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Introduction
1.

What changes are happening in the Ontario Healthcare system – provincial, regional
& local

2.

Describe the Ontario Health Team Model

3.

Opportunities for Rehabilitation Services during this Transformation

4.

Opportunities for Questions/Answers & Discussion

2

GTA Best Practice Day – Nov 27 2020

Integrated Care – a movement for change

“The Ideal System …..organized delivery systems (ODSs) as "networks of organizations
that provide or arrange to provide a coordinated continuum of services to a defined
population and who are willing to be held clinically and fiscally accountable for the
outcomes and the health status of the population being served." (Leatt, 2020)
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Ontarians’ expectations for digital health
Patients

Two thirds
of Canadians are
interested in consulting
with various health care
providers through a
virtual platform.

Three quarters
of Canadians are
interested in using
patient portals.

Six in 10
Canadians say they are
excited about the impact
artificial intelligence will
have on health care.
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• Want more choices in how
they interact with the health
system, including virtual care.
• Want to easily access and
control their health
information.

Innovators

Providers
• Want to spend less time on
paperwork, and searching for
patient records, and more
time treating patients.
• Want a better work
experience.

Government &
the Broader Health
System

• Want the health system as an
asset to support economic
growth and job creation.

• Want to leverage existing data
to support decision making
and end hallway health care.

• Want secure, responsible
access to data for research
and development.

• Want more efficient and
streamlined digital health
delivery.

The Digital First for Health strategy
Digital First for Health is central to the government’s efforts to transform the health care system so that it
is integrated, sustainable, and patient-centred. Strong digital capabilities are critical to enable system
integration and the sharing of information throughout the health care system so that patients receive
seamless care.

Online
appointment
booking
Allow patients to
book appointments
with the same ease
they reserve a table
at a restaurant.

Digital access for
patients
Let patients review their
health records online,
and give providers all
the information they
need, wherever they
need it, to deliver
better, safer care.
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Virtual care
Improve system
navigation and enable
patients to see their
providers from the
comfort of their own
home using virtual
care technologies.

Key Enabler:
PHIPA
Modernization

Legislative and regulatory
changes to support the
delivery of person-centred
care, while respecting and
maintaining privacy.

Better, more
connected tools for
frontline providers
Connect systems in
different sectors to
allow for seamless
sharing of information
and smooth
transitions of care.
Data integration
and predictive
analytics
Increase access to
health data to
improve population
health and bend
the cost curve in
health care.

What is PHIPA Modernization
Improved integration of health information for patients, providers, health system
planners and researchers across the system
using any mode of communication
Enabling data sharing and information
flows that support the public interest

Improved patient
access to their PHI
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Leveraging data to support digital innovation

Patients would be able to access their PHI more easily, more quickly and
from ANY health provider, health institution in their circle of care.

Improved health
provider access to
integrated health
information

Providers would be able to share PHI far more readily, to support
the delivery of care

Enable establishment
of OH and OHTs

OH and OHTs would have access to PHI and will be able to disclose and
use PHI to support better care and support system transformation.

Enable innovators
and researchers
access to data

Innovators and researchers would have access to de-identified health
information to stimulate research, innovation, and economic
development.

Integrated Care - A Case for Change
• Ontario has world-class health care services provided by some of the best health care
workers. However, over time the province's health system has become fractured and
disconnected.
• Demand for home care is rising due to an aging population, increased patient complexity
and more people being cared for in the community.
• The capacity challenges across the system have resulted in growing hallway health care in
hospitals throughout the province.
• Many of the current health system challenges arise from the disparate ways different health
services are planned, managed, and delivered at the local, regional, and provincial levels.
Specifically:
▪
▪
▪
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Siloed local care delivery,
Fragmented oversight and duplicative administration, and
Fragmented and ineffective supply chain management.

Learning from Jurisdictions, Setting our Own Path
Across the industrialized world, governments face similar challenges:
• Many providers across multiple care sectors, results in gaps in care, duplication
and lack of coordination
• Over-reliance on hospitals and under-reliance on primary care
• Little attention to self-management and preventative health care
• Poorly aligned financial incentives that locks value into silos, and does not support
care integration

In response, Integrated and Accountable Care Systems have been emerging that share the
following features:
•
•
•
•

Organizations share financial and clinical accountability for quality of care, experience and total costs of
care for their patients
Services are integrated, focused on and driven by primary and community care
Payment methods and incentives are built to deliver value, not simply pay for volume
Flexible approach that allows for innovation and tests of changes

In Ontario, we have been learning from other jurisdictions’ implementation of these
integrated systems and created an Ontario-based model of care called
Ontario Health Teams
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Ontario Health Teams Vision for Integrated Care
At maturity, every Ontarian will have access to an Ontario Health Team (OHT) that will:

✓ Provide a full and coordinated continuum of care for an attributed population
✓ 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

✓ Be measured, report on and improve performance across a standardized performance framework based on
the ‘Quadruple Aim’

✓ Operate within a single, clear accountability framework and funded through an integrated funding
envelope

✓ Have better access to secure digital tools, including online health records and virtual care options for
patients

Successful OHTs will be defined by their ability to provide fully-integrated care to a distinct patient
population in a way that delivers on the quadruple aim:

Better patient & population
health outcomes
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Better patient, family, &
caregiver experience

Better provider
experience

Better value &
efficiency

Quadruple Aim
New Incentive / Performance Framework
Institute for
Health
Improvement

Evaluation of
integrated care
services in Catalonia:
population-based
and service-based
real-life deployment
protocols – E Baltaxe

Toronto Central
Primary Care
Rehabilitation
Network Evaluation Report
E Stevenson
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Ontario Health Team Journey to Date
• In early 2019, Ontario Health Teams (OHTs) were introduced as a new model to integrate health care delivery.
• By early January 2020, 24 OHTs had been approved to begin implementation and over 50 teams were actively
advancing their readiness to form OHTs.
• There are currently 42 approved Ontario Health Teams, and other regions continue to develop

April 18, 2019 – Bill
74 passed and
receives Royal Assent

February 26,
2019
The Ontario
government
introduces Bill
74: The Peopl
e’s Health Care
Act, 2019
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May 15, 2019
First call for
OHT
applications;
Over 150
submissions
received from
across the
province

March 2020 - COVID19 Pandemic hits
Ontario

November
25 –
December 9,
2019
24 approved
OHTs
announced

24 Teams

DecemberFebruary, 2020
New
submissions &
progress
reports received

July 2020
Aug 5, 2020
17 teams invited to full
Minister’s
application,
webinar to
5 additional teams
reaffirm
approved,
commitment to
Implementation,
achieve
funding announced,
provincial
Ministry releases
coverage
guidance on
collaborative decisionmaking

29 Teams

Reflections from COVID
The power of local integrated partners
Ontarians and clinicians are willing and ready to adopt virtual care as part of their
health care journey across the health care system.
Streamlined navigation services are critical for finding and accessing the right health
care services. A single “digital front door” is required.
It remains challenging to follow a single patient across different episodes of care. Digital
identity, modernized infrastructure and Interoperability needs to be prioritized.
Local integrated care improves the local COVID response
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OHTs & Population Health Management
OHTs will transition from siloed, sector-based approaches, to managing the health of a
population.

•
•

OHTs will work to achieve specific targets related to the care experiences and health outcomes for
their year 1 priority populations
They will then build on these experiences by steadily expanding their reach in later years, with the
goal of eventually optimizing care experiences and outcomes for their full population

High Risk
(OHT Year 1 Pop)

• 5% of Ontario’s patients account for 65% of health care
spending
• They can have 16+ different health care providers who are
often siloed and disconnected
• OHTs will better connect care to improve experiences and
outcomes for these patients

Emerging Risk, At Risk
(OHT Out-Year
Populations)
Usual Care, Self-Care, Prevention
(OHT Full Population at Maturity)
Modified Kaiser Permanente Population Health Management Pyramid
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Integrated Care & Role of Rehabilitation Services

•

As OHTs mature there will likely be the development and shift of services to primary
care and community based services

•

Hospital services will focus on their highest value proposition

•

Care pathways will be executed by interdisciplinary teams
• Support other rehabilitation services
• Connect and collaborate with colleagues in other sectors

•

Start thinking about the full continuum of care and the Quadruple aim
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Questions / Discussion

