
 
 

 

 

  



 
  



 
 

 

  

 



 

 

 

Our region is home to more than 1.2 million residents, 

covers over 1,000 square kilometres, and continues to 

be one of the fastest growing LHINs in the province. 

In addition to our mandate to pla n, fund and 

integrate our local health system, through the 

Patients First Act, we are now a direct provider of 

home and community care. As of May 31, 2017, the 

Mississauga Halton LHIN transitioned our 

organization with the Mississauga Halton CCAC to 

become one high -performing organization. Our 

Mississauga Halton LHIN care coordinators and 

patient -facing teams are a tremendous strength to our 

organization. With a continuous focus on delivering 

quality care to patients when and where they need it, 

the transit ion was seamless for our residents.  

Additionally, transition saw the expansion of our 

board of governors from nine members to twelve , 

including two current vacancies, in order to guide the 

organization to work innovatively and collaboratively 

at a governa nce-to-governance level, which reinforces 

support from all of our partners as we move forward 

together.   

2017-2018 marks the completion of the second year of 

our three -year Integrated Health Service Plan (IHSP) 

ð which focuses on three key priorities: acc ess, 

capacity and quality. Showing steadfast commitment 

to our priorities, we are making real progress.  

In the fall of 2017, a Patient and Family Advisory 

Committee formed. The committee is representative 

of the diversity of our patients and worked alongs ide 

partner organizations and the B oard to develop a 

roadmap for patient engagement. This roadmap will 

serve as a guide in all activities as we strive to 

improve the patient experience and embed the patient 

and caregiver voice in all that we do.  

 

The Mississauga Halton Palliative Care Network is 

steadily improving patient and family conversations 

around goals of care and has established working 

groups with a focus on engagement, education, long - 

 

term care, patient experience and evaluation. In 

January  2018, an IDEAS (Improving and Driving 

Excellence Across Sectors) project to reduce 

emergency visits was accepted for implementation by 

the Health Quality Ontario team and is ongoing.  

The Mississauga Halton LHIN is strategically focused 

on enhancing capaci ty within the long -term care 

sector. There are currently 10 long -term care homes 

and 1,344 beds that are identified for redevelopment, 

representing 32 per cent of the long -term bed capacity 

in our region. In addition, a collaborative plan was 

developed, and then approved by the M inistry of 

Health and Long -Term Care , that standardizes the 

regional behavioural supports Ontario program across 

our seven sub-regions. 

As the LHIN mandate expands to a population health 

focus, our work on sub -region planning is 

concentrated on identifying and responding to each of 

the unique community needs. Sub -region planning 

has produced the foundation for more coordinated and 

consistent home and community care and primary 

care, while also serving to reduce wait times. This 

year the framework of how we work in partnership 

with our health service providers was defined and is 

leading our directives toward a renewed commitment 

to a shared culture and collaborative leadership. To 

support our seven sub -regions, Directors of Integrated 

Care are in place and working together with physician 

Clinical Leads to plan and optimize care coordination, 

and integrate home and community care with primary 

care. A key strategy is the alignment of staff working 

in service provider organizations to sub -regions, in 

order to localize care.  

Across the organization, the 2017 -2018 year saw 

several modernizations that are improving all 

priorities in our communities, including:  

V Recognizing the important role peers play in both 

addiction and mental health treat ment and 

recovery, the Mississauga Halton LHIN has 

increased peer support capacity, and invested to 



 
 

 

support service coordination, training and 

development of peer support workers and 

supervisors. Enhancing peer support is an 

essential component of a mo re coordinated and 

integrated mental health and addiction system 

that delivers high quality care for positive person 

experiences and outcomes to people in our 

communities.  

 

V Collaborations between Trillium Health Partners, 

Halton Healthcare and the Mississ auga Halton 

LHIN are making the future of health care more 

viable. Working together, these key partnerships 

are responsible for evolving patients from 

hospitals to transitional spaces and to home. A 

three -pronged approach to the management of 

alternative l evels of care; prevention, early 

identification and transition has been identified, 

and is proving positive as we wor k closely 

together. This year, t he Bridges to Care project 

successfully moved 219 patients from acute care 

to transitional space, while 933  patients were 

discharged home before going to long -term care.  

 

V On Sunday, October 1, 2017, Halton Healthcare 

opened its new three -storey building at the Milton 

District Hospital site, which offers a full range of 

clinical services including an expanded 

Emergency and Maternal Newborn departments.  

While admittedly we were not able to achieve all 

objectives as suggested by ministry and LHIN 

accountability metrics, we have developed a Quality 

Improvement Plan that will ensure we continue to see 

steady progress even as our region faces some key 

demographic challenges to capacity.  

The Mississauga Halton LHIN remains committed to 

a seamless health system for our communities. The 

last several months of this year have focused on the 

collaborative development of a re newed mission, 

vision and core values. While work continues on the 

mission and vision, our values: respect through 

compassion, innovative, collaboration and 

accountable, and the supporting behaviours that will 

surround them are enablers of the culture we a re 

creating within the Mississauga Halton LHIN and 

that we will share with our communities. We are 

better equipped to identify and respond to the needs 

of our communities, as well as our health system 

leaders, primary care providers, nurse practitioners, 

home care coordinators and Health Service Providers 

as well as Service Provider Organizations. In the fall 

of 2017, we embarked on a collaborative strategic 

planning process to develop a six -year strategic plan 

that will serve as a roadmap for our system and our 

organization. The strategic plan will inform two 

successive IHSPs  for the periods of 2019 -2022 and 

2022-2025.  

As we continue moving forward together, our 

steadfast focus and dedication will result in high 

quality health care services to patients, families and 

residents in the region. We are building a system that 

allows for seamless transitions, for care that is more 

connected and one that always puts the patients and 

people of the Mississauga Halton LHIN at the 

forefront.   
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A Board of Directors who are selected by the 

Lieutenant Governor in Council and appointed 

through Order in Council governs the 

Mississauga Halton LHIN . The Board is skills -

based, with a variety of experiences and 

expertise , and all are residents of the region . 

http://www.mhlhin.on.ca/boardandgovernance


 
 

The Mississauga Halton LHIN guides ongoing and future initiatives in the 

development  and implementation of a seamless health system for our communities.

As one of Ontarioõs 14 LHINs, the Mississauga Halton 

LHIN manages the planning and performance of the 

health care system, and brings greater accountability 

and leadership as it changes and evolves.  

LHINs are the only organizations in Ontario that bring 

together health care partners from the following sectors 

½ hospitals, community care, community support 

services, community mental health and addiction, 

community health centres, long -term care and primary 

care ½ to develop innovative, collaborative solution s 

leading to more timely access to high -quality services 

for the residents of Ontario, and through the 

Mississauga Halton LHIN for our local communities.  

Through the combined effort of health service providers 

and agencies, the LHIN continues to innovate and 

support hundreds of change initiatives to improve the 

delivery of care, helping find better ways to provide 

services in the LHINõs communities. 

The Patients First Act, 2016 , is part of the 

Government of Ontarioõs Patients First: Action Plan 

for Health Care to create a more patient -centred 

health care system in Ontario. Four key objectives are 

noted in Patients First: Action Plan for Health Care:  

Access ð provide faster access to the right care  

Connect ð deliver better coordinated and integrated 

care in the community closer to home  

Inform ð provide the education, information and 

transparency that people and patients need to make 

the right decisions about their health  

Protect ð make decisions based on value and quality, 

to sustain the system for generations to come  

Ontarioõs Patients First Act includes some structural 

changes to the health care system that will help 

patients and their families access the health care they 

need more quickly and closer to home. The system 

changes will lead to a more local and integrated 

health care system, improving the patient experience 

and delivering higher -quality care. Home and 

community care services are now provide d through 

Ontarioõs 14 Local Health Integration Networks, 

while LHINs continue to plan, integrate and fund 

local health care.  

On May 31, 2017, home and community care services 

and staff transferred from the Mississauga Halton 

Community Care Access Centre (CCAC) to the 

Mississauga Halton Local Health Integration 

Network (LHIN).  

As part of the Government of Ontarioõs Patients First: 

Action Plan for Health Care, this health system 

change was seamless in order to ensure uninterrupted 

care and support for pati ents and home care clients.  

 

Mississauga Halton LHINõs funded health service 

providers include:  

¶ Two hospital corporations, spanning six sites  

¶ 32 community support service providers  

¶ 28 long-term care homes  

¶ 10 mental health and addiction service providers  

¶ 1 Community Health Centre  

¶ 14 Service Provider Organizations  

Note that some health service providers deliver care and services in 

multiple sectors.  

 

The Mississauga Halton LHIN covers ap proximately 

900 square kilometres and is divided into sub -regions 

including Halton Hills, Milton, Oakville, North West 

Mississauga, South West Mississauga, East 

Mississauga and South Etobicoke. A sub-region is a 

smaller geographic planning region within th e 

Mississauga Halton LHIN.  



 

The municipalities of Halton Hills, Milton, Oakville, 

Mississauga (excluding Malton) and South Etobicoke 

(part of the City of Toronto) make up the Mississauga 

Halton LHIN geography. The Mississauga Halton 

LHIN is home to over 1.2 million residents, and 

continues to be one of the fastest -growing LHINs in 

the province, with the population growing by 

approximately 20,000 people each year. 1 The 

Mississauga Halton LHIN is projected to have one  of 

the highest rates of population growth in Ontario over 

the next five to 10 years. From 2017 to 2027, the 

Mississauga Halton LHIN is projected to have the 

second-highest population growth in Ontario, 

increasing by 18.6 per cent in comparison to the 

prov incial growth rate of 12.4 per cent. Over 97 per 

cent of the population is either within a large urban or 

medium population centre. 2 Aging of the population 

will continue to be a major theme in the Mississauga 

Halton LHIN in the coming years.  

The Mississau ga Halton LHIN has a wealth of culture 

due to its dynamic, diverse population demographic. 

Immigrants account for 45.4  per cent of residents.  

Nearly 45.2 per cent of residents are visible 

minorities, compared to 29.3 per cent for Ontario. The 

top five vis ible minorities are South Asian (including 

India and Pakistan) , Chinese, Filipino and Arabic. 

Not including English, the top three languages spoken 

at home are Urdu, Mandarin and Arabic. 

Approximately 57.7 per cent of the residents in the 

Mississauga Halto n LHIN identify English as their 

mother tongue, while 1.8 per cent of the population 

identify French as their mother tongue;  0.7 per cent of 

residents self -identify as Aboriginal. 3  

The proportion of residents in the Mississauga Halton 

LHIN living in low i ncome is better compared to the 

provincial average (12.4  per cent  compared to 14.4 per 

cent), as is the unemployment rate for both adults and 

youth. However, within the Mississauga Halton 

LHIN, there are areas that are more economically 

disadvantaged.  

For  example, East Mississauga (18.0  per cent ) has a 

larger portion of the population living below the low -

income cut -off than Ontario (14.4  per cent ) overall . 

From a health status perspective, the residents of 

Mississauga Halton LHIN are doing well , with 62 per 

cent reporting very good or excellent health. 

Compared to other LHINs across the province, 

Mississauga Halton LHIN residents are comparable 

or better in the areas of life expectancy, infant 

mortality, self -rated health and self -reported menta l 

health. 4  

Mississauga Halton LHIN residents had the lowest 

emergency department (ED) visit rate in the province 

in 2016. 5 Mississauga Halton LHIN residents had 

30.8 ED visits per 100 population, compared to the 

provincial rate of 45.6.  

Although our ED visit rate is low, the number of ED 

visits at our hospitals has been growing steadily over 

the past several years (as rounded to the nearest 

1,000):  

¶ 2011-2012 = 364,000  

¶ 2012-2013 = 373,000 

¶ 2013-2014 = 382,000 

¶ 2014-2015 = 392,000 

¶ 2015-2016 = 406,000 

¶ 2016-2017 = 418,000 

 

The leading causes of death for Mississauga Halton 

LHIN residents were ischemic heart disease, 

dementia and Alzheimerõs disease, lung cancer and 

cerebrovascular diseases (stroke). The leading causes 

of potential years of life lost for Ontario residents in 

2011 were ischemic heart disease, cancer of lung and 

bronchus, perinatal conditions and intentional self -

harm. The Mississauga Halton LHIN potential years  

of life lost rate is second lowest in the provi nce and 

has decreased by 9 per cent since 2007.6 

                                                      
1 2011 Census-based Ministry of Finance Population Estimates 

(2011-2013) and Projections (2014-2041) for Local Health 

Integration Networks.   

2 Socio-Demographic Profile, by LHIN and sub -LHIN areas, Health 

Analytics Branch, March 2018.  

3 Socio-Demographic Profile, by LHIN and sub -LHIN areas, Health 

Analytics Branch, March 2018.  

4 Statistics Canada. 2013. Mississauga Halton (Health Region), 

Ontario and Ontario (table). Health Profile . Statistics Canada 

Catalogue no. 82 -228-XWE. Ottawa. Released December 12, 2013.  

5 Ambulatory Visit All Tables (NACRS, CIHI), MOHLTC, 

IntelliHEALTH ONTARIO .  

6 Births and mortality (2015) final, Health Analytics Branch (July 

2015). 



 
 

 

The Mississauga Halton LHIN received total funding 

of $1.618 billion in 2017 -2018, mainly from the 

Ministry of Health and Long -Term Care (MOHLTC), 

to fund local health service providers as well as to 

fund LHIN operations. As a result of the Patients 

First Act, 2016, where the assets, liabilities, rights 

and obligations of the Missi ssauga Halton Community 

Care Access Centre were transferred to the LHIN 

effective May 31, 2017, including the transfer of all 

employees, the LHIN assumed a more comprehensive 

role in providing health and related services to 

patients.  

The LHIN has several operational functions, 

including: supporting and administering the direct 

provision of home care services, coordinating care for 

home care patients, oversight of the local health 

system, monitoring and managing the performance of 

the local health system, a nd planning, funding and 

improving the local health system as per the LHINõs 

mandate under the Local Health System Integration 

Act, 2006 (LHSIA). Through care coordination, the 

LHIN arranges the care that best supports the needs 

of each patient, including children with medically 

complex care needs, adults recovering from surgeries 

and treatments, seniors hoping to remain at home 

with some independence and people with life -limiting 

illnesses. In 2017-2018, the LHIN invested $168.7 

million in home care, care coordination and medical 

supplies to provide care for over 54 ,000 patients.  

Through the LHINõs service provider organizations, 

the LHIN delivered over three million units of 

services including personal support, nursing and 

rehabilitation.  



 

The LHIN, as a funder, also provides leadership, 

accountability and performance management for the 

allocation of $1.447 billion of provincial health care 

funding to local health service providers through 70 

Service Accountability Agreements. With this 

allocation, the LHI N ensures that the provision of 

health care services across the wide range of care 

sectors are aligned to create an integrated, 

sustainable system of care in the region and to 

advance the MOHLTC and LHIN õs strategic 

priorities, including access, capacity a nd quality.   

Total distribution of the funding received by the LHIN 

in fiscal 2017-2018, including LHIN operations and 

other sectors, can be broken down as follows:   

  



 
 

Community engagement is an integral part of the LHIN model and central to 

supporting LHIN decision -making. Meaningful engagement enables health system 

development in the Mississauga Halton LHIN to be informed by the experiences 

and stories of those who provide and receive care in our communities.  

As a priority of the organization, the Mississauga 

Halton LHIN engages the community along its 

journey, building innovative collaborations with 

health care partners, stakeholders outside of health 

care and, importantly, patients, caregivers and their 

families. Over the 2017 -2018 fiscal year, the 

Mississauga Halton LHIN held a number of 

engagements with all of its broader community of 

patients, caregivers and their family members, in 

addition to engagements with health service 

providers, service provider organizations and 

partners. Building on  strong patient and family 

engagement, foundational within the LHIN, 

engagement efforts focused on embedd ing  the patient 

voice within new and existing tables and collaborating 

with patients to co -design and evaluate initiatives.  

In 2017, planning  focused on the development of a 

LHIN -wide patient and fa mily engagement strategy 

that would serve as a roadmap by which the LHIN 

will engage individuals with lived experience and its 

residents in the health system. A  planning day was 

held  to understand existing patient and family 

engagement efforts, and identify new opportunities. 

Several planning sessions were held with patients and 

family participation to understand how individuals 

wish to be engaged. The inaugural Mississauga 

Halton LHIN  Patient and Family Advisory 

Committee (PFAC) launched in October 2017. The 

PFAC consists of 14 members that represent diversity 

in their health care journeys and residential 

geographies. The first task undertaken by the PFAC 

was the co-design of a Patient , Family and 

Community Engagement Roadmap. Individuals with 

lived experience from acute care settings, the mental 

health and addictions sector, Cancer Care Ontario, 

home care and system committees came together to 

develop the roadmap, and to commit to an e xciting 

journey together.  

 

PFAC members planned the roadmap launch to 

coincide with National Caregiver Day, April 3, 2018. 

Over 110 people attended this Third Annual Patient 

and Caregiver Event to celebrate and acknowledge 

the important contributions of inf ormal caregivers 

within our community. Mississauga Halton LHIN 

board members, patient and family engagement 

champions, as well as many patients, family members 

and individuals with lived experience participated. An 

increased number of patients, caregivers and 

individuals with lived experience participated in 

committees, tables and forums this year, including 

patient representation on our strategic planning 

project team, musc uloskeletal central intake strategy, 

and primary care inter -professional care team 

expansion applications.    Patient and Family Engagement Event, January 16, 2018 



 

The Mississauga Halton LHIN is committed to working in collaboration with our urban First 

Nations, Inuit and Métis communities, organizations and leaders to improve access to culturally  

appropriate care by supporting local cultural competency training, engagement and partnership 

development.   
 

The Indigenous Holistic Wellness Project: Enabling 

Culturally Safe and Responsive Care for First 

Nations, Métis and Inuit is a two -year partnership 

and cost-sharing initiative between the Ministry of 

Health and Long -Term Care (MOHLTC) and the 

Mississauga H alton and Central West LHINs. This 

innovative project is led collaboratively by Canadian 

Mental Health Association -Halton Region Branch, 

Reach Out Centre for Kids, Peel Aboriginal Network 

and the Métis Nation of Ontario Credit River Métis 

Council, and aims  to improve access to culturally 

appropriate programming and services for Indigenous 

communities. Indigenous Elders, Spiritual and 

Traditional Healers provide culturally appropriate 

services such as Talking and Healing Circles and 

Sweat Lodges, as well as additional services offered in 

collaboration with the Indigenous Diabetes Health 

Circle. As part of this project, the Indigenous 

culturally sensitive training workshop òCreating 

Transformation in Service Settings: Getting to the 

Roots of Toleranceó was offered to Indigenous and 

non-Indigenous participants. Attendees explored 

models of cultural safety, and heard from Indigenous 

patients with lived experience about the Indigenous -

specific colonial narratives that often inform 

dominant attitudes in Canada and continue to affect 

their health and well -being.  

 

Health Service Providers (HSP) across the LHIN 

continue to participate in interactive, facilitated 

online Indigenous Cultural Safety tra ining through 

ministry -funded training seats.  Due to the popularity 

of this program, the Mississauga Halton LHIN 

purchased additional seats to offer the opportunity to 

more participants throughout the year. Working 

closely with an Indigenous Elder, Indigen ous Cultural 

Competency trainings are provided at a variety of 

LHIN -sponsored events so that ongoing learning 

opportunities about Indigenous practices and 

knowledge continue to be shared and treaty maps of 

the province have been installed permanently in al l 

Mississauga Halton LHIN offices.  

Indigenous Holistic Health and Wellness project, Diabetes Clinic 



 
 

 

In partnership with Reach Out Centre for Kids 

(ROCK), the Mississauga Halton LHIN French 

Language Services (FLS) Community of Practice 

(CoP) has grown to over 20 enthusiastic members 

from multidisciplinary and cross -sectoral groups 

across the LHIN. In collaboration with our French 

Language Health Planning Entity, Reflet Salvéo, and 

the bilingual Credit Valley F amily Health Team 

(FHT), the CoP creates a supportive network for 

members. The network encourages regular connection 

to discuss strategies to close the identified gaps in the 

provision of FLS, promote FLS best practices, enhance 

FLS capacity of service pro viders , and improve 

equitable access to health and social services for 

Francophones in a minority situation. A Halton FLS 

Mapping Project was completed , and FLS capacity 

continues to evolve with two newly -created 

permanent positions: a bilingual health pro moter at 

the East Mississauga Community Health Centre and 

a bilingual nurse practitioner at the Credit Valley 

FHT.  These additional services will enhance an 

active offer of FLS to Francophones in the region.  

 

 

In collaboration with system partners, a very 

successful Francophone dinner was held in the spring 

when more than 70 Francophone patients, families 

and caregivers participated in an evening of lively 

discussion on FLS in the re gion. Comedic theatrical 

sketches highlighted some of the common challenges 

that Francophone residents experience when trying to 

access linguistically and culturally appropriate health 

care services. The LHIN continues to work in 

partnership to understand the experience of care  

through the eyes of patients in order to serve our 

diverse and vibrant Francophone community.  

 

A highly skilled and dedicated Board of Directors that 

provides strong leadership to LHIN activities govern s 

the Mississauga Halton LHIN. Passage of Ontarioõs 

Patients First Act was a milestone that laid the 

foundation for a significant transformation of 

provincial and local health care systems. The 

Mississauga Halton LHINõs G2G sessions this year 

focused on the Patients First vision , and set in motion 

collaborative planning  and discussions with the 

governors and executive leaders of health service 

providers. In that collaborative spirit, sessions were 

strengthened by including the LHINõs contracted 

service provider organizations this year.   

  

G2G engagement opportunities enabled partner input 

on the development of our six -year strategic plan. 

Discussions were held on topics such as identifying 

key success factors that would ensure the strategic 

plan serves as a roadmap for both the LHIN as an 

organization and the broader health system, 

opportunities for governance partnerships under 

Patients First and eme rging LHIN values.  

Francophone community dinner, Trillium Healt h 
Partners, March 23, 2018  



 

A Mississauga Halton LHIN Governance Strategic 

Planning Task Force was convened to serve as an 

advisory task force to guide the development of the  

2019-2025 strategic plan. Board of Director sõ guiding 

principles were introduced that re flect a shared vision 

for our local health system. The Mississauga Halton 

LHIN undertook a system partner survey in the fall of 

2017 providing an opportunity for partners to reflect 

on the role of the LHIN, relationships between the 

LHIN and HSPs , and the opportunities for 

strengthened collaborations and shared system 

leadership. The high response rate was a clear 

reflection of the level of engagement and commitment 

of health service providers, service provider 

organizations, and our health system partners.  

Through the six -year strategic plan, and a focus on 

governance opportunities, the Mississauga Halton 

LHIN looks forward to working with health system 

providers, service provider organizations and partners 

to create a shared vision for integrated health sy stem 

leadership, and collective ownership for improved 

patient outcomes and experience.  

 

The Mississauga Halton Local Health Integration Network 2016 -2019 Integrated 

Health Service Plan (IHSP) is the fourth strategic plan developed by the 

Mississauga Halton LHIN. It builds off the successes and lessons learned over the 

past 10 years and leverages the strengths of local collaborative, innovative leaders 

and partners.  

 
The plan represe nts the 

voices of our residents 

and what is needed to 

build a stronger system of 

care that focuses on the 

needs of the diverse 

people living in our 

community, including our 

Francophone and 

Indigenous residents.  

 

In alignment with the 

provincial and pan -LHI N 

direction, the 2016 -2019 

IHSP identifies three 

areas of focus, with 

specific goals and 

strategies for the defined 

priorities in each of the 

three areas: Access, 

Capacity  and Quality . 
 



 

 

  

 

 

 



 

 

  

 

The annual Critical Care Services Ontario (CCSO) 

Town Hall meeting was held on October 5, 2017. It  

included patients and families to help inform and 

identify key areas of focus for critical care in our 

LHIN and Ontario for the 2018 -2021 provincial plan. 

The session focused on:  

¶ Improving patient and family experiences  

¶ The provincial Life or Limb Policy  

Improving Patient and Family Experiences  

A key component  in the provincial critical care plan is 

to strengthen the experience of patients and families 

in the critical care system. The framework includes 

the commitment to patient and family  centred care for 

critical care users, engaging patients and families in 

care and monitoring patient -reported metrics. The 

Mississauga Halton LHIN had the privilege of 

interviewing and presenting a patientõs journey to 

help inform the needs of patients and families and 

strengthen the system process in the transitions of 

long-term ventilated (LTV) patients.  

 

The Provincial Life or Limb Policy  

A review was done on the policy directions and the 

potential opportunities for 2017 onward. Targeted 

areas for focus include: ensur ing that policy is 

informed by the Provincial Life or Limb Advisory 

Committee; strengthening accountability for 

repatriation and the One -Number -To-Call initiatives; 

and continuing to follow the patient journey.  

The CCSOõs Life or Limb Performance Management 

for Improving System Performance identified four key 

areas of focus:  

1. Communications revitalization  

2. Revitalizing the Life or Limb Implementation 

Guide  

3. Renewing education for Life or Limb  

4. Putting focus on issues arising from collected 

data  

 

The Mississauga Halton LHIN Critical Care Network 

(multi -disciplinary) has developed a long -term 

ventilated sub -working g roup to  advance the 

transition from the critical care environment directly 

into the community . 

  

Community Paramedicine  

In the spring of 2017, the MOHLTC  provided the 

Mississauga Halton LHIN with $312,50 0 in additional 

base funding to provide better access and support for 

Community Paramedicine initiatives across the 

Mississauga Halton LHIN.  

Halton Paramedic Services, an early adopter of 

community paramedicine, had  established a 

CP@Clinic model in partnership with 

McMaster University. The CP@Clinic is a voluntary 

drop-in community -based health promotion program 

with a focus on the prevention of cardiovascular 

disease, diabetes and falls to empower seniors living 

in su bsidized buildings to take action in addressing 

their health care needs. With funding from the 

Mississauga Halton LHIN, the Halton Paramedic 

Services was able to expand its CP@Clinic , adding two 

additional subsidized senior housing buildings in 

Oakville.   

Comparing Mississauga Halton LHIN life or limb 

data (Q3 2016-2017 to Q3 2017-2018) reveals that  

the number of requests for consults increased 20.3 per 

cent. Further, there was a noted decrease of 15.6 per 

cent in Q3 2017-2018 for the number of confirmed life 

or limb  cases, along with a 5.6 per cent decrease in the 

number of cases referred.  

Multi -Sector Planning for Chronically Ventilated 

Patients  



 

 

In January 2018, the Mississauga Halton Community 

Paramedicine Advisory Committee was established to 

develop a plan and champion community 

paramedicine. Two paramedics who conducted an 

extensive environmental scan, literature review and 

current state rev iew of community paramedicine 

support the advisory committee.  The final report was 

presented to the Advisory Committee in March 2018, 

and included key findings and next steps for 

successfully integrating community paramedicine 

within the Mississauga Halton  LHIN.   

Diabetes  

In June 2017, the Mississauga Halton Diabetes 

Alliance celebrated its first anniversary. In that year 

the alliance met regularly to discuss diabetes care 

within the Mississauga Halton LHIN and how to 

ensure patients at risk for, or with diabetes, receive 

timely access to standardized care. The Type 2 

Diabetes education manual, My Diabetes Journey, 

was finalized and adopted by the Diabetes Education 

Programs across the region. The manual supports 

harmonized care and an education plan for T ype 2 

diabetes patients in the LHIN. The working group 

who led the development of the My Diabetes Journey  

underwent a one -year review in March 2018, and 

revisions to the educational resource based on 

provider and patient feedback are underway.  

In the fall of 2017, the Mississauga Halton LHIN 

participated in the World Economic Forum Value -

Based Health Care Type 2 Diabetes Management 

(T2DM) Pilot Project. The pilot project comprise s two 

phases: developing a customized roadmap for 

transitioning to value -based health care in the Type 2  

Diabetes population and the Implementation Phase. 

The Mississauga Halton LHIN will participate in this 

project over five years, focusing on the 

implementation of short - and long -term initiatives in 

order to improve health outcomes  and lower costs.   

Central Intake for Diabetes Education Programs  

Since 2013, the Mississauga Halton LHIN central 

intake program has triaged over 20,000 diabetes 

patients and referred them to diabetes education 

programs (DEPs). In 2017 -2018 more than 5,100 

referrals were triaged to DEPs in the LHIN. The 

number of clients referred to education programs has 

increased, with over 75  per cent  of all new diabetes 

clients referred to a diabetes education progr am in the 

LHIN.  

Wound Care ð Offloading Devices  

In the Mississauga Halton LHIN, the prevalence rate 

of Diabetic Foot Ulcers (DFU) is 9.5 per cent, with an 

estimated 121,733 cases in 2017. To improve patient 

healing and  access to care, Total Contact Casts (TCC) 

were made available to patients across the region 

within the six nurse -led Home and Community Care 

wound  clinics.  The program has been very successful 

healing wounds within six weeks, which h ave been 

open for some patients  for more than three years. In 

response to his treatment, a patient  said, òéimagine 

this wound has been open since May 2017, I've had 

I.V. treatment and wound care, but now it's healed 

after five weeks of TCC treatment."  

 

 

 

All Meals on Wheels health service providersõ (HSP) 

clients have been assessed by the LHINõs central 

intake process hosted at central registry and led by 

Nucleus Independent Living. Nucleus Independent 

Living, the Mississauga Halton LHIN and interRAI 

have worked to create a first of its kind in Canada 

socio-economic assessment. The assessment focuses on 

food security to enable a standardized client -focused 

approach to determine eligibility, as well as other 

socio-economic contextual factors. The Meals In Ho me 

Patient and Paramedic , CP@Clinic, Oakville  



 

 

Screener Tool will continue to assess based on its 

ability to determine the socio -economic needs of 

clients.  

 

As a result, many existing Meals on Wheels clients 

did not meet the eligibility criteria for the new LHIN 

Meals in Home program, as they were able to afford 

the cost. As of April 9, 2017, identified clients, 

representing 4.5 per cent of previous Meals on Wheels 

clients, were transitioned to the Meals in Home 

program and are receiving meals at a new subsidized 

rate.  

 

½

 

In partnership with OTN, the M ississauga Halton 

LHIN met with all LHIN CEOs to gain commitment 

to identify opportunities and work toward 

implementing OTNõs solutions within the following 

categories: 

¶ Video Visits  

¶ Telehomecare 

¶ eConsult  

¶ Teleophthalmology  

¶ Enhanced Access to Primary Care (EAPC) ð 

eVisit  

Throughout the 2017 -2018 fiscal year, partners were 

consulted in order to identify gaps and issues that can 

be solved by applying existing OTN technology 

solutions. The result is a plan that will be pursued 

within fiscal 2018 -2019.  

In the fall of 2017, the Mississauga Halton LHIN was 

informed  that the Canadian Red Cross Society (CRCS) 

will cease to offer transportation service in fiscal 

2018-2019. At the same time, the R egion of Peel will 

transition away from its existing Passenger Assist 

Program (PAP), also provided by CRCS. These 

notifications initiated the redevelopment and 

integration of the current transportation program to 

continue to serve over 2,338 clients in the  Mississauga 

Halton LHIN. The integration will transfer up to 

$1,306,980 in existing LHIN funding to another 

health service provider to provide approximately 

65,000 rides each year. The integration will transfer 

all the assets, existing transportation serv ices and 

respective clients, including Region of Peel PAP 

clients served by Red Cross, to a health service 

provider of the LHIN, to be determined through the 

Mississauga Halton LHIN Accessible Transportation 

Program Request for Information (RFI). The RFI c all 

specified that the new health service provider will 

work with the LHIN, regional and municipal 

transportation providers, as well as health service 

provider partners to modernize and integrate the 

existing transportation program through the 

development of a long-term strategy and vision for 

regional non -urgent transportation and passenger 

assist services in the region.  It has been the intent, 

from the earliest stages of redesign , to build the 

foundational aspects of integration, access, 

partnership and s implicity into the program design.   

 

During this period of development, the 

Mississauga Halton LHIN intends to ensure the 

best system possible for  residents through a 

collaborative modernization. A phased timeline 

will be taken to support the continuity of service, 

while evolving to meet emerging system needs 

and the provision of future medical transportation 

services. 

 



 

 

Pilot Hip and Knee Bundled QBP  

Building upon the successes of the Cardiac Care 

Seamless Transition bundled care project, Trillium 

Health Partners and Halton Healthcare ar e 

voluntarily participating in the provincial spread and 

scale of bundle care for patients undergoing hip and 

knee replacement surgery to support improved 

patient continuity through the care continuum.  

Bundled models provide a single payment for an 

episode of care across multiple settings and providers 

and incent high -quality outcomes while monitoring 

costs. Planning is in the early stages with full 

implementation expected in 2018 -2019. 

 

½

 

Health Links Maturity Domains  

The Health Links Maturity Domains are a model 

to gauge progress/maturity on the Health Links 

approach, which includes deliverables and 

outcomes that fall within four domain s as set out 

by Health Quality Ontario.  

 

 

  

1. Identification of Complex Patients  

Embedding the Health Links approach for patients 

with complex needs within the Mississauga Halton 

LHIN, Home and Community Care  

Moving from a Health Links program to an approach 

reflects the realities of the improvement in care 

coordinators working as a te am alongside patients 

and their families to provide a holistic view to care, 

taking into account patientsõ clinical needs and social 

determinants of health. All new referrals to home and 

community care are assessed for complexity 

regardless of the referral  source. Once the complex 

population has been established, these patients 

receive an intensive care management approach that 

involves having a coordinated care plan initiated and 

completed within 30 days of the initial visit along with 

a care conference involving more than one health 

professional. The care coordination guidelines of care 

(GOCs) were also revised to reflect the changes 

needed to implement the Health Links approach.  

 

Implementing a Business Intelligence Tool within 

Mississauga Halton LHIN, Ho me and Community 

Care  

This tool identifies high users of the emergency 

department (ED) at the point of intake. Home and 

community care team assistants and care coordinators 

use this tool to determine how many ED visits a 

patient has had and if they are a high user of the 

system (five+ ED visits per year). This information 

enables community care coordinators to prioritize 

these patients when delivering care.  

1.

Identification 
of Complex 

Patients

2. 
Coordination 

of Care

3. Patient-
Centred 

Care

4. 
Measurement 

and 
Continuous 

Performance 



 

 

Over the past year, the Mississauga Halton LHIN 

home and community care has worked with all Health 

Links Co -Leads to establish and embed a patient 

identification process within each respective 

organization.  

   

Inmate Community Health (INKH) Pilot Project :  

South Etobicoke Health Link partners worked 

together to improve the linkages to primary care and 

to care coordination for complex patients in a local 

detention centre.  

 

2. Coordination of Care  

Care Coordination Capacity Project  

In order to provide the best quality care for patients, 

building community capacity for care coordination is 

identified as an important goal both provincially and 

regionally. Recognizing that many organizations are 

at various levels of providing care coord ination to 

individuals, the Health Link partners asked for 

support in developing a Regional Learning Solution in 

order to provide a baseline understanding, 

standardization and consistency of care coordination 

functions across the region.  

 

The Care Coordi nation Capacity Project involved the 

following:  

1. A comprehensive review of the current state of 

care coordination functions across all health 

service providers . 

2. Development of a Regional Core Competency 

and Practice Evaluation Framework.  

3. Development of a Regional Learning Solution 

to support frontline staff for enhanced care 

coordination practice.  

3. Patient -Centred Care  

The patient engagement and community outreach 

team has recruited members of the Patient Family 

Advisory Committee and developed a roadmap to 

guide how the Mississauga Halton LHIN engages 

patients and caregivers. See Engaging our 

Community on page 11 to learn more.  

4. Measurement and Continuous Performance  

Data on current indicators (number of coordinated 

care plans (CCPs) and attachment to primary care 

plans (PCP)) continues to be collected and reported to 

Health Quality Ontario via Quality Improvement 

Reporting and Analysis Platform  (QI RAP) on a 

quarterly basis.  

Health Partner Gateway (HPG) Pilot Project  

Seven organizations have volunteered to pilot use of 

the Health Partner Gateway (HPG) for adding, 

editing and sharing Coordinated Care Plans (CCPs) 

for pat ients with complex needs as part of the 

Mississauga Halton LHINõs Care Coordination 

Capacity Project. Partner access to HPG will 

encourage greater use of the CCP, reduce manual 

processes, ensure accuracy and facilitate timely 

sharing of CCP information amo ng the circle of care.  

Learnings from this pilot will be used to inform the 

spread of the CCP via HPG on a broad system level 

throughout the LHIN.  

 

Launch of the Mississauga Halton LHIN Health 

Links Dashboard 3.0  

In the spring of 2018, this operational d ashboard for 

internal use was launched. It tracks health link 

patient volumes and demographic as well as some 

process metrics at the sub -region level . 

 



 

 

The Care Coordination Program of Work  entailed  a 

re-design of the care coordination approach to enable 

the delivery of better integrated, more consistent, 

patient -centred care at the neighbourhood level. In 

addition to an evaluation, staff identified that there 

were some issues and inequities within a nd across 

teams, in terms of perceived workload and associated 

activities. To improve access for patients, emphasis is 

on strengthening effective care coordination practices 

and improving efficiencies to enable the full value of 

care coordination as outlin ed in the Patients First 

transformation agenda.  This project was a 

collaborative process, which involved regional 

representation from home and community care, 

community support services, service provider 

organizations, primary care , as well as patients and  

caregivers from the region. This project successfully 

enhances care coordination and is improving access 

by: 

¶ Identifying waste  

¶ Implementing quality improvement initiatives  

¶ Improving operational processes and 

efficiencies within care coordination practice  

¶ Improving care coordinator engagement with 

primary care and community support service 

providers in line with Patients First mandate  

During this project many initiatives and efficiencies 

were identified, the topics were categorized and 

validated with each  of the participating organizations  

to ensure collaborative understandings and consensus 

of recommendations.  

At bi -monthly forums, health and social service 

providers come together to share patient stories, 

address gaps in care plans and consider òout of boxó 

solutions. Neighborhood Forums aim to achieve the 

following objectives:  

¶ Improve the experience and health outcomes 

of complex patients and system performance  

¶ Improve engagement and collaboration among 

the members  of the circle of care  

¶ Improve shared accountability and decision -

making among providers in the circle of care  

¶ Improve local capacity through engagement of  

community partners  

¶ Identify professional development needs for all 

partners to enhance complexity c apacity  

 

Since March 2017, 638 participants from 37 care 

providers and community partners (representing both 

health and social service sectors) participated in 38 

Forums. In total, 87 patient stories were reviewed and 

116 issues addressed in support of patients with 

complex needs. 

The care coordination capacity project is a 

collaborative initiative that was spearheaded by 

Mississauga Halton LHIN home and community care 

and health service provider partners. It involved:  

1. A comprehensive review  of the current state of 

care coordinatio n functions across all health 

service providers. A survey was sent to 81 

organizations, with an 85 per cent response rate. 

Findings revealed that:  

¶ There is significant variation in care 

coordination execution across the region  

¶ 1131 individuals provide car e coordination as 

a function  

¶ There are 107 different titles and job 

descriptions  

¶ 62 per cent  are regulated health professionals  

 

Information gathered from the survey has 

supported the development of the Core 

Competency Framework and the Regional 

Learning Solution, and will guide overall planning 

for care coordination in the future . 



 

 

2. Development of a Regional Core Competency and 

Practice Evaluation Framework , which builds on 

the Mississauga Halton LHINõs Home and 

Community Care Core Competency Framework. 

See Care Coordination Optimization Project  on 

Page 21 to learn more . 

 

3. Development of a Regional Learning Solution  that 

supports frontline staff to enhance care 

coordination practice and to support embedding 

the Health links approach to care within 

community partner agencies. See Coordination of 
Care on Page 20 to learn more.  

Between April 1, 2017 , and January 31, 2018, 61 

patients participated in the care navigator pilot 

program. At the conclusion of patientsõ involvement, 

the majority of patients reported a significant and 

positive impact on their level of connection to supports 

indicating enhance d access to services, which will 

enable the achievement of care goals. Prior to their 

involvement with the program, patients reported 

feeling connected to an average of seven supports ; by 

the end of their involvement in the program, the 

average number of c onnections to supports was 16, 

representing a 119 per cent increase.  

Survey results following the care navigator -care 

coordinator partnership were very positive. Patients 

reported feeling:  

V More connected to their support system (38 per 

cent increase)  

V A bet ter understanding of where to get help in the 

community (49 per cent increase)  

V Less stress regarding their illness/issues (35 per 

cent decrease) 

V More hopeful about meeting their future care 

goals (41 per cent increase)  

V Less isolated (40 per cent decrease)  

V More able to voice their health concerns (37 per 

cent increase)   

Developing our Clinical Leaders  
In June 2017, seven sub -region clinical leads joined 

the LHIN as part of the Patients First mandate. 

These roles enhance the LHINõs planning by 

providing first -hand knowledge of both the patient 

and provider experience on the front lines of primary 

care. Their active involvement in the co -design of the 

transformative model for primary care enable s  the 

LHIN to understand the local needs and be targeted 

in resource planning. Equipping these new leaders 

with the skills and knowledge to effectively engage 

with peers and partners in the system was a critical 

first step. Over the first three months, the clinical 

leads participated in an extensive orientation covering 

a wide range of topics from informational, such as the 

Patients First Act, 2016  and sub-region data, to 

tactical, such as resolving conflict s and delivering  

effective presentation s. This investment in the ir 

growth will allow them to meaningfully contribute to 

system planning and develop a high -functioning team, 

ready for the next phase of their work.  

 

Primary Care Advisors  
Primary Care Advisors (PCAs) have now been out in 

the field for over three years. Having visited every 

primary care office in the LHIN, there is a clearer 

picture of the clinical interests, practice styles and 

preferences of primary care physicians in our LHIN.  

With this understanding, physicians are invited to 

contribute to the system in ways that align with their 

interests and expertise. This has included providing 

care to a specific patient population such as refugees 

and participating in committees des igning changes to 

the palliative care system.   

 

As PCAs continue to support primary care providers 

to stay current on the latest resources, they are now 



 

 

embarking on sharing information in greater depth ½ 

focused on sharing the evidence, best practice and , 

most importantly, exploring with physicians how to 

individualize this information to the physicianõs 

practice in an effort to ensure the information is 

translated into their practice. This approach is 

yielding better uptake of resources.   

 

The team is a lso working in partnership with the 

Centre for Effective Practice (CEP) as they launch an 

academic detailing program initially focusing on non -

cancer-related pain. The team is supporting CEP by 

making warm connections with physicians, leveraging 

the PCAsõ existing relationship s with physicians. The 

team is also coordinating the content delivered so that 

any local resources or supporting tools related to the 

topic are shared concurrently.   

Primary Care Network  
 

 

The Primary Care Network (PCN)  ½ which aims to 

build collegiality and integration amongst primary 

care providers,  ½ recognized the significant impact 

the transformation efforts targeted at primary care 

would have on the sector. As such, network members 

felt it was critical to focus energies on maintaining the 

joy of practice. The network began exploring 

opportunities t o offer mentorship for new physicians 

and to enhance physician wellness. Updating 

resources on the PCN website was also a focus to 

ensure easy access to needed resources on a single 

site . 

Doctorõs Lounge 
Since many primary care physicians no longer hold 

active privileges at hospitals, the connection between 

primary and specialty care is deteriorating. To 

address this gap the Primary Care Network hosted 

the òDoctorõs Lounge.ó This event was designed to 

bring primary and specialty care providers together, 

aki n to the days when they interacted regularly in the 

hospitalõs doctorõs lounge. The event provided an 

opportunity for 40 specialists and primary care 

physicians to network and collaboratively discuss 

solutions to improve both access to specialty care and 

the integration between primary and specialty care.  

The Primary Care Network has now hosted two 

Doctorõs Lounge events, with the second highlighting 

the specialty services available to physicians at the 

Oakville Trafalgar Memorial Hospital.    

 

Primary Care Clinic Day  

The Mississauga Halton LHIN hosted its fifth 

Primary Care Clinic Day on February 28, 2018 , with 

over 200 registrants. This year the program focused 

less on clinical capacity and more on physician 

wellness with a practical session on mindful ness and 

fostering office efficiencies by highlighting how to 

optimize electronic medical records and use apps to 

organize medical resources. Primary care providers 

always welcome the opportunity to connect directly 

with their colleagues and learn more abo ut the 

services available in the region.  

 

Mississauga Integrated Care Centre  

The 2017 Ontario budget included a commitment of 

$15.5 million base funding in 2017 -2018 and an 

additional $27.8 million base funding in 2018 -2019 to 

support the expansion of interprofessional care teams 

so that all 76 sub -regions across the province have a 

team. The intent of the funding is to improve access to 

team-based primary care through broader geographic 

coverage commensurate with need. The 

interprofessional primary car e teams will be the local 

platforms to support primary care -based innovation 

and engagement to further Patients First priorities.  

Primary Care Clinic Day, February 28, 2018 



 

 

Funding for 2017 -2018 targeted those sub -regions 

across the province with the lowest rates of team -

based primary care. In the  Mississauga Halton LHIN, 

three sub -regions were successful in securing funding: 

East Mississauga, North West Mississauga and South 

West Mississauga. South West Mississauga was 

successful in securing additional funding for 2018 -19. 

In  total, the Mississaug a Halton LHIN secured a total 

of $6.2 million through this funding process.   

The Credit Valley Family Health Team will be 

providing leadership for the development of the 

expansion of the interprofessional primary care team 

in North West Mississauga. In So uth West 

Mississauga, no team -based primary care currently 

exists. This necessitated the development of the 

Mississauga Integrated Care Centre, a new health 

service provider, wh ich will provide leadership for the 

development of two sites containing interpr ofessional 

primary care teams: one in South West Mississauga, 

the other in East Mississauga. All new funding will 

provide supports and services to physicians and 

patients who do not currently have access to team -

based care.   

 

The development of these new or expanded teams 

affords the Mississauga Halton LHIN the opportunity 

to truly be innovative, turn to best practices and 

shape a new model to achieve the goals of primary 

care transformation. These teams will foster 

teamwork between the allied health team and 

physicians across the sub -region from a variety of 

payment models. Services will be designed to meet the 

needs of the local community using a population 

health approach. Best practice scans and literature 

reviews are being used along with co -design to inform 

the planning of the physical spaces. The Mississauga 

Integrated Care Centres envisions being the prototype 

for optimal delivery of  team-based care primary care .  

 

One-link has seen a 13 per cent increase in referrals 

from 2016-2017. To ensure better access to care , the 

program now includes a pre -screening question of 

preferred language to ensure the choice is reflected 

and an interpreter and cultural broker can be 

scheduled for a patient õs one-Link screening. one -Link  

introduced an active offer of screening via the Ontario 

Telemedicine Network (OTN) for all clients to provide 

the choice of phone, OTN or in -person appointments. 

Working with partners at Links2Care to expand 

access to service in North Halton, 10 weekly 

appointment slots with service coordination are now 

offered in the Georgetown space. In addition, one -Link 

has expanded to offer service on Saturdays along with 

appointment booking, service coordination and peer 

mentoring. In o rder to  build equitable access, client 

preference for these appointment slots are being 

monitored and may be scaled up as demand and 

feedback is reviewed. Family members/supports of 

individuals screened by one -Link are successfully 

completing the Safe Talk  three -hour training for 

providing suicide safe talk. These groups run  two 

sessions per month and were completed by 125 

individuals. As well, 34 people participated in the 

cognitive behavio ural therapy skills group, which is 

offered weekly to teach self -management while 

waiting for case management and /or psychiatric 

consultation.  

 

The total number of new individuals screened by the 

one-Link service coordinators has been the focus for 

continuous quality improvement through daily team 

huddles addressing wait time to screening as well as 

scaling standard operating processes targeting zero 

waste in available clinician time. Between October 1, 

2017, and March 31, 2018, this system eliminated 208  

hours of potentially wasted clinician time, allowing 

this time to b e filled as appointments with people 

awaiting service.  



 

 

One-Link mentors  launched the Ask a Peer  e-mail on 

the one-Link website to encourage individuals who 

are interested in seeking peer support as a fi rst step 

to reach out.  The peer mentor team at one -Link offers 

individual support along with group sessions that 

focus on community connections and supporting 

people in overcoming barriers to accessing the many 

mental health and addiction -based supports th at exist 

in the community. Further to this, and grounded in 

client feedback, is the start of a community 

connections group that runs twice weekly and is 

facilitated by peers to further remove barriers to 

following up with recommended services and supports 

provided during one -Link service coordination.  

 

The Sustaining Peer Supports Team developed an 

instrument designed to collect information to evaluate 

the integrity, quality and outcomes associated with 

values-based peer support as perceived by people 

receiving peer support service. Taking a rigorous 

approach, the team has consulted with several 

academics and researchers for guidance, resources 

and support. Using the experience and best practices 

of this input , the LHIN is developing further research 

protocols and advancing peer support practices in 

order to improve access for residents of the region.  

The Mississauga Halton LHIN is also working to 

move forward together with our provincial partners. 

The substance use and provincial systems lead 

continues extensive engagement and alignment with 

initiatives currently influencing system change such 

as the M inistry of Health and Long -Term Care 

Leadership Advisory Councilõs Lived Experience 

Reference Panel, Health Quality Ontarioõs Opioid 

Disorder Quality Standards Advisory and co -chair of 

the HQO Patient/Caregiver Resource Development 

Advisory.  

Partners and organizations recognized several 

Mississauga Halton LHIN supported projects for their 

advancement of practices in peer support. They 

include:  

¶ Sustaining Peer Supports Initiative  

¶ The Enhancing and Sustaining Peer Support 

Initiative (led by Support and Hous ing -

Halton)  

¶ TEACH (led by Support and Housing -Halton)  

 

Peer Support Strategic Re -alignment & Rebranding  

The Enhancing and Sustaining Peer Support 

Initiative has now re -branded to the Centre for 

Innovation in Peer Support.  TEACH will continue to 

offer the  same tremendous programming across the  

Mississauga Halton region. The centre will also 

continue to do the excellent work it has been doing 

with all regional, provincial, national and 

international partners. The centre and TEACH (both 

embedded in Support a nd Housing Halton) will 

continue to work closely together. The leadership 

team was restructured to support the future direction 

and growth of the centre.  

Centre for Innovation in Peer Support Team  

The team recognized the need to emerge with a more 

comprehensive footprint and to continue to lead 

transitional change in the areas of Training, 

Implementation, Evaluation and Research, Capacity 

Building, Knowledge Brokerage and Quality 

Improvement. The work is focused in seven areas of 

2017 Ontario Peer Development Initiative, Lighthouse 
Innovators Award recipients. Support and Housing 
Haltonõs Enhancing & Sustaining Peer Support Initiative 
Staff, Betty -Lou Kristy and Christina Jabalee  



 

 

critical reflection : Person-Directed Services; 

Developing a New Role in a System, Emergence, 

Governance, Service Integrity, Communities of 

Practice and the marrying of all these areas. These 

will be embedded through six identified areas of 

influence and impact: Persons Engaging Ser vices, 

Peer Support Workers, Peer Support Supervisors, 

Health Service Providers Providing Peer Support, 

Mississauga Halton LHIN Addiction and Mental 

Health system and overall healthcare system 

t ransformation. This will create strategic 

opportunities to inf luence the regional, provincial and 

national landscapes, and represent the innovative, 

well -researched and evidence-informed work to date.    

 

Peer Position Supervisor Network  

All staff -supervising peers in our region and several 

outside of the region continue to meet regularly. The 

network is working on developing additional 

guidelines to support the consistency in peer work 

roles across the region. Their current work involves 

the development of guidelines for internal and 

external promotional material  content regarding peer 

support workers and guidelines for peer worker 

documentation.  

 

Peer Supervisor Training  

Peer position supervisors took part in four training 

sessions. All current supervisors in the Mississauga 

Halton LHIN are trained, including sta ff from outside 

of our LHIN region.  

                                     

Peer Position Network  

All peer positions continue to meet on a monthly basis 

in both the Halton and Mississauga locations. The 

agendas are set based on a collaborative priority 

settin g from participants. The most recent workshop 

was on Mindfulness. The networks are working 

towards shared leadership and responsibilities 

amongst group members toward hosting, facilitating 

and setting the agendas.  

 

Peer Staff Core Skills Training  

Trainings continue to take place throughout the year 

for newly hired peer workers and to help provide a 

refresh to workers who have been in the field for two 

or more years.  

 

Community Addictions Liaisons to the Emergency 

Department (CALED) Program continues to evolve at 

Halton Healthcare. CALED community staff are 

working closely with other hospital staff in a  shared 

space in the emergency department (ED) to build 

bridges and increase awareness and referrals to the 

CALED Program. Opportunities to better align the 

CALED Program with other available Crisis Services 

Programs are being examined to best support 

pati ents. Anonymous data collection from all clients 

seen by the CALED Program continues. The purpose 

of this data collection is to better understand the 

population that is being seen at the emergency 

department for addictions. This online questionnaire 

is focused on the need for Residential Withdrawal 

Management Services and the barriers and 

opportunities in the system. Monthly reports are 

generated and sent to all participants of the Addiction 

Services Expert Panel (ASEP) for review, discussion 

and identifica tion of quality improvement 

opportunities. The CALED Collaborative Agreement 

between the three community CALED service 

providers (ADAPT, PAARC and PCHS) and Trillium 

Health Partners (THP) was launched this spring at 

THPõs Mississauga Site. CALED staff have been 

oriented to THP M -Site ED and completed all 

documentation required to access the facilities for the 

purpose of this program. The Addiction Services 

Expert Panel will be able to better understand and 

plan to support addiction clients presenting in the  

EDs once CALED is operational at T HP, and w ill  

collect and combine data from Halton Healthcare with 

data from T HP. 

 

 

 

 

 



 

 

No Wrong Door - Best Transfer Protocol 

Initiative  

Under Peel Addiction Assessment and Referral 

Centreõs (PAARC) leadership, partner agencies 

participated in the Advanced Quality Improvement 

Program with IDEAS (Improving and Driving 

Excellence Across Sectors) to test some of the 

innovations that were prop osed in the No Wrong Door 

ð Best Transfer Protocol. The Peer Program at 

Canadian Mental Health Associationõs Halton Region 

Branch (CMHA -HRB) was used for this applied 

learning. The aim was to reduce the òDid not attendó 

rate by 30 per cent from the baselin e, by March 31, 

2018, and saw the rate at  an absolute zero during 

January  2018. CMHA -HRB will attempt to sustain 

these gains through continued monitoring and course 

correction in the Peer Support Program.  The team 

graduated from the IDEAS advanced learning 

program and will assist others working on quality 

improvement initiative s. A technical change  employed 

in this applied learning was the implementation of 72 -

hour reminder calls to clients before their scheduled 

appointments. When providing feedback on an 

experience with this change, a client with complex 

needs stated, òWhen my worker started to call a few 

days before my appointment, I stopped missing my 

times with her. Often I feel so scattered and anxious 

that I would miss my appointment. Now I meet my 

worker regularly and as a result I am able to meet my 

goals.ó 

 

No Wrong Door ð Building Bridges Initiative  

During this phase of the work, called Building 

Bridges, the No Wrong Door initiative focused on 

improving continuity of care across the system. This is 

the first time the initiative has worked across sectors 

(hospital and co mmunity) with Halton Healthcare and 

CMHA Halton Region Brach (HRB) as co -leads. In 

this phase, the continuity of care model was employed 

with a focus on informational and relational 

continuity across sectors focusing on improving 

communication amongst the service providers so that 

where possible and agreed to by the client, all service 

providers are aware of the clientõs current needs. In 

addition,  work focused on educating clients and 

families to equip them with the tools necessary to 

access the right serv ice providers in their journey. The 

Canadian Foundation for Healthcare Improvement  

was used to guide this work.  

Some gains made during this phase of the 

work include but are not limited to:  

¶ Collecting health card numbers for clients 

at CMHA -HRB  

¶ Sharing waitlist for the Case  Management 

program at CMHA -HRB with the hospital  

¶ Educating the clients and families to 

inform the hospital they are connected 

with a case manager in the commun ity 

and provide contact details, if they wish  

¶ Asking clients about any hosp ital visits 

since their last visit to better understand 

clientsõ needs and how they can best be 

met in the appropriate level of care  

¶ Defining a process at CMHA -HRB Intake 

and Referral to respond to the hospital in 

a timely manner for any queries related to  

existing case management clients  

¶ Providing the hospital all CMHA -HRB 

case managersõ contact information  

¶ Minimiz ing  use of acronyms wherever 

possible to maximize clarity and 

communication  

 



 

 

Individuals referred t o the practical clinic through 

one-Link begin with a structured assessment , which 

includes completion of standardized scales to establish 

a baseline of symptoms. A treatment plan is developed  

and referral to a nurse practitioner for medication 

consultation is available.  

Regional Practical Clinic Services  

1. Structured Psychotherapy  

2. Group -Based Medical Visits  

 

Regional Practical Clinic Data  

Between October 2017 and March 31, 2018, 695 

clients were assessed in the practical clinic, filling 241 

group sessions with 1,537 visits.  

 

The ministry has provided base funding to all LHINs 

in fiscal 2017-2018 to respond urgently to the opioid 

crisis by building service capacity for addictions 

treatment and supports across the province. After a 

jurisdictional review, consultations with HSPs, 

persons with lived experience and Pan -LHIN 

colleagues, the recommendation was to expand the 

capacity of selected existing addiction services. This is 

based on priority of need that will support additional 

psychosocial treat ment capacity, community 

withdrawal management services, mobile outreach of 

addiction supports into the community and enhanced 

trauma -informed, recovery -oriented, harm -reduction 

before-and-after care to prevent overdose deaths and 

promote prevention of rel apse. The Mississauga 

Halton LHINõs Board of Directors approved opioid 

funding on October 5, 2017. HSPs that were approved 

for funds were engaged individually to discuss role 

types, functional centres and ministry reporting 

requirements. Persons with lived  experience were also 

engaged to discuss the implementation plan, rollout 

and innovative models of care.   

 
Alongside this work, Mississauga Halton LHIN has 

been involved in provincial ministry -led opioid health 

system coordination emergency management 

teleconferences, public health consultations, LHIN 

home and community care professional practice 

supports for opioid use (prescription and non -

prescription) and consultations with Health Quality 

Ontario for the quality standards for opioid 

prescribing for prim ary care.  

 

Mississauga Halton LHIN Opioid Capacity Project

This project focused on capacity building of LHIN -

funded addiction and mental health agencies to 

provide appropriate treatment services to individuals 

and their families who are affected by opioid  use. 

Agencies were engaged with the LHIN to review and 

design a coordinated model of care for opioid 

addiction. Regional partnerships and coordination 

mechanisms were enhanced to the point that the 

project gains can be handed off to the coordinating  

body to sustain a regional system of care for 

individuals and their families and supports impacted 

by opioid use. Several deliverables were identified for 

the project including:  

1. Reporting Support, Set Up and Data 

Collection  

2. Service Alignment and Coordinat ion of Care 

(ADAPT Lead Agency)  

3. Opioid -Use Staff Training  

4. Family member and significant other outreach 

education and training  

5. Health Equity Impact Assessments  

6. Human Centred Experience -Based Design  

 



 

 

 

ALC Management was identified as a top priority for 

the Mississauga Halton LHIN ; a three work stream 

approach was identified:  

1. Prevention: Focus on community interventions to 

sustain patients in the community longer and 

avoid unnecessary visits to our Emergency 

Departments.  

2. Early Identification: Focus on early identification 

of patients at risk for becoming ALC in acute care.  

3. Transition: Focus on the transition of patients 

from acute care to their discharge destination.  

 

The focus of Bridges to Care is to provide short -term 

enhanced supports in the community to  support safer 

and smoother patient transitions from hospital to 

home, where "home"  could be a long-term care home, 

retirement home, assisted living facility or a personal 

dwelling. This program was implemented in February 

2017, with additional beds being added in December 

2017. In total 219 patients were transitioned from 

acute care to transitional space.  

 

Capacity 99  

As part of Bridges to Care, the Capacity 99 initiative 

saw the transition of patients to post -acute spaces, 

including Bridges to Care as wel l as 2 North Milton. 

This project was a collaborative effort including the 

Mississauga Halton LHIN, Trillium Health Partners 

and Halton Healthcare.  

 

My Way Home  

Also part of the Bridges to Care program, the My Way 

Home initiative resulted in an increased v olume of 

patients being discharged. In total, 933 patients were 

discharged home over the course of the year, with an 

average of 78 patients per month. This program 

provides in -home and community health care services 

for our patients who:  

1. Are undecided abo ut where they want to live in 

the future (e.g. retirement home, long -term care 

home, at home with supports) and wish to remain 

at home while they take some time to decide . 

2. Have applied to long -term care home, and require 

additional support while they wait at home for 

placement.  

ALC Management Team, Halton Healthcare  



 

 

 

 

 

 

 



 

 

An integrated seniorõs care model has been developed 

and it is hoped to be co -located with the Mississauga 

Integrated Care Centre. The model was developed 

with the key elements of PACE  - Program for the All -

Inclusive Care for the Elderly. The model:  

¶ Is a community -based day program with all 

necessary medical services to frail elderly persons 

to enable them to remain living at home instead of 

in an institution for as long as possible  

¶ Coordinates and provides a òone-stop shopó for all 

necessary medical, restorative and social services  

 

This integrated seniorõs care model provides: 

¶ Active living environment in an adult day 

program setting  

¶ Interdiscipl inary team of professionals to provide 

holistic (medical/psycho -social), highly coordinated 

integrated community -based care and services 

¶ Coordinated care, including clinical and resource 

integrations with the p rimary care team. This will 

minimize linkages and improv e access for clients, 

patients and healthcare providers  

¶ Close monitoring with multiple and consistent 

touch points  

¶ Real-time information sharing  

¶ Shared health record information  

¶ Proactive, preventative care  

¶ Caregiver Support  

 

In May 2017, the Mississauga Halton Palliative Care 

Network (MHPCN) launched three key working 

groups: the Primary Care Engagement, Education, 

and Long -Term Care (LTC) working groups. More 

recently, two additional working groups, the Metrics 

and Evaluation an d the Caregiver Voices Survey 

working groups were developed. The MHPCN worked 

closely with the Ontario Palliative Care Network 

(OPCN) and set three -year local targets for three of 

OPCN big -dot metrics. In addition, in May to 

September 2017, the network dev eloped its three -year 

Strategic Work Plan and Clinical Leadership Work 

Plans. The MHPCN completed the Innovative Models 

of Community Palliative Care for Vulnerable and 

Underserved Populations Project, which examined the 

need for palliative services for the  homeless 

population in the Mississauga Halton LHIN. As part 

of the project, three workshops were held between 

November 2017 and February 2018 with over 30 

community partners and relevant stakeholders at 

each session to assist in identifying the needs of t his 

population. In January 2018, an IDEAS (Improving 

and Driving Excellence Across Sectors) project to 

reduce ED visits by October 2018 from 38.6 per  cent to 

the provincial average of 23.8 per  cent at the 

Mississauga Extendicare Long -Term Care (LTC) 

Home was successfully accepted for implementation 



 

 

by the Health Quality Ontario team and is currently 

underway. Multiple education and training sessions 

were provided over the past year including LEAP 

(Learning Essential Approaches to Palliative and 

End -of-Life Care) for 108 primary care providers  

nurses in the community and LTC sectors. Three 

physician palliative care and end -of-life seminars 

were hosted and were attend ed by 75 primary care 

providers  from across the region.

 

Mississauga Halton Palliative Care Network Staff 

Networking, educational and relationship -building 

activities with community partners have been ongoing 

throughout the year. Primary care providers, working 

groups, quality tables, steering committees and other 

partners attend these many sessions to further our 

knowledge exchanges and continue to build upon our 

already strong collaborative efforts. In order to engage 

with our Indigenous partners, the palliative care 

network attended a First Nation Palliative Knowledge 

Exchange in March 2018. All of these efforts help 

provide an understanding where we can work 

together on common interests and priorities to benefit 

patients and families with palliative needs including 

those with multicultural and diverse beliefs and 

practices.  

This past year a Primary Care Capacity Survey was 

conducted. The results w ill help the network to 

understand the needs of primary care physicians and 

how to best support them in providing palliative care 

and connecting them to specialty palliative providers. 

An agreement for 24/7 specialist support for primary 

care across the LH IN was established and specialty 

teams have enrolled for e -consults on the available 

platforms including Champlain Base e -Consult. 

As many residents in the Mississauga Halton  LHIN  

interface with th e hospital, community, long -term 

care (LTC) and hospice sectors, the LHIN is in the 

process of establishing a regional coordinated 

approach to MAID. This will ensure that the residents 

of the region have access to MAID information and 

education , when and where they need it. This project 

involves working with our partners in hospital, 

community, long -term care, retirement homes and 

hospices, to better understand the pathways for 

supporting patients to access MAID information and 

care. The collaborative grou p is developing a regional 

algorithm and will identify opportunities to improve 

coordination among partners to ensure patients who 

wish to receive MAID are supported. This 

collaborative will develop an approach to MAID that 

is safe, timely, equitable and r espectful of the wishes 

of patients and families in the Mississauga Halton 

LHIN region.  



 

 

In alignment with the recommendations of the 

Rehabilitative Care Alliance, the Mississauga Halton 

LHIN hospital and community stakeholders have 

identified two key opportunities to improve the 

models and care planning for rehab services offered 

across the continuum of care:   

1. Transfer of knowledge and accountability among 

providers  

2. The development of an online resource for 

provider and patient navigation for rehab 

services. 

 

The Patients First Act indicates the importance of 

patients being a part of their care planning. The 

Transfer of Accountability in itiative supports using 

one standard referral/transfer of care document 

between providers as the patient moves through the 

rehabilitative continuum of care.  

 

The Mississauga Halton LHIN Community 

Rehabilitative Care Planning Committee is 

supporting the Reh abilitative Care Alliance and the 

Healthline.ca team to develop an online resource òThe 

Rehab Portaló to assist with the navigation of rehab 

services.  

 

In 2017-2018, the Mississauga Halton LHIN provided 

one-time funding to the Halton -Peel Community 

Aphasia Program (H -PCAP) to support patients in 

their speech and language needs, after they have had 

a stroke. This communication supports program is 

operated as a group therapy model, supported by a 

speech language pathologist and communication 

disorders assistant. The H -PCAP program is offered 

across the region, making it easier for patients to 

access communication supports closer to home.  

In 2017-2018, 92 clients an d caregivers benefited 

from the introduction program and 114 benefited from 

the conversation program held concurrently in Milton, 

Oakville and Mississauga. The program is expected to 

serve up to 35 per cent of stroke patients. In the 

Mississauga Halton LHI N, this means that 

approximately 460 out of 1,315 patients will need to 

access the program. The program currently manages a 

waitlist, and is being redeveloped to enable more 

timely and expanded access to clients and caregivers.   

òIf we didnõt do aphasia support group, we would be 
completely lost.ó (Client)  

òWhat do you like the most about the aphasia 
program? It allows my spouse to see she is not alone 
and that stroke recovery is a long -term goal for all .ó 
(Caregiver ) 

The Mississauga Halton LHIN continues  to provide 

one-time funding to the ministry -based Assess and 

Restore initiatives, where the goal is to provide timely 

interventions within an integrated multidisciplinary 

team approach to restore recent functional decline in 

seniors. This initiative is ta rgeted to reduce the 

likelihood of further functional decline and related 

hospitalizations, decrease caregiver burden and 

reduce long-term care placement.  

 

Within the LHIN, three unique initiatives serve this 

goal: 

1. Assess and Restore Clinic, Halton Healthcare  

This program uses a multidisciplinary team of 

health care professionals, incl uding an 

Occupational Therapist , Physical Therapist and 

Speech Language Pathologist. The program has 

been very effective in taking pa tients straight 

Patient Participating in Halton -Peel Community Aphasia 
Program, with Support Staff  



 

 

from hospital inpatient units, improving their 

functional goals and reducing hospital length of 

stays, including serving community clients.  

2. Step-Up Community Program, offered by Life 

Mark.  

This program uses a multidisciplinary team that 

is mobile and provides services at three different 

locations across the Mississauga Halton LHIN: 

Mississauga, South Etobicoke and Milton. The 

program has been instrumental in its mobile 

outreach to provide care close to patientsõ homes. 

It has seen immediate  functional improvements in 

patients õ activities of daily living, mobility and 

independence, and re -integration back into the 

community safely.  

3. SMART Enhanced, by Victorian Order of Nurses.  

This is a home -based exercise program. The aim is 

to provide a series of 15 home-based exercises.  

Immediate improvements were observed in 

patientsõ mobility, independence, balance and risk 

of falls.  

The primar y focus of the Education and Development 

collective was to provide direction to the Mississauga 

Halton LHIN Regional Learning Centre in the five 

broad themes: Personal Support Worker (PSW) 

Practice Standards; Formal and Informal Caregiver 

Education; Health  Equity; Addiction and Mental 

Health; LHIN and Provincial Priorities . 

The 2017ð2018 goals of the collective were to:  

1. Standardize the methodology for the development 

and dissemination of evidence -informed leading 

practice.   

2. Align standards with continuous quality 

improvement initiatives that advance the skills 

and knowledge of health service providers, and 

informal caregivers/family within the Mississauga 

Halton LHIN community.     

3. Build relationships between communitiesõ primary 

care, hospitals informal ca regivers and families to 

avoid ED visits, hospitalizations and facilitate 

timely discharges .  

4. Develop and implement a performance dashboard 

and trend outcomes.  

5. While the formal Education and Development 

Collective was sunset  in September 2017, a small 

subgroup continue s the work in partnership with 

the Regional Learning Centre. The centre has 

successfully addressed the first three goals 

through its sourcing and designing materials in 

support of the identified themes. A dashboard was 

designed and implemente d in the last quarter of 

the fiscal year and allows for consistent insight 

into the reach and scope of all offerings.  

 

Over the past year, the Regional Learning Centre 

(RLC) team responded to feedback from health service 

providers and others , which resulted in increased off -

site education offerings and focused communications 

including the launch of a quarterly newsletter.  

The comprehensive calendar consists of offerings for 

personal support workers, community workers, 

caregivers and supervisors. Examples for caregivers 

include L ong-Term Care and Stress Busters (a four - 

session dementia overview) . Learning offered to other 

stakeholders includes, among others: Health Equity 

Impact Assessment  Socio-Demographic Data 

Collection, 3Ds ð Dementia, Delirium and Depression, 

Introduction to Diabetes, Medication Management 

and Conflict Management.  

In 2017-2018, the RLC filled 1,135 seats consisting of 

both RLC -based and mobile sessions ½ 150 unique 

sessions, 52 of these mobile. Caregiver participation  

was a primary focus and resulted in 358 filled seats in 

the fiscal year.  



 

 

 
 

The Caregiver Respite Collaborative id entified the 

next area for development, specifically to create a 

community -based, non-medical emergency respite  
resource, which would complete the original vision for 

the Respite Strategy.  

The project has identified the following deliverables:  

¶ Respite cont inuum capacity analysis  

¶ Operationalization of Emergency Respite Hub, 

including a pathway from emergency 

department to urgent to planned, using health 

service providers  

¶ A fully integrated response to an emergency 

respite admission, including a transition 

within 24 -48 hours to alternative respite  

¶ A plan for increased short -stay respite 

capacity to support system flexibility and 

responsiveness, with an ability to meet both 

urgent and ongoing regular caregiver and care 

recipient respite needs  

¶ Development of  a real -time bed inventory 

board 

 

Caregiver participation and co -design continues to 

drive the urgency of this modelõs development. 

 

The Mississauga Halton LHIN , in collaboration with 

both Trillium Health Partners and the Regional 

Continence Program Co mmittee , identified system 

access, education 

and service 

delivery as key 

priorities for 

continence care to 

ensure the 

following:  

1. Individuals 

with continence needs have improved quality of life . 

2. Individuals have 

improved access to 

continence support  

that is barrier free 

and needs driven . 

3. The system has 

realized 

efficiencies . 

To work towards 

achieving the described outcomes, health service 

providers (community and hospitals), primary care 

physicians and caregivers were engaged to inform this 

initiative. Preliminary evidence from the engagement 

sessions indicate  òthe program works and has positive 

health outcomes for patients.ó Further information 

revealed òthat scale and spread is needed.ó  

The Mississauga Halton LHIN Regional Continence 

Program , in partnership with Trillium Health 

Partners , has developed two brochures: Regional  

Continence Program and Continence Clinics, a s well 

as a website to help inform and support continence 

care in our region.   



 

 

The Supports for Daily Living (SDL) mobile program 

was integral to supporting home and community care 

during the hospital surge, with up to 50 spaces added 

to support hospital discharge to the community. The 

SDL hub and spokes also assisted with per sonal 

support resources. Ongoing opportunities for 

collaboration and integration continue to be identified 

to enable seamless client care.  

 

As part of the SDL Collaborative, key integration 

strategies were identified to better support clients to 

age in pla ce. To support this improvement stream, a 

project manager was put in place to provide support to 

the SDL Leadership Committee and its membership  
agencies. This year a series of deliverables have been 

designed to enable the SDL model to effectively adapt 

and respond to the increasing complexity of their 

clients.   

 

¶ Investigate opportunities to partner and integrate 

with home care and community servi ces and 

primary care to more effectively support heavier -

needs clients  

¶ Develop and enhance standardized processes for 

seamless transitions  

¶ Incorporate coordinated care planning for complex 

clients into the standardized protocols  

¶ Facilitate data collecti on and analysis between 

SDL providers to quantify outcomes and 

demonstrate benefits  

¶ Develop opportunities to use technology to share 

information and care plans in the circle of care  

¶ Compare assisted living services for high -risk 

seniors service models acr oss the province and 

develop recommendations to enhance the 

frequency model of service delivery  

¶ Evolve the SDL standard manual to align with 

Levels of Care Framework and provincial 

initiative of Patients First to maintain clients on 

SDL services longer, wi th the intent of delaying or 

deferring alternate levels of care  

 

   

The Mississauga Halton LHIN is responsible for sub -

region planning, which involves actively working with 

care communities to identify and respond to unique 

community needs. As the LHIN expands to a 

population health focus, providing high -quality, 

integrated care coordination for individuals with 

complex needs and Health Link maturity domains 

will continue to be a focus of sub -region work. Health 

Link partners came together in November 2017 for a 

consultation on  sub-region planning framework and 

the elements of high -performing integrated systems of 

care. Care communities and sub -region geographies 

will be based on health link boundaries, and care 

communities will build on existing Health Link 

partnerships.  

 

The Mississauga Halton LHIN framework describes 

how the organization will work with health service 

providers (HSPs) and other system partners, within a 

1-2-7 approach. The òoneó level includes the strategic 

direction for the Mississauga Halton LHIN and 

plannin g mechanisms that are LHIN -wide. At this 

level, HSPs and system partners will provide input to 

strategic planning and priorities consistent with our 

strategic plan and integrated health service plan. The 

òtwoó level focuses on implementation of plans 

appropriate to each region, while ensuring alignment 

to provincial and LHIN planning, consistency in best 

practice implementation. The òsevenó level focuses on 

integrated care delivery and service resolution at the 

patient level, and a dedicated focus on sub -region 

profiles to understand the unique strengths, needs 

and considerations of each care community.    



 

 

 
The focus on sub-regions is to achieve the following:  

¶ Shared culture and collaborative leadership ð 

breaking down the silos between health care 

sectors and providers to ensure seamless 

transitions for patients  

¶ A focus on improving population health and equity 

ð addressing the root causes of health inequities 

and the social determinants of health and 

investing in prevention and health promotion  

¶ A commitment  to community engagement and 

continuous quality improvement ð partnering 

with patients in health care planning , and 

delivering care that reflects the patient voice and 

needs, values and preferences  

¶ Integrated health care delivery - improving access 

to prim ary care, mental health and addiction 

services, home and community care, acute care, 

and specialized services when they need it  

¶ Transparent care planning in partnership with 

patients and connectivity across all providers ð 

supporting innovation and digital  solutions to 

make accessing information and care easier for 

patients and more efficient for health care 

providers  

 

 

 

 

 

 

 

 

 

The provincial vision of implementing the MSK R apid 

Access Clinics (RAC) is to ensure timely and equitable 

access to MSK specialists care in a high -quality care 

continuum. The Mississauga Halton LHIN will be 

implementing RACs to provide timely assessments 

with a wait time target of four weeks by an adv anced 

practice clinician for patients with hip and knee 

osteoarthritis and low -back pain.  

 

Through the collaboration of an interprofessional 

team, the most appropriate pathway to best support 

the patient is recommended including surgical 

consultation and self -management techniques. 

Surgical candidates will have the choice of preferred 

hospital, preferred surgeon or next available 

appointment.  

 

In the Mississauga Halton LHIN , there is currently 

one low-back pain assessor that was part of the 

provincial pilot and the program has engaged 

approximately 100 primary care providers in referring 

through  this pathway.  

 

The Mississauga Halton LHIN has developed a multi -

disciplinary steering committee and four working 

groups to plan and implement the models of care. 

With perspectives from persons with lived experience, 

primary care physicians, surgeons, al lied health, 

hospital leadership and Mississauga Halton LHIN 

leadership, the planning and implementation team 

are working collaboratively to implement these 

models. On February 22, 2018, the Mississauga 

Halton LHIN held an engagement session with over 

40 participants representing each stakeholder group 

to gain feedback to inform the programõs 

implementation .  

 



 

 

Milton District Hospital Expansion  
On October 1, 2017, Halton Healthcare opened its new 

three -storey building at the Milton District Hospital 

(MDH) site, offering a full range of clinical services 

including an expanded emergency and maternal 

newborn departments. The new building has added 

330,000 square feet to MDH and is providing patients 

with access to 66 new inpatient beds, an expanded 

diagnostic imaging department and a special -care 

nursery, which will offer extra care and close r 

monitoring for babies  in the maternal newborn unit.  

This is a huge step in fulfilling the Mississauga 

Halton LHIN commitment to increasing capacity and 

providing patients with health care services closer to 

home. 

Trillium Health Partners Hospital 

Redevelopment Project  
The Mississauga Halton LHIN continues to work with 

the Ministry of Health and Long -Term Care and 

Trillium Health Partners on the redevelopment and 

expansion projects at the Mississauga Hospital and 

the Queensway Health Centre. These pr ojects will add 

over 500 new hospital beds and replace over 500 beds. 

The redevelopment plan includes a new acute care 

tower at the Mississauga Hospital and new post -acute 

complexes at the Queensway Health Centre creating 

much-needed capacity within the Mi ssissauga Halton 

LHIN.  

 

 
Additional investment for the Behavioural Supports 

Ontario (BSO) initiative was announced in August 

2017 as the first investment towards the 

implementation of the dementia strategy. Given that 

it has been more than  five years since the original 

direction and implementation of BSO, the 

Mississauga Halton LHINõs Regional Programs 

portfolio is using this as an opportunity to not only 

establish how the LHIN can appropriately invest the 

new $688,000, but also develop an implementation 

plan for BSO 2.0 in the region. This will provide the 

LHIN with the opportunity to refocus and realign the 

services, and restructure existing BSO services to 

ensure alignment and improve the ability to meet the 

needs of this special population. The project is on 

track given the assigned timelines.  

 

In December 2017, the ministry issued a  second 

funding letter as part of the dementia strategy. The 

ministry provide d the LHIN with one -time funding as 

follows:  

¶ $165,400 for community dementia programs 

including expanding day, evening and 

weekend/holiday programming  

¶ $111,000 for behavioural supports at home and in 

the community to provide central coordination of 

these services within the  region (implementation 

plan required for funds to flow)  

Milton District Hospital  



 

 

Currently , the ministry is supporting LHINs in 

developing logic models that enables monitoring and 

evaluation in dementia capacity planning.  

The ministry is also working with LHINs to co -

develop guidance on requirements and expectations of 

2018-2019 dementia capacity plans, including:  

1. Objectives and expected outcomes of dementia 

capacity planning . 

2. Planning horizon (i.e. , how far into the future 

are we planning?) . 

3. Core elements (i.e. , required components in all 

plans), including, characteristics of the 

dementia population, existing and planned 

capacity for dementia programs and services,  

capacity gaps, proposed enhancements and 

reporting standards for comparability over 

time and acros s LHINs . 

4. Performance indicators and evaluation 

timelines for monitoring progress . 

 

Long-Term Care Redevelopment  
On October 28, 2014, the Associate Minister of Health 

and Long -Term Care announced the Enhanced Long -

Term Care Home Renewal Strategy that will help 

bring all Long -Term Care (LTC) homes in the 

province up to the highest design standards.  

 

The role of the LHIN is to help coordinate and 

prioritize the redevelopment of the beds wit hin its 

region, while the ministry oversees the approval 

process and monitoring of the redevelopment.  

The Mississauga Halton LHIN currently has 10 

homes and 1,344 beds that are identified for 

redevelopment, representing 32 per cent of the long -

term bed cap acity.  

 

Mississauga Halton LHIN, along with Central LHIN, 

have the lowest number of LTC beds per 1,000 people 

aged 75+, which is a major challenge given the 

growing rate of our population over the age of 65.  

The homes for redevelopment are: Bennett Health  

Care Centre (66 beds), Cooksville Care Centre (192 

beds), Dom Lipa (30 beds), Eatonville Care Centre 

(247 beds), Erin Mills Lodge (86 beds), Streetsville 

Care Centre (118 beds), Camilla Care Centre (237 

beds), Mississauga Long Term Care Home (55 beds), 

Tyndall Seniors Village (151 beds) and Trillium 

Health Partners (220 beds).  

Nurse Practitioner in Long -Term Care  
In the fall of 2015, the Ministry of Health and Long -

Term Care announced it would provide funding across 

the province for up to 75 new attending nurse 

practitioners in long -term care homes over three years 

as part of the Patients First: Action Plan for Health 

Care. The attending nurse practitioners are the on -

site primary care providers for patients and work as 

part of a team of health professional s to strengthen 

the care that residents receive in long -term care 

homes.   

 

In August 2017, the ministry announced $10 million 

in additional base funding to support enhancements 

to Behavioural Supports Ontario (BSO) as part of the 

Ontario Dementia Strategy. As part of that 

announcement, the LHIN was required to ensure that 

all of the BSO community services and/or hospital 

services that are funded through the BSO ministry 

investment are cross -sectoral and aligned directly to 

the long -term care home sector. This was an 

opportunity to refocus and realign the services offered 

as a part  of the BSO initiative.  

 

Following the announcement, the Mississauga Halton 

LHIN led the process of redefining our BSO approach 

for the  region and engaged with stakeholders from all 

sectors, including : 

¶ Mississauga Halton LHIN Behaviours 

Collaborative  

¶ The Alzheimer Society of Peel (BSO lead agency)  

¶ Long-Term  Care (LTC) homes: administrators, 

directors of care and existing BSO staff (including 

people with lived experience)  



 

 

 
¶ Acute care hospitals (Trillium Health Partners 

and Halton Healthcare)  

 

As an outcome of the engagement, a plan was 

developed and subsequently approved by the ministry 

that will regionalize the BSO program to support the 

seven sub-regions in a standardized, consistent and 

sustainable manner. This plan and new way of 

working has been  coined as BSO 2.0. Each care 

community will have a dedicated BSO team to support 

the residents within that care community across the 

care continuum, regardless of the sector they  are in.  

 

At the end of 2017 the LHIN received additional 

investment from the  ministry for behavioural 

supports at home and in the community as part of the 

Ontario Dementia Strategy. This funding was 

mandated to provide central coordination of BSO 

services. The Mississauga Halton LHIN allocated  the 

funding to Alzheimer Society of Peel to enhance their 

existing First Link referral program to become the 

central intake, triage and coordination of services for 

BSO within our region. This enhancement has helped 

to move the LHIN closer to realizing the vi sion of 

regionalizing the BSO program.  

Key accomplishments of 2017 -2018 

¶ Increased number of full -time employees  in all 28 

LTC homes  

¶ Enhancement of Alzheimer Society Peel First 

Link referral program to enable central intake, 

triage and coordination of ser vice for BSO  

¶ Increase in full time employees  to the BSO 

Community team ð both hospital organizations in 

the LHIN now have a dedicated BSO team 

consisting of a BSO System Navigator and a BSO 

Intensive Support Community Support Worker  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Goal:  BSO 2.0  

A regionalized BSO program with a dedicated 
team to support each of the seven care 
communities within the Mississauga Halton 
LHIN. 

Guiding Principles: 

¶ Can be accessed by long-term care, acute 
care, or community sector 

¶ Works to ensure consistency, continuity 

¶ Works in concert with existing supports 

¶ Aligned with the Home and Community 
Care team within the care communities 

¶ Provide person and caregiverςcentered care 
 



 

 
 

 

 



 

 

Health equity capacity in the Mississauga Halton 

LHIN has been enhanced through evidence -based 

decision-making that is inclusive, transparent and 

that leverages collaborative partnerships. Over the 

past five years, the LHIN has continuously worked on 

evolving its sociod emographic data collection project.  

Through this project, the LHIN has engaged 25 

organizations to become Focused Implementation 

Sites (FIS) to incorporate the eight core 

sociodemographic questions in one of their high -

volume programs. FIS organizations h ave attended 

workshops and training opportunities where they 

shared some of their learnings, experiences and 

challenges. Each organization was offered individual 

consultation time with the consultants hired to 

coordinate the project, and one -hour bi -weekly  

Community of Practice teleconferences were held. The 

Mississauga Halton LHIN, in partnership with 

Summit Housing and Outreach Programs, held its 

Fifth Annual Health Equity Symposium 

òTransforming Health Care through Equity-Informed 

Dataó in the spring. The event brought together 

partners and stakeholders throughout the region in 

important discussions on leadership, data collection 

and equity.  

Healthy Equity Symposium, March 2018  

A key focus for Health Equity in the Mississauga 

Halton LHIN is to continue to  collect, measure, apply 

and evaluate sociodemographic data to improve 

connections between the social determinants of health 

and health care provision. This will allow health 

service providers to identify health disparities, 

determine who is most affected by health inequities 

and inform best practices that will enhance quality of 

care and improve health outcomes. We continue to 

phase in the FIS with the use of the Health Equity 

Impact Assessment Tool to enhance, build capacity 

and incorporate an equity lens  that will better inform 

program development and organizational outreach to 

marginalized groups. Access to sociodemographic data 

is a resource for developing practices and operations 

that improve quality of health care for patients, 

clients, families and c ommunities.  

The RQT completed its first annual Integrated 

Regional Quality Improvement Plan, endorsed by the 

LHIN Board on March 1, 2018. Its focus is on 

seamless transitions of care, particular from hospital 

to home, and on building capabilities for quality 

improvement. The  RQT will now focus on measuring, 

monitoring and acting upon the identified system 

level indicators related to:  

¶ Increasing the number of discharge summaries 

communicated to primary care within 48 hours of 

discharge  

¶ Decreasing the rate of unscheduled emer gency 

department (ED) visits for patients with mental 

health or substance abuse issues  

¶ Increasing the number of patients seen in primary 

care within seven days of discharge from acute 

care  

¶ Decreasing the number of palliative care patients 

who go to the E D, two or more times in the last 

month of life  



 

 

¶ Increasing the number of complex care patients 

with coordinated care plans completed within 30 

days of admission to home and community care  

¶ Decreasing the rate LTC patients go to the ED for 

avoidable causes  

¶ Improving the patient experience related to care 

transitions  

 

Upon the completion of the Mississauga Halton LHIN 

Mental Health and Addiction High Intensity 

Community Services Review, the  members of the one -

Link Steering Committee and System Integration 

Group for Mental Health & Addictions (SIGMHA) 

reviewed and prioritized system enhancement 

opportunities identified post -review. It was 

determined that the top two priorities of focus would 

be: 

1. Developing a minimum data set, for which all 

LHIN -funded agencies will be accountable .  

2. Defining case management models, to which all 

LHIN -funded community mental health and 

addiction agencies will adhere.  

 

Minimum Data Set Working Group  

A Minimum Data Set (MDS) Working Group was 

formed as one of the priority system enhancement 

opportunities identified through the HICSR project. 

The HICSR work identified significant data quality 

limitations and gaps across LHIN -funded mental 

health and addictions agencies. A working group 

representing key stakeholders with lived experience  

formed to develop a minimum data set that would 

enable a better understanding of key gaps and 

challenges within high -intensity services across the 

LHIN, leading to enh anced system planning and 

decision-making. The prioritized 14 indicators that 

will comprise the MDS each anchored in the domains 

of capacity, access or quality. Another focus of the 

MDS work involved a Feasibility Analysis focused on 

whether existing data collection and analysis 

platforms in the province  could be leveraged to assist 

with the MDS developed in the Mississauga Halton 

LHIN. There was a review of the Community 

Business Intelligence (CBI) platform to determine its 

alignment with the MDS project a nd provide a 

scenario of options for the LHIN to consider with 

respect to potential next steps.  

 

Defining Case Management Working Group  

This year a case management redesign was completed 

and a new model that includes  11 standards for 

service delivery was finalized. The implementation 

process began in February 2018 with the development 

of a reference implementation plan. Individual 

consultations with key stakeholder organizations were 

held to develop organization -specific implementation 

plans. Each organiza tion -specific plan was validated 

and submitted to the Mississauga Halton LHIN, along 

with a summary report. The LHIN also worked closely 

with key stakeholders within the care coordination 

capacity project to ensure messaging and 

communication is developed to highlight how these 

two initiatives are aligned. The effort also clarified the 

roles and responsibilities of mental health and 

addiction case managers as both of these initiatives 

roll out.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

A key initiative of the Special Needs Strategy is the 

integrated delivery of rehabilitation services. As part 

of this initiative, existing Mississauga Halton LHIN 

School Support Services contracts for speech -language 

pathology, occupational therapy and physiotherapy 

services in publicly funded schools wil l transition to 

our Childrenõs Treatment Centre (CTC), ErinoakKids, 

on July 17, 2018.  

 

LHIN staff have been working to prepare for the 

smooth and safe transfer of 4 ,000 children and 2 ,000 

plus on the waiting list.  

 

On February 27, 2018, all LHINs receive d a joint 

update from the Ministry of Health and Long -Term 

Care and the Ministry of Children and Youth Services 

regarding the transition of contracts for 

physiotherapy, occupational therapy and speech -

language pathology in publicly funded schools from 

LHIN s to CTCs. The LHIN is proceeding with the 

transfer of contact management from LHINs to CTCs 

during the period April to August 2018. It is the 

expectation of the province that all communities will 

have transitioned school -based rehabilitation services 

in t ime for the 2018 -2019 school year to ensure 

seamless continuity for children and families.  

The Ombudsperson, Privacy and Ethics (OPE) Office 

is responsible for:  

¶ Oversight of the organizationõs complaints and 

appeals processes, including feedback related to 

health service providers  

¶ Investigation and mediation of escalated 

complaints  

¶ Acting as Privacy Officer for the organization as 

required under the Personal Health Information 

Protection Act  

¶ Being the Freedom of Inform ation and Protection 

of Privacy Coordinator under the Freedom of 

Information and Protection of Privacy Act   

¶ Serving as the Ethics Officer and Liaison with the 

Regional Ethics Program  

¶ Educating staff in areas falling under the 

responsibility of the office  

 

Under its expanded scope, the OPE helps patients, 

caregivers and advocates address and resolve home 

and community care complaints, and works to ensure 

that health service providers within the region are 

responsive and accountable when addressing patient 

concerns that may arise.  

 

With respect to freedom of information and privacy, 

the OPE works to both ensure transparency through 

responding to freedom of information requests; and to 

safeguard patient privacy by ensuring that patient 

information is protected  in accordance with legislated 

requirements.  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 


