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Introduction
The environmental scan will assist Champlain LHIN
and all interested parties to develop a shared under-
standing of people served by the LHIN and of the
providers who deliver the care. What follows is an
overview of:

• The Champlain LHIN region

• Health status of residents of Champlain LHIN

• Health system use by residents of 
Champlain LHIN

• Health system resources available in Champlain

• Some indicators of Champlain health system 
performance

The complete environmental scan report, which 
provides the basis for this overview, will be available
at champlainlhin.on.ca or rlisschamplain.on.ca when
these websites are operational. For hard copies,
please contact the Champlain LHIN office at 
1-866-902-5446.

Champlain LHIN region
The area encompassed by the Champlain Local
Health Integration Network follows the south side of
the Ottawa River from the border with the province
of Québec to Deux Rivières in the Northwest. To 
the south, it follows the St. Lawrence River to
Iroquois and then stretches across eastern Ontario 
to Algonquin Park. This is a region that was exten-
sively explored by our LHIN’s namesake, Samuel de
Champlain, an area which has been strongly identified
with Canada for almost 400 years, and fittingly, where
our national capital is located. In many ways, the
region’s attributes typify those of the country as 
a whole. It covers a large geographic area – in

Champlain LHIN’s case, almost 18,000 square
kilometres. Its overall population density is 

62 persons per square kilometre, which is higher
than Canada’s (3.3), but ostensibly far from crowded.

Like the rest of Canada, the population is clustered in
urban areas, with large parts of it sparsely populated.

As in Canada, there is a strong Francophone 
presence in Champlain. Approximately 20% of the
population is Francophone (compared to 23% in
Canada). The Francophone presence in Champlain 
is reinforced by its shared border with Quebec, and
the fact that the National Capital Region straddles
both provinces.

There is also a strong multicultural presence in
Champlain. Members of a visible minority make up
14% of the population (compared to 19% in Canada).

Where Champlain most differs from Canada is in 
economic activity. Though the region is flavoured 
by its economic history of forestry and agriculture,
economic activity is driven mainly by its services
industry, especially the public service. Such employ-
ment requires relatively high levels of education.

More recently the development of the “416” and
“417” highways has changed not only the landscape
but potentially the road to improved access. Residential
and employment choices have expanded in the south
and west of the Champlain region offering both health
planning opportunities and challenges as people work
further from their place of residence, and perhaps
changing the paradigm for some, of services “closer
to home”.

Going from east to west, the counties of Champlain
with their respective shares of population are: the
United Counties of Stormont-Dundas-Glengarry
(10%), the United Counties of Prescott-Russell (7%),
City of Ottawa (70%), and Renfrew County (9%).
As well, Champlain includes a part of Leeds-Grenville
(i.e. North Grenville), and parts of Lanark4 County; 
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these parts altogether comprise 4% of Champlain’s 
population. In 2001, the Champlain population 
numbered slightly more than 1.1 million, representing
about 10% of the Ontario population.

The Health Status of Residents
of Champlain LHIN
Taken as a whole, the residents of Champlain 
compare quite favourably with those of Ontario and
with the residents of selected comparator LHINs in
health-related characteristics. That finding, however,
obscures important differences. The scan has tried to
delineate some of those differences, a challenging
task when relevant, reliable and comprehensive data
is most readily available by Public Health Unit areas,
within which there are also important population dif-
ferences. Despite these limitations, the following
observations are made with some confidence:

• The residents of Champlain with the most
favourable health status tend to be those who
live in the most rural5 parts of Ottawa, and in the
parts of the United Counties of Prescott-Russell,
of Renfrew County, of “North Lanark6”, and of
North Grenville that are close to Ottawa. These
areas are also projected as having the strongest
population growth. The residents with least
favourable health status tend to be those who
live in small urban areas of the Eastern Counties
and Renfrew County, in some rural areas furthest
from Ottawa, and in about twenty census tracts
in central Ottawa; the population of these areas
appears to be growing more slowly.

• Within Champlain, population diversity is most
evident in urban Ottawa. Almost all Champlain
residents who are visible minorities live in 
urban Ottawa. To only a slightly lesser degree,
Francophones and Aboriginal peoples are also
heavily concentrated in Ottawa. Francophones
represent about 70% of the population of

Prescott-Russell, representing roughly 56,000
people. Most of the remaining 173,000 Champlain
Francophones (almost two thirds) live in Ottawa.
The picture is similar for Aboriginal people.
Although Aboriginals represent a higher share 
of the population in Renfrew County than in
other parts of Champlain, it appears that about
60% of Aboriginal people (who identify them-
selves as living in Champlain) live in Ottawa.

• In terms of indicators such as life expectancy,
mortality rates, rates of potential years of life 
lost, and infant mortality, findings are consistently
poorer for residents outside Ottawa, with highest
mortality rates found in the Eastern Counties.

• In terms of the preventive care practices of 
having a Pap test and seeing a medical doctor,
findings were most favourable for residents of
rural Ottawa and least favourable for residents 
of the Eastern Counties.

• In terms of health practices and behaviours such
as smoking, physical inactivity, obesity and diet,
findings were most favourable for residents of
Ottawa and least favourable for residents of the
Eastern Counties.

• Residents of Ottawa were generally least 
likely to report prevalence of selected chronic
conditions.

• Residents of Champlain as a whole, and of all
parts of Champlain, were more likely to report
diabetes in 2005 than in 2003. Though the 
2005 prevalence rates are still quite low, and
overall are comparable to those of Ontario,
this increase merits attention. All health-care
providers have an active role to play in influencing
contributing factors such as poor diet and 
physical inactivity.

The apparent health status affinity between residents
of rural Ottawa and areas close to it suggests a need
to re-develop sub-planning areas along those geogra-
phies. That would mean a special request for future
Canada Community Health Survey sampling.
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In sum, of the nearly three dozen health status 
characteristics analyzed, findings for the residents 
of Champlain were comparable to or better than 
findings for Ontario and three comparator LHINs in 
all but three – percentage of homes not owned, self-
reported asthma, and sense of belonging to the local
community. In the latter two, differences were small.
The relatively higher percentage of homes not owned
in Champlain is attributable to the high proportion of
renters in Ottawa. The concentration of Champlain
residents in Ottawa colours the findings of all
Champlain area analyses and masks differences not
only between Ottawa and other parts of Champlain,
but within Ottawa itself.

Patterns of Health System Use
As was found with health status, the use made of the
health system by Champlain residents as a whole is
comparable to that of residents of the province and
selected LHINs, in terms of indicators such as rates 
of emergency department visits, hospital admissions
for conditions that could be managed as ambulatory,
and rates of hospital use (separations and days). Also
as was found with health status, there are important
differences within Champlain. Those differences 
are at least partially aligned with health status, but
health status differences do not appear to be a 
sufficient explanation.

Emergency department use

• Rates of emergency department visits (to any
hospital in Champlain) by residents of Eastern
Counties, “North Lanark7”, North Grenville, and
Renfrew County approached 100 per 100 popula-
tion in each of 2002, 2003 and 2004, and were
about twice as high as for residents of Ottawa.
This was the case for both total population and
population over 65. Rates of emergency depart-
ment visits by residents of Ottawa were well
below provincial rates. It should be noted that
the data may represent many visits from the
same individual.

• The proportion of non-urgent emergency depart-
ment visits that theoretically could be managed
elsewhere was also much higher in visits made
by residents of Champlain areas outside Ottawa,
accounting for about 80% of emergency depart-
ment visits made by residents of Renfrew
County, “North Lanark8”, and North Grenville.
For Champlain as a whole, the proportion of
emergency department visits that could be 
managed elsewhere was below provincial 
average, but a slight upward trend over the 
past three years is cause for concern.

These two findings together suggest that emergency
departments are often being used for primary care in
areas outside Ottawa. In deciding whether and how
this should be addressed, careful consideration is
needed of the cost effectiveness of all options,
including the existing system of provision.

Inpatient Hospital Utilization

Age standardized hospital separation rates9 were
higher for residents of areas outside Ottawa. The
highest rates were found in residents of Renfrew
County, followed by residents of the United Counties
of Stormont-Dundas-Glengarry, “North Lanark10”,
North Grenville, and then the United Counties of
Prescott- Russell. For example, separation rates for 
all causes of hospitalization by residents of Renfrew
County in 2004-05 were 107 per 1000 population 
versus 61 per 1000 residents of Ottawa. Similar differ-
ences were found in crude hospital day rates. For
several of the top causes of hospitalization, separation
rates for residents of Renfrew County were more 
than twice as high as for residents of Ottawa.

Mental Health Day Rates 

Crude mental health hospital day rates ranged from 
a high of 110 per 1000 population for residents of
Renfrew County to 60 per 1000 for residents of
Ottawa. These are days in beds designated for 
psychiatric care.
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Hospitalization for ambulatory care
sensitive conditions

As with emergency department utilization and overall
hospital utilization, rates of hospitalization for condi-
tions which can often be managed in the community
were much higher for residents of areas outside
Ottawa, and especially in Renfrew County and the
United Counties of Stormont-Dundas-Glengarry, where
rates are almost three times higher than in Ottawa.
It seems unlikely that all of this difference can be
explained by distance and transportation issues.

Use of hospital beds by persons
awaiting other level of care

Proportion of Alternate Level of Care (ALC) patients 
is one indicator where Champlain does not compare
favourably with the province or with comparator
LHINs, with the exception of South East LHIN. Age
standardized ALC separation rates in 2004-05 ranged
from 3.0 per 1000 for residents of the United Counties
of Stormont-Dundas-Glengarry to 1.8 for residents 
of the United Counties of Prescott-Russell (2.7 for 
residents of Ottawa). In terms of hospital ALC days,
however, the highest rates were found in residents 
of Renfrew County (96 per 1000) and the lowest
again in residents of Prescott-Russell. Not surprisingly,
given its high ALC day rates, the proportion of acute
care beds occupied by ALC patients is especially high
in Renfrew County. Though the proportion of acute
care beds occupied by ALC patients is lower in
Ottawa, it is still unacceptably high, and its direct 
and indirect impacts on Champlain’s system as a
whole are exasperatingly pervasive.

Utilization of Long-Term Care

There are only a few long-term care homes in
Champlain where 100% occupancy is not the norm.
Long-term care occupancy rates are high across the
province but have actually increased in Champlain
despite the recent influx of large numbers of new 
LTC beds in Ottawa. For people coming from the
community, wait times for long-term care placement
are higher in Champlain than in Ontario, particularly in
Renfrew County. The percentage of persons who are
admitted to their first choice of long-term care home

in Champlain is slightly lower than but comparable to
Ontario and selected jurisdictions, with considerable
room for improvement everywhere.

A more complete picture of relative health system 
utilization requires information on use of community
care access centre services, community support 
services, community mental health and addiction 
services, and community physician services. The
most readily available data is provided in the scan
report, but needs further development for a fuller
understanding.

Health System Resources
What resources does Champlain LHIN have to work
with in serving the Champlain population? How 
are they allocated between programs and between
geographic areas? Is the distribution aligned with
health status?

Ministry of Health and Long Term Care funding for the
seven program areas for which Champlain LHIN is
responsible amounted to about $1.6 billion in 2005-06,
or close to $1,400 per person, slightly more than the
Ontario ratio of $1,300 of Ministry funding per person
for these programs. Funding of LHIN program areas
represents less than a third of what is spent on health
care. It does not include large public expenditures
such as seniors drug programs, physician fees,
provincial health administration costs, public health
programs, municipal expenditures on health care; 
nor does it include private expenditures such as
drugs, private therapeutic interventions, or dental
costs. Ontario continues to make substantial invest-
ment in LHIN program areas. In Champlain, funding
increases from 2003 to 2005 ranged from 4% for
CCACs to 24% for Long-Term Care homes. As a 
proportion of expenditures, hospitals account for
slightly less than three quarters of LHIN program
expenditures.

Assessing per capita expenditures for LHIN programs
by Champlain sub-planning area can be misleading,
since the dollars are attributed to organizations and
facilities by location, but users may cross sub-planning
areas. However, crude per capita dollars in Renfrew
County and Eastern Counties for CCACs and LTC –
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programs which are generally used by residents of
the respective areas – are much higher than per
capita dollars for these programs in Ottawa. CCAC
funding is based on an equity funding formula which
considers a number of factors.

There are twenty (20) hospitals in Champlain LHIN,
including two that are complex continuing care.
Excluding these facilities, the remaining eighteen (18)
in 2004-05 had 2,400 acute beds staffed and in oper-
ation (the MOHLTC Acute Services Division includes
the Royal Ottawa Hospital psychiatric beds in Ottawa
and Brockville in this count). As with per capita
expenditures, assessment of per capita beds by 
sub-planning area can be misleading, since users
cross boundaries. However, raw per capita ratios
ranged from 1.39 per 1,000 population in Eastern
Counties to 2.25 per 1,000 population in Renfrew
County. The relatively high provision in Renfrew
County would be even more marked if bed use at
CHEO, the Heart Institute, the Royal Ottawa facilities,
and The Ottawa Hospital were attributed to the area.
Health status indicators for residents of Renfrew
County were less favourable than for Ottawa 
residents but generally better than in Eastern
Counties, where per capita bed ratios (and usually
use) were lower.

The ratio of long-term care beds per 100 persons 
over 75 years is also higher in Champlain areas 
outside Ottawa. Provision in Ottawa is comparable 
to that in Ontario.

Sixty-eight (68) agencies provide community support
services in Champlain, of which fifty-five serve primarily
seniors. Gross expenditures of these agencies amounted
to more than twice their MOHLTC funding in 2003/04.
Other sources of funding include fee-for-service,
municipalities, and fund raising/private donations. As 
in other system resources, per capita CSS dollars
from MOHLTC are higher in areas outside Ottawa;
and like other system measures, some of the CSS
resources located in Ottawa serve residents through-
out the region.

Twenty-six (26) agencies provide community mental
health services in Champlain, and there are also
twenty-six providing community addictions services.

Distribution of expenditures is more closely aligned
with share of population (e.g. 67% to agencies
located in Ottawa).

There are eight (8) Community Health Centres in
Champlain, six (6) in Ottawa, one (1) in Lanark, and
one (1) in Cornwall. Data on services and clients
needs development.

Though physicians in private practice are not within
the purview of LHINs, physician access is an impor-
tant indicator of system effectiveness. In 2004, there
were about 1,240 family physicians and 1,450 specialists
in active practice in Champlain. Population per active
family physician (an indicator of access to primary
care) ranged from a high of 1,256 in Renfrew County
to a low of 892 in Ottawa.11 The ratio for the province
was about 1,190. The ratio of population to active spe-
cialist physician ranged from 3,545 in Renfrew County
to 622 in Ottawa, with a provincial ratio of 1,091.

However, the differences in population to physician
ratios are not associated with differences in self-
reported access. In 2005, the proportion of persons
reporting they had a regular medical doctor was high
across Champlain – 89% in each of Eastern Counties
and Ottawa, and 90% in Renfrew County. In Ontario,
the proportion reporting a regular medical doctor in
the same year was 91%.

In sum, it appears that the areas of Champlain LHIN
with less favourable health status have a higher share
of LHIN program area resources, though the fit is not
exact. What is less clear is the impact of this distribu-
tion, of the influence of other sectors or the broader
determinants of health.

Health System Performance
Local Health Integration Networks (LHINs) are
expected to improve the health of Ontarians through
better access to health services, coordinated health
care, and effective and efficient management of the
health care system at the local level. The Ministry’s
Health Results Team has produced a performance
scorecard which includes about twenty (20) indicators
(some have several sub-indicators) designed to 
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measure progress in achieving ten strategic goals
aligned with these expectations. Given the over-
whelming number of performance measurement
possibilities associated with the health system, a
rationalized selection, however subject to question, is
a major accomplishment. A further advantage of the
scorecard is that it provides a consistent framework
for tracking progress and making both inter and 
intra-LHIN comparisons. The Ministry has supplied
each LHIN with a baseline analysis of its performance
in score and direction with regard to each of the
scorecard indicators. The environmental scan flags
each finding which specifically pertains to a scorecard
indicator, and provided, wherever possible, comple-
mentary baseline analyses for each of Champlain
LHIN’s initial sub-planning areas. The preceding 
sections have referred to the findings on some of 
the indicators, such as health care spending by 
program, hospitalization rates for ambulatory care 
sensitive conditions, and percentage of alternate 
level of care days.

Champlain LHIN as a whole scored higher than 
average in the province on eleven (11) of the score-
card indicator groups, lower on seven (7) and exactly
average on two (2). The areas on which Champlain
compared least favourably were:

• Percentage of emergency department 
visits which could be managed elsewhere 
(discussed above);

• Percentage of alternate level of care days 
(discussed above);

• Percentage of people accommodated in their
first choice of long term care home (partly
related to ALC pressures, and discussed in 
full report);

• Measure of functional improvement in rehabilita-
tion (incomplete data at this time, but an area
which clearly needs attention);

• Population which reports unmet need (very
small difference from the province);

• Wait time for priority areas;

• Investment in information management.

The indicator of wait times for priority areas is associated
with national heath system priorities. Ontario’s Wait
times Strategy focuses on increasing access and
reducing wait times for cancer surgery, cardiac 
procedures, cataract surgery, hip and knee replace-
ment and diagnostic scans. Currently, wait times 
in Champlain are higher than the provincial average
for all of these services except Magnetic Resonance
Imaging (MRI) scans. A regional group has been 
created to pursue solutions.

Information Management

Information management is key to all performance
improvement areas (knowledge use and dissemina-
tion; integrated care; health status and outcomes; 
and health system sustainability and equity). The
Champlain LHIN was lower than average on the
scorecard indicator of information management.
As well, Champlain LHIN was below the provincial
average on almost all indicators surveyed as part 
of the Ontario Hospital Association’s 2005 e-health
survey. Champlain LHIN has since engaged Dinmar 
to develop a regional IM/IT/e-health strategic plan.
The firm has conducted consultations and in August
facilitated a visioning workshop.

To sum up, Champlain LHIN as a whole is performing
above average on most identified health system
measures. The LHIN has been assessing its perform-
ance on these measures in sub-planning areas of 
the region. We have introduced initiatives to address
areas where LHIN performance has measured below
average. The LHIN’s environmental scan is intended as
an opening contribution to knowledge dissemination,
which represents the underpinning of our work.

TOWARD TRANSFORMATION IN HEALTH
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12 The Ottawa ALC report provides details about ALC issues and is available
upon request from the CLHIN.

The high number of people in acute care 
hospitals that are waiting for ‘alternative levels
of care’ (ALC) is having an impact on the 

delivery of health services in the Champlain LHIN 
and the ability of hospitals to deliver on provincial
priorities. The increasing number of ALC days has led
to high occupancy of acute beds which often leads 
to people receiving care in inappropriate settings, an
overload of patients in emergency rooms awaiting
admission, cancelled surgeries and compromised
management of trauma patients. In fact, high occu-
pancy of acute care beds related to people awaiting
ALC is one of the primary reasons for Ottawa hospitals
not being able to meet targeted volumes for 
specific procedures.

The Alternative Level of Care (ALC) occupancy rate in
acute care beds in Ottawa hospitals is now in excess
of 19% and continues to rise. During the past year,
the total number of people waiting for ALC has
increased by 70% (i.e. from 115 to 196 patients).
The majority of these (76%) are waiting for accom-
modation in a Long Term Care Home (LTCH).

Over the past five years, system partners in Ottawa,
including the Hospitals, the Community Care Access
Centre, the Regional Office of Ministry and the
Regional Geriatric Advisory Committee have worked
together to implement many innovative initiatives to
monitor and address ALC issues12. Two examples are:
the establishment of a process for weekly reporting
of ALC pressures, development; and implementation
of a supportive care pilot (a program operating in
LTCH to provide convalescent care to people needing
a longer recovery period after hospitalization). Most 

recently, a pilot for Priority Access to LTC has
been implemented. However, despite the ongoing

system improvements, the number of patients
awaiting ALC in acute care hospitals continues 

to rise.

The demand for LTCH beds in Ottawa is higher than
the provincial average while the supply of LTCH beds
in Ottawa (98.4 beds per 1,000 75+ population) is
aligned with the provincial average. Furthermore, the
current occupancy of these LTCH beds is higher than
the provincial average and every LTCH in Ottawa has
a waitlist which results in the Champlain LHIN having
the second-longest median waiting time to placement
in a LTCH in the province. In order to stabilize and
reduce the demand-supply ratio for LTCH, new initia-
tives to address prevention and early intervention, to
increase capacity in other appropriate settings, and 
to improve the utilization of existing community-level
LTC service settings are urgently needed. The four 
key areas of strategic focus are:

• Ensure and promote early intervention and 
risk screening;

• Create and improve utilization of alternative 
LTC community capacity;

• Enhance pre-admission screening and discharge
planning processes;

• Ensure equitable access to LTCH beds.

Although the current situation is more critical in
Ottawa, the strategies must be incorporated in the
remainder of Champlain to optimise service and to
ensure the most accommodation for residents living
with compromising health issues. The local partners
are committed to continuing to identify and work 
on strategies for improvement; however, it is 
recognized that some investment and likely a 
review of legislative constraints will be required 
sufficiently stabilise the system.

8
Alternate Level of Care:
Status (Appropriate
Level of Care)
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The Ontario Wait Times Strategy is currently 
implementing a plan to increase access and 
reduce wait times for five major health services:

• Cancer surgery

• Cardiac procedures (bypass surgery, angioplasty,
angiography)

• Cataract surgery

• Hip and knee replacement

• Diagnostic scans (MRI and CT scans)

Currently, wait times in the Champlain LHIN are higher
than the provincial average for all of these services
with the exception of MRI scans. Areas of particular
concern (based on May 2006 data) are:

• Genitourinary cancer surgery (CLHIN 49 days vs.
provincial average 25 days)

• Bypass surgery (CLHIN 31 days vs. provincial
average 16 days)

• Hip replacement surgery (CLHIN 154 days vs.
provincial average 99 days)

• Knee replacement surgery (CLHIN 194 days vs.
provincial average 146 days)

Some of the key strategies being initiated at the
provincial level are:

• Increasing the number of procedures to reduce
the backlog that has developed over the last
decade. Eight hospitals in the Champlain LHIN
and the Community Care Access Centres have
received funding to do additional procedures
However, most have had difficulty meeting 
their targets due to high occupancy and a 
shortage of anaesthetists;

• Investing in new, more efficient technology,
such as MRI machines and extending hours 
of operation. New MRI machines have been

installed at Hôpital Montfort and Queensway-
Carleton Hospital. Hours have been extended in
all hospitals, particularly The Ottawa Hospital
where they are now operating 24 hours a day.
This level of operation is felt to be unsustainable
for the technical staff involved, the radiologists,
and the equipment;

• Standardizing best practices for both medical and
administrative functions in order to improve flow
and efficiency. A web-based surgical manage-
ment tool (Operating Room Benchmark
Collaborative), has been developed to provide
consistent peri-operative measures across the
province to evaluate the quality and efficiency 
of hospital operating rooms. This tool will be
implemented in all hospital operating rooms by
the end of the year. It will serve to identify areas
for improvement to optimize surgical capacity
and improve the quality of care;

• Collecting and reporting accurate and up-to 
date data on wait times to allow better decision
making and increase accountability. A single wait
time information system has been implemented
in Ontario to collect accurate and timely data. By
December 2006, this system will be established
in all of the Champlain hospitals currently funded
to do additional surgical volumes for cancer,
cardiac, cataracts and joints. Other hospitals will
follow in 2007. It is expected that information
from this system will help doctors and hospitals
work together to better understand and prioritize
their patients.

In addition to the provincial initiatives, a regional group
of representatives from the hospitals and CCAC’s has
been created to develop and implement local initiatives
that will further improve access to these services.
This will include a review of repatriation opportunities
(i.e. moving care to smaller hospitals), as well as a
possible enhanced role for the CCAC, in order to
relieve occupancy pressures on the larger hospitals.

9
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13 The priorities identified were: the organisation of the delivery of seniors’
health care; the establishment of a person-centred rural health strategy; 
mental health and addictions services as core components of the system;
support for and linkages with community support services; improved 
accessibility to the ‘continuum of care’ close to home; co-ordination of 
service and planning between health and other sectors; E-health; accountability
mechanisms aligned to health outcomes; navigating the system; human
resources planning.
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Setting priorities for system change at this very
early stage of the Champlain LHIN’s develop-
ment is based on several elements. Firstly,

the community has expressed general support for the
priorities13 identified during the 2004 fall workshop
and thus those themes are incorporated at least in
part in our priorities for the next three years. Also,
the public, the users and the providers emphasised
the need for the system to focus on prevention and
health promotion along the entire continuum of need.
They also noted the importance of putting the person
served at the centre. The LHIN is also guided by the
Ministry of Health and Long Term Care’s strategic 
priorities of renewed community engagement and
partnership, health status, access and equity, quality
and sustainability. Finally, people want to experience
system improvements in the short term as well as
over the next three years; to this end, our priorities
are also aligned to the work being undertaken cur-
rently within Champlain’s many Health Networks.

The Champlain LHIN’s Board of Directors has
expressed a strong belief that the transformation of
the health system locally is principally founded on
successful engagement of the community. Moving
ahead with our priorities will require leadership and a
flexible planning model to engage and work with the
citizens, the consumers and the Board and staff of
our health service providers.

The priorities do not focus on any one health care
sector but instead require the dedication of all the 

Champlain LHIN’s Health Service Providers14

and the involvement of many others sectors.

The Champlain Local Health Integration Network’s
initial priorities will focus on the following issues:

Access (wait times, appropriate levels of care,
transportation, human resources, services closer to
home, and diversity and special needs), Primary
Health Services in Healthy Communities, Chronic
Disease Prevention and Management, Addictions 
and Mental Health, Elderly with Complex and 
Chronic Conditions, and E-Health.

Access
The objective of providing the right service, at the
right place and the right time and by the right people
remains at the forefront. The Ministry has identified
access and equity as important components of their
strategic directions. In so doing, they point to reduced
wait times for key services, reduced barriers to
access, more effective health human resource 
planning & management, and appropriate supports 
to enable Ontarians to age in the most appropriate
place. Utilizing the knowledge gained through the
environmental scan and the feedback from our 
community, the LHIN is committed to making access
to health services our number one priority.

Access is a particular problem for people living in
rural areas and for the disadvantaged both in rural and
urban settings. In community hospitals, providers are
concerned about the sustainability of local obstetrical
and neonatal services; efforts at repatriation to local
communities are beginning. Mental health and addic-
tion services are not readily accessible in smaller
areas particularly for the youth and especially for 
specialised services. People with limited autonomy
including the older population have difficulty getting
to services. Furthermore, services required to support
them to stay healthy in their own homes are limited.

10
Priorities to Foster
Change and Moving 
forward
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Even when services are available, wait times are often
lengthy in supportive housing, long term care homes,
emergency, and other key acute care services. In addi-
tion, a significant access process problem is obtaining
appropriate primary health services.

A Wait times

As discussed in the section on “System Performance”
the Champlain region lags behind other LHINs with
respect to the time people wait for a number of key
acute care services as provincially defined: cancer
surgery, certain cardiac procedures, cataract surgery,
hip and knee replacements and diagnostic scans
(MRI15 and CT16). We are above provincial median 
wait times for all targeted procedures except MRI.
Locally we are trying to better understand the dynamics
and the causes while actively participating in provin-
cial initiatives to improve service delivery in these
areas and better provide access to those in need 
of these procedures.

Among other strategies to improve wait times, the
government has very recently invested 3.5 million 
dollars in Champlain for The Ottawa Hospital to
improve needed cancer services; this funding will 
no doubt decrease wait times for those people 
living with cancer.

In moving ahead with the priorities overall, the objec-
tive of improving wait times will extend to services
outside of the provincial targets from primary health
services to end-of-life.

B Appropriate Level of Care

People are being institutionalised when it would 
be better to provide appropriate supports and living
accommodation in the community. Occupancy rates
in Long Term Care Homes are the highest in the
province. Numbers of people inappropriately occupying
beds in acute care hospitals are increasing. Young
people living with chronic mental health and addiction
issues find themselves in unsuitable spaces in long
term care designed for the elderly. People with physical
handicaps and limited income are unable to find

appropriate housing and also find themselves in 
Long Term Care Homes, or hospitals. The elderly 
who are unwell and have limited income also have 
no access to alternatives.

Every indicator points to insufficient supportive housing
in the Champlain region. Improvements will require
intense collaboration between sectors within health
and beyond to municipalities, associations and other
levels of government. Success will mean better access
along the continuum as people access accommodation
better aligned to their level of care needs.

C Coordination of Transportation

Since 1997, there have been no less than nine (9)
studies examining health care transportation in the
Champlain region. Each has resulted in many helpful
recommendations that have not, for a variety of 
reasons, led to sufficient system improvements.
Now, we can and must turn to action.

The absence of a coordinated system for the non-
urgent transportation of health consumers creates
congestion and long wait times in the emergency
department, prevents access to acute care beds,
delays transfers between long term care homes,
increases the risk to volunteer drivers, and adds to 
the financial and social burden on the consumer 
and their loved ones. The situation also provokes
delays in paramedics reaching victims in need of
urgent pre-hospital care when ambulances are utilised
for non-urgent transportation, as is currently the case.

D Human Resource Planning

Improvements to access are, in the end, significantly
dependent on the availability of the right personnel.
Every group in Champlain has identified the important
challenges that the region faces in ensuring access to
sufficient and skilled health care workers. Professionals
must be appropriately educated and supported in
their continuing education requirements to ensure
quality care. There must be the right number of 
personnel, with a mix that encompasses a broad
scope of practice. We must understand the issues
related to retention and ensure that supportive working
conditions are in place. Understanding the role of 

15 MRI is Medical Resonance Imaging
16 CT is Computed Tomography
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volunteers and providing tools along with a supportive
environment that ensures linkages and appropriate
levels of care are important elements.

Planning with other jurisdictions and in collaboration
with provincial initiatives will permit us to optimise 
the integration of foreign trained professionals as 
well as improve the coordination of human resources 
planning locally.

E Services Closer to Home 

Access to health care becomes limited and difficult
when people have to obtain services at a distance
whether a person resides in a village, a town, on a
farm, or in a long term care home. In the large region
that is Champlain where more than 70% of the peo-
ple live in Ottawa, services tend to be concentrated
there, away from the 30% of the people living outside
Ottawa. Traditionally, efficiency measures have also
favoured more centralised models of service delivery.
These factors and others often mean that people
drive up to two hours and more to get service. When
physical dependence and fixed income are added 
to the picture, health consumers, their families and
friends simply give up in the face of such overwhelm-
ing burden. Needed care may be delayed or foregone.
Chronic conditions worsen and eventually lead to
increased hospitalisation and dependency. When
adding the risks of driving in inclement weather, the
need for more services closer to home becomes
obvious and pressing.

Across the continuum, efforts have led to some 
successes: through the use of tele-health and satellite
services, some people consult their specialist locally.
In other instances, outreach teams have brought 
specialised services to the consumer’s doorstep 
in more isolated areas.

Repatriation of services from the larger organisations
to a site of care closer to home is another means of
improving access without decreasing the quality of
the care. In the area of obstetrics, there has been
some success locally to provide more birthing and
neonatal care in community hospitals. Building on 
this beginning work and within a best practice model,
specific services will be examined to determine 
those that could be provided outside the highly 
specialised organisations.

These and other mechanisms will continue to be
explored to provide services across the continuum,
as close to home as possible.

When bringing services to people is not possible, the
system must ensure that the means, by which people
come to service, are available. Successes will ensure
quality care closer to home with less transition 
challenges, more supportive care and a lesser cost.

F Diversity and Special Needs

There are other individuals with very specific and 
particular needs such as the physically disabled and
the homeless who experience important difficulties 
in accessing services. Our strategies for improvement
must include their considerations.

Multicultural groups and people who are isolated in
Champlain communities also present special condi-
tions that challenge access to service and which we
must consider. Access to culturally sensitive services
in some settings is not available especially where
members of a group are not numerous and are 
dispersed throughout a large area.

It is important to reach individuals and to work with
community representatives and area service providers
to develop mechanisms that will improve access for
people with these special requirements.
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Primary Health Services for
Healthy Communities
Health is not simply the absence of disease. To feel
truly healthy, individuals must be able to live and 
work in a physical and social environment that allows
them to reach their full potential. The character of a
community can determine the health of individuals.
For example, a community that allows seniors to live
in isolation, or that stigmatizes mental illness and
addictions, or that ignores the plight of its newcomers
is not a healthy one.

There are many factors involved in building healthy
communities, including more prevention and screen-
ing of illnesses; greater promotion of healthy activities
such as physical exercise and good diet; provision of
living and working environments free of contamination
and other health hazards; and adequate supply of
community support services for individuals, families,
and neighbourhoods.

The Champlain LHIN recognizes the importance of
primary health services as one means of helping 
to create healthy communities. Primary health serv-
ices take a proactive approach in preventing health 
problems before they occur, and in ensuring better
management and follow-up once a health problem
has identified. Since many of the factors that affect
health occur outside of the traditional health system,
professionals offering primary health services work 
in partnership with other organizations and groups 
to address broader community needs.

One indicator of an effective and accessible primary
health services system is the number of active 
physicians and other professionals per population,
as well as the practice profiles of those individuals.
In fact, data17 show that modest improvements were
generally seen in the number of people indicating
they have a family doctor between 2001 and 2003;
however, in 2005, levels tended to decrease. The 
proportion of family physicians to individual citizens
increased slightly from 2003 to 2005 in all parts of
Champlain except Ottawa. We need to collectively
work on improving this ratio.

The provincial government also recognises the need
for primary care reform and has developed many
strategies to address concerns in this service area.
Most recently, Family Health Teams (FHT) have been
funded and are being implemented throughout the
province. In Champlain, there are 11: Bruyère
Academic FHT (Ottawa); Clarence-Rockland FHT
(Rockland); Eastern Ottawa FHT (Cumberland); 
North Renfew FHT (Deep River); Ottawa Hospital
Academic FHT (Ottawa); Petawawa Centennial FHT
(Petawawa); Pikwàkanagàn FHT (Golden Lake); 
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Next Steps
Access
• Support the regional group of represen-

tatives from the hospitals and CCAC’s in
the development and implementation of
local initiatives that will further improve
access to provincially identified key
acute care services; (Year 1 – 3)

• Develop a Champlain-wide task force
linked to local area work groups to put
projects in place that will improve the
coordination of transportation through-
out the region; (Year 1)

• Work with the LHIN’s planning partners
toward the repatriation of primary hospital
care from the tertiary care centre; 
(Year 1 – 3)

• Establish an Expert Council to develop
strategies related to human resource
planning; (Year 1)

• Work with the established Health
Networks to develop specific objectives
aimed at improving access in their area
of undertaking. (Year 1 – 3)

17 Canadian Community Health Survey
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Riverside FHT (Ottawa); University of Ottawa FHT
(Ottawa); West Carleton FHT (Carp); The Westend
Family Care Clinic FHT (Ottawa).

As we work toward better integration and coordination,
we will need to develop effective links with providers
of primary health services. This is a challenge, because
the majority of these providers are not defined as
Health Service Providers under the Local Health
System Integration Act. Thus, the largest percentage
of funding and expenditure in this critical area falls
outside the LHIN’s responsibilities. Only the Community
Health Centres would be considered essential primary
care providers within the Champlain LHIN’s health
system and we will work closely with them to improve
primary health services in Champlain. However,
it should be noted that Community Support Services,
Community Mental Health and Addictions Services,
and Community Care Access Centres are also 
instrumental sectors in helping to prevent illness 
and promote healthier communities. Linkages
between these sectors and primary care providers
will be fostered.

Emergency department (ED) utilisation data serve to
demonstrate, in part, why the Champlain LHIN aims
to strengthen primary care services. Although the 
percentage of ED visits that could be managed else-
where decreased from 2002 to 2004, it remains 
high. Thus there is a need for more services from
non-urgent care providers, particularly in the rural 
sub-planning area. Primary health services will be 
an important factor in improving system efficiency
including more appropriate access to hospital 
emergency care.

In order to advance primary care within the LHIN’s
mandate, the system must:

• Expand and solidify primary health services 
as the cornerstone of the system;

• Link to other health and social services at 
the community level;

• Emphasise chronic disease prevention and 
management;

• Foster healthier communities.

Next Steps
Primary Health Services 
• Establish a Council of Expertise on

Primary Health Services and Public
Health to develop appropriate linkages
fostering access and coordination with
primary care; (Year 1)

• Identify and focus on specific rural and
urban communities that lack adequate
services; (Year 1 – 3)

• Work closely with Community Health
Centres and Family Health Teams in 
particular, to improve access to a
broader range of primary health 
services; (Year 1 – 3)

• Work with the established Health
Networks to promote the link with 
primary care by encouraging the 
provision of specific services such 
as chronic disease management proto-
cols and e-health tools; (Year 1 – 3)

• Establish links with municipalities,
school boards, and others to identify
specific projects to foster healthier 
communities. (Year 1 – 3)
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Chronic Disease Prevention 
and Management
Chronic diseases are among the most common and
costly health problems facing Canadians; they are
also among the most preventable. Learning how to
manage and self-manage conditions such as heart
disease and stroke, cancer, diabetes, arthritis, asthma,
and mental illness18 will decrease the burden on 
individuals, their families, and the system. According to
the Canadian Centre for Chronic Disease Prevention
and Control, chronic diseases account for approxi-
mately sixty-seven (67%) of total direct health care
costs and for another significant amount in loss of
productivity and foregone income. In Champlain, the
projected “years of lost life” points to many families
dealing with premature deaths of loved ones and 
with individuals unnecessarily living with disabilities.

It is imperative that the system reduces this burden in
Champlain. Through the incorporation of the determi-
nants of health as a basic tenet to planning, the LHIN
will focus on keeping people as healthy as possible
despite a chronic condition. Through engaging the
community locally, we expect to identify means that
will encourage healthy living and that will support
best practice management of complex conditions
along the continuum of care from prevention and
early detection to the end of life. Within a strong 
strategy, this will require a multi-disciplinary approach
that will reinforce expanded scopes of practice and
“best practices” especially if episodic problems are 
to be quickly identified and treated.

Building on the Ministry strategic direction of “quality”,
the LHIN will strive to implement “best practices”
models region wide so that for example, asthma treat-
ment in childhood is equally good in rural areas as it
is close to the Children’s Hospital of Eastern Ontario.
We will also endeavour to expand on education and
tools for self-management as a core concept of
chronic disease management.

Recognizing that most determinants of chronic dis-
ease fall outside the LHIN mandate, the LHIN will
need to build strong links with primary health service
providers and public health, and forge partnerships
with other sectors and levels of government including
schools and municipalities.

The number of hospitalisations for people suffering
from certain chronic conditions which could be better
managed in the community serves as a marker of
performance, and the data show that the Champlain
LHIN is at or above the Ontario average except in the
City of Ottawa. And there is ample progress to be
made in this area because Champlain still falls behind
exemplary practices in other centres across Canada
and the world.

To break away from the pattern of institutionalization,
we will also be challenged to meet the needs of
those living with complex chronic conditions by 
providing them with sufficient quality community 
supports. Indeed the full participation of all Health
Service Providers and others will be crucial to 
achieving success.

In this area, the LHIN must incorporate the following
objectives:

• Understand the impact of chronic diseases 
on acute care services within the system;

• Incorporate a multi-disciplinary approach including
primary health services involving professionals
with an expanded scope of practice, system 
navigation and self-management principles and
tools, along the continuum;

• Ensure that people throughout Champlain have
access to standardised evidence-based practices;

• Reach people in their worksites, schools and
municipalities in addition to their homes and
usual health service access points.
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18 Centre for Chronic Disease Prevention and Control, Public Health Agency of
Canada, Web site 2006.
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Addictions and Mental Health
There are approximately 4,000 (Statistics Canada)19

suicides in Canada every year, 90% of whom lived
with a diagnosable mental illness. In Ontario, 47.7% of
the people with a serious mental illness never receive
help, according to the Canadian Mental Health
Association (Ontario). This situation along with the
fact that core budgets for community mental health
services were last increased in 1992 (CMHA, Ontario),

creates a strong rationale to focus on the issues 
of mental health from early childhood to the 
elderly including those suffering from chronic,
complex conditions.

In 2002, the Champlain District Mental Health
Implementation Task Force stated with respect to
people suffering from concurrent disorders (mental
health and addictions), that “in many instances, indi-
viduals and families are left to deal with the issues on
their own, often waiting until a crisis forces them into
treatment. Service providers often reflect that if the
mental health system is the poor cousin of the health
care system, then the addictions system has not even
been recognised as a distant relative. Funding for
addictions is extremely inadequate.”20

Mental health (Making It Happen) and Addiction
(Setting the Course) reform remain incomplete in 
the Champlain region and both service areas were
reaffirmed as key themes for the Champlain region
through our community engagement process.

Supporting people with chronic mental health and
addiction conditions at home remains a major chal-
lenge. Currently, hospitals and “group” homes are
often the only alternatives. What people need is a
home, offering more supervision than a group home,
so that they can live more independently and with
greater dignity.

For people living with mental health issues and 
addictions, stigma and discrimination have led to the
avoidance of treatment and to chronic under-funding
of services. Best practice models must be used to
develop education programs as well as to provide
exemplary access and appropriate peer support.
Shared care and transitional mental health commu-
nity-based services are needed to deal with the
short-term challenges of the eventual closing of
Brockville Psychiatric Hospital but also in the long
term as a component of best practice chronic 
disease management.

Providing this support means involving previous
clients in the care of others at all levels of the system

27

Next Steps
in Chronic Disease Prevention
and Management
• Organise a Network to ensure 

coordination of the work related to the
prevention and management of chronic
diseases; (Year 1)

• Develop an integrated strategy and a
model for the improved prevention and
management of chronic diseases in the
region; (Year 1 – 3)

• Identify priority areas for the develop-
ment of specific plans; (Year 1)

• Identify gaps in data and evidence and
develop linkages with external expert
bodies to obtain required information;
(Year 1 – 3)

• Develop collaborative links with other
external Networks and associations
dealing with chronic diseases such as
the Cardiac Care Network, Cancer Care
Ontario-East Region, the Champlain
Cardiovascular Prevention Network, the
new Champlain Lung Health Network
and others.

19 Weir, E., and Wallington, T. (2001). Suicide: The Hidden Epidemic. Canadian
Medical Association Journal 165(5): 634-6.

20 Champlain District Mental Health Implementation Task Force (2002),
Discussion Paper on Meaningful Collaboration: Substance Use and Mental
Health, page 3.
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i.e. crisis teams, assertive community treatment
teams, transitioning after hospital discharge. Particularly
in the area of concurrent disorders and youth, we
must work diligently across sectors to best serve 
our community.

The LHIN supports the Champlain Mental Health
Network’s and the Champlain Addiction Coordinating
Body’s stated objectives to:

• Implement a more person-centred approach
through individualised recovery plans, enhanced
peer support, early detection, and anti-stigma/
anti-discrimination programs; 

• Develop a more co-ordinated system specifically
related to bed service coordination, to services
for youth in collaboration with the Ministry of
Community and Social Services, and to concur-
rent disorders management.

✧ Access to an “All Doors are Welcoming”
model will be fostered;

• Shift to more community-based services, in par-
ticular suitable housing and supports, transitional
services and shared care as well as ensuring
early detection of abuse patterns;

• Improve withdrawal management services and
other treatment services, which regularly have 
to turn away clients and which do not meet the
needs of the various populations in need.

✧ A plan to realign withdrawal management
services is now being developed under 
the direction of the Champlain Addiction
Coordination Body. The plan will address
regional inequities and incorporate innovative
approaches such as day or home treatment 
in addition to some residential.

✧ The priority focus is on abusing/dependent
youth who endure long waits for treatment
due to insufficient resources. Goals include
enhancing the services using evidence-based
practices, helping as many addicted children
and youth as possible, and providing ongoing
support to youth and families after discharge.

• Address the human resource challenges particu-
larly in the area of specialised knowledge and
skills as well as with respect to remuneration;

• Reach beyond the traditional clientele to others
such as seniors, injured workers, and others
addicted to painkillers. This underlines the need
to make addictions a core component of health
care, starting with ‘communities of primary
health care services’ i.e. community health 
centres, community support agencies.

Next Steps
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Addictions and 
Mental Health:
• Recognise the Champlain Mental Health

Network and the Champlain Addiction
Coordinating Body as a component of
our planning model;

- terms of reference21, goals, objectives
and performance measures will be
decided (Year 1)

• Ensure that mental health and addiction
issues be jointly included in planning
related to common issues of access;
(Year 1 – 3)

• Provide support to provincial programs
and task forces such as the review of
methadone treatment services. (Year 1 – 3)

21 “Terms of reference” include but is not limited to the context, a statement of
purpose, a mandate, objectives, scope of work, membership, leadership, roles,
linkages, timeframes, resources required.
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Elderly with Complex and
Chronic Conditions
“The elderly portion of the population in the
Champlain District will continue to increase in the
near future by approximately 13% over 2005 levels 
in 2010, nearly 60% by 2020, and 126% by 2031.

While the majority or seniors are healthy and well-
served by regular health services, 25% require some
level of support and 10-15% of seniors have multiple
and complex needs requiring support form multiple
organizations and agencies. While this group repre-
sents 3% of the population, they account for 30% of
health expenditures.

As the population ages there are a significant number
of seniors who are on the threshold of a serious 
deterioration in their health status and living situation.
The elderly use health care services more than those
under 65 years of age and their usage increases 
significantly in the 75+ age group. Within this age
group there is a small group of seniors who
researchers and clinicians refer to as high risk or 
frail elderly. It is generally accepted that this high-risk
group represents about 15% of the 65+ population”22.

Seniors, who have built the fabric and foundation of
the Champlain region, deserve timely, high quality,
age-appropriate care requiring the clinical leadership/
input of geriatric specialists from all disciplines. Seniors
can improve their health at any age and deserve
access to information and support to do so. Seniors
also need access to a broad range of services and
supports that recognize their diversity (cultural, physical,
and financial). Serving the frail elderly appropriately
also means educating the public and providers with
respect to the health potential of the elderly and to
the prevention of disability23.

As in many other domains, the Champlain region 
benefits from the exemplary leadership from the
Regional Geriatric Advisory Committee (RGAC) and
the Champlain Dementia Network (CDN). Both net-
works seek to optimize the health potential of seniors
with complex health needs in the Champlain region
through integrated service delivery of specialized 
geriatric services, as well as advocacy, teaching, and
research. In the case of CDN, specialisation is related
specifically to dementia.

In the care of the frail elderly24, the LHIN must 
incorporate the following objectives:

• Work with partners to identify and implement
Alternate Level of Care (ALC) diversion strategies
as described in a previous section; particular
attention to appropriate supports for people
aging at home is needed;

• Facilitate system navigation and ensure access 
to services and related information;

• Work with partners to develop integrated path-
ways across the district for senior specific
issues; seniors living with chronic diseases
including dementia suffer from stigma that
reduces efforts to help them be as healthy as
they can through exercise programs and healthy
living education;

• Establish a more coordinated model for delivering
services to ensure that the system is more
responsive to the needs of seniors; for example,
shared services supports would facilitate aging
at home and ease the disability associated with
chronic illnesses;

• Develop measurable frail elderly health indicators
and establish mechanisms to monitor these
indicators.

29

22 Regional Geriatric Advisory Committee Strategic Planning Initiative – 
Draft Environmental Scan, March 2006.

23 Ageism includes the wide range of attitudes that prevent people from 
accurately assessing and responding to social problems and conditions 
of older adults. Ageism can be reflected in discriminatory practices in 
housing, employment, and services of all kinds, Canadian Network for 
the Prevention of Elder Abuse, Website 2000.

24 Taken from the Regional Geriatric Advisory Committee -- Strategic Plan
Framework (2007-2010).
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E- Health Strategy
“The manager of your local grocery store can instantly
determine how many kilos of Ida Red apples are 
still on the shelves . . . and the dollar value of unsold
loaves of bread that will be distributed that evening to
the local food bank. Her best friend, a doctor, doesn’t
know that the elderly patient in his office had a 
chest x-ray last night when he visited the emergency
department . . . Neither patient nor doctor knows 
the date of the patient’s last cardiology consultation 
or recalls off-hand whether he received influenza 
and pneumococcal vaccines last year. The clinical
encounter grinds to a halt while the doctor thumbs
through a bulging paper file of barely legible notes.”
[Canadian Medical Association Journal editorial: 
Sept. 27, 2005; 173 (7)]

It is fair to say that not enough work has been done
to bring electronic health records into the physicians’
offices and health-care agencies. Nonetheless, this
state of affairs is gradually improving, thanks to con-
sumer demand, more central planning, and leadership
among health service providers. In fact, the Champlain
region is a leader on e-health in Ontario. The following
examples reveal how cyber medicine has improved
efficiency in the health system and brought care
‘closer to home.’

• The University of Ottawa Heart Institute provides
cardiac services to 13 outlying areas in Champlain
using high-bandwidth technology through the
Ontario Telehealth Network, previously known 
in our region as Care Connect. It means that a
person can consult with their health professionals
through videoconferencing, and physicians can
conduct remote physical exams with a specialized
stethoscope and camera. Communities involved
are Almonte, Arnprior, Brockville, Carleton Place,
Cornwall, Deep River, Glengarry, Hawkesbury,
Kemptville, Pembroke, Renfrew, Barry’s Bay,
and Winchester.

• At a press conference organized by the
Champlain LHIN and held at the Queensway-
Carleton Hospital in July, 2006, e-health experts
updated the public on successful efforts to link
electronic patient data between hospitals as a

Next Steps

TOWARD TRANSFORMATION IN HEALTH
CREATING AN INTEGRATED HEALTH SERVICE PL AN IN THE CHAMPL AIN REGION

30 A Blueprint 

Elderly with Complex and
Chronic Conditions:

• Recognise the Champlain Regional
Geriatric Advisory Committee (RGAC)
as a component of our engagement and
planning model; 

- terms of reference, goals, objectives
and performance measures will be
negotiated to include a leadership
role in improving access to appropri-
ate levels of care for the frail elderly;
(Year 1)

• Invite the RGAC to provide the forum
for continuing the work related to
“Alternate Level of Care” in Champlain
and improving access to acute care
beds; (Year 1)

- Advance identified strategies related
to reducing the number of people
awaiting “ALC” (Year 1 to Year 3)

• Recognise the Champlain Dementia
Network as an important link to the
RGAC dealing with issues of dementia
and promote close collaboration
between the two groups; (Year 1)

• Ensure the linkage between the
Networks and the Coalitions of
Community Support Services in
Champlain. (Year 1)
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first step to achieving the goal of “one consumer,
one record.” The project will soon have the
capability of linking records at 14 participating
hospitals in Champlain.

The Champlain LHIN engaged the services of Dinmar
(now Energis) to undertake an information manage-
ment, information technology and e-health strategic
planning process. As a first step, in the spring and
summer of 2006, Dinmar conducted an environmental
analysis of what exists now, as well as interviewing
stakeholders, stakeholder consultations, surveys and
workshops, on what is needed for the future.

A number of initiatives are underway in the region,
reflecting a view of technology as an investment and
enabler of improved care, and showing a willingness
to collaborate to achieve success. One of the chal-
lenges will be to harness the current enthusiasm,
the resources and energy into a synergistic approach,
one that achieves a sustainable focused vision.

An IM/IT/e-Health Vision was collectively developed
with key stakeholders within the LHIN. This Vision,
which will guide the Champlain LHIN going forward 
is that “e-Health in the Champlain LHIN will enable
and support the provincial strategy and vision, and 
is guided by the passion to: 

• Provide the right information at the right time 
to the right person(s); and

• To build a strong foundation at the community
level, through the use of enabling technologies,
the concepts of efficiency, collaboration, quality,
transparency and accountability in all aspects of
the managements and delivery of care.”

Strategies were developed, recognizing the context 
of both federal and provincial directions. To support
these strategies a full list of current and new initiatives
were culled from the stakeholder assessment, and
synthesized and prioritized in seven (7) streams of
activity: regional governance and delivery, access
improvement, electronic health record, information
management, information and communications tech-
nology, knowledge management and information
sharing, joint procurement and consolidation.

In E-health, the LHIN must incorporate these objectives:

• Develop a portable health record containing basic
information such as current health problems,
medications and doses, and drug allergies. A
secure system that respects privacy legislation
and the rights of individuals to share information
selectively.

• Ensure timely communication of health information
between emergency departments, laboratories,
and physicians’ offices, for example.

• Increase capacity so that e-health becomes a
reality i.e. computer skills of practitioners, hard-
ware, software and networking.

• Bridge the digital gap between large and small
organisations in the region.

This report is available at champlain.on.ca or 
rlisschamplain.on.ca. For hard copies, please contact
the Champlain LHIN office at 1-866-902-5446.
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Next Steps
e-health
• Move ahead with the recommendations

of the Dinmar report, “Information
Management/Information Technology/
e-health Strategic Plan. (Year 1 to Year 3).
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Every priority will be the subject of a compre-
hensive project plan which must incorporate
certain core principles:

• Focus on the “person” and on the factors that
determine health, along the continuum from 
prevention to the end-of-life;

• Consider the entire continuum of care to foster
seamless transitions;

• Incorporate the “close to home” concept as
much as possible;

• Ensure that resources are allocated to direct 
service delivery as much as possible; 

• Plan to share administrative support where
appropriate;

• Recognise the difference that workers make 
in interactions with the person;

• Incorporate the needs of the Francophone 
populations;

• Incorporate the needs of Aboriginal peoples.

In addition to identifying core principles, the LHIN
must also equip itself with an adaptable model upon
which to engage and work with the community of 
citizens, consumers and providers.

In creating an engagement model, the Champlain
Local Health Integration Network will:

• Develop a shared vision, mission and values,
shared by our community respecting the 
principles of transparency, integrity, innovation
and collaboration;

• Incorporate the determinants of health;

• Act as a steward of quality care for the system;

•  Play a facilitation role for system change
involving more “steering” than “rowing”;

• Move the system from “regional” to “local”;

•  Make community engagement the cornerstone
of all activities.

Establishing community 
engagement as a cornerstone
In an unprecedented way, the Government of Ontario
has clearly determined that the approach to planning
and managing the health care system needs profound
transformation. Engaging the community was not 
only a new way of operating but has become a legal
obligation not only for the Local Health Integration
Networks but also for all health service providers.
Through leadership and stewardship, the Champlain
LHIN will engage its community as well as ensure
that effective mechanisms are in place for providers
to similarly engage theirs.

Engaging the community in an effective manner
means reaching the citizens, the users and the
providers. As expressed in the Champlain LHIN’s
Community Engagement Framework, our goals are to:

• Provide leadership for local community 
engagement;

• Keep all groups more informed, more engaged,
and working together through the collaborative
determination of goals and accountability 
measures;

• Foster collective commitment to a system that
acknowledges respective responsibilities and
mutual accountabilities;

• Encourage involvement in all aspects of 
our activities;

• Use innovative system thinking to allow us to
move collectively beyond traditional approaches.

Based on conversations during the spring of 2006,
it will be important that the LHIN’s community
engagement program involves the presence of Board
members and staff to foster direct conversations with

TOWARD TRANSFORMATION IN HEALTH
CREATING AN INTEGRATED HEALTH SERVICE PL AN IN THE CHAMPL AIN REGION
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the community. The LHIN must facilitate contact and
dialogue between the citizen, the user and the provider
that serves them. We will stimulate the participation of
agencies in health networks, strengthening the role of
groups that cross sectors, and provide a forum for
improved service coordination and integration. We are
committed to reinforcing collaboration beyond volun-
tary involvement, looking to work with members of

Networks toward achieving specified and measurable
system objectives.

In this new era, the Boards and Staff of provider
agencies must also engage their consumers and 
colleagues locally and regionally to better understand
needs and to collectively develop coordinated and
integrated health services 

Next Steps
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Community Engagement:
The diagram on page 35 portrays our intended
engagement model/platform.

1. Establish five (5) local geographic areas as

communities of care and organise, with

their representatives, three engagement

events each; (Year 1)

• A Champlain-wide advisory group will be
constituted if required to address com-
mon issues and provide overall support.

To reach the citizen, the consumer and to link
with the providers that serve them locally,
it is important to focus on areas within
Champlain. The LHIN region is large with
multiple and varied communities. Thus the
number of potential “local” areas is quite
larger. However, initially we are proposing
five areas: Champlain Eastern Counties,
Champlain Central East, Champlain Centre,
and Champlain Central West (to include
“North Lanark25”, and North Grenville), and
Champlain Renfrew County.

The LHIN will work collaboratively to identify
communities of the Champlain region and to
engage our health service providers to, in
turn work collaboratively to engage their

own specific communities. There are two
existing local area groups which the LHIN
will formally recognise as components of 
the engagement model: the Health Alliance
for the Eastern Counties and the Community
Advisory Council of Renfrew County. In a
collaborative manner, we will negotiate 
with each group, terms of reference and
measurable performance objectives for 
one and three years.

The LHIN will work with the Champlain
Central areas and North Lanark and North
Grenville to determine the most appropriate
groupings in their areas.

Each of the five geographic areas would
organise a service provider representative
group linked to a citizen/user group to cus-
tomise engagement and planning activities
based on local needs and preferences. Such
a group would focus activities on the person
in their own environment, build communities
of care as well as bring providers together
locally to determine priorities and advise on
best approaches to system improvement
and local efficiencies.

To ensure appropriate accountability, it will
be important to develop and institute evalua-
tion programs and agreements for each.
Discussions locally and input from the 

25 Beckwith, Carleton Place, Mississippi Mills and Lanark Highlands.
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community (public, users and providers) 
will determine the nature and form of these
groups over time. Evaluation results will
determine required modifications.

2. Recognise the Health Networks as commu-

nities of practice and components of the

LHIN’s engagement model. The LHIN will 

collaboratively develop terms of reference

and measurable objectives including 

those associated with local community

engagement;

There are many Health Networks operating
in the Champlain region. Although mandates
are varied, they all bring together providers
from across the LHIN sectors, from other
health and social service sectors, and at
times the consumer and family. They offer 
a unique forum to foster collaboration and
integration. With strengthened accountability
measures, the system will benefit from these
Networks forming an essential element of
our engagement and planning model, as
communities of practice.

Over time and with evaluation results, we
expect that the number and form of Networks
as well as their relationship to the Champlain
LHIN may vary.

With each Network, the LHIN will collabora-
tively negotiate terms of reference and
measurable performance objectives for 
one and three years.

3. Establish councils of expertise for E-Health,

Human Resources, and Primary Health

Services/Public Health to ensure engage-

ment of the community in the overarching

and complex matters. (Year 1)

A number of priorities include components
that reach across LHIN boundaries, involve
other sectors and present broad, complex
issues. To address such priorities, Councils
of expertise will provide a means for repre-
sentatives from tertiary care, education,
research and public health to work with us
in developing strategies to meet the needs
of the Champlain region. Terms of reference
including mandate, membership and objec-
tives, will be developed collaboratively.

4. Develop and put into place a Service

Provider Network Communication Forum

This assembly would bring together repre-
sentatives of the provider networks working
on a Champlain-wide basis with senior 
management of the Champlain Local Health
Integration Network. Terms of reference
would be developed collaboratively.

The model shown on the next page depicts
a system that is person-centred and repre-
sents a two-way interaction between the
Champlain LHIN and its communities: 
citizens, users, and providers.

This engagement model aims to inform and
to foster the engagement of groups in our
community so they can work better together
to improve health services and promote
healthy communities. It encourages respectful,
co-ordinated, and efficient communication
between various organizations, networks
and advisory groups. The model incorpo-
rates many elements from the Local Health
System Integration Act and builds on existing
and successful programs. The model will
evolve over time to better reflect the 
development of the Champlain LHIN.



Champlain
LOCAL HEALTH INTEGRATION NETWORK

35

Health Consumer Citizens’ Forum
5 Geographic
Advisory Groups

Health
Networks

Champlain 
LHIN

Councils of Expertise
(e.g. E-Health, Primary Care, 

Human Resources)

Non-LHIN Ministry of 
Health Services

(e.g. Emergency Medical Services,
Public Health, Physicians)

Additional
Determinants of Health

Partners (e.g.): Education system, 
Municipalities, Ministry of Community 

and Social Services

C O M M U N I T Y E N G A G E M E N T

Healthy and Caring Communities
Champlain Local Health Integration Network

Engagement Model
“A health care system that helps keep people healthy, gets them good care 
when they are sick, and will be there for our children and grandchildren.”

5 Geographic Advisory Groups: LHIN Sectors

Champlain Renfrew County (RCAC)
Champlain Central – West

Champlain Central – Center
Champlain Central – East

Champlain Eastern Counties (HAEC)

Addiction Services
Community Care Access Centre

Community Health Centres
Community Mental Health Services

Community Support Services
Hospitals

Long Term-Care Homes

Health Networks – examples of issues

Addiction
Child & Youth

Dementia
End-of-Life
Geriatrics

Mental Health

Perinatal
Rehabilitation

Stroke
Francophones

Aboriginals
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Health Consumers: the LHIN commitment 
is to the people who use health-care services, and 
to their loved ones. We want to ensure their voices
are heard.

Citizens’ Forum: A number of approaches and
tools can be used to engage individuals who live,
work and play in the Champlain region. These may
include workshops, surveys, and open houses,
for example.

Five Geographic Advisory Groups
(communities of care): The Champlain LHIN
will be regrouped into five planning districts, with 
advisory groups representing the health services
providers and others in each, building communities 
of care with their respective consumers and citizens.

Health Networks (communities of
practice): Many existing health networks have
already formed within the Champlain region, and
membership is cross-sectoral in most cases.
Their principal aim is improving health care services
through better co-ordination and developing as 
communities of practice.

Champlain LHIN: The LHIN will provide 
leadership and facilitate community engagement 
i.e. ensuring that advisory groups (communities of
care) reflect the ethnic, cultural and linguistic diversity
of the community.

Three Councils of Expertise: These reflect
challenging issues affecting the region as a whole.
Initially, they are: E-Health, Human Resources, and
Primary Health Services/Public Health.

Non-LHIN Ministry of Health services:
They include other health providers not funded
through the LHINs such as public health units,
family health teams, OHIP-paid physicians,
ambulance services etc.

Additional Partners Addressing
Determinants of Health: They deliver 
services, create public policy or undertake research
affecting health care delivery or health status 
i.e. justice, education, recreation and transportation
systems.

In conclusion, we thank the Champlain LHIN personnel
and our provider partners for their engagement
throughout the past months as we developed this 
initial Integrated Health Service Plan (IHSP). We also
are grateful to the many citizens and consumers who
have taken the time to write us and share with us
experiences and ideas during the LHIN’s “spring”
public sessions and again during October, in response
to the circulated draft IHSP. We look forward to the
continued engagement of our community as the
Champlain Local Health Integration Network moves
ahead toward the transformation of the health system
in Champlain.
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