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Welcome 

Å Why weôre here 

Å What weôre going to talk about today 

Å Information exchange 
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Finding Your Way 
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Å Crown agency of the Ministry of Health and Long-Term 

Care 

Å One of 14 LHINs across Ontario that work with local 

health services - including hospitals, community care 

access centres, community health centres, long-term care 

homes, mental health and addiction programs and other 

community support services agencies within specific 

geographic areas 

Å The role of the LHIN is to plan, fund and integrate the 

North Simcoe Muskoka health care system 

NSM Local Health Integration Network (LHIN) 



Map of North Simcoe  

Muskoka (NSM)  

Region 
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NSM LHIN Health 

Links Map 
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Ç Improve access to family care for 

seniors and others living with 

complex conditions. 

Ç Reduce avoidable emergency room 

visits. 

Ç Reduce unnecessary re-admission to 

hospitals shortly after discharge. 

Ç Reduce time for referral from 

primary care doctor to specialist 

appointment.  

Ç Improve patientôs experience during 

their journey through the health care 

system.  

Ç To work as a team to better 

coordinate the care for the person 

across their journey through the 

health system 

ÇNo longer need to answer the same 
questions from different service 
providers.  

ÇHave support to ensure they are taking 
the right medications appropriately. 

ÇHave a care provider they can call 
eliminating unnecessary providers 
visits. 

ÇHave an individualized comprehensive 
plan, developed with the patient and 
his/her care providers who will ensure 
the plan is being followed. 

 
Did you know 5% of the high users use 
two thirds of the health care budget? 
  
Among the top 1% of high cost users: 
~ 43% of high cost users die within 3 years (acute high cost 
users) 
~ 33% survive and are no longer high users after 3 years 
~ 24% of high cost users are chronic high cost users 

 



 
Å Continue to meet with FNMI and non FNMI communities to identify needs, gaps 

and opportunities  
 

Å Act as consultative resource to the LHIN and the 5 health links and participation in 

health link events such as value steam mapping, quality improvement efforts, health 

links committees, etc.  
 

Å Strengthen the link between primary care and Aboriginal communities; 
 

Å Share learnings across health links and build an understanding of the depth of 

Aboriginal needs for specific and targeted needs including cross cultural awareness 

training sessions; 
 

Å Facilitate Aboriginal participation in committees where required; 
 

Å Identify, develop and disseminate tools and resources to support the education and 

awareness of the FNMI community; 
 

Å Incorporate findings, feedback and input from AHC health forum, community 

engagement sessions and meetings to inform the development of health links such as 

standardized approaches, identification of resource needs, collaborative efforts that 

reflect best practices and an evaluation framework 



Care Connections ð  

Partnering for Healthy Communities 
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ÅThe approach and system we use within our LHIN to work 

together with our health service and community partners to meet 

the needs of our population. 

 

ÅTogether, we are working towards our vision of:  

 

Healthy People.  Excellent Care. One System. 
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