templates.pdf?sfvrsn=485856d5_8
mailto:meghan.Perrin@allianceon.org

Making our Ontario Health Team work worthwhile
no matter what

Our commitments
EQUITY

We will measurably advance health equity for those facing barriers

WELLBEING
We will shift from illness care to codesigned wellbeing by scaling the model of health
and wellbeing

PEOPLE

We will collaborate with people throughout in their roles as patients, caregivers, peers,
etc.

COMMUNITY

We will prioritize the role and voice of community is guiding system transformation.
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