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Central West Ontario Health Team (“CW OHT”) 
Partners Meeting Minutes 

Thursday, March 3, 2022 at 6:00-7:30 PM via Zoom 
 

Agenda Item Summary of Discussion & Decisions Action Items 
Agenda Review & 
Opening Remarks 
 
Dr. Brian Klar 

Dr. Brian Klar, CW OHT Collaboration Council (“Council”) Co-
Chair, provided opening remarks. 
 
Slides and minutes will be shared after the meeting. 

N/A 

CW OHT General 
Updates 
 
Saleem Chattergoon  

Saleem Chattergoon shared some CW OHT updates in relation 
to the Data Sharing Agreement: ‘Level Setting’ information 
session, the registrations required for upcoming Partners’ 
meetings, and the recruitment of new members to the Patient 
Family Advisory Council (slide 4). 
 
Subsequently, Maria Lykos provided an update on the 
Integrated Care Hub (“ICH”) project that is recruiting members 
to join a working group (slide 5). 

N/A 

Collaborative Quality 
Improvement Plan 
(“cQIP”) 
 
Andreea Popescu, Emily 
Cichonski, & Harleen 
Badesha 

Emily Cichonski provided a brief overview of the cQIP, its three 
areas of focus, and associated indicators (slides 6-8). 
 
Subsequently, Harleen Badesha provided a summary of the 
understanding of the current state and problem statement for 
the alternate level of care (“ALC”) indicator as well as the 
proposed target population and change ideas (slides 10-12). 
 
Similarly, Andreea Popescu provided a summary of the 
understanding of the current state and problem statement for 
the mental health and addictions (“MHA”) indicator as well as 
the proposed target population and change ideas (slides 13-15). 
 
Lastly, Emily Cichonski provided a summary of the 
understanding of the current state and problem statement for 
the cancer screening indicator as well as the proposed target 
population and change ideas (slides 16-18). 
 
Partners were then invited to cycle through three breakout 
rooms, facilitated by the cQIP indicator lead and a Secretariat 
member, to discuss the proposed change ideas. 
 
After all the breakout rooms, the cQIP leads reported back a 
summary of the discussions. 
 
Regarding the cancer screening indicator, Emily Cichonski 
reported the following: 

N/A 
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- Suggestion to use learnings from the COVID pandemic 
in planning to enhance cancer screening rates. 

- Emphasis on the value of supporting patients with 
different needs. 

- Suggestion to work with faith leaders and peer support 
groups in the community. 

 
Regarding the ALC indicator, Harleen Badesha reported the 
following: 

- There is a need to explore the potential of the work of 
the priority population and the ICH projects. 

- There is a need to define the target population more 
narrowly, as this will likely influence the care pathway. 

 
Regarding the MHA indicator, Andreea Popescu reported the 
following: 

- There seems to be a consistent theme of needing to 
focus on prevention to shorten wait times. 

- Suggestion to engage with patients where they are to 
foster environments of comfort – e.g., targeting youth 
at schools. 

 
The ideas that were discussed in the breakout rooms will be 
brought back to the respective working groups to finalize 
recommendations. The final recommendations will be 
reviewed and approved by Council before the submission 
deadline of March 31, 2022. 

Q&A 
 
All 

Dr. Brian Klar offered the Partners an opportunity to raise 
questions on any of the content shared during the meeting or 
provide general comments/questions. No additional questions 
were raised. 

N/A 

Summary of Action 
Items 

N/A 

Meeting Adjournment There being no further business, the meeting was adjourned at 7:30 PM. The next 
meeting will be held on March 24, 2022. 
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Partners M
eeting

M
arch 3, 20

22



Agenda
Tim

e
Agenda Item

D
escription

6:0
0

-6:0
5 PM

Agenda Review
 & O

pening Rem
arks –

Dr. Brian Klar
Review agenda & provide opening rem

arks.

6:0
5-6:15 PM

CW
 O

H
T General U

pdates –
Saleem

 Chattergoon & Em
ily Cichonski

Provide CW
 O

HT updates since the last m
eeting.

6:15-7:25 PM
Collaborative Q

uality Im
provem

ent Plan –
Em

ily Cichonski, Harleen 
Badesha, & Andreea Popescu
x

Im
proving overall access to care in the m

ost appropriate setting
x

Increasing overall access to com
m

unity m
ental health & addiction 

services
x

Increasing overall access to preventative care

Present the current state of each area of focus & 
discuss proposed change ideas for feedback.

7:25-7:30
 PM

Q
&A –

All
O

pportunity for partners to ask questions on any of 
the content shared during the m

eeting or provide 
general com

m
ents/questions.



CW
 O

H
T General U

pdates
Saleem

 Chattergoon & Em
ily Cichonski



General U
pdates

D
ata Sharing

Agreem
ent: ‘Level 

Setting’ Inform
ation Session

•
M

arch 24 at 6:00
-7:30 PM

•
Registration required

•
Facilitated by legal counsel (Kate 
D

ew
hirst)

•
W

hatis expected to adequately 
facilitate privacy & security w

ithin an 
O

H
T environm

ent?
•

Recom
m

end m
em

bers from
your 

organization w
ho are responsible / 

know
ledgeable about privacy & data 

sharing to attend

RegistrationsRequired
for U

pcom
ing 

Partners M
eetings

•
Based on feedback received from

 
you, upcom

ing Partners m
eeting 

w
ill require registration

•
Stay tuned for registration

links in 
the CW

 O
H

T new
sletter

Patient Fam
ily Advisory Council 

(“PFAC”) is Recruiting N
ew

 M
em

bers

•
To broaden diversity

across PFAC 
m

em
bers

•
To

respond to the high value for 
patient & fam

ily engagem
ent in key 

CW
 O

H
T initiatives

•
Stay

tuned for m
ore details & how

 
to apply



Integrated Care H
ub 

Advocate for provincial system
 

redesign

•
Integrate and align services 

•
Create one source of truth for 
directories 

•
Address issues in geographic 
borders 

Guide the O
H

T’s project 
approach

•
O

versee partner/stakeholder 
engagem

ent

•
Inform

 project m
anagem

ent 
processes

W
ork tow

ard project objectives

•
D

evelop problem
 statem

ent(s) 

•
Co-design the Integrated Care 
H

ub

W
e are currently recruiting m

em
bers for a w

orking group. The objectives of the group are: 

The vision for the ICH
 is to provide centralized 24/7 care coordination and navigation that includes: 

•
W

arm
 hand-offs

•
Inform

ation readily accessible to the public 
•

M
ore clients accessing virtual care & digital records

•
Self-m

anagem
ent and health literacy supports 

Em
ail M

aria.lykos@
w

illiam
oslerhs.caif you, or a designate from

 your organization, w
ould like to participate in the w

orking group 



Collaborative Q
uality 

Im
provem

ent Plan (“cQ
IP”)

Andreea Popescu, Em
ily Cichonski, & H

arleen Badesha



cQ
IP

O
verview



W
hat is it?

�
A required

im
provem

ent plan that aligns provincial and local health system
 priorities w

ith the Q
uadruple Aim

 
and considers the populations m

ost at risk (areas of focus)
�

A processthat O
H

Ts w
ork on throughout the year to

system
atically identify and bridge gaps in care, using 

quality im
provem

ent and change m
anagem

ent principles and em
ploying an equity lens

W
hat is required for each area of focus?

�
Identify an im

provem
ent targetat the O

H
T-attributed population level for each of the indicators (data to be 

provided by O
H

) and the quality im
provem

ent initiatives w
e plan to im

plem
ent betw

een April 1, 20
22 and 

M
arch 31, 20

23
to assist in im

proving perform
ance

�
Review

 our plans and provide feedback on throughout FY 22/23

O
H

T cQ
IP

Im
proving overall access to 

care in the m
ost 

appropriate setting

%
 of alternative level of care 

(ALC) days

Increasing overall access to 
com

m
unity M

ental H
ealth 

& Addiction services

Rate of em
ergency departm

ent 
visits as first point of contact for 
M

H
A-related care

Increasing overall access to 
preventative care

%
 of screening-eligible patients 

up to date w
ith:

•
Pap tests

•
M

am
m

ogram
s

•
Colorectal screening

AREAS O
F FO

CU
S:



TH
AN

K YO
U

!
W

e sincerely thank everyone who has been engaged in the cQ
IP

developm
ent work so far for their contributions!

Alternate
Level of Care W

G
Lara M

cNeil
W

illiam
O

sler HS
Aruna M

itra
HCCSS

M
arissa W

ilson
W

est Park
Am

y W
ilkinson

Sienna
LTCH

Tracy
Kam

ino
Holland Christian 
Hom

es
Lesley N

agoda
SHIP

Zishan Chaudry
CANES

M
entalH

ealth & Addictions W
G

D
r.Louella Lobo

Bram
estFHO

Charlene H
eyer

CM
HA Peel

N
ancy Bratkovic

CM
HA Peel

Shereen Ram
persad

SHIP
M

ary Pagani
PAARC

M
assina

M
icoli

Q
ueen SquareFHT

Anthony D
iValentino

Central Bram
pton FHT

Stacy Attah-Poku
W

ellFortCHC
Faiza Khalid-Khan

W
illiam

 O
sler HS

Preventative Cancer Screening W
G

D
r. Priya Chopra

Surgeon
D

r. Lopita Banerjee
Prim

ary Care  Provider
D

r. Andrew
 Bellini

Specialist
D

r. Praveen Bansal
Prim

ary CareProvider
D

r. Tanya
Sehgal

Prim
ary Care Provider

Sam
antha

Gupta / 
Anthony D

iValentino
CentralBram

pton FHT

Jose Garcia/ Rory 
Goodm

an / Peter Khela
Rexdale CHC

D
r. Parneet Cheem

a
W

illiam
 O

sler
N

oreen Syed / Rahul  
Tiw

ari
Q

ueen Square FHT

Cam
ille

Fernandez
W

ellfort CHS

cQ
IP

W
orking Groups:

Groups Engaged to D
ate:

O
sler PFAC

CW
 O

H
T PFAC

O
sler Patient W

eb 
Panel

CW
 O

H
T CM

AC
CW

 O
H

T ED
IAC

O
sler D

FCM



ALC



•
Lack of flexibility in accessing patients by clinicians and narrow

 
scope of specialized services (i.e. patients w

ith responsive 
behaviours, bariatric patients)

•
Lack of standardized education and assessm

ent processes across 
providers and system

s 
•

Additional com
m

unity supports available aren’t alw
ays recognized 

and leveraged to full potential
•

Lack of follow
 up from

 PCP once patients are out of ALC
•

Lack of integration w
ith param

edic services and options around 
alternate destinations that could be leveraged by EM

S services

Using the feedback received to date from
 patients, fam

ilies, prim
ary care providers and 1:1 consultations, the following fishbone 

diagram
 has been created to better understand the factors influencing alternate level of care services in our com

m
unity:

Tim
ely Access & System

 Capacity
Patient Em

pow
erm

ent

H
ealth Inequities

System
 Integration & Inform

ation

•
Access to long-term

 care services have extensive w
ait 

tim
es (identifying the right services needed, resources, 

funding)
•

System
 not prepared due to under-resourcing to m

eet 
the needs of certain patient populations (i.e. bariatric 
patients, patients w

ith responsive behaviours)
•

Choice and decision-m
aking tim

elines for clients is very 
lim

ited (i.e. 1 day to respond & up to 5 days to m
ove into 

hom
e) 

•
W

ait tim
e can be m

onths to years and som
etim

es 
patient conversations are m

issed 

•
Patients and fam

ilies have little understanding of options for 
care and decision m

aking requirem
ents and capabilities

•
Providers are not aw

are of all existing services or referral criteria
•

Access to educational resources for decision m
aking and 

options are lim
ited

•
Challenges exist around recognizing the supports available 
w

ithin com
m

unity vs at the hospital and this creates confusion 
around next steps for patients/fam

ily
•

Lack of public education around regulations around LTCs (this 
im

pacts their readiness to respond and receive inform
ation)

PRO
PO

SED
 PRO

BLEM
 

STATEM
EN

T:

The needs of som
e patients 

requiring alternate levels of 
care are not being m

et in 
order to prevent inequities 

to accessing appropriate 
care and enhance patient 

experience.

Alternate Level of Care: U
nderstanding the Current State & Problem

 Statem
ent

•
Seniors population –

those that are socially isolated, 
exacerbated through pandem

ic
•

Lack of recognition around cultural and religious needs 
and expectations

•
Inequities related to health literacy and language 
barriers –

both from
 describing the issue and receiving 

care in the sam
e language

•
Care-givers are not recognized as equal partners in care 
in addition to recognizing care-giver burden and the 
lack of support services available to them



D
evelopm

ent of a shared care m
odel for 

bariatric patients. 

Create a standardized approach to education 
around existing com

m
unity support services 

Proposed Target Population:

O
lder adults experiencing frailty.

Current State Them
es:

D
evelopm

ent of a shared care m
odel for 

patients w
ith responsive behaviours.

Tim
ely Access

Patient Em
pow

erm
ent

System
 Integration

Proposed Target Population and Change Ideas:
Alternate Level of Care Indicator

H
ealth Inequities

Patients w
ith responsive behaviours.

Bariatric Patients. 

Patient Em
pow

erm
ent

H
ealth Inequities

Tim
ely Access

H
ealth Inequities

System
 Integration

Tim
ely Access

H
ealth Inequities

System
 Integration

Tim
ely Access

Proposed Change Ideas:



M
ental H

ealth and 
Addictions



•
Lack of transparency and standardization around 
capacity and w

ait tim
es for services betw

een providers
•

Lim
ited line-of-sight for status of referrals 

•
Patient info doesn’t alw

ays follow
 the patient; leads to 

duplicative assessm
ents and repeating of stories

•
Inability to evaluate im

pact of initiatives on pop health 
outcom

es & track patients across m
ultiple providers

•
Lack of transitionary pathw

ays (continuum
 of care) 

and ability to flex support up &
dow

n as needs change

M
ental H

ealth & Addictions: U
nderstanding the Current State & Problem

 Statem
ent

Using the feedback received to date from
 patients, fam

ilies, prim
ary care providers and 1:1 consultations, the following fishbone 

diagram
 has been created for factors affecting access to m

ental health & addictions services in our com
m

unity

System
 N

avigation
•

Lim
ited #

 of specialized providers and long w
ait lists 

for M
H

&A program
s and individual therapy result in 

patients w
aiting m

onths for referrals
•

Adm
inistrative barriers in accessing M

H
&A care –

prim
ary care referral can be a gatekeeper

•
Lim

ited w
eekend and evening hours available

•
Lack of flexibility in exclusionary criteria affect how

 
and w

hich individuals are supported

•
Patients and fam

ilies m
ay not know

 all their 
options for care, especially for unique needs, 
and are not alw

ays clear on next steps
•

Providers are not aw
are of all existing services, 

w
ait tim

es or referral criteria
•

Know
ledge of services dependent on providers’ 

netw
orks, often built through w

ord-of-m
outh

•
Services are not alw

ays designed to address issues related to 
social circum

stances that are determ
inants of m

ental health 
and/or addictions outcom

es (burden of illness)
•

Financial barriers in accessing services not covered by O
H

IP 
or the ability to take tim

e off for appointm
ents 

•
Cultural and social stigm

as and language barriers (both from
 

describing M
H

&A issue and receiving care in sam
e language)

•
Access to transportation, child care, technology etc. can 
further com

pound M
H

&A issues, in addition to being a barrier

PRO
PO

SED
 PRO

BLEM
 

STATEM
EN

T:

The needs of som
e patients 

requiring M
H

&A care are not 
being adequately m

et to 
prevent crisis and 
em

ergency care

Tim
ely Access & System

 Capacity

H
ealth Inequities

System
 Integration & Inform

ation



Potential Target Population(s):
Proposed Change Ideas:

Individuals w
ith anxiety and traum

a/stressor-
related disorders

Current State Them
es:

Tim
ely Access & Capacity

System
 N

avigation
System

 Integration

Proposed Target Population and Change Ideas:
Access to M

ental H
ealth & Addictions Care

H
ealth Inequities

Youth w
ith m

ental health & addictions disorders

Seniors w
ith m

ental health & addictions 
disorders

At-risk individuals (e.g. precarious housing)

Increase line-of-sight for referrals, w
ait lists 

and current capacity

System
 Integration

Tim
ely Access & Capacity

Enable easier and faster access to psychiatrist 
consultations

H
ealth Inequities

Tim
ely Access & Capacity

Create a shared care m
odel/integrated care 

pathw
ay for com

plex patients that is 
transitionary and focused on recovery

System
 Integration

H
ealth Inequities

Create a com
pendium

 of M
H

&A services in our 
com

m
unity, including patient criteria and 

program
 length

H
ealth Inequities

System
 N

avigation



Preventative Cancer 
Screening



H
ealth Inequities

Patient Em
pow

erm
ent

Provider Capacity

Accessibility

•
Cultural/personal beliefs have an im

pact on 
one’s w

illingness to get screened
•

Lacking public education and supports [such 
as am

bassadors] that are culturally sensitive 
•

Prefer access to fem
ale vs. m

ale clinician 

•
Lim

ited tim
e and supports available to m

onitor 
screening for all patients

•
Not all EM

Rs print reports / not all physicians 
have supports to review

 and rem
ind patients

•
W

ould benefit from
 direct referral from

 patients 
•

Virtual visits versus in-person visits

•
Not aw

are of im
portance to get screened or 

how
 to get screened

•
Education overshadow

ed by CO
VID

•
Not all patients are proactive to stay on top 
of testing

•
Letters are inconsistent

•
New

er im
m

igrants unaw
are of w

hat 
to do w

ith letters

•
Patients prefer hospital testing rather than 
com

m
unity testing 

•
W

ait tim
e to receive tests –

especially w
ith 

CO
VID

•
Patients w

ithout a prim
ary care provider 

experience an additional barrier 
•

Lim
ited after hours options for testing 

•
Support to attend appointm

ents

Using the feedback received to date from
 patients, fam

ilies, prim
ary care providers and 1:1 consultations, the following fishbone 

diagram
 has been created to better understand the factors influencing cancer screening rates in our com

m
unity:

PRO
PO

SED
 PRO

BLEM
 

STATEM
EN

T:

Patients are lacking 
education & supports 

aligned w
ith cultural and 

religious beliefs to support 
screening

Preventative Cancer Screening: U
nderstanding the Current State & Problem

 Statem
ent



Proposed Target Population:

W
om

en hesitant to get screened
H

old fem
ale-led pap clinics in areas that had 

the low
est pap test screening rates (M

alton & 
N

orth W
est Bram

pton)

Current State Them
es:

W
ork w

ith the Regional Cancer Program
 and 

‘hesitant’ patients to tailor public education 
program

s to address needs

Partner w
ith prim

ary care providers in areas 
w

ith low
est screening rates to explore 

additional supports to educate patients w
ith 

screening [technology; navigator]

Provider Capacity

H
ealth Inequities

Accessibility

Patient Em
pow

erm
ent

Accessibility

Patient Em
pow

erm
ent

Provider Capacity

Accessibility

Cultural Beliefs

Proposed Target Population and Change Ideas:
Cancer Screening Indicator

H
ealth Inequities

Proposed Change Ideas:



D
iscussion

Instructions:
•

O
ver the next 60

 m
inutes, you w

ill have an opportunity to cycle through three breakout room
s 

•
In

each breakout room
 facilitated by the cQ

IP
indicator lead, please discuss the proposed change ideas

•
At the end of the 60

m
inutes, there w

ill be an opportunity to report back

General D
iscussion Q

uestions:
•

W
hat existing services/resources can be leveraged to support the proposed change ideas? 

•
W

ho else (organizations; individuals) can w
e engage to support the proposed change ideas?

•
O

f the change ideas shared, w
hich ones do you think w

ould have the m
ost success in a year tim

e fram
e?

•
Are there any additional change ideas you’d like to add?



Report Back



Q
&A

Dr. Brian Klar
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