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Driving Social Housing Innovations 

Through Partnerships 
 Sherry Frizzell– North East Local Health Integration Network (LHIN)  



The North East LHIN 

• Plan  

• Integrate 

• Fund 

• Service Provision 



North East LHIN Strategic Directions 



NE LHIN Region 

Dispersed 

o 400,000 square kilometres 

o 44% of Ontario land mass 

o 4.1% of Ontario’s population 

(565,000) 

 

Diverse 

o 23% Francophone 

o 11% Aboriginal/First Nation/Métis 

o 20% age 65 and over 

o 27% age 65 and over by 2026  

 

Risk Factors 

o More smokers (26% vs 19% ) 

o More heavy drinkers (21% vs 17%) 

o More people who are overweight  

or obese (60% vs 53%) 



Every year, the NE LHIN provides $1.4 billion to about 150 

health service providers who deliver about 200 programs 

and services for more than 565,000 Northerners. 

25 Hospitals

41 Long-Term Care Homes

44 Community Mental Health & Addictions

69 Home and Community Care

6 Community Health Centres

Annual 

investments in 

front line health 

care for 

Northerners 

Community 

Mental 

Health & 

Addictions 

Home and  

Community Care 

Community Health 

Centres 

Long-Term  

Care Homes 

Hospitals 
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Patients First – Five Key Components 

1. Expanded Role for LHINs 

• LHINs are responsible for all health service planning and 
performance. 

• Sub-regions as focal point for integrated service planning and 
delivery. 

 

2. Timely Access to, and Better Integration of, Primary Care  

• LHINs are responsible for primary care planning and performance 
improvement, in partnership with local clinical leaders.   

 

3. More Consistent and Accessible Home & Community Care  

• Direct responsibility for service management transferred from 
CCACs to LHINs. 

 

4. Stronger Links to Population & Public Health  

• Formalized linkages between LHINs and public health units. 
 

5. Improving Health Equity and Reducing Health Disparities 

• Indigenous, Franco-Ontarians and other cultural groups. 8 



Inaugural Housing Forum – October 2015 
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Innovative Housing with Health Supports in Northeastern Ontario 

  



Innovative Housing with Health 

Supports in Northeastern Ontario 

• Housing Forum 

• Expert panel 

• Housing – Health planning day 

• Strategic Plan completed  

• Expert Panel members shared plan with Boards for 

endorsement 

• NE LHIN Board approved plan September 2016 

 

 

10 



  

 What worked well 

• Lead person 

• Cross sector 

engagement and 

support 

• Invested in development 

of strategy 

 

 

 

 Even Better 

• Continuity of individuals 

involved 

• Knowledge exchange 

building immediately – 

learning about each 

others ‘business’ 

• Identify common guiding 

principles 
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Innovative Housing with Health 

Supports in Northeastern Ontario 



Innovative Housing with Health 

Supports in Northeastern Ontario 

Challenges 

• Organizational culture  

 

• Ensuring all partners are engaged 

 

• Ongoing knowledge transfer 

 

• Developing common language 

 

• Recognizing this work takes time  
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Moving Forward 

 



 

 

 

 

 

Goals & Objectives 

There are 4 broad Goals and 43 specific Objectives in the 

Innovative Housing with Health Strategic Plan: 

• Goal 1 – People/Client – Client orientation 

• Goal 2 - Innovative Housing and Infrastructure  

• Goal 3 - Innovative Health/Social Support Provision (service 

design and delivery) 

• Goal 4 - Innovative Leadership and Sponsorships 

 

 



Actions to date 

• 400 individuals received 

cultural safety  training 

across NE LHIN 

• Paramedicine program 

funded 

• LHIN/DSSAB partnerships 

expanding 

• LHIN staff  participated in 

review of affordable 

housing RFP 
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Even better if 

• Health assessment tools 

need to be considered as 

part of intake into housing.   

• Common language 

• Continue building 

relationships 

• Knowledge transfer in order 

to continue building towards 

common goals 
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Things we can work on together 

• Understand competing 

interests  

• Recognize portfolio / work 

demands 

• Understand geographic 

challenges 

 

• Strive towards common 

intake process – address 

needs across sectors 

• Ongoing collaboration - 8 

unique housing, 1 LHIN, 

168 providers 

• Focus on priorities  
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Initiatives Undertaken  

• Mental Health / Addiction and 

Housing Initiative 

• Partnerships LHIN funded 

services DSSAB commits 

housing subsidy 

• Projects in Algoma, 

Nipissing, SMPS and 

Cochrane 

 

• Transitonal Housing  

• LHIN and DSSAB co-

funded pilot 
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Thank You 
 

Ezhi gshkitoong go 

waani zhi mino 

yang naadgo 

wendming pii ndo 

wendaagog 

Quality health 

care when 

you need it. 

Des services 

de santé de 

qualité au 

moment voulu. 



Support in Housing 

Coordinated, Integrated support 
For Healthy Communities 

Driving Social Housing Innovations through Partnerships  -   June 7, 2017 



Our Mission 

To help people achieve their optimal health and well-being in the 

community, LOFT offers unwavering support and hope. We serve 

people living with complex mental health, addictions, cognitive and 

physical health challenges, 

offering a range of services 

and housing delivered in the 

community. Through 

innovation, investment, 

expertise and collaboration 

we respond to changing 

needs in our diverse 

community.  







 



In addition to our own housing, LOFT provides 

Supported Housing (onsite support)in the 

following locations: 

• South Simcoe – County of Simcoe 

Housing 

• North York – Toronto Community Housing  

• Toronto  - Toronto Community Housing  
 

Formal Memorandums of Understanding 

(MOU’s) frame these partnerships 
 

 

 

 

 

Onsite Support 



Nelson Site - Alliston 
Nottawasaga Co-op Site - Alliston 

Quaker Hill Co-op Site - 
Bradford 

Miller Park Site - Bradford Tecumseth Site - Beeton 

Simcoe County Housing 

250 + Residents  



St. Anne’s Place 

John Gibson House 

Bradford House  

Simon Apartments 

LOFT Owned Seniors Sites 

250 + Residents  



Dunn Avenue Supportive 

Housing Services 

Shoreham  

Mount Dennis 

Arleta 

Toronto Community Housing Sites 

College View Supportive Housing 
& Simon Apartments 

Supporting 500 + Residents  



This model has evolved based on LOFT’s experience 

providing supported and supportive housing: 

 

LOFT’s Experience 

 LOFT’s own housing (over 60 sites) 

 Since1999, LOFT has had a  formal 

partnership with TCH providing 

support in a total of 17 different 

building sites during this partnership 

 LOFT currently supports over 500 

individuals in TCH 

 Newest partnership with the County of 

Simcoe providing Supported Housing 

in their South Simcoe buildings 

 LOFT currently supports 250 

individuals in County of Simcoe 

Housing  

 



 Acting on the recommendations of 

the LeSage Review (2010), TCH 

approached LOFT to partner on a 

pilot project aimed at developing an 

effective model for supporting 

vulnerable tenants living in their 

buildings to maintain successful 

tenancies.  

 

How it Began……… 

 The Pathways to Community Resources Project was a 

successful 2 year pilot that was an innovative, 

pragmatic and recovery based approach to supporting 

vulnerable tenants living in TCH buildings 



A combination of Intensive, Individualized Support 

and Community Development  

 

The Model                

 Mental Health/Addiction Case 

Managers provide Intensive Case 

Management with specialties related 

to Seniors, Legal Involvement, 

Addictions etc. 

 Housing Support Workers to support 

the individualized plans and provide 

practical, hands on support 

 Personal Support Workers providing 

personal care and support with 

activities of daily living. 

 



 Regular and special activities for the entire building 
to encourage social engagement and connection 

 Monthly activity calendar with events happening in 
the building and the local community 

 Identify themes related to tenants and their 
vulnerability. Develop strategies with SCHC and 
SH Co-ops to create and enhance peer support 
opportunities and community health activities with 
a focus on social determinants of health. 

Community Development 

 Ensure a consistent support presence in the 

buildings. Our experience has shown that this not 

only has a positive impact on the individuals 

receiving direct support but increases stability and 

encourages the development of a healthy 

community within the building. 



Why We Do It! 



The following must be well planned between 

partners for a successful model: 

 Focus on a common goal/mission – this will 

define all that you do  

 Privacy issues 

 Organizational cultures 

 Established communication pathways 

 The partnership!  

 

Potential Barriers 



 Align and coordinate with the LHINs , healthcare services and 

municipal services - a best practice that can be embraced 

 Leverage and understand the role we each have in this 

model  

 Work collaboratively with system partners i.e. CCAC, other 

HSPs, acute care,  city services etc. 

 Commit to always being tenant/resident/client PERSON 

centred  

Partnerships and Collaborations – Best Practice 

“Agencies must be as outward focused as they are inward 

focused. This means being an energetic player in the system, 

active in partnership development, and effective in managing 

relationships with neighbours and community groups”  
 

– Housing, Citizenship, and Communities for People with Serious Mental Illness by Sylvestre, Nelson and 

Aubry (2017) 



• The Supported Housing team was approach approached a 
distraught tenant of one of the County of Simcoe sites. The tenant 
indicated that she is caring for her partner who had been 
experiencing rapidly advancing dementia with associated psychosis. 
Although their relationship initially loving and caring became 
verbally and physically abusive, due to declines in the tenants 
partner’s health, the tenant noted that her husband has been 
exercising ongoing paranoia.  

• The team met with both husband and wife and conducted an intake 
meeting in coordination with the tenant’s enacted Power of 
Attorney.  Staff worked with both the husband and wife in creating 
strategies ensure safety between the couple and maintain 
independence. Staff further consulted with both clients’ physicians 
to address physical health issues including infections and associated 
delirium.  

• A separate care plan was developed with the wife in order to 
provide caregiver support and strategies to maintain wellness and 
ensure safety in crisis situations.  

Why Partnerships are Important: Jane & Sam’s Story   



• A further referral to Behavioural Support Services was made for additional 
support to ensure a smooth transition to long term care and Geriatric 
Outreach Team referral was also made to assist with supporting family 
while he resided at home 

• Housing support worker provided support in home with moving both 
husband to LTC and with supporting wife with her move to her new unit. 

• As the husband’s dementia continued to advance, staff coordinated with 
Power of Attorneys and CCAC, and physician in order to secure the 
husband with a space in long term care. Staff further provided move in 
support as well as transition support, until service was ultimately 
discontinued due to the client’s stability of long term care. 

• Staff continued to work with the wife as a client and provide advocacy on 
the client’s behalf with the County of Simcoe to downsize to a 1 bedroom 
apartment and access a rent subsidy program.  

 

 
Crisis 

Intervention 
Housing 
Stability 

System 
Navigation 



 

Thankyou! 

Questions? 

 

Debra Walko 

Director of Seniors Services 

dwalko@loftcs.org 
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