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As the CCHOHT, we are committed to our purpose of connecting care within 
our communities of Halton Hills, Milton, and Oakville. Since 2019, we have been 
working together to understand, plan, and coordinate the delivery of excellent 
health and community care in collaboration with the patients, clients, families, and 
caregivers who live here. During the COVID-19 pandemic, we are proud of what we 
accomplished to keep our community healthy and to show ourselves and others 
how united we are. We have learned a great deal over the past few years and the 
time has come to set our priorities for the future. 

Our strategic plan sets our direction together for the next few years. Development 
of this foundational document included the engagement of over 200 community 
members, including the voices of patients, clients, families, caregivers, physicians, 
specialists, healthcare system leadership, and providers. We recognize that we 
are early on our engagement journey, yet are excited about our new purpose 
statement, “Connecting Care,” which highlights our role as a team that coordinates 
and integrates care across our communities together to achieve better population 
health outcomes for our three communities: Halton Hills, Milton, and Oakville. 

To fully live our purpose, we have developed a set of strategic directions that 
outline our focus as an Ontario Health Team (OHT) over the next few years. Within 
each strategic direction are activities we will undertake to achieve our overall 
purpose, vision, and mission. We recognize the important role that our patients, 
clients, families, caregivers, staff, physicians, volunteers, providers, and others 
play in achieving our vision of healthier communities in Halton Hills, Milton, and 
Oakville. We are excited to continue our efforts to connect care and look forward to 
sharing our progress and success as we embark on this new path. 

Dr. Kiran Cherla 
Dr. Kris Martiniuk 

Patient, Family, and Caregiver 
Advisory Committee 

Dr. Jessica Osumek 
Dr. Duncan Rozario 

Our Vision 

With the communities of Halton 
Hills, Milton and Oakville, we 
are committed to delivering an 
innovative, coordinated and 
connected health system that 
enables better health and well-being 
of the population that we serve. 

Our Values 

Respect & Dignity 
Empathy & Compassion 
Accountability, Transparency, 
Access & Diversity 

About Connected Care Halton 

The CCHOHT is guided by a 
Collaborative Committee with 
equal leadership representation 
from Acclaim Health, Home and 
Community Care Support Services: 
Mississauga Halton, 
Halton Healthcare, Halton Region 
and Primary Care. 

The CCHOHT has received 
expressions of interest from more 
than 140 primary care physicians 
and service provider organizations 
representing a wide range of health 
care services in the communities of 
Milton, Halton Hills and Oakville. 

Our approach to health care 
transformation is founded on a 
philosophy of patient-centered care 
and a population health approach. 
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IN THIS ISSUE: 

CCHOHT shares a message from its Collaborative Committee, 
introduces the expanded SCOPE program and SCOPE’s new nurse 
navigator, announces the new Milton physician representative, Dr. 
Jessica Osumek, and shares community success stories. 

A Message from the Collaborative Committee 

https://connectedcarehalton.ca/wp-content/uploads/2022/05/CCHOHT_Full_Strategic_plan.pdf
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Halton SCOPE Membership Drive – REGISTER NOW! 

SCOPE (Seamless Care Optimizing the Patient Experience) is a virtual team of health 
specialists supporting primary care providers (PCPs) with real time health and social 
services navigation, resource matching, and timely access to specialists to reduce 
emergency department visits. SCOPE allows member registered PCPs rapid access to a 
nurse navigator who can connect them to: 

 
• Urgent Diagnostics Imaging 
• General Internal Medicine specialists for advice or consultation 
• Home and Community Care Support Services resources 
• Palliative Care Support Services 
• Mental Health (partnership with One-Link) 

 
 

Two Easy Ways to Register 
 

1. The SCOPE registration website: www.haltonhealthcare.on.ca/ 
 

2. Scan the QR code below : 
 

 
 

Introducing SCOPE’s New Nurse Navigator 

SCOPE has a new Nurse Navigator! Please welcome Fiona Ryan to the team. Fiona 
joins SCOPE from Home and Community Care Support Services Mississauga Halton 
and will assist primary care providers in navigating hospital and community resources 
to improve patient care. 

 
Special thanks to Carleen Shipley, who was instrumental in SCOPE’s successful launch 
last fall and in making service connections for physicians in Oakville, Milton, and 
Halton Hills. Carleen will stay with SCOPE to support the program and the nurse 
navigator role. 

 
SCOPE in Halton is a unique service thanks to the Nurse Navigator, who helps support 
and advise physicians and connects them to the most appropriate services based 
on their patient’s health concerns. The program is led and implemented by Halton 
Healthcare and supported by the Connected Care Halton Ontario Health Team. There 
are currently more than 95 primary care physicians across Halton Region enrolled and 
new pathways are being added to connect physicians and patients to services. Fiona 
can be reached at 289-952-2457. 

PRIMARY CARE CORNER 

http://www.haltonhealthcare.on.ca/
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Dr. Jessica Osumek Joins CCHOHT 

Dr. Osumek practices comprehensive family medicine in Milton. She joins the CCHOHT 
as a Milton Primary Care representative. 

 
Dr. Osumek has been practicing in Milton since June 2019. After completing residency 
at the Credit Valley Hospital, she did a dual fellowship in Low Risk Obstetrics and 
Global Health and Vulnerable Populations. During this time she learned a lot about 
the Brazilian public SUS health system and spent several months there to observe its 
implementation across the country. 

 
Before settling in Milton, she locumed in many areas including with the McMaster 
Family Health Team. She was the Global Health Week theme co-lead for the University 
of Toronto Postgraduate Medical Education (UGME) curriculum. Welcome aboard Dr. 
Osumek! 

 
 
 
 

 COMMUNITY SUCCESS  
 

Expanding Home Care 

The Expanding Home Care program, formerly known as the High Intensity 
Supports at Home Program (HISHP), is a highly successful regional program 
supporting patients on Long Term Care wait lists to safely live at home. 

 
Victor Tadros’ father was hospitalized in January 2021. Over the next five 
months, his dementia progressed at an alarming rate to the point doctors 
unanimously stated that he could no longer safely live alone. Jannine Bolton 
(from what was previously called the LHIN) contacted Victor after one of his 
father’s earlier discharges from Milton hospital to inform him of what assistance 
exists and to perform an assessment. “Her work was a real God send. As my 
father’s Alzheimer progressed, the overnight program became the single most 
valuable program offered.” 

 
The program has supported 77 patients and their families in their transition 
from community to Long Term Care. As wait times for Long Term Care increase, 
this program is essential to support patients at home and decrease hospital 
admission or reduce length of stay in hospital. Collaboration and communication 
are at the core of the success of this program, as Home and Community Care 
and Support Services, Halton Healthcare, Connected Care Halton, Primary Care 
Physicians, and CANES Community Care work together to deliver comprehensive 
care to support patients in their home while they await long term care 
placement. 

PRIMARY CARE CORNER 
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Home and Community Care 

The health impacts of social isolation are a growing challenge for clients and 
service providers. COVID further isolated many Canadians and highlighted 
how individuals were already suffering from depressive symptoms and 
loneliness. 

 

“Those who were socially isolated, experiencing poorer health and of lower socioeconomic status were more likely to 
have worsening depression as compared to their pre-pandemic depression status collected as part of the Canadian 
Longitudinal Study on Aging since 2011,” says co-author Parminder Raina, a professor in the Department of Health 
Research Methods, Evidence and Impact and scientific director of the McMaster Institute for Research on Aging. 

 
To reduce isolation among clients, Nucleus launched the Virtual Companion Call (VCC) program this year. In partnership 
with CompanionLink and the Seniors Life Enhancement Centre (SLEC), the program created virtual social connections 
between isolated, frail seniors and trained volunteers through technology (phone, tablets). 

 
 
 

 
 
 
 

The program successfully recruited not only Nucleus clients, but seniors from across Central Region through our com- 
munity partners. The program also enhanced access to care delivery for frail seniors transitioning home from hospital 
by onboarding clients residing on the Central Registry waiting list awaiting service. 

COMMUNITY SUCCESS 

https://www.companionlink.org/
https://www.slec.ca/
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“This program makes me feel so good. 
I am very thankful and very excited to be 
a part of it. It helps me have contact with 
other people and being connected with 
younger people helps me understand 
what is going on in the world in 
a different way” 

 
-Nucleus client 

 
 
 
 
 

Clients were also provided tailored activity kits that included stretching and mobility exercises and social recreation 
activities supported by tablet-based applications. To encourage the use of the activity kits, volunteers received the 
same content digitally and participated in training provided by SLEC. 

 
Volunteers’ “aging literacy” – their knowledge of challenges facing older adults – is reinforced by monthly 
Community of Practice events hosted by CompanionLink, where volunteers share experiences, ask questions, and 
often hear from guest speakers. Of note, a preliminary evaluation has also shown benefits for the volunteers. 

 
 
 
 

“CompanionLink has brought me so much 
joy. Not only have I formed a new 
connection with a different generation but 
I have also brought joy and happiness to 
someone who has been socially isolated. 
I have weekly calls with my companion 
and I look forward to them. I always learn 
something new and it brightens my day.” 

 
-CompanionLink Volunteer 

 
 
 
 

Nucleus staff also participated in training sessions delivered by researchers from the Toronto Dementia Aging and 
Technology team on tablet adoption and use for seniors. A longer term study on tablet adoption and loneliness is 
underway and the program continues to connect new clients with volunteers. 
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Halton Healthcare Extends Support to Community 
Palliative Care 

To provide support to patients and families at their most vulnerable time and 
deliver timely access to fully integrated palliative care throughout Halton, 
Community Palliative Care Physician Groups (CPCP) now offer services across all 
three communities served by Halton Healthcare - Oakville, Milton and Halton 
Hills. Each of the dedicated CPCP Groups provide home-based care for patients 
with palliative and end-of-life care needs. 

“With these programs we’ve simplified the process so patients can get the compassionate care they need 
and won’t have to keep retelling their story at every point in their journey,” says Dr. Tarek Kazem, Palliative 
Medicine Physician Lead, Halton Healthcare. Dr. Kazem has been closely involved with the project since its 
inception, “Our Community Palliative Care Physician Groups make it easier for end-of-life patients and their 
families to access seamless care at home, in hospice or hospital, thanks to their work with our partners to 
improve communications, streamline processes and connect community services.” 

 
Palliative care is an approach that improves the quality of life for patients and the families of those diagnosed 
with a life-threatening illness. “Increasing timely access to palliative care at home is one of our highest 
priorities,” says Dr. Nathan Wong, Hospitalist Medical Director and Co-Lead, Milton Palliative Care Physicians. 

“Patients and their families expect and depend on us to provide high quality and integrated care throughout 
their care journey,” adds Dr. Deborah Marshall, Hospitalist, Milton District Hospital and Co-Lead Milton 
Palliative Care Physicians. “Our Community Palliative Care Physicians have Halton Healthcare privileges, 
allowing them to see their patients and their health records, should they be admitted to the hospital.” 

 
“This connected system gives our patients a well-coordinated community approach and puts the focus where 
it should be - on them,” says Dr. Meghan Daly, an Emergency Physician at Georgetown Hospital who Co-Leads 
the Halton Hills Palliative Care Physicians Group with Dr. Paul Zeni. Says Daly, “Physicians can refer patients 
from across Halton into the program through a Central Intake process. This will give their patients access to 
community services and in-home services from a palliative physician, if their family doctor isn’t available.” 

 
The CPCP groups work as partners with Halton Healthcare, Home and Community Care Support Services 
Mississauga Halton and the Connected Care Halton Ontario Health Team. “Improving access to care for 
palliative patients and their families is a priority for our team and the system as a whole,” says Daniel Ball, 
Director, Palliative Care, Patient Flow, Rehab & Geriatrics, Halton Healthcare. “We want to provide patients 
with the best possible care and keep them at home where they feel more at ease, while helping them avoid a 
visit to the Emergency Department.” 

 
“The goal, first and foremost, of palliative care is to maximize the quality of life for patients facing a life-
threatening illness,” concludes Dr. Lynne Benjamin, Palliative Care Physician, Oakville Palliative Care 
Physicians. “We come into the journey of these patients at the most vulnerable time in their lives. We want 
to provide them with the best options for pain and symptom management and to be able to spend their final 
moments at home, surrounded by loved ones, if that is their wish. Not everyone has the same requests, but 
this incredible group of physicians and services allows patients and families to make the choices that work for 
them.” 

 
Patients and families referred into the Palliative Care program also have access to a 24/7 Help Line that can 
connect them to confidential counselling and emotional support services, including on-call Palliative Care 
Nurse Practitioners. 

 
 

info@connectedcarehalton.ca connectedcarehalton.ca @CCHOHT @CCHOHT 

mailto:info@connectedcarehalton.ca
http://connectedcarehalton.ca/
https://twitter.com/CCHOHT
https://www.instagram.com/cchoht/
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