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As we launch our 2026–27 Annual Plan, we are proud to begin our seventh year as the AOHT.

This year marks an important step forward in strengthening partnerships and evolving
governance. Our partners remain committed to a shared vision and mission grounded in
working together. As an Ontario Health Team (OHT), we continue to improve how we work so
we can better meet the needs of communities across the Algoma District.

We would like to extend our gratitude to Stephanie Parniak, who completed her term as Patient
Partner Tri-Chair on our Executive Committee in January 2026. Stephanie played a key role in
centering the voices of patients, families, and care partners to all levels of our work. Her
leadership, insight, and commitment to meaningful engagement helped shape a community-
centred AOHT. We are grateful for the lasting impact she has had on integrated care in Algoma
since the OHT was formed.

We are pleased to welcome Martin Wyant as our new Patient Partner Tri-Chair. Martin brings
many years of experience in social services, strong governance knowledge, and a deep
commitment to Algoma. His perspective will help ensure our work stays focused on what
matters most to patients, families, and care partners across the District.

The 2026–27 Annual Plan builds on the progress made in past years while responding with
innovation to a changing environment. The plan focuses on supporting priority populations with
an evolving healthy aging strategy for older adults, improving management of chronic disease in
the community, and increasing access to primary care. Throughout the plan, we embedded
system navigation projects so people can find and access the right care, at the right time, and in
the right place. Community voices remain central to our planning and decision-making, along
with strengthening our governance to support accountability, collaboration, and long-term
system integration.

None of this work would be possible without the trust and collaboration of our community and
organizational partners. Thank you for working with us to build a stronger, more connected
healthcare system for Algoma. 

A letter from the Executive Committee
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The AOHT will collaborate in a model of care
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An Integrated health system focused on the
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people receive seamless, effective care
where and when they need it.
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Who We Are
The Algoma Ontario Health Team (AOHT) is a team
of local health professionals, organizations, and
community members working to create a network
where residents will have access to the right care,
right team, and right care setting when they need it. 



Milestones 

We hosted two healthy aging education series with our
partners for older adults and their essential care partners.

We supported a pilot program for in-person pulmonary
rehabilitation and sourced a virtual pulmonary
rehabilitation pilot launching this upcoming year.

We launched the Operations Committee and
reinvigorated the Mental Health and Addictions System
Planning Table to support our priority populations. 

Our partners attached 6,000 residents to primary care,
reducing our unattached population by 30%

The Operations Committee was established in September 2025 as part of our renewed
governance structure. It brings together operational leaders from across Algoma to ensure that
priority initiatives identified by the Leadership Council are effectively planned, resourced, and
implemented.

The committee is action-oriented, grounded in data-informed decision-making and collaborative
implementation. This approach aims to strengthen coordination across our partner organizations
and support a more connected healthcare system.

Over the next year and beyond, the Operations Committee will work closely with partners to
advance priority initiatives, support continuous improvement, and proactively respond to
emerging risks and system pressures. Its focus will be translating our Annual Plan into
meaningful, measurable results for the people of Algoma.

Introducing the ‌Operations Committee 

“The Operations Committee is focused on turning plans into action. Our role as healthcare
leaders is to strengthen coordination and maintain accountability to the outcomes that
matter most to our communities.”
Terry Caporossi, Executive Director of the Alzheimer Society of Sault Ste. Marie and Algoma District
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Our attributed population includes over 100,000 residents in 19 municipalities and spans
approximately 31,000 km. Approximately 25% of individuals reside in rural areas outside of
Sault Ste. Marie. 

While we work toward a more coordinated healthcare system for our entire population,
recognizing the uniqueness and diversity that lies within the communities across our District is
an important part of work. 

Our Population

Ali Juma
Youth Mental Health and 
Addictions



Dementia
affects nearly
3,000
individuals
and their
families across
Algoma.

Many seniors
with dementia
live at home
and rely on
family and
community
supports.

Seniors with
dementia are
hospitalized
more often
and stay in
hospital
longer.

Earlier and
better support
can reduce
caregiver
burden and
avoid
unnecessary
hospital visits.

Our Priority Populations

Algoma has an aging population, and the needs of older
adults in our communities are changing. Nearly 27% of
Algoma’s population is over the age of 65, compared to 19% 
across Ontario. As people live longer, more individuals are 
affected by dementia. 

In response to rising mental health and addictions (MHA) challenges across rural Northern
Ontario, AOHT partners launched a community-focused environmental scan in January 2025 to
improve understanding of MHA services in North Algoma. At the heart of this work was a shared
commitment to create a more coordinated, responsive, and equitable approach to MHA. The
findings from the scan highlighted actionable opportunities in our Annual Plan over the next year,
while serving as a model for how engagement and evaluation can lead to tangible outcomes.

These priorities will be supported by the reinvigorated MHA System Planning Table, which was
established to advance MHA priorities across the district. With a vision of building an integrated
system that functions as one coordinated team, the MHA System Planning Table works to plan,
implement, measure, and advocate for MHA services across Algoma.

Advancing Healthy Aging

Dementia is an increasing reality for many families across Algoma, and proactive
approaches now can change the trajectory for our region. While the Healthy Aging
program has supported older adults more broadly, data shows a need for a focused
and coordinated approach to dementia care. 

In response, our Annual Plan evolves the Healthy Aging program into a dedicated
Dementia Strategy. By focusing on dementia and its impact across multiple
healthcare sectors, we will leverage partnerships to foster a collaborative,
community-wide approach. Our strategy aims to enhance quality of life for people
living with dementia and ensure Algoma is prepared to meet growing demand in 
the years ahead.

Many individuals living with dementia in Canada remain at home. Timely
and coordinated support can help them stay there longer, avoid
unnecessary hospital visits, and reduce care partner burden. For our
community, this evolved strategy means coordinated efforts to improve
outcomes and a more effective healthcare system.

Mental Health and Addictions

In May 2025, more than 19,000 residents in Algoma were identified as not having a primary care
provider, highlighting a significant gap in access to comprehensive, continuous care. In response,
organizations worked collaboratively to onboard new providers and expand rosters. As a result,
over 6,000 patients have since been successfully attached to a primary care provider, reducing
our unattached population by over 30%. 

Building on this momentum, the Primary Care Network (PCN) provided a unified voice in regional
healthcare system planning, strengthened collaboration, and advanced initiatives to support
patients until they can be matched with a long-term primary care provider. Looking ahead,
initiatives such as the RN Concierge and the Supported Attachment Team will play a critical role in
advancing our work this year. These projects are designed to accelerate patient attachment and
ensuring individuals are connected to the right care at the right time. 

Primary Care Access and Attachment

Essential Care Partners
Often referred to as caregivers, play a critical role in providing unpaid physical, psychological,
emotional, and or decision making support to their family member, partner, or friend. The shift
from "caregiver" to Essential Care Partner (ECP) in healthcare settings, particularly in Ontario, is
a deliberate move toward more person-centered care that emphasizes equality, collaboration,
and the active role of family members or friends as part of the care team. Our team will
continue to provide resources to support this population over the next fiscal year. 
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Statistics Canada. (2023). Census Profile. 2021 Census of Population. Statistics Canada Catalogue no. 98-316-X2021001. Ottawa. Released
November 15, 2023. 
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Older Adults:
Healthy Aging

Evolve a coordinated
Healthy Aging approach
that builds on existing
programs and
partnerships, while
integrating a Dementia
Strategy to better
support older adults. 

Primary Objective:

Strengthening Care in Algoma

2026-27 Logic Model
Our identified priorities in the 2026-27 Annual Plan are grounded in population health data and continuous community engagement to ensure
planning reflects local needs and lived experiences. Driven by equity and the interconnectedness of health and social determinants, our logic
model prioritizes diverse community voices to guide strategies and improve outcomes.

Deliver community-based Healthy Aging Education initiatives, including the Healthy Aging Education Series. 

Access to Services

Navigation and Education

Sustain

Sustain the Early Frailty Identification approach, alongside evaluation of its effectiveness and impact.

Ensure timely access to cognitive assessments through waitlist management.

Enhance system navigation for frontline providers through targeted tools and resources. Navigation and Education

Implement

Explore social prescribing as a strategy to connect individuals with community supports. 

Access to Services

Navigation and Education

Explore

Assess and advance the evolution of Healthy Aging toward a comprehensive Dementia Strategy.

Explore the expansion of the Early Frailty Identification approach.

Integrating health and social services to improve access, outcomes, and experience for community members.
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Complex
Chronic
Conditions:
Chronic
Obstructive
Pulmonary
Disease (COPD)

Enhance the quality of
life for people with
COPD by raising
awareness of the
condition, risk factors,
and prevention
strategies. 

Primary Objective:
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Distribute the patient guide, “Living Well with COPD” across primary care and other clinical settings to help
community members manage their condition. 

Access to Services

Navigation and Education

Sustain

Expand spirometry education and capacity in primary care to improve timely lung health care for patients. 

Evaluate the impact of the new in-person pulmonary rehabilitation program to improve the lung health of
COPD patients following their diagnosis. 

Host workshops that supplement “Living Well with COPD” to empower COPD patients and their care partners
on managing chronic conditions. 

Navigation and Education

Implement

Explore how Health Pathways can help providers manage chronic conditions.

Access to Services

Navigation and Education

Explore

Explore utilization of datasets for care improvements of comorbidities.

Improve referral pathways between spirometry and Pulmonary Function Testing Laboratory to streamline
patient pathways and support timely, appropriate care. 

Implement a new virtual pulmonary rehabilitation program and evaluate the impact to ensure it meets the
needs of COPD patients and improves outcomes.

Access to Services

Strengthening Care in Algoma
Integrating health and social services to improve access, outcomes, and experience for community members.
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Complex
Chronic
Conditions:
Mental Health
and Addictions
(MHA)

Improve access and
coordination to mental
health and addictions
services tailored to
unique community
needs.

Primary Objective:

Reflect service changes into the MHA Roadmap to help our community find and access the services they need. 

Access to Services

Navigation and Education

Sustain

Launch a co-location model in Wawa where community members can access health and social services in one
familiar setting. 

Advance the re-established System Planning Table to support system-level change for mental health and
addictions priorities. 

Actively participate in the development and testing of the Virtual Care Navigator to connect community
members with MHA services tailored to their unique needs. 

Navigation and Education

Implement

Understand capacity of crisis services to support rural communities across the district. 

Access to Services

Navigation and Education

Explore

Leverage partnerships to enhance food security initiatives for rural communities. 

Leverage partnerships to increase supportive services for men in North Algoma. Access to Services

System Governance

Strengthening Care in Algoma
Integrating health and social services to improve access, outcomes, and experience for community members.
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Individuals
Unattached to
Primary Care:
Access and
Attachment

Support Algoma
residents who are
unattached to primary
care, increase
attachment, and
support primary care
providers.

Primary Objective:

Share the Access the Care you Need Toolkit, which streamlines navigation so community members know
where and how to access care. 

Navigation and Education

Sustain

Support primary care organizations with Online Appointment Booking to increase convenient access to care. 

Engage with providers to increase use of AI Scribes in primary care.

Expand the use of the Registered Nurse Concierge to streamline navigation of the healthcare system,
supporting smooth transitions. 

Navigation and Education

Implement

Explore how partner organizations can utilize collaborative eReferral Services to streamline referral pathways
for providers and patients. 

Access to Services

Navigation and Education

Explore

Develop a strategy to recruit health human resources to support attachment to primary care. 

Launch a supported attachment team to support patients’ onboarding to primary care providers. 

Access to Services

Access to Services

Strengthening Care in Algoma
Integrating health and social services to improve access, outcomes, and experience for community members.

Support providers in hosting preventative screening clinics for individuals without primary care providers
across the district to improve screening rates and increase early prevention of disease. 

System Governance
Advance the Primary Care Network, a committee of providers and leaders to support coordination of primary
care initiatives across the district. 

Utilize the Health Care Connect waitlist to connect more individuals to primary care providers and services.
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Care and
Community
Partners

Recognize, support, and
include care and
community partners in
the planning and
development of AOHT
work. 

Primary Objective:

Community Partnership and Engagement
Actively working with community voices to strengthen healthcare system initiatives. 

Share information of ECP resources at Healthy Aging Education Sessions. 

System Governance

Navigation and Education

Sustain

Embed care and community partners into all levels of AOHT work, including committees and working groups to
ensure the perspectives of our communities are at the forefront of our work. 

Develop and launch a resource to ensure ECPs and families have access to the services and information they
need to support those they care for and keep themselves well. Navigation and Education

Implement

Establish a relationship with the Ontario Caregiver Organization (OCO) in North Algoma to better support ECPs
of those with mental health and addictions challenges. 

System Governance

Navigation and Education

Explore

Increase provider awareness and understanding of the ECP role in care conversations.

Collaborate with the OCO to recognize care partners in our community. 
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Advancing
Equity in
Healthcare

Use community data to
understand
experiences at health
and social service
organizations to
improve equity. 

Primary Objective:

Community Partnership and Engagement
Actively working with community voices to strengthen healthcare system initiatives. 

Complete Research Phase I: A phased approach to survey administration at participating organizations. 

Community Research

Sustain

Continue Research Phase II: Data Analysis and Interpretation to support engagement with populations for
tailored improvements. 

Initiate Research Phase III: Engage with community identified through survey results to design tailored
improvements. 

Community Research

Implement

Explore Research Phase V: Implement system-level interventions. 

Community Research

Explore

Develop a plan for knowledge translation and community awareness of research. 

Continue Research Phase IV: Develop a plan for the implementation of system-level interventions. 
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Advancing
Equity in
Healthcare

Use community data to
understand
experiences at health
and social service
organizations to
improve equity. 

Primary Objective:

Building a Foundation for Collaboration
Creating a unified network of organizations, health professionals, and community members to better serve residents of Algoma.

Continue to advance the Operations Committee to operationalize AOHT work and lead system change. 

System Governance

Sustain

Strengthen relationships with other OHTs in the North East. 

Support the patient partner tri-chair transition, rounding out our renewed executive committee. 

System Governance

Implement

Explore how the AOHT can establish a leadership role in the Algoma Access and Flow committee. 

System Governance

Explore

Develop a relationship with the Long Term Care sector to ensure representation is fulfilled across the care
journey.

Formalize a collaborative agreement with Maamwesying OHT. 

14



info@algomaoht.ca
www.algomaoht.ca 

Connect with us!

https://www.facebook.com/AlgomaOHT
https://www.linkedin.com/company/algoma-oht/
mailto:info%40algomaoht.ca%20?subject=
mailto:info%40algomaoht.ca%20?subject=
mailto:info%40algomaoht.ca%20?subject=

	2026-27 Annual Plan
	Our Population
	Our attributed population includes over 100,000 residents in 19 municipalities and spans approximately 31,000 km. Approximately 25% of individuals reside in rural areas outside of Sault Ste. Marie.
	While we work toward a more coordinated healthcare system for our entire population, recognizing the uniqueness and diversity that lies within the communities across our District is an important part of work.

	Milestones
	We hosted two healthy aging education series with our partners for older adults and their essential care partners.
	We supported a pilot program for in-person pulmonary rehabilitation and sourced a virtual pulmonary rehabilitation pilot launching this upcoming year.
	Our partners attached 6,000 residents to primary care, reducing our unattached population by 30%
	We launched the Operations Committee and reinvigorated the Mental Health and Addictions System Planning Table to support our priority populations.
	Introducing the Operations Committee
	The Operations Committee was established in September 2025 as part of our renewed governance structure. It brings together operational leaders from across Algoma to ensure that priority initiatives identified by the Leadership Council are effectively planned, resourced, and implemented.
	The committee is action-oriented, grounded in data-informed decision-making and collaborative implementation. This approach aims to strengthen coordination across our partner organizations and support a more connected healthcare system.
	Over the next year and beyond, the Operations Committee will work closely with partners to advance priority initiatives, support continuous improvement, and proactively respond to emerging risks and system pressures. Its focus will be translating our Annual Plan into meaningful, measurable results for the people of Algoma.
	Dr. Jodie Stewart*
	Tim Vine*
	Martin Wyant*
	Dr. Alan McLean*
	*Primary Care Network Chair
	*Executive Committee
	*Executive Committee

	Lindsay Danz
	Terry Caporossi
	Silvana Dereski
	Kirsten Farago
	“The Operations Committee is focused on turning plans into action. Our role as healthcare leaders is to strengthen coordination and maintain accountability to the outcomes that matter most to our communities.” Terry Caporossi, Executive Director of the Alzheimer Society of Sault Ste. Marie and Algoma District
	Shauna Hynna
	Suzanne Racette
	Ali Juma
	Alyssa Spooney


	Connect with us!

