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Vision for the Guelph & Area Ontario Health Team

LƳŀƎƛƴŜΧ

Every patient in the Guelph and Area 

OHT has an integrated primary 

care team

Every patient has a designated άGo to Personέ

άwŜŦŜǊǊŀƭέ ŀƴŘ ά¢Ǌŀƴǎƛǘƛƻƴǎέ are eliminated 
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IPCTs across our community:

Connection to the broader 

health system



Our History of Physician Engagement & Partnership 

A New Opportunity to Engage Physicians:

ÅSolid Primary Care foundation

ÅCommon EMR  

ÅEngagement in OHT planning

ÅCommitment to ongoing partnership



Engagement Strategies: Patients, Caregivers & Persons with Lived 
Experience

Patient centered model realized throughout the whole system:

ÅClinical Service Planning and Design

ÅGovernance

ÅLeadership 



Implementation plan: Plan for providing 24-hours/7-days-a-week service 
coordination and navigation

We Have a Plan:

ÅLearn from other regions

ÅLeverage current system resources 

ÅBuild into IPCTs



Implementation Plan: Plan for providing expanded virtual care offerings

Leverage our Strengths:

Å9ȄǇŀƴŘ ǇǊƛƳŀǊȅ ŎŀǊŜΩǎ ŀŎŎŜǎǎ ǘƻ ǇŀƭƭƛŀǘƛǾŜ ŀƴŘ aIϧ! ǇƻǇǳƭŀǘƛƻƴǎ ǘƘǊƻǳƎƘ 
the use of the Virtual Care platform

ÅQBIC and other clinical change management resources 

ÅeCEas a key enabler



Implementation plan: Plan for providing expanded options for patients to 
digitally access their health information 

Leverage our Strengths:

ÅSystem Coordinated Access (SCA) eReferral

ÅCognisantMD(OCEAN)

ÅExpand the use of existing online appointment booking systems 

ÅMyChart portal

ÅPrivacy key considerations



Implementation plan: Our Shared Decision-Making Framework and 
Structures

Build on our History of Collaboration and Commitment to Quality:

ÅGuiding principles (see handout on table)

ÅEvidence-based ŀƴŘ ΨǳǇ-ǎǘǊŜŀƳΩ ǇƻǇǳƭŀǘƛƻƴ ƘŜŀƭǘƘ ŦƻŎǳǎŜŘ

ÅQuadruple Aim 

ÅInterim ̧ ŜŀǊ м ϥ{ǘǊŀǘŜƎƛŎ {ǘŜŜǊƛƴƎ /ƻǳƴŎƛƭΩ ǘƻ ōŜ ŎǊŜŀǘŜŘ ƛƴ Cŀƭƭ нлмф



Our Readiness to Implement the Plan 

ά²ŜΩǾŜ ƻǇŜƴŜŘ ŀ ŘƻƻǊ ǿŜ 
ŎŀƴΩǘ ŎƭƻǎŜΗέ

ÅExecutive Committee 
meet biweekly

ÅDirector of 
Transformation hired

Åф Ψ9ƴŀōƭƛƴƎ LƴŦǊŀǎǘǊǳŎǘǳǊŜ 
²ƻǊƪƛƴƎ DǊƻǳǇǎΩ  ǿƛǘƘ 
staff, physicians and 
patients /families

ÅJoint Strategic Planning 
process





Year 1 Successes

Year 1 priority key change activities to improve care and reduce 
hospitalization:

ÅPalliative

ÅEarly identification and Serious Illness Conversations

ÅIntegrated Primary Care Teams (IPCTs):

ÅIntegrated care coordination

ÅReferrals and transitions eliminated - When needed, 
specialized/secondary services and providers are 
invited to join the care team

ÅDigitally-enabled, coordinated & streamlined communication

Å9ŀŎƘ ǇŀǘƛŜƴǘ Ƙŀǎ ŀ ΨDƻ ǘƻ tŜǊǎƻƴΩ 



¸ŜŀǊ м {ǳŎŎŜǎǎŜǎ όŎƻƴǘΩŘύ

Mental Health and Addictions

ÅHigh needs patients 

ÅEstablish a rapid access health hub

Å/ƭƛŜƴǘ ǊŜƎƛǎǘǊȅ ŀƴŘ ŀǎǎƛƎƴŜŘ άDƻ ǘƻ tŜǊǎƻƴέ

ÅLeverage existing 24/7 crisis phone navigation 
and support 

ÅE-tools to support timely, secure 
communication between clients and their care 
team. 

ÅVirtual visits

ÅModerate needs patients

ÅEmbed MH&A and behavioral health support 
into IPCT

ÅIntegrate care coordination into IPCT




