West Toronto Support Services
and
Humber Community Seniors Services
Integration Business Case
June 2, 2017

!

1!

Table of Contents
Executive Summary ................................................................................................... 3
Background ................................................................................................................ 9
Organizational Profiles ........................................................................................... .10
Populations impacted .............................................................................................. 11
Methodology ............................................................................................................. 13
Rationale for the merger and anticipated impacts and benefits ......................... 14
Objectives............................................................................................................
Target populations ..............................................................................................
Impacts and benefits ...........................................................................................
Findings and Recommendations.......................................................................... p18
Risk assessment .................................................................................................
Community and stakeholder engagement plan and findings ................... 24
Community and Stakeholder engagement plan ..................................................
Findings ...............................................................................................................
Findings and recommendations from the due diligence process ............ 32
Measuring success/indicators ................................................................................ 42
Appendices ............................................................................................................... 44
Key messages
Health Equity Impact Assessment

!

2!

Executive Summary
The Boards of Directors and Members of West Toronto Support Services (WTSS) and
Humber Community Seniors Services (HCSS) have resolved to pursue the merger of
the two agencies by way of a legal amalgamation pursuant to Section 113 of the
Corporations Act (Ontario), subject to regulatory approvals, including those of the
Toronto Central (TC) LHIN, the Office of the Public Guardian and Trustee and the
Ministry of Government and Consumer Services.
The agencies recognize that a full operational, service and governance integration will
give them significantly greater capacity to meet the needs of clients and of their
changing communities. This integration is an important step in establishing a principal,
geographically focused organization that is able to provide equitable access to existing
and innovative new community programs and services throughout the West Toronto
Collaborative, while enabling seamless continuity of care for those transitioning from
hospital and/or linking with primary care.
The agencies have identified the following objectives for the integration:
! To better serve seniors and adults with disabilities with unmet needs in West
Toronto, in collaboration with other providers and organizations.
! Expand the basket of community services for current clients of both agencies.
! Become a more sustainable and efficient organization.
! Have greater capacity to innovate and pursue new programs/services, play system
leadership roles, and pursue partnerships.

Each agency serves clients within the West Toronto and Mid-West Toronto sub-regions,
including a number of Neighbourhood Improvement Areas (NIAs). While the agencies
serve the same sub-regions, there is limited overlap in terms of the specific
neighbourhoods and client groups served.
The initial populations who will benefit from this integration are seniors and adults with
disabilities living in the agencies’ current catchment areas that would receive more
comprehensive and coordinated home and community support services to enable them
to live with greater independence and have a better quality of life. A key focus will be
on offering a wider array of services within NIAs and other high-needs neighbourhoods
and reducing barriers to care including language, culture, and income.
The integrated agency will continue to maintain and, over time, increase access to a
wider group of seniors and adults in the West Toronto sub-region who require personal
care and home help and are currently underserved.
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Over a two-year period post-integration, the organizations will have fully integrated their
operations and back office functions and be better positioned to address other
population health gaps in collaboration with its partners, e.g., families, children,
indigenous communities, and marginalized groups of all ages. An expanded social
enterprise program will allow the organization to reach out to and accept referrals for
additional high-needs groups.
To better meet the needs of their populations, the integrated agency will have
four integration priorities:

Risk assessment and management summary
A review of all aspects of the two agencies’ governance and leadership, finances,
human resources, legal requirements and agreements, and operations along with a
comprehensive internal and external stakeholder engagement process have revealed
that there are no major risks that suggest any reason to not move forward with the
integration. Risks have been identified and mitigation steps have been identified and
are being taken.

Community and stakeholder engagement
Just over 250 people were directly engaged through focus groups, interviews, other
types of facilitated discussions and feedback methods, including:
•
•

!

Clients
Caregivers and family members
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•
•
•
•
•
•

Management
All staff
Volunteers
Partners of both agencies – health service providers and community agencies
Other funders – United Way, City of Toronto
Elected officials – City Councillors, MPPs, MPs

Following highlights the main themes from the community and stakeholder engagement
process and the agencies’ responses to the concerns and ideas raised.
Clients and caregivers
The most significant concern raised by clients and caregivers of both agencies relates
to continuity of care and maintaining relationships with staff and volunteers. Moreover,
some clients are concerned that a larger agency might not be as responsive and that
serving more clients will result in longer wait times
They were assured, in discussion and writing, that continuity of care is a priority and
that programs and services would be maintained and provided at their current locations.
Over time, additional programs and services, currently provided by the other agency,
would be made available to all clients who are eligible and service coordination would
be seamless, supported by central intake and assessment. Clients with moderate to
high acuity requiring multiple services will have a coordinated care plan and case
management support.
Clients and caregivers of both agencies value activities that promote socialization and
inclusion, such as WTSS’s congregate dining and HCSS’s wellness programs.
Other programs and services that clients want to see enhanced are homemaking (with
more affordable fees) and complementary home help services including home
maintenance, friendly visiting, and meal preparation.
Staff
On the whole, staff of both of the agencies support the rationale for the proposed
integration and believe that it has the potential to enhance services for clients today and
in the future. Staff are interested in the opportunity to meet more of clients’ needs in a
coordinated way. Staff of both agencies support the idea of the integrated agency
specializing in “enhanced home help” for low to medium complexity clients and envision
that the agency could play a lead role for the West Toronto sub-region, and potentially
the Mid-West Toronto sub-region, for populations who are currently underserved for
community and social supports.
There are concerns, particularly among administrative staff, about whether roles and
teams will change and if they will have a new supervisor. Staff have been consistently
reassured, verbally and in writing, that there will not be any loss of employment as a
result of the merger. The new agency will be the employer for all staff and staff will
maintain their existing income and benefits. HR practices will be harmonized over time.
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While most had positive feedback about the potential to enhance access to services, a
minority said they were concerned that a larger organization would be less responsive
to clients. Staff of both agencies are also concerned that the integration might change
the culture and work environment.
The Executive Directors and Transition Committee are planning social and professional
activities to allow teams to get to know one another. A working group of management
and administrative staff from each agency are already co-designing back office and
administrative functions as well as the integration of common services, beginning with
Meals on Wheels (MOW) and transportation.
Volunteers
Volunteers’ main concern is that client services will not be disrupted. Without exception,
volunteers who provided input believe that their agency provides a unique, high-value
service to the community and would like to see a robust volunteer program be a core
part of the new agency. Notably, volunteers from various professional and business
backgrounds believe that an agency with greater critical mass will be more efficient. On
balance, volunteers also believe that consolidating MOW and other common programs
will better serve clients in the long run.
Partners
Generally, the partners interviewed agree that preventative and home help services for
low and moderate complexity clients is a gap that the agencies are in a good position to
address.
Partners note that the integrated agency will be better able to coordinate services with
other providers across the West Toronto sub-region. Given the high proportion of
seniors in the West Toronto sub-region, in particular, partners strongly encourage the
integrated agency not to divert attention away from seniors. It was specifically noted
that there is a need for more specialized ADP programming in the west end and that
the available space for ADP could be used more effectively.
MP/MPP/City Councillors
The main interest of all elected officials is that the merger results in more services that
address care gaps in their communities.
There is a high level of support for maintaining HCSS’s physical location within Mount
Dennis and partners are pleased that the agencies are committed to bringing additional,
culturally appropriate programs and services into the underserved communities in the
west.
One city councillor mentioned that the fact that WTSS and HCSS serve different
neighbourhoods is concerning. Most others did not identify this as a challenge.
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High-Level Implementation Steps

Measuring Success and Indicators
The integrated agency will commit to the following measures to indicate progress
against the goals of the integration for clients, local populations and the health care
system.

Measure

Target 6
months

Target 12
months

Target 18
months

Target Year 2

Target Year 3

Increase service
volumes for
homemaking, ADP,
respite, Assisted
Living (units)

0% increase

1% increase

1.5% increase

2% increase

3% increase

Total = 76,500

Total = 77,265

Total = 77,648

Total = 78,030

Total = 78,795

Reduced wait times
for homemaking
and ADP

Baseline16wks
average

-25% (target 12
wks.)

- 50%
(target 8 wks.)

-75%
(target 4 wks.)

Increase in clients
served from target
postal codes

Increase in
clients served
from target
postal codes

Increase in
residents in high
needs
communities
receiving

!

Data from gap
analysis with
sub-regions
used to set
baseline - # of
clients served
from high
needs postal
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codes

# of Enhanced
Home Help clients

# of strategic
partnerships with
other sectors to
improve care
transitions and
coordination

Identify gaps at
sub-regional level
Develop
partnership
strategy

Avoidable ED visits
for Assisted Living
Clients (CNAP)

Implement
partnership
strategy

Increase over
baseline

Total = 95 ED
visits - target
-16%

Total = 85 ED
visits – target
- 24%

High satisfaction
sustained and
experience with
referrals and
transitions positive
according to
satisfaction and
experience
surveys

High satisfaction
sustained and
experience with
referrals and
transitions
positive
according to
satisfaction and
experience
surveys

Total volunteer
hours = 29,796

Total volunteer
hours = 29,945

Implement
partnership
strategy

Baseline
Total = 112
avoidable ED
visits

Client satisfaction

High
satisfaction, no
disruption in
care according
to postintegration focus
groups and
interviews

Volunteer
program
maintenance and
growth

Baseline

!

Implement
partnership
strategy

Set baseline and
target based on
gap analysis
Implement
partnership
strategy

Total volunteer
hours = 29,500

High satisfaction,
sustained
according to
satisfaction and
experience
surveys

Total volunteer
hours = 29,648

High
satisfaction
sustained and
experience
with referrals
and transitions
positive
according to
satisfaction
and
experience
surveys
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Background
West Toronto Support Services (WTSS) and Humber Community Seniors Services
(HCSS) have been working together for three years in various capacities. The two
agencies have complementary services and there are considerable opportunities to
improve efficiencies through back office, service and operational integration. The
agencies are increasingly sharing processes and tools, including aligning operational
policies, and collaborating on service delivery. In the Summer of 2016, the agencies
embarked on a third-party Feasibility Assessment which concluded that the
organizations fit well together, that their Boards and leadership share common goals
and are highly committed to the success of the integration, and, most importantly, that
combining the strengths of both agencies will benefit clients, staff and the health
system.
•
•
•
•

•

•

The agencies are already referring clients to each other for Adult Day Programs
(ADP), and other programs and services.
WTSS has shared its well-established policies and practices with HCSS, so there is
already a significant degree of consistency between the agencies.
Neither has unionized employees.
They both operate in the same sub-regions – largely West Toronto and some parts
of Mid-West Toronto. However, they serve different neighbourhoods and there is
minimal overlap in their clients.
WTSS and HCSS have complementary services that could be offered to all clients
of the agencies. For example, WTSS’s personal support services, case
management, respite and congregate dining programs could be extended to
immigrant seniors and adults with disabilities in Mount Dennis and other
underserved neighbourhoods. HCSS’s home maintenance and extreme cleaning
services could be offered to WTSS’s clients, helping more people to remain in their
homes.
The merger will enable the agencies to develop and expand social enterprise
programs as a way to increase services, reduce barriers for low-income seniors,
and offer new programs to local communities. A few areas that are in high demand,
allow people to remain in their homes, and lend themselves to social enterprise are
homemaking, home maintenance, and decluttering/extreme cleaning.

The Integrated Organization
A community organization, collaborator and innovator – delivering a
range of integrated services to west Toronto seniors and residents,
of all needs, enabling clients to live well in the community and
successfully transition home from hospital.
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Organizational Profiles

Vision and Mission

West Toronto Support Services

Humber Community Seniors
Services

Vision
West Toronto Support Services is
the agency of choice in our
community for neighbourhoodbased support for those striving to
live independently at home.

Vision
To position HCSS as a Centre of
Excellence focused on providing
sustainable and innovative community
support services to help aging seniors
live independently with dignity and the
highest quality of life possible.

Mission

Budget

$3,780,633.00

Mission
We endeavour to enhance the quality
of life for seniors and adults with
disabilities through the delivery of
home support services and wellness
programs that help our clients to
continue to live independently, safely,
and with dignity in their own
community.
$1,750,231.00

Funders

TC LHIN – 74%

TC LHIN – 62 %

Fees – 22%

Fees – 27%

West Toronto Support Services is
a not-for-profit organization that
provides practical assistance and
social support to seniors,
caregivers and adults with
disabilities living in our community.

Members

Each agency has voting Members,
an important mechanism for
community input.

Staff
Locations
and service
areas

WTSSservices
has 24 are
salaried
positions,
Most
delivered
in and
40
hourly
positions.
There
are
around the West Toronto sub- no
unionized
employees.
region, with
programs run out of 2
locations: 1709 Bloor St. W. and
100 High Park Ave.

HCSSservices
has seven
salaried
and
16
Most
provided
on staff
site at
1167
hourly
staff
Weston Road and in people’s homes
and apartments.

Congregate dining at locations
across WTSS’s current catchment
area
Both agencies serve
neighbourhoods within the West
Toronto and Mid-West Toronto
sub-regions, including areas with a
large number of seniors as well as
well as growing immigrant and
marginalized populations
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Volunteers

WTSS recorded approximately
8,200 volunteer hours in 2015/16.

HCSS recorded 23,300 volunteer
hours in 2015/16

Programs and Services

Adult Day Program

Adult Day Program

Case Management, service
coordination and referral services
for older adults provided in various
languages.

Home Help, telephone security checks

Home Help, Personal Support,
friendly visiting, security checks

Meals on Wheels

Respite care

Safe Driving Program

Meals on Wheels

Wellness Programs

Supportive Housing – in Toronto
Community Housing buildings
providing personal support and
assisting clients with ADLs/IADLs

Total individuals served in 2015/16
= 1,750

Home and Property Maintenance
Program

Transportation – part of Toronto Ride

Transportation – part of Toronto
Ride
Total individuals served in
2015/16 = 4,740

Population Impacted
Each agency serves clients within the West Toronto and Mid-West Toronto sub-regions,
including a number of the city’s Neighbourhood Improvement Areas (NIAs), recognized
as having higher needs and lower health, social and economic outcomes.
While the agencies serve the same sub-regions, there is limited overlap in terms of the
specific neighbourhoods and client groups served.
Community and Population snapshot
•
•
•

•

!

Some neighbourhoods have among the highest number of seniors 85 and over,
including many who live alone.
The neighbourhoods served range from affluent to those with a high proportion of
low-income and marginalized populations.
The West Toronto sub-region has a low number of health service providers and the
lowest number of primary care providers per capita compared to the LHIN overall.
Mid-West Toronto has a higher number of health service providers and primary care
than West Toronto, but services are concentrated in the south east and some
neighbourhoods have very limited local access to primary care and community
services.
There is a higher rate of urgent ED visits in neighbourhoods in these sub-regions
than the rest of the TC LHIN: South Parkdale, Mount Dennis, Roncesvalles, and the
Junction have experienced the highest increases recently.
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•

Neighbourhoods in these sub-regions also have a relatively high rate of mental
health and addictions and ALC rates exceed the LHIN average.

HCSS
HCSS is located in Mount Dennis, one of Toronto’s NIAs. The agency serves seniors
and adults over 21 with disabilities for various programs at its main location and in their
homes. HCSS’s current geographic area is the area bounded by 401, the Humber
River, Dufferin Street and Bloor Street for all programs. However, Transportation,
Home Maintenance and Meals on Wheels are also provided to parts of east Etobicoke
and southern North York.
HCSS serves very ethnoculturally and racially diverse populations with services
provided in 17 languages. In addition to English, the top languages spoken are Spanish
and Portuguese and there is a growing number of newcomer groups who speak a
variety of languages including Vietnamese, Somali and Tagalog. Transportation,
language and health literacy are particular access barriers in the new immigrant
communities served by HCSS.
WTSS serves seniors and adults with disabilities at its main location, in their homes and
in supportive housing buildings. The agency serves the following area: north along the
Humber River, east along St. Clair, south on Bathurst Street to Bloor Street, west along
Bloor street to Dundas Street, south on Roncesvalles to Lakeshore Boulevard, west
along Lakeshore Boulevard to the Humber River.
WTSS’s transportation services extend into the Mississauga Halton and Central LHINs.
PSW and homemaking services are also provided in the Central LHIN. There are
approximately 25,000 adults 65 and over in WTSS’s catchment area, many of whom
live alone. The agency has noted an increase in referrals for people with mental health
and addictions needs. WTSS’s area is also diverse with many similarities to the HCSS’s
population in addition to sizable Chinese, Vietnamese and Korean communities.

!
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Partnerships
Both agencies have local partnerships within the health care system, and with social
care, civic, faith and education groups, and share some of the same “system” partners.
The integration provides the agencies with an opportunity to leverage relationships
within their networks in collaborative ways in order to enhance access to new and
existing programs and services. Of note, each agency has established or is pursuing
collaborations with primary care providers, including Four Villages CHC. WTSS is the
CSS lead for the West Toronto sub-region and, in that role, the agency is responsible
for engagement and the development of a shared plan to improve access, equity and
outcomes for the population in that geographic area.

Methodology
Two-part process: Feasibility Assessment and Business Case development
Feasibility assessment
The agencies undertook a Feasibility Assessment on the potential integration: the
compatibility between the agencies, and the benefits, risks and options from the
perspectives of clients, local populations and the health system.

!
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A Steering Committee comprised of Board members and the Executive Directors of the
agencies oversaw the Feasibility Assessment and set the integration objectives. The
Steering Committee approved: 1) the establishment of a Transition Committee, the
Board composition and selection process and other aspects of the new Board structure
for the merged organization; 2) a new executive and basic organizational structure for
the new organization.
The Steering Committee endorsed the Feasibility Assessment and the Board of
Directors of each of HCSS and WTSS passed motions to proceed with the pursuit of
the potential integration, and directed the development and recommendation to the
Boards for approval of the legal transaction model for the integration including and
regulatory submissions.

Business Case method
The Transition Committee is comprised of both Chairs, two additional Directors from
each agency and a third-party Convenor proposed by the Chairs. The Transition
Committee has engaged legal and project management support for the legal options to
implement the merger, the development of the definitive documents and process for
regulatory submission, due diligence, and community and stakeholder engagement.
Due diligence was undertaken on all aspects of the integration: Governance, strategic
alignment, organizational structure and HR, operations, programs and services,
finances, back office and administration, IM-IT, facilities, legal, and communications and
branding.
The agencies developed a comprehensive community and stakeholder engagement
plan using appropriate and inclusive methods that allowed for a high level of
participation. The leadership of each agency and Transition Committee members were
updated on the findings throughout the process, and ideas and concerns were
considered and responded to through various means.
Some 250 people were directly engaged by a third-party (clients, caregivers, staff,
volunteers, partners, other funders and elected officials) through focus groups,
interviews, and other types of facilitated discussions and feedback methods. This is in
addition to ongoing discussions between the Executive Directors and staff of each
agency regarding the integration.
In January 2017, a working group, chaired by the two Executive Directors, with
management and administrative staff from each agency, started working on the short
and medium-term integration priorities including: HR, Finance, IM/IT, transition to the
new organizational structure, back office and volunteer program integration.

Rationale for the merger and anticipated impacts and benefits
The two agencies have been increasing their level of collaboration, including as part of
system initiatives - Toronto Ride, Health Links and, now, the West Toronto and MidWest Toronto Collaboratives.
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The agencies recognize a full operational, service and governance integration will give
them greater capacity to meet the needs of clients and of their changing communities.
This integration is an important step in establishing a principal, geographically focused
organization that is able to provide equal access to existing and novel community
programs and services throughout the West Toronto Collaborative, while enabling
seamless continuity of care for those transitioning from hospital and/or linking with
primary care.
The agencies have identified the following objectives for the integration:
! To better serve seniors and adults with disabilities with unmet needs in West
Toronto, in collaboration with other providers and organizations.
! Expand the basket of community services for current clients of both agencies.
! Become a more sustainable and efficient organization.
! Have greater capacity to innovate and pursue new programs/services, play system
leadership roles, and pursue partnerships.

Form of the Integration
The Boards of Directors and Members of HCSS and WTSS have resolved to pursue the
merger of the two agencies by way of a legal amalgamation pursuant to Section 113 of
the Corporations Act (Ontario), subject to regulatory approvals, including those of the
TC LHIN, the Office of the Public Guardian and Trustee and the Ministry of Government
and Consumer Services. An amalgamation will enable the full merger of all the
property, right and privileges of each predecessor corporation into a new amalgamated
corporation (AmalCo), subject to all the liabilities, contracts, obligations and debts of
each of the predecessor corporations. The AmalCo will automatically become the
employer of the employees of the predecessor corporations. The AmalCo will have a
single Letters Patent, Membership, Board of Directors and management. On the
effective date of the amalgamation the predecessor corporations will automatically
cease to exist as independent corporations and will continue as the new AmalCo.
Target population for the proposed integration
The initial populations who will benefit from this integration are seniors and adults with
disabilities living in the agencies’ current catchment areas – including those with low,
medium and high care needs – who would benefit from coordinated and more
comprehensive home and community support services to enable them to live with
greater independence and a better quality of life. A key focus will be on offering a wider
array of services within NIAs and other high-needs neighbourhoods and reducing
barriers to care including language, culture, and income. Subsidies and fee adjustments
will be provided to reduce barriers for those who cannot afford the full fees.
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The integrated agency will continue to maintain and, over time, increase access to a
wider group of seniors and adults in the West Toronto sub-region who require personal
care and home help and are currently underserved. Care gaps will be identified through
the West Toronto and Mid-West Toronto Collaboratives’ work and the agencies will
work together with other providers across the care continuum to make sure these
populations receive the most appropriate care, when they need it.
Over a two-year period post-integration, the organizations will have fully integrated their
operations and back office functions and be better positioned to contribute to
addressing other population health care gaps in collaboration with other partners, e.g.,
families, children, indigenous communities, marginalized groups of all ages. The
agency will have enhanced and expanded its social enterprise offerings and will be
equipped to reach out to and accept referrals for additional high-needs groups. An
administratively robust agency will be better able to secure funding: targeted funding for
leading and contributing to collaborative initiatives, and advancing system and
population health outcomes within the LHIN, greater fundraising activity, and grants and
projects from other funders.

Impacts and Benefits
Clients and Community
•

Clients can receive more of the services they need through one organization,
sooner, without delays and disruptions.

•

A more comprehensive approach to care for seniors and adults with disabilities with
a range of needs requiring community and in-home supports.

•

Address health equity and reduce gaps by expanding services for underserved
populations including Mount Dennis and Rockcliffe-Smythe.

•

Use social enterprise to expand services and reduce fees to low-income seniors and
adults with disabilities in West Toronto.

System
•

!

The proposed integration aligns with all of the TC LHIN’s Guiding Principles for
Integration:
o Integrations should improve transitions along the continuum of care; create
healthier communities; enhance client/patient health outcomes and experience;
improve access to care; be broad reaching and have system-level impacts; and
create sustainability, organizational stability and efficiencies.
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•

The proposed integration will contribute to the primary goal of Patients First to help
patients, clients and families obtain better access to a more local and integrated
health care system.

•

The integration will support all of the TC LHIN’s strategic goals, including innovation,
by creating a social enterprise program to remove barriers to needed home care
services and allow more residents to remain in their homes and communities.

•

A more efficient and sustainable organization will be able to direct more resources
at client services and health system priorities. The organization will strengthen
existing partnerships and pursue new partnerships in order to improve care
coordination and transitions for seniors and adults with disabilities, increase system
capacity and maximize resources. This includes offering space at the integrated
agency’s sites for chronic disease and primary care clinics, partnerships to transition
complex patients home after a hospital stay, and contributing to multidisciplinary
home care teams.

•

A larger organization will have greater critical mass to support underserved parts of
the sub-regions. For example, Enhanced Home Help for low to moderate complexity
clients in West Toronto and contributing to multidisciplinary teams serving highneeds buildings.

Staff
•

The new agency will offer more professional development and educational
opportunities to staff.

•

Working in multidisciplinary teams will help staff meet clients’ needs, while
enhancing professional satisfaction. Staff will have more resources to draw on for
problem solving and client care.

•

Back office functions will be fully integrated, enhancing operational efficiency,
creating economies of scale, and enabling resources to be redirected to service
delivery.

!
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WTSS-HCSS Integration Priorities
To better meet the needs of the populations described above, the integrated agency will have four
priorities for the integration.

1. Expand programs/services that assist clients to transition from hospital back
home and enable complex clients to remain in a community setting.
2. Provide comprehensive preventative services for low to moderate acuity
clients in the west end, with a focus on underserved and low-income clients,
enabling more people to remain housed and live independently and reducing
inequities.
3. Integrate back office functions, systems and programs to improve efficiency
and effectiveness – e.g., Volunteer, Meals on Wheels (MOW), and Transportation.
4. Pursue strategic partnerships and leadership opportunities in the health
system to improve care transitions and coordination, and to introduce innovative
services delivery approaches.

Findings and Recommendations
Risk assessment and management summary
A review of all aspects of the two agencies’ governance and leadership, finances,
human resources, legal requirements and agreements, and operations along with a
comprehensive internal and external stakeholder engagement process have revealed
that there are no major risks that suggest any reason to not move forward with the
integration. Risks have been identified and mitigation steps have been identified and
are being taken.
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Risk Assessment
Risk/Gap

Likelihood
(L/M/H)
Governance and Leadership
The move to a single
Executive Director and
creation of a new
portfolio, Innovation,
Social Enterprise and
Partnerships, led by an
Associate Executive
Director and the
movement of HCSS’
Executive Director to the
Associate Executive
Director role, will change
some staff roles and
reporting relationships.

M

M

Mitigation

The transition to the new leadership and
organizational structure will need to be carefully
managed and well communicated.
A Transition Committee, with representatives
from each Board, will oversee the creation of the
new agency along with the planning and
coordination of key activities up to and during the
transition period.
The Executive Directors will jointly lead the
process of co-designing the new organizational
structure, with oversight provided by the
Transition Committee.
The agencies are implementing a comprehensive
communications and change management plan
to support each step of the integration.

M
Staff and volunteers
value the culture of each
agency. In particular,
HCSS staff and
volunteers highlighted
the trust and collegiality
between staff and
volunteers, and their
shared history.

Impact
(L/M/H)

M

It is important to recognize the perspectives of
staff and volunteers, to manage the transition
carefully, and to find ways to reflect the strengths
of each of the cultures going forward.
Staff of both agencies are excited about the
potential to create a new culture, building on the
commonalities and valued aspects of each.
Staff will be engaged in the process of
developing a new culture, reflecting the vision
and strategic directions of the integrated
organization.
HCSS and WTSS will continue to operate from
the existing two locations, thereby maintaining
the current physical presence in both
communities.
Engaging staff, clients and stakeholders in the
branding process is another way in which the
agencies intend to create a shared vision and
culture.
It is a priority to enable staff from both agencies
to work together through working groups and
informal team-building. The WTSS and HCSS
management teams are collaborating on
transition planning for HR, Finance, IM-IT,
volunteer programs, and CSS program and
service integration.
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Risk/Gap

Likelihood
(L/M/H)

Impact
(L/M/H)

L

M

Mitigation

Finance and Tax
Support from other
funders – City of
Toronto and United
Way.
Cost of the integration
might exceed funding
from LHIN and other
sources.

Programs and services
Demand for current
programs and services
is growing and
operational budgets are
capped. It will take the
agencies time to
increase the capacity to
improve access and
alleviate wait lists –
ADP, Home Help in
particular.

Both agencies have met with the City of Toronto,
United Way and these other funders have
indicated that they support the integration plans
and that the amalgamated agency should
continue to meet funding criteria.
L

M

Identify the costs of integration and separate
them out from the operating budget. Work with
funders to source transition funding, offset costs
with efficiencies (e.g., single auditor,
consolidating other contracts, negotiating better
prices), and diversify revenue including through a
social enterprise program for Home Help. Cash
reserves are an additional source or bridging
funds, only if needed, in accordance with funder
policies.

M

L

An early step will be synchronizing client intake
and assessment processes to better manage
capacity across the agency’s sites for ADP and
other programs. WTSS is the Home and
Community co-lead for the West Toronto
Collaborative and both agencies are participating
in care coordination efforts in the West and MidWest Toronto sub-regions, as well as CNAP and
Toronto Ride. The amalgamated organization will
increase its participation at the sub-region level
with all parts of the health system as well as
through the TC LHIN-wide One Community
initiative.
Explore financially lucrative social enterprises
and partnerships that best fit organizational
expertise and align with current service platform.

Human Resources
Some administrative
staff are concerned
about the potential to be
displaced and about
changing of roles

Some staff may be
concerned about
maintaining the same
level of benefits.
Salaries and hours of
work.
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M

L

L

L

L

The transition to the new leadership and
organizational structure will need to be carefully
managed and well communicated.
The agencies are implementing a comprehensive
communications and change management plan
to support each step of the integration.
Management teams of both agencies are looking
at a single benefits plan. They will opt for the
most robust of the two plans and address gaps in
coverage.
Salaries and hours are similar. Minor
adjustments may be required.
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Likelihood
(L/M/H)

Risk/Gap
Leases

Toronto Ride –
Memorandum of
Association

HCSS has contract with
Etobicoke Seniors
Services (ESS) to staff
the Adult Day Program.

Likelihood
(L/M/H)
L

L

L

Impact
(L/M/H)
H

M

M

Mitigation
Lease for each of HCSS and WTSS require
advance notice to and consent from the landlords
to undertake a change of control through
amalgamation.
Consent may not be unreasonably withheld but
failure to obtain consent could result in lease
termination.
Provide at least 60 days notice to the Toronto
Ride Executive Committee of the amalgamation.
Address any integration transition requirements
that may be prescribed in accordance with the
terms of the agreement.
The agencies are in regular communication with
ESS’ ED and will work together on any transition
plan in the future.
The integrated organization will adhere to the
requirements of the agreement - either party can
withdraw from the agreement with 60 days
notice.

Communications and
Branding
It is crucial for the two
agencies and integrated
agency to clearly
communicate with and
engage appropriate
stakeholders in the
development of an
evolving brand and
vision for the
amalgamated
organization.

L

M

A post-amalgamation communications plan is
being created and will consider these findings.
The agency will provide regular and timely
communications to all stakeholders, and engage
them in the branding process.

Clients, staff and others
indicated that a branding
change (including name
change) that reflects the
vision of the integrated
agency would be
supported as long as the
locations, services and
relationships with
staff/volunteers are
maintained. Some
WTSS clients are
confused about the
agency’s current name –
whether it’s West
Toronto Support
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Services or Silver Circle,
for example. HCSS has
high name recognition
among clients but other
local residents are not
familiar with HCSS.

Community and Stakeholder Engagement Plan and Findings
There were three main engagement objectives:
1.

To inform and assist those impacted by the amalgamation to understand what is
being planned, why, what it means to each group, and the part that they can
play in the integration process.

2.

To enable effective and open two-way communications so that people’s
opinions, concerns and ideas are heard, considered and responded to.

3.

To seek input on all aspects of the proposed integration from different
perspectives to inform and influence the integration plans, decisions, and
implementation.

The agencies engaged the following stakeholders using appropriate and inclusive
methods. They undertook some activities together and others separately. Just over
250 people were directly engaged through focus groups, interviews, other types of
facilitated discussions and feedback methods.
•
•
•
•
•
•
•
•

Clients
Caregivers and family members
Management staff
All staff
Volunteers
Partners of both agencies – health service providers and community agencies
Other funders – United Way, City of Toronto
Elected officials – City Councillors, MPPs, MPs

The community engagement process was supported by communications activities.
Stakeholders were offered various means to provide feedback and ask questions
including: a feedback telephone line, feedback email, comments and questions boxes
at all sites with the option of providing anonymous comments or contacting the
Executive Directors directly. All management staff were provided with information
including key messages and fact sheets to be able to accurately and consistently
respond to questions.
The agencies also provided updates through a variety of coordinated means including
web site, newsletter articles and printed materials distributed at different locations.
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The International Association of Public Participation (IAP2) engagement spectrum was
used as a guide for the engagement process.
International Association for Public Participation Engagement Spectrum

Community and Stakeholder Engagement Plan
Who

Engagement Activity

Clients and
caregivers

•

•
•
•
•
•
Staff

•
•
•
•
•
•
•
•

Volunteers

•
•
•
•

!

Focus groups at HCSS with wellness and other program clients and
caregivers (including a group with Spanish seniors with interpreters).
Participants were predominantly seniors as well as some adults with
disabilities.
Focus groups with seniors and adults with disabilities at WTSS’ supportive
housing buildings and congregate dining programs
1:1 interviews with clients and caregivers as needed requested
Clients and caregivers were informed by coordination staff and volunteers
Feedback boxes, email, telephone line
Newsletter, fact sheet, web site
Discussion and feedback sessions with management and administrative
staff
Separate focus groups with homemaking and transportation staff and
PSWs
Ongoing updates through team meetings
Management/administrative staff of both agencies have a working group on
back office and administrative integration.
1:1 discussions with staff regarding specific aspects of the integration
WTSS staff completed an online survey
Feedback boxes, email, telephone line
Key messages Q&A, newsletter, website
Focus groups with volunteers for programs including MOW, transportation,
recreation and wellness, and congregate dining
Information sessions with staff
Feedback boxes, email, telephone line
Newsletter, fact sheet, web site
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Partners –
Health Service
Providers and
other
community
partners for
the agencies

•
•
•

1:1 interviews
Update letter
Newsletter, fact sheet, web site

Other funders
– United Way,
City of
Toronto

•
•

Meetings and in-person discussions
Newsletter, fact sheet, web site

MPPs, City
Councillors,
MPs

•
•
•

1:1 interviews
Letter
Newsletter, fact sheet, web site

Community and Stakeholder Engagement Findings
Clients and Caregivers
Overall findings
Clients of both agencies are most concerned about the continuity of their services and
relationships with staff and volunteers. They were assured, in discussion and writing,
that continuity of care is a priority and that programs and services would be maintained
and provided at current locations. Over time, additional programs and services,
currently provided by the other agency, would be made available to all clients who are
eligible and service coordination would be seamless, supported by central intake and
assessment. Clients with moderate to high acuity requiring multiple services will have a
coordinated care plan and case management support.
Clients of both agencies expressed some concern that a larger agency might not be as
responsive to clients and that serving more clients will cause longer wait time (e.g.,
transportation) and overcrowding (e.g., congregate dining programs).
What about WTSS and HCSS works well?
The most commonly noted aspect clients and caregivers of both agencies value is the
quality of the staff and volunteers.
Activities that enable clients to socialize and be part of a community are also very
important to clients. WTSS’s congregate dining is highly valued at each location. In
addition to socialization, the participants value homemade and nutritious meals. Seniors
who have limited English proficiency (e.g., Spanish seniors) appreciate being able to
converse with seniors, volunteers and staff who speak their language.
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Other aspects that were highlighted are homemaking (fees are challenging for some
but are more affordable than private services) and services that complement basic
homemaking including HCSS’s home maintenance program, friendly visiting, and meal
preparation. These in-home supports are viewed as essential to allow clients – both
those who live alone and those living with a caregiver or family – to maintain their
health and independence. Also of note, a number of WTSS clients are pleased to see
the CCAC nursing clinic at 1709 Bloor Street and would value more information about
this service. HCSS clients want to maintain the quality of the MOW food and some
noted concerns about quality being compromised with a larger, consolidated program.
What new kinds of services/programs/support would you be interested to have/have
more of in the future?
Clients and caregivers of both agencies were fairly consistent in terms of the kinds of
community-based services that they would like to see the agencies provide either
directly or in partnership at the main locations, in supportive housing buildings, in their
homes, and other settings. The most prominent services and programs are:
• Wellness and recreational services to enable people to socialize, stay active and
address loneliness and social isolation. WTSS and HCSS clients value socialrecreation programs including outings and congregate dining. However, a
minority had complaints about the limited variety of programs. Notably, some
men indicated that the activities were not geared to males.
• Clinics for basic medical care, chronic disease management and self-care,
including physiotherapists, primary care physicians and nurses, diabetes care
and foot care. HCSS clients are favourable about the potential to better access
these services through integration with WTSS.
• Caregiver support including respite.
• PSWs to augment basic homemaking and home help services.
• More language-specific services and supports.
• Friendly visiting, security checks and programs that enable companionship.
• Continue to enhance volunteer programs, e.g., introduce more intergenerational
opportunities for seniors and young people to interact.
• Home Maintenance is valued by HCSS clients and is of great interest to WTSS
clients, living in their own homes and renting apartments. Tenants of Toronto
Community Housing buildings say that the superintendents provide limited
support with home repairs and that they would benefit from more assistance.
• More assistance with transportation to get to appointments and services – e.g.,
TTC tokens for those who are able to take public transit but struggle with the
cost.
• Better support with mental health - e.g., More staff trained to work with people
with mental health needs, better referrals, and social workers and mental health
professionals available in-home.
What are the benefits of the merger/amalgamation for clients that you anticipate/would
like to see?
One of the main opportunities raised by clients and caregivers of both agencies is the
potential to reduce the fees for support services such as homemaking, MOW,
transportation and ADP to make them affordable for low-income individuals.
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Clients and caregivers hope that a larger organization would find efficiencies and be
better able to secure funding (e.g., social enterprise) to enhance services, reduce wait
lists and, in time, extend services to address gaps.
Clients and caregivers also indicated that they expect a larger organization would be
better able to organize referrals for other services.
What concerns do you have about two agencies merging?
Overall, clients and caregivers of both agencies expressed concern that a larger
agency might, inadvertently, lose some of the “personal touch” that they value.
While the majority of clients who provided feedback expressed optimism about the
integration – a reflection of the trust they have in the agencies – some are anxious
about potential disruption for staff, volunteers and programs and emphasized how
much they valued the relationship they have with the teams at each agency.

Staff
WTSS staff included management, administrative, case management, supportive
housing and PSWs. HCSS staff included management, administrative, home help
workers and drivers.
Overall findings
On the whole, staff of the agencies support the rationale for the integration and believe
that it has the potential to enhance services for clients today and in the future. Staff are
interested in the opportunity to offer the complementary services of the other agency
and to meet more of clients’ needs in a coordinated way. Staff are eager to learn more
about the other agency’s work and to co-design integrated functions, programs and
services.
There are concerns, particularly among administrative staff, about whether their roles
and teams will change and if they will have a new supervisor. Staff have been
consistently reassured, verbally and in writing, that there will not be any loss of
employment as a result of the merger. The new agency will be the employer for all staff
and staff will maintain their existing income and benefits. HR practices will be
harmonized over time.
What excites you about/opportunities do you see with the potential integration?
WTSS management and administrative staff noted the opportunity to “leverage” what
HCSS offers to better address the obvious growing need for these services: home
maintenance, decluttering, extreme cleaning and hoarding.
HCSS also has a reputation for having a strong, loyal volunteer base that would be an
asset for the integrated organization. Staff of both agencies believe that there is an
opportunity to create an even more robust volunteer service, building on the
complementary strengths of each program.
Staff are excited about the opportunity to develop a social enterprise offering as a way
to expand home help and other support services and to be able to offer subsidies for
seniors and others who cannot afford current fees.
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Staff of both agencies expressed support for having increased learning and
professional development opportunities. Some staff stated that they are looking forward
to working in new, multidisciplinary teams.
PSWs indicated that they would like to see the integrated organization take full
advantage of their skills including medication monitoring and would like to be trained in
diabetes management. Most PSWs as well as HCSS’ home help workers see the value
in combining PSWs with the preventative home help services provided by both
agencies.
HCSS staff believe that having access to case management and PSWs, in particular,
as well as the clinical services offered by WTSS, will benefit clients. They indicated that
marginalized and immigrant seniors in underserviced neighbourhoods, such as Mount
Dennis and Rockcliffe-Smythe, lack access to home care services and would benefit
from case management and navigation support.
What concerns do you have?
Most concerns centred around changing roles (e.g., loss of seniority) and teams. Even
with assurances, some staff worry whether their salary and benefits will be protected.
While most had positive feedback about the potential to enhance access to services, a
minority said they were concerned that a larger organization would be less responsive
to clients and local communities.
Some administrative staff are apprehensive about the work involved in harmonizing
administrative, operational and financial policies and practices. The agencies have
worked to harmonize many of the core operational and administrative policies last year
when they went through accreditation, which will help smooth the integration of
administrative and back office functions.
PSWs, in particular, are concerned that their workloads will increase and that they will
need to cover a larger geographic area. It was explained that teams would be
organized around local areas based on client need and that PSWs will have greater
opportunities to work with homemaking staff, home maintenance and clinical
professionals to wrap services around clients.
Staff of both agencies are concerned that the integration will change the culture and
work environment. HCSS staff explained that, as a small agency with long-serving staff
and volunteers, everyone operates as “one team” and staff fill in for each other,
regardless of title. They value the collegiality and informality of HCSS. WTSS staff
emphasized the agency’s collaborative culture and the pride that their team takes in
quality improvement and professional practices.
The Executive Directors and Transition Committee are planning social and professional
activities for the teams to get to know one another. A working group of management
and administrative staff from each agency are already co-designing back office and
administrative functions as well as the integration of common services, beginning with
MOW and transportation. Staff and volunteers involved in common programs and
services will be involved in the planning process as the integration progresses.
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What programs, services would do you think should be maintained, enhanced or
added?
Numerous staff noted a gap in services for clients with low to medium acuity in West
Toronto. With LHIN funding being directed at services and supports for high
complexity/high acuity clients in recent years, West Toronto agencies have focused
more resources on assisting clients transitioning home from hospital and on intensive
supports for clients at risk of ER visits.
While the integrated agency will continue to collaborate with other providers in the west
to provide coordinated care to people with complex needs (ADP, assisted living
supports etc.), it will be well positioned to address a recognized system gap: those who
have low to moderate clinical needs, but require support with instrumental activities of
daily living and social needs to be able to live safely and autonomously in their homes
and communities.
Staff of both agencies support the integrated agency specializing in “enhanced home
help” for low to medium complexity clients and envision that the integrated agency
could play a lead role and/or take referrals for additional populations and
neighbourhoods in the West and Mid-West Toronto sub-regions that are currently
underserved for community and social supports.
It was further identified that hoarding/cluttered homes is the cause of up to 40% of
evictions and that a decluttering service – partially or wholly funded through social
enterprise revenue – could have a substantial impact on reducing the risk of
homelessness, ER usage and other expensive consequences of evictions.
The following programs were consistently identified as high priority for current clients
and neighbourhoods served, particularly the Neighbourhood Improvement Areas
covered by the agencies.
•
•
•
•
•

Clinical and personal care: Foot care, medication management, wound care, and
stockings.
Social isolation: Friendly visiting, social-recreational opportunities.
Mental health and addictions: Identification, basic support, and referrals.
Decluttering, organizing, and improving the safety of people’s living environment.
Day programs, geared towards clients’ needs: ADP for low to moderate needs and
eADP for higher needs.

Volunteers
Overall findings
Volunteers main concern is that client services are not disrupted and that staff and
volunteers are able to provide the same quality services that they do today.
HCSS volunteers tend be longer serving and older than WTSS volunteers, which are
diverse in terms of age and service tenure. However, without exception, all volunteers
who provided input believe their agency provides a unique, high-value service to the
community and would like to see a robust volunteer program carry on in the new
agency. Notably, volunteers from various professional and business backgrounds
believe that a larger agency will have the critical mass needed to be more efficient.
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On balance, MOW and transportation program volunteers think that a consolidated
program could better serve clients, if the integrated programs are designed with client
needs and efficiency top of mind.
What excites you about/opportunities do you see with the potential integration?
A larger organization would have the critical mass to offer enhancements that are not
possible as single organizations, including more culturally sensitive services in different
languages, additional services to address social isolation such as friendly visiting, and
more caregiver support and respite care. Volunteers also underscored the need to
provide greater supports for people in that critical period after they return home from a
hospital or an institutional stay – personal support, connection to a primary care
provider, homemaking and support with basic needs.
One of the ideas for growing the joint volunteer program is to introduce intergenerational programming. Volunteers with WTSS’ congregate dining program see the
opportunity to inform or “cross-sell” other programs and services offered through the
integrated agency to seniors attending the dining program.
What concerns do you have?
The main concerns pertain to continuing to satisfy clients and caregivers. HCSS MOW
volunteers believe that the agency has high quality meals (from Epicure) and some are
concerned that the integrated agency might compromise the quality of the meals in
order to reduce costs. On the other hand, some WTSS MOW volunteers point out
opportunities to improve the quality of meals (e.g., inconsistent portions and leaky
containers) and program efficiency (e.g., some think driving routes are inefficient, and
communication with clients could be improved – sometimes clients are not home and
miss their meal drop off). Some talked about the potential to centralize administration
of volunteer-run programs without losing quality and the need to coordinate MOW and
other services across the west end, noting that several agencies deliver meals in the
same building.
Some volunteers said that they would be reluctant to travel farther to volunteer – they
are able to volunteer because the location is convenient. This will need to be taken into
consideration as the agencies look at co-location of programs.
Some volunteers said that they would be interested in looking at other volunteer
opportunities with the new agency, as long as they were convenient.

Partners
Lessons learned and advice
Staff and volunteer buy-in to the integration is a condition for success. It is important to
recognize that some staff may not fit into the new agency. It is crucial to consistently
communicate that staff will have an important role in the new agency, but it might be a
different role and that services will continue to evolve to meet the changing client and
community needs.
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Operationally, the agencies can work on enhancing services while they proceed with a
full merger (e.g., WTSS and HCSS are currently collaborating on services including
referrals).
Supporting people to stay well through addressing the determinants of health is critical.
Partners believe that this is an area where WTSS-HCSS can continue to add value. It
is important that they undertake their planning as part of the system –identify which
west-end agencies offer preventative services, such as decluttering and home
maintenance, and determine the unique role the new agency could play, in
collaboration with others.
What excites you about/opportunities do you see with the potential integration?
Generally, the partners interviewed agree that preventative and home help services for
low and moderate complexity clients is a gap that the agencies are in a good position to
address. These services are a ”first line” to make people safe and comfortable.
It was also noted that, across the city and in a number of the high-density
neighbourhoods served by HCSS and WTSS, extreme cleaning and decluttering is
urgently needed as part of homelessness prevention.
Some partners think that there are opportunities for the agencies to strengthen linkages
with primary care, especially for the “pre-five per cent high-user population” who need a
range of supports in the home to maintain their health and independence.
Partners note that the integrated agency will be better able to coordinate services with
other providers across the West Toronto sub-region – including primary care providers
(FHT, CHC), CCAC, hospital, and mental health agencies. It will also be better able to
share back office capacity with other providers – consolidating back office functions and
systems between the two agencies is a step in that direction.
Given the high proportion of seniors (and seniors living alone) in the West Toronto subregion, in particular, partners strongly encourage the integrated agency not to divert
attention away from seniors. It was specifically noted that there is a need for more
specialized ADP programming in the west end and the available space for ADP could
be used more effectively.
St. Joseph’s Health Centre is interested in exploring how they could collaborate with the
agency to transition and support ALC clients in the community
What concerns do you have?
A number of partners noted that fees for support services impede access and they
would strongly support efforts by the integrated agency to use social enterprise to
generate revenue to alleviate the fee burden. Similarly, partners will be looking at how
the integration enhances capacity in order to reduce long wait times for WTSS’ PSWs,
and both agencies’ homemaking and other support services.
Some partners believe that services, such as ADPs, need to be further rationalized and
that, while the amalgamation is a step forward, more will need to be done in the west
end to organize and coordinate overlapping services.
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A few partners believe that agencies need to simultaneously have greater scale and
size to be able to respond to overall population heath needs and stay close to the
community in order to help vulnerable groups.
A few partners pointed out that the integrated agency will continue to contend with
sufficient scale to meet expectations including evaluation and system-level QI and will
need to make broader partnership development a priority.

MP/MPP/City Councillors
The main priority for all elected officials is that the merger results in more services and
address care gaps in their communities.
Some expressed concern about ensuring that Mount Dennis and surrounding highneeds communities do not lose services and, over time, have improved access within
the neighbourhoods. There is a high level of support for maintaining HCSS’ physical
location within Mount Dennis and elected officials are pleased that the agencies are
committed to bringing additional, culturally appropriate programs and services into
underserved communities, including expanded ADP, PSW coupled with other home
help services, respite and friendly visiting.
One city councillor mentioned that the fact that WTSS and HCSS serve different
neighbourhoods is concerning. Others did not identify this as a challenge.
The agencies plan to increase access to services through social enterprise and
innovation is well supported. Officials noted the value of HCSS’ wellness, home
maintenance and other preventative programs and would like to see more of these
services in the west end.
One particular gap noted by MPP Albanese is seniors living in the north-east part of her
riding, just south of the 401. There are few agencies in close proximity and it appears
that no one sub-region is responsible for this community. There is an opportunity for
the new agency, in collaboration with others in the West Toronto sub-region, to look at
how to better serve this vulnerable population.
Officials emphasized that they would like to see the agencies work together and with
others to better identify isolated seniors, to provide services in different languages, and
to maximize volunteers to create a bridge between youth and seniors.
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Findings and Implementation Recommendations
From the Due Diligence Process
The due diligence process assessed the potential opportunities for and impact of
the integration on four priority areas
1. Expand programs/services that assist clients to transition from hospital back
home and enable complex client to remain in a community setting.
2. Provide comprehensive preventative services for low to moderate acuity
clients in the west end, with a focus on underserved and low-income clients,
enabling more people to remain housed and live independently, reducing inequities
in high-needs communities.
3. Integrate back office functions, systems and programs to improve efficiency
and effectiveness – e.g., Volunteer, MOW, and Transportation.
4. Pursue strategic partnerships and leadership opportunities in the health
system to improve care transitions and coordination, and to develop innovative
approaches to service delivery.

High-level Implementation Steps

Year 1

Year 2

• Back office and admin integration

• Elect officers for permanent Board

• Capacity plan

• Implement integrated MOW,
transportaton, volunteer programs

• New Board
• Plan MOW, transportation,
volunteer integraton, and plan to
expand respite and other existing
programs in underserved areas
• Integrated intake and assessment
• Create Plan for Enhanced Home
Help and Social Enterprise
program
• Plan ADP/eADP and services for
complex clients

Year 3
• Evaluate and improve
performance on integration
indicators

• Implement Enhanced Home Help
and Social Enterprise program
• Implement integratedADP/eADP
and enhance other programs for
complex clients/ALC
• Implement expanded programs
and services in underservices
areas including Mount Dennis
• Collaborate with sub-region
partners to address populaton
needs - seniors, adults with
disabilities and other groups

• Leadership and participation in
sub-region

Transition period – Year 1
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The transition phase is the first year after the amalgamated corporation is legally
established. The integration of back office, operations, services and programs is
anticipated to be implemented largely over two years, with some elements to be fully
implemented in the third year, after the amalgamated corporation is launched and
potentially beyond.
•

•
•

•

•
•

•
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During the transition period, the agency will put a new organizational structure in
place and create single teams, policies and procedures for back office functions:
Finance, IM/IT and data and performance reporting, and office and facilities
management. Reception will be located at each of the current sites – 1709 Bloor
West and 1167 Weston Road. Roles such as privacy, risk management, QI and
Accreditation will be incorporated into these shared functions. During this year,
these teams will harmonize the systems and the contracted services for back office
functions.
An internal capacity plan will be created and begin to be implemented, including
cross training and education regarding integrated policies, procedures and systems.
Another priority for this transition year is putting a permanent Board structure in
place, comprised of the two agencies’ Boards. This includes Board committees and
introducing new bylaws for the amalgamated corporation.
Work groups of staff with substantive volunteer and client involvement will co-design
integrated MOW and transportation programs, which will be fully implemented by
year 2. Work groups will also design and transition to a single, integrated volunteer
program based on the strengths and effective practices of each agency regarding
recruitment, retention and volunteer resource management. A priority will be placed
on service continuity and communications and engagement.
During Year 1, the agency will create an integrated intake and assessment process
for all programs and services.
During Year 1, the agency will develop a plan for an Enhanced Home Help program
for West Toronto, which will be implemented starting in Year 2. This program will
combine a suite of Home Help services, customized for individual clients’ and
caregivers’ needs. This will combine WTSS’ and HCSS’ Home Help offerings
including: homemaking, PSWs, friendly visiting, security checks, home
maintenance, decluttering and extreme cleaning. The program will be available to
all eligible clients and is primarily designed for low to moderate acuity clients who
need preventative assistance with daily activities to remain in their homes and in a
community setting. The programs will be funded through a combination of LHIN
funding and revenue from other bodies – United Way, the City of Toronto and
others – as well as through the agency’s social enterprise program. Enhanced
Home Help will be offered at an affordable fee to seniors and other clients who have
the means to pay (at a reduced fee versus private services) and these fees will be
used to subsidize and reduce fees for low-income clients.
During the first year, the agency will begin to implement a plan to more effectively
and efficiently assist complex clients both to remain in their communities and
transition home after a hospital stay. This includes designing an integrated ADP
program; case management for all clients who require this support; and partnering
with other providers to provide enhanced assisted living supports (e.g.,
incorporating primary care physicians and mental workers, in collaboration with,
PSWs, nurses, social workers and other professionals) starting in the Toronto
Community Housing buildings currently served by WTSS. These initiatives will be
implemented in 2018 and subsequent years.
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•

•

Based on a gap assessment, the integrated organization will plan to extend key
WTSS and HCSS programs to locations in Mount Dennis and other underserved
neighbourhoods in West Toronto. Programs for potential expansion include respite,
wellness, and congregate dining.
Leadership and partnerships. The integrated agency will continue its co-leadership
role in the West Toronto Collaborative and support the implementation of the TC
LHIN’s One Community effort. The organization will continue to strengthen existing
partnerships and pursue new partnerships to improve care coordination and
transitions for seniors and adults with disabilities, increase system capacity, and
maximize resources. This includes offering space at the integrated agency’s sites
for chronic disease clinics and primary care visits, building on the nursing clinic at
WTSS with the CCAC.

Year 2
•
•

•
•

•

•

Continue to improve back office and administrative functions and teams, and the
change management process.
The agency will fully implement the integrated MOW and transportation programs in
Year 2. These programs will be delivered out of single sites, with coordinated
volunteer teams, shared equipment and single suppliers. With larger integrated
programs, the agency will be positioned to negotiate better prices. Locating the
MOW and transportation programs at a single site (rather than over two agency
sites) will free up space that can be used for other programs and services - e.g.,
chronic disease management clinics.
The agency will roll out Enhanced Home Help and the social enterprise program
including a robust outreach, marketing and partnership strategy.
Starting in the second year, the agency will begin to implement an integrated ADP
program (including options for moderate and for complex clients - eADP); case
management for all clients who require this support; and begin to participate in
expanded assisted living teams and supports starting in at least one Toronto
Community Housing buildings currently served by WTSS. The focus will be on
assisting with ALC in West Toronto hospitals. These initiatives will continue to be
implemented beyond the second year post-amalgamation approval.
Key programs to support seniors, adults with disabilities and their caregivers will be
offered to Mount Dennis residents and other underserved neighbourhoods in the
West Toronto sub-region. These programs will be designed to respond to the
unique cultural and language needs of the target populations. For example, respite
and congregate dining are two high-demand programs that could be extended to
isolated seniors in these high-needs neighbourhoods.
Leadership and partnerships. The organization will continue to strengthen existing
partnerships and pursue new partnerships. The agency will collaborate with
providers across the continuum and community partners in West Toronto and
potentially Mid-West Toronto to address pressing population health gaps and needs
e.g., families, children, indigenous communities, and marginalized groups of all
ages.

Year 3 and beyond
• After Year 3, the agency will evaluate progress on its integration and other quality
and performance indicators and continue to improve and adjust its implementation
plan, as needed.
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Specific findings and recommendations
New organizational structure and HR
The integrated organization’s structure is designed to support the objectives of the
integration, maximize the impacts for clients, and the system and efficiency. The
agency will have three departments, led by senior management roles reporting to
the Executive Director:
o Operations
o Programs and Service Delivery
o Innovation, Social Enterprise and Partnerships (new department).

•

•

The Innovation, Social Enterprise and Partnerships department will be led by an
Associate Executive Director. The primary focus of this area is to develop the
social enterprise program – components of core programs and services that are
largely or wholly funded as social enterprises. This role is also responsible for
resource development and contributing to innovative partnerships to create and
test new service offerings to address unmet community needs.

New Organizational Structure

Board)of)Directors)

Execu9ve)Director)

Director/Manager)of)
Opera9ons)

Associate)Execu9ve)
Director,)Innova9on,)
Social)Enterprise)and)
Partnerships)

Director/)Manager)Programs)
and)Service)Delivery)

The agencies are committed to avoiding disruption during the transition to the new
organization. The shift to the new organizational structure will largely occur during the
first year with additional changes anticipated in the subsequent year.
Both organizations have comprehensive HR policies that are substantially similar.
Policies and processes will need to be reviewed and aligned as needed (e.g., job
descriptions, performance management, hiring, probation and orientation) as well as
HR systems (e.g., time tracking, scheduling). Given that WTSS and HCSS aligned
many policies when WTSS facilitated HCSS’s preparation for accreditation,
harmonization will be straightforward.
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Staff will benefit from cross-training opportunities. HCSS staff can learn more about
case management, assistive living, and supporting complex patients transitioning after
a hospital stay. HCSS can teach the WTSS team about home help services such as
home maintenance and extreme cleaning as well as their experience with building
social enterprises. Both teams will learn from each other about the clients and
neighbourhoods they serve and their unique approaches to volunteer recruitment and
management.
Program and Service Integration
The program and service integration will be designed to achieve the following two
integration priorities and will contribute to priorities three and four.
1. Expand programs/services that assist clients to transition from hospital back
home and enable complex client to remain in a community setting.
2. Provide comprehensive preventative services for low to moderate acuity
clients in the west end, with a focus on underserved and low-income clients,
enabling more people to remain housed and live independently, and reducing
inequities.
During the pre-integration and transition, the joint management/administration staff
working group will focus period on:
• Harmonizing assessment processes for all common programs and services –
MOW, transportation, homemaking – and plan a single intake, assessment and
referral system for all clients as part of a coordinated process for the sub-region
and TC LHIN. Staff – particularly intake staff and case managers – will need to
be well educated on expanded services.
• Finalize indicators and create shared tracking, performance improvement and
reporting processes.
• Determine policies and processes to manage wait lists and create a wait list
reduction plan.
• Begin to harmonize fees for common services and a strategy for managing fees
and subsidies to be implemented in Year 2 in tandem with the expansion of the
social enterprise program.

Integrated and enhanced ADP
The agency will plan a single ADP program during the transition year and implement it
in the second year.
The integrated organization will optimize ADP capacity through resource-sharing,
common intake and referrals, case management and a single administration and
budget. The agencies are assessing the option of rationalizing the program to better
meet community needs by gearing the ADP at the HCSS site to serve seniors in Mount
Dennis and other underserved communities with moderate needs, and having the
WTSS ADP serve as a general and enhanced ADP program for the growing number of
seniors with behaviours, including ALC patients at St. Joseph’s and other hospitals.
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The ADP program will be designed as part of service planning for the West Toronto
Collaborative.
Enhanced Home Help Program and Social Enterprise
Both agencies, particularly HCSS, have been operating programs (in whole or in part) as smallscale social enterprises and using social enterprise revenue to subsidize programs and services
that are not fully funded/where demand exceeds public funding (e.g., homemaking). Demand
for HCSS’s home and property maintenance program, for example, is steadily rising. Both
agencies have significant wait lists for homemaking (WTSS’s has 35 people on its wait list for
homemaking as of April 2017, with a wait time of three to four months. There are 15 people on
HCSS’s homemaking wait list and the current wait time is five weeks).
Requests for extreme cleaning and decluttering are also rising for vulnerable seniors who are
struggling to maintain a safe living environment. However, the agencies have no source of
funding for these vital services. PSWs and home help workers try to assist high-needs clients,
by providing extra services, but can only offer limited support without resources. The
Homemaking and Nurses Services (HMNS) Program operated by the City of Toronto which
provides homemaking to individuals who meet the program’s eligibility criteria has a current
wait time of approximately one year.
Social enterprise revenue could fill this gap, allowing the agencies to provide the needed level of
support their clients need to remain in their homes and to reduce the risk of evictions.
The agencies’ current small-scale social enterprise programs are meeting a clear community
and client need and demonstrate the demand for and growth potential of social enterprise – e.g.,
enabling isolated seniors to live safely at home, preventing eviction and homelessness.
However, in order to fully realize the impact of social enterprise, the integrated organization will
need to increase capacity – staff and volunteer – and formalize a social enterprise program,
including dedicated leadership, expertise and accountability. Functions such as
communications, engagement, and volunteer management will be horizontally integrated in the
agency and have accountability for supporting all programs and services as well as the social
enterprise program.
For WTSS/HCSS, the main motivation for social enterprise is to reduce barriers and expand
services to those who need community and home care services. Social enterprise also
contributes to community development within neighbourhoods in the West and Mid-West
Toronto sub-regions.
The transition year will be focused on planning and designing the social enterprise program and
confirming priorities based on a needs, market and feasibility assessment.
An early priority will be creating a social enterprise component and funding stream to support the
Enhanced Home Help Program. This Program will combine a suite of Home Help services,
customized for individual clients’ and caregivers’ needs. The program will leverage and scale up
HCSS’ and WTSS’ existing social enterprise offerings, specifically HCSS’ Home and Property
Maintenance Program currently serves over 150 clients. This program is managed and
administered by HCSS staff and volunteers and uses skilled workers from the community to cut
lawns, trim hedges, remove snow and perform minor home repairs, odd jobs and “handyman”
tasks at an affordable/subsidized fee for low-income seniors who would otherwise have few
options to continue to live safely and independently in their community.
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Enhanced Home Help
A Home Help service package will be created according to the needs of the client and caregiver
determined during assessment and reassessment.
The focus will be on clients with low to moderate needs, a recognized gap in West Toronto subregion.
What does this program include?
•
•
•
•
•
•
•

Basic homemaking: Light housecleaning, laundry, and light meal, grocery shopping
prescription pick up
Personal support: assistance with bathing and transferring
Friendly visits
Telephone security checks
Home maintenance and repairs
Snow removal and yard work
Decluttering, extreme cleaning, assistance with hoarding

All of these services will be funded through a combination of core funding from the TC LHIN and
other funders as well as offered as a social enterprise for those who are able to pay.
Who is the target population who will benefit?
Services will be stratified according to need and fees adjusted based on ability to pay.
Target populations:
•

•

Subsidized services: frail and isolated seniors with chronic diseases and or mental health
needs and adults with disabilities, including individuals with little to no family or caregiver
support, who need, but cannot afford to pay for these services privately/cost is a barrier.
Clients will pay for these services: frail and isolated seniors with chronic diseases and or
mental health needs and other adults with disabilities who may have limited family or
caregiver support, are unable to maintain their homes and properties without assistance, are
willing and able to pay for services, and are interested in purchasing services from a social
enterprise, at a lower cost than from a private service. The program would also ensure
Quality Assurance – something that cannot be guaranteed by private providers. The sheer
number of private services advertising home help services in the west end indicates the
sizable market for these services, particularly among middle-income seniors. The fact that
HCSS and WTSS have a combined community history of over 80 year and high levels of
trust with seniors will be a key part of the branding for a population that is often taken
advantage of by private providers.

Why is the service needed?
Without these basic supports, many seniors and adults with disabilities are not able to live safely
in their communities. Cluttered, unclean and unsafe environments coupled with social
withdrawal, isolation, and mental health challenges, can rapidly destabilize individuals resulting
in high use of ERs, avoidable falls and injuries, evictions, homelessness and early
institutionalization.
Many people fall through the cracks if they do not qualify for free or subsidized services or
cannot afford high private fees. Evictions caused by hoarding/cluttering are frequent in West
Toronto.
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Current programs for extreme cleaning services are not affordable for some low-income
residents and the City of Toronto provides extreme cleaning only when a person has an N5 – a
notice of eviction. By that time, many of these individuals are in crisis, living in deplorable
conditions, and already using expensive emergency and crisis services.
Due to recent annual increases in PSW services, WTSS has focused PSW resources on filling
Right Place of Care and CCAC hours prior to taking on new home help hours. As a result,
WTSS created a home help waitlist in Summer 2015, and currently lacks resources to keep up
with the demand, particularly for low to moderate needs clients who are not eligible for CCAC,
Right Place of Care or other programs for high-needs clients. WTSS’s home help hours and
number of clients served steadily declined from 2014/15 to 2016/17, despite growing demand,
and other agencies are not filling this gap for low to moderate clients in the current catchment
area.
How will service work?
Referrals are anticipated to largely come from CCAC, CNAP, and other providers in West
Toronto. Significant direct marketing and outreach will be undertaken in communities where
there are potential clients who are willing and able to pay for Enhanced Home Help. The agency
will also partner with providers including CCAC case coordinators, and cultural agencies to
reach vulnerable people in neighbourhoods such as Mount Dennis and Rockcliffe-Smythe, who
are not receiving, but would benefit from, Enhanced Home Help.
WTSS’ intake workers, managers and case managers have received 84 requests for extreme
cleaning and decluttering, home maintenance, lawn care or snow removal and pest control
preparation between April 1, 2016 and March 31, 2017.

Financial integration
Financial overview
Item%(as%at%March%
31/2016)%
Revenue&LHIN&
Total&Revenue&
Total&Expenses&
Surplus&(Loss)&
Percentage&of&Revenue&
o Client&Fees&
o LHIN&
o United&Way&
o City&of&Toronto&
Net&Assets&
Financial&Year&End&
Auditor&
Staff&

HCSS%

%

&$1,087,285.00&&
&$1,750,921.00&&
&$1,750,231.00&&
&$690.00&&
&
27%&
62%&
6%&
2%&
&$349,850&
March&31&
Tinkham&and&Associates&
5&Salary&/&16&Hourly&

WTSS%

Combined%

&$2,833,747.00&&
&$3,838,631.00&&
&$3,780,633.00&&
&$57,998.00&&
&
22%&
74%&
1%&
1%&
&$1,855,451.00&&
March&31&
Grant&Thornton&
24&Salary&/40&Hourly&

&$3,921,032.00&&
&$5,589,552.00&&
&$5,530,864.00&&
&$58,688.00&&
&
23%&
70%&
3%&
1%&
&$2,205,301&
&
&
29&Salary&/56&hourly&

!
Both agencies have a solid financial standing – both have balanced budgets, no major
liabilities, and reasonable cash in reserve.
It is difficult to compare the relative expenditures on direct services and administration
between the two agencies as they calculate costs in different ways. For example,
WTSS includes some salaries in program costs.
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Property and Facility
Both agencies would retain their current sites for at least the first three years after the
integration – HCSS has 6,280 square feet at 1167 Weston Road site and WTSS has
10,571 square feet at 1709 Bloor Street West. The HCSS lease was recently renewed
for another five years to January 31, 2023. WTSS lease is up for renewal on November
2023. The CARF accreditation report for WTSS observed that the well designed space
at 1709 Bloor Street positions the organization well for future growth. WTSS has
already had success in maximizing their space to provide needed services, such as
through the agency’s partnership with the TC CCAC to provide an RN-run ambulatory
clinic.
WTSS also has a space at 80 Ward Street that they are sub-leasing. Commencing July,
2017, WTSS no longer has a lease obligation at 80 Ward Street.
Any future relocation would ensure that the services are highly accessible to Mount
Dennis and the other NIAs and underserved areas in the west end.
Community and system leadership and collaboration
The integration will bolster the agency’s capacity to participate in and take on health
system leadership roles in West Toronto. The agencies set the following priorities for
leadership and collaboration:
•

Position the integrated agency to play leadership roles in the West an Mid-West
sub-regions - e.g., preventative services for low to moderate acuity clients, social
enterprise as a strategy to expand services in high-needs
neighbourhoods/underserved communities

•

Pursue and strengthen partnerships with different types of providers in the West
and Mid-West Collaboratives to coordinate care planning and delivery – focus on
primary care, CCAC/home care, mental health and addictions and hospitals.

•

Build partnerships with providers, research and other stakeholders to develop and
test innovative community-based care delivery approaches for seniors and people
with disabilities, e.g., mental health and case management/ACT teams and pain
management counseling for high-risk populations.

•

Enhance the agency’s ability to use and report data for system planning in the two
sub-regions and LHIN-wide and participate in performance improvement with
partners.

Operations
Both organizations appear to have good documentation available to outline their legal
requirements for compliance with laws/acts including Accessibility for Ontarians with
Disabilities Act (AODA) and privacy. Both have strong Health and Safety policies and
procedures.
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Savings, efficiencies and cost summary
It is anticipated that the integration will initially result in ongoing cost savings related to
the integration of HR and IT systems, resources and having single IT, audit and other
contracts. Any cost savings would be redirected to offset some of the one-time costs of
integration and to expand direct client programs and services ongoing.
Savings anticipated:
Over a two-year period, the agencies anticipate permanent savings of approximately
$80,000 to $100,000 as a result of back office and administrative integration including a
single auditor, single contracts for benefits and IT (hardware, software, training, website
design and hosting), and other contracts.
Starting Year 2
•

The agencies will be in a position to negotiate improved pricing for MOW food,
transportation purchases and maintenance, equipment and supplies.

Revenue generation anticipated starting in Year 2:
•

The agency is also anticipated to begin increase its overall revenue as a result
of social enterprise and private fundraising in the second year.

Efficiencies will be realized through the full integration of back office and
administrative functions and resources to be substantially completed by Year 2.
•

There will be one finance department, one HR function, one individual with
responsibility for facility and property management, and one function
responsible for IT-IM and performance reporting. All operational and
administrative policies and procedures will be harmonized. Both organizations
are advised to create a renewed documented risk management plan/program
for IT/IM, plan for IT asset management and business continuity plan.

In the long range (four to five years), there is a potential for infrastructure savings as the
agency looks at options to co-locate functions and services when leases are up.
Costs:
The agencies estimate that the one-time legal, project management costs and costs of
planning and start up of the Enhanced Home Help and social enterprise programs will
be in the range of $250,000 over the first two years. These one-time estimated costs
are expected to be recovered in subsequent years. The estimates will be revisited and
solidified when planning for the Enhanced Home Help and social enterprise programs
are further along.
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Measuring success/indicators
The agency will commit to the following measures to indicate progress against the
goals of the amalgamation for clients, local populations and the health care system.
These measures are aligned with the TC LHIN’s system indicators in its accountability
agreement and Strategic Plan, and contribute directly to the Patients First goals.

Measure

Target 6
months

Target 12
months

Target 18
months

Target Year 2

Target Year 3

Increase service
volumes for
homemaking, ADP,
respite, Assisted
Living (units)

0% increase

1% increase

1.5% increase

2% increase

3% increase

Total = 76,500

Total = 77,265

Total = 77,648

Total = 78,030

Total = 78,795

Reduced wait times
for homemaking
and ADP

Baseline16wks
average

-25% (target 12
wks.)

- 50%
(target 8 wks.)

-75%
(target 4 wks.)

Increase in clients
served from target
postal codes

Increase in
clients served
from target
postal codes

Target Year 2

Target Year 3

Set baseline and
target based on
gap analysis
Implement
partnership
strategy

Increase over
baseline

Total = 95 ED
visits - target
-16%

Total = 85 ED
visits – target
- 24%

Increase in
residents in high
needs
communities
receiving

Measure

Target 6 months

# of Enhanced
Home Help clients

# of strategic
partnerships with
other sectors to
improve care
transitions and
coordination
Avoidable ED visits
for Assisted Living
Clients (CNAP)

!

Target 12 months

Data from gap
analysis with
sub-regions
used to set
baseline - # of
clients served
from high
needs postal
codes
Target 18
months

Identify gaps at
sub-regional level
Develop
partnership
strategy

Implement
partnership
strategy

Implement
partnership
strategy

Implement
partnership
strategy

Baseline
Total = 112
avoidable ED
visits
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Client satisfaction

High
satisfaction, no
disruption in
care according
to postintegration focus
groups and
interviews

Volunteer
program
maintenance and
growth

Baseline

!

Total volunteer
hours = 29,500

High satisfaction,
sustained
according to
satisfaction and
experience
surveys

Total volunteer
hours = 29,648

High
satisfaction
sustained and
experience
with referrals
and transitions
positive
according to
satisfaction
and
experience
surveys

High satisfaction
sustained and
experience with
referrals and
transitions positive
according to
satisfaction and
experience
surveys

High satisfaction
sustained and
experience with
referrals and
transitions
positive
according to
satisfaction and
experience
surveys

Total volunteer
hours = 29,796

Total volunteer
hours = 29,945
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Appendix A
WTSS and HCSS Integration
CONFIDENTIAL Draft Key Messages
(Not for external distribution)
February 1, 2017

Meeting changing community needs
•

As our communities change as a result of aging, immigration and socio-economic
shifts, there will be an even greater need for accessible community services. To
meet these changing needs and have an affordable health system in the future,
even more services will be provided in communities and homes instead of hospitals
and institutions.

•

Community agencies are working together to meet these challenges. Organizations
are collaborating more closely and integrating in new ways in order to expand their
programs and services for clients and to better meet community needs. In recent
years, more community services such as transportation are being coordinated
centrally through CNAP, Toronto Ride and other initiatives instead of each agency
doing it on their own. There will be even greater service coordination at the local
level in the future.

WTSS’s-HCSS’s proposed integration
•

West Toronto Support Services (WTSS) and Humber Community Seniors Services
(HCSS) are planning to merge our agencies to create a strong, single agency that
will be better able to meet the needs of our clients and changing communities.

•

Our two agencies undertook a third-party Feasibility Assessment that showed that
the organizations fit well together, that the agencies’ Boards and leadership share
the same goals and are highly committed to the merger’s success, and that
combining the strengths of both agencies will benefit clients, staff and the health
system.
o Our agencies have worked together effectively for the past three years and
are already referring clients to each other. For example, HCSS and WTSS
have worked together to create strong and consistent human resources
policies and practices. Our agencies do not have unionized staff, which
makes it easier to create consistent HR approaches.
o While we both serve the same sub-regions- West Toronto and Mid-West
Toronto, we cover different neighbourhoods and there is minimal overlap in
our clients.
o WTSS and HCSS have complementary services that could be offered to all
clients of our agencies. For example, WTSS’s personal support services,
case management and congregate dining programs could be extended to
seniors and adults with disabilities in Mount Dennis and other underserved
neighbourhoods. HCSS’s home maintenance and extreme cleaning
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o

services could be offered to WTSS’s clients, helping more people to remain
in their homes.
The merger will enable the agencies to fully develop and expand social
enterprise programs as a way to increase services, reduce costs for lowincome clients, and offer new programs to our communities.

Benefits for clients and communities
•

After the merger, clients and caregivers will continue to receive the same services
that they receive today, without interruption, in the current locations.

•

Over time, we plan to bring a wider range of services to clients in all the
neighbourhoods we serve and to additional locations including seniors’ buildings,
and high-needs neighbourhoods. As a larger, more comprehensive organization,
we will be in a better position to partner with other organizations including hospitals
and primary care practitioners and to influence and lead work in the community and
broader health system. This will include look at providing services to a larger area
within the two west Toronto sub-regions we cover, in collaboration with other
agencies.

•

By providing more supports to clients to live well in their communities, we will
contribute to reducing avoidable Emergency Room visits and hospitalization - a
priority for all providers and the Toronto Central (TC) LHIN.

•

Integrating our “back office” systems such as IT and having a single infrastructure
instead of two will make us more effective and efficient and allow us to put more
resources into direct care. We will be able to do more by sharing costs and
resources and optimizing our physical spaces.

What the proposed merger means for staff and the agencies
•

There will be no loss in employment as a result of the merger. The new agency will
be the employer for all staff and will maintain their income, benefits and status. HR
practices will be harmonized over time.

•

Staff from both agencies will have increased opportunities for learning, professional
development, advancement and leadership in the integrated organization.

•

You will also have new opportunities to work in multidisciplinary teams and to apply
your skills in new ways on programs and projects.

Next steps
•

Our agencies are seeking input from clients, members, staff, volunteers and
partners over the winter and early spring so that your interests and concerns are
taken into account when decisions are made.

•

We plan to submit the integration proposal to the Toronto Central LHIN in the
summer of 2017. The LHIN will determine whether the integration will go ahead.
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•

!

If you have questions or comment, please contact the feedback line/email, leave
your comments and questions – either anonymously or include your name – in a
comments/questions box at our main location or contact Thom Burger, Executive
Director of WTSS directly at (number).
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HEIA Template
The numbered steps in this template correspond with sections in the HEIA Workbook. The workbook with step-by-step instructions is available at www.ontario.ca/healthequity.
Step 1.
SCOPING

Step 2.
POTENTIAL IMPACTS

a) Populations*
Using evidence, identify which populations may experience
significant unintended health impacts (positive or negative)
as a result of the planned policy, program or initiative.

b) Determinants of Health
Identify determinants and
health inequities to be
considered alongside the
populations you identify.

Aboriginal peoples (e.g., First Nations, Inuit, Métis, etc.)

Housing
Food security
Education
Income
Environment

Intended
impacts:

Housing
Food security
Education
Income
Environment

Intended
impacts:

Age-related groups (e.g., children, youth, seniors, etc.)

Disability (e.g., physical, D/deaf, deafened or hard of
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Housing

Unintended
Positive
Impacts.

Step 4.
MONITORING

Step 5.
DISSEMINATION

Identify ways to
reduce potential
negative impacts
and amplify the
positive impacts.

Identify ways to
measure success
for each mitigation
strategy identified.

Identify ways to
share results and
recommendations
to address equity.

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
indigenous groups

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
seniors groups

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural

Client satisfaction,

Performance

Unintended
Negative
Impacts.

Better access
directly or
through
improved
referrals to a
wide array of
supports, and
navigation of
social care
and housing

Better access
directly or
through
improved
referrals to a
wide array of
supports, and
navigation of
social care
and housing

More
Information
Needed.

Step 3.
MITIGATION

HEIA Template
hearing, visual, intellectual/developmental, learning, mental
illness, addictions/substance use, etc.)

Ethno-racial communities (e.g., racial/racialized or
cultural minorities, immigrants and refugees, etc.)

Francophone (including new immigrant francophones,
deaf communities using LSQ/LSF, etc.)
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Food security
Education
Income
Environment

Intended
impacts:

Housing
Food security
Education
Income
Environment

Intended
impacts:

Housing
Food security
Education
Income
Environment

Intended
impacts:

competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
disability
stakeholders

participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
community
partnerships

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
continue and
strengthen
partnerships with
Francophone

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

More
community
support
services to
priority
neighourhoods
in the West
Toronto subregion

Better access
directly or
through
improved
referrals to a
wide array of
culturally
appropriate
supports, and
navigation of
social care
and housing

Better access
directly or
through
improved
referrals to a

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

HEIA Template
wide array of
cultural and
language
appropriate
services in the
community.
Homeless (including marginally or under-housed, etc.)

Linguistic communities (e.g., uncomfortable using
English or French, literacy affects communication, etc.).
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Housing
Food security
Education
Income
Environment

Housing
Food security
Education
Income
Environment

Intended
impacts:

agencies and
groups

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
social care partners

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
community
partnerships

Better access
directly or
through
improved
referrals to a
wide array of
housing
supports,
navigation of
social care
and housing,
social
enterprise to
alleviate fees.
Intended
impacts:
Better access
directly or
through
improved
referrals to a
wide array of
cultural and
language
appropriate
services in the
community.

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

HEIA Template
Low income (e.g., unemployed, underemployed, etc.)
Housing
Food security
Education
Income
Environment

Religious/faith communities

Rural/remote or inner-urban populations (e.g.,
geographic or social isolation, under-serviced areas, etc.)
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Intended
impacts:

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
social care partners

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
community
partnerships

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,

Client satisfaction,
participation in
community needs
assessments, client
and community-

Performance
reported to LHIN,
through annual
reports and
reporting to the

Better access
directly or
through
improved
referrals to a
wide array of
housing
supports,
navigation of
social care
and housing,
social
enterprise to
alleviate fees.

Housing
Food security
Education
Income
Environment

Intended
impacts:

Housing
Food security
Education
Income
Environment

Improved
access to a
broader range
of CSS
services to

Better access
directly or
through
improved
referrals to a
wide array of
culturally
appropriate
services in the
community

HEIA Template
residents of
NIAs and
other highneed
neighbourhoo
ds where there
are gaps

strengthen
community
partnerships

centred indicators
monitored and
reported

Board and
community

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

Sex/gender (e.g., male, female, women, men, trans,
transsexual, transgendered, two-spirited, etc.)

Housing
Food security
Education
Income
Environment

Improved
access to a
broader range
of cultural
competent and
inclusive CSS
services.

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
the LGBT
community

Sexual orientation, (e.g., lesbian, gay, bisexual, etc.)

Housing
Food security
Education
Income
Environment

Improved
access to a
broader range
of cultural
competent and
inclusive CSS
services.

None

Cultural
competency training
for all staff, promote
diversity and
inclusive culture,
strengthen
partnerships with
the LGBT
community

Client satisfaction,
participation in
community needs
assessments, client
and communitycentred indicators
monitored and
reported

Performance
reported to LHIN,
through annual
reports and
reporting to the
Board and
community

Other: please describe the population here.
* NOTE: The terminology listed here may or may not be preferred by members of the communities in question and there may be other populations you wish to add. Also consider intersecting populations (i.e. Aboriginal women).
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