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Brantford Brant Ontario Health Team
Progress Report
Proposed name of the Ontario Health Team: Brantford Brant Ontario Health Team

Part 1: Defined Patient Population and Priority Year 1 Population(s)
Reflecting on your team’s self-assessment response for Model Component 3: Defined Patient
Population, please provide the following additional information.
What did the attributed population data reveal about the population accessing care from partners in
your team? Please note that while the attribution data may be used to identify potential partners, it is
not prescriptive. Team are encouraged to partner with individuals and organizations they deem
appropriate.
Response (750 words maximum):
There is a high degree of alignment between the attributed population data and our previous
analysis of the population we expected to serve at maturity. The attribution model provided by
the Ministry of Health and based on the Institute of Clinical Evaluative Sciences data attaches
approximately 143,000 people to the Brantford Brant Ontario Health Team (BBOHT). This is
29,000 fewer people than our initial geography-based estimate in our self-assessment
(~143,000 in the attribution model compared to 172,000 in our self-assessment). As the
attributed population is lower than our initial estimate, we have a high degree of confidence in
the ability of the BBOHT to successfully implement the Ministry’s vision for healthcare delivery.
Furthermore, in a teleconference meeting with the BBOHT describing the attributed population
data, the Ministry of Health characterized the BBOHT attributed population as “stand alone”,
meaning that provider referral networks and existing patterns of how patients access care are
limited to a smaller number of service providers that provide the entire continuum of care. This
provides a significant advantage for the BBOHT in providing seamless care for our attributed
population.
The Primary Care Enrollment Models (PEMs) identified in the attributed population dataset are
very closely aligned with the BBOHT population at maturity, with 7 of 9 groups caring for
patients that are primarily within our network. We are now adjusting our planning and
collaboration efforts to also include the two primary care models in Hamilton and Caledonia that
refer a portion of their rostered patients to our services.
Given that 26% of our attributed population live in communities outside of Brantford and Brant
County, it will be important for the BBOHT to establish formal relationships and integrated care
pathways to ensure that the care experience of a person is consistent not only within but across
OHTs. Brantford Brant is already connected to regional models for health services such as
dialysis, mental health, geriatric services and other specialized services offered at tertiary
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centres in Hamilton. These existing partnerships are being strengthened. For example, the
Brant Community Healthcare System (BCHS) is planning with St. Joseph’s Healthcare Hamilton
the expansion of regional dialysis care in Paris; the Grand River Community Health Centre,
BCHS and the Alzheimer Society of Brant, Haldimand Norfolk, Hamilton Halton are working with
the Regional Geriatric Program Central to develop a model of geriatric care and recruit a
geriatrician; and work is underway to implement a core framework of mental health services that
is connected regionally to tertiary care in Hamilton. Each of these partnerships is evolving in the
context of OHTs. The BBOHT will continue building partnerships so that collaboration and
innovation can occur both within and across respective OHT models as they mature.
It is important to note that the attributed population data regarding both on-reserve and offreserve Indigenous populations is inaccurate and potentially underrepresented. The data
package suggests 4,763 of the 7,600 people living on Six Nations and 2,371 of the 8,230 people
living on Mississaugas of the Credit First Nations territories are part of the Brantford Brant OHT
attributed population. However, current information on Six Nations and Missisaugas of the
Credit websites note on-reserve population sizes of 12,892 and approximately 850, and offreserve population sizes of 27,559 and approximately 2,750, respectively1,2. Service providers
that are working together to become the BBOHT currently provide care to many Indigenous
people, and there is a great opportunity to strengthen care pathways with Indigenous service
providers. Our partnership model will respect the approach of local First Nations territories and
Indigenous organizations both on and off-reserve as it pertains to development of OHTs and
there is mutual understanding of the importance of working together to align services.
Overall, the high degree of alignment between the attributed population and our initial estimate
of the population we expected to serve at maturity and the “stand alone” nature of existing
provider referral networks positions the BBOHT favourably in implementing the Ministry’s vision
for seamless care at a local level.
How has or might these data be used to inform your planning to achieve quadruple-aim metrics
related to your patient population?
Response (750 words maximum):
The attributed population data provided to the BBOHT includes an age distribution, population
characteristics such as number of seniors, minors and percentage of females, and a summary
of where people live who access care in our catchment area. On January 7, the BBOHT
received a supplementary information package which is more detailed and will inform the Full
Application.
The BBOHT is confident in being able to deliver on the quadruple aim. For the purpose of
brevity, only one specific example is provided for each domain below:
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Improving health of populations
The attributed data shows that Brantford Brant has a higher proportion of seniors 65+ and 75+
than the provincial average. This is an important consideration for capacity planning for health
services based on the needs of older adults, particularly home care, supportive housing and
long-term care. Dementia is more likely to be diagnosed in older populations and Brantford
Brant has the highest prevalence of dementia among the six sub-regions within the Hamilton
Niagara Haldimand Brant Local Health Integration Network catchment. Also, it is estimated that
75% of persons currently in long-term care and 1 in 3 persons waiting in the hospital for longterm care in Brantford Brant are living with dementia.
Given the number of people impacted in the Brantford Brant community and range of dementia
specific services needed, the BBOHT will develop a dementia plan that includes regional
partnerships to build capacity in specialized clinical services for persons with dementia through
education, training and expanding virtual care options (as previously mentioned).
Additionally, the BBOHT will streamline referrals to community support services, and will
improve transitions from hospital to long-term care through improved collaboration and
collective development of definitions and processes such as ensuring patients are “long-term
care ready”. These initiatives will have a significant impact on persons who are living with
dementia in our community.
Enhance the care experience for individuals
More than 8,600 individuals are served by six mental health and addictions service providers in
Brantford Brant annually. These providers work collaboratively but there are opportunities to
improve through better information sharing, single care plans and warm hand-offs between
providers.
The BBOHT is currently in the process of mapping a single continuum of care for mental health
and addictions services, so people who need care as well as health care providers have a good
understanding of where to access which service. Additionally, we will build on the foundation
and principles of coordinated care management (Health Links) regarding shared care plans
between health care providers. This means that people do not need to tell their story multiple
times and members of the care team can work together to improve the care experience and
health outcomes for the individual.
Reduce per capita cost of healthcare
To measure efficiency in our system, the BBOHT is utilizing Michael Porter’s definition of value
in healthcare, which is defined as the health outcomes achieved relative to the cost of achieving
those outcomes3.
Individual organizations will continue to look for efficiencies to reduce costs per visit and
episode of care. However, the biggest opportunities for improving value are through innovation
and coordination between service providers and include:
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Standardizing assessments and care planning tools
Integrated teams, including co-location

Porter, ME and Lee, TH. (2013). The strategy that will fix health care. Harvard Business Review, 91(10), 50-70.
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Access to digital health and virtual care resources
Consolidating administrative tasks like performance and financial reporting and quality
improvement plans

Well-being of health service providers
Workforce well-being has an impact on quality of service. Many health care practitioners report
burnout from the increasing number and complexity of people needing care as well as concern
with the scope and pace of change. The BBOHT communications plan is expanding to include a
strategy for informing, supporting and involving staff at each organization in OHT planning.
Additionally, our diverse organizations use varied mechanisms to measure staff well-being. We
are committed to looking for both organizational and systemic improvements to enhance staff
well-being.
We know from staff that being part of a multidisciplinary team, such as at a new geriatric
assessment clinic, can have positive effects on team members. We hypothesize that further
enhancements to shared digital health platforms and more policy-enabled transitions between
providers will have a positive impact on staff well-being. The BBOHT will look for opportunities
to collaborate regarding gathering and analyzing staff feedback, and identifying improvement
opportunities across providers.
Proposed Priority Year 1 Population(s): Please identify the priority year 1 population(s) proposed in
your self-assessment and note any changes that are based on a greater understanding of
demographics, cost drivers, referral & utilization patterns, and barriers to equitable care.
Response (1000 words maximum):
In the self-assessment, the BBOHT identified that the Year 1 focus will be on improving access,
coordinating care and transitions for persons experiencing:
·
·
·

Addiction and/or mental health issues
Dementia
Homelessness and precariously housed individuals.

The Year 1 focus of the BBOHT is partnerships and care pathways between service providers,
with a focus on better integration with primary care. Many of the strategies detailed in this
application for one Year 1 population segment will have an impact across multiple target
populations.
The underlying theme in many of the strategies proposed within these three target populations
is improving access to team-based primary care. In 2017, it was estimated that only 19%
(24,347/126,189) of Brantford Brant residents had access to team-based care in a Family
Health Team, Nurse-Practitioner Led Clinic, Aboriginal Health Access Centre or Community
Health Centre (CHC).4 The local CHC provides several team-based care services, available to
those primary care models (e.g., COPD self-management, memory clinic) and a year 1 goal is
to improve those referral pathways. About 80% of the attributed population in Brantford Brant
receive care at PEMs as identified in the attributed population data (this number includes the
FHT but not the CHC). During engagement activities with patients, families and caregivers as
4
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well as the primary care community, it has become clear that an additional focus for the BBOHT
in Year 1 will be to more fully integrate the “system” with primary care.
Mental Health and Addictions
The opioid poisoning hospitalization rate in Brantford was 3.5 times the Ontario average in
2017. From January to December 2019, there were 1.3 times more visits to the emergency
department for substance use compared to the same period in 2018. Additionally, from January
to December 2019 were 35 suspected deaths from overdose (pending confirmation from Chief
Coroner), compared to 22 in all of 20185.
Other measures of the demand pressures for mental health and addictions services include:
•
•
•
•

•

An estimated 1 in 5 are affected by mental health annually. In the BBOHT attributed
population, this means approximately 28,600 people could need some level of mental
health support in a given year.
The Grand River CHC identified that 38% (or 1,150 people) of their rostered primary
care patients have a diagnosed mental illness.
Health Links data from 2014-2018 indicates that approximately 60% of Brant residents
who are categorized as having complex needs and require coordinated care are living
with a mental health condition.
ED visits for this population have increased over the past five years; in 2018/19 there
were 1,723 for mental health (excluding dementia), 861 related to substance use, and 47
specific to dementia which represents an increase from 2014/15 of 12.2%, 84.8% and
42.4% respectively.
Over 8,600 individuals were served by 6 addiction and mental health providers in
2018/2019. We are currently unable to determine whether these are unique clients,
which is why integrating digital systems and coordinating care are focuses for Year 1.

The focus for the BBOHT specific to the mental health and addictions population in Year 1 is
responding to MH&A patients across the life span with urgent needs in the community who may
not require a hospital admission. The specific strategy is to implement a mental health acute
stabilization and transition program which will build upon existing collaborative work and be
based on principles of simplified access and navigation support, integrated and coordinated
urgent response, interprofessional team-based primary care and hub models for specialized
wrap-around services.
Homelessness
Housing pressures in the community disproportionately impact vulnerable individuals, families
and households, and influence the number of individuals precariously housed and experiencing
homelessness.
•

In 2016 and 2018 the City of Brantford in association with Brantford Native Housing,
Brantford Aboriginal Homelessness Alliance (BAHA), and the Community Advisory
Board on Homelessness, conducted point-in-time homelessness counts. The number of
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•

•

recorded individuals experiencing homelessness in Brantford, in that period doubled
from 95 to 186.
From January to October 2019, the average number of emergency shelter beds used
per night increased 63% compared to the same time period in 2018. The average
number of emergency shelter beds used per night ranged from 30-46 in 2018, and is 5368 in 2019.6
There are various reasons participants identified for experiencing homelessness or
housing loss, including: Family Conflict, Housing Affordability, Unsafe Housing
Conditions, Illness/Medical Condition, Addiction or Substance Use, Hospitalization or
treatment program.7

In Year 1, the focus will be on connecting persons experiencing homelessness with primary
care. This will start with more closely aligning social services with the Grand River CHC, which
has a mandate to serve marginalized populations. Through Year 1 and Year 2, we will begin
primary care based screening for psychosocial factors that place individuals at high risk for
homelessness. This will improve team-based primary care with include linkages to the social
service system on a consistent, standardized basis.
Dementia
•
•
•

Approximately 3,741 people in Brantford/Brant live with dementia, cared for by 6,000
individuals whose own well-being is impacted by demands of their role as a caregiver
Brant has the highest prevalence of dementia in the Hamilton Niagara Haldimand Brant
(HNHB) Local Health Integration Network (LHIN) and highest percentage with at least
one comorbid condition (61%)
Over 300 individuals living with dementia await LTC placement

In Year 1, the focus will be on building capacity, education and training and improving care
pathways for dementia services within Brantford Brant. These priorities are in alignment with the
HNHB Dementia Network strategy recommendations in 2019, as well as the dementia capacity
planning conducted by the HNHB LHIN in 2019.

Part II: In-Scope Services that can be Provided by Team Members
Reflecting on your team’s self-assessment response for Model Component 4: In-Scope Services, please
provide the following additional information.
Who are the members of your team and describe the breadth of services they can provide (e.g., in
home and community care, primary care, and hospital care)? Please note any changes from your selfassessment – if there are no changes to your team members, please indicate this here.
Response (1500 words maximum):
The organizations collaborating to form the BBOHT serve the entire continuum of care from
children to seniors and across specific sub-populations of dementia, mental health and
addictions, family care, primary care, home and community care, acute care, transitional care
and long-term care. Appendix A lists each organization and summarizes their core service
6
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complement. As such, there are no key members missing from the team, though the
membership and ability for new organizations to get involved is open as the OHT evolves.
In addition to the core partners and primary care engagement, the BBOHT has strengthened
collaboration since the May 2019 self-assessment with the Brant Public Health Unit, Brant
Brantford Paramedic Service, City of Brantford, County of Brant, PrimaCare Family Health
Team and long-term care homes serving our region. Each of these groups are invited and/or
currently involved within the OHT leadership structure. BBOHT member organizations will
continue involvement on committees such as the Brant Community Collaborative and the Grand
River Council on Aging, where other participating organizations can indicate willingness to
become involved.
The BBOHT has also initiated discussions with the Transitional Regional Lead in West Ontario
and local LHIN leadership regarding strategy and transition planning, particularly focusing on
opportunities for home care integration as part of the BBOHT model of care. These discussions
will inform our home care strategy to be detailed further in the Full Application.
As previously described, there is a high degree of alignment between our current OHT
membership and the provider networks revealed through analysis of patient flow and care
patterns. In discussion with the Ministry of Health regarding our attributed population data, the
BBOHT was described as “stand alone”.
There are nine primary care enrollment models attached to the BBOHT, seven of which serve
patients predominantly within our referral network and two that share referral networks with
adjacent OHTs (Haldimand, Norfolk and Hamilton). We have engaged with each of the seven
Primary Care Enrollment Models specifically caring for patients in our referral network and will
connect with the two remaining practices in the near future.
Brantford Brant is a tight-knit community with multiple historical partnerships between providers.
Brantford Brant may have an advantage over some OHTs due to the low number of individual
service providers that overlap services relative to the attributed population size. The
partnerships and collaboration between service providers will be enhanced under the BBOHT
and the next step in this evolution is through collaborative governance.
How have primary-care providers been involved as members or leaders in your team?
Response (750 words maximum):
Two local primary care organizations were involved prior to submitting the self-assessment;
Grand River Community Health Centre (CHC) as a signatory and PrimaCare Family Health
Team (FHT) as a supporter. Since the self-assessment, more substantive engagement with the
local primary care community has occurred, including six of the nine PEMs identified in the
attribution model. Initially, leaders from six of the local primary care groups (4 Family Health
Organizations, 1 CHC, 1 FHT) were brought together by a Primary Care Working Group of the
BBOHT to provide advice on how to more broadly engage primary care organizations/providers
in Brantford Brant. Their suggestion was to hold a Town Hall event where provider to provider
conversation could take place about OHTs, including how primary care could organize to shape
the conversation. This Town Hall was held on October 28th, was attended by 23 primary care
practitioners, and included discussion regarding ongoing engagement with the OHT leadership,
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specific feedback on the planning process, as well as committing to be more involved in the
discussion going forward by partnering on the Full Application.
As a follow up to the Town Hall meeting, the Brantford Brant Primary Care Council (BBPCC)
has been formed with a Terms of Reference approved in January 2020. Membership includes
representation from the Brant FHO, Brantford FHO, Grand River CHC, Ontario Health Clinics
Brantford FHO, PrimaCare FHT, St. Paul FHO, Terrace Hill FHG, and the Brant Community
Healthcare System Chief of Family Medicine. This group is actively working to include De dwa
dah dehs nye>s Aboriginal Health Access Centre, Six Nations Family Health Team,
representation from local walk-in clinics, and the nurse practitioner community.
The BBPCC will evolve to be directly part of the governance and leadership of the BBOHT.
Members from the BBPCC will be present at the OHT Governance Session in February 2020,
where governors from signatory organizations will approve guiding principles and an interim
governance structure for the BBOHT in year 1.
The BBPCC will also be developing a plan to ensure direct involvement from the primary care
community at operational and working group levels of the BBOHT. A distributed leadership
model will be developed to achieve this result. Part of this strategy will include a web presence
where primary care practitioners can determine the level of information they wish to receive
regarding the OHT, as well as whether or not they wish to be engaged directly regarding topics
of interest. The BBPCC will be provided with secretariat support from the OHT.
Collaboration with primary care will continue to evolve in Year 1 and include discussion and
work plans to resolve identified concerns such as the impact of integrated OHT services on
workload, governance, and implications for sharing resources such as care coordinators and
digital health technology.

Part III: Other OHT Building Blocks
Reflecting on your team’s self-assessment responses for each of the Model Components, please
provide the following additional information.
Which of the following areas of the Ontario Health Team model have you focused your efforts on since
receiving the results of your self-assessment? For each area you have chosen to focus on, please
describe how these efforts have prepared you to complete the full application in the text field below:






Patient partnership and community engagement (e.g., engagement of Francophone
populations and Indigenous communities) (self-assessment response to Model Component 1:
Patient Partnership and Engagement)
Patient care and experience (e.g., setting the stage to use population-health management to
improve key metrics related to patient care and experience among groups of patients for
whom quadruple aim metrics are particularly poor)(self-assessment response to Model
Component 2: Patient Car and Experience)
Digital health (e.g., steps that have been taken to support a current state assessment of each
team member’s digital health capabilities and the identification of any gaps)(self-assessment
response to Model Component 8: Digital Health)
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Leadership, accountability and governance (e.g., shared decision-making approaches and
steps towards building the trusted relationships needed for collaborative governance)(selfassessment response to Model Component 5: Leadership, Accountability and Governance)
Performance measurement, quality improvement, and continuous learning (self-assessment
response to Model Component 6: Performance measurement, quality improvement and
continuous learning)
Other components of the OHT model

In your response, please comment on how you have utilized resources and supports available through
the OHT Central Program of Supports.
Response (1500 words maximum):
Patient Partnership and Community Engagement
Since the self-assessment, the BBOHT has made a significant effort to improve engagement
with patient/caregiver/client (PCC) partners as well as the broader community. We recognize
the importance of valuing the expertise that PCC partners bring to the planning process and are
supporting their participation. The BBOHT will honour the value of the expertise of partners with
lived experience through a variety of supports that may include: honorariums, gifts of
recognition, provision of respite support, travel support or assistance with other barriers.
A Client and Community Engagement working group is responsible for current and future
involvement of patients and community in OHT strategy. As part of the strategy, a policy that
outlines the support and recognition of the PCC will be co-developed with those with lived
experience. This policy and the level of supports that can be provided will at times be dependent
on the resources and capacity available to the BBOHT.
Currently we are partnering with patients at an operational level by utilizing existing patient
family advisory committees and hosting target population specific focus groups and town halls.
Additionally, at the governance and leadership levels, we are including patient and caregiver
representation, with two patient advisors at the Executive Leadership Group and patient
representation at upcoming Governance planning sessions.
Our comprehensive client and community engagement strategy, which will begin
implementation in February 2020, aims to establish a Regional Advisory that will include PCC in
all stages of OHT planning and implementation and a Regional Advisory Coordinator to assist
with development and management (see Appendix B). The Advisors will apply for a position
within the Network indicating topics of interest and lived experience where they wish to be
involved, and the Coordinator will reach out to the advisors when opportunities arise for
participation, either in group or individual capacities. There will also be a capacity building
component by training Advisors.
There is also a recognized need to involve the broader community and a broad range of
providers across sectors in system planning and design. This will include looking beyond health
funded partnerships and leveraging existing relationships such as the local municipality,
colleges, and universities etc. This community engagement is already occurring with
presentations already provided or planned for Brantford City Council and Brant County Council.
The OHT will also target specific engagement toward populations of interest including
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Indigenous partners, Francophone service providers and Francophone planning agencies, in
the development and implementation of the OHT.
Patient Care and Experience
The BBOHT partner organizations have experience implementing population health
management approaches by identifying population needs and developing innovative models of
service delivery to meet those needs.
At the operational level of the BBOHT, key metrics are being identified with a quadruple-aim
lens through a review of data on the population served, engagement with service providers
including primary care, consulting with clients/caregivers, and evaluating value for money.
Furthermore, we are leveraging data to enhance collaboration and upstream/prevention efforts,
engaging in greater community outreach and integration and employing non-traditional
approaches to service (less appointment-based, diverse hours and locations).
Additionally, by incorporating social determinants of health and an equity lens (populations of
interest such as Francophone and Indigenous peoples) as part of population health
management and broader health system integration, our OHT is embarking on a bold new
strategy for improving the wellness of our community.
A focus for improvement from a population health management perspective is strengthening
access to a single continuum of care and streamlining transitions in care. For persons needing
mental health and addictions care, having clear care pathways will help ensure access to the
right services at the right time. This is especially important for those in crisis, where an acute
stabilization and treatment program will provide wrap around, interdisciplinary support that can
facilitate client readiness and connection to community services and primary care. By focusing
on transitions in care, we streamline processes and roles to minimize the inefficiency of
inappropriate referrals. For example, hospitals can work directly with long-term care homes to
make hospital patients long term care ready and thereby reduce the number of refusal letters
submitted by LTCHs. These specific examples will improve care for our Year 1 target
populations, and overall improvements in simplifying care continuums and transitions in care will
improve care at the population level.
Feedback provided on our self-assessment shaped our implementation and risk management
plan as we work towards a full OHT application. It focused our attention on building capacity and
decision making processes informed by cost drivers and digital health as an enabler of our short
and long term success.
Digital Health
A Digital Health Working Group has been established and is developing a work plan to improve
overall digital health capabilities as well as support specific OHT year 1 initiatives.
A current state assessment was completed by each of the 12 signatory organizations on the
self-assessment and revealed significant variation in digital health platforms used including
medical records, virtual care and sharing of information between providers. This current state
assessment will be further broadened to include primary care practices and other potential
signatory organizations as the OHT partnership continues to evolve. Based on the results,
several strategies are planned or underway, including:
10
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Virtual Care



Expanded use of eVisit in the hospital emergency department, mental health inpatient
unit, and proposed increase in the behavioural unit
Plan to improve access to psychiatry care through eVisit with community partners
(currently only 7 of 12 have access to a platform)

Digital Access to Health Information



MyChart was launched at the Brant Community Healthcare System in December 2019
Spread MyChart to sites in the community and expand the scope of information in
MyChart (e.g., ClinicalConnect, CHRIS)

Digitally Enabled Information Sharing







Nine different electronic medical records are currently in use across 12 partner
organizations. Our plan is to work with each organization to ensure robustness of the
system, auditability, and interface potential with Ministry reporting systems.
Develop a data sharing agreement to enhance patient experience as well as support
quality improvement.
Explore the use of a centralized privacy resource
Ensure organizations have access to ClinicalConnect if needed
Plan for new technology acquisitions together, such as eReferral to connect primary care
with specialists.

Digitally Enabled Quality Improvement



Reduce variation in patient reported experience measures and patient reported outcome
measures
Support collaborative quality improvement plan

Leadership, accountability and governance
Since the self-assessment, the BBOHT has evolved its leadership structure to align with the
recommendations in RISE Evidence Brief 3. There is now an Executive Leadership Group, an
Operations Management Group and working groups for specific focus areas including primary
care engagement, client and caregiver engagement, digital health, mental health and addictions
and dementia. The BBOHT is working closely with the City of Brantford on the homelessness
target population strategy by utilizing existing committees.
A governance engagement session was held on November 13, 2019 which included the
CEO/Executive Director and Board member participation from each of the 12 core partner
organizations. The objectives of the governance session were to:
 Provide an update on the mandate of OHTs and the status of the BBOHT submission to
date
 Provide input to establish a joint purpose and guiding principles for governing the
BBOHT
 Discuss Interim Governance Structure options for the BBOHT
11
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An outcome from this governance session is that a Governance Task Force will be meeting in
January 2020 to further develop guiding principles for governance and a year 1 governance
structure to be reviewed at a follow up Governance session involving all partner organizations in
February 2020. This governance work will be further evolved and described in the Full
Application.
Performance measurement, quality improvement and continuous learning
Each organization has an independent process for quality improvement, performance
measurement and continuous learning. Since the self-assessment, we have developed a
framework for collaborative quality improvement which details a process by which collectively
organizations will work towards common goals and outcomes. In Year 1, each organization will
still submit an individual quality improvement plan, with a small section dedicated to initiatives
that are shared with other organizations. Over time, our goal is to increase the number of
shared quality improvement goals relative to those that are organization specific.
The selection of the quality improvement goals in year 1 will be driven by Health Quality Ontario
guidance documents and existing OHT working groups.
Central Program of Supports Resources Utilized
Multiple supports were utilized, including:






Best practice on client and caregiver engagement approaches (Health Quality Ontario,
Ontario Centre of Excellence for Children & Youth, Stanford Social Innovation Review,
Tamarack Community – Vibrant Communities) and innovative models (Sick Kids,
Winnipeg Health Authority)
Rapid Improvement Support and Exchange briefs and webinars
OHT Digital Health Playbook
Health System Performance Research Network Guidance Documents

Part IV: Preparing for and Completing the Full Application
Reflecting on your team’s self-assessment response for Part III: Implementation Snapshot, please
provide the following additional information.
What challenges/barriers do you foresee in completing the full application and how do you propose to
address these?
Response (750 words maximum):
The BBOHT does not foresee any challenges in completing the full application. The BBOHT has
already embarked on completing the OHT Full Application and will be ready to submit in March
2020.
The available resources in the OHT Central Program of Supports have been helpful to guide the
development of our strategy. The Full Application contains sections regarding implementation
planning and risk analysis, and systemic barriers to change where we will provide further detail
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regarding barriers and challenges to implementation of the OHT strategy, but there are no
challenges we foresee in developing the Full Application document itself.
What supports from the OHT Central Program of Supports would you find particularly helpful in
completing the full application?
Response (500 words maximum):
The OHT Central Program of Supports may consider developing a best practice document for
working with Indigenous organizations within the context of OHTs.
The BBOHT respects and supports the process by which local Indigenous led organizations are
developing their own OHT applications, or are respectfully declining to formally partner with
OHTs until a separate process has occurred directly with the Ministry. We remain committed to
working with these organizations at the service level on opportunities for integration (e.g.,
membership on working groups looking at transitions in care for year 1 target populations).
However, guidance and similarities in approach may be helpful from a provincial perspective.

Part V: Sign off
Proposed name of the Ontario Health Team

Primary contact for this progress report

Brantford Brant Ontario Health Team
Name: Ben Deignan
Title: Operational Lead – Brantford Brant Ontario
Health Team; Director, Integration and Partnerships
Organization: Brant Community Healthcare System
Email: ben.deignan@bchsys.org
Phone: 519-751-5544 ext. 4820
Signature:

Please describe how you have confirmed the contents of this progress report with the members of
your team?
Response (250 words maximum):
The BBOHT has developed a leadership structure as suggested by RISE Evidence Brief 3
which consists of an Executive Leadership Group, and Operations Management Group and
working groups as needed to move specific project deliverables forward.
This Progress Report was developed by the Operations Management Group with input from
various working groups as needed. The draft Progress Report was reviewed and approved by
the Executive Leadership Group on January 7, 2020 and signed by organizations that are new
participants in the BBOHT since the self-assessment was submitted in May 2019.
Please have only those new individuals or organizations (i.e., those who were not
signatories to the initial Self-Assessment Form) sign below. While Board approval is not
required, participants are expected to confirm the highest level of commitment possible.
(see next page)
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Endorsed by: The Brantford Brant Primary Care Council
Name

Organization

Signature

Date

Dr. Alison Baker

Brant FHO

January 12, 2020

Dr. Scott Elliott

Brantford FHO

January 10, 2020

Peter Szota

Grand River CHC

January 14, 2020

Ontario Health Clinics

January 13, 2020

Dr. Danielle Major
Brantford FHO

Dr. John McDonald

PrimaCare FHT

January 14, 2020

Dr. John Hadley

St. Paul’s FHO

January 14, 2020

Dr. Ross Male

Terrace Hill FHG

Dr. David Vincent

BCHS Chief of Family Medicine

Dr. Bernadette

Not available at time of submission
January 10, 2020

Not available at time of submission
Palliative Care

McNeil

14

Final Submission to the Ministry of Health
January 17, 2020
Endorsed by
Name

Russell King

Position

Chief/Director

Organization

Brant/Brantford Paramedic Services

Signature
Date

January 14, 2020

Endorsed by
Name

Don Cardy

Position

Vice Chair, Board of Directors

Organization

PrimaCare FHT

Signature

Date

January 15, 2020

Endorsed by
Name

Helen Mulligan

Position

Chair of the Board of Health

Organization

Brant County Health Unit

Signature
Date

January 16, 2020
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Appendix A: Participating Organizations and Service Provided
Organization
Adult Recreation Therapy
Services
Alzheimer Society of Brant,
Haldimand Norfolk,
Hamilton Halton
Brant/Brantford Paramedic
Service
Brant Community
Healthcare System

Canadian Mental Health
Association – Brant
Haldimand-Norfolk Branch
Family Counselling Centre
Brant
Grand River Community
Health Centre

John Noble Home
Participation Support
Services
PrimaCare Family Health
Team
St. Leonard’s Community
Services
St. Joseph’s Lifecare Centre
Woodview Mental Health
and Autism Services

Services Provided*
Community support services, Community-based
rehabilitation, Health promotion and disease prevention
Community support services, Health promotion and disease
prevention, Other social and community services
Emergency health services, community support services
(community paramedicine)
Acute care – inpatient, Acute care – ambulatory, Mental
health and addictions, Hospital-based rehabilitation and
complex care, Palliative care, Emergency health services,
Laboratory and diagnostic services
Mental health and addictions

Community support services, Mental health and addictions,
Health promotion and disease prevention, Other social and
community services
Interprofessional team-based primary care, Mental health
and addictions, Health promotion and disease prevention,
Midwifery services, Other social and community services:
community development
Long-term care home
Community support services, Home Care, Short-term
transitional care
Interprofessional team-based primary care, Physician
primary care
Community support services, Mental health and addictions,
Other residential care
Long-term care home, Palliative care (hospice)
Mental health and addictions

* Service categories based on OHT Full Application Template Section 2.8
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Appendix B: Regional Health Advisory Structure

Regional Advisory
(Broad Experience)

Organization advisory tables
(population-specific)

User groups

Regional Advisory Coordinator

Regional Advisory Network

1 FTE
 Main contact for community agencies
 Volunteer recruitment, trainings,
communication
 Co-designs engagement activity with
content expert(s) from user group
 Co-facilitates with content expert from
user group
 Operational management

Pool of 30-40 volunteers
Examples of feedback mechanisms:
 Focus groups
 Facilitated working sessions/innovation
hubs
 Document review
 Gathering community feedback (street
interviews, surveys, etc.)
 Completing surveys
 Forums (participating or organizing)
 Formation of workgroups

ARTC
BCHS
Public Health

Woodview
Municipality or County
Others

OHT (priority)
Medical and mental health agencies/groups
Social Services
Municipality or County
Seek input from advisors on:
 Projects
 Programs
 Services
 Systems

Staff follow entire process including:
 Defining the “ask”
 Co-designing the engagement activity
 Co-facilitating with the coordinator
 Following up on use of advisor input
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