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Welcome & thank you for joining us!

Please let us know who you
are by introducing yourself &= b
(name & OHT or Other Org) Chat Raise Hand

»Open Chat

»Set response to everyone
in the chat box




Land Acknowledgement

We wish to acknowledge this land on which the University
of Toronto operates. For thousands of years it has been
the traditional land of the Huron-Wendat, the Seneca, and
the Mississaugas of the Credit. Today, this meeting place is
still the home to many Indigenous people from across Turtle
Island and we are grateful to have the opportunity to work on
this land.
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Poll 1

Webinar poll | 1 question | 89 of 93 (74%) participated

1. Have you joined us for an HSPMN webinar previously? (Single choice]

59/69 (100%) answered
Yes. | have participated previously (41/69) 59%
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Mo. This is my first event
|
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Today’s event: T
Local Innovation in Population Health: 3 W
Lessons from the LDPHM Initiative Dr. Walter Wodchis ~ Dr. Laleh Rashidian

Co-Lead MD, PhD Candidate
Leading Project Evaluation HSPN HSPN Investigator
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Poll 2

1. To what extent are community members invalved in designing
health initiatives in your setting? (Single choice)

- -

‘56 (100%) answered
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They lead or co-lead program design (7/36) 139
|

They are reqularly consulted during development (33/51
|
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L
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They provide input occasionally (11/56)
I

i

We inform them, but don't typically involve them in design  (2/55) 49
|

o

Mot involved at all (3/5¢
.
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Agenda and Overview

1. Introductions
2. What are the Locally Driven Population Health Models?

3. Learning from Community Agencies
* Flemingdon CHC

* Carefirst Seniors & Community Services
e South-East Ottawa CHC

4. Learnings from the Health Commons Solutions Lab

5. Panel Discussion

HSPN & 7



What are the
Locally Driven

Population Health
Models?
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Locally Driven Population Health Models

* partnerships with health and social service organizations

* locally informed, culturally responsive programs to improve access to healthcare
services
* addresses community and population health needs

* Initially focused on pandemic response supports in at risk
communities (as part of the High Priority Communities Strategies)

Chronic di ti Mental health and
ronic disease prevention addictions supports
Since April 2022:
Primary care attachment Wrap-around supports

HSPN &




Lead Agencies involved in LDPHM

1. Black Creek (Black Creek CHC)
2. Bramalea (Wellfort Community Health
Services)
3. Brampton(Punjabi Community Health
Services
4. Central Ottawa (South East CHC)
5. Durham West (Carea) ; -
6. East Mississauga (Dixie Bloor '
Neighbourhood) Services) \
7. Malton (Wellfort Community Health . 16
Services)
&. Markham (Carefirst)
9. North Etobicoke (Rexdale CHC) 5
10. North West Mississauga (Indus Community 4 3 2 15 8
Services) « 7
11. Scarborough North (TAIBU CHC) > 9.1 11
12. Scarborough South (Scarborough Centre \ 14 12
for Health Communities 10 6 r
13. South West Mississauga (Dufferin-Peel
Canadian Mental Health Association) _ 13

14. Thorncliffe Park (Flemingdon CHC)

15. vaughan (Vaughan CHC)

16. Roots Community Services (providing
service to Peel Region)

HSPN &



What do the LDPHMs do?

Bringing
Services to the
Community

Partnering with Education and Wraparound
Primary Care Communication Supports

Community Coordinating Expanding
Ambassadors Referrals Partnerships

HSPN &



LDPHM Impact

In Q4 2023/24:

* 2,252new partnerships formed across 10 sectors

¢ 291,000+community engagement interactions

¢ 57,300+ individuals weneeferred, while 29,400+ directly receivedraparound supports
® 9,700+ individualseferred to primary careand 2,105successfully attached

® 17,000+ referrals fotancer screening

® 17,000+ individuals referred tmental health or addiction (MHA) supportsvhile 9,900+ individuals
received MHA supports directly from Lead Agencies

® 1,300+Naloxone kits distributed

HSPN &



Partnerships with Health and Social Organizations (Q3, 2023/24)
1%

'\1%
2%

3%
= Other (Faith, sports, cultural organization) 3%
= Social Services
= Newcomer/Settlement Agency
= Community HSP
= Education -
= Housing -
= Municipality

® Diabetes Education Programs/LM Cs

m Acute Care
m FHTs/FHGs/FHOs
® [ncome Supports

= Dynacare/LifeLabs



Community Engagement Interactions

® Community Ambassador

® Education Session

= Webinar
Social/Print/Broadcast

Media
m Other

HSPN &
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Flemingdon
Community Health
Center
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East Effort

A CommunityBased Network of Ambassadors
solving Health System Inequities in Toronto




Evolution of East Effort

* The pandemic underscored the need for culturally relevant, commuadted
responses. i Dl
| Organizations onboarded neighbourhcedbedded leaders as CHAs to incrque s
vaccine uptake, provide wraparound support, and reduce isolation barriers.

Danforth - East York
Danforth

Blake-
Jones

*The role of CHAs evolved with each wave, becoming essential in addressin
Inequities.

* The East Effort Steering Committee prioritized CHA sustainability and skill
knowledge capacity.
management (CHF, COPD) aligned with OHT Integrated Care Pathways.

* Today, CHAs are better equipped to guide communities onto care pathways,
fostering longterm health and resilience.

g fhc
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East Effort Background

What is the East
Effort Project?

Provide guidance and support. Ontario Health
provides funding under the High Priority
Communities Strategy. FHC is the lead agency
supporting all levels of the East Effort Project.

ENABLERS o

DECISION MAKERS o
Members of the steering committee along with
FHC, are responsible for the planning and
development of the infrastructure to support East
Effort (EE).

(represents organizations that were engaged during all 4 phases
and not exhaustive kst)

PARTNERS @

Responsible for delivery of services in the community,

addressing health inequity.
(represents orgarszations that were engaged dunng all 4 phases and not
exhaustive kst)

CHAs ®
Community Health Ambassadors (CHAs) are connectors to

the community, leading outreach and engagement, They are
employed by various Partner organizations. \

COMMUNITY o A\ : A
East Effort (EE) focuses on supporting these neighborhoods: UPM . v

Oakridge, Warden Woods, : Neighborhoods
Flemingdon Park, Thorncliffe Park, -~
Taylor Massey & Crescent Town,

gofhc — Y

YEARS OF F| EMINGDON East Toronto
IMPACT  LiEALTH CENTRE Health Partners




ldentifying & Addressing the Needs based on Data available

9l &ad ¢2NRByYyO2Qa LJ2 LIzt I A 2 JourdedCanvadaNtBnsuis RO2Y p n
East Toronto's average colorectal screening rate is 57% (Source: Ontario Health 21/22)
Vulnerable neighborhoods at 10% lower rates than higher seeamnomicneighborhoods (Source:
Ontario Community Health Profiles Partnership).

Understanding the needs of the community has enabled solution design around the cgmmunity

Community Health Ambassadoigot trained to offer cancer screening educatioknowledge
translation, language support and culturally adapted messaging.

Flemingdon Health Center implemented a robotic prodesizii 2 Yl G A2y owt ! 0 Zony |

their electronic health record that will identify eligible clients and ensure the client receives a screen
-

g0 fhc
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Collaborative Quality Improvement Plan

To Bring Eligible patients ufn-date with Papanicolaou tests, mammograms, and colorectal screening.

1. The pandemic has demonstrated a backlog in care.

1. Inequitable screening rates (race & income)

Indicator: Current Targets S

= Eligible patients up-to-date with Papanicolaou (Pap) tests:
2022/23: 49.10 % 2023/24 50.10% ':LO

= Eligible patients up-to-date with a mammogram:
2022/23: 54.90 % 2023/24 56.00% {11

= Eligible patients up-to-date with colorectal screening:
2022/23: 58.00 % 2023/24 59.5% 415

Change Concept

Test of Change: Poppy Implementation

Strengthen and build upon partnerships

GeoanalyticsMammogram Use Case

Engagement in priorityneighbourhoodswith Community Health
Ambassadors

East Toronto Community Health Centers creation and implementation of
Cancer Screening Dashboard

g1 BWNE



CHA Impact in Cancer screening

« ETHP, FHC, Health Commons and the Behavioural Insight Team along with our
developed a one of a kind framework for culturally informed cancer screening

awareness
« CHAs supported colorectal, cervical, and breast cancer screening through:
Languagespecific outreach (Pashto, Urdu, Bengali, Dari, Arabic, Slovak.)
Oneon-one client support (booking, navigation, education)
Onsite and mobile screening events (e.g. health fairs, mobile buses)

e

(= e Qe

Use of culturally appropriate communications:

Codesigned flyers and outreach materials

Avoided stigmatizing terms (e.g.
« Motivated 1000+ previously reluctant residents to undergo screening.

o fhc
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Cancer Screening Awareness Blueprint

£~
x

USING THlS GUIDE 1. GETTING STARTED

Screening process and timing

Reflecting before calls

Talking about cancer

This guide summarizes key information for Community

Health Ambassadors (CHAs) from Flemingdon Health Collecting data
Centre (FHC) about screening tests for 3 types of cancer: 2. HAVING CONVERSATIONS
2.1 Initigl call

2.2 Introducing the topic

Breast Cervical = — )
2.3 Explaining why it matters
an 2.4 Supporting the first step
' Y sow, s=w,
gee’ o= SIS 2.5 Common reactions

- -

2.6 Follow-up call
2.7 Checking in on progress

A" LUCIDEII INEAD M
;fii_v_!j_a_»),_r-H_’*.!,_:,.\_!_;: 3.:_., i N

3.1 Frequently asked questions

3.2 Strategies for hard conversations

3.3 Screening details

3.4 Screening locations
3.5 More resources

0.

3.6 Multilingqual resources

East Toronto
Health Partners

Behavioural Insights Tear


https://www.bi.team/wp-content/uploads/2024/07/2024Jan-ETHP-BIT-Blueprint_Digital-1.pdf

Impact of Community Health Ambassadors

Community Testimonials for Cancer Screening: s
oYes it was very helpful to have somev AT g

the testing. | understand that it was a great effort and time -consuming for xi

the people who called me, but really appreciated being able to ask

guestions about the testing, and being reminded that | needed to do it - -
this year. Overal/l a great effort by e P 1 (
OYes it was helpful. |t was hel pful t’]‘--&'&id”
due for screening. They talked to me about the specific test | needed w | o

and answered my questions. Usually ot ﬁs *\bﬁ\ )
call you or tell you that vyou are due. 2 (

olt was good someone called me about !\?‘! ealh
get it done. | did not know much about the test and they explained to ST
me that | needed to get it done regularly after the age of 50. It is so
hel pful to have someone call about tms.(’)

g fhc
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Nimble response to emerging crisis in the community:

Partnered with IPCT to address student suspensions
caused by missing vaccination records

Delivered languagsepecific support to families from
diverse backgrounds.

Helped parents understand requirements and
accurately upload immunization records W e ke
Prevented school interruptions through building brldgm ’1.7’—..
between parents, students, the school and communii’ 2= &
health partners. LO18 e
Our response helped drop the number of suspensio W
at Marc Garneau C.I. from 114 to 37.

g fhc
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Current CHA Outreach Activities

“NEW" Flemingdon Park & Thorncliffe Park Access Clinic

Flemingdon Park:
10 Gateway Boulevard
Hours: Mon, Wed 4pm to 8pm,
every other Sat 9am to 2pm

Supporting Interprofessional Primary Care Teams
 CHAs are actively engaging communities to rais

What the Access Clinics are Offering . . .

! e romapimay e provider awareness about available primary care service:

* Service Navigation(Settlement,Housing,F;;odSecurity, In hlgh prlorlty nelgh OorhOOdS.

Rl o ot nd ol s oty s *-“ Meeting peopl e where

guiding principle, with outreach embeddedyin
culturally relevant settings and during religious
holidaysi.e Eid and Holi . _

RSOF FLEMINGDON

'''''' HEALTH CENTRE



EaSt Eﬂ:ort In Community Enga_lgement,_ Education &

Information Sharing

ACtiOn 20232025 35 CHAs deployed in their meeting the community

_ % local communities where they ar
Population served: a'e )

Lowincome equity deserving populations including: | ¢ V] 67,983 » CHAs are local residents

o Doorto-door outreach

seniors, single mothers, immunocompromised i PR Community Interactions o Ve TEes GHEE e

people, families o to say 95_55 _ o Local whatsapp groups

with disabilities, newcomers and other 170 1:1interactions « Resident tabling sessions

racialized communities. . » Wellness fairs & community
2978 events

_ _ Educational Session Attendees * Flyer distribution
Service Navigation &Vraparound Client

upport Demographics 43% Cultural Sensitivity & Language Diversity
' SOURASEN English, Dari, Urdu, Slovak, Bengali, Arabic, Pashto, Amharic, Tamil,
81 referrals to community Hindi

assessment centres/prescribers

30% Increasing Access to Care

A ~ Midde Eastem
. Primary Care Preventative Care MeAnfja(lz:icljtieoa;:;h &
Service Navigation Wraparou.nd Supports 572 ngrz?rgfare 174 Egﬁg ?g::gg?n;iftzzals 151 [
2’140Referrals & i opieetSuppor Mental Health Referrals

Newly Attached Eet!na: gcreen!ng Referrals 704
Patients ‘ _ Retinal Screenings "=77  Mental Health Services
Completed

Provided
Mammogram, FIT & PAP @

_ _ . _ Referrals
Wraparound Supports include: Housing, Food Security, Income Support, Social Se

Reminder Calls, Settlement Services, Transportation, etc).



| essons Learned

1. Early identification of Challenges
2. Community consultations
3. Transparency and Community Engagement

4. Community Capacity Building

5. Inclusive Decision Making
6. Cultural Competency e
7. Regular Communication

8. Leverage Relationsps

East Toronto
EIEEI‘EITIFTTI (CSEE?\I%Q Health Partners



CHA Program Outcomes

« CHAprogramdatacollectedon:
| Pre/postcomfortwith accessingare
| Pre/postknowledgeof cancerscreening
| # of individualscontacted during community engagementt+ # of primary
careattachments
| HealthEquityandacces3o OHservicegdatacollection

» Lessongearnednow informingfuture projects SuchasCDMwork.

* Recognizedby:

I North America Conferenceof Integrated Care 2024 and International 5 ;
Conferenceon IntegratedCare2025 , -’ o

| Publishedcasestudy. “ H ocanwe reachnon-Englishspeakerdor cancer \ - A\
screening?” ] >

o fhc
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Some of the faces behind the East Effort Community Health

Ambassador Model

o fhc
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Carefirst Seniors &
Community
Services
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HPCS/LDPHM Communbgsed Lead Agenc§arefirst
Adopting a Life Model and Integrated Care Approach

F |
Il || ”‘ l I I :

L
I, '
1y "'.Hl I\ImiH

|
1 ;

g
- l

ol |. l

(LA

CAREFIRST FU BOR BUILDING

CHImEmERERERE L

Carefirst One Stop Multi Services Centre Carefirst Campus of Care (In development)

Comprehensive continuum of coordinated, persoantered health and social supports for older
persons and care partners with ongoing care needs
at home, in local community hubs, and in residential settings

o ore N\
NS W TR UG- 92N RS = L e a1 — S 7=
PREVENTIVE ADULT PRIMARY CHRONIC COMMUNITY HOME ASSISTED TRANSITIONALLONGERM

CARE DAY CARE DISEASE SUPPORT CARE LIVING CARE CARE
INTERGENERATIOL h o RAM MANAGEMENT SERVICES

NAL WELLNESS
BASED ON PACHE FOR-IANIQL USIVE CARE FOR THE ELDERLY) .g’
IR NOIR =SS O\ VN SR I =PRIMARY AND SOCIAL CARE (’m"
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Carefirst partners with local communitentresto engage isolated seniors
in exercise and falls prevention program with transportation support.

=
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Carefirst cenosts annual Celebrate Health Fairs with EYRNDOHT and®

South Asian
Health Alliance
(SAHA)

| [l > 1
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Pile Health Unit
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Carefirst’s Community Ambassadors dev J! RTORN Carefirst, WYROHT, March of Dimes Canada, and Reena came together forlyreakidg efforts to

provide tailored cervical cancer education and onsite HPV screening clinic to individuals with intellectu
developmental disabilities o€ a r e fMobiles Health Unit.

awareness around early identification of mental health challenges within
intergenerational immigrant households.



Healthcare- Including Mental health and Social Care and Community Support Servic@ Faith-based, Ethnocultural, and Grassroot Organizations

addictions and Ontario Health Teams (OHTS)

Since 2021, Since 2021,
Since 2021, + 105 Gibson Centre « Ebenezer United Church
» Addictions Services Central Ontario + 360°Kids  Islamic Society of Markham
+ Canadian Mental Health Association York & « Centre for Immigrant & Community « Markham Chinese Presbyterian Church
South Simcoe Services » Markham Wesley Centre
* Carefirst Family Health Team (FHT) « Community & Home Assistance to Seniofs| « South Asian Health Alliance
* Dynacare » Social Services Network » Tamil Canadian Centre for Civic Action
* Eastern York Region North Durham OHT « The Cros<ultural Community Services
* HealthForAll FHT Association Since Dec/2022,
+ Hong Fook Mental Health Association + Welcome Centre Immigrant Services « Council of Agencies Serving South Asians
« Oak Valley Health « YMCA of Greater Toronto (Markham + Federation of Tamil Canadians
* Regional Cancer Programs (Central, Central East YMCA) « Sanatan Mandir Cultural Centre
* Regional Municipality of York (E.g. Community
and Health ServicesPublic Health) Since 2022, Since 2023,
* Scarborough Centre for Healthy Communities « Across WHub + Afghan Women's Organization Refugee and Immigrant Services
* Scarborough Health Network - Island Breeze Seniors Day Program - Refugee Women’'s Network
* Scarborough OHT ’ Markha_lm Public L|brary_ Other sectors- Including Government, service networks, housing,
* York Hills Centre for Children, Youth and . .
Since 2023, Families academia, private sectors and more
* The Canadian Centre for Refugee & Immigrant * Your Support Services Network Since 2021,
HealthCare » Councillors City of Markham
* Western York Region OHT Since 2023, * Health Commons Solutions Lab
« Sinai Health, Community Mental Health Program | « COSTI Immigrant Services « Media partners (ethnic media)
+ EarlyONChild and Famil¢gentres
Carefirst collaborates with an evolving network of Markham Since 2022,
local partners to tackle complex health challenge JEECEE=SIESI o o] STl * Housing York Inc.
addressing the determinants of health + March of Dimes Canada * Seneca College
, : * Markham Food Bank * Shoppingentres
1.' [IEEEIE BEMEs _systems OTaF LU * Reena » South Markham Community Action Tables (SMCAT)
lIsten/advanceichanging focalineeds « Women's Support Network of York Regioh | * Toronto Metropolitan University
2. Meeting needs through equitable access and » York Region Centre for Community Safety | * University of Toronto
hyperlocal innovations
_— " Since 2023,
3. Building shared capacities « York Region District School Board
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South Asian
Health Alliance
(SAHA)
O M n

SOUTH AND EAST ASIAN
MENTAL WELL-BEING ENDEAVOUR
N ACTION

S.E.A.H.E. IN AC‘I‘ION

ask represents the True Me. Although I may look like a tough
n the outside, I am actually someone with a big heart. I am
sely involved in serving the community and doing volunteer work.
otions can rise and fall like waves, and they can vary in size like
parkling stones. The feathers on both sides of the mask symbolize
transformation, from bad to good, like birds taking flight.
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Carefirst cenosted with Health Commons Solutions Labe Gathering 2024oringing together a network of activated
Community Ambassadors and system leaders in Ontario Health.
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The HPCS/LDPHM Impact

A Madein-Ontario Model of Care
on:

« Health and wellness

* People, communities and assets
O Integ rating care engagement in the collective journey to advance local Black hea

° i ildi . priorities.
3. Dynamic Partnership . S hv?/rﬁ Cgatpamt% gut"dtmg' I:?;EG;S n e :
4. Focus: EIDR and Wellness — =

Key Enablers,

1. Enabling policy framework
and mentorship for local
Innovations

2. Communitybased Lead
Agency model

i\

series

B il 1 7
¥ Ml ‘.'.‘.‘ ol IAVININ 2 , & _ : .
AR ! N Carefirst’s Prevention Speci

in chronic conditions prevention during weekend outreach.

Ly i _‘,ﬂ: Community Partners Visioning sessions on health equity.



South-East Ottawa
Community Health Center
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Centre de santé communautaire

Community ‘ Cadre de . .
Development |4 Développement ﬁ:ﬁhgﬂtﬁh‘"a Community
Framework Y Communautaire

du sud-est d'Ottawa

Community Ambassadors
A StrengthsBased & Culturally Adapted Gateway

to Community

Presenters:

Rana Taher, Resident Leader/Community Ambassador
Amanda Bonnaci, Director of Community and Social Services
Fatima Andad, Mental Wellbeing Coordinator CDF




Who we are

The Community Development Framework (CDF) started in
South-A OO / OOAxA #1 11 Ol EOU ( AAIl OE
Banff neighbourhood and now supports 56 priority
communities across Ottawa facing inequities

The CDF is an initiative of SEOCHdd helps create lasting
EIi DOl OAl AT OO EIT /| OueiAgoofpocdty EAAI OE
communities.

7A Al 1T OAET AOAh DPOI OEAA COEAAT AAn
| OCAT EUAOEI 160 AADPAAEI EOEAO AT A
proven framework and strong network making it easier to

tackle the issues that matter most to each community.




Since 2012, the CDF has trained 350 resident leaders to
build stronger, more inclusive communities

Ly |
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How | got involved and became a Resident Leader

How my role made a difference and the value | could bring
The support | received, which transformed into cdearning

(9% 2ot Sonay b
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Value of Community Ambassadors

Some key Initiatives

* Door-to-door outreach

£ Conversation circles

£ Communities of practice

Z Networks: WhatsApp groups etc.

All these Initiatives

* Bringing the door to community

 Culturally appropriate: reflects communiy, can identify
with, culture, language, religion, shared experience
Trust: Inherit with local neighbours and friends
Understanding ofived experience and neighbourhood
strengths

Z Improvedability to reach isolated / reluctant residents




Impact

Trained over 350esident leaders
More residents lead, volunteer and participate
Facilitated delivery oved,000 vaccinations to underserved populations

Reached over 255k residents
H Distributed over5,500 rapid test kits in the Heatherington / Cedarwood
area
Community memberseported better health, mental well-being, access

to food supports

More activities / spaces to connectvith neighbours / partners, access

services, and have a say in decisions:
H WhatsApp, Communities of Practice, Community Events
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CDF Resident Leaders COVID 19 Outreach with Rideau Rockcliffe Community
Resource Centre and Ottawa Community Housing Community Developers and

Ottawa Public Health



Question:

Are there any ideas that you've heard
about today, that you would be
interested in implementing in your
own communities?

Comment in the chat box

HSPN & u
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LocallyDriven Population Health Management
Strategy

An Enginefor Connection,Accessand Attachmentforh y i I NA 2 Q &
HighestNeed Patients



HEALTH
COMMONS
SOLUTIONS
LAB

ThePrimary Care Strategy

Isan ambitious,geographicallypasedpopulation

healthmodelthat hasthe potential to transformhealthoutcomesfor Ontarians

Connecting Every Person in Ontario to Primary Care

Mandate: 100% of people in Ontario are attached to a family doctor or a primary care nurse practitioner working
in a publicly funded system, where they receive ongoing. comprehensive, and convenient care.

PRIMARY CARE SYSTEM SECONDARY, TERTIARY

HOME HEALTH TEAM

COMMUNITY HOSPITAL

Social Medical Acute Care

Workers Specialists

A B § &

Tertiary Care

Community  pypiic Health

Eatinets e Quaterary Care

H Care armacists Lab
B L Speciality Hospitals
‘ersonal
:;2:&" 3;“’?" Sub-Acute
Qe Long-Term Care & Rehab

Addictions oot Care

& Mental Health G SIS Complex Care

Ontario @

Designing a Geographic Model of Primary Care

Vision: Achieve 100% attachment by organizing primary care similar to the public school system.
At maturity, every Ontarian will have access to a publicly- What is a Primary Care Team?

funded primary care team, close to where they live. This
team will be their primary care team.

In the primary care team, each person will be attached
to a family doctor or a primary care nurse practitioner,
where they receive ongoing, comprehensive. and

convenient care that is connected with the system

be offered an opportunity to attach to a primary care
team in their community, ensuring continuous access to
local care.

Choice in where people access care will be preserved.
Primary care clinicians are encouraged and supported to
Join the new model, but participation will remain
voluntary.

T Ve
¥ Front door to the health system
As people move from city to city within Ontario, they will | 5

v Sites

are reflective of the population they serve.

v When are links people to @ broader network
i of health professionals and wellness services

i v Coresite for prmary care system standards

Ontario @

Toachievethis transformationit willt a k e ...

Tangiblemodelsand new rolesto tackle the geography
Proventacticsfor outreach;andnew rolesanda planfor successfuihtegration

Hightouch interactionsfor high need patients
LDPHMisnot anattachmentstrategyfor all 2.5M - it focusesonwho needprimary care
the mostbecausdheir healthis shapedoy both lackof accessandby the SDOH

Tightaccountabilitieswith localb SEA 0 At A ( &
Accountabilityfor outcomes,while leaninginto the localexpertsandecosystenof healthand
socialpartnerships

Scalingwhat is alreadyworking and designedfor this purpose
What are the conditionsto identify andrapidlyscalelearning?




HEALTH
COMMONS
SOLUTIONS
LAB

What does equity look Ilike in the context of the Primary Care
Strategy?

TheLDPHMstrategyhasdemonstratedmpactwith a small,specificandcritical population
of Ontarians

/
PoorOutcomes
Impactedby PoorAccess _
. + =  andSystem
Social to Care
: Pressures
Determinants
ofOnt arijo’ s Areas;/here Careno:designed Totahealth annua
' expenditures(excludin
Population therearelow for accesseeds P ) X g
. catastrophiccaresuchas
ra_tesof of the population CancerReproductiveand
primarycare - hoursof Obstetrical Motor Vehicle)*
workers operation,
9 locationand

culturalbarriers

* Detailsof evidenceand calculationsere
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What are some key opportunities to address both
and system outcomes?

Whatthe evidencesaysaboutpotential costsavingdrom improved
primarycaremanagemenbdf highneeds/riskusers

Improvedprimary caremanagementfor complexpatients
. Reducehospitaladmissiondy 15¢30% reducesED

visitsby 20¢40% 5 O/
CaseManagementfor ChronicDisease O —
. Diabetesprimary caremanagementyreducesper-patient Systemsavings
health systemcostsby $5,000;$8,000/yr on $35.9B
. Heartfailure outpatient managementreduces
admissiondy up to 35% savingsof $9,000;$15,000per 0
patient/yr 1 O /O .

Systemsavings
on $35.9B
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individual

Savingsfrom
iImproved
managementof
this population

$1.8B/yr

$3.6B/yr
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Locally Driven Population Health Model Strateqgy IS made up of

three  integrated  efforts

TheLDPHMstrategyisathreelegged
stool. All three elementsare keyto the

success
CULTURALLY WRAPAROUNDCARE
APPROPRIATEBUTREACH via NETWORIOF
& MOBILECARE LEIA(SEQ;HIP PARTNERS
COMMUNITAMBASSADORS/ - LeadAgency Health& SocialCare
COMMUNITHEALTMVORKERShO ¢ health
b”dgeaf‘f‘cesfsfse:."'Cm?"'gaﬂor‘a”d LEADDRGANIZATICtHat iswell zrrfggz?;g?r’;zm eri%tr
offer effectiveoutreac
copnecte_docallyandcan referralsandwrap around
Mobile strategiesto reachinto coordinateprimarycare,referral supports
underservedbopulations networksandemployoutreach
teams Partnerswhoseexpertisasto
Mobile TeamsWell ClinicsScreening addresghe broadersocial

TypicallyPrimaryCareEntity

Strategies determinants



Aat it looks like onthe groundin
®
=
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ecommunities

ADDRESSINGapsin DESIGNIN®&are BUILDINGTrust WRAPPINQ are
Accesdsor HighNeeds AroundPopulation BetweenCommunities AroundComplex
Communities S pecNebds andProviders Patients
2 K| iv6kding? 2 K| iv6king? 2 K| iv6king? 2 K| iverkding?
« Geographichyperlocalmodel « Datainformed priority « Localeadershipwith « Holisticviewof p e r shealth s
populationselection establishedporesencen the needsandpriorities
« Establisimultiple low-barrier community

pointsfor registration(mobile,
healthfairs,wellnes<clinics,
etc.)

« Providingsupportsfor people
who arewaitingfor attachment

" Serviceshat matchwith what
peopleneedandwant-
location,hours,languageand
culturalunderstandingof health

« Culturaladaptationof programs
andservices

Locally Driven Population Health Model & Primary Care

« Tappingnto network of
" Proactive outreactothe h ar d  integratedhealthandsocialcare

tor each’ communi t ipargers

« CommunityAmbassadoras « Partnershipsvith OntarioHealth
trusted advisorsservice Teams
navigatorsandknowledge

disseminators
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How LeadAgenciesSupportPrimary CareAttachmentand Provider

Rete ntion

» LeadAgenciesare well-positionedto supportOntarioHealthTeamgOHTs)n ensuringimmediateaccessandlongterm primary caree
populations.

Connectingwith UnattachedIndividuals Mobile Teamsand CommunityHealthWorkers/Ambassadonsiitiate contact,build relati
needs.

Addressingmmediate Needs Providemedicationmanagementchronicdiseasescreeningmentalhealth support,andvaccinatic
benefitsof primarycareattachment.

IntegratingPrimaryCareinto SocialServicesOfferaccesgo primarycarethroughexistingprograms suchasadult dayprograms
Collaboratingwith PrimaryCareNetworks: Identify newrosteredspacesasthey becomeavailable.

FacilitatingWarm Handoffs Transitionindividualssmoothlyto primarycareproviders,ensuringongoingsupportfor socialservice
PromotingCulturally RelevantCare Encouragattachmentto culturallyappropriateprimary careproviders,where available.
TrainingCommunityAmbassadorsEducateindividualsaboutthe valueof primarycareandbeingrostered.

ReducingPrimaryCareBurdern Supportnavigationto broadersocialservicesand help patientsbecome'practiceready'through |
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_________________________ What a LIS Oihvié<Imentsfor accessand attachmentare emergin
fromLeadAgencies?

ATTACHMENT ACCESS
e Mobilecareteamsthat: e Additionalprimary care provider capacityat the
leadagencyto flex up accessepisodiccarewhile
e Provideepisodicprimarycarein remoteor peoplearewaitingto be attached

underservecheighborhoodr buildings
e Specific ¢ a mp pushgdihsoughpartnersfor

e Supportcompletehistory,medication increasingawarenesso healthandwellness
reconciliationandstabilizationof socialcareneeds screening

e CommunityAmbassadorto identify individualsn e Healthfairsandwellnessclinics
needof service navigationto socialandhealth
providers e Episodicarefor peoplewhile they arewaiting

for careincludingprevention(linkageto

e AlliedHealthProfessional®egionaResource PreventativeCareProgram)
Team- supportthe complexpatient populationfor o _
newlyrosteredpatients e Traininglor CommunityHealth

Workers/Ambassadoria chronicdiseaseself
managemen(linkageto OHTPriorities)
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High-CostHealth SystemUsersin Ontario (Adults) 2023 Data Update

Prevalence of High Users vs. General Population

e  Small Percent of High Users: Only about 5% of Ontario’s adult population are considered “high users” of health care (typically defined as the top 5% of patients by
annual health care spending)
canada.ca. In absolute terms this equates to only a few hundred thousand individuals in a province of over 14 million. These are the patients with the greatest health service
utilization and costs.

e Disproportionate Share of Costs: This small cohort accounts for a majority of health care expenditures. Recent analyses show that roughly 60—-65% of all Ontario
health care spending is concentrated in that top 5% of users pmc.ncbi.nlm.nih.gov canada.ca. In other words, a very small fraction of (mostly adult) patients drive nearly

two-thirds of total health system costs in the province. By comparison, the top 1% of users alone consume about one-third of all health spending

pmc.ncbi.nlm.nih.gov. Most of these high-cost patients are older adults or those with multiple chronic conditions.

e Adjusted Share Excluding Catastrophic Cases: If we exclude “catastrophic” care cases —i.e. extremely costly one-time events such as major trauma injuries, advanced
cancer treatments, or complex surgeries — the spending concentration among high users is slightly less extreme (but still very high). Many high-cost patients have expenses
driven by chronic or long-term care rather than acute emergencies (indeed, about 40% of top-cost patients in one Ontario study had no acute hospitalizations in the year)
pmc.ncbi.nlm.nih.gov. Removing these catastrophic episodes, the top 5% of patients still account for roughly ~50% of total health expenditures (approximately half of
all spending, instead of about two-thirds) pmc.ncbi.nlm.nih.gov. This adjusted figure reflects the substantial ongoing costs of high users with complex chronic needs, even
when one-off acute events are set aside.

Sources: Ontario health administrative data and research studies (ICES/University of Toronto and Ontario Ministry of Health analyses) were used for these statistics. The figures
are province-wide and focused on adults, as children represent a small portion of high-cost users. The exclusion of catastrophic care is an estimate based on removing acute one-
time events from the cost data, illustrating how persistent high-need patients still consume about half of health resources even when rare expensive crises are excluded
pmc.ncbi.nim.nih.gov. All data are from recent government or academic sources (circa 2012—-2023) and provide the latest insight into health system use in Ontario.
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https://www.canada.ca/content/dam/phac-aspc/documents/services/reports-publications/health-promotion-chronic-disease-prevention-canada-research-policy-practice/vol-42-no-10-2022/hpcdp-vol-42-no-10-2022.pdf#%3A~%3Atext%3Da%20small%20proportion%20of%20patients%2Cclini%02cal%20and%20demographic%20characteristics%20of
https://pmc.ncbi.nlm.nih.gov/articles/PMC4754179/#%3A~%3Atext%3DWe%20calculated%20comparable%20results%20for%2Cof%20all%20allocated%20expenditures
https://www.canada.ca/content/dam/phac-aspc/documents/services/reports-publications/health-promotion-chronic-disease-prevention-canada-research-policy-practice/vol-42-no-10-2022/hpcdp-vol-42-no-10-2022.pdf#%3A~%3Atext%3Da%20small%20proportion%20of%20patients%2Cclini%02cal%20and%20demographic%20characteristics%20of
https://pmc.ncbi.nlm.nih.gov/articles/PMC4754179/#%3A~%3Atext%3DWe%20calculated%20comparable%20results%20for%2Cof%20all%20allocated%20expenditures
https://pmc.ncbi.nlm.nih.gov/articles/PMC4754179/#%3A~%3Atext%3Dthe%20total%20study%20population%2C%20for%2Cabout%20half%20of%20all%20expenditures
https://pmc.ncbi.nlm.nih.gov/articles/PMC4754179/#%3A~%3Atext%3Dthe%20total%20study%20population%2C%20for%2Cabout%20half%20of%20all%20expenditures
https://pmc.ncbi.nlm.nih.gov/articles/PMC4754179/#%3A~%3Atext%3Dthe%20total%20study%20population%2C%20for%2Cabout%20half%20of%20all%20expenditures
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WHATOTHERBENEFIT8f STRATEGIEATTACHMENT

e Improved Outcomes and Equity:
People most impacted by SDOH (low income,

homelessness, mental health issues, language
*Research consistently shows that top users without catasiieieiéy experience worse outcomes in

conditions account for a disproportionate share of health fragmented care systems. Proactive interventions
expenditures due to repeat hospital visits, ambulance calig#3de medication adherence, chronic disease
avoidable admissions. Targeted interventions (such as praggtiy§ement, and access to preventive care.

attachment to primary care, outreach, and case managemgptjeads to better health outcomes and reduces
significantly reduce these costs. future high-cost events.

e Cost Efficiency:

e Targeted, Measurable ROI:

o , . Investments in navigation, outreach, and
*Prioritizing these populations reduces avoidable emergqgwﬁlﬁﬁ%r orimary care models for this

and hospital strain, freeing up resources for acute care nSSBﬁlgﬂgn have been shown to reduce health
reducing hallway medicine. care system costs within 12—24 months by
reducing hospital readmissions and ED visits.

e Health System Relief:

Locally Driven Population Health Model & Primary Care 11



Question:

Are there any ideas that you've heard
about today, that you would be
interested in implementing in your
own communities?

Comment in the chat box

HSPN & 57



HSPN &

Panel Discussion
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Up Next

- HSPN webinar series

- August 2025: Summer break

. September 23rd, 2025:

Leadership and Governance: Results from the
Ontario Health Teams Leadership Survey

HSPN &




THANK YOU!

@infohspn

hspn@utoronto.ca

The Health System Performance Network

hspn.ca

©
o
2]

HSPN &
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