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Our dedicated team is guided by our vision and mission,  
and we strive to live our values each and every day. 

O U R  V I S I O N
Outstanding care – every person, every day.

O U R  M I S S I O N
To deliver a seamless experience through the health  
system for people in our diverse communities, providing  
equitable access, individualized care coordination and  
quality health care.

V A L U E S
We live the values of our compass each day in order to  
develop shared understanding, build trusting relationships 
and co-create ways to achieve outcomes.

Our Values are to be: 

Client-driven 
Accountable and transparent 
Respectful of another 
Innovative 
Nurturing 
Great at what we do



After multiple years of fast-paced growth  
combined with increasingly complex patients,
2014–2015 was an important year for the
South West CCAC. It was a year for the South 
West CCAC and our entire home and community 
care sector to better understand how we can 
contribute to the future of health-care in Ontario, 
and support patients to be at home as long  
as possible.

In 2014 – 2015 the South West CCAC connected 
more than 60,000 people with the health care 
services they needed, about 1 in 17 people 
living in the South West. The South West CCAC 
achieved a balanced budget without having to
implement waitlists for in-home services. As a 
result of innovation and efficiencies, we were 
able to increase spending on patient care by 
4.1% with a 1.8% increase in funding for  
patient volumes.

Across the South West, just under 200,000 
hospital days were avoided because Home First 
supports enabled patients to remain at home 
instead of hospital or long-term care. The South 
West has the lowest or second lowest number of 
patients waiting in hospital for a different type 
of care, (also know as an Alternate Level of Care 
[ALC]), in the province every month.

The Provincial Government continues to send  
the message that the modernization of home 
and community care is among its top priorities 
as they too look to meet the health care needs  
of an aging population and preserve a health 
care system that will be sustainable for generations 
to come. The South West CCAC welcomes this 
change. We have tremendous expertise and
considerable successes and learnings to draw on. 

Never have 
we been more 
aware of the 
pressures facing 
the home and 
community care 
sector than we 
are today.  
Moving toward 
the future,  
there will  
continue to  
be significant  
opportunities  
to improve the 
way in which  
we deliver care for people. At the South West 
CCAC, our team is excited about the future  
and will remain focused on our vision of  
outstanding care, every person - every day.

AT THE SOUTH WEST CCAC,  
We take great responsibility for delivering the  
highest-quality care to patients and achieving  
value for the resources entrusted to us. 

Sandra Coleman,  
CEO

Linda Ballantyne,  
Board Chair



B O A R D  O F D I R E C TO R S 

The Board of Directors of the South
West CCAC is an independent community 
board made up of volunteers recruited 
from communities across the South 
West. Together, they provide strategic 
leadership and direction to the South 
West CCAC by engaging with external 
partners and thought leaders on

important discussions on the key
health-care topics while establishing
policies, and monitoring performance 
related to the key dimensions of the 
South West CCAC’s business.

THE SOUTH WEST CCAC BOARD OF DIRECTORS      	 The South West
        CCAC achieved the 
highest rating in the  
province for Overall  
Experience of care in a 
patient experience survey, 
with more than 94%  
rating care as good or  
excellent. It is the result  
of a team of people  
working together with 
our partners to provide 
outstanding care - every 
person, every day.

Back row (left to right): Patricia Campbell, Mary Lapaine (Past Chair), Tim Cronsberry, Ferne Woolcott, Dr. Carol 
McWilliam, Cynthia St. John, Evelyn Harris-Williams, and Dr. Claude Lanfranconi (Treasurer). Seated (left to right):  
Dr. Don Eby, Sandra Coleman (CEO), Linda Ballantyne (Chair) and Brian Hadley (Vice Chair).



Heroes in the Home
Nominated by patients and 
family members, Heroes 
may be family, friends or 
professional caregivers, 
but what they all have in 
common is their dedication 
to caring for others. During  
these annual events each fall, 
we are honoured to recognize 
those members of our  
community who give the very 
best of themselves to others. 
In October and November of 
2014, more than 
500 Heroes were 
recognized.

Client-Driven Care  
Awards of Distinction
At the South West CCAC, our 
key strength is the passion we 
have for providing outstanding 
care to the people we serve.  
Every single member of our team 
has a steadfast commitment to 
providing the best possible care 
to patients each and every day.
To recognize that passion among 
our employees, we celebrate each year with  
our Client-Driven Care Awards of Distinction.  
In 2014-2015, 21 individuals and 11 teams 
were nominated by their peers.

PASSIONATE 
    ABOUT CARE

Connecting Care Collaborative Partners 

Stroke Capacity Assessment &  
Best Practice Implementation Project

Partnering for Quality

Home and Community Care Sector  
Leadership South West CCAC teams  
received the Ontario Association of  
Community Care Access Centres’ (OACCAC)  
Sector Innovation Award as well as two  
South West LHIN Quality Awards.



Under the innovative Home First  
philosophy in place in all hospitals  
in the South West since March 2014, 
Care Coordinators work to help identify 
patients who are at risk of becoming 
Alternate Level of Care (ALC)while in 
hospital, and help get them the home 
and community care they need to be 
able to leave hospital as quickly as possible.

The Home First program has achieved 
remarkable results. The number of  
patients waiting in hospital to go to 
long-term care has decreased significantly 
and many Home First patients are able 
to stay at home with regular CCAC  
services. The Home First Financial  
Impact Report 2015 [www.healthcare 
athome.ca/southwest/en/Getting -Care/
Getting-Care-at-Home/home-first] 
identified the following benefits for  
patients and the health care system:

• The net economic savings to the  
system because the 463 patients  
in 2013-14 returned home was  
approximately $20 million.

• The South West has the lowest or 
second lowest Alternate Level of  
Care (ALC) rate in the province  
every month.

• In 2013-14 an additional 3,468 other 
complex patients benefited from 
the Home First approach during the 
365-day period, receiving robust care 
plans to ensure that they were able 
to go home from hospital.

• In 2014-15, just under 200,000 
hospital days were avoided because 
Home First supports enabled patients 
to remain at home instead of hospital  
or long-term care.

HOME FIRST

that the South West 
CCAC receives more 
than 40,000 referrals 
from hospitals each 
year?

PAT I E N T S  D E S I G N AT E D  A LT E R N AT I V E  L E V E L  O F  C A R E 
WA I T I N G  F O R  L O N G -T E R M  C A R E  AT  H O S P I TA L S  T H AT  H AV E 
I M P L E M E N T E D  H O M E F I R S T

DID YOU KNOW… 

that South West CCAC 
Care Coordinators 
are on-site at each of 
the 33 hospital sites 
across the South West 
region? 

DID YOU KNOW… 

that 92.5% of all  
patients discharged 
from hospital get their 
first nursing visit within 
5 days and 91% get 
their first PSW visit 
within 5 days? 

DID YOU KNOW… 

      	  I’m happy to     	
	 have decided  
on long-term care,  
it will take a lot of  
my worries away.  
But I’m also very  
happy to be waiting 
from home.

Olga Brauer, (age 95)



Primary Care Partnerships — There 
are South West CCAC Care Coordinators  
on site with 99% of all family physicians 
across the South West. A dedicated 
phone line specifically for physicians 
has been launched, making it easier 
than ever for our community physicians 
and primary care providers to contact 
us. Physicians and primary care providers 
can simply call 1-844-CCAC-4MD  
(1-844-222-2463) any time from  
8 AM to 8 PM and they will be  
immediately connected to a Care  
Coordinator.

The South West CCAC has  
established EMS Paramedic  
Referral with the 7 EMS services 
in our region. A key recommendation 
contained in Dr. Samir Sinha’s report, 
Living Longer, Living Well, “Community 
paramedicine” encompasses a variety 
of programs and a variety of enhanced 
roles for paramedics. Community  
paramedicine can also include public 
education, access to community  
fibrillation, referrals to programs  
and expanded scope for paramedics 
(for example flu shot clinics, or provision  
of IVs in long-term care homes for 
antibiotics), wellness programs, blood 
pressure checks, etc.

Palliative Outreach
Team in Grey and Bruce Counties
The Palliative Care Outreach Team 
enables primary care providers to 
support patients in their communities, 
prevent avoidable hospitalizations and 
to help meet the care needs of the  
individual and their family as their  
illness progresses. 

“	There’s a very important symbiotic 	
	 relationship between the CCAC and 	
	 primary care. They need one another, 	
	 and benefit from one another.” 
-	Dr. Joshua Shadd,  
	 Palliative Care Specialist

Working in partnership with primary 
care providers (nurses, physicians  
etc.) the team provides support and 
consultation in symptom management 
including psychosocial and spiritual 
aspects to care by providing support 
and mentorship by phone or in person 
as determined with the primary care 
provider. Through the palliative care 
outreach team, a 24/7 physician  
is on call to support the identified  
palliative patients in the two counties.

South West CCAC  
by the Numbers 
•	60,000 patients are  

cared for every year,  
or 1 in every 17 people  
in the region

• More than 2.5 million  
in-home visits are made  
by the South West CCAC

•	94% of CCAC patients  
are satisfied or very  
satisfied with their care

HOME FIRST KEY 
   INITIATIVES I N  2 0 1 4 - 2 0 1 5

We are connected through our common patients, and there’s an onus  
on all of us to provide the best level of care we can as a team 



DID YOU KNOW… 

DID YOU KNOW… 

VALUE OF CARE COORDINATION
 The South West Community Care Access 

Centre serves 60,000 people each year, 
across a vast region from Tobermory in 
the north to Long Point and Port Glasgow 
in the south. Our role is to get people 
the home and community care they 
need to stay well, heal at home and  
stay safely in their homes longer. We 
also help people transition through the 
system and to other living arrangements. 
We do it by working in partnership with 
patients, families, providers, community 
organizations, and others.

With tremendous growth forecasted for 
the population we serve over the next 
20 years, health system partners need 
to work together, more closely than ever 
before to make sure people get the care 
they need.

Today, patients living in their homes and 
communities have more complex health 
issues than ever before – more than 
85% of our patient care budget is spent 

on supporting people with complex 
needs in the community. Just five years 
ago, these people would have likely 
moved to long-term care or remained  
in hospital.

Care coordination is critical, as every 
possible resource, every community 
service, and support from family/friends, 
needs to be considered to support patients.

Patients with less complex needs will 
continue to need support from community
organizations, (ie: Meals on Wheels, 
Adult Day Programs and Exercise Classes) 
to help them live their lives with the best 
possible health and well-being.

Remaining in the community with supports 
has resulted in better health and quality 
of life for patients, as well as a more  
efficient use of health care dollars.
In the following pages, you will read 
about some of the people the South 
West CCAC supports.

that Care Coordinators 
are here to help you 
navigate the health 
care system? If you 
have questions about 
services that may be 
available, you can call 
310-CCAC for informa-
tion.

that the South West 
CCAC receives over 
4,500 calls each month 
from people who are 
looking for information 
about services available 
in their community?

Sandra,

On behalf of my whole family, I would like to comment on the excellent  

service and care recently provided to my mother, Edith by two of your  

Care Coordinators.

Judy, who was our main contact throughout our time receiving services, helped 

guide my family through the choices and decisions necessary to ensure our 

mother received the very best care and helped us understand the choices, their 

impact and the potential outcomes. She helped us make difficult decisions, while 

keeping our mother safe from harm and as well as possible. She was frank when 

that approach was needed and patient while the family made difficult choices. Just 

the right touch. 

Kristina was extremely helpful in navigating the hospital system and providing 

advice that gave the family the opportunity to seek out solutions.

While I have, throughout my nursing career, worked both in the hospital and  

community sector, one never knows or truly understands the system until  

there is a personal or family need. Both Judy and Kristina exemplify the role  

of system navigator and made all the difference in our mother’s journey.

I am pleased to say my mother is now in a retirement home, and fingers crossed,  

is making progress each day.

Again, I thank your staff for all they have done 

…Stephen



The oldest of Tracy and Brian’s three 
children, Alicia, is 22 years old and has 
complex special needs, which necessitate 
24-hour care. Alicia’s parents, Tracy 
and Brian believe the time will eventually 
come for Alicia to move into supportive 
housing but they want to keep her at 
home with the rest of their family in the 
Grey Bruce area for now.

Since Brian and Tracy both work outside 
of the home and Alicia had finished 
school in June 2014, they knew they 
needed to set up a new care plan that 
would help Alicia transition from children’s 
services to adults services. 

Alicia’s South West CCAC Care  
Coordinator, Jenn has been working 
with Alicia and her family for four 
years. Together they have used  
www.thehealthline.ca to research 
organizations that would provide  
the care complement and age 
appropriate stimulation that  
she needed. 

Participation House in London had 
not accepted a patient from Grey 
Bruce area before, however they 
were happy to meet with Alicia’s  
parents and Jenn via Skype to  
discuss Alicia’s care needs. After  
a successful meeting for everyone, 
Participation House staff worked to 
ensure that they had the training 
they needed specific to Alicia’s  
complex care requirements.

Alicia is now able to access Participation 
House for respite care on a scheduled 
basis, which has proven to be a significant 
element of her care plan. During her 
respite stays at Participation House,  
Alicia’s parents and her siblings, Paige 
and Reese have been able to visit Alicia 
and feel confident that Alicia is in an 
age appropriate environment where  
she is well-cared for.

According to Tracy, “This solution has 
been a godsend for our family. If it had 
not been available, we would have had 
to consider more permanent options and 
we are just not ready to do that yet.”

      	  Seeing the patient 	
		 and her family happy 
following their first stay 
and the confidence and 
reassurance they possessed 
knowing that we had 
found the right place to 
support them, meeting  
all of their needs was a 
humbling experience.  
I am so glad they were 
willing to work with me 
and take some  
chances.

South West CCAC  
Care Coordinator,  

JENN

ALICIA’S
     EXPERIENCE
Alicia’s family and her care coordinator, working  
together to develop a care plan that best suits Alicia
 



After a few falls in her two-storey home, 
Florence (age 88 years) moved to a  
new apartment in April 2014. Shortly 
after her move she developed pneumonia 
followed by laryngitis, that resulted in  
a lengthy illness, (she is also being  
monitored for other chronic health  
conditions).

The Clinton Family Health Team  
asked Florence and her family to  
participate in a Health Links coordinated 
care conference.

Attendees also included a CCAC Care 
Coordinator, Florence’s Family Physician  
and Nurse Practitioner, as  
well as a representative from  
ONE CARE Home & Community 
Support Services.

During the care conference,  
everyone had a clear  
understanding of Florence’s  
medical status and needs as  
well as the supports available  
in the community, and from  
family and friends.

Most importantly, Florence was able to 
identify what she wanted and valued; 
being self-reliant was key.

Working together, the team was able  
to organize care and services such as: 

• Medication schedule
• Exercise routine (eventually classes)
• Occupational therapy assessment 		
	 and recommendations
• Equipment purchases
• Community support services 

These, among other elements of her 
care plan have contributed to Florence’s 
physical and well being.

FLORENCE’S HURON PERTH    					  
	 			   HEALTH LINK EXPERIENCE

In Ontario, five per cent of patients  
account for more than two-thirds of 
health care costs.

Typically, these patients have multiple, 
complex conditions, lead to multiple 
interventions in the health care system. 
The most common ailments include one 
or more of the following: Chronic diseases 
like COPD (Chronic Obstructive Pulmonary 
Disease) or diabetes, Advanced age, 
Bone fractures, Mental illness, End of life 
issues and complications, and Children 
with complex needs.

The Health Links model was created 
to improve the coordination of care by 
bringing local providers together and  
ensuring that people are at the centre  
of their own care. In 2014–2015, the 
South West CCAC worked with its partners 
to establish four Health Links, in Huron 
Perth, London Middlesex, North Grey 
Bruce, and South Grey Bruce that will 
help close the gaps that often occur 
when a patient moves from one provider 
to another.

H

      	  It has been hugely 	
	 educational for us as  
family physicians to better 
understand the resources 
that exist. Community 
supports, specialized  
program details – the  
Care Coordinators are  
the keeper of that  
knowledge and provide  
us with up-to-date details 
on available resources,  
and on patients’ progress. 
Their knowledge is well 
suited to the Health  
Links initiative.

Dr. Faulds

GREY

BRUCE

HURON

PERTH

OXFORDLONDON-
MIDDLESEX

ELGIN NORFOLK

Lake Huron

Lake Erie

Georgian Bay



DID YOU KNOW… 

Want to remain at home,  
together for as long as they can.

When Floyd and Olive, (ages 93 and 
87 respectively) got married five years 
ago, Olive moved from downtown  
Toronto to the community of Listowel 
to be with Floyd. At that time, they 
were both experiencing good health 
and lived independently in their own 
home. Floyd was then admitted to  
hospital in the summer of 2013 and 
again in the spring of 2014. He received 
CCAC support for short periods of time 
upon both hospital discharges.

Last fall, Floyd was hospitalized again, 
having had at least one mini stroke, 
most likely multiple mini strokes.  
Floyd was also experiencing some  
mild dementia and lower back/abdomen 
pain. Further tests were ordered to  
determine the cause of his pain, however 
he decided not to pursue these tests. 
During Floyd’s fall 2014 hospital stay, 
they discussed long-term care with 
the CCAC Care Coordinator but both 
Floyd and Olive indicated that staying 
together is a priority for them – they 
asked to explore other options instead. 
Specifically, Floyd as a palliative patient, 
expressed his wish to remain in his 
home for end-of-life care.

With help from 
their family,  
friends and  
church community, 
Floyd and Olive 
purchased a new 
home with Floyd’s 
son and renovated a granny suite for 
themselves. Their home is bright and 
comfortable with great thought put into 
accessibility supports. They are very 
happy living there.

CCAC also mobilized a comprehensive 
care plan. Their care plan has included 
a number of elements over the last 
six months including Nursing, Occupational 
Therapy, Personal Support, and  
community services. Floyd and Olive 
have met with their Care Coordinator 
in person on multiple occasions. There 
are also regular phone conversations 
to ensure that their care plan is  
continuing to meet their needs.

that patients with 
more complex needs 
are now able to remain 
living in their homes 
with support?

      	 We have been  
married just over 
five years… We didn’t 
want to be apart.

A C U I T Y  L E V E L  O F  PAT I E N T S  L I V I N G  I N 
T H E  C O M M U N I T Y  S U P P O RT E D  B Y  C C A C

FLOYD 
OLIVE &



eHOMECARE
eHomecare is a suite of electronic tools,  
combined with a team of medical and home 
care specialists that all work together to care 
for patients outside of the hospital. For people 
who are dying or have chronic, medically 
complex health issues or for those who have 
experienced an acute care emergency,  
eHomecare will enable them to spend less time  
in hospitals and more time in their own homes.

Using a “real time electronic medical record” 
all appropriate members of a patient’s care 
team, including perhaps their cardiologist or 
surgeon, will be able to monitor and direct the 
care that patient receives without requiring 
the patient to leave their home.

The South West CCAC pioneered the  
eHomecare (formerly known as eShift)  
model of care and has expanded on it over 
the years. Now, eHomecare is being rolled  
out across Ontario and has been adopted in 
regions such as France, the UK and Michigan 
to improve access to care for nearly one  
million people.

TELEHOMECARE
The South West CCAC has established the 
Telehomecare program to provide patients 
with education and support in order to  
independently self manage their Chronic 
Heart Failure (CHF) and Chronic Obstructive 
Pulimary Disease (COPD) exacerbations. 
Good self management and care improves 
overall health, while decreasing the number 
of hospital admissions, visits to Emergency 
Departments, and primary care.

cSWO
Connecting South West Ontario (cSWO  
“see-swoh”) is a Regional eHealth Program, 
funded by eHealth Ontario, and developed  
in partnership with the four Local Health  
Integration Networks (LHINs) in southwestern 
Ontario and local health service providers. 
cSWO is focused on enabling better care for 
people across southwestern Ontario. By providing 
physicians with easier access to the information 
they need for decision-making, patients  
receive faster care with improved outcomes.
The South West CCAC also utilizes electronic 
enablers to support patient care. 

eSCREENER  
Is a tool used at the point when a patient is 
admitted to hospital to identify the highest 
needs patients who should be referred to the 
CCAC as early as possible while in the hospital. 

eNOTIFICATION  
Provides hospitals with access to the CHRIS 
database to confirm the CCAC status of 
patients when they present in the Emergency 
Department (ED) and notifies CCAC as they 
are being discharged from the ED.

www.TheHealthLine.ca
The www.thehealthline.ca website was initially 
developed as a partnership between hospitals, 
the health unit and the CCAC in London, Ontario, 
and is now a province-wide resource for both 
the public and health-care professionals to  
access information. It houses more than 
50,000 health service profiles: 

• Assisted Living/Supportive Housing
• Adult Day Program
• Complex Continuing Care
• Rehabilitation
• Long-Term Care
• Hospice

E-ENABLERS 



FACTS AND FIGURES 

Total Admissions
Fiscal 2014-2015

65%

5%

30% Elderly

Adult

Paediatric

CCAC Spending Allocation

Patient Care,
including purchased in-home services

CCAC Administration

Building and Grounds

IT

Other [Adjunct Programs]

92.6%

0.5%
1.6%

2.0% 3.3%



AUDITED FINANCIAL 
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How to contact us

Call 1-800-811-5146. 

Visit our website at www.healthcareathome.ca/southwest

Drop in to one of our office locations across the South West.

London (Head Office)  
356 Oxford Street West 
London ON  N6H 1T3

Owen Sound  
1415 1st Avenue West  
Suite 3009 
Owen Sound ON  N4K 4K8

St. Thomas  
Unit 70, 1063 Talbot Street 
St. Thomas ON  N5P 1G4

Seaforth  
PO Box 580, 32 Centennial Drive 
Seaforth ON  N0K 1W0

Stratford  
65 Lorne Avenue East 
Stratford ON  N5A 6S4

Hanover  
90-7th Avenue  
Hanover ON, N4N 2G9

Woodstock  
1147 Dundas Street, Unit 5 
Woodstock ON  N4S 8W3

OUTSTANDING CARE – EVERY PERSON, EVERY DAY


