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EXECUTIVE SUMMARY
Our Health Centre’s Programming Team (OHCPT) endeavors to design, adopt, and implement
high quality programs that serve the needs of
our residents, addresses all of the determinants
of health, and promotes a truly collaborative
relationship with the primary care resources in the
Centre.
To truly know the needs of our communities, and
how to respond to them, the OHC-PT crafted
an outreach program entitled Health Dreams:
Communities Designing Their Own Health Supports.
Using an appreciative inquiry model, Health
Dreams successfully engaged people in thinking
about their own health, completed a community
needs assessment, and collected vital qualitative
and quantitative data on which to base program
development decisions.
In total 45 people participated in Health Dreams
sessions. They represented geographic,
socioeconomic, and demographic diversity within
the Municipality.
Through these sessions we learned much about the
health concerns of our residents. These lessons
should always inform work. People define ‘good
health’ is many different ways. Understanding that
good health is personal, and that all people exist on
a continuum of ability and willingness to attend to
good health is key.
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People generally are in tune with what they need,
and the possible supports that might help them
achieve good health. However, awareness of
existing supports, or access to needed supports can
be challenging.
Fortunately, the participants of our sessions can
imagine a place for the OHC in providing those
needed supports. The OHC is viewed as a vital
provider of programs, and a catalyst for creating
partnerships between many health and community
agencies.
Physical inactivity, mental health, and healthy eating
were most frequently identified by people as the
determinants of health that are the most impactful
on their lives.
Public queries of 211 Nova Scotia, and the results
of canvassing attendees of the OHC’s open house
are also used to inform this report.
As a result of this community engagement program;
eleven conclusions, recommendations, and priority
areas are offered to guide the work of the OHC
staff, volunteers, programming team, and Board in
the future.

BACKGROUND and
PROJECT PUROSE

Health Co-op imported Hans Kai to Canada and
offered training in Nova Scotia. Two local people
took the Hans Kai training and began offering
the program in Hubbards and New Ross. The
second program developed with the OHC in mind
is the Steps to Connect program. Led by the
Municipality of Chester Recreation Department in
partnership with Dalhousie University researchers
and provincial health and recreation staff, Steps
to Connect attempts to connect people who are
self-managing chronic disease with community
recreation opportunities. The program has evolved
into a two session workshop that incorporates
experiential learning.

Our Health Centre’s Program Team (OHC-PT) was
assembled several years ago when the actuality of
the Centre truly began to take shape. The OHC has
always been conceived of as a place where citizens
will be able to access primary health care services
(doctors, nurse practitioners), and associated health
prevention and management services (e.g. chronic
disease, mental health, addictions) that would
normally fall within the purview of the Nova Scotia
Health Authority. However, beyond these services,
the OHC represents an excellent opportunity to
develop a truly collaborative health care model
where health providers and community led health
programming will work together.

These two programs represented just the beginning
of what has been imagined for the OHC. The OHCPT realized that in order to truly know the needs of
our communities and how to respond to them, they
would need to craft an outreach program.
The result is an engagement session entitled
Health Dreams: Communities Designing Their Own
Health Supports. The intended outcomes of the
engagement process are to:

The OHC-PT has identified its scope of work based
on three sources of information: The World Health
Organization’s Social Determinants of Health; the
Lunenburg County Community Fund’s Vital Signs
2011 report; and the Lunenburg County Community
Health Board’s Community Health Plan 2013-2018.
At the intersection of these three datasets is where
the OHC-PT has chosen to focus our program
priorities (see figure 1).

1. Engage people in thinking about their own
health
2. Conduct a community based needs assessment
3. Collect data on which to determine program
direction and make decisions; while being
mindful of our three potential roles (leader,
catalyst, supporter)
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Based on this approach, the OHC-PT
began developing and delivering some
programs in 2014. The first was the Hans
Kai program. Hans Kai is a Japanese term
which translates to ‘Health School’. Norwest
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METHODOLOGY
Health Dreams uses an Appreciative Inquiry
approach (AI). AI is a model of community
engagement which fosters self-determined change
and uses a strengths based approach. “Tell Us
Where It Hurts” (TUWIH) is used as an alternate title
to draw people into conversation. Health Dreams
actually asks people to examine their best selves, in
order to imagine what could be, and a desired future
state of health and supports.
Health Dreams was designed to be delivered in
one hour or less by an OHC-PT facilitator. Ideally,
groups of six to eight people, from pre-existing
social groups (clubs, boards, associations) are
brought together to share their thoughts.
After an introduction to the purpose of the session,
the line of inquiry is segmented into 4 distinct parts:
discovery, dream, design, and destiny. Throughout,
the facilitator guides the conversation and records
pertinent points on a flipchart.
During the discovery phase, participants are asked
to reflect upon a personal high point in their health.
They are asked to describe that point in time, what
they felt, why they wanted to maintain that feeling,
and who/what was involved in creating that high
point.
In the dream phase, people are asked to consider
some changes they could make in their lives that
would make them healthier.
The next phase, design, is intended to solicit the
information, supports, and resources they would
require in order to obtain a healthier state as
described in the dream phase.
Lastly, in the destiny phase, participants are asked
to specifically consider how the OHC could be
involved in providing those supports in order to help
them be healthier.
The order and construct of these questions is
intended to, first, engage people in thinking about
the variables that contribute to good health for
them; and then, to gradually narrow the focus on
the supports they require to obtain good health, and
specifically what role the OHC can play in providing
those supports.
Recognizing that not all participants may be
completely comfortable or forthcoming in their
responses, a wrap-up session is also included
that affords people the opportunity to identify and
6
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describe the determinants of health that have had a
particularly strong impact on their lives.
All of the instructions and resources required
to deliver a Health Dreams session have been
compiled into a facilitators toolkit. This toolkit is
included in Appendix A of this report.

WHO WE SPOKE TO
As of October 2016, eight Health Dreams sessions
have been conducted. The first two sessions were
conducted with the Chester Municipal Recreation
Committee (n=6) and the Chester Arts Centre Board
and staff (n=7). These two sessions were originally
intended to test the methodology of Health Dreams.
The methods proved sound and no tweaks were
made to the format and inquiry. Therefore, we have
taken the results of these two session as valid data
sources and have included them in the analysis of
the information presented here.
Health Dreams sessions were also conducted with
Acadia First Nation in Gold River (n=5), current
and former staff at the Chester PharmaSave (n=5);
residents of the Shoreham Apartments (n=6);
parents and staff at Through the Years Daycare
in Hubbards (n=10)
; students at Forest Heights
Community School (n=3); and parents and staff at
the Chester Family Resource Centre (n=3).
The total number of people who have participated in
a session to date is 45.
These groups represent geographic,
socioeconomic, and demographic diversity within
the Municipality.

WHAT WE HEARD

•

I share time with friends and family

•

I have time to devote to myself – my body, and
creativity

•

I feel accepted and not judged by others, and I
am able to be me

•

I have the strength to be independent and to
overcome challenges, and I know that there are
people and support systems in place to help me
flourish

•

My stress and anxiety levels are low

•

I have stability in my life (financial, social, family,
childcare)

•

I am able to help others and attain a sense of
purpose

•

The following is a synthesis of what we heard in the
sessions. The full, unedited flipchart notes can be
found in Appendix B.

I am able to achieve personal goals and
succeed

•

I am exploring the world and embracing
newness

DISCOVERY

DREAM

The purpose of the discovery phase is to position
the conversation on a positive foundation. The
theory is that when people can reflect on good
health, then they will be more able to consider the
variables that have contributed to their good health.
This phase serves to lubricate their thinking on the
possibilities for programming in the Centre.

The dream phase asks people to imagine a
personal “breakthrough”, a few things they could
change about their lives, that would help them attain
better health. This question prepares people to
think about what they might need to achieve their
breakthroughs.

It is important to state at the outset that each of
these sessions proved incredibly valuable as
each one of them elicited different conversations,
and illuminated different issues. No two sessions
duplicated the themes and content of discussions
that emerged. This leads us to believe that it would
be valuable to conduct several more sessions with
groups and organizations that we have not yet
approached.
Additionally, in the future it will be important for
us to provide a mechanism for collecting constant
and frequent feedback in the OHC, and in the
communities that we serve.

Good health, those times when we feel particularly
alive and energetic, means a variety of things for
different people. People described feeling ‘good
health’ when they were being physically active or
taking part in sports (swimming, walking, golf, tai
chi, aerobics, weight training). People were at their
best when they were being creative (art and music)
and when they were volunteering and helping other
people. They felt their best when in a supportive
environment (i.e. support groups), achieving
success at work, and when they were on vacation –
either relaxing in the sun, or exploring new places.
Several common themes emerged from this
discussion as being critical to attaining good health.
“I have good health when…”
•

My mind and body are united

•

I am able to be in the ‘moment’ and am fully
engaged only in my activity

•

I am part of a community of caring people

•

I can find peacefulness

People said they could be healthier if they:
•

Were able to be active during their workday

•

Were able to do more of the physical activities
they love, at no/lo cost, and in social and family
centered settings.

•

Were able to share creative spaces with others

•

Were able to form support systems (i.e. reconnect with family and friends) and talking
groups (around specific topics like chronic
illness, bereavement, addictions)

•

Could be more ‘selfish’ and take time to tend to
their mental and physical needs

•

Could better understand what being healthy
meant for them; accepted their health issues;
and acted with a sense of urgency and
personal responsibility to overcome their “willful
ignorance”

•

Explored different recreation opportunities and
took part in exercise classes

•

Dedicated themselves to taking part in
Health Dreams 7

community events

misfortune.

•

Were able to obtain the home care supports and
occupational therapy supports they need

•

Were able to maximize inter-organizational
cooperation

•

Were able to learn what resources are available
to them in their communities

•

Were able to eliminate stress

From these discussions, we have also learned that
the OHC needs to be able to understand people’s
level of compliance. The spectrum of compliance
in this context ranges from people’s willingness
to adopt preventative approaches (“This activity
will make you feel better later”) to symptomatic
approaches (“this bandage will stop the bleeding
now”).

•

Were able to find more personal space

•

Were able to not care what other people thought
of them

•

Were able to eat more healthy

The personal actions noted above illuminated
several key themes integral to achieving health
breakthroughs. People recognized that it is
important to achieve balance in life (work/play,
exertion/relaxation; body/mind), and that we should
act with a sense of urgency when it comes to
attending to health issues. We would be well served
if we were able to overcome the stigma associated
with ‘leisure’ and that we should embrace and
prioritize taking care of ourselves and acknowledge
the recuperative power of rest to achieve
peacefulness and balance.
People feel healthy when their minds and bodies
are united; when they can live in the moment and
be fully engaged mentally in their chosen pursuit
and remove stressors and external distraction.
Reducing a sense of isolation, through connecting
with recreation, family, friends, community, and
support systems, is seen as very important
achieving good health. People are looking for
opportunities to add excitement and novelty to
their lives, providing it can be obtained in safe and
supportive environments.
There is also a sense that the organizations that
work in our communities have not optimized our
strengths and resources to best serve our residents.
This notion may apply to senior supports in
particular. There is an opportunity to better
integrate shared services within the OHC’s campus
environment with an aim to provide home supports
and services people require across a continuum of
care for various levels of need. Financial stability
and poverty reduction were two themes that also
emerged from the discussions with older adults.
Many of the personal breakthroughs can be
summarized into the concept of ‘resiliency’ – one’s
ability to recover from change, disruption, and
8
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DESIGN
The Design phase of the session asks people to
consider some resources and supports that they
might need or want in order to obtain their personal
breakthroughs discussed above. In this phase
we are looking for general ideas, not specifically
attached to the OHC at this point of the inquiry.
The resources and supports people are looking for
include:
•

Holistic nutrition counselling and healthy
cooking programs

•

Individualized program options (mental
health, Alzheimer’s, diabetes, arthritis, pain
management, home exercises, smoking
cessation, parenting)

•

Peer support groups that are accessible (i.e.
drop-in) and non-judgmental

•

Holistic counselling and coaching that examines
the root cause of health issues and the cofactors that influence them

•

School programs that promote the value of
good health and remove the contradictions that
sometimes exist in health messaging/policies

•

Programs that are accessible (i.e. scheduling,
cost, time, near where people live and work)

•

Introductory level programs

•

Events and programs that take place in public,
informal social gathering places

•

Program communication and outreach into our
communities

•

Recreation facility development (gyms, trails,
pools)

•

Transportation and mobility options

•

Safe spaces to grow-up and share experiences
with peers

•

Organizational supports (i.e. technology, media,
financial management)

Again, there are several key messages that emerge
from these ideas. First, people are looking for
learning opportunities that “meet them where they
are”. This means programs that are tailored to the
knowledge level, location, privacy expectations,
and group or individual settings that they prefer.
They are looking for information on a wide array of
topics and are looking to be guided and supported
in their education on these topics. They desire a
comprehensive approach to health education – that
is, programs that examine the whole mind/body
and not just one aspect of health. People are also
looking for coaching and counselling opportunities
rather than a ‘one size fits all’ approach to
health education. They also noted that frequent
programming is important to achieve positive
outcomes. The notion of root cause analysis of
health conditions surfaced in several conversations.
Participants in our sessions told us that effective,
constant, and far reaching communication is key.
Organizations need to be good at communicating
with the public, and with other agencies in order to
maximize participation and minimize duplication of
services. They also need to effectively share their
individual talents and resources to broaden the
reach of their programs.
Adolescence is a challenging time. Youth desire
safe spaces to grow in order to gain freedom and
independence, and to learn how to cope with
stressors in life. They seek to do this within trusting
relationships where they will have time to talk (with
peers, counselors, trusted adults) and not feel
judged. Incidentally, the loss of such previously
existing services was noted in one of the sessions.

The OHC can be involved in making our health
dreams come true by:
•

Training people to deliver programs in our
communities.

•

Include health messaging in the waiting area.

•

Provide cultural sensitivity training to staff and
increase cultural awareness.

•

Beyond immersive education programs, also
schedule public talks on a variety of topics (e.g.
Alzheimer’s, arthritis, diabetes).

•

Leverage the social connections that will
be made in the OHC. Ensure that the OHC
complements other community programming
rather than competes against it.

•

Create a Pharmacare education program. This
would include information on how to access
the system, what is/is not on the formulary
(e.g. seniors plans, family plans, community
services), and an examination of the costs and
benefits of health plans (e.g. what deductible do
I need?).

•

Efficiently using services. The OHC should take
services to the people where they are as much
as possible. This could include blood collection
at Shoreham apartments, mobile diabetic foot
care service, MS assistance and daily supports,
medications adjustments.

•

Being an advocate for better access to
doctors and shorter wait times; better mental
health services; funding for seniors’ eye care;
transportation.

•

Attracting NSHA services, and services that
other community organizations cannot attract.
Work to bring in supports for depression,
dermatologists, optometrists, orthodontists,
affordable food, recreation for seniors, allergy
clinics, epi-pens.

•

Creating satellite program locations.

•

After school help for youth and teens at
the OHC and other locations. This should
be mindful of confidentiality concerns of
participants and include transportation when
required.

DESTINY
The last set of questions, Destiny, is intended to
expand on the supports and services imagined
in the ‘design’ section, and to explore which of
those could be/should be located in the domain of
the OHC. The domain of the OHC considers both
the physical location of the OHC, and the many
communities we intend to serve in the Municipality.
The line between Design and Destiny sometimes
blurred in our conversations. Occasionally, people
would be responding to the question ”What supports
and resources to you require to be well?” but
already be transposing those supports into the OHC
setting. For this reason, it is useful to reflect on
the content of the last section, when considering
the supports and services that could be directly
provided by the OHC noted in this section (Destiny).

Participants see the OHC as a leader and expect
that we could take on a coordination role in our
communities. That is, we should work to provide
wise and efficient delivery of programs; to work
with partners on programs schedules that meet
the needs of residents; to effectively communicate
with partners and share all of the many offering
Health Dreams 9

available; to share services and talents when
appropriate to maximize the success of all
contributors. Moreover, an organizational structure
and communication plan should be put in place to
facilitate cooperation between agencies.

Tally of Comments

People told us that the programming work that takes
place in and around the OHC should emphasize
prevention.

Our discussions have reinforced the recognition
that creating a positive culture in the OHC;
among and between staff, professionals, the
public, and organizations, will be imperative to
accomplish constructive community connections
and to leverage relationships towards healthier
communities, and healthier people.

Mental Health
Healthy Eating
Social Cohesion

Determinants of Health

Cultural and diversity awareness was seen as
an important factor that should be built into the
organizational culture of the OHC. When we adopt
or create programs they should be inclusive and
represent all minorities. Professionals and support
staff are encouraged to let go of stereotypes they
might hold. This inclusiveness should also be
reflected in the design of the Centre to create an
environment where everyone feels that “this place
belongs to me, and I belong in this place”.

Physical Inactivity

Housing
Health Services
Income & Poverty
Addictions
Education & Employment
Physical Environment
Child Development
Culture
Gender
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Count

HEALTH ISSUES THAT IMPACT ME
Appendix C contains a transcription of the
comments received on the “Tell Us Where It
Hurts” issue sheets which were used to wrap up
the sessions. These sheets provided participants
a last opportunity to anonymously highlight any
health issues (based on the social determinants of
health) that were particularly important or impactful
in their lives. Participants were encouraged to note
3 or 4 of the most important issues in their lives;
however, many chose to note more than four. This
was permissible and all comments are noted in the
transcription. Therefore; the tally graphed here
should not be taken to be a priority setting exercise.
Rather, it is useful to see which issues might be at
the forefront of our communities and to consider
how the OHC can respond to them.
All comments are transcribed as written by the
participants. The meaning and intent of some
comments is unclear as there was no follow-up
conversation, but they appear here verbatim.
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Figure 2.

WHAT ARE WE BEING
CALLED TO DO?
During the development of this community
engagement program, we also reached out to 211
Nova Scotia. The information requested of their
database by the public serves as an excellent
proxy of the health needs of our residents. Some
of the insights learned are presented below. 211
Nova Scotia is uniquely positioned to provide
this kind of information. Their database has
advanced to the point where they are becoming
a primary, trusted source of information for many
residents in Nova Scotia, and they are now able
to provide detailed query data sets upon request.
The OHC should regularly use 211 to monitor the
health needs of Lunenburg County residents.

TOP 5 MENTAL HEALTH & ADDICTION NEEDS –
LUNENBURG COUNTY

2015 - TOP 10 HEALTH NEEDS
Home Health Care

477

15%

Finding a family physician

395

12%

Assistive Technology Expense Assistance

223

7%

General Medical Equipment Provision

193

6%

Prescription Medication Services

162

5%

Personal Health Care Advocate Services

138

4%

Wellness Programs

136

4%

Prescription Expense Assistance

128

4%

General Dentistry

99

3%

Hearing Augmentation Aids

74

2%

Community Mental Health
Agencies

12%

Individual Counselling

32%

12%

Caregiver Counselling
14%

General Crisis Intervention
Hotlines
General Mental Health
Information/Education

30%

2015 - TOP 10 UNMET HEALTH NEEDS
Need

#

% of total

TOP 10 UNMET MENTAL HEALTH & ADDICTIONS NEEDS

Accumulated %

Home Health Care

36

16%

16%

Assistive Technology Information

26

12%

27%

Prescription Medication Services

22

10%

37%

Finding a physician

16

7%

44%

General Medical Equipment Provision

12

5%

50%

General Dentistry

9

4%

54%

Dental Care Expense Assistance

7

3%

57%

Hearing Augmentation Aids
Personal Health Care Advocate
Services

7

3%

60%

6

3%

62%

Prescription Expense Assistance

6

3%

65%

Needs
Community Mental Health outpatient
services

#

%

Accumulated %

23

19%

19%

Individual Counselling

15

12%

31%

Bereavement Counselling
General Mental Health
Information/Education

12

10%

40%

8

6%

47%

General Crisis Intervention Hotlines

7

6%

52%

Psychiatric Services

6

5%

57%

Talklines/Warmlines

5

4%

61%

Clinical Psychiatric Evaluation

4

3%

65%

Psychiatric Disorder Counselling

4

3%

68%

Domestic Violence Hotlines

3

2%

70%

TOP 10 HEALTH NEEDS LUNENBURG COUNTY
3%

3%

Home Health Care

4%

Assistive Technology Expense Assistance

5%
35%

6%

Physician Referrals
Long Term Care Options Counselling
Prescription Expense Assistance

6%

Hearing Augmentation Aids
Occasional Medical Equipment/Supplies

7%

Nursing Facilities
Nursing Facility Referrals

8%
14%
9%

Long Term Care Coordination Centres
General Dentistry

1/3 OF CALLS ARE FOR NEEDS RELATED TO
SOCIAL DETERMINANTS OF HEALTH
•
•
•
•
•
•

Income (10% of calls)
Housing (10% of calls)
Employment (10% of calls)
Food Insecurity (5 % of calls)
Education including ECD (1%)
Social Exclusion (not measured but
a frequent observation)
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Additionally, during the OHC’s Open House on
October 29, 2016, a number of program ideas
and topics of interest were generated by the
attending crowd. The responses are summarized
and organized in the table below.
Seniors
Fraud concerns of elderly; funeral expenses, wills; power of attorney; living
wills
Estate planning
Haircuts for seniors
Foot care for seniors
Physio for Seniors
Manicures & pedicures for seniors
Information session on the Positive Aging Book
Staging [preparing your home to sell]
Selling your home; downsizing; Real estate Q&A
Wheelchair exercise classes
Craft; painting, exercise classes for Shoreham apartments
Caregiver course
Volunteers
How to engage the younger people in volunteering
Time management; demands of volunteerism
General Health and Well-being
Horticulture therapy
Meditation Classes
Nordic Walking Group
CPR; First Aid
Info session on Lyme Disease
Nutrition Instruction
Survival Course
Memory enhancement sessions
Set up an Aphasia Chapter
Refugee Info session
Addictions
Smoking Cessation
Alcoholics Anonymous presentation
Further Outreach
Staff Training site for B`water & L`burg Hospitals
Ask Denise Peterson what her constituents are asking for
Ask Ministers what their parishioners are asking for
Ask Home & School what students need
Visit all Service groups and ask what their needs; find ways to collaborate

12
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CONCLUSIONS,
RECOMMENDATIONS,
& PRIORITIES
When the OHC-PT reviewed the results of the
engagement sessions, we looked to find what
the people told us about the guiding principles for
programs that we should adopt, the programs’ reach
and impact, and how they should be designed. Our
programs will also depend on human resources
to deliver and manage and communicate them.
Strong relationships with partner professionals and
agencies will determine our ability to do all of these
things well.
Upon review of the results from the engagement
sessions, and in consideration of the above
elements, the OHC-PT has determined the following
conclusions, recommendations, and priorities:
1. Community based programming in the OHC
should be focused on prevention. We recognize
that our professional partners within the NSHA
are best trained, positioned, and equipped
to address acute health concerns. We do
hope, and expect, that the community based
programming that will exist within the OHC will
help to bridge preventative and acute care, and
will work to improve the supports for, and health
outcomes of, our residents.
2. Many health topics and programming ideas
came to light in our engagement session. All
of them are valid and should be acted upon.
However, a next step for the OHC-PT will be to
perform a gap analysis whereby we will do a
scan of already existing services and supports,
examine which of these could be brought to
the OHC domain, determine which services
needs are unmet, and decide how to respond
to the service gaps. This will serve to reduce
service duplication and maximize efficient use of
resources.
3. Addressing physical inactivity is one of the
determinants of health that we should attend
to in the short term. This determinant was
most frequently cited in our TUWIH. We
feel that we have the existing resources and
partnerships already around us to be able to
work in this realm immediately. For example,
Steps to Connect is a health and recreation
coaching program that is now ready to execute
in the OHC. The OHC needs to promote the
notion that recreation and leisure are positive,
beneficial pursuits, and work to create safe
and supportive environments for people to

experience them.
4. Early energy will need to go into developing a
strong, capable roster of volunteer information
and resource navigators. These people will
be at the nexus of the health and community
aspects of the OHC. Their role will be to help
people find the resources they need to support
their health, and to serve as match-makers to
community programs, services, and activities.
They will need a strong support network around
them, and be given the tools to perform their
task. Their impact will also be increased if
they are able to perform ongoing gap analysis
through tracking program queries, and be able
to follow up with people to determine if their
needs have been met or not. We have begun to
develop these tools through the creation of the
OHCforHealth.com website. It will be clear to all
of the navigators that their role will be to provide
information, not advice or consultation.
5. The OHC will be ‘ground zero’ for programming
and resource development, but our goal will
be to make all programs and resources mobile
and accessible to everyone in every community.
This may prove challenging at times, but it
should be the number one lens through which all
programs are adopted or created.
6. In addition to program mobility (noted above),
programming should constantly strive to remove
barriers to participation (e.g. cost, transportation)
and adapt to consider the needs of individual
participants (privacy expectations, cultural
sensitivity, gender identity, chronic disease
management requirements, barrier free access).
This too will prove challenging sometimes, but
again, if it is a priority guiding principle of our
work that we will be forced to think creatively
about how to adapt programs to meet people
where they are. Our guiding question for
each program should always be “How can we
maximize the reach and impact of this program?”
7. Our success will be predicated on constant
communication and outreach with the health
professionals who work in the OHC domain. We
will need to provide them with the information,
resources, and tools to promote and access
health programming for their patients. For
example, we will development a prescription
pad so that they may prescribe activities and
community resources, and attempt to create
a program classification system whereby they
can quickly assess and direct people toward
appropriate programs or activities for them.
8. The OHC-PT will need to take an active, rather
than passive, approach to connecting residents
to community programming opportunities. To

support this we have set up the OHCforHealth.
com website and developed a volunteer
handbook. Volunteer recruitment is underway.
But beyond these tools, we propose developing
another volunteer role to become the OHC
program “Welcome Wagon.” The purpose of this
position will be to on-board new patients in the
Centre and use the introductory time as a oneon-one TUWIH session that could then inform
programming options for the individual to “How
to get the most out of the OHC”
9. Organizational structure will need to be put in
place to support the on-going development
of programs and to promote collaboration
between the community resources and health
professionals in the Centre. The OHC-PT
imagines that we will continue to provide
strategic direction to the Board. We will work
closely with the Managing Director to develop
viable programs, and provide advice to the
Board. It will be the Board’s responsibility to
then provide direction back to the Managing
Director on the priority and implementation
of programs. This will require clearly defined
roles and responsibilities for the Managing
Director. We expect that the Managing Director
will become an ex-oficio member of the OHCPT. Additionally, we hope that we will be able
to contribute to the Oversight Committee, as
defined by the Partnership Agreement, so that
we may work toward our common goals with the
NSHA.
10. Strong partnerships will be key to efficient use of
resources. We will work with other organizations
who share common goals and are already
doing great work to broaden our collective
reach, communication, and impact. We seek to
formalize these partnerships via a Coalition of
Community Health Action Agencies. It will be
the OHC-PT’s responsibility to identify and invite
these other agencies and to collectively draft a
Terms of Reference. The central question that
this Coalition will ask of itself is “What are you
doing and how can we help”.
11. Although the participants of our sessions did
not explicitly note training and research as a
potential focus of the Centre, the OHC-PT will
keep in mind that one of our stated goals is to
“provide innovation and leadership in rural health
care delivery.” Therefore, we will continue to
look for opportunities to attract and contribute to
training for, and research in, health care systems
and programs that advance positive health
outcomes in our communities.
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