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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. CKHA has a solid foundation in its Mission, Vision and Values as established 
in 2018. These guiding statements provide the base from which the Strategic Plan is achieved.  Grounded 
by the mission and values, the strategic plan provides the way to progress towards the vision of “Together, 
Growing a Healthier Community.” 

 

A number of activities have occurred over the last year three years with the current strategy and in the health 
care environment that will contribute to and be reflected in the new strategic plan. The emerging Chatham- 
Kent Ontario Health Team creates opportunities for potential partnership in all areas of the organization. It 
is also important to note that in the last year, the COVID-19 pandemic has had a dramatic impact on CKHA 
and that its effect may be long lasting in every area of the community and organization. 

 
With the move to a planning and performance based organization, the adoption of the Quadruple Aim as a 
framework to conceptualize emerging opportunities and challenges provides a backbone to build upon. The 
Quadruple Aim allows for the continuation of important work that was initiated in the previous 2018-2021 
plan, is consistent with the quality framework used at CKHA and partner organizations and is aligned with the 
Vision, Mission and Values of CKHA. 

 

The Quadruple Aim provides a framework for the focused external and internal environmental scan to 
identify opportunities for CKHA and its strategy. The areas of review include: 

 
1. Population health 

 What are the gaps in care that emerge from population health information that CKHA and 
its partners in health and other sectors might address? 

 How has the pandemic impacted on the population’s need for care and service and how 
might CKHA and its partners respond? 

 
2. Patient Experience 

 How does an increased focus on equity, diversity and inclusion evolve the patient 
experience in a meaningful way? 

 What opportunities exist to address access to care issues with emerging trends from the 
pandemic? 

 

3. Provider Experience 

 What will the health human resources workforce need in the near future to achieve a state 
of health and wellbeing? 

 How can CKHA and Chatham-Kent become an employer and destination of choice 
respectively in a post pandemic world? 

 

4. Value for Investment 

 How will CKHA prioritize capital and operating investments to optimize resources and care? 

 What supports might enable CKHA and partners to respond to growing care needs for the 
community? 
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The following document provides an overview of the relevant data and information impacting on 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. 
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1. 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 (CKHA) is a two-site (Chatham and Wallaceburg) community hospital 
serving the residents of Chatham and Rural Kent 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 102,042 in 2016. The 2016 census confirmed a 2.0% 
population decline in Chatham-Kent since the previous 2011 census. Due to the COVID-19 pandemic, 
population growth across the province and in Canada is the lowest since 2015/16. (Statistics Canada, 2020) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(Ministry of Health and Long-Term Care, 2019) 
 
 
 

At slightly lower than the provincial average, 3.3% 
of residents in Erie St. Clair identify as Francophone. 
At 18.7% seniors aged 65+, this population is almost 
double that found in the general population, with 
Chatham-Kent sitting at an even higher proportion 
of 21% (ESC LHIN IHSP 4, 2016; CK Counts, 2016). 
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) 

In taking the next steps to end hallway 
health care while building a modern, 
sustainable and integrated health care 
system, the Ontario government passed 
The People’s Health Care Act in April of 
2019. This health system transformation 
saw the creation of Ontario Health Teams 
(OHT), with Chatham-Kent being among 
the first proponents of approved OHTs in 
the province. As such and to better 
integrate our local health care system, the 
Erie St. Clair Region aligned with three 
other regions in western Ontario: South 
West, Waterloo-Wellington and Hamilton 
Niagara Haldimand and Norfolk Brant. The 
Erie St. Clair region continues to identify 
as the broader areas of Chatham-Kent, 
Sarnia-Lambton and Windsor-Essex. 

 

 

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, 

https://www.ontario.ca/laws/statute/S19005
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sitting at 7.5% at present (Municipality of Chatham-Kent, 2020), it remains higher than the Ontario rate and 
second highest in the ESC region. In addition and especially heightened due to the COVID-19 pandemic, 
homelessness continues to be a concern for Chatham-Kent inhabitants. Since 2013, the wait list for social 
housing reported by the Municipality of Chatham-Kent has increased by two-thirds and can take up to five 
years to become available. Coupled with the strain of the pandemic, this has resulted in the highest 
homeless population in Chatham-Kent to date. 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 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 and accessing social assistance

 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

 highest use of prescription opioids in Ontario
 

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 
Walpole Island, Northern Chatham-Kent and Urban Central Chatham. 

 

Social deprivation is defined as areas that have: 
- High rates of hospitalizations for Ambulatory 

Care Sensitive Conditions; 
- High total hospital days and discharges per 

capita; 
- 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. 



6  

 

Indicator CK Ontario 
Current smoker 22.3% 19.4% 

Fruit and Vegetable Consumption (five or more times/day) 26% 38.4% 

At least moderately active in leisure time 48.2% 53.6% 

Overweight or obese 62.9% 52.3% 

Less than high school education 21% 14% 

Social Assistance 10.3% 6.9% 

Annual Average Wage $39,668 Canada $44,968 
Source: Adapted from Discovering the Cost of Living for Chatham-Kent, 2014 

 

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). 

 

Chatham-Kent Ontario Health Team Attributed Population Health 

At 105,241, the Chatham-Kent Ontario Health Team’s (CKOHT) attributed population is slightly higher than 
Chatham-Kent’s population, with 81% of these individuals living in the community and the remainder living 
in out of jurisdiction communities. In alignment with the population health trends above, the CKOHT has 
identified care opportunities for a targeted population of approximately 11,000 people in Year One of 
operations. This target population is defined as adults aged 55+ that have one or more of the following 
criteria met: Chronic Obstructive Pulmonary Disease (COPD), Heart Failure, Angina, Diabetes, Dementia, 
and/or are complex, as per current Health Link definition (Provincially this is 4 or more chronic diseases). Of 
the overall attributed population, approximately 74,000 of these patients are rostered to a primary care 
provider in Chatham-Kent, with 33.3% falling within the targeted Year One population. 

 

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). This is consistent with the findings of the Chatham-Kent Ontario Health Team. 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 priority1. 

 
Collectively, the CKOHT have identified the following opportunities to improve the health of the year 1 
population: 

 Reduce avoidable Emergency Department (ED) visits to ensure patients receive the right care in the 
right setting and at the right cost; 

 Reduce rate of hospitalization for ambulatory care sensitive conditions in order to respond to 
anticipated future demand and increase access to more appropriate ambulatory services, and; 

 Adopt of a Digital First approach in Service Delivery to empower patients to increase their health 
literacy and self-management capabilities. 

 

Indigenous Health 

Overall, the proportion of the Erie St. Clair population identifying as Indigenous has increased slightly to 
3.4% per cent, similar to the province as a whole. 2.0% of this population identify as First Nations while 

 

1 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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1.3 % identify as Métis (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 Chatham-Kent 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. 
The introduction of an indigenous patient navigator by the ESC LHIN for Chatham-Kent is a first step 
towards providing support and advocacy for Indigenous patients, caregivers and their families using 
culturally and spiritually relevant care. 

 

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.2 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 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 which 
served as the impetus for the development of the Chatham-Kent Ontario Health Team. 

 
 
 

2 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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Mental Health & Addictions 

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. 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%.  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. The Chatham-Kent Health Alliance (CKHA) is home to acute mental health and addictions 
services and has relocated its community mental health programs to an off-site location with the Canadian 
Mental Health Association-Lambton Kent (CMHA) and has a collaborative leadership partnership with the 
CMHA. 

 

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.” To address this gap in 
service in Chatham-Kent and to support volume increases in the area of addictions, CKHA launched the 
Rapid Access to Addiction Medicine Clinic (RAAM) in 2019. Further, in March of 2019, the Chatham-Kent 
Public Health Unit and CKHA partnered to provide nasal naloxone kits to patients presenting to the 
Emergency Department who are at risk of overdose. 

 
Despite the introduction of innovative mental health and addictions services in Chatham-Kent, the COVID- 
19 pandemic has had a detrimental impact on this population and in particular, on those struggling with 
addictions-related illnesses. A preliminary report conducted by the Ontario Drug Policy Research Network, 
Public Health Ontario and the Office of the Chief Coroner for Ontario stated that Ontario’s Chief Coroner 
reported a 25% increase in suspected opioid-related deaths at the height of the pandemic between March 
and May 2020. This increase is expected to be due to “an increasingly toxic unregulated (‘street’) drug 
supply, barriers to access to harm reduction services and treatment, and physical distancing requirements 
leading to more people using drugs alone.” (Public Health Ontario, 2020). Findings of this report also 
suggest that reductions in service capacity for pharmacies, outpatient clinics and harm reduction sites are 
contributing factors to the noticeable increase in patients seeking care for mental health and addictions. 

 
At CKHA’s Emergency Departments (ED), mental health and substance abuse related visits to the Chatham 
site increased to 5.7% of total ED visits from April to August 2020, compared to 4.4% of total ED visits for 
the same time period the previous year (IDS-BI, NACRS, 2020). The Wallaceburg site has seen an increase as 
well, with mental health related ED visits totalling 3.8% of all ED visits from April to August 2020, which is 
almost double that of 2019 for the same time period. (IDS-BI, NACRS, 2020). This shows a clear opportunity 
for CKHA to implement resources that can support this population during the Pandemic recovery phase as 
well as in the years that follow. 

 
In the same regard, the COVID-19 Pandemic has had a profound effect on the homeless population that 
exists within the catchment area of the Chatham-Kent Health Alliance. Closures of integral community 
resources for this population like men’s and women’s shelters coupled with a shortage of affordable and 
supportive housing options has led to a significant increase in homeless individuals in Chatham-Kent. 

 
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. 
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Pandemic Impact – to Population Health 

The COVID-19 pandemic, is an ongoing pandemic of novel coronavirus disease and was first identified in 
December 2019 in Wuhan, China. The World Health Organization (WHO) declared an outbreak of Public 
Health Emergency of International Concern in January 2020 and a global pandemic in March of the same 
year. As of December 21, 2020, more than 76.9 million cases have been confirmed worldwide, with over 
490,000 of these cases found in Canada. 

 
 

 

Figure 1: Cumulative total of confirmed COVID-19 cases in Canada, 
starting with day of 100th case 

The majority of cases on Canadian soil have 
been in the two most populous provinces, 
Ontario and Quebec. In Ontario, a state of 
emergency was declared in mid-March by the 
Premier and included the gradual 
implementation of restrictions on gatherings, 
commerce and travel, under the authority of 
the Quarantine Act (Government of Canada, 
2005). The state of emergency concluded in 
May when the province saw a significant 
improvement in the number of cases, and a 
phased approach to re-opening Ontario 
initiated. The second wave of the virus began 
in late September and on December 26, 

2020, after 7 consecutive days of over 2000 new cases of COVID-19/day, the Premier once again ordered a 
province-wide lockdown. 

 

Wave One: Planning and Impacts 

The first wave of the pandemic found the majority of cases and deaths in congregate settings and 
specifically, in long-term care and retirement homes and among the migrant worker population. In Erie St. 
Clair, the impact of Wave One varied across the region. While Windsor-Essex and Sarnia-Lambton were 
among the hardest hit areas in the province, Chatham-Kent saw a significantly lower prevalence of the 
disease in the community. However, despite low transmission rates, the Chatham-Kent Health Alliance 
(CKHA) took the steps to prepare for the unknown impact of the virus in hospital and among the general 
public. CKHA was required to develop a response plan that was purposeful to support staff, patients and 
families and the community in new, and in many cases, never before done practices. 

 

This work, along with the commitment of the community to flatten the curve, left the hospital in an 
enviable position with a very low prevalence of COVID-19 in Chatham-Kent. 

https://laws-lois.justice.gc.ca/eng/acts/Q-1.1/page-1.html
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Unfortunately, many of the impacts to population health are just emerging. These include back logs of 
surgical procedures. While emergent and urgent surgery proceeded in Wave 1 and CKHA achieved 70% of 
its volumes in 2020/21 compared with the previous year, it is noted that the delays of some surgeries has 
led to significant morbidity for some individuals. With a slow down in Wave 1 of diagnostic procedures, 
certain conditions were not identified in as timely a way as normal and now, the consequences are being 
seen in the urgent cases that are arising. With Wave 2, a snapshot of a 2 week cancelation period shows 
that over 300 individual’s cases have been deferred. The impact of this is unknown. 

 

The following represents current surgical wait times at CKHA: 

 Hip replacement surgery: provincial target is 182 days; CKHA’s current average wait is 118 days 

 Knee replacement surgery: provincial target is 182 days; CKHA’s current average wait is 252 days 

 Cataract surgery: provincial target is 182 days; CKHA’s current average wait is 63 days 
 

In addition, during Wave 1 of the pandemic, the visits to the Emergency Department (ED) at CKHA declined. 
Given a number of individuals access the ED for primary care, there is conjecture that this may be the 
indicative of patients with chronic disease deferring treatment which may have consequences to their 
health and use of the system in future. 

 
The impact of the pandemic on Mental Health and Addictions is well documented in that section. 

 
What are the opportunities? 

 What are the existing and emerging population needs? 

 What is the role of CKHA in closing the gaps on those needs? 

 Who should CKHA partner with to address population needs? 

The 4th Wave Pandemic Impact on MH&A - Dr Victor Tseng 
Research Fellow US Department of Veterans Affairs (Atlanta) 
Research Fellow Emory University School of Medicine 
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2. Patient Experience 

Integrated Care Delivery 

An integrated care delivery system is the most notable 
new concept introduced by Bill 74 and provides 
legislative foundation for the government’s 
announcement of voluntary Ontario Health Teams 
(OHTs). An integrated care delivery system is currently 
structured as a voluntary group of health service 
providers and other persons or entities which can 
connect patients and families with local services. 
This aligns expectations of health system planners 
(Ontario Health) 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) CKHA is a signatory partner of the 
emerging Chatham-Kent Ontario Health Team. 

 
 

Patient and Family Centred Care 

“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 

 

The CKOHT values collaboration as highlighted in their vision statement, ‘Achieving the best health and 
well-being together’. As planning and strategic goals and objectives are set, patient and caregiver 
experience partnerships (through the ESC LHIN Patient and Family Council—PFAC) that have heavily 
influenced Home and Community Care Programming and innovation, will also continue in Y1 to support 
knowledge transfer to the CKOHT PFAC. This will ensure that the patient and caregiver voice in creating and 
influencing quality improvement processes including ongoing assessment patient/caregiver system 
needs/responsiveness and opportunities for improvement based on patient experience is fundamental to 
all CKOHT planning activities. 

 

CKHA is a member/pinwheel sponsor of the Institute for Patient and Family-Centred Care (IPFCC) which 
provides a variety of learning materials, best practices, frameworks and a network of support to assist with 
our stated goals to continue to improve the patient (and caregivers) experience throughout their 
continuum of care. 

 
Acknowledged best practices in Patient and Family Centred Care include: 

 patient engagement in quality improvement efforts
 

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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Figure 1.0: Chatham-Kent 

 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
 

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 identified as key areas for improvement: 

o Coordination of care 
o Respect & Dignity 
o Communication with Patients 

Rural Health Care Delivery 

As demonstrated in Figure 1.0, the Municipality of Chatham-Kent 
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. 

 
The rural nature of Chatham-Kent presents challenges for its 
residents in accessing care from its two sites. These include such 
issues as transportation, availability and connectedness of other 
health and social services, etc. 

 
As a signatory member of the CKOHT, the Chatham-Kent Health Alliance 
(CKHA) has committed to supporting and participating in the care delivery 
goals identified by the CKOHT. In partnership with other community health 
services it is expected that we will be able to make the transition to providing 
more ambulatory services in the community in year 1 of the OHT plan. 

 

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 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, such as their home or office or vacation destination. 
The Chatham-Kent catchment currently holds 71 OTN licenses, almost double what it had at the end of 
2017. A total of 29 of these licences have been obtained since January 2020 alone, which is an indication of 
improved access. Unfortunately, as figure 2.0 illustrates there are still very few access points south of the 
401. 

Figure 2.0 OTN Access 
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Equity, Diversity and Inclusion 

In addition to the global pandemic, 2020 saw incredible movements with respect to the need to actively 
acknowledge and promote equity, diversity and inclusion and address discrimination. 

 
In recognition of the diverse populations within Chatham-Kent (CK) CKHA and the CKOHT partners are 
vested in promoting holistic wellbeing (including physical, mental, social, emotional, and spiritual) through 
population health planning, community development, and support for the social and structural 
determinants of health. This includes supports such as the CK Welcome Network, Adult Language and 
Learning programs, engagement in LGBTQ2S+ education as well as the Indigenous Cultural Structural Model 
& Care Guides in care and service delivery. These documents support services that are community- 
governed and grounded in community development; based on the social determinants of health; are anti- 
oppressive, culturally safe, and accessible; are inter-professional, integrated and coordinated; demonstrate 
accountability and efficiency; and respond to population needs. CKHA and other organizations will be 
challenged to ensure the development and enhancement of culturally safe care and spaces for all. 

 

Pandemic Impact 

According to the Association of Family Health Teams of Ontario (AFHTO), 90% of care during the pandemic 
is being provided virtually.4 Most teams are providing video visits via OTN for patients and group programs 
are being conducted via Zoom. Some routine appointments such as medication reviews can be managed as 
a phone appointment. It has been noted that rural and remote areas may be challenged with access to 
high-speed internet, not all patients have access to computers, etc. Some appointments require face to 
face interaction and the Ontario College of Family Practitioners has developed a series of considerations. 
The general consensus among health care providers is that virtual care is something that will remain as a 
lasting practice following the pandemic. 

 

What are the opportunities? 

 How can CKHA engage and partner with patients and families in meaningful ways given an 
increased need to focus on equity, diversity and inclusion?

 How does the rurality of Chatham-Kent impact on equity and access to care and the patient 
experience?

 How can working with partners improve the patient experience?

 What opportunities exist to expand the virtual care options that emerged during the pandemic?
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

4 Association of Family Health Teams of Ontario. “Shift to Virtual Care – Primary Care response to COVID-19 
Pandemic.” April 2, 2020. 
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3. Provider Experience 

“...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) 2019 NRC staff 
engagement survey 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 73.6%. 
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”. Due 
to the pandemic, the 2020 engagement 
surveys did not run however, they are 
planned to resume in 2021. 
Overall, CKHA’s current level of staff 
engagement is 72%, which has improved 
since 2016 and is above the Ontario community hospital average. 

 
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. Workplace violence is now addressed in the narrative section of the 
QIP narrative for all sectors and for hospitals, a mandatory indicator on the number of workplace violence 
incidents overall is required. According to Health Quality Ontario, mandatory indicators relate to urgent 
issues requiring province-wide improvements. CKHA created the Workplace Violence Committee in 2017 to 
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identify and monitor violence related incidents and reduce risks to staff and patients. The committee has 
been instrumental in advancing workplace safety and violence prevention at CKHA through several 
initiatives such as patient flagging and patient identifiers for those with a history of acting out behaviour 
(AOB), a hospital-wide Staff Duress system and increased security presence throughout the facility. 

 

“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 the voluntary national 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 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. In 2018, Chatham-Kent had 
approximately 65 primary practice physicians and of these primary practice physicians 25% were between 
the ages of 55 and 64 and another 17% were 65 and older (Municipality of Chatham-Kent, 2019). As such, it 
is predicted that there will be a noticeable decrease in health human resources and, in particular, specialists 
in Chatham-Kent due to impending retirements in the coming years. In order to address this gap, strategies 
across the continuum will need to be implemented to ensure the healthcare needs of Chatham-Kent’s 
population are met. It is evident that 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 a mapping exercise completed by the Chatham-Kent Ontario Health Team, opportunities exist in 
Chatham-Kent in several areas such as those specific to treating priority populations (i.e. traditional healers, 
certified medical interpreters), nurse practitioners and in speciality roles like endocrinology, respirology and 
cardiology. Recruitment and retention strategies will need to be developed to plan for and to address these 
gaps in health human resources. (ESC LHIN, 2019) 

 

In recent years, and especially highlighted throughout the COVID-19 pandemic, there has been significant 
media coverage about the pending nursing shortage across the healthcare sector. At CKHA, workforce 
challenges for the hospital include an aging workforce, with 21% eligible to retire in 2020, and challenges in 
recruitment & retention of select roles, particularly registered nurses, registered technologists and 
registered ultrasonographers. The vacancy rate due to eligible retirements is projected to increase to 
upwards of 25% by the year 2022. Moreover, the implementation of a new Health Information System 
(HIS), Cerner Millennium, coupled with the pandemic lead to an increase in leaves of absence (LOA), sick 
leaves and early retirements, the impacts of which will continue to present a challenge for human 
resources into the future. Additionally, 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. 
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Pandemic Impact 

In June 2020, a study by the Canadian Federation of Nurses Unions reported that 36% of nurses screened 
positive for major depressive disorder, 29% screened positive for generalized anxiety disorder and clinical 
burnout, 33% reported having suicidal thoughts and 20% screened positive for PTSD and panic disorder. 5 

 

The COVID-19 pandemic has had a significant impact on hospital and other frontline health care workers. 
These statistics underscore the need to focus on protecting the psychological health of workers. 

 
Future projections include international nursing and other health care provider shortages which will drive 
innovation. Roles of existing care providers will change and a greater use of technology to support 
individuals remotely or through robotic assisted care are put forward as future possibilities.6 

What are the opportunities? 

 How can CKHA optimize its culture and provide a psychologically and physically safe environment?

 How can CKHA be an employer of choice in a post pandemic world?

 What care models or roles may be required to enable the health human resources of the future to 
respond to growing care needs for the community?

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
5 Slot, T. “Our nurses are not okay: protecting the mental health of frontline hospital workers” ; Hospital News, 
January 2021:16-19. 
6 Gooch, K. “10 Healthcare execs share predictions for nursing in the next 5 years.” The Beckers Hospital Review. 
October 23, 2020. 
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4. Value for Investment 

Financial Viability 

The current funding formula has been in place since 2017 and is 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. 
CKHA and other medium sized hospitals have received adjustments and the funding formula is currently in 
abeyance as the Ministry determine how best to move forward in a post pandemic world. 

 
Since the inception of QBPs there remains ongoing development of QBPs being adopted including the 
addition of bundled care QBPs. The optimization of QBPs continues 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. 

 
CKHA has operated in a surplus since 2016/17 and focused efforts for a financially healthier organization 
have led to a positive change in two major financial metrics: the total margin and current ratio when 
comparing 2016 to 2019. CKHA’s overall financial performance aligns just at the top quartile mark when 
compared with peers (BIG Healthcare) and targets individual areas where performance falls below the 50th 
percentile. 

 

Technology 

With the government’s creation of the Connecting Care Act, 2019 there is a commitment to creating a 
sustainable, digitally-enabled health care system all across Ontario. The formation of Ontario Health and 
the amalgamation of many provincial assets offers opportunities for increased integration and improved 
quality of services across the health care system. The CKOHTs Digital First Strategy identifies four key 
priorities: 

 Virtual care;

 Digital access to health information;

 Digitally enabled information sharing; and

 Digitally enabled quality improvement.
 

The CKOHTs digital priorities align well with the government`s 10-point Digital Health Action Plan that 
identifies two category of strategies: consumer-facing 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`7, 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 

 

7 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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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) 
 

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. Access to community programs 
such as eRehab or eShift with digital platforms have already been enabled to patients, caregivers and staff 
at CKHA to support robust sharing of information and collaborative partnerships to ensure patients achieve 
their goals of care through service provision. 

 

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). Hospitals in ESCLHIN are in various stages of implementing 
a shared instance of a Cerner Electronic Health Record solution (EHR). On November 1, 2020, CKHA 
implemented the Cerner Millennium solution, which is the newest instance of the Cerner system deployed 
across southwestern Ontario hospitals. The expected benefits of implementing this best of breed solution 
are far-reaching and represent the ongoing commitment to improving the quality of healthcare services 
across Chatham-Kent. The adoption and benefits of the implementation will be closely monitored through 
17 identified metrics, these include: 

 Reduction of adverse drug events; 

 Increase medication reconciliation at both admission and discharge; 

 Improve efficiency and effectiveness of order practices; and 

 Reduction of duplicate lab tests. 
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With a change of this magnitude it is expected that many of the preliminary identified benefits will take up 
to a year to be fully realized. CKHA is committed to the success of this implementation. Although the 
solution is already in place ongoing innovation and optimization to both the system itself and processes will 
continue through the life of the investment. 

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. With the initial investment of the Wallaceburg site’s power plant installation this 
redevelopment will respond to the care needs of the patient population and the expected volume of 
patients over the next 20 years. CKHA has made concerted efforts to make the best use of its physical space 
while increasing access to services across its two sites and to continue to fulfill its Mission of ‘One Team – 
Two Sites: Serving Chatham & Rural Kent’. 

 
CKHA is required to comply with the Ministry of Health and Long Term Care’s Capital Planning process. 
Submissions are required at each stage. 

 

Pandemic Impact 

The COVID-19 pandemic has had a profound impact on how work is performed. While the ability for health 
care providers to “work from home” may be limited, the adoption of virtual care as noted earlier is likely to 
grow. This will change everything from where people receive their care, how they are supported and what 
technology and physical infrastructure hospitals will require to provide that care. 

 
It is suggested that the technology that will transform healthcare to the greatest extent is artificial 
intelligence. During the pandemic, a team from IBM and MIT used the AI system Watson to identify COVID- 
19 patients at high risk of sepsis, test the efficacy of face mask materials, and to predict if approved drugs 
could fight the virus among other things. The results were promising.8 

 

What is also clear is that the hospitals of today in Ontario may not be well designed to respond to future 
pandemics. Critical care bed capacity, private rooms with negative pressure, and appropriate space for 
staff and physicians are all issues that have been raised by the sector. 

 

What are the opportunities? 

 How will CKHA prioritize capital and operating investments to optimize resources and care? 

 What supports might enable CKHA and partners to respond to growing care needs for the 
community? 

 
 
 
 
 
 
 
 
 

8 Zakaria, F. “Ten Lessons for a Post-Pandemic World”. Chapter: Life is Digital: 107-108. 
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