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BBNOHT Mental Health & Addiction Steering Committee Minutes

Date: March 11, 2025
Time: 1300-1500

	Item 
	Agenda 
	Lead 

	1.0 
	Welcome and Introductions
· Land Acknowledgment 
· Agenda Review and Approval of Previous Meetings Minutes*

	Lynn Hinds (Land Acknowledgement) Jaleesa Bygrave

	2.0 
	Local, Regional & Provincial Updates – Standing Item
· Local Program Updates or Changes
· Nothing from group
· Mental Health & Addictions Centre of Excellence (MH&A n CoE) 
· MH&A CoE is agreeable to attending a future MHA&A SC meeting to discuss the Provincial Data Set (PDA)
· Questions to post to MH&A CoE:
· What are the reporting capabilities for OHT geography?
· Can local OHT data be extracted?
· What data points are being collected?
· Are there aggregate reporting capabilities?
· How can PDS inform local service needs?
· If we want to continue to use the MH&A dashboard, everyone must to use it and we need to define the purpose. 
· Plan to make a decision on this after we get information from the CoE. 
    Action: Jaleesa will connect with CoE and send them our questions. 

	Team

	3.0
	Digital Health & Navigation – Standing Item 
· The provincial eReferral vendor has not yet been announced. Anticipate end of month.
· Kim and Priya have been doing a lot of promotion and education around ConnectMyHealth. If anyone has a meeting where you want help registering, Kim and/or Priya are happy to attend. 
· We also have a large amount of promotional material.  

	Kim Meier

	4.0
	Collaborative Quality Improvement Plan (cQIP) Overview & Discussion


· Ontario Health has now shifted the MH&A cQIP indicator (rate of first contact to ED for MH&A) to “optional.” This can broaden the scope of some of the projects we are governed by and can be explored for the broadening of potential project opportunities in 2025-2026. 
· Last month we talked about what would be the ramifications if we decided not to continue with that metric. Ben stated that there aren’t any impacts but mentioned that it could be helpful to follow that metric to observe trends. He mentioned Ontario Health might incentive us if we follow this metric and see an improvement over time. 
· Group Feedback
· Kim added that the Substance Use Disorders Working Group for Ontario Health West focused more on the 30-day revisit rate. This metric is more controllable compared to the initial visit rate. The group honed in on the revisit rate because it allows for better intervention when individuals present in the ED and transition to community-based services. Kim emphasized that discouraging people from going to the ED when they need help is inherently problematic.
· Kristin mentioned that while the cQIP indicator met its target, it didn't provide a great deal of useful information. There is still plenty of opportunity, but broader projects should be considered.
· The main point is to consider broader projects that have maximum impact on system users. This doesn't mean excluding projects related to the indicator, but we are not beholden to it.
· It's more important to focus on projects that have meaningful impact. We can map these projects to any cQIP indicator we choose.
· We need to decide whether to keep the indicator, choose a different one, or not use an indicator this year.
· Suggest we land on projects that have meaning, then map to an indicator for the cQIP. 
	Jaleesa Bygrave

	5.0
	Project Review – Review all current BBNOHT MH&A Projects, including status and next steps
· Mental Health and Addictions Dashboard*
· Decision to be made after the CoE presentation 
· Cross-Sector Screening *
· The GAIN SS tool was selected for triaging individuals. The next step is piloting. 
· Kim emphasized the importance of early screening for better outcomes. The GAIN SS tool is already used extensively and maps to step care implementation work and is within the scope of coordinated access. 
· Kristin raised concerns about abandoning this project, noting the significant work already done.
· GRCHC was a pilot site for GAIN SS for primary care in the past and found it to be very useful. 
· Jaleesa reported sharing the tool with some colleagues from different equity deserving groups (Indigenous, Black, gender diverse) who had some concerns about the tool coming across as deficit based and intrusive. Suggested considering additional or broader tools to include both MH and substance use. Raised concerns about whether the tool accounts for diverse experiences and whether it discourages treatment continuation.
· Kristin shared that other tools were explored and it was decided that GAIN SS was the best option. 
· The selection of GAIN predates the OHT and it was selected because it is already broadly used. There has been more than 70,000 applications of the screener. No standardized tool will account for all social determinants of health and individual experiences. They are implemented in a context, as part of a therapeutic exchange, where patients gave autonomy of choice to answer questions and/or move forward with treatment.  
· There may be other tools to augment for certain populations. 
· Lynn suggested seeking out advice from other organizations with experience on these issues and finding out what Ontario Health recommends. 
· Jaleesa reached out to the manager of AMANI at CAMH, Thunderbird Foundation and Disability Justice Network and waiting to hear back on various identity-informed screening tools. Kim suggests reaching out to Chestnut Health Systems who developed the GAIN SS tool to see if they have information on utilization of this tool with diverse populations. Kim can share contact info.
Next Steps: Restart the working group, determine representation, and develop a blurb on the redevelopment of the table. Jaleesa will share a draft. Kim will inquire about the next meeting of the coordinated access CoP.
· Substance Use Clinical Pathway *


· A report was prepared and circulated for feedback that provided an overview of substance use treatment options in our community and included a journey map of a service user named Xander. 
· This resulted in recommendations about how to optimize substance use treatment. What do we do now with the information?
Discussion:
· The drug strategy/lighthouse strategy might be working on this already. Consider seeing what they are doing already and if we can support that work.
· Need to determine if this is for BBN or just Branford. 
· The recommendation #6 around seamless transitions and warm handovers relates to ED visit and re-visit rates. Can we leverage existing work in this area? 
· The outcome of #3 consistent referral practices will be informed by the provincial eReferral vendor announcement. 
· These have different pieces and projects within each recommendations. What is the capacity of the group as a whole? Address them in increments based on our capacity as a group. 
    Action: Jaleesa check with drug strategy and lighthouse about work they are doing in these areas.
	Team

	6.0
	Project Planning for 2025-2026  
· Review Project Proposals from Alyssa Striker & Jaleesa Bygrave
· Primary Care proposal from Alyssa:


· This project would explore barriers to primary care providers in Brantford, Brant and Norfolk integrating people with substance use disorders into their practices and identify opportunities to reduce barriers. 
· [bookmark: _GoBack]Noted that Alyssa’s purview is Brantford Brant, so leadership needed for Norfolk.
· There is a relationship between this and discharge planning transition from integrated substance pathway work. 
· Jaleesa shared proposal for project “Community Voices: Equity in Mental Health and Addictions Services”
· This would serve as an equity audit and would supplement the work led Ruby Latif with the EDI maturity grids
Comments/ questions 
· This is important work and speaks to a lot of priorities and projects across the board. 
· What analysis across OHT to inform this project, is there collaboration with PWLE?
· This is a service user perspective vs provider self report 
· The participants would be PWLE, can tap Nicki for participants and/or could use as an opportunity to recruit to the PLWE network. 

· Determine a process for selecting projects to continue for the 2025-2026 year
· Team recalls there was a survey used for this previously. Kim will try to find this survey and bring to next meeting. 
	Team

	7.0
	Terms of Reference Review*
· Group reviewed the TOR membership table. Change made to Lynn’s title and updated Southcoast Wellness organization’s name.
· We need to get clarity on who is the agency representative from each of the organizations. Some of the representatives listed are not the ones who attend meetings.  
    Action: Jaleesa will connect with members listed to identify correct representatives.
	Team

	8.0
	Next Steps/Additional Items
·  Next meeting: April 8/25 1300 – 1500 hours
	Team


*Indicates attachment

Present/Regrets:
	Name
	Organization
	12/10/24

	Jaleesa Bygrave
	BBNOHT
	P

	Kim Baker
	St. Leonard’s
	P

	Alyssa Stryker
	Brantford Brant Drug Strategy Coordinator
	R

	Bill Helmeczi
	Southcoast Wellness
	P

	Brook Gardner
	Woodview
	R

	Beverly Jones
	Primary Care
	P

	Cheryl Collins
	BCHS
	P

	Irene Perro
	Haldimand-Norfolk REACH
	R

	Jo Ann Mattina
	De dwa da dehs nye>s Aboriginal Health Centre
	R

	Joanne Cleland
	Hope Brant
	R

	Leslie Josling
	Executive Director Willowbridge
	R

	Kristin Toushan
	BCHS
	P

	Lynda Kohler
	Executive Director GRCHC
	P

	Roxanne Pierrsens-Silva
	Norfolk FHT- Executive Director
	R

	Todd Gould
	Director of Primary Care and Community Health GRCHC
	R

	Jeanette Bulgin
	BCHS – Acute Care
	R

	Lynn Hinds
	CMHA – Director
	P

	Kim Meier
	BBNOHT Digital Health
	R

	Nicole Schween
	Woodview
	R

	Melonie Mawhiney
	Nurse at Indwell Simcoe
	R

	Paula Duarte
	Director of 4B and Holmes House - NGH
	P

	Stephanie Rochon
	Holmes House – NGH
	R
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Purpose of This Document

This guidance document is to support Ontario Health Teams (OHTSs) to develop and submit a
@ collaborative Quality Improvement Plan (cQIP). It includes an overview of the program design,

guidance on the recommended process, a list of who should be consulted and involved, and

the resources available to assist with submission, including tips for using the online platform

QIP Navigator.

The cQIP Program

What Is a Collaborative Quality Improvement Plan?

A cQIP is an improvement plan that integrates population health management! principles and
&ﬁ) aligns with both provincial and local health system priorities and the Quintuple Aim (reducing
costs, improving population health, patient experience, provider experience, equity),
considering needs of populations most at risk. The cQIP is both a process and a plan that an OHT will
work on throughout the year to apply an equity lens systematically to identify and bridge gaps in care
using quality improvement, population health management, and change management principles.

The cQIP program is similar to, but distinct from, the Quality Improvement Plan (QIP) program. The
cQIP program is designed to promote a culture of quality improvement by supporting partner
organizations within an OHT in developing and monitoring common collaborative quality
improvement activities to improve care in their community, whereas the QIP program focuses on
sector-specific quality improvement.

cQIPs are intended to serve as a lever to improve performance.

Similar to the QIP program, the cQIP program centres province-wide improvement work on a core
set of priorities and opportunities for impact that align to key roles within the health care system
(e.g., primary care, acute care, long-term care, OHT).

IPopulation health management is an iterative process that involves gathering data and insights from many traditional and
nontraditional health partners about an entire defined population’s health and social needs. These insights inform the co-design
of proactive, integrated, person-centred, cost-effective, equitable, and efficient solutions, with the goal of improving the health
of individuals. (Source: Rapid-Improvement Support and Exchange; Health System Performance Network. Overview of
population-health management [Internet]. Hamilton (ON): The Exchange and the Network; 2012 [cited 2022 Nov]. Available
from: https://www.mcmasterforum.org/rise/access-resources/key-resources)
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New: Clinical Priorities and Validated Measures

For 2025/26, the cQIP’s areas of focus will shift to the OHT clinical priorities and validated
measures from the OHT Performance Framework.? These clinical priorities were identified
by the Ministry of Health as areas in which OHTs, in collaboration with partners, are well
positioned to improve care.

While a concerted focus on these clinical priorities within the cQIP is new for OHTs, many of the
associated measures are familiar, as several were included in the cQIP in previous years (e.g., alternate
level of care (ALC) rate). In addition to these validated measures, for continuity, some of the past cQIP
indicators will also be included in the 2025/26 cQIP as optional (e.g., mental health and addictions).

The 2 clinical priorities and their associated validated measures are:

1. Chronic Disease Prevention and Management
o Indicators:
— Admissions per 100 heart failure (HF) patients
= Admissions per 100 chronic obstructive pulmonary disease (COPD) patients
= Number of hospitalizations for ambulatory care sensitive conditions
— Emergency department visits as first point of contact for mental health and addictions—
related care
— Percentage of screen-eligible people who are up to date with Pap tests
— Percentage of screen-eligible people who are up to date with mammograms

— Percentage of screen-eligible people who are up to date with colorectal tests

2. Integrated Care Delivery
o Indicator:

— ALC (ALC days expressed as a percentage of all inpatient days in the same period)

cQIP Program Cycle

The cQIP program runs on an annual fiscal-year cycle (from April 1 to March 31 of the
following year). Planning materials are released and updated each year to guide cQIP planning
and development. cQIP submissions to QIP Navigator are due by April 1.

2Please see the Addendum to cQIP Guidance document for the cQIP indicator visual matrix, summary of changes, and details
related to 2025/26 OHT participation.
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Developing a cQIP

A cQIP is based on the Model for Improvement (see Guide to the Science of Quality Improvement, p. 14)

and consists of 3 components:

e A Progress Report, in which OHTs reflect on their change initiatives over the past year, including

successes, challenges, and lessons learned

e A Narrative, in which OHTs can highlight the quality improvement work of which they are most
proud. The Narrative is also the place to capture and analyze emerging quality issues

e A Workplan, in which OHTs set improvement targets for the quality indicators and describe their

planned quality improvement initiatives to achieve these targets

Using these components, OHTSs share their quality improvement story: the status of 2024/25

implementations and the plan for 2025/26.

Typical cQIP Cycle

Figure 1: The Typical cQIP Cycle for an OHT

The typical cQIP cycle for an OHT (Fig. 1) consists of the following 4 stages:

1. Co-design

o

o

o

Review progress on change ideas

Develop the plan: What are we trying to accomplish?

Identify opportunities for improvement

Review data and engage key stakeholders in working group

Complete Workplan and Narrative

Approval of cQIP following collaborative decision-making arrangement
Submit cQIP to Ontario Health by April 1
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2. Implement

o Test and assess impact of change ideas
3. Monitor

o Implement change ideas and measure/monitor outcomes and improvement
4. Evaluate

o Implement and review progress on change ideas

o Review guidance materials for upcoming year

o Plan for continued or new priorities

Roles in the cQIP Development Process

cQIP Point of Contact

Each OHT is required to have a primary cQIP point of contact who is responsible for overseeing their
OHT’s cQIP. This process of submission is considered confirmation of the OHT’s approval of the cQIP (in
alignment with the OHT’s collaborative decision-making arrangement) and acknowledgement of the
OHT'’s ultimate accountability for the following:

e Developing, implementing, and monitoring the cQIP
e Target setting
e Executing quality improvement activities outlined in the cQIP

® Reviewing progress toward implementing the change ideas and achieving targets

Who to Engage in the cQIP Development Process

OHTs are encouraged to identify opportunities to engage with partners when developing cQIPs. The
working group can include the following:

® Representatives from partner organizations within the OHT

® Representatives from partner organizations not currently partnered with the OHT but who may be
able to contribute desired improvements (e.g., housing, public health, community paramedicine,
other nongovernmental organizations)

® Representatives from the community served by the OHT, including patients, families, and care
partners

e People with lived experience from equity-deserving communities: First Nations, Inuit, Métis, and
Urban Indigenous populations; Francophone populations; Black and racialized populations;
2SLGBTQIA+ populations; and people with disabilities

® Frontline staff and people who are directly involved in the delivery of care

It may be beneficial to create or refresh a cQIP working group or an OHT quality committee and schedule
regular meetings to develop and monitor the OHT’s progress on the cQIP throughout the year.
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It may also be helpful to review the OHT’s collaborative decision-making arrangement to understand
how the OHT has agreed to address quality monitoring and improvement and integrate the cQIP process
into governance structures.

cQIP Requirements

cQlPs are to:

e Provide focus for improvement efforts, via the selection of a minimum of 1 clinical priority (and
related indicator). Existing initiatives may be used within the cQIP (e.g., implementation of Integrated
Clinical Pathways, Home Care Leading Projects)

e Apply a framework and data-driven approach to:

o ldentify an improvement target at the OHT-attributed population level (i.e., the networks of

patients belonging to specific OHTs) for each indicator

o Co-design and plan quality improvement initiative(s) the OHT will implement over the coming
year to improve performance, using evidence-based change ideas and including process
measures and specific, measurable, achievable, relevant, and time-bound (SMART) goals

Resources and Tools

Planning Documents

Ontario Health has developed resources to support the cQIP development process. These documents are
available both in QIP Navigator and in the cQIP Community of Practice (see Attachments tab). In addition
to this guidance document, the following resources are updated annually and should be reviewed by the
OHT each year to guide cQIP development:

e (ollaborative Quality Improvement Plan Program: Narrative Questions helps to summarize the OHT’s
cQIP and provides an opportunity to describe to the community the OHT’s work on a few quality
issues. Each section has guiding questions or prompts to help describe the OHT’s quality initiatives.

e Collaborative Quality Improvement Plan Program: Indicator Technical Specifications presents detailed
definitions of each indicator and how it will be measured. The cQIP team at Ontario Health is
available throughout the year to answer questions and concerns related to using this information. For
data questions, please email OHT Analytics Support at OHTanalytics@OntarioHealth.ca. For general

cQIP questions, please email QIP@OntarioHealth.ca.

e Collaborative Quality Improvement Plan Program: Data Resource Guide shares information on data
sources available to OHTs and supports the exploration of potential data sources.

OHT Data Dashboard cQIP Report

This interactive report contains data pertaining to the cQIP quality indicators as well as data for some
additional measures that provide further context on how the OHT is performing in each area of focus. To
get access to the Data Dashboard, contact OHTanalytics@OntarioHealth.ca.

ONTARIO HEALTH, JANUARY 2025



https://www.ontario.ca/files/2024-01/moh-oht-data-supports-guidance-en-2024-01-22.pdf

https://qipnavigator.hqontario.ca/Default.aspx

https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Groups/Attachments/groupid/176?folderId=19948&view=gridview&pageSize=25

mailto:OHTanalytics@ontariohealth.ca

mailto:qip@ontariohealth.ca

mailto:OHTanalytics@ontariohealth.ca



Ontario Health may provide additional data related to the other clinical priorities that may be useful for
context and planning purposes. Additional supporting measures may be available in the dashboard and
also included as supplementary indicators in the Technical Specifications as a reference.

Change Packages

Evidence-based change concepts and change ideas are provided for each clinical priority. Change
packages are available on the OHT Resources page of QIP Navigator and on the cQIP Community of
Practice. Visit the OHT Shared Space or the cQIP Community of Practice to access the most up-to-date
resources.

Quality Improvement Resources

Anyone new to cQIP or interested in refreshing knowledge related to quality improvement can use
Ontario Health’s Quality Improvement Tools & Resources on Quorum. These resources cover the steps
involved in a quality improvement project and include videos and downloadable guides to help along the
way.

Rapid-Improvement Support and Exchange (RISE) provides resources to support patient, family and
caregiver engagement and partnership. Population health management coaches are also available to
support OHTs with cQlIPs, including how to leverage population health management principles in quality
improvement.

Drop-in Sessions

The cQIP support team hosts informal weekly drop-in sessions to answer questions and offer advice on
developing or working on the cQIP. Visit the cQIP Community of Practice or QIP Navigator for dates and
details on how to register.
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Submitting a cQIP

Using QIP Navigator to Design and Submit a cQIP

QIP Navigator is Ontario Health’s convenient online platform to design, submit, and report progress
annually on cQIPs. QIP Navigator is also the source for tools and resources to develop an annual cQIP
and includes a searchable database of all previously submitted cQIPs (Query QIPs). Each OHT has only a
single set of credentials (i.e., 1 username and 1 password) for the cQIP point of contact to access QIP
Navigator. Updates to the cQIP point-of-contact information can be made in the profile section of QIP
Navigator. To confirm the point-of-contact email associated with the account, contact the cQIP team at
QIP@OntarioHealth.ca.

Components of the cQIP

A cQIP consists of 3 components: a Progress Report, a Narrative, and a Workplan. Each section
reflects an integral part of the quality improvement planning process. Together, these sections
———) tell communities the OHT’s quality improvement story for the current year and plans for the

year ahead.

Progress Report

The purpose of the Progress Report is to highlight how the OHT, with its partners, has improved care in
the community through improvement efforts outlined in the cQIP. The Progress Report includes
information about the previous year’s performance, target set, change concepts selected, successes and
challenges experienced, and progress made toward targets, including learnings about what worked and
what did not. This information is a great starting point for determining opportunities for improvement,
targets, and change concepts to include in the cQIP for the coming year.

Information Automatically Generated in QIP Navigator

The following information is automatically generated in the Progress Report section of QIP Navigator
each year (Fig. 2, outlined in red):

e Indicators and change ideas included in the previous year’s cQIP Workplan
e Performance as stated in the previous year’s cQIP

e Process measures from the previous year’s cQIP

e Targets set in the previous year’s cQIP

e Current performance for cQIP priority indicators
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Figure 2: Information to Include in cQIP Progress Report

Information That is Required for the Progress Report

OHTs must input the following information (Fig. 2, outlined in blue):

e Current performance for indicators that are measured using self-reported data, such as custom
indicators
e Whether each change idea was implemented or not
e Lessons learned: Describe the key learnings from working on the improvement initiative. Include
advice for other OHTs attempting a similar initiative (e.g., What made the change idea successful, or
what were the barriers that prevented successful implementation?)
e The following topics (incorporate this information into the cQIP):
o What are the root causes of current performance?
o Were the proposed change concepts adopted, amended, or abandoned? Why or why not?
o Ifimplemented, have the changes helped the OHT meet or exceed the target set? What change
concepts were the most successful?
o If not implemented, what challenges were experienced and what was learned?
o How will the OHT leverage the learnings from quality improvement activities and further
improve on this indicator with the next cQIP?
e Comments: Outline any challenges to meeting the targets set or other details to share about this
initiative

e Results: Upload any results (e.g., a graphic or run chart) to illustrate progress on the indicator

Narrative

The Narrative is an opportunity to describe the context in which the OHT’s quality improvement
activities take place and to share plans to improve the quality of care provided. It sets the stage for the
key quality initiatives that will be outlined in the Workplan but should be brief and easy to understand.
QIP Navigator prompts OHTs with questions related to a few quality issues.

Workplan

The Workplan is the forward-looking portion of the cQIP that identifies indicators, quality improvement
targets, and planned improvement initiatives or change ideas that the OHT will commit to for the coming
year. Some improvements may require multiyear strategies to be successful, and setting graduated,
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multiyear targets and plans may be appropriate. OHTSs are strongly encouraged to identify their
partnerships with health service or other nonmedical organizations and include these collaborations in

their cQIP.

For each area of focus in the Workplan, OHTs need to identify the following:

e Measure — How will we know that change is an improvement?

e Change — What changes can we make that will result in improvements?

To know that a change is resulting in improved outcomes, it is essential to measure progress and

compare results against a baseline. Current performance data are either prepopulated or self-populated

in QIP Navigator. Table 1 provides a description of what is included in each step of the Workplan.

Table 1: Workplan — Measure Fields in QIP Navigator

Field name

Description

Measure/indicator

Indicators are measures of specific data points that can be monitored over
time. They enable teams to identify areas that need to be addressed and to
support shared quality improvement objectives.

Type

Priority indicators — Within the 2 clinical priority areas, there are 4 associated
priority indicators.

Optional indicators — There are also 4 associated optional measures for
selection.

Custom indicators — Custom indicators may be included under a clinical priority
area, in which case the following fields are required: area of focus, indicator
name, unit of measure, time period, data source, and target population.

Unit/population

Describe the priority populations for this indicator and/or subpopulations that
may be at risk.

Current This field is the current performance for the indicator. Current performance

performance data are prepopulated for OHTs in QIP Navigator by Ontario Health for the
priority indicators and optional indicators using validated data from the source
identified in the indicator technical specification. For custom indicators, OHTs
need to enter their own local data.

Target This field represents the target that OHTs have set for the indicator. Input the

performance target the OHT expects to meet or exceed. Setting an aspirational target

requires evaluation of the OHT’s current performance on the indicator and
careful assessment of what is feasible given the local and broader health care
environment.

Note: When setting targets, OHTs are expected to aim for high-quality care
(aspirational) balanced with what can be done (achievable).

Retrograde targets, targets in which the goal is set to perform worse than the
current performance, should not be selected.

Target justification

Describe why the OHT selected this quality improvement target(s) for the
coming year.

ONTARIO HEALTH, JANUARY 2025
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Field name Description

External Include all partner(s) that are involved in working on this issue or indicator. A
collaborators collaborator report can be exported once completed.

Workplan: Entering Change Fields in QIP Navigator

Except for the Comments section, each field in the Change section has a 15-character minimum.

Field: Planned Improvement Initiatives (Change Ideas)

Making changes that result in measurable improvement is the goal of the cQIP. Given the scale and
scope of OHTSs, focusing on improvement initiatives is critical. A change concept is a “general notion or
approach to change” that prompts specific ideas for changes that lead to improvement. Change ideas, on
the other hand, are specific, practical strategies that focus on improving aspects of a system, process, or
behaviour. Change ideas, also known as improvement initiatives, can be tested and measured so that the
results can be monitored.

9 Look for the “hover help” icon in QIP Navigator to access resources
and guidance.

e List 1 change idea per row (rather than adding them as a group within a single cell) to determine the
effectiveness of each change idea in supporting quality improvement goals. The change ideas
included in this section of the Workplan will appear in next year’s Progress Report so results can be
reported for each.

e Include at least 1 corresponding process measure (how you will measure impact; see Field: Process

Measures section below) for each change idea.

e Review QIP Navigator OHT Resources or the cQIP Community of Practice for information about

change concepts and ideas and about using the Plan-Do-Study-Act (PDSA) cycle for testing change

ideas.

Field: Methods (How the OHT Will Implement the Change Idea)

e |dentify the processes and tools the OHT will use to regularly monitor progress on quality
improvement activities and tests of change. Include details on how and by whom data on change
ideas will be collected, analyzed, reviewed, and shared. Describe any collaborations with partners and
the roles that each will play here.

Field: Process Measures (How the OHT Will Measure the Success or Progress of its Methods)

e Process measures should be carefully selected to directly gauge the impact of the change ideas on the
process(es) needing improvement (e.g., Is the new process better? How is this known?). This
information will help to determine if the change idea(s) should be adopted, adapted, or abandoned.

e Process measures must be quantifiable and reportable as rates, percentages, or numbers over
specific time frames. Visit Quorum for more information about creating process measures and

measurement plans.
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https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/Change-Concepts-and-Ideas-Guide.pdf

https://qipnavigator.hqontario.ca/Resources/OHT.aspx

https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Collaboratives/Activity/groupid/176

https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/Change-Concepts-and-Ideas-Guide.pdf

https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/PDSA-Tool.pdf

https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/Measurement-Guide.pdf

https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/Measurement-Guide.pdf



Field: Target for Process Measure (How the OHT Will Know It Is Successful)

e List the numeric target related to the process measure chosen to measure a change idea. Because
there is a minimum character limit, list the target in sentence form. Include the goal, the target
number, the rate, and the time frame.

o Forexample, “We aim to increase/reduce [x] by [y]%, from [a] to [b], by [c].”

Field: Comments

e Provide any additional comments about the quality improvement initiatives. These can include
factors for success, partnerships, barriers, and links to other programs.

Submission

Once a cQIP is complete and approved by the OHT, the cQIP point of contact is responsible for
submitting the cQIP using QIP Navigator.

General Tips

e Engage partners and start as soon as possible. Begin developing the cQIP by reviewing the resources
listed above when released.

e When accessing QIP Navigator, download drafts and share with OHT partners to encourage input.

e Review current performance data for the OHT. Current performance data are prepopulated in the
cQIP for the priority indicators. Use the current performance data for the OHT to set a target for
improvement for at least 1 indicator. Targets are to be set and agreed to by the OHT. Ontario Health
provides interactive performance data and analytics for the quality indicators in the cQIP Report on
the OHT Data Dashboard for further insights and ongoing performance monitoring. To request access

to this report, contact OHTanalytics@OntarioHealth.ca.

e Plan ahead to present the completed draft of the cQIP to OHT partners to endorse and approve.

e Contact RISE population health management coaches who are available to help connect cQIP work to
priority population work.

e Ensure that the cQIP is complete and submitted in QIP Navigator by April 1, 2025.
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https://qipnavigator.hqontario.ca/Default.aspx

https://ereport.ontariohealth.ca/oht/Pages/ohtreports.aspx?report=cQIP

mailto:ohtanalytics@ontariohealth.ca

https://www.mcmasterforum.org/rise



Implementing the cQIP Workplan

Health. The changes outlined in the plan are meant to guide the team’s work throughout the
year and should be reviewed monthly to ensure collaborative progress. The cQIP is a roadmap
to improvement and reaching shared goals.

™ A cQIP involves much more than simply developing and submitting a document to Ontario
o

Monitor Performance Frequently

A central tenet of quality improvement is monitoring progress and understanding whether the changes
being made are resulting in improvement. It is critical to establish a schedule for regular data review and
reporting, communicate trends within the OHT, and identify emerging performance issues early so they
can be resolved in a timely manner.

It can be helpful to reserve time to review cQIP progress as a regular agenda item in meetings with active
members. Celebrate successes, and leave time to study areas where improvement is not occurring and
plan next steps.

Consult Additional Resources

{é} Teams are encouraged to submit all questions to the cQIP Community of Practice so that the
larger group can benefit from the questions, answers, and surrounding discussion. The
B Community of Practice is supported by quality improvement specialists at Ontario Health, who
can be contacted by email at QIP@OntarioHealth.ca. Alternatively, reach out to the Ontario Health
Regional System Strategy Planning Design and Implementation (SSPDI) contact.

cQIP Community of Practice

OHT cQIP points of contact are encouraged to join the cQIP Community of Practice, available through the
OHT Shared Space, which offers support for the successful development and implementation of the
cQlIP. In this group, members can:

e Get questions answered in a space dedicated to quality improvement for OHTs
e Access specific resources and supports to assist with submission

e Get notified of any upcoming cQIP events, Community of Practice meetings, or educational
opportunities

e Share local best or leading practices and adapt resources to advance quality plans
e |dentify emerging opportunities and address common barriers to cross-OHT collaboration

e Learn more about some of the indicators featured in this year’s cQIP program

To join the cQIP Community of Practice:

1. Visit the OHT Shared Space and click the “Sign Up” button to create an account.

2. Visit the cQIP Community of Practice and click the “Join Group” button. Users will receive an email

notification confirming acceptance into the group.
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https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Groups/Activity/groupid/176

mailto:QIP@ontariohealth.ca

https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Groups/Activity/groupid/176

https://quorum.hqontario.ca/oht-collaboratives/en-us

https://quorum.hqontario.ca/oht-collaboratives/en-us

https://quorum.hqontario.ca/oht-collaboratives/en-us/Home/Groups/Activity/groupid/176



3. Click the “Subscribe to Updates” button once accepted to receive an email notification when there is
new activity, such as upcoming webinars and posted resources.

ISBN 978-1-4868-8624-1 (PDF) © King's Printer for Ontario, 2025

Need this information in an accessible format? 1-877-280-8538, TTY 1-800-855-0511, info@ontariohealth.ca.
Document disponible en frangais en contactant info@ontariohealth.ca
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SUD Community Response Protocol - DRAFT - Oct 1 2024.pdf
Process Steps

Triggers

Screening
Approach

\ 4
Assessment
Approach

A 4

Interventions

BBNOHT Substance Use Disorders Cross-Sector Screening Pathway

Client identifies using substances or is at risk of needing substance use supports

GAIN-SS Substance Use Screener

Unlikely to have a diagnosis or need
services

Provide harm reduction education on substance
use risks while reinforcing positive behaviors and
healthy lifestyle choices. Support client-informed
decision-making by offering information about
available resources and services, ensuring they
understand how to access support if their
situation changes.

Examples of services include:
Relapse Prevention
Self Management Programs
Education
Provincial Resources

I
1-2

A possible diagnosis; the client is likely to
benefit from a brief assessment and
outpatient intervention

High probabilities of a diagnosis; the
client is likely to need more formal
assessment and intervention, either
directly or through referral

Provide harm reduction services and education on
reducing the risks associated with substance use.
Offer less intensive engagement options if the client
is not within a stage of change to explore treatment
options, such as drop-in centres, mobile outreach, or
brief interventions, to maintain contact and
gradually build readiness.

Upon receiving the client’s consent, complete a
brief intervention, refer clients to structured
outpatient programs if appropriate, and connect to
community support services while scheduling
follow-up appointments to monitor progress and
adjust care as needed.

Examples of services include:
Peer Support
Community-Based Outreach
Community Support Programs

Provide harm reduction services and education on
the risks associated with substance use. Offer less
intensive engagement options if client is not within a
stage of change to explore treatment options, such
as drop-in centres, mobile outreach, or brief
interventions, to maintain contact and gradually
build readiness.

Upon receiving the client’s consent, complete a brief
intervention, refer individuals to appropriate
intensive treatment options, as applicable. Arrange
follow-up appointments to monitor their progress
and reassess their willingness to engage in more
intensive services if needed.

Examples of services include:
Outpatient Treatment Services
Opioid Agonist Therapy
Bed-Based Treatment
Withdrawal Management Services

REFER TO SUBSTANCE USE COMMUNITY RESPONSE PROTOCOL FOR RESOURCES WITHIN THE BBNOHT & SURROUNDING AREAS






BBNOHT Substance Use Disorders Cross-Sector Screening Pathway

Client identifies using substances or is at risk of needing substance use supports

GAIN-SS Substance Use Screener

|

| I
1-2

| |

Unlikely to have a diagnosis or need services

Provide harm reduction education on substance use risks while
reinforcing positive behaviours and healthy lifestyle choices.
Support client-informed decision-making by offering information
about available resources and services, ensuring they understand
how to access support if their situation changes.

A possible diagnosis; the client is likely to benefit from a brief
assessment and outpatient intervention

High probabilities of a diagnosis; the client is likely to need more formal
assessment and intervention, either directly or through referral

Provide harm reduction services and education on reducing the risks

the client is noet.within a stage of change to explore treatment options,
such as drop-in centres, mobile outreach, or brief interventions, to
maintain contact and gradually build readiness.

Upon receiving the client’s consent, complete a brief intervention, refer
clients to structured outpatient programs if appropriate,and connect to
community supportservices while scheduling follow-up appointments to

monitor progress and adjust care as needed.

RELEVANT RESOURCES MAY INCLUDE:

Harm Reduction

Brant County Health Unit
Haldimand Norfolk Health & Social Services
SOAR Community Services
Grand River Community Health Centre
Six Nations Health & Social Services
Positive Health Network

Relapse Prevention

Brant Erie Alcoholics Anonymous
Norfolk Brant Narcotics Anonymous
Self Management Programs Network

Provincial Resources

CAPSA (Peer Support)
Connex Ontario
Bounce Back Ontario

Self Management Programs
Province of Ontario
Grand River Community Health Centre
Norfolk Family Health Team

De Dwa Da Dehs Nye>s Aboriginal Health

RELEVANT RESOURCES MAY INCLUDE:

Peer Support

Harm Reduction SOARCommunity.Services

Refer to Score O Resources

Community Support Programs

Community-Based Outreach ] ]
Grand River Community Health Centre

Holmes House at Norfolk General Hospital
South Coast Wellness Haldimand & Norfolk

SOAR Community Services
Norfolk Family Health Team

Centre
Six Nations Health & Social Services

Holmes House at Norfolk General Hospital

South Coast Wellnhess Haldimand &
Norfolk

Brant Erie Alcoholics Anonymous
Norfolk Brant Narcotics Anonymous

associated with substance use. Offer less intensive engagement.options if I

J

Provide harm reduction services /and education on the risks associated with
substance use. Offer less intensive engagement options if a client is outside
a stage of change to explore treatment options, such as drop-in centres,
mobile outreach, or brief interventions, to maintain contact and gradually
build readiness.

Upon receiving the client’s consent, complete a brief intervention and refer
individuals to appropriate intensive treatment options, as applicable.
Arrange follow-up appointments to monitor their progress and reassess
their willingness to engage in more intensive services if needed.

RELEVANT RESOURCES MAY INCLUDE:

Outpatient Treatment Services
SOAR Community Services
South Coast Wellness Haldimand & Norfolk
The BHN RAAM Clinic
trueNorth Medical Centre
Methadone/Suboxone Clinics

Harm Reduction

Refer to Score O Resources

Withdrawal Management Services
SOAR Community Services
Holmes House at Norfolk General Hospital
Brantford General Hospital Emergency,
Department
Norfolk General Hospital Emergency,
Department

Bed-Based Treatment

SOAR Community Services
Holmes House at Norfolk General Hospital




https://www.selfmanagementontario.ca/

https://grandriverchc.ca/en/community-programs-and-outreach/wellness-programs.aspx

https://norfolkfht.ca/community-programs/

https://capsa.ca/peer-support/

https://connexontario.ca/

https://bouncebackontario.ca/

https://branterie-aa.org/meetings/

https://www.norfolkbrantna.org/

https://selfmanagementprograms.ca/?utm_source=google&utm_medium=cpc&utm_campaign=SMPN-G-Search-Main&utm_term=chronic%20disease%20self%20management%20program&utm_content=713836084024&utm_adgroup=164362285831&gad_source=1&gclid=EAIaIQobChMIqoOv5I3eiAMVWCGtBh0eRjnLEAAYASABEgIp-vD_BwE

https://bchu.org/public-health-topic/harm-reduction-and-substance-use/harm-reduction-supply-sites/

https://hnhu.org/health-topic/opioids/needle-exchange/

https://www.soarcs.ca/addictions-and-mental-health/program/harm-reduction-supply-program

https://grandriverchc.ca/en/community-programs-and-outreach/harm-reduction.aspx

https://www.snhs.ca/mental-wellness/harm-reduction-outreach-program/

https://positivehealthnetwork.org/hr-outreach/

https://www.soarcs.ca/addictions-and-mental-health/group/hopeful-journeys

https://www.ngh.on.ca/holmes_house/treatment-services/

https://southcoastwellness.org/resources/#resourcesforhope

https://aboriginalhealthcentre.com/brantford/

https://aboriginalhealthcentre.com/brantford/

https://www.snhs.ca/mental-wellness/mental-health-and-addictions-services/

https://southcoastwellness.org/mobile-mental-health-and-addictions/

https://southcoastwellness.org/mobile-mental-health-and-addictions/

https://grandriverchc.ca/en/community-programs-and-outreach/wellness-programs.aspx

https://www.soarcs.ca/addictions-and-mental-health/groups

https://norfolkfht.ca/community-programs/

https://www.ngh.on.ca/holmes-house/

https://branterie-aa.org/meetings/

https://www.norfolkbrantna.org/

https://www.soarcs.ca/addictions-and-mental-health/addiction-concurrent-disorder-outpatient

https://southcoastwellness.org/addictions/

https://www.raamclinics.com/

https://www.truenorthmedical.com/

https://www.soarcs.ca/addictions-and-mental-health/program/bed-based-treatment

https://www.ngh.on.ca/holmes_house/treatment-services/

https://www.soarcs.ca/addictions-and-mental-health/withdrawal-management-and-treatment-services

https://www.ngh.on.ca/holmes-house/

https://www.bchsys.org/en/care-services/emergency-department.aspx

https://www.bchsys.org/en/care-services/emergency-department.aspx

https://www.ngh.on.ca/programs_services/24-7-emergency/

https://www.ngh.on.ca/programs_services/24-7-emergency/



SUBSTANCE USE COMMUNITY RESPONSE PROTOCOL

G If the patient identifies as experiencing substance use, and upon their consent, complete the GAIN-SS Substance Use Screener.

Using the framework below and attached resource guide, classify the most appropriate substance use treatment

options based on the score (low, moderate, or high-risk categories) and the client’s receptiveness to treatment.
Refer to Page Two for a matrix of substance use treatment based on level of intensity and client effort.

Finalized & Adopted November 2024

Immediate Response for High-Risk Scores (3+):

Provide harm reduction resources and education on reducing the risks associated with substance use, ensure client’s
safety, engage in regular outreach to maintain contact, offer support, or re-evaluate readiness to engage in treatment
over time. Use motivational interviewing to explore barriers to engagement and build motivation. Upon receiving the
client’s consent, conduct a brief intervention and immediately refer individuals to appropriate intensive treatment
options, such as structured outpatient programs, opioid agonist treatment (OAT) or medication-assisted treatment for
alcohol use, as applicable. Arrange follow-up appointments to monitor their progress and reassess their willingness to
engage in more intensive services if needed.

Provide harm reduction services and education on reducing the risks associated with substance use. Offer less intensive
engagement options, such as drop-in centres, mobile outreach, or brief interventions, to maintain contact and gradually

M OD ERATE RlSK (1'2 SCO RE) build readiness. Upon receiving the client’s consent, conduct a brief intervention to increase awareness and motivate
change. If appropriate, clients should be referred to structured outpatient programs and connected to community

support services while scheduling follow-up appointments to monitor progress and adjust care as needed.

Provide education about substance use and its risks while reinforcing positive behaviors and healthy lifestyle

LOW RISK (O SCORE) choices. It's important to offer information about available resources and services should their situation change,
ensuring they know how to access support if needed in the future.





Finalized & Adopted November 2024

MODERATE RISK (1-2 SCORE)

LOW RISK (O SCORE)

PROGRAM LIST BY ORGANIZATION

SOAR

Community Services

W
L

BRANTFORD/BRANT
Outpatient Peer Support*
Outpatient Concurrent Disorders*
Treatment Program*

Day Treatment*
Bed-Based Treatment*
Bed-Based Withdrawal Management*
Open Support Groups*

_ The Brant Haldimand Norfolk RAAM Clinic

Rapid Access Addiction Medicine

BRANTFORD/BRANT/HALDIMAND/NORFOLK
Peer Support*
Case Management*
Culturally Sensitive Counselling
Opioid Agonist Therapy
Treatment for Managing Withdrawal Symptoms*

>
ﬂ ("
AOOAMA

Addictions Counselling*
Relapse Prevention*
Systems Navigation

Lower Intensity and Less Client Effort —ﬁ Higher Intensity and More Client Effort

Outpatient Treatment
SOAR Community Services
South Coast Wellness Haldimand & Norfolk
The BHN RAAM Clinic

Bed-Based Treatment
SOAR Community Services
Holmes House at Norfolk General Hospital

Withdrawal Management Services

Holmes House at Norfolk General Hospital

SOAR Community Services

Medical Withdrawal Management
Brantford General Hospital

Norfolk General Hospital

trueNorth Medical Centre
Methadone/Suboxone Clinics (See list below)

Harm Reduction
Brant County Health Unit
Haldimand Norfolk Health & Social Services
SOAR Community Services

Peer Support

SOAR Community Services
Holmes House at Norfolk General Hospital

Community-Based Outreach

De Dwa Da Dehs Nye>s Aboriginal Health Centre
Six Nations Health & Social Services

Community Support Programs

Grand River Community Health Centre
SOAR Community Services
Norfolk Family Health Team

Grand River Community Health Centre
Six Nations Health & Social Services
Positive Health Network

South Coast Wellness Haldimand & Norfolk
CAPSA (Peer Support)

Offer information to the client about available
services and resources should their situation
change, ensuring they know how to access
resources in the future should they need it.

Relapse Prevention Resources

Brant Erie Alcoholics Anonymous
Norfolk Brant Narcotics Anonymous
Self Management Programs Network

Grand River
Community
Health Centre

BIra

&
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Six Mations Health Services BRANTFORD/BRANT BRANTFORD/BRANT
SIX NATIONS BRANTFORD/BRANT Rapid Addiction Support Team Prescribed Alternatives
Mental Health & Mental Health & Addictions (Hospital Patients only)* Program

Drop-In Outreach Clinic

@trueNorth
Medical Centres

BRANTFORD/HALDIMAND
Alcohol Program*
Benzodiazepine Use
Disorder Program
Opioid Agonist Therapy

Acute Withdrawal Management
(Emergency Department)*

Outreach Program*

Nor/@lk

GENERAL HOSPITAL

South Coast Wellness

HALDIMAND/NORFOLK
Peer Support*
Pre-Contemplative Program*
Youth Addictions Program
Addictions Mobile Outreach Team*

HALDIMAND/NORFOLK
Recovery Community Support Program*
Non-Residential Treatment Program*
Bed-Based Treatment*
Withdrawal Management Services*

*denotes inclusion of services for alcohol/cannabis use disorders

South Coast Wellness Haldimand & Norfolk

Holmes House at Norfolk General Hospital

Brant Erie Alcoholics Anonymous
Norfolk Brant Narcotics Anonymous

Self Management Resources
Province of Ontario

METHADONE CLINICS
BRANTFORD/BRANT

Grand River Clinic & Pharmacy
423 Colborne East Street, Brantford, ON, N3S 3N5

HALDIMAND/NORFOLK

Hope Pharmacy
32 Robinson Street South, Simcoe, ON, N3Y 1W4

Water Street Clinic & Pharmacy
25 Water Street, Simcoe, ON, N3Y 1P8

METHADONE/SUBOXONE CLINICS

TRC Pharmacy Brantford
95 Darling Street, Brantford, ON, N3T 2K7

trueNorth Medical Brantford Addiction Centre
160 Colborne Street East, Brantford, ON, N3T 2G6

Provincial Resources
CAPSA (Peer Support)

Connex Ontario
Bounce Back Ontario

SYSTEM
NAVIGATION
SUPPORTS

Rapid Addiction
Support Team (RAST),
accessible through
Brantford General
Hospital’s Emergency
Department, Monday
to Friday from 8-4 PM

South Coast Wellness
offers Mobile Mental
Health and
Addictions Services
which are accessible
through their intake
line at:
1-877-909-4357




https://bchu.org/public-health-topic/harm-reduction-and-substance-use/harm-reduction-supply-sites/

https://hnhu.org/health-topic/opioids/needle-exchange/

https://www.soarcs.ca/addictions-and-mental-health/program/harm-reduction-supply-program

https://grandriverchc.ca/en/community-programs-and-outreach/harm-reduction.aspx

https://www.snhs.ca/mental-wellness/harm-reduction-outreach-program/

https://positivehealthnetwork.org/hr-outreach/

https://capsa.ca/peer-support/

https://connexontario.ca/

https://bouncebackontario.ca/

https://www.selfmanagementontario.ca/

https://grandriverchc.ca/en/community-programs-and-outreach/wellness-programs.aspx

https://www.soarcs.ca/addictions-and-mental-health/groups

https://norfolkfht.ca/community-programs/

https://www.ngh.on.ca/holmes-house/

https://branterie-aa.org/meetings/

https://www.norfolkbrantna.org/

https://www.soarcs.ca/addictions-and-mental-health/group/hopeful-journeys

https://www.ngh.on.ca/holmes_house/treatment-services/

https://southcoastwellness.org/resources/#resourcesforhope

https://capsa.ca/peer-support/

https://aboriginalhealthcentre.com/brantford/

https://www.snhs.ca/mental-wellness/mental-health-and-addictions-services/

https://southcoastwellness.org/mobile-mental-health-and-addictions/

https://www.soarcs.ca/addictions-and-mental-health/addiction-concurrent-disorder-outpatient

https://southcoastwellness.org/addictions/

https://www.raamclinics.com/
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Substance Use Disorder (SUD) in Primary Care: Project Proposal 



Proposed Project

Explore barriers to primary care providers in Brantford, Brant and Norfolk integrating people with substance use disorders into their practices and identify opportunities to reduce barriers. 	Comment by Alyssa Stryker: The scope of my role doesn’t include Norfolk. Ellen and I discussed the possibility that perhaps you could lead the Norfolk portion of the project so we could cover the whole BBNOHT catchment area, but obviously that’s up to you ☺️. 



Project Rationale

Once individuals with substance use disorders stabilize with opioid agonist therapy and other supports, it is often appropriate to transition oversight of their ongoing medical needs to a primary care provider. Effective integration of people with substance use disorder into primary care practices can improve treatment system capacity by freeing up specialty providers’ time to take on new patients who require higher intensity care. 

This transition from specialty substance use providers (e.g. Rapid Access Addiction Medicine Clinic, withdrawal management, bed-based treatment services) to primary care has been anecdotally identified as an inefficiency in Brantford, Brant and Norfolk’s treatment continuum. By conducting a systematic assessment of the barriers to this transition occurring effectively, this project hopes to develop recommendations for action that could help reduce these barriers.



Rationale for Collaboration between BBNOHT Mental Health & Addictions Steering Committee and Brantford-Brant Community Drugs Strategy

The Brantford-Brant Drugs Strategy Coordinating Committee proposes pursuing this project in collaboration with the BBNOHT’s Mental Health & Addictions Steering Committee. The Coordinating Committee believes this project will result in information that would benefit both Committees. Additionally, the Coordinating Committee believes that involvement from the BBNOHT MH&A Steering Committee would substantially contribute to this project’s success, given strong relationships through the BBNOHT with primary care providers as well as the Steering Committee’s own clinical expertise. 

Per the collaboration agreement between the DS Coordinating Committee and the MH&A Steering Committee, the Drugs Strategy Coordinator has discussed this project with the MH&A Integration Lead (Ellen, prior to her leave). She was enthusiastic about the initiative and recommended that a formal recommendation be made to the Steering Committee.




Proposed of Project Outline

1. The Drugs Strategy Coordinator will work to compile a list of stakeholders to be consulted, including both primary care and specialty SUD service providers. The MH&A Steering Committee will be asked to contribute to developing the list. The Committee will also guide the development of the engagement plan and consultation format (e.g. one-on-one interviews, focus groups, online poll, email, etc.).  



2. Once the list of stakeholders is complete and an engagement plan is finalized, the Drugs Strategy Coordinator will lead the consultation with Brantford-Brant stakeholders. The MH&A Integration lead will lead the consultation with Norfolk stakeholders. 	Comment by Alyssa Stryker: Again, this is obviously subject to you being on board with it! Otherwise we could just limit the scope to Brantford-Brant.



3. The Drugs Strategy Coordinator and MH&A Integration Lead will compile the information gathered during the consultation process and produce a document with an overview of lessons learned and recommendations for next steps.



4. The findings will be presented to the Drugs Strategy Coordinating Committee and MH&A Steering Committee, and both Committees can consider taking action on the recommendations as part of future work plans.
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