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Introduction
As Chatham-Kent Health Alliance (CKHA) embarks on the next steps in its transformation, a key guiding
requirement is a Strategic Plan.
A number of activities have occurred over the last year that contribute to and will be reflected in the new
Strategic Plan. Extensive community engagement and the work of the Supervisor in 2016 and through
2017 led to:





Confirmation of a two-site model serving all residents of Chatham-Kent with a focus on delivering
rural health care
Commitment to best practices, fiscal stability and understanding how CKHA compares with other
hospitals
Commitment to engaging with the community, patients and families
Commitment to providing a safe and engaging environment for staff, physicians and volunteers

These guiding commitments led to a focused external and internal environmental scan to identify
opportunities for CKHA and its strategy. The areas of review include:







Population health and demographics of Chatham-Kent driving the need for services
Rural geography of Chatham-Kent and the challenges it presents to access care
Public policy directions including Patients First : partnering with patients and families and
community engagement
Infrastructure supports required to optimize the two sites of CKHA
Fiscal environment and the need to optimize resources
Staff, physician and volunteer engagement to optimize the culture to deliver exceptional care.

The following document provides an overview of the relevant data and information affecting each of these
areas. Each section offers commentary on opportunities for CKHA to consider.
From this environmental scan, Strategic Directions will be determined to advance the hospital towards its
vision. Strategic Enablers will also be drawn from the environmental scan representing the important work
that is required to occur in the organization in order for the Strategic Directions to be successful.
Finally, a set of Patient Exemplars developed by the WeRCKHA Council, the Rural Health Advisory
Committee and Patient Experience Council highlight the specific opportunities to enhance access to care
for the population served by the Programs at CKHA.
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Chatham-Kent Population Health
Chatham-Kent is a single-tier municipality in Southwestern Ontario, Canada. Mostly rural, its population
centres are Chatham, Wallaceburg, Tilbury, Blenheim, Ridgetown, Wheatley and Dresden. The current
Municipality of Chatham-Kent was created in 1998 by the merger of Kent County and its municipalities.
The Chatham-Kent Health Alliance is a two-site (Chatham and Wallaceburg) community hospital serving
the residents of Chatham-Kent and South Lambton including two Indigenous communities: Bkejwanong
First Nation (Walpole Island) and Delaware First Nation at Moraviantown.

Population Description
The Chatham-Kent area had a total population of 101,647 in 2016. The 2011 census confirmed a 4.2%
population decline in Chatham-Kent. Recent data from the Ministry of Health and Long-Term care
supports a similar trend from 2010 through 2015. (Municipality of Chatham-Kent, 2017)

(Statistics Canada, 2017)

The Erie St. Clair Region is identified as the
broader areas of Chatham-Kent, SarniaLambton and Windsor-Essex. At slightly lower
than the provincial average, 3.3% of residents
in Erie St. Clair identify as Francophone. At
32% seniors, this population has twice the
proportion of seniors found in the general
population. Erie St. Clair also continues to be
notably less diverse than the rest of Ontario,
with significantly lower proportions of
immigrant and visible minorities within CKHA’s
catchment area. (Erie St. Clair LHIN, 2016)

Personal and household incomes for the Chatham-Kent area have risen from 2008 to 2013; however,
they remain lower than the median for Ontario. Although unemployment in Chatham-Kent is slowly
declining, sitting at 7% in May 2017, it remains higher than the Ontario rate and second highest in the
ESC region. In addition, homelessness continues to be a concern for Chatham-Kent inhabitants. The wait
list for social housing reported by the Municipality of Chatham-Kent has increased by 61% in the past 10
years. The life expectancy for a Chatham-Kent resident is approximately 79.5 years. Although this is
slightly lower than the rest of the Erie-St Clair area, there has not been a significant decline over the past
several years.
The total dependency ratio measures the burden of responsibility of the working-age population to care
for seniors and youth in any given community. In many ways, it is a measure of the sandwich generation.
The elderly dependency ratio compares the number of 65+ aged population to the working-age
population, generally defined as 19-64 years of age. In southwestern Ontario, the elderly dependency
ratio is 30 elderly persons to every 100 working age person, which is above the norm. The total
dependency ratio is also above average at almost 10 percentage points greater than for Ontario and
Canada. This increased burden can have broader implications, such as the need for flexible workplaces,
or individual impact implications, such as the potential for increased physical and mental health
problems for those left to support loved ones in an informal caregiver capacity. (SWAHN, 2016)
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The City of Chatham and Rural Kent are sub-regions of the Erie St. Clair Local Health Integration Network
(LHIN). The Erie St. Clair LHIN compiles an Integrated Health Services Plan (IHSP) every three years that
includes population health and demographic data comparing the local population to the rest of the
province. More specifically, compared to the province, Erie St. Clair has:







a higher number of people living on low incomes
a population with a lower life expectancy
a higher proportion of seniors
a higher incidence of individuals who are overweight or obese
a higher proportion of individuals with poor lifestyle habits such as smoking, drinking, poor
nutrition, and inactivity
higher rates of chronic conditions such as cardiovascular diseases, cerebrovascular diseases,
diabetes, high blood pressure, chronic obstructive pulmonary disease (COPD), and arthritis

The most recent IHSP 4 offers some insights into the challenges across the catchment area through the
social deprivation map for Chatham-Kent. The map shows high concentrations of social deprivation in
Walplole Island, Northern Chatham-Kent and Urban Central Chatham.
Social deprivation is defined as areas that have:
- High chronic disease hospital admissions and
discharge rates;
- High rates of unemployment;
- High percentage of people living below the
low-income cut-off;
- Highest emergency visit rates across the
ESCLHIN; and,
- High chronic disease discharge rates from
hospital for cancer, COPD, diabetes,
hypertension, ischemic heart disease and
stroke.
(Erie St. Clair LHIN, 2016)

Building on this, data collected for Chatham-Kent (CK) shows a number of areas for improvement in
quality of life indicators. Challenges associated with quality of life indicators or social determinants of
health translate directly into health indicators.
Indicator
Current smoker
Fruit and Vegetable Consumption (five or more times/day)
At least moderately active in leisure time
Overweight or obese
Less than high school education
Social Assistance
Annual Average Wage

CK
Ontario
22.3%
19.4%
26%
38.4%
48.2%
53.6%
62.9%
52.3%
21%
14%
10.3%
6.9%
$39,668
Canada $44,968

Source: Adapted from Discovering the Cost of Living for Chatham-Kent, 2014
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Overall, Chatham-Kent in particular sees a higher trend in percentage of people with Arthritis, Diabetes,
Asthma, Hypertension, Mood Disorders, and COPD, which contributes to the overall higher mortality
rate for the area. (Erie St. Clair LHIN, 2016)
Indigenous Health
Overall, the proportion of the Erie St. Clair population identifying as Indigenous has increased slightly to
2.5 per cent, similar to the province as a whole. (Erie St. Clair LHIN, 2016) According to the ESC LHIN’s
Indigenous Strategic Plan, the health of First Nations, Métis, and Inuit peoples in Canada is improving yet
these populations continue to experience lower health outcomes than non-Aboriginal Canadians. To
overcome health disparity and poor outcomes requires system reforms, including indigenous people in
the design and development of services, better access to health and prevention services and an
improved patient experiences premised on equitable health care treatment.
CKHA likely serves a larger indigenous population than other areas. According to Statistics Canada’s
“Focus on Geography Series, 2016 Census”, there were 4,070 Indigenous people in Chatham-Kent, the
majority of whom reported a single Indigenous identity. Additionally, the Bkejwanong First Nation
(Walpole Island) has a total membership of 4,860 people with 2,371 people living in the community.
(Bkejwanong First Nation, 2017) Interestingly, the average age of the Indigenous population in ChathamKent was 33.1 years or 10 years younger than the non-Indigenous populations. As well, almost one-third
(27%) of the Indigenous population is children aged 14 and under 5. (Statistics Canada, 2017) In January
2016, the ESC LHIN’s Indigenous Health Planning Committee identified five strategic directions over
three years to help the region better serve this population. Two of the five directions cite opportunities
to address gaps in service and outcomes specifically in the Chatham-Kent catchment areas including
resources, such as hospital indigenous patient navigators and indigenous health link coordinators, and
for Walpole specifically, advancing the intensive care management model and a proof of concept for a
palliative care model.
Seniors Health
While the indigenous community in the region is young and growing, the remainder of the population is
aging and shrinking. Alternate Level of Care (ALC) rates, which is a designation that identifies patients
who no longer require the intensity of resources or services provided in their current settings and who
are waiting for ALC, offer an indication of the pressures associated with seniors and access to care. Over
the past 3 years, overall ALC rates for the hospital have increased from 6.3% (2015) to 18.6% (2017). The
combination of limited supply of long-term care beds and a largely aging population in Chatham-Kent is
likely to result in continued ALC pressures and the desire to get patients in the appropriate bed. (Access
to Care - ALC Informatics, CCO, 2017)
There are emerging models to better serve the needs of communities and patients. For example, the
Patient-Centered Medical Home model gained prominence over a decade ago in the United States as a
mechanism to transform primary care delivery.1 In 2012, Ontario established Health Links that reflect
many similar principles to the medical home model including patient and family centred,
comprehensive, coordinated, team-based, quality-focused and accessible care. Health Links serve a
target patient population most often described as the 5% who are responsible for 65% of health care
use. Health Links support these high needs patients with complex conditions or individuals with four or
1

Recent studies show that this approach can deliver high quality care and reduce costs yet requires initial
investments in capital and labour and time. Research suggests this type of transformation takes over three years to
achieve a return on investment. (Gray & Aronovich, 2016)
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more chronic and high cost conditions, including individuals living with mental health and addictions,
palliative patients and frail elderly. They also have the flexibility to adapt identification criteria to their
local population needs. (Ministry of Health and Long-Term Care, 2016). There is currently one Health
Link in Chatham-Kent.
Mental Health & Addictions

“Nonmedical use of opioid pain relievers and heroin has grown significantly in recent years and is higher
among rural adolescents, young adults, and in states with large rural populations. The National Institute
on Drug Abuse and the Centers for Disease Control and Prevention (CDC) described “a striking shift in the
prevalence of fatal drug overdoses from urban to rural counties ”.
National Rural Health Association’s 2016 Policy Brief (American)

A conservative estimate of the burden of addictions and mental illness in Ontario is being more than 1.5
times that of all cancers and more than seven times that of all infectious diseases.i In 2014, the
combined prevalence in Ontario is 16% and the Erie St. Clair LHIN reports regional prevalence above that
of the rest of the province at 18.2%ii. For Chatham-Kent that represents over 20,000 individuals, 60% of
whom live in rural areas or First Nations, adding complexity in access to care. Windsor, Chatham and
Sarnia have the highest use of prescription opioids in the province, according to a study by Health
Quality Ontario that showed 18 in 100 people within the Erie St. Clair LHIN filled at least one opioid
prescription in the 2015-16 fiscal year.iii Chatham-Kent Health Alliance (CKHA) is home to acute mental
health and addictions services and has plans to relocate its community mental health programs to an
off-site location with the Canadian Mental Health Association (CMHA); there are no withdrawal
management services in Chatham-Kent.
The 2016 Erie St. Clair LHIN’s Addiction Strategy identifies recommended actions to close the gaps in
services including “a coordinated, addiction assessment and referral service system and enhanced
community-based treatment options” along with the intent to “advance the integration of Mental
Health and Addiction services and programs with primary care practices in the region.”iv With gaps in
service currently acknowledged in Chatham-Kent and anticipated volume increases, particularly in the
area of addictions, there is an opportunity to respond to existing and emerging community needs in a
way that is both culturally competent and explores best practices in rural health care delivery.
For more information on specific patient populations and CKHA services that support their needs, see
Appendix A: Program Profiles.

What are the opportunities?
 What are the existing and emerging populations?
 What are their needs?
 What is the role of CKHA in closing the gaps on those needs?
 Who could CKHA partner with to address population needs?
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Provision of Quality, Safe and Comprehensive Care
Through its fourth Integrated Health Services Plan 2016-2019 (IHSP4), the ESCLHIN identifies eight
strategic priorities for healthcare in the region:
1. Improved outcomes in hospital EDs
2. Improved outcomes in ALC Management
3. Improved outcomes in chronic disease prevention and management
4. Improved outcomes in addictions and mental health care
5. Improved outcomes in rehabilitation care
6. Improved outcomes in hospice and palliative care
7. Improved outcomes in indigenous health care
8. Improved outcomes in French language health care
The LHIN’s IHSP 4 engagement activities for Chatham-Kent produced five themes for health care in the
area (in ranked order): Better Access to health care, better coordination of services, more support for
people at home, more focus on health promotion and illness prevention, and more cost effective care.
A third party benchmarking report in 2016 indicates that the catchment area served by CKHA have
higher rates of acute inpatient admissions and are high users of emergency department care. (Preyra
Solutions Group, 2016). A potential response to this dynamic is the continual evolution in health service
delivery that shifts from bedded care to ambulatory services. A reduction in unnecessary admissions is
possible through strategic access to follow-up care post Emergency visit or discharge from an inpatient
unit as well providing new points of access for patient care outside of the hospital through effective
partnerships. Support and funding for numerous strategies to shift resources from institutions to
outreach or mobile teams that provide important preventative care and treatment in the home or
community continues to be a priority2. Examples in Chatham-Kent include mobile mental health crisis
teams, who along with police services partners, intervene in community. Another example is the Nurseled outreach team to Long-Term Care home, reducing unnecessary ED visits and reducing the impact on
EMS services for non-emergent transport to the ED.
There are also opportunities to avoid high cost care and achieve best practice. Choosing Wisely Canada
is a campaign to help clinicians and patients make smart and effective care choices by talking about
unnecessary tests and treatments. The organization indicates that up to 30% of tests, treatments, and
procedures in Canada are potentially unnecessary. Through open dialogue and focused attention,
Choosing Wisely initiatives are achieving reductions in usage without compromising patient outcomes or
length of stay in hospital. (Choosing Wisely Canada, 2018) Achieving appropriate use also helps improve
access to those whose care needs are most appropriate for the test, treatment or procedure in
question. This is likely particularly true for patients affected by wait times.
Data for Chatham-Kent residents discharged for acute inpatient care by main provider service for fiscal
2016/17 indicates potential opportunity in Urology and Obstetrics/Gynecology, as well as possibly
orthopedics, general surgery and pediatrics. (CKHA, 2018) The aging population also points to
opportunity in geriatric medicine and care.

2

The IHSP 4 strategic direction to improve outcomes in emergency departments identifies tactics that include
opportunities for conditions managed elsewhere (outside of the ED) and support for ED diversion strategies with
Long-Term Care such as nurse-led outreach teams. (Erie St. Clair LHIN, 2016)
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While current population projections are likely to remain stable, the 65+ population will increase by 54
per cent over 15 years and the 75+ sub-group will double over 20 years. Age is a predictor of illness and
results in increased use of health care services and/or a demographic that may require greater resource
intensity. The population projections link to the volume of services that CKHA must plan for in future.
The impact of these changes are anticipated to result in increased use of bedded services in select areas
and increased demands for most outpatient services including Emergency care, ambulatory clinics (such
as Adult diabetes and Med/Surg), imaging exams, cardiac diagnostics, stroke strategy interventions and
allied health services in Chatham. In Wallaceburg, population projections suggest increased clinic visits,
imaging services, cardiac diagnostics and allied health services. (Agnew Peckham , 2017)
ED Wait Times:
 CKHA is performing well against provincial targets for both average and total time spent in the
ED for complex conditions, the latter of which is when 9 out of 10 patients are in the ED for less
than 8 hours. For minor conditions, the Wallaceburg site meets or exceeds the target while
Chatham is slightly above average for both categories.
Diagnostic Wait Times:
 Adult CT Scan for priority 4 procedures: provincial target is 28 days; CKHA’s average wait is 28
days (CKHA meets wait times for priority 2 and 3)
 Adult MRI for priority 4 procedures: provincial target is 28 days; CKHA’s average wait is 54 days.
Surgical Wait Times:





Hip replacement surgery: provincial target is 182 days; CKHA’s average wait is 76 days
Knees replacement surgery: provincial target is 182 days; CKHA’s average wait is 232 days
Cataract surgery: provincial target is 182 days; CKHA’s average wait is 44Days

What are the opportunities?
 Where could CKHA focus to provide quality, safe and comprehensive community hospital care?
 Who could CKHA partner with to address?
 What are the opportunities to move from inpatient to ambulatory services and where could
those services be offered?
 What can we do to prevent use of hospital services?
 How can CKHA support health promotion and disease prevention?
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Access and Rural Health Delivery
Catchment Area and Communities
There are six sub-regions within the Erie St. Clair region, two
of which are within the hospital’s catchment area: Rural
Kent (all areas outside of the city of Chatham) and Chatham
City Centre (Figure 1).
As demonstrated in Figure 1.0, the Municipality of ChathamKent covers a large geographic area of 2457.9 square
kilometers. (Government of Canada, 2017)
The catchment area for CKHA extends from the town of
Wallaceburg in the North, Lake St. Clair to the West, Lake
Erie to the South, and towns of Bothwell and Highgate to
the East. Within the new Rural Kent sub-region, there are
also two indigenous communities served by CKHA:
Bkejwanong First Nation (Walpole Island) and Delaware
First Nation at Moraviantown.

Figure 1: Chatham-Kent
Catchment Area
The rural nature of Chatham-Kent presents challenges for its residents in accessing care from its two
sites. The Rural Health Advisory Committee is a new group formed at CKHA that includes
representatives of Primary Care (Family Health Teams and Community Health Centre), First Nations,
Public Health, and residents from across Chatham-Kent. This group along with the WeRCKHA staff
Council and the Patient Experience Council developed a comprehensive set of Patient Exemplars that
can be found in Appendix B. These Patient Exemplars identify specific barriers and challenges in
delivering accessing the programs and services at CKHA.
CKHA has also identified the need to shift towards more ambulatory services vs. bedded services. This
will allow the organization to partner with other organizations in the future to locate services outside of
its two current sites in Chatham and Wallaceburg.
Figure 2.0: OTN Access in Chatham-Kent

Chatham-Kent’s expansive geography
creates other challenges of access, such
as transportation. The Ontario
Telemedicine Network (OTN) has
created a valuable infrastructure across
the province linking patients and
providers in different areas. OTN is a
crown corporation and the largest
provider of telemedicine globally. OTN
has long been a leader in securely
linking clinicians and patients in
traditional settings (such as hospitals or
Family Health Teams), today they can
securely connect clinicians with
patients and/or family members in an
environment that works best for them,
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such as their home or office or vacation destination. Unfortunately, Figure 2, from a recent presentation
by the OTN to the Rural Health Advisory Committee highlights that there is no institutional access to
telemedicine south of the 401. (Ontario Telemedicine Network, 2018)
From a public policy perspective, rural health hubs are an emerging model to address the unique needs
of patients and providers in northern and rural Ontario. In 2016, the government announced $2.5M to
support five hubs at the following organizations: Dryden Regional Health Centre, Espanola Regional
Hospital and Health Centre, Haliburton Highlands Health Services, Manitouwadge General Hospital and
North Shore Health Network (formerly Blind River District Health Centre). (Ontario Hospital Association,
2017) The concept builds on the recommendations of the 2010 Rural and Northern Health Care Panel
Report, and is intended to allow local health and social service organizations to formally work together
to improve coordination and effectiveness of care for a defined geography or population under 20,000.
(Multi-Sector Rural Health Hub Advisory Committee, 2015)
What are the opportunities?
 What could CKHA on its own or in partnership do to enhance access to care for rural residents?
 Who could CKHA partner with?
 What models of care delivery, teaching and research could establish CKHA as a leader in rural
health?
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Patient and Family Centred Care
The Ministry of Health and Long-Term Care`s (MOHLTC)
current health policy is outlined in Patient’s First: Action
Plan for Health Care. The plan supports the principles of
the Canada Health Act, builds off the 2012 Action Plan
for Health Care and outlines four key objectives:
1. Access: Improve access – providing faster access to
the right care
2. Connect: Connect services - delivering better
coordinated and integrated care in the community,
closer to home
3. Inform: Support people and patients – providing the
education, information, and transparency they need
to make the right decisions about their health
4. Protect: Protect our universal public health care
system – making decisions based on value and
quality to sustain the system for generations to
come
(Ministry of Health and Long-Term Care, 2015)
This plan provides a framework for patient and family centred care within Ontario’s health system
through services delivery and policy. In December 2016, Bill 41 and the proposed expansion of the LHIN
role to further reduce health care disparities and strengthen patient-centered care passed. The Patients
First Act came into law. By March 2017, the expansion of the LHIN authorities was in place and clearly
mandated that every LHIN establish a Patient and Family Advisory Council, thus embedding into law the
requirement for health system planning entities to leverage the unique voice of patients into their work.
This aligns expectations of health system planners (LHIN) with that of health service providers (Hospitals
etc.), which through Regulation 187/15 under the Excellent Care for All Act, 20103 made hospitals
legislatively accountable for patient engagement in the creation of Quality Improvement Plans (QIP).
(Health Quality Ontario, 2018)
“Patient and family-centred care is working “with” patients and families, rather
than just doing “to” or “for” them.”
The Institute for Patient and Family Centred Care

Acknowledged best practices in Patient and Family Centred Care include:
 patient engagement in quality improvement efforts
 experience based co-design working with patients and families
 the use of patient stories and videos for education of staff, physicians and volunteers
 involvement of patients and families in hiring panels
3

The Excellent Care for All Act (ECFAA) helps define quality for the health care sector, reinforces shared
responsibility for quality of care, builds and supports boards’ capability to oversee the delivery of high quality of
care, and ensures health care organizations make information on their commitment to quality publicly available.
ECFAA also sets out specific quality of care requirements, such as a public annual quality improvement plan, and
aligns quality with patient experience through patient feedback processes. (Ministry of Health and Long-Term
Care, 2018)
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CKHA’s uses the evidence-based patient survey tool through a third party vendor, National Research
Corporation (NRC), capturing data for inpatients (medicine, surgical and rehab units) as well as
emergency care. Inpatient scores and Emergency care scores are currently below the Canadian average.
The following dimensions are key areas for improvement:
o Coordination of care
o Respect & Dignity
o Communication with Patients
CKHA has the opportunity to join the Institute for Patient and Family-Centred Care to learn and adopt
other best practices to create and sustain partnerships with patients and families and to serve as a
leading organization and role model for other providers.
What are the opportunities?
 How can CKHA engage and partner with patients and families in meaningful ways?
 How can CKHA build on its commitment to community engagement?
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Technology & Infrastructure
Technology
The government`s 10-point Digital Health Action Plan identifies two category of strategies: consumerfacing and health-system facing initiatives. Much like the overall approach to health policy, the plan
begins with a commitment to patients.
The plan is driving the deployment of strategies for patient portals, such as `MyChart`4, providing
patients with direct access to information contained in hospital systems or regional clinical viewers. The
plan also aims to leverage existing tools and infrastructure, such as the Ontario Telemedicine Network
(OTN). In the current environment in Erie St. Clair, patients cannot directly access their electronic data.
This plan shifts the focus from providers to patients.

(Ministry of Health and Long-Term Care, Digital Secretariat, 2017)

4

MyChart is a portal that leverages data repositories to allow patients to access their clinical records. In Erie St.
Clair, the deployment of MyChart proposes to access information already available to providers through a regional
portal, ClinicalConnect. Developed at Sunnybrook, MyChart is currently in the planning phase of expansion into
southwestern Ontario. (HHS and HITS, 2018)
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The key provider or system-facing elements of the plan are about regional connectivity for providers
with integrated and shared records, tools to make secure communication between providers easier and
to support ease of access to key information. The plan also identifies a commitment to maximize value
of hospital systems and build digital capacity in home and community care.
To maximize value from hospital information systems the government is actively streamlining the
number of systems across hospitals in Ontario by having multiple hospitals partner to leverage a
common system (vendor) and instances (software and solutions). In Erie St. Clair, all five hospitals are
involved in the Cerner Provincial Reference Model, which will see the newest instance of the Cerner
system deployed across southwestern Ontario hospitals. The total estimated cost of ownership for the
Erie St. Clair hub is approximately $200M with an annual cost of approximately $4M to CKHA.
While this work is underway, the existing Health Information System (HIS) became unsupported by the
current vendor. A third party “extended maintenance” contract is in place for technical support for the
system until March 2019. CKHA will be a priority for the implementation due to the current HIS
situation. Given the importance of the HIS to patient care and the magnitude of the human and financial
investment required, the new system will be a priority for CKHA for the next 5 years.
Infrastructure Planning
There are over 140 public hospitals in Ontario competing for limited infrastructure investments from the
government. To support access to services across Chatham-Kent, CKHA re-committed efforts to
strengthen the physical infrastructure with formalized capital investment plans for both sites. The new
plan reflects a multi-phased approach to the existing sites with an aim to see an initial phase of
construction in Wallaceburg. In the short-term and over the past six months, CKHA made a concerted
effort to make the best use of its physical space while increasing access to services across its two sites
with the introduction of a number of new outpatient clinics in Wallaceburg. In the near future,
partnership agreements for space will make even better use of the Wallaceburg site and provide greater
access to care for community care.
CKHA is required to comply with the Ministry of Health and Long Term Care’s Capital Planning process.
Submissions are required at each stage and MOHLTC requires approval by the LHIN at each stage.
What are the opportunities?
 How could a new information system change the way care is delivered?
 What are the capital and infrastructure priorities to deliver care at two-sites?
 What are the capital and infrastructure priorities to deliver care in partnership with others?
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Culture and Safe work place
“...healthy and safe work environments for workers are associated with patient safety
and service quality.”
Health Quality Ontario, A Framework for Public Reporting on Healthy Work Environments in Ontario Healthcare
Settings, 2010

Staff and Physician Engagement
The link between the workplace culture and quality of care and the patient experience cannot be
overstated. Research indicates that organizations that have engaged workforces are more productive
and perform better yet the vast majority of organizations have disengaged workforces, which reflect a
vast amount of wasted potential. (Gallup, 2018) Current results demonstrate improvement to the
overall indicator of “rate your hospital as a place to work” from 57.5% at the end of 2016 to 70.9% in fall
of 2017.
NRC physician survey results in 2016
were more positive for physicians
than staff at 72.6% of physicians
providing a positive rating to the
indicator of “rate your hospital as a
place to practice”
Overall, CKHA’s current level of staff
engagement is 62.9%, which has
improved since 2016 and is below the
Ontario community hospital average
of 67.3%.5
The Ontario Hospital Association’s
approach to healthy workplaces
reflects a correlation between high
quality work environments and high
performing organizations. The OHA’s
model provides a comprehensive and
system framework for a high quality,
high performing and healthy
workplace.
Workplace Safety
Unfortunately, in recent years there has been an increase in the number and severity of workplace
injuries in hospitals. In response to this issue, a Workplace Violence Prevention in Health Care
Leadership Table was created and released a report, Preventing workplace violence in the health care
sector, with 23 recommendations to make hospitals safer, reduce incidents of violence and improve
attitudes and workplace safety cultures across Ontario. A key recommendation was to include
workplace violence in the 2018/19 Quality Improvement Plans. This year, workplace violence is being
5

In 2016, CKHA surveyed all full and part-time staff and 150 privileged professional staff, largely physicians. To
ensure the proactive and ongoing monitoring of internal satisfaction, beginning in 2017 the organization surveys
1/3 of the staff every 4 months. The result remains all staff surveyed annually and the organization receives
feedback more often to increase the number of times it can act on the data. Physicians continue to be surveyed
annually.

15

addressed in the narrative section of the QIP and for hospitals there is also a mandatory indicator to
track the number of workplace violence incidents overall is required. According to Health Quality
Ontario, mandatory indicators relate to urgent issues requiring province-wide improvements. In 2017,
CKHA also created the Workplace Violence Committee to identify and monitor violence related incidents
and reduce risks to staff and patients.

“There must be zero tolerance for workplace violence; one incident of workplace violence
is one too many.”
Workplace Violence Prevention in Health Care Leadership Table

In 2013, the Standards Council of Canada approved voluntary standard for Psychological health and
safety in the workplace. This new standard recognizes that the way people interact with one another
daily, working conditions, management practices and communication of decisions are all key factors to
achieving a psychological well-being among employees. The research to support this new standard also
demonstrates that improving workplace psychological health and safety is good business as benefits
include risk mitigation, cost effectiveness, recruitment & retention, and, organizational excellence and
sustainability. (Canadian Standards Association and Bureau du normalisation du Quebec, 2013) CKHA is
currently developing an implementation roadmap for the standards.
Human Capital
The Canadian Institute for Health CIHI’s “Supply, Distribution and Migration of Canadian Physicians,
2015” Report, identified that the average age of doctors in Ontario continued to rise, reaching 50.8 in
2015. In the Chatham-Kent catchment area, the physician population is aging. Over 37 percent of the
professional staff (physicians, nurse practitioners, and midwives) is over the age of 55. The average age
of a family physician is 51.6 and the average age of a specialist is 51.2 in Chatham-Kent. (Canadian
Institute for Health Information, 2015). The trend of an aging population with a higher incidence of
chronic disease necessitates an increased demand for more medical human resources in the future.
In recent years, there has been a lot of media coverage about the pending nursing shortage across the
healthcare sector. At CKHA, workforce challenges for the hospital include an aging workforce, with 22%
eligible to retire in 2017, and challenges in recruitment & retention of select roles, particularly nursing
staff. The hospital’s geographic location and the reality that external recruitment for clinical units are
often part-time positions, which are less attractive and if successful in filling then present greater risk for
retention, perpetuate these challenges.
Through fiscal recovery, CKHA saw 39 voluntary exits, inclusive of early retirement and attrition in 2017.
The organization also reduced its leadership by 19 positions, inclusive of both medical and
administrative leadership roles.
What are the opportunities?
 What are the opportunities to improve CKHA’s culture?
 How could CKHA build on its commitment to provide a safe work environment?
 How can CKHA retain and attract staff, physicians and volunteers?
 How could CKHA inspire the best performance of its teams?
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Value and Optimization of Resources
The Local Health System Integration Act, 2006 requires
that the LHIN and the Health Service Providers, such as
CKHA, enter into a service accountability agreement.
From 2011 to 2014, the key aspects of health system
funding reform came into effect. Base budget allocations
progressively reduced as the Health Based Allocation
Model, based on population growth and demographics,
and Quality Based Procedures, which derives value from
volume of procedures, increased. The intention of the
new funding formula was to rebalance the distribution
and health of the population while also driving quality of
care through care pathways and capped funding of
select procedures. There was an unforeseen degree of
impact on some institutions, such as medium
community hospitals. In response, the government
redefined hospital sizes and readjusted aspects of the
HBAM formula in 2017.

Year 0
April
2011

Year 1
April
2012

Base funding

Year 3
April
2014

Year 2
April
2013

HBAM

QBP

HBAM requires organizations to deliver the level of
service within the funding envelope for that service. As noted previously, CKHA provides more service
than expected for several of its HBAM funded programs. The HBAM impact analysis projections for this
fiscal, done in early 2017 and in advance of fiscal recovery efforts, clearly indicate a projected variance
between funding and service of 5%.

HSFR Funding Workbook: 2017/18 HBAM Variances
Category

Overall
Acute Inpatient and Day Surgery
ER Outpatient
Mental Health Inpatient (excluding
Forensic Inpatient)
Complex Continuing Care Inpatient
Rehab Inpatient

2017/18 Overall
Variance

2017/18 ServiceBased Variance

5.02%

2.59%

Cost-Based
Variance

Growth Rate:
2015/16 to
2017/18
2.39%
2.76%

3.64%

3.01%

0.63%

2.94%

23.81%

2.42%

20.88%

0.88%

4.18%

4.18%

0.00%

-1.43%

16.34%

1.18%

14.97%

5.34%

-13.27%

2.70%

-15.64%

4.46%

QBPs continue to present opportunities and challenges for organizations. There is opportunity to shift
volumes between procedure types to deliver on service needs of the community while also managing
the financial impact associated with unfulfilled volume (funding claw back). As well, QBPs that can be
completed below funded cost provide some financial relief to the organization, which can be reallocated
to deliver more volumes or address other financial pressures in care delivery.
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CKHA operated at a deficit for many years, leading to a precarious financial situation in 2016 and an
inability to invest in new equipment or facilities. Throughout 2017, significant effort went into returning
the Alliance to a sustainable position through improving efficiency. Reductions in management positions
coupled with funding announcements by the Ministry of Health and Long-Term Care enabled CKHA to
end 2016/17 with a small surplus (excluding building depreciation), only the second time in the past 7
fiscal years that a balanced position was achieved by year-end. By summer 2017, CKHA announced a
fiscal recovery plan, including over 20 cost improvement strategies to help sustain the hospitals balance
sheet and begin to reduce the outstanding line of credit, which was $10M in early 2017. Today, the line
of credit is $8M and the financial outlook for 2017/18 remains favorable.
The following are in place to help CKHA deliver value and optimize resources:
 Strengthened accountability framework and attestation process for senior leaders
 Enterprise-wide risk assessments and action plans to reduce risks across all domains
 Revised policies related to financial practices and authorizations
 Ongoing benchmarking and a plan to conduct comprehensive benchmarking every three years
 Program management structure enables ongoing environmental scanning and clear operational
accountability
 New Quality, Utilization and Resources Committee, comprised of senior medical and
administrative leaders, to support quality of care within the resources of the hospital
What are the opportunities?
 What could CKHA do to use its resources wisely?
 How could CKHA demonstrate value to the taxpayer and how could we measure that?
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APPENDIX A: CKHA Program Profiles
Program Name

Program Description

Patient Profile

Women and Children &
Indigenous Health

The Women and Children’s Program is focussed on
the health and well-being of women, newborns,
children and families. This program also provides
organizational leadership for our indigenous patient
population.

The unit supports expectant
moms of all ages, up to 12
labouring and post-labour moms
and newborns, 5 babies in the
Level 2 Neonatal Intensive Care
Unit, 3 children up to 18 years,
and women in need of in- or outpatient care.

Services include: Obstetrical triage, labour and
delivery, nursery and pediatric services,
breastfeeding support, infant hearing screening and
gynecology including post-op care. Program also
oversees social work services.
Diagnostic and
Therapeutics

The Diagnostics and Therapeutics program offers a
wide range of services that support both our in- and
out- patient populations. These services include:
Diagnostic Imaging: X-Ray, Ultrasound,
Mammography (Chatham site), Fluoroscopy
(Chatham site),MRI (Chatham site), CT (Chatham
site), Nuclear Medicine (Chatham site),
BMD to measure the density of minerals in your
bones. (Chatham site).
Laboratory: Microbiology, Histology, Hematology,
Chemistry and Transfusion Medicine in Chatham and
Point-of-Care testing and Transfusion Medicine at
Sydenham. Outpatient testing is done at community
labs.
Pharmacy: safe and efficient distribution of
medications to patients. Operates 365 days per
year, with access to a clinical pharmacist 24/7.
Therapies: Respiratory Therapy, Dieticians, Speech
Language Pathology, Physiotherapy, Occupational
Therapy and Recreation Therapy.

Anyone referred for services
and/or inpatients.

Utilization & Activity
Chatham-Kent Health Alliance supported 781
births in the last year, of which 223 were
caesarean births.
Top diagnosis by service and provides includes:
Paediatric Medicine: Predominantly allergic
asthma, without stated status asthmaticus;
Pneumonia; Acute bronchiolitis
Paediatric Surgery: Acute appendicitis
Paediatric Trauma: Supracondylar fracture of
humerus, closed; Concussion
Diagnostic Imaging supported over 106, 873 visits
in 2016/17, with 8,027 MRIs.
MRI and CT Scans within expected timelines for
priority 2-4 is 90%.
CKHA’s performance is currently 35.3% for MRIs
and 64.7% for CTs.

APPENDIX A: CKHA Program Profiles
Chronic Disease
Management, Family
Medicine, Rural &
Seniors Health

Complex Continuing Care (CCC): Provides
continuing, medically complex and specialized
services to individuals who have long-term illnesses
or disabilities that typically require skilled,
technology-based care not available at home or in
long-term care facilities.
Rehabilitation Unit: Provides interdisciplinary care
and services to individuals with multiple complex
care needs that exceed the capability of our
community providers.
Integrated Stroke Unit: CKHA is a designated district
stroke centre. CKHA’s integrated stroke unit offers
specialized care in the treatment and recovery from
Stroke.
Ambulatory Care: Various medical interventions
provided on an outpatient basis. Multiple clinics
offer services ranging from minor procedures and
follow up to medical day care and transfusions.
Oncology Services: CKHA’s Cancer Clinic is a Level 4
satellite outpatient referral centre aligned with the
Erie St. Clair Regional Cancer Program and the
London Regional Cancer Program.
Dialysis: A satellite dialysis program for LHSC and
operates 9 chairs. The unit has a 94% occupancy
rate.
Diabetes Education: Diabetes Services include oneon-one or group consultation on monitoring blood
sugar levels, medications, healthy eating, exercise,
and other lifestyle choices.

The typical CCC patient is frail
and elderly, requiring supportive
care to stabilize, strengthen and
transition home.
CKHA’s Diabetes Education
Centre offers supports for people
of all ages living with prediabetes
or diabetes.

Stroke has an average length of stay of 5.8 patient
days compared to an expected length of stay of
6.3 patient days. CKHA currently admits 85% of all
stroke/TIA to this specialized unit. The Stroke
Prevention clinic had 1,433 visits in 2016/17.
ALC post-acute target is 12.7%. CKHA’s current
data reflects a post-acute ALC rate of 19.9%.
In 2016/17, there were:
8,069 Dialysis visits
3,572 Chemotherapy/oncology visits
8,586 Diabetes education centre visits
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Medicine and Critical
Care

Medicine
Provides care to all individuals who require
treatment for medical conditions. Medicine occupies
two clinical units and typically has close to 50
patients to support.
Critical Care
The Intensive Care Unit (ICU) at CKHA contains ten
Level 3 ICU beds. In the Progressive Care Unit (PCU),
there are twelve Level 2 PCU beds. All patients are
admitted under internal medicine.

Mental Health &
Addictions

Surgical

CKHA has a 21-bed inpatient psychiatric unit where
patients may be admitted voluntarily or
involuntarily. The goal of admission is to stabilize
symptoms and initiate treatment plans. The
outpatient program offers Outpatient Psychiatry
Clinic services as well as counselling and treatment
for adults in a variety of mental health and addiction
related specialties.
The Psychiatric Assessment Nurse offers mental
health assessment services through both the
Chatham and Sydenham Campus Emergency
Departments 24 hours a day, 7 days a week.
The Surgical Program offers pre-surgical screening,
education, instruction, diagnostic testing, day
surgery, post anesthesia care unit (recovery room) to
a 28 bed inpatient unit for those individuals
admitted after surgery. The Surgical Program along
with the department of Anesthesia offer surgery in
the following specialties; General Surgery,
Orthopedics, Ear/Nose/Throat, Ophthalmology,
Gynecology and Dental. Vascular, Cardiac and
Neurological surgeries are referred to other
specialized centres across the region.

Medicine patients are typically
adults with multiple diagnoses,
the most common being
respiratory, diabetic, infections
and cardiac illnesses.
Level 3 ICU takes critically ill
patients requiring mechanical
ventilation, advanced monitoring,
specialized physician and nursing
care.

Medicine has an average length of stay of 10.1
patient days compared to an expected length of
stay of 6.7. ICU has an average length of stay of
4.5 patient days compared to an expected length
of stay of 7.1; PCU has an average length of stay
of 4.1 patient days compared to an expected
length of stay of 5.0.
ALC acute target is 12.7%. CKHA’s data currently
reflects an acute ALC rate of 12.9%.

Level 2 PCU takes patients that
require close cardiac monitoring
and nursing observation.
Adult patients are treated for a
number of different psychiatric
disorders ranging from
depression and anxiety to acute
psychosis. Individuals under the
age of 16 who are assessed to be
appropriate for admission are
transferred to the appropriate
youth services in the region.

In 2016/17 there were 8,890 outpatient mental
health visits.

The most commonly performed
procedures are Hip and knee
replacements as well as bowel
surgeries. The Average patient
age is approximately 60 years of
age.

The average length of stay is 3.9 patient days
compared to an expected length of stay of 4.2
patient days. Targets for priority 2-4 Hip and Knee
replacements within timelines is 90%. CKHA`s
current performance is 94.4% (Hips) and 42.9%
(Knees).

Repeat ED visits within 30 days for mental health
patients is currently improving at the Chatham
Campus and increasing at the Sydenham Campus.
Repeat visits within 30 days for substance abuse is
improving at both campuses.

In 2016/17 there were 12,093 day surgery
procedures.
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Emergency, Ambulatory
Care & Patient Flow

The Emergency Department operates 24 hours a
day, 7 days a week out of both Chatham and
Wallaceburg sites. Patients are seen by a nurse upon
arrival to the Emergency Department and triaged to
ensure that the sickest patients are treated first.
Patient Flow coordinators ensure a smooth
transition for patients moving throughout the
organization with the goal to place the patient in the
right bed at the right time.

The patient profile is diverse and
ever changing. Anyone can access
ED services

In 2016/17, there were 62,497 visits across both
campuses.
The Chatham Campus sees an average of 120
patients per day and Sydenham Campus sees
approximately 48 patients per day. The most
common CTAS level encountered is CTAS 3.
Physician initial assessment time target is 3.5hrs.
CKHA`s currently performance is 3.3hrs.
90th percentile target for ED Length of Stay for
admitted patients is 8 hours, CKHA`s current data
reflects 6.9 hrs for Chatham and 4.9 hrs for
Sydenham.
90th percentile target for ED Length of Stay for
minor (non-admitted) patients is 4.0hrs. CKHA`s
current data reflects 4.1hrs for Chatham and 3.7
for Sydenham.
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CKHA Patient Exemplars
Medicine & Critical Care
Shirley
Shirley is a 57 year old resident of Wallaceburg. She works
as a secretary and lives in an apartment with her spouse.
She is normally healthy but has a progressively worsening
cough with shortness of breath. Her husband takes her to
the Emergency Department. She is assessed and it is
diagnosed with pneumonia. Shirley is admitted to the
Wallaceburg site. She is cared for by a team including a
family practitioner. A consult is ordered with internal
medicine. Rather than sending her to Chatham for the
consult, the physicians communicate using videoconferencing from Shirley’s bedside through portable
Ontario Telemedicine Network equipment. The specialist
recommends a change in antibiotics. It is recommended have she have a follow-up visit upon discharge
at the Wallaceburg Internal Medicine Clinic and with her primary care provider at the Wallaceburg
Family Health Team. Shirley and her husband were thankful for care close to home.
Ann
Ann is a 40 year old resident of Merlin. She is a single
mom in generally good health who works part-time. As a
part-time worker she has no access to extended employee
benefits. Ann had acute pain in the abdomen and a coworker called 911. She was transported via ambulance to
the Emergency Department. She was triaged and assessed
as having pancreatitis. Ann was placed in a 4-bed ward
accommodation because she had no coverage for a private
or semi-private room. Ann developed a serious
respiratory infection in-hospital and was transferred to the
ICU. From there she went to the Progressive Care Unit and
then back to the medical unit. With multiple moves between units over her 10 days in hospital, she was
treated by a new team of staff and physicians each time including specialists and hospitalists as her own
family physician does not have hospital privileges. She was concerned about confidentiality of her
information and also about how many times she had to tell the same story to someone new. Ann felt
that money was an issue that complicated her stay. Would she have to pay for the ambulance ride? Did
she get the infection because she could not afford a private room? Will she need medication? What if
her family can’t look after her children and she has to pay for that too?
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Mental Health & Addictions
Raj
Raj is a 28 year old resident of Chatham. He is a highly educated
recent immigrant to Canada. His family has yet to immigrate and so
he is isolated. Raj is unemployed living on savings and government
funding in social housing. Raj was healthy on moving to Canada but
is finding that his mood is unstable right now and that he feels
disconnected to his culture and peer group. He has post traumatic
stress disorder from his experiences before he immigrated to
Canada. Raj arrived via ambulance as his roommate was concerned
that he would harm himself. He was assessed in the Emergency
Department by the Psychiatric Assessment Nurse. Raj speaks English
but an interpreter was called to make sure that he understood the
medical terms described to him. He is discharged from the
Emergency Department with a referral to the Community Health
Centre and follow-up with the Canadian Mental Health Association.
Raj was fearful that disclosing health issues might affect his ability to
stay in Canada. Connection to community resources for immigrant
settlement was as important as connecting him to health care. Raj is
also dependent on public transit to access care and services in
Chatham.
Krista
Krista is a 22 year old resident of Tilbury. Krista is a mother
of two children who are currently under the care of
Chlidren’s Aid Society (CAS) and is an Ontario Works client.
Krista has a history of a bipolar disorder and substance
abuse. She is known as “frequent flyer” at the Emergency
Department with drug seeking behaviour. She is motivated
to gain custody of her children and so presents to the ED this
time to get a referral to an addiction detoxification program.
Krista was malnourished and has endocarditis. Once she
was cleared medically, she was referred to psychiatry and
admitted to hospital as there were no available “detox” beds
in the community for her to be referred to. A social worker
worked with Krista on a plan to access addictions treatment services as well as ongoing health,
counseling and nutrition services from the Family Heath Team. Unfortunately, Krista was unwilling to
stay in hospital and discharged herself against medical advice before referrals could be completed or
confirmed.
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Surgery
Joe
Joe is a 68 year old resident of Ridgetown. He is a
very active retired widower. He has a family history of
heart disease so he sees his primary care provider for
regular physical exams but has no health concerns.
Joe injured his knee at a hockey game and went to
the Emergency Department where he was X-rayed,
received a referral to an Orthopaedic surgeon and
had a brace put on his leg. Two days later he saw the
surgeon at CKHA and was scheduled for surgery as soon as possible. He came back for pre-admission
blood work and an EKG and then returned for Day Surgery. A friend came with him and drove him home
on the same day. He had a follow-up appointment two weeks later. Joe accessed physiotherapy
through a private physiotherapy as he continues to have access to his benefits as a retiree. Since he had
some physical limitations, he was referred for home care services and had the option to purchase
private meal delivery and transportation. Joe was pleased with the variety of services available to
pursue on his own. He decides to become a donor to the CKHA Foundation as a grateful patient.
Elizabeth
Elizabeth is an 83 year old resident of Thamesville.
She and her husband are retired farmers with 5
children who live in the area. Elizabeth focuses
more on her family than herself. Her children
notice that she has recently lost interest in the
things that she used to enjoy such as cooking and
church. She has lost weight and has abdominal
pain. She waits 2 months for an outpatient
endoscopy and is diagnosed with cancer. She is
referred quickly to a surgeon and is scheduled for
surgery within 2 weeks. Elizabeth was expected to
go home with home care after surgery but she became confused and deteriorated physically while in
hospital due to lack of mobility. She was transferred to the Rehabilitation Unit where despite the
involvement of many professionals, she became further confused and required restraints as she acted
out aggressively to staff and family. Family are reluctant to consider a discharge home. Elizabeth is
assessed for suitability for Long Term Care (LTC) and is deemed as an “Alternate Level of Care” (ALC)
patient who no longer requires acute care. The family chooses one LTC home with a long wait list in the
hopes that she can convalesce at CKHA until she is “better.” Elizabeth is transferred to the Complex
Continuing Care unit. Elizabeth’s family complain to the CEO and request that the hospital waive any copayments because they feel it is the hospital’s fault that she can’t go home.
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Diagnostics & Therapeutics
Jim
Jim is a 55 year old resident of Moraviantown. He
is a college graduate and lives with his common
law spouse. They are entrepreneurs. Jim lives
with diabetes. More recently he has been having
“mini-strokes” (Transischemic Attacks) and his
family physician referred him to the Stroke Clinic.
Jim made arrangements to come for an
appointment and was directed by the volunteers
at the front desk to go to the clinic where he saw
the nurse and the physician. They noted his
diabetes and suggested that he also be referred
for Diabetes education. He asked if he could go over there right now and they said no, he would have to
make an appointment. Then they identified lab tests and diagnostic imaging tests that he had to come
back another day for. Jim also had to go to a private lab for some of the tests. The results were sent to
his family physician who booked an appointment with him and then he went back to the stroke clinic.
Jim was annoyed with the number of times he had to come back to CKHA for visits. Each visit was time
away from his business. While Jim drives, he is annoyed with the parking fees for multiple visits.
Bob
Bob is a 37 year old resident of Chatham. He is
unemployed, lives in a motel and is verging on
homelessness. Bob has a mental health history
and is well known to the staff. He presents to the
Emergency Department with pain in his hand.
He is poorly nourished, has other possible skin
issues and has poor hygiene. Bob is angry about
his 20 minute wait to triage and felt staff were
judgmental of him due to his demeanor and
hygiene. Bob then spends 25 minutes in
diagnostic imaging and becomes belligerent
when asked questions by staff. Security are called as it is late at night and staff feel isolated. Staff are
unaware that their reactions to Bob escalate his behaviour. He is hungry but there is nothing to offer. He
then receives an x-ray after waiting 40 minutes. Bob waits 1 hour for the x-ray results. The physician
puts a splint on him and refers him to a surgeon. He is discharged from hospital but can only leave the
phone number to the hotel lobby he stays at. Bob leaves the hospital with medications but he has no
money for the drugstore and no transportation home. Bob would benefit from a Health Link to support
high users and referral to homelessness services of municipality.
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Emergency & Ambulatory Care
Tom
Tom is a 40 year old resident of Walpole Island. He
is recently divorced with two teenage children. He is
generally in good health but has been feeling dizzy
for several months and has some recent confusion.
Tom presents to the Wallaceburg Emergency
Department (ED). There are a few other people in
the waiting room and everyone is talking about what
brought them to the ED and how long they have
been waiting. He is worried that he will be dismissed
and that staff will assume he has been drinking
because he knows some of them socially. Tom is assessed and the ED physician orders labs and a CT
scan. Tom is transferred to the Chatham site’s diagnostic imaging services for the CT. He waits for interfacility transportation from Voyager. When he arrives in Chatham he goes directly to the CT. The test
results are received within 1 hour. There is no conclusive diagnosis and Tom is admitted for further
diagnostic testing to rule out stroke. Tom is worried about potential stigma related to his recreational
alcohol use and wonders what is in his chart as he has concerns about confidentiality in a small town.
He worries that this experience could impact his custody of his children. Staff connect Tom with the
Community Health Centre on Walpole and explore discussions on traditional healing with him.
Mylene
Mylene is a 25 year old resident of Rondeau. She is a
francophone and is a full-time bartender. Mylene is a
heavy smoker (1 pack per day) and consumes 2-3
alcoholic drinks per day. Otherwise, she is healthy.
After a routine pap smear with her family physician,
Mylene was referred to an Obsetrician/Gynecologist
(OB/GYN) as the results came back with a detection
of cancer. After seeing the OB/GYN in their office she
was booked for an outpatient procedure at CKHA.
She arrived at 6:30am for her procedure at 8:00am.
She was discharged when her boyfriend came to pick
her up and given instructions to follow-up. Mylene was very worried and wondered how this had
happened to her and what she did to deserve this. She wondered if she could still have children. She
was pre-occupied and still somewhat sedated when she was given discharge instructions. She receives a
lot of well meaning advice from her mother. She was reluctant to voice her concerns or ask questions of
the health care team. She chose instead to find an online community of women with similar experiences
to ask her questions.
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Chronic Disease Management
Mildred
Mildred is a 73 year old resident of Bothwell. She
lives with one of her three adult children and
their family. She has a limited pension. Mildred
has end stage renal disease and has been
receiving Hemodialysis for 2 years at CKHA.
Mildred also lives with diabetes and chronic
obstructive pulmonary disease. Family members
transport Mildred 3 times per week to Chatham
from Bothwell for her dialysis. Dialysis is
Mildred’s social activity. She uses the Emergency
Department (ED) when she doesn’t feel well
rather than going to her family physician and adding an extra trip. She is frequently admitted to hospital
following the ED visit due to her multiple chronic diseases and not following recommended medication
and dietary changes. Mildred likes her privacy and refuses home care but her family are becoming
overwhelmed and need a break from caregiving. Her health care team want her to follow their
recommendations to avoid hospitalization and to access programs at the Senior’s Centre in Bothwell.
Fred
Fred is a 79 year old resident of Blenheim who
enjoys the cottage in Erieau. He is a retired teacher
who also is the primary caregiver for his wife of 55
years who has some physical limitations. Fred has a
history of high blood pressure. His family noticed
“he wasn’t himself” on a recent visit and his son
drove him to the hospital. He arrived in the
Emergency Department with shortness of breath
and a mild confusion. Fred had a new diagnosis of
congestive heart failure and required admission to
the Medicine unit. He received interdisciplinary care
from a full team of professionals including
physiotherapy, nursing and a dietitian. He stayed 7 days in total and was referred to an Internist for
follow-up and primary care. Fred also received community services after his discharge including
telehome monitoring to help him recognize and respond to his symptoms without seeking care in the
Emergency Department. Fred and his wife also discussed choosing “substitute decision makers” and
“powers of attorney for personal care” to make sure that their wishes would be respected if they were
ever incapable of making decisions about their own care. They also discussed transportation challenges
and how they would manage if neither of them could drive.
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Women & Children
Emma
Emma is a 35 year old resident of Wheatley.
She is LGBTQ, has been with her partner for 5
years and they are eager to expand their
family. Emma is an RPN working at a local
nursing home. She has had fertility issues with
2 previous miscarriages. She is currently 5
months pregnant and is experiencing severe
nausea and vomiting. She is under the care of
an Obstetrician but is very anxious and
presents to the Emergency Department where
she is directed to the Women & Children’s
program. She is admitted and rehydrated and referred to Thamesview Family Health Team for follow-up
for medical needs as they support Wheatley. She identifies further need for support for her anxiety and
mood. She expresses concern with isolation in Wheatley, fear of being judged by community and family.
She is further referred to social worker in partnership with Tilbury Family Health Team. It was
acknowledged that she and her partner may wish to look for social supports in a larger centre.
Sophia
Sophia is a newborn baby who was born 1 month
premature to Sue who is 19 years old and a resident
of Dover Centre. Sophia’s weight is 1380g and
therefore she must be transferred to a higher level
care nursery at London Health Sciences Centre
(LHSC). Sophia is also suffering from withdrawal
symptoms as her mother was using narcotics during
the pregnancy. Sophia’s grandparents who were not
aware of the pregnancy are reluctantly appointed
her legal guardian through Children’s Aid Society
(CAS). After Sophia receives the care she needs, she
will go back to live with her grandparents. Arrangements are made by CKHA to have the grandparents
stay at Ronald McDonald House and for Sue to be supported with a withdrawal management program.
Attempts are made to transfer Sue to LHSC if possible. Connections are made for Sue to “Refuge”
services to support teen parents as the goal is for her to eventually assume custody of Sophia.

