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Working collectively is critical to healing
our people and our planet

No single organisation can achieve meaningful progress in the complex health and social care
environment alone. \Working collaboratively is the only viable way to solve the urgent
challenges of our time.

Yet even the best collective efforts rarely transform systems because they
don’t know how to shift the values, mindsets, power dynamics,
and relationships that underpin our systems.

Transformative practices do exist that can catalyze shifts in mindsets
and values, but they remain peripheral to social and environmental
problem solving.

The next frontier of systems change is bringing those practices from the periphery to the
mainstream, so that everyone working to shift our systems for the better can work in more
transformational ways!
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https://static1.squarespace.com/static/5ed6839a1b9e12406b3c2edd/t/61efa947e3716f15c9178349/1643096431837/CCL+TOC+Redesign.pdf

IF WE: THEN THERE ? ' | ‘ | SO THAT
WILL BE: EVENTUALLY:
o

 Equip health and social change * A new narrative about how * A majority of health and
leaders to pursue transformative system social change leaders shift
transformative systems change change happens their beliefs about how
approaches systems change happens

. A growing number of health
* Elevate transformative and social change leaders « A majority of health and

S':ZCI:;Z?ITSS‘;Z':;“G periphery to who integrate transformative social change leaders shift

practices into their work their behaviour by integrating
« Influence the dialogue on how - transformative practices into
systems change actually E’romlsmg resullt,s from those how they do the work of
happens early adopters” that builds systems change

further momentum

CO

COLLECTIVE
Adapted from:change lab
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What Is Brave Space

A brave space IS a supportive place
where peoples feel comfortable learning,
sharing honestly and equally, and
growing individually and together.

4C 488, IMPACT



Sensemaking in a
Complex World

Sensemaking Is a
kevy skill for leaders.
It means being an
explorer rather than
an expert, constant
experimenting, &
sound judgment.

4C 88, IMPACT
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Wha Is Integrated Care
and Population Health?

4C 488, IMPACT



Defining Integrated Care

‘ ‘ Integrated Care has been defined in many different ways

that converge on a common set of shared principles and
practices for care.

In the broadest sense, integrated care includes changes that
enhance teamwork and patient centeredness across the
dimensions of policy, health systems, organisations, and
health care provider practices.

_ Wankah, P., et al. (2023). Equity Promoting Integrated Care: Definition and Future Development.
& Y International journal of integrated care, 23(4), 6. https://doi.org/10.5334/ijic.7614
4C 48, IMPACT


https://doi.org/10.5334/ijic.7614

Through the Lens of Patients and Caregivers

“ My care is planned with
people who work
together to understand
me and my carer(s), put
me In control, co-
ordinate and deliver
services to achieve my
best outcomes.

National Voices UK, 2021

4C 88, IMPACT


https://www.nationalvoices.org.uk/

Through the Lens of Clinicians

Integrated Care and Population Health are interconnected, addressing both individual patient needs and
broader population health goals

* Integrated Care * Population Health

» Patient-Centered and Patient-Directed » Shift in focus to community -
Care including health equity and the

» Interdisciplinary, cross-organisational and social determinants ot health

sectoral-spanning collaboration to create a
holistic view of patient needs.

» Inter-operable electronic medical records  Shift to using population health
facilitate access to patient information, data to inform clinical practice and
promoting better decision-making across support targeted interventions
providers. '

. tFOCU'St on cgn’%inuity adr_lfdf smc%olth < of

ransitions petween airterent levels o e Shift towards greater
care, reducing gaps that can lead to - : : '
s Otegrabs Interprofessional preventive care in

equal partnership with patients and
communities

4C 88, IMPACT



Equity-Promoting Integrated Care

‘ ‘ The effort to promote health equity through the
Implementation of integrated models of care begins with a
clear understanding of the ways in which social, political and
historical systems generate health inequities in the first
place.

A clear understanding of these root causes provides a
cruclal input to the effort to design models of care with
higher potential to intervene in the pathways through which
health Inequities are produced.

Wankah, P., et al. (2023). Equity Promoting Integrated Care: Definition and Future Development.

4 '-‘ International journal of integrated care, 23(4), 6. : '
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https://doi.org/10.5334/ijic.7614

Quality Improvement Aims
Quintuple Aims are Converging

Triple Aim « Improved patient experience
2007 + Better outcomes

* |Lower costs

Quadruple Aim

2007  Clinician well-being

Health systems around the world
are converging on their aims
oo + Health equity (population health) but differ on
their ‘how to’ and the stage of
Implementation.

Quintuple Aim

4C 88, IMPACT :



Y International Foundation
A for Integrated Care

What is Population Health?

“...shift our focus from problem o Transarency of orogress
solving, disease-specific R Y7
approaches to assuming s, Algned poyment "gﬁ
accountability towards a territorially " %@

B 3. People as partners
in care

defined population.” |
7. Digital solutions g\ "
u . ‘ ’
...focus on addressing the root
causes — the determinants of health
and the redUCtion Of health 5. Workforce capacity

dlsparltles_ " and capability

4. Resilient communities
and new alliances

6. System wide governance
and leadership

Source:

LC .E. IMPACT IFIC Knowledge Tree: Population Health and Wellbeing


https://integratedcarefoundation.org/the-knowledge-tree/population-health-and-wellbeing

Understanding
your ambition

Creating an enabling
environment

4C 489, IMPACT

Y International Foundation
J for Integrated Care

9. Transparency of progress, 1. Shared values and vision
results & impact >

2. Population health
and local context

M@ 3. People as partners

in care
6. System wide governance 8 ; ) 4. Resilient communities
and leadership % & and new alliances
5. Workforce capacity
and capability
Learn more:

International Foundation for Integrated Care (IFIC) // Nine Pillars of Integrated Care
International Journal for Integrated Care (IJIC)


https://integratedcarefoundation.org/
https://integratedcarefoundation.org/nine-pillars-of-integrated-care
https://ijic.org/

Three Horizons: The Patterning of Hope
Bill Sharpe

How can people work together to create the transtformational
change In the face of an uncertain future?

There are two main sorts of change:
* (Continue the pattern of how we are doing things today
» Start a new pattern for the future we want and need

4C :_.:. IMPACT Source: Sharpe, Bill. Three Horizons: The Patterning of Hope. (2™ edition, 2020)


https://www.iffpraxis.com/three-horizons

The Three Horizons:
Patterning of Possible Futures and Hope

Value

New Patterns
Ambiguous
Innovation

\’\o‘\"'o“ 2
Emerging paradigms,
ideas, innovations

Incremental adjustments,
transformational experiments

Current paradigms,
assumptions, data,
infrastructure

Pockets of the future
I found in the present

Now Near Future Far Future

4C ':;9;‘- IMPACT Source: Sharpe, Bill. Three Horizons: The Patterning of Hope.


https://www.iffpraxis.com/three-horizons

Thinking about our future direction using Bill Sharpe’s
“Three Horizons” model

e Horizon 1:

i

What are our current ways of working
(context, focus, methods, patterns,
structures etc)? What is viable /not viable
for the future?

PREVALENCIEe_>

- -—
®
r
‘{I:C .@- IM PACT Source: Sharpe, Bill, et al. “Three Horizons: A Pathways Practice for Transformation



http://www.jstor.org/stable/26270405.

Thinking about our future direction using Bill Sharpe’s
“Three Horizons” model

* Horizon 1: “‘"Waﬁ%,\
What are our current ways of working (context, focus, methods,
patterns, structures etc)2 What is viable /

not viable for the future?

PREVALENCE

* Horizon 3:
What could we do differently in the future
in radically different ways to achieve our
ambitious goals¢ Where are the emerging @

opportunities? >
TIME

-
pr xR

i ®
40 v L IMPACT Source: Sharpe, Bill, et al. “Three Horizons: A Pathways Practice for Transformation



http://www.jstor.org/stable/26270405.

Thinking about our future direction using Bill Sharpe’s
“Three Horizons” model

* Horizon 1:
What are our current ways of working (context, focus,
methods, patterns, structures etc)2 What is viable/

not viable for the future?

* Horizons 2:
How can we build a path between
where we are now and where we would
like to be in future?¢ What actions should
we take?

PREVALENCIEe_>

* Horizon 3:
What could we do differently in the future in radically @
different ways to achieve our ambitious goals? Where are

the emerging opportunities? >

TIME

-
'3 ‘
4 : n.- b ® II HIPI lCT Source: Sharpe, Bill, et al. “Three Horizons: A Pathways Practice for Transformation
o=



http://www.jstor.org/stable/26270405.

Tomorrow belongs to those who can hear it
coming

-David Bowie



Trust as the Foundation

of Collaboration

4C 88, IMPACT



THE COULABORATION SPECTRVM

1
3
COMPETE

Competition
for clients,
resources,
parfners,
public
attention

4C 85, IMPACT
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Co-eXIsT

No systematic
connection
between
organizations
and/or
individuals

-

-

COMMUNICATE

O
G \

5

Information
IS shared
between

organizations
and/for
individuals

>

(00PERATE

As needed,
often informal,
interaction on

discrete
activihes or
projecls

o=~

COORDINATE

Systematically
adjust and
2lign work
with each

other for
greater
owfcomes

COULABORATE

Shared
mission,
goals,
Aecision-
making,
Mdfor
(esovrces

&
INTEGRATE

Fully
infe grated
programs,
pl2nning,

fundin 9

Adapted from Weaver, Tamarack Institute

Frameworks Collection by finegood@sfu.ca | lllustrated by sam@drawingchange.com | © CC BY-NC-ND



The Neuroscience Behind
Moving at the Speed of Trust

We are in the process of realizing that
we communicate through our nervous systems as much as our intellects.

In the past few years, the theory has spread to the broader wellness and health
and care communities.

As Individuals, we become better, more compassionate communicators as we
understand how human connections are formed.

As a society we can glean a new paradigm for providing care, whether the care
be given In an institution, In community, in a classroom or home.
@Polyvagal Institute

4C 88, IMPACT



Polyvagal Theory

| Preparatlon for death
Trapped

4C {82, IMPACT



Polyvagal theory teaches us that we are not
safe until all of us are safe, feel a sense of
belonging, and have dignity in our lives.
Because we coregulate each other, we are
designed to live iIn community.

6

Jan Winhall

4C 488, IMPACT


https://janwinhall.com/

66 We do not

see things
as they are.

We see
things as
we are.

- Anais Nin

4C @S, IMPACT



Deeper Dimensions:

Mindset and Behaviour Shifts

4C 88, IMPACT
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From Mission to Shared Purpose

R-

| ¥
= >

‘ e # ¥

MISSION SHARED PURPOSE
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From organisational to Collective Impact

organisationAL IMPPACT COLLECTIVE
IMPACT

4£C ':’r?;‘- IMPACT Learn more : Tamarack Institute: Callective Impact


https://www.tamarackcommunity.ca/collective-impact

From Egocentric to Ecocentric

EGOCENTRIC ECOCENTRIC

4C 88, IMPACT



From Shame and Blame to Strengths- Based
Seek to Understand

\‘ P’
\ &

y

SHAME AND BLAME STRENGTH BASED

e
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From Scarcity to Abundance

g
P

»

SCARCITY ABUNDANCE
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From Old Power to New Power

‘-

Yii —

OLD POWER NEW POWER

e Learn More:
5C :@."‘_ IMPACT New Power https://thisisnewpower com/. (Jeremy Heimans and Henry Timms). : Article (HBR) | Book
-


https://thisisnewpower.com/
https://hbr.org/search?term=jeremy%20heimans
https://hbr.org/search?term=henry%20timms
https://hbr.org/2014/12/understanding-new-power
https://thisisnewpower.com/

From Formal Leaders to Super Connectors

-
Y-y
FORMAL LEADERS SUPER CONNECTORS
‘Designed for Division’ ‘Designed for Connections’

40 };9'1- IMPACT Learn more: https://thisisnewpower.com/ Jeremy Heimans and Henry Timms


https://hbr.org/2014/12/understanding-new-power
https://thisisnewpower.com/
https://hbr.org/search?term=jeremy%20heimans
https://hbr.org/search?term=henry%20timms

From Sharing Information to Co-Design

Era Two:
Engaging Patients and their Era Three:

Families Co-Define and Co-Design

Power differential

between provider(s), Shifting power differential .
patients and caregivers  petween provider(s), patients Power is shared between
—_— and caregivers provider(s), patients and

4C 489, IMPACT caregivers



From Independent to Interdependent

INDEPENDENT INTERDEPENDENT

4C 88, IMPACT



From Transactional to Relational

2
B

TRANSACTIONAL RELATIONAL

4C 88, IMPACT

earn more:


https://hbr.org/2019/09/a-new-approach-to-contracts
https://ssir.org/articles/entry/the_relational_work_of_systems_change

From Traditional to Evolving Competencies

[}
| KY

R %Q
AN

O
Do o

TRADITIONAL COMPETENCIES EVOLVING COMPETENCIES

Facilitators, brokers and convenors

arvard Business Review.

4C o..;?;... IMPACT Source: Giles, Sunnie. The Most Important L eadership Competencies According to Leaders Around the World


https://hbr.org/2016/03/the-most-important-leadership-competencies-according-to-leaders-around-the-world

A social movement Social Movement
begins by

motivating a few womenty,,
individuals, which & %
creates a wave of y
momentum. This v
collective action can /
then drive significant
change.

—— W — e am—
—
—

Based on Registered Nurses' Association of Ontario’s Leading Change Toolkit. Image
The Center for developed by The Center for Implementation, © 2024 | 2024.01 | For full citation:

Implementation  https://thecenterforimplementation.com/toolbox/social-movement



From Mandate to Movement

MOVEMENT

MANDATE
requires buy-in creates investors

4C 88, IMPACT



From Dominant Worldview to Indigenous Worldview

DOMINANT WORLDVIEW KINSHIP

e Source: Excerpts from Wahinkpe Topa (Four Arrows), Darcia Narvaez (2022)
. L] Restoring the Kinship Worldview: Indigenous Voices Introduce 28 Precepts for Rebalancing Life on Planet Earth
4C 48, IMPACT



https://a.co/5Jpjl2J

Common Dominant \Worldview

Common Indigenous Worldview

Manifestations
Rigid hierarchy

Manifestations
Nonhierarchical

Focus on self and personal gain

Emphasis on community welfare

More head than heart

Emphasis on heart over head

Earth as an unloving “it”

Earth and all systems as living and loving

Minimal empathy, humility, and gratitude

Strong emphasis on empathy, humility, and gratitude

\Words used to deceive self or others

\Words as sacred, truthfulness as essential

Truth claims as absolute

Truth seen as multifaceted, accepting the mysterious

Rigid boundaries and fragmented systems

Flexible boundaries and interconnected systems

Unfamiliarity with alternative consciousness

Regular use of alternative consciousness

Disbelief in spiritual energies

Recognition of spiritual energies

Disregard for holistic interconnectedness

Emphasis on holistic interconnectedness

Minimal contact with others

High interpersonal engagement

Emphasis on theory and rhetoric

Inseparability of knowledge and action

Acceptance of authoritarianism

Resistance to authoritarianism

Time as linear

Time as cyclical

Acceptance of injustice

Intolerance of injustice

Emphasis on rights

Emphasis on responsibility

Ceremony as rote formality

Ceremony as life-sustaining

| earning as didactic

Learning as experiential and collaborative

4C

@2, 1mPACT

L)
L

Source: Excerpts from Wahinkpe Topa (Four Arrows), Darcia Narvaez (2022)

Restoring the Kinship Worldview: Indigenous Voices Introduce 28 Precepts for Rebalancing Life on Planet Earth
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Matching Complexity with Competency
Connection i1s the Correction

Radical Collaboration

4C 88, IMPACT



VWe've come to see radical collaboration as
working together in deeper, more relational
ways than transactional approaches. In radical
collaborations, the process is the solution.

6

Katherine Milligan & Cynthia Rayner
What does Radical Collaboration Really Mean

4C 88, IMPACT


https://ssir.org/articles/entry/the_relational_work_of_systems_change
https://www.collectivechangelab.org/blog/radcollab

Radical Collaboration for System Change

Collaborative Alliances
Stakeholders shift from
being unwilling or unable

to work together, to

building their capacity to

work together across
differences.

4C 88, IMPACT
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Systemic Insights
Stakeholders shift from seeing
and understanding only part of
what's going on, to broadening

and deepening their

understanding of what's
happening and could happen.

Transformative Actions
Stakeholders shift from
acting in a way that keeps
things the way they are, to
acting in a way that
fundamentally changes
what's happening



Identifyin'g or biggest barriers &

P-

that get in the way of our | :
transformation ?
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66 Any innovation, change
or transformation process
IS much more likely to
succeed if key tensions
are addressed. These
tensions typically aren't
apparent at
developmental stages
but are fully exposed at
Implementation.

- Helen Bevan

4C 88, IMPACT



Embracing The Nine
Interrelated Elements Required
For Large-scale Change



Recurring and interrelated themes in approaches to
enabling large scale change

Shaping
nhetworks to

Movind shape
together , C oplnions
towards a Cha”?””g with

shared yourself as a hot ”to” or Setting up

systems for
experimental
learning &
uhlearning

resource for
change

direction “for”

Developing

Creating

Building

the Leading leaders :
conditions people everywhere: SP@%‘gﬂmaof
for through sustainable “llies AND
emergent transitions in systems of \ working through
change situations of distributed pillars of

uncertainty leaders

formal
power

4C 88, IMPACT

Source: Global assessment of change concepts by Helen Bevan (England) and Goran Henriks (Sweden) reviewed by 500 change leaders (2024)



Recurring and interrelated themes in approaches to enabling large scale change

Moving together
towards a shared
direction

This theme emphasizes the importance of aligning the vision and goals of
everyone involved in the change process. It is about creating a common
purpose that guides collective action, ensuring that all stakeholders are moving
in sync toward the desired outcomes.

Changing yourself as a
resource for change

Leaders and participants in the change process need to be adaptable and
willing to evolve personally. This concept underscores self-reflection and
growth, encouraging individuals to cultivate their skills, attitudes, and mindsets
to better support the change effort.

Creating the conditions
for emergent change

Instead of imposing a rigid plan, this approach involves setting up a flexible environment
where change can naturally evolve. By establishing the right conditions, leaders can
enable adaptive and responsive shifts that emerge organically in response to challenges
and opportunities.

Leading people through
transitions in situations
of uncertainty

Change often brings uncertainty, and leaders need to guide people through these
transitions by providing support, clarity, and reassurance. This theme highlights the
importance of empathetic and resilient leadership during times of ambiguity.

4C 488, IMPACT

Each of these themes is interconnected and reflects a comprehensive approach to managing and enabling large-scale
change, focusing on aaaptability, collaboration, distributed leadership, and continuous learning.



Recurring and interrelated themes in approaches to enabling large scale change

Co-producing change:
"with" & "by," not "to" or
Ilforll

Effective change is co-created with the people involved rather than imposed upon them.
This approach values collaboration, engagement, and empowerment, ensuring that
everyone has an active role and feels ownership over the change process.

Developing leaders
everywhere: sustainable
systems of distributed
leaders

Leadership should be distributed across the organisation, with individuals at all levels
equipped and empowered to lead. This theme emphasizes building a sustainable
network of leaders who can support and drive change in different parts of the
organisation.

Setting up systems for
experimental learning &
unlearning

Change often requires learning new things and unlearning old habits or assumptions.
This concept encourages a mindset of continuous improvement, experimentation, and
reflection to make informed decisions and take the most effective next steps.

Building power: a
spectrum of allies AND
working through pillars of
formal power

Successful change initiatives leverage a broad coalition of support, both formal and
informal. This involves building alliances across different stakeholders and working
within established structures of authority to achieve impactful results.

Shaping networks to
shape opinions

Change leaders need to actively engage with and influence networks to build support for
the change. By shaping conversations and opinions within key networks, leaders can
foster a supportive environment and drive momentum for the change.

Each of these themes is interconnected and reflects a comprehensive approach to managing and enabling large-scale
change, focusing on aaaptability, collaboration, distributed leadership, and continuous learning.

4C 488, IMPACT



Co-Design Fundamentals

Shaping the Future of Health Care Together in
Hastings Prince Edward

Hastings Prince Edward Ontario Health Team

Kerry Kuluski, MSW, PhD

Dr. Mathias Gysler Research Chair in Patient And Family Centred
Care, Institute for Better Health, Trillium Health Partners,
Associate Professor, University of Toronto

Trillium

November 20, 2024 Health Partners

Better Together



& B armers | BETTER HEALTH

Learning Objectives

" Co-Design Fundamentals

= Why Co-Design Matters

= Co-Design with an Equity Lens
= Co-Design Methods

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



Trillium = INSTITUTE FOR
Health Partners BETTER HEALTH

3 approaches to interacting with people

Say- Listening to what someone says in an interview
Do- Watching how people use products and services

Make- In creative workshops, people exploring and making solutions

Sanders, E. B. N. (2002). From user-centred to participatory design approaches. In J. Frascara (Ed.), Design and the social sciences: Making connections (pp. 1-8).
London: Taylor &Francis.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



Trillium = INSTITUTE FOR
Health Partners BETTER HEALTH

Different Ways to think about Engagement

- Instrumental in nature- ‘action focused’ including committee work or co-
design activities which strives for a tangible outcome.

- Democratic- patients, caregivers and communities have the right to
influence health care)

- Narrative form- dialogic communication, sharing, learning, re-learning and
influencing one another

Rowland P, Johannesen J. Patient Engagement and Compassionate Care In: Brian D. Hodges, Gail Paech, Bennett J, eds. Without Compassion, There Is No
Healthcare: Leading with Care in a Technological Age Kingston, Ontario: McGilFQueen’s University Press 2020:60-77.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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What is Co-Design
to you?

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



Co-Design

1. A process for developing solutions to complex problems

2. Privileges lived expertise, actively involves people affected by an issue as
expert collaborators, along with other partners

3. A shift in healthcare improvement approaches from consultation to more
equitable involvement and decision-making

Thorburn, K., S. Waks, B. Aadam, K. Fisher, C. Spooner and M. Harris (2024). CoDesign: 1-18.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION b tners | BETTER HEALTH



Trillium INSTITUTE FOR

Health Partners BETTER HEALTH

Consider Soni’s engagement journey

Soni is a 34-year-old who is part of the Thorncliffe Park Community. As an immigrant, she has faced many
challenges including finding affordable housing, gainful employment and access to primary care. She is
the primary caregiver for her three children and mother. Her mother is 79 and has had a number of falls
over the last few months resulting in a broken hip (in addition to having diabetes, high blood pressure
Meet and at risk for stroke). Her youngest son has been working closely with a psychologist and is being
. assessed for developmental delays. Soni also has been diagnosed with anxiety trying to cope with
Sonl everything that she's managing.

Ci Ny I S

New Country Income Caregiving Food Security Mental Health Housing

Credit to: Ontario Health Community Engagement and Co Design Working Group and Allison Needham, Director, Anti-
Racism, Equity and Social Accountability, Unity Health Toronto

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION




The Patient Engagement Journey

INFORM

Learning about info

Soni visited

the community Hub to
learn more about
services available for
her mother.

CONSULT

Providing feedback

Based on her

son’s experience, Soni
participated in

a feedback meeting

and completed surveys.

ASING DEGREE OF DIFFICULTY AND IMPACT

INVOLVE

Providing advice

Soni was invited to sit
on the PFAC but given
her work and

family commitments, is
unable to attend regular
meetings. She is
frequently invited

to provide ad hoc advice
on particular initiatives

Note: there are appropriate times for all levels of engagement

Stages of engagement adapted from IAP2's Spectrum of Public Participation https://cd

COLLABORATE

Working partnership

Soni participated in a 2-
day working session
where she was
compensated for her
time with multiple
partners of the Hub

to develop a solution
for increasing access to
care. Majority of

the recommendations
were adopted

INSTITUTE FOR
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Health Partners

EMPOWER

Making decisions

As a Community
Ambassador, Soni
provided live feedback
to the Hub regarding
COVID-19 vaccination
hesitancy.

This information was
used to make real-time
changes to

service delivery. Working
together, vaccinations
rates increased.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Stages of Co-Design

l Engage- build relationships, take steps to understand the problem l
l Plan- stages of the work, logistics, assess needs, goals, methods to use, etc. l
l Explore- learn about experiences and priority areas l
Develop- co-design/co-redesign improvement (intervention, process, product)

l Decide- what to prioritize and refine/seek additional feedback l
l Change- turn improvement ideas into action l

Kiss, N., H. Jongebloed, B. Baguley, S. et al. INCI Cancer Spectr 8(4).

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Co-design involves:

Ry : : _—
- People affected by the problem “ Relationship Building Phase

- Those in a position to do

something about the problem Activity Phase

oo Looping Back/Ongoing

Engagement Phase

Bammer, G. (2013). Disciplining interdisciplinarity: Integration and implementation sciences for researching complex real-world problems, ANU Press.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



TTTTTTTTTTTT

© S rmers | BETTER HEALTH

Why does co-design matter?
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Benefits

For the project- improving the creative process, developing better service
definitions and organizing the project more effectively;

For the service’s customers or users- better fit between the service offer and the
person's needs, a better service experience;

For the organization(s) involved- fostering a learning culture, cooperation between
different sectors, units, people, communities, enhance capability for innovation.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Helps us Move from Technical to Adaptive Solutions

“The single biggest failure in leadership is treating adaptive challenges like technical
problems.” Ron Heifetz

Technical Challenges Adaptive Challenges

Easy to identify Difficult to identify

Straightforward solution Requires changes in ways of working

Solved by experts People with the problem need to do the work of
solving it

Requires a limited number of changes Requires many changes

Typically bound by an organization Typically crosses organizations

People generally receptive People may resist the change(s)

Solutions implemented quickly Solutions require a trial-and-error approach

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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A Vehicle For Collective Impact

(, y (, - \

“An intentional way of working
together and sharing
information for the purpose of
solving a complex problem.”

“The complex nature of most social
problems belies the idea that any
single program or organization,
however well managed and funded,
can singlehandedly create lasting

, _ large scale change.”
- National Cognul of -Fay Hanleybrown, John Kania, &
Nonprofits Mark Kramer

II'-.___ .1"'\

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



Collaboration

The Relational Work of Systems Change . . .
y & “Relationships are the essence and fabric of
Collective impact efforts must prioritize working together in more relational ways to find

cetactalltionsn ol proplea collective impact. What’s critical for those who
5 e o— facilitate collective impact efforts is to support
relationship development in ways that build true
empathy and compassion so that authentic
connections happen, particularly between diverse
participants. These deeper connections can form
new avenues for innovation to address the social
problem at hand.”

By Katherine Milligan, Juanita Zerda & John Kania | |an. 18, 2022

Katherine Milligan and colleagues

Stanford SOCIAL
INNOVATIONRCV‘CW

ning and inspiring leader: ial change

(Illustration by Hugo Herrera)

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION b tners | BETTER HEALTH
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Co-design with an Equity lens

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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The Ethics of Co-Design

Collective thinking, Collective benefits, Creation of partnerships

But make sure you...

* Know the population/context

* Address power imbalances

* Empower people to participate (skill building)

* Beinclusive

* Be transparent

* Consider timing and resources (compensation, etc.)

 Start before decisions are made and continue after the activity is over

Sendra, P. (2024). "The ethics of co-design." Journal of Urban Design 29(1): 4-22.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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“Collective thinking, creating partnerships, and
addressing power imbalances — are essential for this
transition from consultation to co-design. First, co-
design needs to achieve moments of ‘collective

intelligence’, which implies that people think collectively
rather than as individuals.” (sendra 2024, p.8)

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Readiness of self and context

Explore readiness of self and of organization/system. Ask yourself:

1. How does my position

R 3. Am | creating a safe space?

4. |s the organization ready to
2. How do | make others feel? take on the change that we want
to achieve?

Moll, S., M. Wyndham-West, G. Mulvale, S. et al. BMJ Open 10(11): e038339.

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Sustained advantage for
already-privileged groups

Lost learning

opportunity
Wasted
resources
Harm
Deepening
inequities and
mistrust

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Challenging assumptions

NO are we engaging with?
NOsSe voices are missing?
o is excluded?

ny does that happen?

==z =z

nat can we do?

Sayani A. et al (2021). Building Equitable Patient Partnerships during the COVID-19 Pandemic: Challenges and Key Considerations for
Research and Policy. Healthcare Policy, 17(1).

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Co-Design Methods

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Co-desigh method examples

= Persona development

= Journey mapping
= World café

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



You can develop personas
using existing data combined
with community engagement
to fill in the missing pieces.

These personas can be used
as the basis for designing new
pathways and services.



sad
Age: 87

Gender: Man
City: Mississauga
Birth Country: Middle East
Languages: Arabic, English

Employment: Retired

Marital Status: Widowed

Asad is 87-years old and speaks Arabic as his first language. He lives alone in his own home in a
middle-income neighborhood and does not have sufficient funds to meet his daily living needs.
He has a caregiver (his daughter) who lives in the same city as him and is experiencing
burnout/stress.

He is showing signs of short-term memory problems (difficulty recalling names and
appointments) but still demonstrates good judgement, can follow instructions, and express
himself clearly. He can feed himself independently, but with difficulty. He uses the toilet
independently but needs help with personal hygiene activities and bathing (but actively
participates). He can walk independently and get in and out of a chair and bed. He has no history
of falling. He needs some cuing and a bit of set-up help when dressing and needs help
administering his medications. He requires help with housework, managing finances, and getting
into and out of a vehicle. He is able to use the telephone independently and communicate in
English but prefers to speak in Arabic. He can prepare light meals or heat prepared meals and
relies on others to do his shopping.

Sometimes he feels lonely. Asad is of Islamic faith and prays 5 times a day,
which helps his mental health.

Maple Level 3
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Journey mapping

= Used to understand barriers, facilitators, experiences, and interactions that patients and
caregivers have

= Qutlines various phases (such as entering an emergency room, getting admitted to a
hospital, getting access to treatments, and then leaving the hospital) of a healthcare
journey

= Typically, these phases may be described as ‘key moments’ or even ‘pain points’

Davies, E. L., D. Pollock, A. Graham, R. E. Laing, V. Langton, L. Bulto and J. Kelly (2022). JBI Evid Synth 20(5): 1361-1368.
Engagement Methods Working Group. Engagement Methods Workbook. OHT Patient, Caregiver & Community Engagement Learning Series. 2022

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



INSTITUTE FOR

) Homhh BETTER HEALTH

Health Partners

Participant ID #:,

e e e Experiences with ALC (alternate level of care)

|
: Community: |1 |, .. x Community:
Active Acute Care | | . TES G\:Itlw’ Leaving Hospital Awaiting || [Active Reha b/ccc L G\:;w 5| | Leaving Hospital Awaiting
7 Placement . : Placement
:
]
L]
Frustrated Frustrated Frustrated Frustrated : Frustrated Frustrated Frustrated Frustrated
Powerless Powerless Powerless Powerless : Powerless Powerless Powerless Powerless
Step 1- Uninformed Uninformed Uninformed Uninformed ' Uninformed Uninformed Uninformed Uninformed
Circle rt;e Stressed Stresszad Stressed Stressed : Stressed Stressad Stressed Stressed
is that Guilty Guilty Guilty Guilty : Guilty Guilty Guilty Guilty
Bast descrtie Rushed Rushed Rushed Rushed - Rushed Rushed Rushed Rushed
your feeling at Fearful Fearful Fearful Fearful : Fearful Fearful Fearful Fearful
each stage or Hopeful Hopeful Hopeful Hopeful : Hopeful Hopeful Hopeful Hopeful
write your Safe Safe Safe Safe ' Safe Safe Safe Safe
o v Bt Valued Valued Valued Valued ' Valued Valued Valued Valued
She live Supported Supported Supported Supported : Supported Supported Supported Supported
b Understood Understood Understood Understood : Understood Understood Understood Understoed
' Grateful Grateful Grateful Grateful : Grateful Grateful Grateful Grateful
Relieved Relieved Relieved Relieved : Relieved Relieved Relieved Relieved
:
|
'
1 1 1 : \ | \ (
Step 2: i
Write in the 1
boxes what -
it wos about -
this stage !
that made :
you feel this |
woy (use the !
bock if :
necessaryj \
'
J J J Jish ] \ ]\
L]

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION




Trilliumm | INSTITUTE FOR

WORLD CAF E METHOD Hoalth Partners | BETTER HEALTH

Rotating Discussions

O O
e MAA g e M o
ﬁ O a ﬁ O a
S_tation 1:. Station 2:
[Topic/Question] [Topic/Question]
0
e MAA g
ﬁ 0 a
Station 3:
[Topic/Question]

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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How do older adults with chronic health conditions experience their first virtual care visit with their
primary care provider?
Journey Stages

Which step of the experience iz
the patient describing?

Virtual Care Appointment Check-in \‘iﬂt with !‘rlm:lffthru Provider Check-out Process Post-visit Follow-up

Actions s [ 1 =
What does the S ki | b e s setial
patient do? What information with 2 P safarida f - et
do they look for? What is their nurze i e
. —
conpext? —
P IIT"EHI
Eulear
Pain FH:IiI'I'IS i e By Minry Sl ey Sy o B ttihirg s Frmiak
What doss the patient s AT W Sty W Sopnd g sy e (LRt i pey ;m:ﬂ; by mpn Free i wiiln [t M::::f:“
=i, L ikt et i nifirtwiaitaiii rmilaity e st ks S
1o be a challenge?
L — — —_— —_—
Touchpoints T .
5 - Murs THRS e "Hhar max isi S vl WO kmt skirign el s, v
\What part of the service do i Srar=e
they interact with?
—E— === = —_——— =
Emotions or Feelings
What iz the patient fesling?
BEEnRt
Bright points 1::: Taling o R g I - I
What i= working well? What over ihn phane: J— randchildren At drnaEl T:.T m:;_m:
could be done to enhance the Satoro e i ; whes - ——
& 2 ajipatimnn
sxperiencs? — —_— —
—_— —_—
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Reflection
" How do you see yourself using co-design methods?

= What challenges do you anticipate with using these
methods?

=" What burning questions do you still have?

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION
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Conclusions

= Relationship building is critical and ongoing

= Honor diversity of expertise and acknowledge differences in decision making
power

= [nvolve people impacted by the problem as well as those who are invested in
making the changes

* Think long-term (opportunity to build capacity and a learning culture)

IMPROVING HEALTH THROUGH RESEARCH AND INNOVATION



Check out our Engagement Series Learning Library!

7 in-depth engagement webinars and workbooks!

https://www.instituteforbetterhealth.com/portfolio-items/patient-careqgiver-and-community-
engagement-learning-series/

. Qimn | SEEE  soms  cwmw o seomsswes e .
E - E
n

Patient, Caregiver & Community Engagement Learning
Series



https://www.instituteforbetterhealth.com/portfolio-items/patient-caregiver-and-community-engagement-learning-series/
https://www.instituteforbetterhealth.com/portfolio-items/patient-caregiver-and-community-engagement-learning-series/

Thank you!

Kerry Kuluski
kerry.kuluski@thp.ca

Trillium
Health Partners
Better Together


mailto:kerry.kuluski@thp.ca

Indigenous Ways of
Knowing and Being

A source to inform our guiding principles for how we work together

Susan Ba rberstock, pirector of Community Wellbeing, Mohawks of the Bay of Quinte
Tera Osborne, exccutive Director, Tsi Kanonhkhwatsheriyo Indigenous Primary Care Team



HEALING WHEEL
CONTINUUM
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WHAT IS THE HEALING CONTINUUM WHEEL?

Is the integrated continuum of care and supports
necessary for community wide healing to take
place. Focuses on the promotion of
understanding of violence, community
prevention measures, crisis intervention,
curative and rehabilitative strategies, the
promotion of stability in communities and
training both at the community and service
provider level.
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THE HEALING CONTINUUM WHEEL

The Healing Continuum Wheel identifies
specific program and service needs of
individuals in the life cycle and the
programmes and services required to
wholistically address family healing



THE HEALING CONTINUUM WHEEL

Training Supportive Resources
- development of - resource development
necessary knowledge, - community infrastructure
skills and attitudes - wide range of supports
Promotion of Stability Promotion
- networking of services Elders Infants - primary prevention
- resource coordination strategies
- outreach Grand- Spiritual Toddlers - community awareness
parent P - leads to social well-being

Emotional Physical

Rehabilitation Parents o Children  Prevention
- family/community & - secondary prevention
reintegration {aimed at high risk groups)
- follow up YoungAdults  Youth - tertiary prevention
- after care {aimed at the already
infected)
Curative Crisis
- palliative care Intervention
- treatment - immediate
- counselling - cannotwait for services
- professional and to be developed

para-professional

& copyright OFIFC



THE HEALING CONTINUUM WHEEL

The Healing Continuum Wheel
acknowledges that the physical,
mental, emotional and spiritual aspects
of our nature must be addressed to
achieve a state of wellness.



Medicine Wheel: A Holistic Model for Personal Wellness

Mental
Higher Education or Fulfilling Career
Reading Positive/Relaxing Books
Focusing on the Positives inlife
Continuous Learning /Goal Setting
Staying Organized
Art & Creativity
Believing in Yourself
Living Cleanand Scher

Expressing Love
Seeking Support from
Caregivers/Professionals
Talking to Someone you Trust
Emotional Expression
Forgiving yourself and others
Writing /Journaling

Playing Music/Singing/Dancing
Having Fun & Socializing

Spiritual
Prayer/Meditation
Daily Gratitude
Having Faithin your Future
Honoering your Relationship to
the Spirit of Creation

Engaging Cultural
Activities/Spiritual Ceremonies
Being Honest

Physical
Good Hygiene

ConsistentSleep Routine
Healthy Eating & Nutrition
(Balance and Moderation)

Daily Exercise & Motion:
(Walk/bike-ride/hike/swim/weights)

Herbal/Natural Remedies
Engaging Relaxation Techniques
Honoring your Sexuality

£ 2012, Eorl Lambert —Motivotional Speaker & Inspirational Storyteller
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THE LIFE CYCLE TEACHINGS

TeachTSpoiI

ELDER

Keepers of
nowledge

GRANDPAREN

INFANT

TODDLER
Safety

PARENT

Teach/Provide

Work of the
People

CHILD
Learn

YOUNG
ADULT

Wandering
Wondering




LIFE CYCLE TEACHINGS

INFANTS: Bring the gift of JOY and love from
the time of conception to birth. Each member
of the family and community share in the love
and joy of new life and awaiting the new birth.
It is believed infants share the closest union
with the Creator. Infants are regarded highly
as gifts from the Creator on loan until such
time the Creator requests its return. The
Eastern direction celebrates infants, toddlers
and children in the same vein as a new day
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LIFE CYCLE TEACHINGS

TODDLERS: Bring LOVE, curiosity and exploration of
new surroundings. Parents must take on the role of
teaching toddlers to their new surroundings. Elders,
family and community participate in the wonder of
curiosity of toddlers whose experience is new and
whose learning capacity is great. Toddlers learn by
observing. The East represents peace and light as a
gift brought on by the toddlers
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LIFE CYCLE TEACHINGS

CHILDREN: Bring the gift of LOVE, respect,
caring and sharing to their families and
community. Itis a learning stage and character
building stage where teachers of aunties and
uncles should all be around. Their movement is
closer to the southern direction where the
season of planting and growth are signified.
There is a need for children to experience
people in the most positive way since the
experience will continue in these formative
years. This is a time for moulding in the child’s
formative years. South represents warmth and
growth.
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LIFE CYCLE TEACHINGS

YOUTH: Bring activity and zest for life in their
preparation for the maturing season built already
through teachings, parents and community. They
are now regarded and trained to be future leaders
and respected for their vision. Young boys are
recognized for their strength and are prepared by
their teachers to realize their vision quest. Young
girls are respected for their upcoming role as life
givers and taught to prepare for their future role in
life. Youth are signified in the southern direction
where the season of growth and fruition occurs



LIFE CYCLE TEACHINGS

YOUNG ADULTS: Bring CARING and respect for life
and are moving toward the western direction which
signifies maturity and action. Their characters are
already in place from the preceding teachings. It is
now time for their self responsibility, self teaching for
change and for testing their characteristics. The end
of the day is honoured in this direction to indicate that
their childhood is moving toward the harvesting
season. They are reminded by Elders that they too
are beginning the harvest of their youth and to travel
their own path. They begin the journey as products of
their own characters and ready for parent hood. This
IS aso a journey of many paths off the main road.
West represents introspection



LIFE CYCLE TEACHINGS

PARENTS: Bring LOVE, hope, caring, sharing and
teaching to carry on the traditions picked up in the
journey from the Elders. Their roles are emerging as
they pick up their parents role as caregivers. It is their
turn to parent their young and care for their Elders.
They will experience the responsibility to prepare their
own children as they were prepared. They are
designated to work for the growth of their children in
recognition of the blessing from the Creator. They will
experience the same aches in seeing their children
homed and see the product of their parenting skills.
Their roles are to assist the meaning of life and make
clear the vision of life for future generations.




LIFE CYCLE TEACHINGS

GRANDPARENTS: Bring WISDOM, ove and greater
spiritual understanding and are slowly shifting to the
northern direction and the stage of wisdom. They bring
teachings through the practice of example and role
modelling. They are the Aunties and Uncles to many
children. They have experienced life in all the stages
and should be respected depending on their journey in
life. They are responsible for teaching the younger
generation to live together in harmony, cooperation and
caring for each other. They are picking up the bundles
that may be passed on by their Elders because now they
have no restrictions and are free to carry on the
teachings



LIFE CYCLE TEACHINGS

ELDERS: Bring greater WISDOM, love and spiritual meaning in
their role as healers, counsellors and keepers of the teachings
and ceremonies. The community values their wisdom and
provide for them as they have provided for their children and
grandparents. They are seen as the strength for the building of
their communities through their teachings. Elders need to remain
strong. They signify the Northern direction where spiritual
strength and purity are symbolized. Itis considered a time for
meditation and contemplation with the spirits. It is a time to pass
on their knowledge to youth since they are considered to master
the joy and sorrow and have encountered many tribulations. The
North signifies purity, strength and the beginning of greater
spiritual teachings.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

ROMOTION

REVENTION

RISIS INTERVENTION
URATIVE

EHABIITATIVE CARE
PROMOTION OF STABILITY
TRAINING

SUPPORTIVE RESOURCES
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THE HEALING CONTINUUM WHEEL

Training Supportive Resources
- development of - resource development
necessary knowledge, - community infrastructure
skills and attitudes - wide range of supports
Promotion of Stability Promotion
- networking of services Elders Infants - primary prevention
- resource coordination strategies
- outreach Grand- Spiritual Toddlers - community awareness
parent P - leads to social well-being

Emotional Physical

Rehabilitation Parents o Children  Prevention
- family/community & - secondary prevention
reintegration {aimed at high risk groups)
- follow up YoungAdults  Youth - tertiary prevention
- after care {aimed at the already
infected)
Curative Crisis
- palliative care Intervention
- treatment - immediate
- counselling - cannotwait for services
- professional and to be developed

para-professional

& copyright OFIFC



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

PROMOTION:

The promotion of Aboriginal family healing leads to
social well being in Aboriginal communities. It includes
primary preventive strategies aimed at the whole
community to enable individual and family, wherever
they may live, to enjoy a healthy and balanced life.
Raising community awareness is essential to move
past the denial of family violence and to begin
community-based healing processes.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

PREVENTION:

Is identified as a primary prevention strategy, in the
Continuum, secondary prevention strategies include
those programmes and services aimed at high risk
groups while tentiary prevention strategies are defined
as those programmes and services directed to those
already affected by family violence. From the
Aboriginal perspective, the need to keep families in
their communities and working toward healing is a
fundamental principle of prevention.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

CRISIS INTERVENTION:

Crisis Intervention is identified specifically and
Included under treatment services. Is the most
immediate and distressing time within a situation of
family violence and as such cannot wait for services to
be developed. Resources have to be available within
the community at the site and time of crisis.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

CURATIVE CARE:

Curative care encompasses strategies such as
treatment centres, counselling services, professional
and para professional care. Effective wholistic
treatment helps break the cycle of violence.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

REHABILITATIVE CARE:

Is that which assists individuals and their families
within the healing continuum and the larger Aboriginal
community to become fully functional within all
aspects of their lives through follow up, after care and
family/community reintegration opportunities after the
initial problem has been identified and treated.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

PROMOTION OF STABILITY:

The promotion of stability in individual communities
and the larger Aboriginal community in the province
occurs when services are networked and resources
are coordinated throughout the continuum of healing.



IDENTIFIED COMMUNITY NEEDS

AND PRIORITY

TRAINING:

Training is a fundamental requirement of any
programme and must be consistent, planned and
ongoing so that it can provide for the incremental
healing for all stages of the Life Cycle. Training is
required to develop the necessary skills, knowledge,
attitudes and values needed to develop, implement,
deliver and evaluate effective and justice healing
responses and opportunities to individual, families and
communities in a coordinated manner. Effective
training programmes that provide for initial basic
training as well as ongoing professional development
are required.



IDENTIFIED COMMUNITY NEEDS
AND PRIORITY

SUPPORTIVE RESOURCES:

A wide range of supports must be in place if the
services, programmes and supports identified in the
healing continuum are to be implemented in an
effective and efficient manner.

Aboriginal Family Healing Joint Steering Committee, For Generations to Come: The Time is
Now A Strategy for Aboriginal Family Healing, September 1993
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TRC Calls to Action
Addressing the legacy/health

18. We call upon the federal, provincial, territorial, and Aboriginal
governments to acknowledge that the current state of Aboriginal
health in Canada is a direct result of previous Canadian government
policies, including residential schools, and to recognize and
implement the health-care rights of Aboriginal people as identified
in international law, constitutional law, and under the Treaties.



TRC Calls to Action
Addressing the legacy/health

19. We call upon the federal government, in consultation with Aboriginal
peoples, to establish measurable goals to identify and close the gaps in health
outcomes between Aboriginal and non-Aboriginal communities, and to publish
annual progress reports and assess long-term trends. Such efforts would focus
on indicators such as: infant mortality, maternal health, suicide, mental health,
addictions, life expectancy, birth rates, infant and child health issues, chronic
diseases, illness and injury incidence, and the availability of appropriate health

services.



TRC Calls to Action
Addressing the legacy/health

20. In order to address the jurisdictional disputes
concerning Aboriginal people who do not reside on

~a reserves, we call upon the federal government to

recognize, respect, and address the distinct health needs of
the Metis, Inuit and off-reserve Aboriginal peoples.



TRC Calls to Action
Addressing the legacy/health

21. We call upon the federal government to provide
sustainable funding for existing and new Aboriginal healing

% centres to address the physical, mental, emotional and

spiritual harms caused by residential schools and to ensure
that the funding of healing centres in Nunavut and the
. Northwest Territories is a priority.



TRC Calls to Action
Addressing the legacy/health

of Aboriginal patients in collaboration with Aboriginal
healers and Elders where requested by Aboriginal patients.




TRC Calls to Action
Addressing the legacy/health

23. We call upon all levels of government to:

Increase the number of Aboriginal professionals working in
the health-care field.

Ensure the retention of Aboriginal health-care providers in
Aboriginal communities.

Provide cultural competency training for all health-care
professionals.



TRC Calls to Action
Addressing the legacy/health

24. We call upon medical and nursing schools in Canada to require all students
to take a course dealing with Aboriginal health issues, including the history and
legacy of residential schools, the United Nations Declaration on the Rights of
Indigenous Peoples, Treaties and Aboriginal rights, and Indigenous teachings
and practices. This will require skills-based training in intercultural
competency, conflict resolution, human rights, and anti-racism.



Joyce’s Principle

Joyce's Principle aims to guarantee to all Indigenous people
the right of equitable access, without any discrimination, to
all social and health services, as well as the right to enjoy

A the best possible physical, mental, emotional and spiritual
 health.

Microsoft Word - Joyce's Principle brief —
English Revised.docx
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Ontario Health Teams: An Overview

In April 2019, The People’s Health Care Act, 2019 received Royal Assent. The legislation enacts a new statute (the Connecting
Care Act, 2019) which establishes Ontario Health Teams as a new model of health care organization, funding and delivery.

J Ontario Health Teams (OHTs) are a new model of integrated care delivery where patients, families, communities,
providers and system leaders can build on what is best in Ontario’s health care system.

J Through this model, groups of health care providers work together as a team to deliver a fulland coordinated continuum
of care for patients, even if they’re not in the same organization or physical location.

. As a team, they work to achieve common goals related to improved health outcomes, patient and provider experience,
and value.

J The goalis to provide better, more integrated care across the province.

Long- .
Primary Acute Mental Te:rg'n Hame Community
Care Care Health Care Care Care
- .."_;"_-.____:;_: R -7

Patients receive all their care, including primary care, hospital services,
mental health, long term care, and home and community care from one team

-

Ontario
Health

Patient

126



Ontario Health Teams and a Transition to
Population Health Management

Ontario Health Teams (OHTs) will transition from siloed, sector-based approaches, to managing the health of a population.
e OHTs will work to achieve specific targets related to the care experiences and health outcomes for their year 1 priority popuations.

e They will then build on these experiences by steadily expanding their reach in later years, with the goal of eventually optimizing care experiences and outcomes for their
full population.

Common areas of focus for year 1 populations
* 5% of Ontario’s patients account for 65% of health care

spending
» They can have 16+ different health care providers who are
often siloed and disconnected

Seniors with greatest Chronic conditions Mental Health & End of Life and / K ) .
need: complex, frail, co- and complex care Addictions or Palliative Care + OHTs will better connect care to Improve ex perlencesand
morbid needs outcomes for these patients

Emerging Risk, At Risk
(OHT Out-Year
Populations)

Usual Care, Self-Care, Prevention
(OHT Full Population at Maturity)

Modified Kaiser Permanente Population Health Management Pyramid

Ontario
Health 127



There are 58 approved OHTs across Ontario

NORTH WEST
2. =248,000 NORTH EAST
@ 2 ~550,000
7
CENTRAL 5 EAST
9, 5032410 ) 3,742,520
13
WEST
- 40953589 TORONTO
o TS O 1,440,644
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Hastings Prince Edward OHT
is surrounded by 5 neighbouring OHTSs:

To the west ‘ 13 OHTs in East Region
 Northumberland OHT .-

- Peterborough OHT

« Kawartha Lakes Haliburton
OHT

Archipel OHT

To the north / east

- Ottawa Valley OHT

* Frontenac, Lennox &
Addington OHT

Ontario
Health



https://hpeoht.ca/
https://www.ohtnorthumberland.ca/en/ohtn/OHTN_Homepage.aspx
https://peterboroughoht.ca/
https://kawarthalakesoht.ca/
https://kawarthalakesoht.ca/
https://www.ovoht.ca/
https://www.flaoht.ca/
https://www.flaoht.ca/

Population Health
Management Approach



Ontario Health Teams’ Philosophy

Work collaboratively to improve the health of the
entire population within OHT, while reducing
disparities among different population groups - so
no one is left behind

Done using a Population Health
Management Approach (PHM)

Why a PHM approach? Based on data & evidence;
proactive, benefits the entire HPE population,
involves collaboration across multiple
organizations, and it’s the right thing to do




Shifting to a PHM approach involves moving:

...to focusing on upstream
health and social factors and
improving overall population
health and wellness

Number of individuals

* Unhealthy ~ Healthy =

Health status . . . .
...to anticipating population and sub-

a From responding reactively to population needs and collaborating
the subset of patients seeking across partners to intervene
care from OHT partners... proactively...

Image credit: RISE (Rapid Improvement & Support Exchange)



Population Health Management

Data Informed

Use data from all sources to understand
your entire population as well as
priority segments: their traits and
needs; health conditions and risks,

socioeconomic conditions & more —
this information helps us to prioritize
our areas of focus

Use data to measure and share the
impacts of your work!

Key Considerations

Co-Design of Interventions

Co-Design interventions that are
collaborative; based on best practices
& designed to meet needs of the
population

Ensures that perspectives of all
providers involved in care are included,
and the patient is at the centre of OHT

work and their voice is central to
planning - Nothing About Us Without
Us

Advancing Health Equity

Identify those who may experience
barriers to accessing or benefitting
from interventions; identify and
understand those barriers - and ensure
strategies to remove/mitigate barriers
are included in planning

Goal: The entire HPE population has
access to the same opportunity for
optimal health and wellbeing



Population Health Management and th

HPE OHT

Why a PHM approach? Based on data & evidence;

proactive, benefits the entire HPE population, is
collaborative and it’s the right thing to do

\ As an OHT, we have been co-
designing and working
towards how we will
incorporate a PHM approach
in all the work that we do

ED.«".@ nnnn

Data Navigation Guide

What Is this document?

This Data Navigahon Guide is a “data filing cabinet” with links to existing data
products that can be used to inform HPE OHT collaborative improvement

m-ﬂns.umlaslorbtoodﬁ'

Journey to Improvement Toolkit
W

! .'l
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Our OHT work today, and looking forward:
thinking from a population health management perspective

o oo What does the data tell us
w about our population - their
M health needs, barriers, and

risks?

Where are there opportunities to

‘# transition to more proactive and
k\vi collaborative care for our

population?

Are there certain equity-
deserving groups who
experience barriers to care, or
who have worse health
outcomes?



Our OHT work today, and looking forward:
thinking from a population health management perspective

e We continue to see relatively high and/or increasing numbers of
M people within our existing priority population groups:
WHO
: 1

Population: At risk Population: Mental
of hospitalization, at Health &

Population:
Respiratory

Population:

Unattached to :
risk of Long-Term Addictions, people
Care admissions experiencing

} homelessness
Population:
\ Chronic Conditions /

Primary Care lliness




Our OHT work today, and looking forward:
thinking from a population health management perspective

-9-§- Based on population characteristics, there may be other

Wl potential priority populations across the lifespan:

® Compared to the province overall, those @ @
"‘ in HPE have higher rates of health ? m
risks and behaviors (such as smoking
1 out of 4 and high blood pressure) and chronic .
are ages 65+ conditions, including ones beyond our Maternal and child

25%, vs 18.7% for Ont. . : - hi :
e oront) current priority populations: health - higher rates of:

: « Heart fail Mental health concerns
Related: relatively eart raiiure and substance use

high rates of frailty, * Stroke . during pregnancy,
those at end of life * Cancer (particularly breast, prostate, and * Risk factors for healthy
lung cancers) childhood development



Our OHT work today, and looking forward:
thinking from a population health management perspective

® o o
)l\ @ IH\ We know there are equity-deserving groups in HPE who experience
N e = barriers to care, and who have worse health outcomes:

Health Care Challenges ¢
and Opportunities ‘ astins prince Ecard SDOH  HPEresidents living in less materially and

Themes identified through ehngagement Wik Ontario Health Team : .
b | i e i socially advantaged areas have higher

November 2023 Social e
— utilization related to:

Determinants

Social Determinants of Health of Health

il s sl ol e i * Alcohol and mental health related
medication and access health care when they need it most.

« The cost of to go to scheduled dication pick-up, or visits to the hospital is unaffordable. M

: :r::e:o::m:‘ll:;ppomc?:::rwa.::challongingf:m;lomanageljnalrillm:g:m:r:mmmmm'mmmwm' ‘ eme rgen Cy depa rtment VISItS

. :m‘h(ae‘d;ﬂy.is,_" larly an issue for who do not have access to housing, earn low income, those with disabilities, @ ° COPD and CVD hos pitalizations

« Stigma experienced by people who are unhoused, experiencing mental health and/or substance use
Fasis] rates

= There are cultural barriers that need to be addressed (lack of knowledge around equity, diversity and
inclusivity). » There is competition among organizations for recruitment.

o \ﬂgge diggriﬁes exist between orgar izslion& which exacerbates

B And have higher premature mortality
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HPE OHT Journey and Impact -

Moving from our current state to start
sensemaking for our possible future



astings Prince Edward
Ontario Health Team




The Context: Our Population. -

i’

e

Is growing and changing:

00
+ 5.2% W
Population growth

With an increasing racialized

Experiences health differently:

L O

Only half report very Sl
good or excellent health (&)

We have higher rates of o

ain oo Y EAD
and newcomer population == 178.000 I chronic conditions like gﬂ \
and seasonal populations ~ [ PEOP e diabetes and COPD
People live 2.5 years less
on average compared to
Is largely rural: Is relatively older: Has a relatively other Ontarians
PN ° large segment that
DN ﬂ\ is materially and
2 out of 3 1 out of 4 socially
live in small towns are ages 65+ disadvantaQEd

or rural areas

-



The Context: HPE Health and
Care Landscape

Community Care Hospital Care
Primary Care Public Health
Rehabilitative Care Social Services
Long-Term Care Specialty Care

Mental Health &
Addictions Care

Seniors and Youth Care Housing

Assisted Living

Home Care Emergency Services
And more ...
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A Vision Begins...2021




Introduction of Constellation Model

* To capture nuanced differences across
geographic areas in HPE

Rural
Hastings
* Allows for place-based responses and

\ . : L
collaboration while contributing toward
\ objectives of OHT overall
L\
Belleville' &
o uinte Tyendinaga
est

o Y
> e,
m.,//" - \\/ =
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» Home First directive

» Right care in the right

Integrated care through population Populations of focus:

health management, including * Those with chronic conditions
Integrated care pathways (ICPs) ONTARIO (Lower Limb

Patient navigation and digital HEALTH COMMUNITY Preservation/vascular risk,
aACCess OPTIMIZATION COPD/Lung Hea@th}
Collaborative leadership, decision- * Older adults at risk of long-term
making and governance care admission .
Attaching patients to primary care * Thosein hospital requiring

N alternate levels of care
Fall-Winter 2024-25 Readiness and
Response Operational Direction

STRENGTHEN
PRIMARY CARE

Jent? NETWORK

Expand hospital

infrastructure and
reduce wait times
Expansion of workforce

Populations of focus:
» Those unattached to
primary care
* Those requiring
place (investments in team-based care

home and community

care) e
Hastings Prince Edward
A (G Health Team MENTAL HEATLH-
Prlmar}f health care PRIMARY F;ﬁ!'rhggﬁi"r:ﬁ;:f
engagement HEALTH i 2o

Primary care
networks (called
Primary Care Council,
Primary Care Action
Team in HPE)

Populations of focus:
* Those with addictions and
mental health conditions
« Those who are precariously
housed/ housing insecure

Other health and social care sector
priorities (e.g. public health,
municipal, home care, Community
Support Services, hospital, etc.)
RISE, HSPN, other provincial
coordinating committees

HEALTH SYSTEM
UL LSS L P Populations of focus:

* Those with respiratory/
seasonal conditions

RESPONSIVENESS



Charting a new path...

COV|d Cold~ -:
— and Flu
~ Clinics

"
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Breakthroughs!




Breakthrough:

Partnerships, Collaboration and
New Ways of Working Together

Examples:

Population: Chronic Population:

Conditions Respiratory lliness

HORE Y FESEENEI ((U87) Covid, Cold & Flu Care Clinics
Demonstration Project ’




Shining Examples of
Success

A Patient Experience

"In winter 2019, my "Once | understood
feet first got sick” the need for better
shoes and to stay off
“When you are my feet, | was able to
homeless, you don't get quick healing"

look after yourself and
your feet go by the

wayside.” "Finally, the
colour of my

feet is coming
back."




Breakthrough:

Access to Equitable Team-Based
Comprehensive Care

Example:

Yo

Population: Unattached to
Primary Care

Primary Health Care Strategy



Breaking Through

To be successful in collaboration and integration we

have begun activities that will help support the work
we need to do:

v Foundational Supports (Digital, Quality,
Performance Management, etc.)

v Health Equity Working Group

v "Journey to Improvement® - how quality

improvement and population health management
can guide our work forward



Moving Forward...

We are all the HPE OHT!
Personal Reflections ...
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One Team Approach

Emmi Perkins, Director of Transformation
Guelph Wellington Ontario Health Team



Our collective impact IS the work.
GW OHT is an enabler, a convenor,
as well as a movement

which we are ALL a part of.
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Building on previous collective work, we came together

around our shared purpose



Integrated Health Systems

Transition from Health Conditions to Population-Focused

HIGHEST
IMPACT

One specific diagnostic

Population- .

Based

Multiple

Groups of patients with

Conditions-
Based

multiple complex and/or

chronic conditions

Health System Impact

Condition-
Based

Organized, integrated
health and social care for

whole communities

Increased Coordination and Collaborative Partnerships

sc @ pACT Degree of Complexity
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IPCTs as the Vehicle to Advance Integrated Care in Guelph Wellington

CURRENT STATE . In the current state, existing primary care teams have

¥ multiple care coordinators who are each coordinating
the care of rostered patients. Additionally, in-home
care is provided by multiple providers from multiple
service provider organizations who do not interact
directly with the primary care team. Each provider has
a distinct care plan for the patient.

Existing Primary
Care Team o
A
/b' @\xo A
g {
o ® Ontari weat™ o
‘2 y ¥
for coordinat® e
* Ny, 2 (\"\
'S¢ oy rouio® @
o Therapy P PO

o, :
g"m’dtion(g\ deliver o

In the future, each primary care team will have a
dedicated OH@H care coordinator to support all
complex patients, whether or not they receive home
care. Additionally, each team will include a dedicated
group of in-home care providers from a single
organization, working alongside the coordinator as
integrated team members. Each patient will have a
shared care plan accessible to the entire team.




Integrated Patient Care Teams (IPCTs) — The Vehicle to Advance

©®® Guelph
® P

Integrated Care in Guelph Wellington g.'. Lnr{tealllc!'l‘-llgafggam

Primary Care
Providers at
Existing Primary
Care Teams/Sites

Patients
Served by

Existing
Primary Care
Teams/Sites

Dedicated Nurses, PSWs,

A Dedicated Allied H:ﬂh from a Service
Provider Organization

OH@H Care contracted to the GW OHT

Coordinator via a modernized contract
and funding formula
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Integrated Patient Care Teams in Guelph Wellington

, ] Mount Forest FHT
%ﬁﬂ%‘}ﬁ Patients: 11,837
. JEAM ~  Physicians/NPs: 10

N
Town of N
Wellington North

Town of Minto

4;\ Upper Grand

282 Family HealthTeam  UGFHT

Patients: 34,264
Physicians/NPs: 37

Minto-Mapleton

Family Health Team

Minto-Mapleton FHT
Patients: 16,926

Physicians/NPs: 14

Township of Town of Erin

Mapleton

Township of
Centre Wellington
& 0

\(-9 East Wellington

Family Health Team

Township of

Guelph/Eramosa EW FHT

Patients: 12,300
Physicians: 10

(s Guelph CHC
Guelph CHC (Hub) ( G)j srovie heaity togetnar ?
Patients: 1500 I/(-';_L‘llflri)l‘-\ F[.'—mﬂly
eallh leam
Physicians: 2.5 WYNDHAM HOUSE \
Physicians/NP Patients: 350 E Guelph FHT (3 IPCT Sites)

Patients: 23,785
Physicians: 20

NPs: 2




“We can’t have distributed leadership if we don’t fully embody it” - GW OHT member

OUR OPTIMAL MODEL OF LEADERSHIP

How do you want to lead together?

* Shift to distributed leadership and work in the grey together

* Embody mindset and behaviours needed for integration

* Have various mechanisms to build trust and connection

* Shared pride and understanding about the impact we are already having
and that we can have

e Sitin the place of loving the why we get to work in radically collaborative
ways in service of population health and wellbeing

* Focus on what we can collectively achieve and that is within our control

* Being brave enough to shift our organizations and even our own roles in
the best interest of the whole

* Do what we say we are going to do 4C S, IMPACT

POSITIVE | HOPEFUL | CONCRETE | PRACTICAL
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Evolving the Governance Council and Steering Committee to be Fit
for our Shared Purpose

What is our Current Purpose?
Advancing integrated care by:
e Supporting achievement of impact within identified 4 priority areas
* Advancing/concluding ‘GW OHT 2022/25 Strategic Priorities ‘
* Guiding development of next set of strategic priorities
* Supporting continued RADICAL COLLABORATION and distributed leadership

* Preparing for designation — PCN, Home Care Readiness, Patient/Caregiver
Engagement, coordinating corporation
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Evolving the Governance Council and Steering Committee to be Fit
for our Current Purpose — Proposal

GW OHT Community Collaborative

* Purpose: Connection, Celebration,
Engagement and Idea Generation

* Meets ~4 times per year

* Includes:

* PFAC reps and executive and/or governor
from Core and Community partner
organizations

* Working Groups Leads

* GW OHT PFAC, AOAT, GWPA, PCN
members

 Others?

* Format: Stories, Celebration of successes,
Collect advice re: specific issues/areas of focus

GW OHT Joint ‘Integrated Care’ Committee

Purpose/Function/Mandate: Makes key
decisions to advance the OHT’s shared purpose
as informed by the GW OHT Community
Collaborative and other stakeholders.
Supported by revised CDMA.

Meets in months between ‘Community
Collaborative’ meetings

Co-chaired by a GW OHT PFAC rep and/or
person with lived experience

Includes: The executive and governor and/or
patient/caregiver/PWLE from each core partner

organizations who commit to GW OHT

partnership as a vehicle to advance integrated
care

Sub-group to be created to guide the
incorporation process



Focus Area

Measure(s) of Success

1. Anchor IPCT
as the approach
for how we
advance
integrated care

* # of IPCT sites & their
level of maturity
(measured through IPCT
Maturity Scale)

* # of community members
benefitting from an IPCT

* # of front-line staff &
PCP working as part of
an IPCT

By the End of 2024-25

we want to focus on the following 4 areas,
building on the work that is already being done by the collective and by working groups

2. Strengthen
collaborative
leadership
at all levels

Reach ‘One Team
Approach’ (OTA) high
performance as measured
through ‘One Team
Approach’ Self-Assessment

3. Aligh &
leverage our
current
resources to
work better
together

OHT work is part of what we
do, not what we do on the
side of our desks

Shared, clear measurable
outcome indicators
People/patients & community
at the centre of all work,
decisions & priorities

Aligned strategic priorities
across all partners

o
. 9@
o0

4. Leverage the
collective voice
of GW OHT for
advocacy around
key issues

* We have coalesced
around key areas for joint
advocacy that align with
our shared purpose.

* We have made colledtive
advocacy efforts (joint
letter, joint meetings with
MPP, MOH etc)

Guelph

Wellington
Ontario Health Team
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One-team Approach Definition

The one-team approach is a culture where individuals and groups work in an
integrated way to put people at the centre, regardless of their functional or
organizational boundaries. The approach emphasizes the importance of open
communication, transparency, continuous improvement, equitable sharing of
information and resources, with mutual support to achieve goals and objectives.
Each member seeks to understand each other's strengths and differences, their
roles and how they contribute to the success of the “one-team”. This approach
will promote greater efficiency, higher levels of innovation, and a more positive
work environment while prioritizing compassionate, responsive care.




0@ _Guelph

¥® Wellington
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"One-team" culturelapprﬂa':h Integrated

person-centred
health care
system

Integrated Patient Care
Teams (IPCTs)

Improve health

of the population




Partners & Common _ _
Agenda Leadership Alignment

Community/Stakeholder
Communication &
Engagement

Shared Protocols/
Operations/Resources

LUl Sustainabili
Measurement Ity

Integrated, person- Improve health of
centred health care the population

system

Guelph
Wellington

Ontario Health Team
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Partners & Common Agenda

GW OHT is composed of a broad range of
partners including organizations that address
the social determinants of health (e.g., equity-
deserving groups, children/youth, food
insecurity, poverty, etc.) and are responsive to

GW OHT partners have implemented shared
internal and external communication plans to
support the OHT with clear roles and
responsibilities.

The appropriate partners and the needs of the community. Community/Stakeholder
C i
# cominen agendm axe fiplace St Casion & GW OHT partners have implemented a shared
All GW OHT partners understand and endorse Hpageiment community and stakeholder engagement plan
Building trust and

the purpose of the GW OHT and are working
collaboratively towards the strategic priorities.

GW OHT leadership structure is adaptive and
invested in ongoing learning and improvement.

strengthening relationships

that incorporates an equity, diversity and
inclusion (EDI) lens.

GW OHT partners have a shared understanding
of EDI and now it applies to the GW community.

Leadership Alignment )
Leadership and core support ;?,z;;ifgﬁﬁ::ly fricaeland ElicECREREil GW OHT partners have collaborated in the
are there to align and design and management of a shared
coordinate the work measurement framewark.
Core staff collaboratively work towards
alignment of GW OHT's activities with the Shared Data and . )
strategic priorities Messtremant Quality data based on a set of meaningful
) - L indicators is accessible to all GW OHT partners
Tracking progress, continuous andithe conitity
Sufficient funding (including permanent base |gafﬁ}h-g’.aﬁd'atmghﬁbimy ’
funding) and resources are available to support ' 5
s GW.Olitiavernche long termi(e 10 years) A shared measurement framework is used for
key decision-making, performance monitoring,
and system planning.
GW OHT has broad community/stakeholder
Sustainability support.
Able to continue the work over GW OHT partner organizations have equitably
the long-term Shared shared functions and resources to support the
Resource allocation is highly fliexible to respond Protocols/Operations/ OHT (e.g., clinical, back office).
to population needs Resources
Activities are integrated to
maximize impact GW OHT partners are following shared

Sufficient investment in health human resources
to recruit and retain staff.

protacols (e.g., communication)




.. Guelph
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The Stage of the OTA within the GW OHT
Baseline (1): GW OHT has not integrated any elements of a one-team approach
Starting (30): GW OHT has started to develop some elements of a one-team approach
Progressing (50): GW OHT has integrated some elements of a one team approach into
our practice
Advanced (80): GW OHT has integrated most elements of a one team approach into
our practice

Maturity (100): GW OHT has fully integrated the one team approach

Fosporsss —Min ——War o
19 6 85

45.63
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