North East LHIN

RLISS du Nord-Est

NE LHI NOs Commun
Support Services Sector:

A Tactical Plan for eHealth
and Information and
Communication Technology

North East Local Health Integration Network

June2014

.P¥f>»
Zﬁ' Ontario

1
Local Health Integration
Network




EHealth & ICT Tactical Plan - CSS
North East LHIN

1 Thank You

The North East Local Health Integration Network (NE LHIN) wishes to acknowledge the

Community Support Servicesd (CSS) health service pr
N E L HCawénsnity Support Services Sector: A Tactical Plan for eHealth and Information and

Communication Technology.

These HSPs contributed their time towards an on-line survey, face-to-face and teleconference
focus groups, and one-on-one interviews. As well, thanks are extended to the North East eHealth
Advisory Council (NEEAC) for its leadership and support; and to the Community Support
Services Regional Network, CSS Networks and System Navigators who contributed to the
design, methodology and approach.

Your contribution and i nput oaverarchimgtgeabofiiad n et op aatdiveamtc,i n
one record. This meansé a patient tells their story only once, and service providers can securely
access and share health information e[(NEEHIN oni cally

Integrated Health Service Plan i 2013-2016).




EHealth & ICT Tactical Plan - CSS
North East LHIN

2 Review History

Reviewers Version Date Comment

Tamara Shewciw, Chief
Information Officer and
eHealth Lead, NE LHIN
Terry Tilleczek, Senior
Director, Policy and
Health System Planning,
NE LHIN

Paul Belair, Officer
Policy and Health
System Planning, NE
LHIN

North East eHealth May 27, 2014 May 30, 2014 Provided a PPT,
Advisory Council Recommendation

Review
North East eHealth
Advisory Council
Chairs, CSS Regional June 2014 June 18, 2014 Sent Tactical Plan

Network

CSS Navigators




NE LHI N&sctolCS S
A Tactical Plan for eHealth and ICT

Table of Contents

1 Thank You 2
2 Review History 3
3 Background 7
31 NE LHI NO&6s eHeal t.h..Stur.at.eg.i.c..Bl.an. ... 7

4  Executive Summary 9
R Y o - 1)V [ SO URPPR PP 9

A (G- VA 1 01=T 0 0= OO URRPRP 9

4.3 Organizational FACIOIS ... .....uuiiiiiiiiiiiiee et e e e e s e e e e e e s e et e e e e e e e s satbaraeaeeeaanees 10

4.4 RECOMMENUALIONS ....eiiuiiiieiiieee ittt ettt e et e et e st e e st e e e e bt et e e e b et e e s bb e e e e st et e e nnnneeesbreeens 11

4.5  Projects and BENEFILS  ....ooiiiiiiiiiiiie e 14

I (= (S =] o L PP PP PP P TOUPPPPPPPOt 18

5 Consultation and analysis 19
5.1  Approach to the CSS TaCHCal PIaN........cocuiiiiiiiiiiiie e 19

I A O I o g To T To (=T 1T o | OO O TSR PR POPI 19
LT R o - Va1t ] o] T 1= PRSP RTPR 20

5.2.2 Aboriginal, First Nation and MELIS ..........coiuiiiiiiiiiiee e e e 20

R I 10T (=T Lo 1Y =T o] 11 o PRSPPI 20

5.4  Acronyms, Terms and DefiNitiONS ..........coouiiiiiiiiiiiiie et e e see e e seeeeeenee 20

5.5  EXtErnal CONSUIALIONS .....cuviiiiiiiiieeeei ettt e et e e s e e e e e aabre e e e 20

L G [0 To (U 1S3 £ YA I =] (o PRSPPI 21
5.6.1  Ontario Community SUPPOIt ASSOCIALION ......ccivveeeiiiiieiiiiie ettt 21

5.6.2  CNEO (Connecting Northern and Eastern ONtario)............cceeeeiiriuiieeeeeeniniiiiieeee e 22

5.6.3  NEON (North Eastern Ontario NetWOrk) ............ueiiiiiiiiiiiiiiieieee e 22

5.6.4  OTN (Ontario Telemedicing NEtWOTK)..........ccoiiiiiiiiiiiiiiiiee e 23

5.6.5 IAC (IT Integration and Alignment COUNCII) .........cooiiiiiiiiiiiiiiie e 23

5.6.6 ALC RM&R BTI (Alternate Level of Care Resource Matching and Referral Business

Transformation INILALIVE) ..........ueeiiiie e e e

5.6.7 HEAITN LINKS ...ttt e e e e ettt e e e e e e s nnntbeeeaaeeeeannees
5.6.8  CCIM (Community Care Information Management)
5.6.9 OACCAC (Ontario Association of Community Care Access Centres)

6 Current state assessment 26
6.1  CSS Organization STUCKUIE........uviiiiiiii ettt ettt e et e e et e e st e e s e e e e aatre e e e 26
6.1.1 Is your organization a regional organization with branch offices?............ccccccoceiiinins 26

6.1.2  Does your organization provide services, other than community support services?...... 26

6.2 RETEITAIS 10 CSS ...ttt ettt e e s b e e st b et e e ebb e e e s nnbe e e e aabre e e e 27
6.2.1  Referrals from CCAC ... ..ottt e s 27

6.2.2  Referrals from HOSPItAIS ........oooiiiiiiiiiiiie e 27

6.2.3 Within Aboriginal, First Nation and Métis COMMUNItIES ...........ceviiiiiiriiiiee e 27

6.2.4  Where do referrals to your agency Come fromM?.......coooiuiiiiiiieiiiiiiiiiee e 28

6.2.5  Which organizations do you believe referrals should come from, in addition to the
organizations from which you currently receive referralS?.........ccccoevviieiiiec e 29

6.2.6  Does your agency follow a formal client needs assessment process? .........cccccceeeeenunee 29

6.2.7 How does your agency notify the sender (originating agency of the referral) that the
services have been provided for the Client? ............ooiiii i 32

Table of Contents June 2014



both desirable and PractiCal?........... ..o 34
6.3 Referrals from CSS to other agencies
6.3.1  Does your agency refer clients to other agencCies?........ccvvvevieeiiiiiiiiiiee e 35
6.3.2  What methods does your agency use to refer clients to other organizations?............... 36
6.3.3  What methods would your agency prefer to send referrals to other organizations? ...... 36
6.4  Information exchanged DEtWEEN HSPS........ccoiiiiiiii e 37
6.4.1 Do other organizations request information about your clients? ...........cccceevvveeiniineenne 37
6.4.2 Please indicate the methods used to share information with other agencies................. 39
6.4.3  How do you know when an organization you want to refer a client to has a wait list? ...40
6.4.4  What method does your agency use to find other organizations to refer clients to?....... 40
6.5  Clinical INfOrmMation NEET .........ccuiiiiiiiiiieiie ettt 41
6.5.1  What information does your agency require from other organizations in order to provide
R Ao LS PRSP PPRRRN 41
6.6  Current investments in information and communication technology ...........cc.ccccoeviiveeieeeieiiiinnenn. 42
6.6.1  IT hardware and SOfWAIE ...........ccoiuiiiiiiiiieiie e
6.6.2 IT SUPPOIT...ciiiiiiiee e
6.6.3  INtErNet ACCESSIDIIILY ..vviieiiiie i
6.6.4  Software Applications used in the CSS Sector
6.6.5  What software application do you use to support the following processes? .................. 46
6.6.6  Does your organization use a computer system that is owned or managed outside your
organization? (example: use of a hospital information System) ............cccccevvieeeiiineenns 48
6.6.7 If you have an Electronic Health Record (EHR) for your client, do you have the ability to
search for a client on a single or combined set of data elements (i.e. health card
number, unique identifier, last name, date of birth, visiting number, CPI, etc.)?............ 49
6.7  Availability Of ICT RAIOWAIE ........oviiiiiie et e et 49
6.7.1 Do clinical staff in your organizations have easy access t0 COMpPULErs?.........ccceeevveeenne 49
6.8 Portable devices, videoconferencing and ONE Malil ..........ccooiuiiiiiiiiieiiiiee e 50
6.8.1 Do clinical personnel use portable electronic devices (other than telephone) while they
are at client sites, or away from the home office?........ccoiieiiiiiiiii e 50
6.8.2  Would portable electronic devices provide benefits for clinical personnel at client sites or
while away from the OffiCe? .......eii i 52
6.9 Ontario Telemedicing NetwWork (OTN) ....coiiuiiiiiieeiiitee e e e 53
6.9.1  Does your organization have access t0 OTN? .......ccuviiiiiieiiiiiee e 53
6.9.2  MODile TElEPNONE ACCESS......eeiiiiiiiiiiieie et e e e e e e e e naeee
6.9.3  ONE Malil ..ccoiiiiiiiiiiiiiieiec e
6.10 ICT Regional Approach (shared services, IT resources)
6.10.1 Would you be interested in participating in a regional approach to Information and
Communication Technology (ICT) for your OffiCe? ..........uuveeiiiiiiiiieee e 55
6.10.2 Please describe your Information Technology human resources. ...........ccccocveeeiiieeenne 56
6.10.3 Does your organization have a training department or a few staff members specifically
responsible for education/technical traiNiNg?.........cveoiiiiiiiiie e 57
6.10.4 Do you have a privacy and SeCUrity POICY? ........ccoiuiiiiiiiiiiieieee e 58
6.10.5 Do you have a Privacy Officer, Security Officer or other contact person for your
organization's privacy and SECUNtY MAtterS? ........cccouiiiiuiiriiieeiiiiiiiee e ee e e 58
6.10.6 Does your organization have any health service improvement projects that are ongoing
at this time or will be started in the near fUtUre? ... 58
B.11  PAPEIIESS STATUS...cciiiiiiitiiieie ettt e e e e ettt e e e e e st b b et e e e e e e s e bbb e et e e e e e s e s nbtr e e e e e e e e nnrneeeas 59
6.11.1 How do you perceive your organi zationods
organization and between you and the external organizations you deal with?.............. 59
6.12 Current eHealth Project Governance and Accountability Structures and Processes. ................... 60
External Consultation 61
7.1 SUMMArY Of CONSUIALIONS .....cciitiiiiiiie ittt et et e et e e s snbe e e e anbbe e e e 61

NE L HI N&sectoiCSS

A Tactical Plan for eHealth and ICT

6.2.8  Does your organization believe a standardized referral form between organizations is

Table of Contents June 2014

paper



NE LHI N&sctolCS S
A Tactical Plan for eHealth and ICT

7.2 SUMMArY Of CSS FOCUS GIOUPS .. .ueeeeiiaaeaiuttieteaaeaaaatttteeaaesaaautseeeeaeeasaassssseeeaaasaannssseeeaeesaannnsseeens 64

Implementation and Adoption
8.1  Project Critical SUCCESS FACIOIS ......uiiiieiiiiiiiiiii e ettt e e e e e e e s et e e e e e e s e s anrraee s
8.2 Change Management and Communication Planning
8.2.1  Change Management Pillars and Three Phases of Change
8.2.2  Communication and Education and Training ...........cccoecvveieereeiiiiiiieee e eeiiieeeee e e

Priority Project Implementation Plan and Resourcing 70
9.1  DeCiSiON MAKING CrILEIIA ....ueiieeiiiciiiiie e e ettt e e et e e e e s e e e e e s e et e e e e e e s ea bt r e e e e e e s eannrreeeas 70
9.2  New Priorities for Development and INVESIMENT ..........cooiiiiiiiiiiiiiee e 70
9.3  Projects i Work Effort, Costing Assumption, Sponsor/Lead ..........cccccooevurveeiieeiiiiiiiieeeeee e 71

Appendix A: Acknowledgements and Consultations

Appendix B: HSP Participation in the CSS ICT Tactical Plan
Appendix C: Acronyms, Terms and Definitions

Appendix D: HSPs that report using HPG

Appendix E: HSPs that have videoconferencing

Appendix F: Process and eHealth/ICT Survey

Appendix G: Focus Group Discussion Topics

Appendix H: HSPs that provide CSS programs

Appendix |: Benefits of using Health Partner Gateway and Healthline

Table of Contents June 2014



3 Background

3.1 NE L HeHealth Strategic Plan

The North East Local Health Integration Network (NE LHIN) created this Community Support
Servicesd(CSS) Tactical Plan for the NE LHIN eHealth Advisory Council (NEEAC). The
NEEACO6s vision for eHealth I CT for the North East

Information and communication technology supports the processes of quality
healthcare provision, access to health information (for all Northern Ontarians
from anywhere in Ontario), improvement of consumer outcomes, and the most
effective use of available resources across Northern Ontario, through
collaboration and sharing information amongst providers and with consumers.

More simply put: Enabling Access to Quality Healthcare for Northerners through
Information and Innovation.

The NE LHIN eHealth ICT Strategic Plan (2011-2016) goals, guiding principles and strategic
directions provide the foundation for the CSS Tactical Plan as it provides a system-wide approach
to healthcare, with a core principle to maintain a client/patient-centric view.

Four strategic directions as defined by NEEAC.

1. Strategic Direction #11 Establish the electronic record within individual organizations
T shareable across the continuum of care.

2. Strategic Direction #2 i Extend data in the individual electronic records to other
agencies:
G Increase the ability to share information among electronic records to facilitate
communication and information integration;

GX

Develop system-wide decision support capability;

Use technologies to promote service provider communication for clinical and
administrative purposes; and

Q)

G Build on provincial investments.
3. Strategic Direction #3 1 Govern the development of the regional interoperable
Electronic Health Record (iEHR) effectively:

G Develop the technical infrastructure and utilize new technologies to match
requirements;

G Develop the Regional Integration Center concept;
G Increase project management capacity; and
G Define eHealth ICT strategic plan accountability.

4. Strategic Direction #4171 Consumer Health:
G Use technologies to respond to consumer needs.

NE L HI N &sctoilCASTactical Plan for eHealth and ICT Page 7
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Electronic health records and ICT are key enablers to achieve goals withinthe Nor t h East LHI N6
2013-2016 Integrated Health Service Plan (IHSP). Technology and information can support

patients to become healthier; provide faster access and a stronger link to family health care; and

provide information to the right care, at the right time, in the right place. As noted i n Ontario
Action Plan for Health Care, i Wh BrimargaCafe) patient is discharged from hospital, they

need to be made aware and able to access information quickly for appropriate follow-u p . 0

Electronic health records and information management enable this access.

NE L HI N &sctoilCASTactical Plan for eHealth and ICT Page 8




4 ExecubBummary

4.1 Analysis

The Community Support Services sector is made up of not-for-profit agencies working to help
their clients live independently at home and striving to improve the quality of their life, as well as
that of their families. There are 63 CSS agencies funded by the North East LHIN in the region.
These agencies also rely on volunteers and fundraising to support the work they provide in
community. Services supporting Northerners living at home or in community include help with
activities of daily living, health and disability counseling, nursing and health care support, meal
services, supportive housing, day programs, hospice and palliative care, caregiver and respite
support, outreach/education/training, and transportation services.

Our objective with this analysis is to identify the specific process and information technology

needs of the CSS sector by understanding the current capabilities and information flow to and

from CSS HSPs. Through this analysis we have gained
priorities, gaps, and potential projects for consideration. Care was taken when analyzing the raw

data provided within the survey results. In some cases, CSS sector services are "housed" in

Hospitals, Community Health Centres, Long-Term Care Homes, Health Clinics, Aboriginal Health

Access Centres, and non-LHIN funded services.

We recognize that CSS HSPs are each unique, yet they share the mandate to help their clients

live independently at home and to improve the quality of their life, as well as that of their families.

Their information capabilities and needs are managed differently. Atthisstage,a fione si ze 0 EHF
implementation does not fit all. But there are many opportunities that can be leveraged in order

to improve sharing of information, referrals, training (IT, privacy and security) and shared

services.

4.2 Keythemes

1. Aslong as we maintain that ewvery door is the right door,0 we will have multiple
entrance points to CSS. This is good. This poses challenges. The CSS sector
must work toward a coordinated referral process to ensure that referrals are sent,
accepted, and followed-up with the sender. A coordinated referral process will
provide a stronger impetus towards the vision of being included withi n t he o6circl e
of care.6

2. The CSS sector should adopt and implement a standardized referral form. It should
leverage the Alternate Level of Care Resource Matching and Referral Business
Transformation Initiative provincial referral standards. This requires governance
and oversight to ensure adoption and implementation occurs and is sustained.

3. 1ltdéds important to bring ourlCTG@Rlarth HPiastahce: an eHea
hardware, software, mobile devices, and training. This will foster secure health

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 9




information exchange, best practices, easier access to information, plus promote
safety and performance 6in the field

4. Duetothewidedisparity of organi zation size and services
all 8 approach, but we have &ELSIHSPyphawesi bi |l ity to
opportunities for training, shared services, software, hardware, regional and
provincial assets such as: Connecting Northern and Eastern Ontario (cNEO) portal,
eNotification, Resource Matching and Referral, Ontario Telemedicine Network,

Health Partner Gateway, ONE Mail, etc. This supports a client-centric system
principle that also ensures privacy and security safeguards.

5. The majority of referrals occur over the phone and fax. Referring can be done
faster and in a more secure manner electronically. The adoption of an electronic
health record (EHR) and Health Partner Gateway (HPG) will foster better reporting,
sharing of client information, better communication, and many other benefits.

6. Provide project and change management support to ensure implementation and
adoption of eHealth strategies.

7. Keep things simple. Make it (training, IT, processes) easy for HSPs to use.

4.3 Organizational Factors

The following organizational factors may impact eHealth and ICT implementation and
adoption:

1. EHR need and adoption varies across the LHIN
a. 33 CSS HSPs do not have an EHR for their CSS programs, and 21 HSPs do.
b. Of the 21 HSPs that do have EHRSs, there are 11 different systems in use.

2. Smaller HSPs that have very few staff and provide focused services to a limited
population often feel that an EHR does not provide any additional benefits for their
internal use and they resist the extra effort required to maintain full electronic
client records. Many of these same organizations also recognize the value of
sharing electronic records across HSPs to avoid duplicate assessments, and to
provide better services by having the necessary information in a timely manner
when bringing on new clients.

3. Many HSPs provide services Ain the fieldd which
EHR services and mobile devices. These devices and services can provide access
to client records, calendars, emails, and texts which enables:

a. Improved, real-time communication of client information between HSPs
and caregivers

b. Performance improvement for recording assessments and client
documentation

c. Real-time notification of client visit cancellation and schedule changes

d. Reduced risk for staff visiting clients

e. Reduction in client information errors

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 10




f. Tracking of client visits, and kilometres travelled
g. Up-to-date status information for wait lists.

4. Wide range of access to computers:
a. 15% of respondents said that a computer is shared by two staff members
b. 26% report that a single computer is shared by more than two staff
members.

5. There are very few standard referral patterns for CSS services. Without a
documented process and client flow statistics, it is difficult to anticipate and
ascertain the demand for services and the 6expe
the relationship between the referring HSPs should increase the number of
referrals to community support HSPs. IT will not solve this problem.
6. 6Every door is the right doordé continues to be
CSS HSPs should build on their client focus by ensuring that each client has
equitable access to all needed services. Sharing of client and service information
among HSPs will assist each HSP to provide the full range of information and
options to their clients.

7. The entry point for individuals and families varies by site location, number of
access points, services offered and type of organization overseeing each access
point.

4.4 Recommendations

After athorough analysis of the process and information technology needs of the CSS
sector we have developed the recommendations below. Itis important that we align with
the four strategic directions established by NEEAC. The recommendations are a starting
point for making necessary changes within the sector while aligning with the eHealth
directions and strategies.

1. Strategic Direction #1 1 Establish the electronic record within individual organizations
I shareable across the continuum of care

1.1 Implement an electronic health record (EHR) at CSS agencies that will enable
the management of client information within the HSP; the integration of
information with other key HSPs; and integration with client health information
repositories such as the IAR (Integrated Assessment Record), cNEO
(Connecting Northern and Eastern Ontario) portal and HPG (Health Partner
Gateway) viewer. The EHR should have features that allow client information to
be viewed and updated directly on portable devices (laptops, smartphones,
tablets) while in the field or easily synchronized to the client record once back
in the office.

1.2. Leverage the cNEO (Connecting Northern and Eastern Ontario, www.cNEO.ca)
Clinical Viewer Portal to allow CSS HSPs to view patient information from
external sources in a seamless and uniform manner. This will improve access
to 6circle of cared6 information. Today there

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 11




must go to retrieve client information (e.g. their own EHR, IAR (Integrated
Assessment Record), hospital HIS (Hospital Information System), HPG (Health
Partner Gateway) documents, OLIS (Ontario Lab Information System) etc.).

Strategic Direction #2 i Extend data in the individual electronic records to other
agencies:

2.1. Leverage regional and provincial assets and promote better sharing of
information regarding these offerings:

2.1.1.Implement electronic referrals using HPG (Health Partner Gateway) or
interfaces such as Meditech to CCAC eReferrals. Use of automated
interfaces is limited by the capabilities of each HSPs electronic health record
system. The following pathways will be prioritized for implementation:

2.1.1.1. CSSto CSS

2.1.1.2. CCACto CSS

2.1.1.3. Hospitals to CSS

2.1.1.4. Primary care to CSS

2.1.1.5. Mental health and addictions to CSS

2.1.2.Healthline (http://thehealthline.ca/and 310-2222, English, 310-2272, French)
which is deployed provincially is a one-stop shop to help clients navigate the
health services they need in their communities. It is a central repository of
available health services. Explore and implement the Healthline features that
can enhance searches and provide appointment booking capabilities. These
additional features will help to speed up the transition of the client to the care
required.

2.1.3.Extend the use and availability of Ontario Telemedicine Network (OTN)
offerings such as video conferencing and PCVC (Personal Computer Video
Conferencing) to provide additional services and/or improve access, for
example interpretation services in the language of preference of the service
recipient.

2.1.4.Provide ONE Mail access which allows a secure email exchange of personal
health information between eligible service providers.

2.1.5.Implement eNotifications to alert CSS HSPs when a client presents at a
Hospital, is admitted and discharged.

2.2. Mai ntain fAevery door is the right dooro phil o:
coordinated referral (or coordinated access) process across the sectors i.e.
from CCAC, Hospital, CSS, Primary Care etc. to CSS and vice versa.

2.2.1.Standardize the referral form(s) to ensure equitable access to services for all
clients. Leverage the Resource Matching and Referral processes and forms.

2.2.2.Review the client transition process as it relates to assessments and referrals
to improve the flow from hospitals, CCACs and Primary Care to CSS agencies
and to ensure clients are receiving the most appropriate care to meet their
needs.

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 12



http://thehealthline.ca/

2231 mprove Oback and-upammmhinizatiannbdtwdemn CSIS touCSS
and to other sector HSPs, such as: accept/reject of the referral and progress
of the client through service delivery.

2.2.4.Implement electronic sharing of wait times for CSS services.

2.3. Conduct a feasibility study to determine the viability of implementing shared
ICT services such as:

2.3.1. IT support, training, human resources, decision support, software systems,
IT hardware (desktops, laptops, printers), network and communications
services, standards, system performance monitoring etc.

2.3.2.Cycle off-lease equipment from hospitals and CCAC to smaller agencies to
help provide the necessary hardware. This may include computers, tablets,
and mobile devices.

2.4, Advocate for improvements to internet and cellular service for remote sites for
health and safety as well as productivity gains.

Strategic Direction #3 7 Govern the development of the regional interoperable
Electronic Health Record (iIEHR) effectively:

3.1. Ensure LHIN participation in the selection process for the EHR system(s) to be
implemented.

3.2. Support ongoing change management and training regarding new processes
and systems.

3.3. Provide annual training on privacy and security using CCIM (Community Care
Information Management) and OLPP (Ontario LHINs Privacy Project) tools.

3.4. Conduct an Integrated Assessment Record review to ensure that:
3.4.1.Assessment tools are being used and uploaded to the central repository
3.4.2.Staff are trained on how to use the IAR and offer annual training

3.5. Provide training and understanding regarding the importance of client consent
and the related benefits to the client i.e. the need to have consent, why giving
consent is important, how it benefits the client and HSP, best HSP practices on
how to get informed consent.

Strategic Direction #4 1 Consumer Health:

4.1. Implement privacy and security safeguards as required at all CSS HSPs where
client information is stored or used.

4.2 Review processes and procedures to ensure CSS agencies are included as
part of the O6circle of cared6 for clients.

4.3. Leverage the province-wide 310-2222, English, 310-2272, French phone line.
Staff provide information to clients, family members, the public and other HSPs
about health services by phone and in person.

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 13




4.5 Projects and Benefits

Through a facilitated process on May 30, 2014 the NEEAC provided insight into the
potential projects and opportunities.

Electronic Health Record

Develop a business case regarding
EHR and ensure LHIN participation
in the selection process. Consider
leveraging an existing NE LHIN
system, or another LHING hosted
EHR or provide a similar hosted EHR
service in our LHIN

Implement the chosen EHR

Implement privacy and security
safeguards as required at all CSS
HSPs where client information is
stored or used

Provide project and change
management support

CSS sector to receive cNEO assets

The NE LHIN to work with the
various provincial planning tables to
make them aware of the CSS sector
needs and include them in the roll-
out

Once the data sets are ready for
viewing (e.g. lab, drug information
etc.) the LHIN will prioritize the roll-
out to the CSS sector

Include the CSS sector in the
Alternate Level of Care Resource
Matching and Referral Business
Transformation Initiative project:

Refresh the referral and assessment
process mapping (using Lean
methodology) to improve the flow
from Hospitals, CCAC etc. to CSS

Increases efficiency of work flow
and data quality

Enables the management of client
information and integration with
other HSPs

Allows updating and viewing of
information on portable electronic
devices including laptops,
smartphones, and tablets

Increases staff satisfaction

A central repository of client health
information will initially be made
available to Hospitals, CCAC and
primary care providers. Data will
be sourced from Ontario Lab
Information System, CHRIS and
Hospital Information Systems

Information will be available to the
CSS sector HSPs withi n t he ¢
circle of care per MOH guidelines

Adding CSS sector health
information increases the value of
the central repository for its users

Standardization leads to improved
access to care and equity of care

Enhances safety and quality of care
through various transition points in
the care continuum

Improves patient care planning
prior to patient arriving at discharge
destination

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 14




b) Standardize the referral form

c)

Implement and adopt the use of
Health Partner Gateway (HPG)
technology (regional solution) to
improve information flow and
communications

Hospital to CSS
CCAC to CSS
CSSto CSS
Primary care to CSS

Mental health and addictions
to CSS etc.

4. Coordinated Access

Develop a Healthline
(Thehealthline.ca) committee made
up of LHIN and non-LHIN funded

agencies who will report to the LHIN.

Their work to include:

develop a list of requirements
needed to enhance the use of
Healthline (e.g. appointment
booking)

prioritize requirements

market Healthline to the public and
HSPs

ensure data quality of available
health services

Participate in the Ontario
Association of Community Care
Access Centres @appointment
booking pilot and roll-out
implementation

Leverage 310-2222, English, 310-
CASC (310-2272), French - a single
contact number for community

NE L HI N &sctolCATactical Plan for eHealth and ICT
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Referral tracking and wait list
management is done in real time,
positively impacting wait times

Electronic referring eliminates
errors that result from paper faxing
impacting patient safety and quality

Promotes best practices

Enhances communication and
builds trust among referring
partners

Central repository of available
health services

One-stop-shop to help patients
navigate the health services they
need in their communities

Customized mini-sites that can be
designed for maximum user-
friendliness for clients who are
seeking to self-refer

Each HSP has full control of their
list of available services within the
Healthline repository, and can
update as needed

As well, HSPs can post YouTube
videos, create unique pages,
enhance and edit category
descriptions, link to documents or
sites including the HSP website,
highlight important community
events and news, print, tweet,
email, Facebook, Share on Google+
the Healthline pages to perspective
clients and/or HSPs

Central access for information

Assistance to navigate the available
services
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based health services

Shared service

Provide options to the CSS sector
regarding: ICT support (desktops,
laptops, printers network and
standards), decision support, HR,
system performance monitoring etc.

Develop a process that recycles off-
lease computers (e.g. by hospital
HUB or CCAC)

Expand eNotification project to the
CSS sector

Advocate for improvements to
Internet and cellular service for
remote sites for health and safety as
well as productivity gains

Services for all community based
service providers could be initiated
from the same source and the
services could be better
coordinated

Provides access to subject matter
experts

Can provide remote support service
for software and hardware
troubleshooting

Provides personal computers,
printers etc. to smaller agencies
that may not have a sufficient
budget for this equipment

Bulk purchasing reduces costs to
obtain computer hardware and
software

CSS HSPs will be alerted when a
client presents at a hospital, is
admitted and discharged

Enables the CSS provider to
efficiently review, suspend or start
community services

Ensures that both the hospital and
the CSS are aware of current CSS
services and care plans

Improve safety and security of
HSPs working in the field

Enables up-to-date information
availability for care givers

Simplifies process for capturing
client data and assessments while
working in the field

Enhances the sharing of electronic
information
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IAR

Conduct an Integrated Assessment
Record review to ensure that
assessment tools are being used
and uploaded to the central
repository

Provide regular updates to the
sector about the status of uploads,
views etc.

Leverage provincial assets and
enhance communication to the CSS
sector regarding the many system
offerings

. Training on:
Integrated Assessment Record

Privacy and security including CCIM
(Community Care Information
Management) and OLPP (Ontario
LHINs Privacy Project)

Importance of &li ent conse
(benefit to client and HSP, best
practices on obtaining client
consent)

Project and change management

Automation of the community
support sector

Better communication regarding
IAR status

Increase usage and manage
expectations

Leveraging provincial assets in
general makes tools and solutions
available to HSPs at a reduced cost
compared to acquiring similar
assets. For example, Ontario
Telemedicine Network video
conferencing:

0 Access to needed specialty
services (consulting, diagnosis,
French Language Services, etc.)
that may not be available in
remote areas

o Reduces travel time and cost

o Provides an opportunity to meet
and share concerns, ideas, etc.

0 Using ONE Mail ensures
confidential, secure and quick
exchange of information
between health care
professionals

On-line training enables training at
the convenience of the HSP and it
eliminates the need for travel by the
HSP and/or trainer

Knowl e d g e lienhcortsentd a n
best practices can reduce time and
effort by the HSP and the client
during assessment and throughout
the care process

Training and retraining in
completing assessments will
ensure correct, relevant and timely
information will be available to
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e) Ensure training is provided annually, sl
available on WebEXx recordings, and A Training and retraining in the value
posted on websites of uploading client information will

reduce time and effort for HSPs and
clients by reducing the frequency of
completing assessments

4.6 Next Steps

This Tactical Plan identifies specific initiatives and projects which, when implemented, will
enable improved care and outcomes for clients who receive community support services.
The North East eHealth Advisory Council and CSS sector, in conjunction with the LHIN
and other key stakeholders, will prioritize and initiate the identified projects.
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5 Consultation and anal ysi

5.1 Approach to the CSS Tactical Plan

The plan was developed to provide a roadmap of changes required to enable improved care and
outcomes for clients who require and receive community support services that allow them to
remain in their homes. The plan was developed using the following approach:

Use collected data to assess the status of CSS information systems;

Leverage the shared vision and strategic direction for ICT in Northeastern Ontario;
Identify specific barriers to, and opportunities for, partnerships and linkages;
Determine priorities for Northeastern Ontario ICT development and investment;
Identify costs, benefits and projects to implement the priorities.

> > > > >

The overarching framework used to develop the plan is depicted in the diagram below.

MoHLTC and Provincial eHealth Objectives

NE LHINVision, Mission,
IHSP

Community Support Services Tactical Plan

5.2 CSS Engagement

This Tactical Plan was developed with input from 94% (59 of 63) of CSS HSPs in the North East
LHIN region. In summary:

79% (50) completed the survey

57% (36) attended at least one of 10 focus groups sessions
16% (10) participated in one-on-one teleconferences

1 HSP emailed responses to the focus group discussion topics.

> > >
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5.2.1 Francophones

A 100% (11) of the HSPs designated for the provision of French language services
completed a survey
A 91% (10) of the HSPs participated in the focus group sessions.

5.2.2 Aboriginal, First Nation and Métis

There are 26 Aboriginal, First Nation and Métis HSPs providing CSS services in the NE
LHIN. 85% (22) of the Aboriginal, First Nation, and Métis HSPs completed the survey, and/or
participated in a focus group or one-on-one teleconference.

A 50% (13) completed the survey
A 27% (7) participated in a focus group session
A 35% (9) participated in a one-on-one teleconference.

5.3 Value Stream Mapping

Some CSS HSPs were invited to participate in value stream mapping held January 29 to 31
2013. The members identified three issues that require action: lack of referrals, need for CSS
knowledge within the health care system and the public; and development of standardized
service definitions. Leveraging this work, the NE LHIN expanded the engagement of the CSS
sector to understand the eHealth and ICT current state, gaps and opportunities.

5.4 Acronyms, Terms and Definitions

For commonly used definitions, please refer to the Appendix that accompanies this report.

5.5 External Consultations
The plan includes information gathered from key consultations including:
A Association of Ontario Health Centres A North Eastern Ontario Network

A Canadian Red Cross i National Office A North Simcoe Muskoka Community
Care Access Centre

A Champlain Community Care Access
Centre (CCAC) A Ontario Association of Community
A CSS Regional Network Co-Chairs Care Access Centres
A CSS System Navigators A Ontarl_o C_Zommumty Support
Association
A EHealth Ontario, Connecting Northern

A Ontario Ministry of Health and Long-
Term Care

and Eastern Ontario
A North Bay Regional Health Centre

A Waterloo Wellington, Champlain LHINs
A North East CCAC
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5.6 Industry Trends
Electronic health record (EHR) industry trends and standards were also considered, such as:
5.6.1 Ontario Community Support Association

The Ontario Community Support Association (OCSA) is an association of community support
services agencies. The OCSA is funded by dues-paying members, plus project funding and
grants. Addi t i on al Buijders thaiaing Progtaf previd€sdop afee) GSP
sector focussed training including CHA (interRAI Community Health Assessment). The OCSA
does not receive ongoing funding from the Ministry of Health and Long Term Care (MOHLTC).
The OCSA does not have an eHealth or ICT division or planning role. According to the OCSA,
385 CSS HSPs of the approximately 685 province-wide providers belong to the OCSA.

The OCSA sits on the provincial Home and Community Care Common Assessment Knowledge
Exchange committee. The mandate of the committee is to gather best practices and local
guidelines for the common assessment and to create a place where those best practices can be
made available from LHIN to LHIN or CCAC to CCAC. One of the critical needs being addressed
by the committee is the ongoing CCIM (Community Care Information Management)
implementation efforts, CCIM help desk and webinar training for CCIM modules. The OCSA is
part of an interim committee established to address these issues and to ensure an ongoing
governance structure is established.

The OCSA sits on a number of provincial functional centre committees including Supportive
Housing, Adult Day Advisory Network, Attendant Network Committee and the Transportation
Advisory Committee. The OCSA does a lot of advocacy work on behalf of their members as part
of these committees.

The OCSA recently received a grant from the MOH to lead the provincial implementation of the
ExcellentCar e f or A ExcelleAtcCare for AIRACtHECFAA) is a landmark piece of
legislation in Ontario that anchors the Excellent Care for All Strategy. The principles of ECFAA
place patients first by strengthening the health care system's organizational focus and
accountability for delivering high quality patient care. It helps define quality for the health care
sector, reinforces responsibility for quality of care, builds and supports boards' capability to
deliver quality of care, and increases publicly available information on health care organization's
commitment to qualityd ( MO H LTHe®jovince-wide initiative is underway.
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5.6.2 CNEO (Connecting Northern and Eastern Ontario)

CNEO is an eHealth strategy funded by eHealth Ontario that, together with the four LHINS in the
regional cluster, will integrate health care systems and give health care providers timely and
secure access to patient information and records.

The four LHINs in Northern and Eastern Ontario (NEO): 1) North East, 2) Champlain, 3) South
East, and 4) North West, have grouped into an eHealth "cluster” to work together to implement a
provincial standards based "system integration hub" for the region. NEO LHINs and health care
stakeholders are working collaboratively to plan, establish and deploy EHR services that will
contribute to the success of the cNEO project. The cNEO project is one of three province-wide
eHealth regional "hub" projects (i.e. Connecting Northern and Eastern Ontario; Connecting
Greater Toronto Area; and Connecting South West Ontario).

Aligned with eBlemftahdOBtandabds, c¢cNEOb&s primary goa
clinicians (health care professionals such as physicians, pharmacists and nurses) and patients

with timely and secure access to personal health information across the continuum of care and at

any point of care throughout the NEO "cluster.” This will be done by connecting existing HSP

information sources in NEO and provincially.

The cNEO Clinical Data Repository (CDR) is one of the key projects currently in the planning

phase. The CDR is planned to be a central repository for client health information from hospitals

including admit and discharge information, CCACs, laboratory results, and clinical requirements.

As certain client information is added t omatyhe CDR,
care provider. A clinical vi ewer wil |l be avail abl e
information. A single sign on approach with a ONE ID account will be used to gain access to the

repository. Standard client registration for the source EMR systems providing the client data will

ensure the correct client information is being retrieved. The cNEO CDR will have the same

technical architecture as the cGTA (connecting Greater Toronto Area) CDR.

5.6.3 NEON (North Eastern Ontario Network)

NEONi s a common hospital information system in the
hospitals sharing a common informati dmhesystem. I n
Weeneebayko Area Health Authority on Moose Factory Island (including connections to

Attawapiskat, Fort Albany, Moosonee, Moose Factory) i was recently connected to the system,

along with hospitals in Mattawa and West Nipissing. NEON allows a patient to present at any of

these hospitals and their patient information is instantly accessible within the hospital system.

The information follows the patient. In addition, PACS (Picture Archiving and Communication

System) is used as a shared system for Diagnostic imaging throughout the LHIN. See more at:
http://www.neonetwork.ca/newportal/
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5.6.4 OTN (Ontario Telemedicine Network)

The NE LHIN has embraced the use of the O T N dedlemedicine as a way to increase access to

care, overcoming vast geographic challenges in retaining/recruiting health human resources, to

become the highest user of telemedicine among the 14 LHINs, with 282 sites. For patients,

O T N dwe-way videoconferencing means more care closer to home, less travel and an increase

in the types of care available. Under the leadershipof t he NE LHI N, the regionods
sites has grown by 395%, from 57 telemedicine sites in 2006/07 to 282 in 2013.

5.6.5 IAC (IT Integration and Alignment Council)

IAC includes the participation of all 25 hospital CEOs and Chief Information Officers. The Council
provides advice and recommends proposed solutions and deployment strategies for the region
thereby increasing efficiency, standardization, shared purchasing/procurement and
interoperability of systems.

5.6.6 ALC RM&R BTI (Alternate Level of Care Resource Matching and
Referral Business Transformation Initiative)

The ALC RM&R BTI project is part of &luster 36 wi tNarth EasteNorth West, South East, and
Champlain LHINs. We have developed Provincial Referral Standards, which involves
streamlining the referral environment for the following four care pathways: Acute to CCAC; Acute
to LTC; Acute to Rehab, and Acute to CCC. In the North East, all Long-Term Care Homes, two
Hospitals and the CCAC participated in the initial implementation of the provincial standards. The
North East LHIN has adopted CHRIS (Client Health and Related Information System) as the
regional Resource Matching and Referral solution.

5.6.7 Health Links

Health Links is a model of care that will develop coordinated care for patients with complex health
needs. The model is targeted to populations of 50,000 or greater. In this model of care, HSPs
come together to provide the most efficient and effective care for patients who are high users of
the system. In the NE LHIN, we have two early adopters; Timmins and Temiskaming.

The Timmins Health Link is led by the Timmins Family Health Team and is focused on the

creation of a sustainable change management plan that will help shift how the local health care

system addresses the needs of its highest users. Patient discovery interviews were used and

proved invaluable in understanding the unique needs of each patient and in the development of

responsive and patient-centered coordinated care plans. The Timmins Health Link is looking to

implement new processes to facilitate communication among providers, particularly with the

patientds circle of care. The patientds experience
leveraged by the Timmins Health Link partnership to inform the identification of barriers and

systemic improvement opportunities.
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The Temiskaming Health Link is led by the Centre de santé communautaire du Témiskaming and
is focused on system transformation and coordinated care planning. In 2013-2014, health system
partners worked together to identify gaps in key areas as well as critical success factors. Patients
with complex needs, who included Francophones and Aboriginal, Métis, First Nation members,
were actively engaged in mapping their current experience and suggesting improvements. An
inter-sectorial approach to care planning was developed with involvement from Primary Care and
the CCAC, with the patient at the centre of the individualized coordinated care plan.

A third health link was approved in North Cochrane in March 2014. The business plan for this
health link will include the communities of Hearst, Kapuskasing and Smooth Rock Falls and will
build upon the community readiness assessment. The Centre de santé communautaire de
Kapuskasing and the Equipe de santé familiale Nord-Aski will act as co-leads on the completion
of a business case outlining their model of care in 2014/15. The MOHLTC is working with Health
Links to establish an electronic health record that will allow the sharing of clinical information.

5.6.8 CCIM (Community Care Information Management)

The NE LHIN works with CCIM to deploy electronic assessment tools and business systems such
as the IAR (Integrated Assessment Record) which is an application that allows authorized users
to view multiple community-based assessments for a single patient. These assessment tools and
systems are used by CSS, CCAC and long-term care homes.

5.6.9 OACCAC (Ontario Association of Community Care Access Centres)

The OACCAC is a not-for-profit and technology shared services organization that supports
Ontario's 14 Community Care Access Centres (CCACSs) and their health-care system partners in
providing high-quality home and community care to people across the province.

With an important role of supporting the transformation of Ontario's health-care system, the
OACCAC promotes value and efficiency by providing exceptional centralized member and
technology shared services so that CCACs can focus on what they do best: getting people the
care they need in their homes and communities. See more at http://oaccac.com/\WWho-We-Are

5.6.9.1 CHRIS (Client Health & Related Information System )

CCACO6s HRébdased patient management system for Ontario's CCACs that plays an
integral role in enabling CCACs to provide quality care to patients. CHRIS gives CCAC staff
access to patient information and care plan details from wherever they are working. This
information is vital for ensuring safety and consistency in care delivery, and also enables quick
responses to patient and provider queries. CHRIS is integrated with a number of supporting
applications, providing CCAC staff with seamless access to the following:
A Patient assessments i completed and accessed online, as needed, through a link from
the CHRIS patient record; shared through eReferral functionality
A Patient Document Library i documents triaged for filing and accessed through a link from
the CHRIS patient record; shared through eReferral functionality
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A Bed Board Management (BBM) i vacant bed inventory management for long-term care
as well as complex care and rehab placement, with support to match patients waiting for
service; reservation management for long-term care, short stay or respite

A Health Partner Gateway (HPG) i secure, timely exchange of patient information with
contracted service providers, community support service agencies, long-term care
homes, complex care and rehab hospitals, medical equipment and supply vendors. See
more at: http://oaccac.com/innovation/Pages/chris-ccacs-client-health-related-
information-system.aspx
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6 Currenatssesead sment

6.1 CSS Organization Structure

6.1.1 Is your organization a regional organization with branch offices?

In analyzing the current state of the CSS agencies within the North East LHIN, it is important to
understand and consider if the CSS HSP is a stand-alone HSP or if the HSP is national,
provincial or regional with branch offices, as this may have an impact on eHealth solutions.

19 of 68 (28%) respondents indicated that their HSP was a regional HSP with branch offices.

6.1.2 Does your organization provide services, other than community
support services?

67% of respondents reported that their HSP provides community support services as well as
other LHIN/non-LHIN funded programs, as noted in the chart below.

4 )

HSPs that provide CSS and other LHIN funded services

0 1 2 3 4 5 6 7 8 9
L [ 1 [ [ |
Long Term Care 8
Mental Health and Addictions 7
Hospital 4
Community Health Centre | 2

- )
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6.2 Referrals to CSS

Focus group participants stated that the CSS processes need to be simplified and standardized.
For example:

6.2.1 Referrals from CCAC

There is a great deal of back and forth communications between CCAC and CSS due to the way
the system works for programs, including Assisted Living for High Risk Seniors. Additionally,

there is no upfront sharing of client information for these referrals as the receiving HSP only sees
the client information after the receiving HSP accepts the referral.

6.2.2

Referrals from Hospitals

Client transition planning and discharge process should be standardized to improve speed and
access to care for clients.

6.2.3 Within Aboriginal, First Nation and Métis communities

CSS agencies provide unique services to a small, defined group of clients. Self-referrals are

common as the communities are small and close-knit.

However, an established referral system

between Aboriginal, First Nation and Métis communities and the hospitals and CCAC is lacking
for most communities. Referrals are often received and given by phone, fax and sometimes

email. No one uses a standard electronic referral process.

between hospitals and Aboriginal, First Nation and Métis communities as fblurry.o
expressed concern about members of their community being admitted and discharged from
hospital without HSPs in their community being aware. This lack of connectivity jeopardizes their
ability to provide the right care, at the right time, for the client when they return to their home
community.

One respondent described the link

Respondent s

The following information was identified by CSS providers as important to have electronically at
the time of discharge, and during the referral process:

DDy Dy Dy D> D>

Thec | i eexpéectation and that of the other service providers
All assessments completed, and by whom

Services currently being received by the client
Services needed andlstsl i ent 6s
Laboratory results

Immunization status

Pharmacy information

Information sharing consents

Health card number.
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Medical information is not shared with CSS agencies without expressed consent from the client.
Sending agencies have to decide what information to share with CSS, as the sender/receiver
processes are not clearly defined within all CSS HSPs. CSS HSPs have expressed the concern
that they are not seen as part of the "circle of care" which often results in: duplicate information
requests, lack of referrals, poor client transitions and reduced ability/speed to respond to care
needs.

Access to wait list information is also a priority. When an HSP refers a client to CSS, the referrer
would like to know the length of wait. Some agencies use wait list information to assist them in
referring clients that they know can be accepted within the required timeframes. Wait list
information should be available in real time.

6.2.4 Where do referrals to your agency come from?

Referrals to CSS come from a wide variety of health care and non-health care agencies, families,
friends, caregivers and clients. The most frequent referrals come from hospitals and the
Community Care Access Centre (CCAC). The next most frequent referral path is CSS to CSS.
The chart below shows the number of CSS HSPs that receive referrals from the provider types
listed.

: Number of CSS HSPs that receive referrals from each of
the following:
0 10 20 30 40 50 60
Community Care Access Centre ' ' ' ' 50
Hospitals l l l l d 48
Community Support Services l l l l d 46
Family Practitioners | L h=yds37ci ans é
Mental Health & Addictions l d 32
Community Health Centre l l d 32
Long Term Care l l 30
Nurse Practitioner's Office l l 30
Rehabilitation & C mr'lﬁv 'l"“*i30uingé
Self and Family :t: 145
\ J

There were 10 additional HSP dypeso i.e(specialists etc.) identified which also send referrals to
CSS agencies. The referral sources from these additional HSP types totalled 194.

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 28




6.2.5 Which organizations do you believe referrals should come from, in
addition to the organizations from which you currently receive
referrals?

Some CSS agencies state that they know there is a need for their services, but they are not
receiving all the referrals from the hospitals or the CCAC. CSS agencies also believe they should
be receiving referrals from additional sources (noted below). Referrals from senior services and
from family practitioners/physician offices are the most commonly identified opportunities. As one
HSP s t a t @G58 has Ifieen historically open to referrals from anywhere.o

Additional places referrals should come from
0 5 10 15 20 25 30 35

Family Practiti oner%ﬁ?ﬁﬁm%
Seniors' Housing _’—’—’—’—’_i 29
Elderly Persons' Centres d 26
Community Care Access Centre | | | | 22
Home Care _’—’—’—’_i 22
Housing d 22
Nurse Practitioner's Office | | | | d 22
Hospitals | | | | 21
Mental Health & Addictions 20
Direct Source Staff / PSW | | | 20
Community Support Services | | | 18

6.2.6 Does your agency follow a formal client needs assessment process?

62% (32) of 52 HSPs report that they complete InterRAI assessments. Of the 20 agencies that
do not complete interRAI assessments, 60% (12) of 20 have a formal client assessment process
that they follow.

6.2.6.1 Integrated Assessment Record (IAR):

CSS providers noted that due to a lack of standardized protocols and processes, assessments
are repeated on a regular basis causing a great deal of inefficiency in the system and stress and
confusion for the client. It has been communicated on many occasions that CCAC and CSS
HSPs are completing and uploading referrals to the Integrated Assessment Record system.
However, there are still many cases where prior assessments are not available within the IAR
data base, and assessments are being repeated.
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Additional information from Connecting Northern and Eastern Ontario Mobilization - Site Visit
Summary Report:

Issues with the IAR are not unique to the CSS sector. CNEO (Connecting Northern and Eastern
Ontario) met with HSPs (hospitals (10), Primary Care (14), community care (107 CSS (1), CCAC
(4), mental health and addictions (2), long-term care (1), public health (1), pharmacy (1)) from
across 4 LHINs (North East, North West, South East and Champlain), and found that two-thirds of
the organizations expressed interest in the 1AR:

A Most providers in primary and hospital sectors were not familiar with the contents of the
IAR (e.g. OCAN and InterRAI assessments) but were interested in seeing if there could
be value in the IAR information for patient care.

A IAR contains only assessment data (i.e. does not include notes or care plans). Most
providers see value in, and would need access to, notes and care plans.

A The CSS sector would like to have access to other organizations' intakes and
assessments.

A This information could be used to streamline intake in many community organizations, as
information collected is very similar from organization to organization.

A Most organizations that upload assessments to the IAR do not view them in the IAR,
even if they have the capability to do so.

A Providers did not expect to find any (or many) assessments about their clients in addition
to the ones the providers had available within

A Low hospital contribution, as well as low community contribution (due to difficulty of
obtaining consent), were noted as the main reasons for this.

A When hospital-based assessments are not uploaded into the IAR, community
organizations need to redo assessments even if the client was recently assessed. In
some cases, this amounts to three times the work (e.g. handwritten notes to ED report,
once entered to Hospital Information System, another repeat assessment in community).
(Connecting Northern and Eastern Ontario Mobilization - Site Visit Summary Reporto ,
page 23, 24, 34)

6.2.6.2 Client Charting

Whil e providers are at a clientds hsessmentont i s commo
paper,t hen type it into Athe systemd whleackoft he st aff me
connectivity in a client's home often prevents use of electronic charting and client record updates

while in the field.

67% (32) of 48 HSPs reported that they complete InterRAI assessments. 25% (12) of the HSPs
do not complete InterRAI assessments, but have a formal client assessment process that they
follow. The remaining 8% (4) HSPs reported that they do not complete any formal assessment
process. For some HSPs, all clients are part of the Adult Day Program. CCAC must complete
the assessment and provide the referral for these clients.
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HInterRAl assessments ®Formal Assessments uNo Formal Assessment

Does your HSP follow a client needs assessment

process?

6.2.6.3 The following HSPs report comple ting interRAl assessments :

©oNoOTOhr~wNPRE

WNNNNNNNNNNRPERPRPEPRRERPRPRPR
OOXMNOURNRWNRPROO®ONOODUNWNLEREO

Access Better Living Inc.

Aide Aux Séniors de Sudbury Est/Sudbury East Seniors Support Inc.
Alzheimer Society of Sault Ste. Marie & Algoma District

Au Chateau - CSS

Blind River District Health Centre
Canadian Red Cross
Cassellholme

City of Timmins

CNIB
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. Eastholme Home for the Aged/ East Parry Sound Community Support Services
. Garden River First Nation

. Huron Lodge Community Service Board Inc.

. ICAN - Independence Centre and Network

. Kenabutch Health Centre

. March of Dimes Canada

. Meals On Wheels (Sudbury)

. Mnaamodzawin Health services

. Nipissing First Nation - Health Services

. Noojmowin Teg Health Centre

. North Bay Regional Health Centre

. Ontario Finnish Resthome Association

. PHAR.A.

. Sagamok Anishnawbek

. Services de santé de Chapleau Health Services
. Société Alzheimer Society Sudbury-Manitoulin
. Sudbury Finnish Rest Home Society

. Temagami First Nation

. The Friends

. Timiskaming Home Support

. Ukrainian Seniors' Centre
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31. Victorian Order of Nurses for Canada
32. Wikwemikong Health Centre

6.2.6.4 The following HSPs report that they do not complete interRAIl assessments |, but
complete a formal needs assessment

Belvedere Heights CSS
Centre de santé communautaire du Témiskaming
CSC Kapuskasing et région
Dokis Health Centre
Dr. H.S. Trefry Memorial Centre
Elliot Lake Palliative Care Program
Maison Vale Hospice
Near North Palliative Care Network
Shawanaga Healing Centre
. The Canadian Hearing Society
. Timiskaming Palliative Care Network
. Wasauksing First Nation
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6.2.6.5 The following HSPs report that they do not complete a ny formal assessment :

Alzheimer Society Timmins Porcupine
F.J. Davey Home / Adult Day Program
Soins palliatifs Horizon-Timmins Inc.
Timmins Senior Centre

powbdrE

6.2.7 How does your agency notify the sender (originating agency of the
referral) that the services have been provided for the client?

During the focus group discussions, CSS agencies said that it is important to confirm to the
referrer that the client has been accepted, and that requested service(s) will be provided.

/
Do you notify the referrer that client is accepted and/or
that a service will be provided?
Do not notify
referring agency
14%
4
Notify referrin

- J
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In some cases, a communication (with consent) will be sent to the referring/sending HSP if the
client refuses services, or the client cannot be contacted.

Seven agencies reported that their process does not include communicating back to the referring
HSP that the client was accepted to their program/service.

6.2.7.1 Notifications

In many cases, multiple communications are sent to the referrer, as the client progresses from
the wait list to being accepted, to services started and to services completed.

eMotification

Query Hos pital to CCAC
|5 this a CCAC Client ?

CCAC
CHRIS

Hospital
EMR

Motification :
ED, Admit, Discharge

Also, communications back to referring agencies can be issued using different methods, based
on the capabilities and tools of the sending and receiving HSP (i.e. computer communications will
be sent back if both the sending and receiving HSP can process the computer message.
Telephone is the main mechanism used for this process (as noted below), and HSPs reported
that this can be time intensive especially when conducting follow-up. The method and frequency
of responding to the referring HSP is shown in the chart below.

4 N\
Notifications to referring HSP
0 20 40 60 80
[ T T
Telephone *—LJ #When client is added to
I wait list
Fax J_| H After client has been
Paper _l accepted
i After services have been
HPG started
i i After services are
Emai completed
notified
Not Notified
N\ J

The chart above shows that one HSP may use telephone to communicate with the referring HSP
when client is accepted, and then use faxing after services are completed.
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There is no consistent or standard process for notifying the referring agencies. There are specific
procedures that are followed for referrals from the CCAC or Red Cross Priority Assistance to
Transition Home program. It is generally expected that the CSS agencies will help the client and

follow-up with the client. Some agencies are developing best practice processes and procedures
to address this gap.

6.2.8 Does your organization believe a standardized referral form between
organizations is both desirable and practical?

89% of respondents state that they believe a standardized referral form between agencies is both
desirable and practical. Consideration should be given to:

attaching relevant client documents

training on the standardized form

programs and services training

increased time and costs to complete a referral form.

> > > >

Preference for a standardized referral form

Preference not
to use a \
standardized
referral form
11%

- J

A few HSPs have identified concerns relating to the use of a standard referral form and the
reasons are that:

A Some services require more information than others.

A Some agencies may not have the authority to issue a referral.

A One organization noted that their current medical staff make referrals on an e-messaging
system or call directly.

A

One HSP noted that they are the only organization to provide support to the client in their
home.
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6.3

Referrals from CSS to other agencies
6.3.1 Does your agency refer clients to other agencies?

Focus group participants noted that there is a lack of awareness among HSPs about the services
provided on Aboriginal, First Nation and Métis communities, and CSS services in general. The
survey showed that the vast majority of referrals from CSS agencies are to the CCAC, mental
health & addictions, family practitioners / family health teams / physician offices, and community
support services.

CSS referrals to other HSPs

0 5 10 15 20 25 30 35 40

Community Care Access Centre Ihi_’_'_’_’_’_l 34
Mental Health & Addictions r_'_'_’_l_'_‘ 30
Family Practiti oner&'_EHr‘H’_E.r.hiﬂ_d'Q&lns;
Community Support Services h’_’_’_l 23
Hospitals h'_'_'_l 19

Emergency Medical Services h'_'_'_l 18

Public Health h’_’_rl 16

Nurse Practitioner's Office 15

Rehabilitation & Fﬂ-ﬁﬂi—l—ﬁhfiﬁntinuirg

o)

8

G J

In addition to the above list, referrals are also made to the following:

A Ambulatory Care Centre A Labs

A Behavioral Support Ontario program A Long-Term Care

A Children's Aid A Pastoral care

A Children's Treatment Centre A Pharmacy

A Chiropractor A Physiotherapy

A Community Health Centre A Respite Care

A Diagnostic Imaging A Seniors' mental health
A Housing A Specialists

A Independent Health Facility

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 35




6.3.2 What methods does your agency use to refer clients to other
organizations?

The vast majority of referrals to outside agencies are manual, with telephone and fax being the
most common tool. The use of automation is restricted by both the sending and receiving
organizations.

4 N
Referral methods used
0 50 100 150 200 250 300 350 400 450
I I I I I I I I I
Telephone W 401
Fax 238
Paper 140
Computer System 62
email jud 2
Other 37
- J

The metric in the chart above is the number of HSP types by the communication methods used
for referring clients. For example: One HSP may use fax and telephone to refer to the CCAC,
and then fax, paper and telephone to refer clients to a Community Health Centre.

For some CSS agencies, referrals to other agencies are a recommendation for the client to
contact the referred HSP on their own. If a referral is triggered by an InterRAI Screener
assessment, a referral will be made to CCAC.

6.3.3 What methods would your agency prefer to send referrals to other
organizations?

Survey participants clearly indicated that a computer system is the preferred method for sending
referrals to other agencies. However, for more straightforward referrals, telephone, fax and
emails are preferred by some agencies. Paper was offered as an option for a preferred referral
method. No HSP identified a preference to send referrals using manual paper-based forms.
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4 N

Referral methods preferred
0 5 10 15 20 25 30 35 40
| | | | | | | | zL
Computer Systems - |
Telephone 13
Fax 13
eMail 13
- J

6.4 Information exchanged between HSPs
6.4.1 Do other organizations request information about your clients?

Yes! The most common request is for services currently being provided, followed by services
previously requested for a client.

4 )
Requests to CSS for client information

Previously
provided
services

Future services
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6.4.1.1 Perthe chart below, the CCAC and hospitals most commonly request information
about clients f rom CSS.

: Who is looking for CSS client information? A
0O 10 20 30 40 50 60 70 80
Community Care Access Centre I I I I : : : 67
Hospitals 43
Community Support Services 35
Mental Health & Addiction 34
Family Practitioner 3Phys|i ciianfsé
Nurse Practitioner's Office 24
Community Health Centre 21
Long Term Care 21
Emergency Medical Services 19
- J

The metric used in the chart above is the total of status requests (one for each of previous
services / current services / future services) for each HSP type that information is requested for.
Example: One HSP may request information about client services previously provided, client
services currently being provided, and future services to be provided while a second HSP may
just request information about client services currently being provided.

4 N\
HSPs that share information with CSS

0 10 20 30 40 50 60 70 80 90

Community Care Access Centre — 84

Community Support Services 54

Hospitals 44

Community Mental Health and Addictions 35

Family Health Team [ 29
Family Practitioners [ 29

Community Health Centre i 20
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6.4.2 Please indicate the methods used to share information with other
agencies.

Information is most often shared with other agencies using fax and emails. The IAR viewer is
used to share client assessment information between agencies. HPG (Health Partner Gateway) is
used to securely exchange patient information with contracted service providers, CSS, LTCHs,
complex care and rehab hospitals, medical equipment and supply vendors.

4 N
Method of sharing information
0 20 40 60 80 100 120 140 160
I [ [ [ [ [ [ [
Fax W 148
Email 112
Paper 75
IAR 32
HPG 22
- J

The metric used in the chart above is the number of HSPs information is shared with by the
communication methods for sharing information. Example i one HSP will use email, fax, HPG
and IAR to communicate with the CCAC then use email, fax and paper to communicate with a
Hospital. There are multiple methods of communicating between two HSPs. CSS agencies will
use different methods depending on the circumstance. Some information is shared through:

Client assessment information
Follow-up on questions regarding the referral
Further details relating to client care

Multiple methods Client A, coming from HSP A, may be
referred to Org B, C, D, that all use different
communication methods i.e. fax, HPG, email.
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6.4.3 How do you know when an organization you want to refer a client to

has a wait list?

When a client service is determined and the HSP is identified, the sender/referrer needs to know
if there is a wait list for the required service. In the CSS sector, information relating to wait lists
and anticipated wait times for services is most often not readily available. Ensuring the listed
service is available when needed is a high priority. Following are the methods most commonly
used to get that information:

o > w b

Contact the HSP by phone, email, fax
Confirm the information during a telephone referral

CCAC has a wait list for Assisted Living and others

Wait list information is researchedont he HSP6s website

Distributed at various CSS tables.

It is recognized by CSS HSPs that wait lists are sequenced by priority needs, and the length of
time a client is on the wait list. Wait times are not always firm as agencies must wait until the

cur r ent sewites aemd ldrger required. Sometimes priority clients may move ahead on
the list.

6.4.4 What method does your agency use to find other organizations to

refer clients to?

When an HSP needs to find a CSS HSP to refer clients to, the following methods are used:

© ® N o g bk~ w NP
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211 Ontario

CCAC / Hospital Liaison Care Coordinators
Community contacts/knowledge/contact lists
Discharge Planners

Email

Family Health Teams

Fax

First Link program

Healthline

. Health Links

. Internal Contact Lists

. Internet Search

. Online community organizations

. Onsite directories / portals

. Ontario Association of Non-profit Homes and Services for Seniors

. Partner agencies
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17. PATH program (Red Cross)

18. Professional Contacts (Health Fairs etc.)

19. Social Workers

20. Telephone calls (usually as part of the telephone referral process)

21. Referral forms provided by other agencies

Many methods are used for locating community support services including a directory of
services, contact information, operating hours and wait lists.

6.5 Clinical Information Need

6.5.1 What information does your agency require from other
organizations in order to provide services?

During the focus group sessions, CSS providers repeatedly commented that having more client
information at the point of referral would have the following benefits:

A speed-up and assist in deciding whether to accept a client
A Dbetter care planning

A Dbetter service.

Survey respondents reported the following key types of information are required in order to
accept the client and provide the requested services.

What information does your HSP require from other HSPs in
order to provide service?

0 10 20 30 40

Assessmentrnu-n-d-ﬂ-’_’_’—l%

Medications / drug profile r | | | d 32
CCAC reports r | | d 31
Medical history r | | d 31
Patient demographics r | | d P9
Care plans r | | d 27
Discharge summaries r | | d 26

Other services provided ﬁ 25

Hours of service ﬁ 23
Consult reports # 21
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When the information needed is not readily available, an assessment is performed by the
receiving HSP.

A common issue is the lack of electronic data sharing within the Aboriginal, First Nation and
Métis communities. For those HSPs using an EHR, they use something different than the local
hospital, primary care providers and most other health care sectors.

Training on electronic systems is lacking or inconsistent, with staff left to figure out the system
on their own. Information Technology support is available for most communities but at a high
cost.

Additional information from Connecting Northern and Eastern Ontario Mobilization - Site Visit
Summary Report:

It was noted that medication/drug profile information is required by some CSS HSPs. ltis
noteworthy to mention that fAaccess to medice
organizations with the exception of Long-Term Care homes (post intake process). In most

cases, information primarily contained medications prescribed by the providers within the
organization. Providers fill in gaps as much as possible from discharge summaries and other
reports, based on the patiento6s owhledicatiatnount ,
information is important not only to those who may prescribe medications, but also to the
community sector in situations where providers assist clients by ensuring they are taking the

right medication at the right times. (page 22)

CNEO also noted in their r e poivdaCCAGrapbrtsanddichngt [
have access by any other means than by request (i.e. fax and mail). Some providers noted that
they receive CCAC initial reports occasionally but do not receive updates should the patient
continue recei vi (page ZBL AC fAsTehrev ibd ggg.edt chal l en:
seen as the fApolitical barrierso of getting
physicians who do not have direct access to
The CSS sector is not alone in terms of accessing hospital information.

6.6 Current investments in information and communication
technology

During the CSS focus group sessions, most agencies noted that they use internal systems to
track services provided and that they cannot communicate electronically outside their HSP. For
those without an electronic health record system, they use excel or a homegrown system that is
often cumbersome and involves a lot of manual processes. Many identified a concern about the
number of providers involved in client care, the number of different systems that are not
standardized with little to no coordination among agencies. This results in a great deal of
duplication of efforts, a significant amount of time looking for client information in a variety of
places and takes away time for direct care.
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Many continue to use manual systems for data collection and management including:

paper based charts

paper based assessments
faxing referrals

scanning documents.

v D>y >

Faxing information is a problem due to difficulty reading the faxed information and the concern
about data integrity was raised. The need for follow-up phone calls was also discussed as being
time intensive.

Within the Aboriginal, First Nation and Métis communities, for the most part, intake assessments
and client charts are paper based. For example, a small Meals on Wheels program serving eight

clients keeps track of the program in a binder.

required. A few transcribe their paper-based client intake and assessment data to an electronic
application, with a few moving to Nightingale (Nexia).

Many agencies are involved in some process of Information Management/Information Technology
(IM/IT) investigation to improve their practice or are in the process of moving to a new system to
support IM/IT. These agencies were either looking for something new, trying something new or
just about to transition to something new.

6.6.1 IT hardware and software

Availability of fundamental IT hardware including desktops, laptops, and printers is highly
dependent on the size of the HSP. Larger HSPs where there is an IT department have
reasonably up-to-date personal computer (desktops and laptops) hardware and office

software. Smaller HSPs often rely on donations of hardware or donations to procure personal
computers and office software. Hardware and software are often upgraded or replaced only after
they have gone beyond their normal lifespan.

6.6.2 IT Support

Except for the larger HSPs, most organizations have no built in IT support staff and rely on
program staff knowledge to solve on-site it IM/IT issues. Many express concern over the time this
takes. A few smaller HSPs outsource IT services at a significant cost and express a concern
about that taking financial resources away from direct client care. The larger HSPs that are
connected regionally, provincially or nationally, typically have IM/IT support. Ongoing IT/IM
funding for medium HSPs is a challenge.

6.6.3 Internet accessibility

Across the CSS sector, the vast majority of CSS HSPs have reliable and effective Internet
access. Upgrades are planned or in progress for a few remote areas, such as Wasauksing First
Nation on Parry Island, to increase the reliability and bandwidth of Internet access. Noojmowin
Teg Health Centre (Manitoulin Island and area) reports that connectivity at some of its eight
remote sites is poor, while at others connectivity is unpredictable. = Mnaamodzawin Health
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Services (Manitoulin Island and area) also reports that Internet service is not always available at
its sites.

Bandwidth and connectivity continues to be an issue in rural and remote areas. For example, one
HSP reported that staff must wait 15 minutes for their VPN to respond. This affects the ability to
use electronic equipment and systems in the field. There is a great deal of time wasted with
paper charting and then transcribing to an electronic system back at the office. Connectivity in
client homes prevents use of electronic charting in the field.

Another concern is that when staff is in the field they cannot be reached if there is a client
schedule change, for emergencies, or general awareness as to staff whereabouts.

6.6.4 Software Applications used in the CSS Sector

Agencies use a variety of software applications to support the various business processes
followed within their HSP. The following chart sumarizes the number of HSPs using a specific
software package to support a specific busines process.

Business Process Canesto / Goldcare | Meditech Nightingale
CIMS HR

Administrative/Management/
Regulatory Reporting

Upload to IAR
Electronic Health Record
Care History

Client Management
Payroll

Client
Demographics/Registration

Medical History
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Business Process Canesto / Goldcare | Meditech Nightingale
CIMS HR

Care Planning 7 3 1 1

Staff Scheduling and 5 2 1
Management

Charitable Donation 1 2
Management

1
|
I

Immunization Information

1
Client Disease Registry 2 1

Messaging with/to other 1
agencies

NE L HI N &sctoilCASTactical Plan for eHealth and ICT Page 45




Following are additional software packages used by CSS agencies:
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6.6.5

6.6.5.1

ABELMed

Accpac

AEM

Bell EMR

CiviCore

Coyote CaseWORKS

EMHware

Electronic Vision Rehabilitation Record (EVRR)
ezLabourManager

. Health Partner Gateway (HPG)
. Infor

. MAS 90

. Microsoft Dynamics - Navision
. Microsoft Dynamics GP

. NesdaTrak

. Parklane Simon

. Practice Solutions

. Proprietary Software

. Quadrant

. Quatro Pro

. Quickbooks

. Raiser's Edge

. RideScheduler

. RL Solution LMS

. Roxy Pirouette

. Sage Simply Accounting

. SRI

. Willow Tree Health

Please note that 14 Aboriginal, First Nation and Métis agencies are part of the

Giiwednong Health Linksi ni t i ati ve whi ch

i mpl ement

What software application do you use to support the following

processes?

Electronic Health Record

Not all CSS HSPs consider their client records to be health records, and even though they record
their client information into a system as part of the IAR assessment process, they do not always

consider the BRsysemim as Tawe fiEsearch

team has

received from focus groups and information available within the detailed survey responses to

determine if the HSP is using a system which can be used as an electronic health record. Based
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on this information, the following chart shows the distribution of electronic health records in use
by the CSS sector programs.

4 N
Electonic Health Record systems in use at CSS agencies
0 5 10 15 20 25 30 35
| [ [ [ [ [ [
No EHR ﬁ 33
Canesto / CIMS HR 11
Goldcare 5
Nightingale 5
IAR
& J

6.6.5.2 Additional EHR packages used within the CSS Sector include:

6.6.5.3

1.

1.

© N o g M w N

2
3
4
5.
6
7
8
9

Bell EMR

CAREWare

Coyote Caseworks
EMHware

Hospice InfoAnywhere
Navison

NesdaTrak

Willow Tree CMS

The following HSPs do not have an active EMR for their CSS:
Access Better Living Inc.
Alzheimer Society of Sault Ste. Marie and Algoma
Attawapiskat First Nation
Batchewana First Nation of Ojibways
Centre de santé communautaire de Kapuskasing
Chapleau Cree First Nation
Corporation Of The Township Of St. Joseph
Dokis First Nation

Eastholme

10. Elliot Lake Palliative Care Program
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11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24,
25.
26.
27.
28.
29.
30.
31.
32.
33.

6.6.6

F.J. Davey Home

Fort Albany First Nation

Kirkland and District Hospital

Magnetawan First Nation

Mamaweswen - North Shore Tribal Council

M'Chigeeng First Nation

Meals On Wheels (Sudbury) Inc.

Mississauga First Nation

Mnaamodzawin Health Services Inc.

Nipissing First Nation

Sagamok Anishnawbek

Shawanaga First Nation

Soins Palliatifs Horizon-Timmins Inc./Horizon-Timmins Palliative Care Inc.
Taykwa Tagamou Nation

Temagami First Nation

The Canadian National Institute For The Blind - Sudbury
Thessalon First Nation

Timmins Senior Citizens Recreation Centre

Victorian Order Of Nurses for Canada - Ontario Branch (SSM)
Wabun Tribal Council

Wahnapitae First Nation

Wasauksing First Nation

Wikwemikong Unceded Indian Reserve

Does your organization use a computer system that is owned or
managed outside your organization? (example: use of a hospital
information system)

CSS agencies that are part of a hospital, long-term care home or community health centre will
use some of the parent organization® network, computer systems (e.g. Meditech), but may not
use these systems to manage their clients.

CSS agencies use hosted services such as Assessment Entry Module (AEM). This CCIM
software is hosted by William Osler Centre for sites with no EHR so that they can enter their
assessments directly into the IAR database. Dr. H.S. Trefry Memorial Centre is one of the HSPs
that uses this hosted application.
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Two agencies providing palliative care services use a Hospice InfoAnyWhere application for their
electronic health record and related client management processes.

6.6.7 If you have an Electronic Health Record (EHR) for your client, do you
have the ability to search for a client on a single or combined set of
data elements (i.e. health card number, unique identifier, last name,
date of birth, visiting number, CPI, etc.)?

In order for client records (including EMR, EHR) to be more effective, there should be an easy
way to quickly find the correct client record. 43% of survey respondents report that their client file
is searchable. 43% of respondents reported that they do not have an electronic client file.

4 N
Searchable electonic health records

Do not have |  Can search

an electroni for client
record

43%

client recor

Cannot search

for client record
0,

14% )

-

6.7 Availability of ICT hardware

6.7.1 Do clinical staff in your organizations have easy access to
computers?

CSS agencies reported:
One computer for each staff member on shift (59%)
One computer shared by two staff members (15%)
26% of agencies report that a single computer is shared by more than 2 staff members

One HSP reported that staff working with clients do not have access to any computer
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\
Computer availability
//
y
1 computer > 2
staff
26%
1 computer/ 1
4 staff
1 computer /2 59%
staff 7
15%
J

6.8 Portable devices, videoconferencing and ONE Mail

6.8.1 Do clinical personnel use portable electronic devices (other than

telephone) while they are at client sites, or away from the home
office?

39% of survey respondents have indicated that staff use portable electronic devices while they
are at a client site or away from the home office. These portable electronic devices include:

A

A
A
A

Laptops
Smart phones / Blackberry
Tablets (i.e. using NesdaTrak software)

Internet sticks and hubs (i.e. portable internet accessibility for the Eye Van)
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Portable Device use

Do not use

- J

Other portable device comments include:

A 3 HSPs report that they are in the process of rolling out tablets and smart phones for their
staff.

A 1 HSP said that portable devices would be more efficient, but it currently does not have
the funds to deploy these devices.

A The 14 Aboriginal, First Nation and Métis agencies patrticipating in the Giiwednong Health
Link initiative identified that with portable electronic devices, staff will be able to enter
client data in the field and thus reduce the enormous amount of time front line staff have
to spend doing reporting.

A 1 of the Aboriginal, First Nation and Métis HSPs is using Dream Global which sends
messages to clients via telephone (provided by the CSS HSP) to remind them about
things like completing their exercises.

NE L HI N &sctorc/STactical Plan for eHealth and ICT Page 51




6.8.2 Would portable electronic devices provide benefits for clinical
personnel at client sites or while away from the office?
/ N
Would portable devices provide benefits?
 Will not
provide
benefits
31% will
provide
benefits
69%
- J

In order for portable electronic devices to be effective, Internet access must be reliable and fast.

Participants note many benefits of using laptops, tablets and smart phones, such as:

A

P S S S N N

Access to:
o client historical data
client record / EMR
RAI assessments from portal
calendars
care plans, medications etc.
client demographic and contact information
client vitals
o email and/or texts
Use in case of emergency
Potential for improved, real-time client communication between HSPs and caregivers
Performance improvement for recording assessments and documentation
Reduce risk for staff visiting clients
Reduction in client information errors
Tracking of client visits, and kilometers travelled
Up-to-date status information for wait lists.

O O O o0 o o
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6.9 Ontario Telemedicine Network (OTN)

6.9.1 Does your organization have access to OTN?

A 45% of sites report they have OTN.
A 33% report that an OTN site is available to them close by.
A 21% do not currently have access to OTN videoconferencing equipment.

OTN usage for CSS agencies

OTN s
N
not
available
22%
Have OTN
45%
OTN is available
33%
N\ J

Comments include:

A A couple of participants said that access to OTN is lacking.

A There is a growing need to use OTN for specialized services such as French language
psychiatrists.

A A few HSPs noted that the cost of OTN is prohibitive.

Based on the survey responses and a LHIN review of CSS-OTN units, it seems the data in this
survey response may be skewed. For instance, the participants may not have understood what is
meant by OTN videoconferencing. In 2011 the NE LHIN conducted a call for proposals to various
HSPs, including CSS, for a Telemedicine Nurse. More discussions can be scheduled with the
CSS sector regarding OTN, if this is a need.
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