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Overview 

Many OHTs selected older adults with greater needs as 
one of their year 1 priority populations and have 
established working groups focused on Ômoving the 
needleÕ on quadruple-aim metrics for this population. 
Central to such work is developing a population-health 
management plan, which includes four steps:  
1)! segmenting the priority population into groups with 

shared needs; 
2)! co-designing care pathways and in-reach and out-

reach services for each group; 
3)! implementing pathways and services in a way that 

reaches and is appropriate to each group; and 
4)! monitoring implementation and evaluating impact. 
 
To support this work, RISE has: 
1)! updated RISE brief 6 on population-health 
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OHTs will likely want to proactively identify older adults with greater needs and make careful and evidence-
informed decisions to ensure that they are Ômoving the needleÕ on quadruple-aim metrics for this population. 
 
OHTs will ideally develop their population-health management plans in collaboration with: 
1)! other OHTs focused on the same year 1 priority population; 
2)! experts who are aware of the many resources available in Ontario to support their efforts; and 
3)! experts who have experience with one or more of the four steps in population-health management. 
 
As part of the first of these three types of collaborations, OHTs may wish to discuss together: 
1)! whether to seek agreement about whether their scope 
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 o! Behavioural Supports OntarioÕs Provincial lived experience advisory network includes people with 
dementia, neurological conditions, or mental health and/or addictions issues, and their 
caregivers 

o! The Registered Nurses Association of OntarioÕs best practice guidelines: 
§! Preventing falls and reducing injury from falls 
§! Preventing and addressing abuse and neglect of older adults 
§! Prevention of constipation in the older adult population 

Implementing pathways and services in a way 
that reaches and is appropriate to each group 
[or more generally implementing the plan, 
possibly in pilot and control settings] 

 

•! A number of Ontario HealthÕs Quality Business Unit (formerly Health Quality Ontario) 
resources originally developed for Health Links may be relevant to OHTsÕ efforts to implement 
changed approaches to caring for older adults with greater needs, including:  
o! Workbooks on organizational approaches to 
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Year 1 expectations: Patient declaration of values is in place. Patients, 
families and caregivers are included in governance structure(s) and 
patient leadership established. Patient-engagement framework, patient-
relations process, and community-engagement plan are in place.                                                 
At maturity: Teams will uphold the principles of patient partnership, 
community engagement, and system co-design. They will meaningfully 
engage and partner with - and be driven by the needs of - patients, 
families, caregivers and the communities they service.  
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•! Behaviour Supports Ontario also coordinates the brainXchange 
Resource Centre, which offers evidence summaries and resources on a 
number of age-related brain health concerns 

•! McMaster Optimal Aging Portal provides citizen-targeted evidence-
based blog posts, web resource ratings and evidence summaries on the 
health and social aspects of aging  

Building block #5: Digital health (how are data and digital 
solutions harnessed?): Demonstrated ability to digitally record and 
share information with one another and to adopt/provide digital 
options for decision support, operational insights, population health 
management, and tracking/reporting key indicators. Single point of 
contact for digital health activities. Digital health gaps identified and 
plans in place to address gaps and share information across partners.            
Year 1 expectations: Harmonized information-management plan in place. 
Increased adoption of digital-health tools. Plans in place to streamline 
and integrate point-of-service systems and use data to support patient 
care and population-health management.                                           
At maturity: Teams will use digital-health solutions to support effective 
healthcare delivery, ongoing quality and performance improvement, and 
better patient experience.  

•! The Ontario Telemedicine Network allows providers to consult with 
specialists remotely or to refer patients for remote visits 

•! The Ontario Geriatrics Learning Centre offers online resources for 
providers seeking to build knowledge of caring for older adults 

•! GeriMedRisk is a remote consultation service for physicians, nurse 
practitioners, and pharmacists in Ontario to support optimal 
prescribing practices for older adults  

•! Home Care Ontario published a position paper with recommendations 
for integrating technology into homecare 

Building block # 6: Leadership, accountability and governance 
(how are governance and delivery arrangements aligned, and how 
are providers engaged?): Team members are identified and some can 
demonstrate history of working together to provide integrated care. 
Plan in place for physician and clinical engagement and inclusion in 
leadership and/or governance structure(s). Commitment to the Ontario 
Health Team vision and goals, developing a strategic plan for the team, 
reflecting a central brand, and where applicable, putting in place formal 
agreements between team members.  
Year 1 expectations: Agreements with ministry and between team 
members (where applicable) in place. Existing accountabilities continue 
to be met. Strategic plan for the team and central brand in place. 
Physician and clinical-engagement plan implemented. 
At maturity: Teams will determine their own governance structure(s). 
Each team will operate through a single clinical and fiscal accountability 
framework, which will include appropriate financial management and 
controls. 

•! None identified 
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Provincial organizations 
 
A number of provincial organizations support the development, implementation, delivery, and evaluation of best 
practices in the care of older adults with greater needs (Table 3). These organizations offer information, evidence 
and pre-packaged resources relevant to OHTsÕ efforts to improve outcomes for 
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Key legislation 
 
While many pieces of legislation touch on the lives of older adults with greater needs, four pieces of legislation are 
particularly key to the development of population-health management plans. (Table 5). Additional information 
about relevant legislation can be found in chapter 2 of Ontario’s health system: Key insights for engaged citizens, professionals 
and policymakers, which is available for free online. 
 
Table 5: Key legislation 
 

Legislation Description 

Health Care Consent Act •! Sets out rules for obtaining informed consent and determining capacity to consent with respect to 
treatment decisions, admission to a care facility, and personal-assistance services 

Substitute Decisions Act •! Governs what happens when someone does not have the capacity to make certain decisions about 
their own property or personal care 

Long-Term Care Homes Act •! Includes regulatory requirements for long-term care homes, as well as mandatory reporting 
requirements for suspected abuse of long-term care home residents 

 
Additional tips about how to draw on evidence sources to improve patient care and experience can be found in 
RISE brief 9 on evidence sources.   
 
As noted in the introduction, an updated


