
October 9, 2019 
 
Ms. Helen Angus 
Deputy Minister of Health  
Ontario Ministry of Health  
 
Dear Ms. Angus, 
 
Thank you for the opportunity to submit this application for the emerging Ottawa Health Team/Équipe 
Santé Ottawa (OHT/ÉSO). 
 
This application reflects the input of our client partners and our organizational partners. Our team 
includes partner organizations working across the continuum of care, including but not limited to, primary 
care, acute care, sub-acute care, long term care and affordable supportive housing, home and community 
care, community support, mental health and addictions support, palliative care, public health and social 
services. Eleven convening partners are responsible for advancing the OHT/ÉSO, including the effective 
engagement of multiple partners throughout our community. 
 
We are truly excited about the momentum that is building within our team. We are committed to re-
designing the health system to improve the client/patient and family experience, address urgent health 
system pressures, and keep people well and able to live in their communities. This application 
demonstrates the progress that we have made, the collective assets that we have to leverage and the next 
steps that we have planned.  
 
All OHT/ÉSO partners and collaborators have shared commitments, including the intent to evolve 
primary health care, mental health and addictions services and social services and supports, as a strong 
foundation of the health system operating in an integrated way with the rest of the health system. We are 
deeply committed to ensuring that all people in our community are supported to address health disparities 
and access quality services.  
 
We are prepared and excited about the potential to move forward with support from the Ministry of 
Health. 
  
Sincerely, 

 
 
 

Simone Thibault 
Executive Director 
Centretown Community Health Centre 
On behalf of the partners of the Ottawa Health Team/Équipe Santé Ottawa 
 
 
Encl. 
Full Application Form 
Excel Spreadsheet  
Overview of OHT/ÉSO 
Collaboration Commitment Letter  
Digital Health Summary 
   
 



Le 9 octobre 2019 
 
Madame Helen Angus 
Sous-ministre de la Santé 
Ministère de la Santé de l’Ontario 
 
Madame, 
 
Merci de nous donner la chance de présenter notre demande pour la création de l‘Équipe Santé 
Ottawa/Ottawa Health Team (ÉSO/OHT). 
 
Cette proposition est le fruit de consultations avec nos clients et organismes partenaires. Notre équipe est 
composée d’organismes œuvrant dans le domaine des soins, entre autres dans les soins primaires, les 
soins actifs, les soins pour affections subaiguës, les soins de longue durée, les logements abordables en 
milieu de soutien, les soins à domicile, les soins communautaires, le soutien communautaire, la santé 
mentale, la toxicomanie, les soins palliatifs, la santé publique et les services sociaux. Onze partenaires 
sont ainsi réunis pour faire avancer l’ÉSO/OHT et mobiliser toutes sortes de collaborateurs à l’échelle de 
la communauté. 
 
Nous sommes exaltés par l’élan qui anime notre équipe et sommes résolus à participer à la démarche de 
restructuration du système de santé qui vise à améliorer l’expérience des patients, des clients et des 
familles, à désengorger le système de santé et à assurer la qualité de vie des clients et les aider à rester 
dans leur communauté. Notre demande reflète les progrès que nous avons accomplis, les atouts dont nous 
devrons tirer parti et les prochaines étapes que nous avons prévues. 
 
Les partenaires et les collaborateurs de l’ÉSO/OHT ont les mêmes objectifs. Parmi eux, le désir de faire 
évoluer les soins de santé primaires, les services en santé mentale et en toxicomanie et le soutien et les 
services sociaux, pour qu’ils deviennent les assises d’un système en phase avec le reste du système de 
santé. Nous sommes profondément déterminés à assurer un soutien à tous les membres de notre 
communauté pour lutter contre les disparités en santé et améliorer l’accès à des services de qualité. 
 
Nous sommes prêts, et stimulés par l’idée d’aller de l’avant avec le soutien du Ministère de la Santé. 
  
Cordialement, 

 
 
 

Simone Thibault 
Directrice générale 
Centre de santé communautaire du Centre-ville 
Au nom des partenaires de l’Équipe Santé Ottawa/Ottawa Health Team 
 
Ci-joints 
Formulaire de demande détaillée  
Tableur Excel  
Aperçu de l’ÉSO/OHT 
Sommaire numérique de la santé 
Lettre d’engagement de collaboration  
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Ottawa Health Team/Équipe Santé Ottawa  
Vision 
People are healthy, well and supported to live in the community  

Mission 
The OHT/ESO works to: 

o ensure people have equitable access to high quality care and support when and where they need it 
o ensure people have the best possible experience as they access and receive health care and supports 
o improve the experience and work life of providers and staff striving to provide quality care and support 
o establish the conditions that support health and create healthy communities 

Commitments 
The commitments, endorsed by all partners, will guide the work of the OHT-ESO. These commitments will continue 
to evolve as partners work collaboratively together. 

1. Focus on keeping people, well and supported to live in the community 
2. Focus on the whole person and family within their context  
3. Address barriers to health (e.g., social determinants) 
4. Evolve primary health care, as well as community and social services and supports, as strong foundations of 

the health system  
5. Ensure coordinated care, seamless transitions for clients/patients and families  
6. Expand access to inter-professional and inter-sectoral team-based care for clients with complex needs 
7. Share leadership and advance collaborative governance relationships 
8. Engage clients/patients, families and providers in our work  
9. Work with and for Francophone and Indigenous populations to address health disparities and provide 

quality services, while working to address the unique health needs of all equity seeking groups.   
 

Assumptions  
The OHT-ESO assumptions reflect both the expectations of the MOHLTC and the commitments made by partners.  

1. Providers will have a strengths-based, people-centred approach to care that is responsive to the goals of 
individuals and their families  

2. People will have access to their own health care information and know what to expect at each step of their 
care journey 

3. Health care information will be shared in a timely manner between providers to facilitate better care  
4. People will have access to care coordination and system navigation support when they need it 
5. Primary care providers will have streamlined access to care coordination and interprofessional and 

intersectoral team-based care for people with medically and socially complex needs 
6. People will experience seamless care and warm hand-offs from providers who work together as a team 
7. Care will be provided in community settings, where possible, including the use of virtual care 
8. People will have support for health literacy and self-management  
9. Providers will measure and report on people’s experience of receiving integrated care and support. 
10. Real change will require meaningfully engaging and partnering with – and being driven by the needs of – 

people that require care and support and the broader community.  
11. Clinicians and front-line providers must be meaningfully engaged in the process of identifying solutions to 

health system challenges 
12. Addressing urgent health system pressures will ultimately improve the health system for everyone and 

ensure its sustainability  
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Partners  
 
The following convening partners are responsible for advancing the OHT, including the effective engagement of 
multiple other partners throughout the community:  
 

1. Ottawa Community Health Centre (CHC) Collaborative, which includes the Carlington CHC, Centretown 
CHC, Pinecrest Queensway CHC, Sandy Hill CHC, Somerset West CHC and South East Ottawa CHC 

2. Ottawa Inner City Health, Inc.  
3. Carefor Health and Community Services 
4. Bruyère Continuing Care 
5. The Ottawa Hospital  
6. Ottawa Public Health  

 
All partners have signed onto the OHT/ÉSO commitments. Some partners have not yet signed off on the application.  
 

1. Amethyst Women's Addiction Centre 
2. Bruyère Continuing Care 
3. Canadian Mental Health Association Ottawa 
4. Carefor Health & Community Services  
5. Carlington Community Health Centre 
6. Centretown Community Health Centre 
7. Champlain Hospice Palliative Care Program 
8. Champlain Region Family Council Network 
9. Champlain Region Solutions 
10. Community Midwives of Ottawa 
11. Cornerstone Housing for Women 
12. Counselling and Family Service Ottawa  
13. Coordinated Access 
14. Crossroads Children’s Mental Health Centre 
15. Dave Smith Youth Treatment Centre 
16. Eastern Ottawa Resource Centre 
17. Empathy House  
18. Family Services Ottawa 
19. Greenboro Family Medicine Centre  
20. Health Links  
21. Hospice Care Ottawa 
22. Jewish Family Services of Ottawa 
23. John Howard Society 
24. Lowertown Community Resource Centre 
25. Meals on Wheels Ottawa 
26. Nepean Rideau Osgoode Community Resource 

Centre 
27. Olde Forge Community Resource Centre 
28. Options Bytowne 
29. Orléans-Cumberland Community Resource Centre 
30. Ottawa Community Immigrant Services Organization 
31. Ottawa Inner City Health, Inc. 
32. Ottawa Paramedic Service 
33. Ottawa Public Health  

34. Ottawa Salus 
35. Ottawa West Community Support 
36. Pinecrest Queensway Community Health 

Centre  
37. Regional Geriatric Program of Eastern 

Ontario 
38. Rideauwood Addiction & Family Services 
39. Rideau Rockliffe Community Resource 

Centre 
40. Royal Ottawa Hospital 
41. Rural Ottawa South Support Services 
42. Sandy Hill Community Health Centre 
43. Salvation Army Ottawa Booth Centre 
44. SE Health 
45. Serenity House 
46. Sobriety House  
47. Somerset West Community Health Centre 
48. South-East Ottawa Community Health 

Centre 
49. The Bess and Moe Greenberg 

Family Hillel Lodge  
50. The Dementia Society of Ottawa & Renfrew 

County 
51. The Good Companions Seniors’ Centre 
52. The Ottawa Hospital 
53. The Perley and Rideau Veterans’ Health 

Centre 
54. Upstream Ottawa 
55. Vanier Community Service Centre 
56. Vesta Recovery Program for Women Inc. 
57. Vista Cente Brain Injury Services 
58. Wabano Centre for Aboriginal Health 
59. Western Ottawa Community Resource 

Centre 
 

 



 
 

Ottawa 

October 9th, 2019 
 

 
 

To : 
Ministry of Health 
Toronto, ON 

 

 
COMMITMENT TO COLLABORATE 

 

ENSURING THE SUCCESS OF ONTARIO’S NEW OHT SYSTEM IN EASTERN ONTARIO 

 
Since the announcement of the Government of Ontario’s Ontario Health Team process, we have worked 
closely together to make sure our efforts are connected, effective and reinforce the government’s goals. 
Since the July 17, 2019 start of the Full Application process, ÉSO de l’Est d’Ottawa/Ottawa East OHT, Kids 
Come First Health Team / Équipe Les Enfants Avant Tout and Ottawa Health Team/Équipe Santé Ottawa 
have met on a regular basis to co-ordinate our efforts. We commit to our region’s population and 
providers that we will continue to collaborate to advance the Government of Ontario’s agenda of 
improving patient care, experience and outcomes through better, faster and more connected care for 
clients/patients. To this end, we commit to: 

 
 Continuing to plan together to avoid duplication of effort and resources. 

 Ensuring that attribution of populations does not in any way limit or restrict client/patient 
choice and care across partner teams. 

 Coordinating public communications in both English and French as much as possible so the 
public can well understand the emerging system. 

 Streamlining engagement and co-ordinating planning processes (as much as possible) for 
individual providers, clients/patients/families/caregivers, and agencies, including the Indigenous 
and francophone communities as well as other health equity groups. 

 Developing mechanisms to ensure seamless transitions between health teams. 

 
------------------------------------------------------------------------------------------------------------------------------------------ 

ENGAGEMENT À COLLABORER 

ASSURER LE SUCCÈS DES NOUVELLES ÉQUIPES SANTÉ ONTARIO DANS L'EST DE L'ONTARIO 
 

Depuis l'annonce du processus d'Équipe Santé Ontario du gouvernement de l'Ontario, nous avons 
travaillé en étroite collaboration pour nous assurer que nos efforts sont reliés, efficaces et renforcent les 
objectifs du gouvernement. Depuis le début du processus de soumission complète le 17 juillet 2019, ÉSO 
de l’Est d’Ottawa /Ottawa-Est OHT, Équipe Les Enfants Avant Tout / Kids Come First Health Team et 
Ottawa Health Team/Équipe Santé Ottawa se sont rencontrées sur une base régulière pour coordonner 
nos efforts. Nous nous engageons envers la population et les fournisseurs de soins de notre région à 
continuer de collaborer pour faire progresser le programme du gouvernement de l'Ontario visant à 



améliorer les soins, l'expérience et les résultats des patients grâce à des soins améliorés, plus rapides et 
plus branchés pour les patients. À cette fin, nous nous engageons à : 

 
 Continuer à planifier ensemble afin d'éviter le dédoublement des efforts et des ressources, 

 Veiller à ce que l'attribution des populations ne limite ni ne restreigne en aucune façon le choix 
et les soins des clients/patients dans les équipes partenaires. 

 Coordonner autant que possible les communications publiques en français et en anglais afin que 
le public puisse bien comprendre le nouveau système. 

 Assurer un processus d’engagement simplifié, et coordonner autant que possible nos efforts de 
planification, en particulier pour les prestataires individuels, les clients/patients/familles/leurs 
proches et les autres organismes, y compris les communautés autochtones et francophones 
ainsi que d'autres groupes visés par l'équité en santé. 

 Élaborer des mécanismes pour assurer une transition harmonieuse entre les équipes de santé. 
 

 
 
 
 
 
 
 

Alex Munter Dr. Bernard Leduc Simone Thibault 

President & CEO, CHEO CEO, Hôpital Montfort CEO, Centretown Community Health Centre 
 

Lead reps for each of the collectives 
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2 Introduction 

The Ontario Ministry of Health developed the Digital Health Service Catalogue in collaboration with 

provincial digital health delivery organizations and released it to Ontario Health Team (OHT) applicants 

on Aug. 23, 2019. It was designed to assist OHTs with understanding the digital health landscape in the 

at the provincial level, laying out digital health assets and infrastructure services that are provincially 

available for use by all OHTs. 

 

This Digital Health Service Catalogue – Champlain Regional Supplement builds on this catalog by 

identifying both (i) additional digital health assets in use by a number of organizations or across sectors 

within the region, and (ii) specific implementations of the provincial assets within the region. This 

Supplement does not restate the provincial assets unless there is additional information relevant to the 

region of which OHT applicants should be aware. 

 

Categorization and description of the regional DH assets follows the same categorization as applicable as 

well as the descriptive format used in the Provincial Service Catalogue.  
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3 Provincial Clinical Data Assets 

Category Description 

Ontario maintains a series of provincial data repositories containing important patient records and 

digital health information. These repositories include historic as well as current data from care and 

diagnostic settings across the province. (DH Service Catalogue p.4) 

Detailed information about the ConnectingOntario CDR and Viewer may be found in the Provincial 

catalogue. The following provides relevant local detail. 

 

3.1 ConnectingOntario Acute and Home Care Clinical Data Repository 

Description: Additional information relevant to OHTs in the Champlain region: 

 All Champlain regional hospitals contribute acute care episode data to the ConnectingOntario 

Clinical Data Repository (CDR); 

 All Home and community Care data, including patient assessments, home care services and 

the Coordinated Care Plan from CHRIS are contributed to the CDR; 

 Access to the CDR is via the ConnectingOntario ClinicalViewer in the region. 

 Hospital staff or HCC staff may access the ClinicalViewer using their local federated identity 

(single sign on) application such as their Hospital Information System of CHRIS.  

 Physicians (primary care or specialist, family health team, CHC or solo practitioners) should 

approach OntarioMD for access credentials using the provincial NE ID sign on technology. 

Service Owner:  

 eHealth Ontario 

End Users: 

 Physicians (primary care and specialists) 

 Physiotherapists 

 Physiotherapy Assistants 

Sector(s) Served: 

 Acute Care 

 Complex continuing care 

 Home and Community Care 

 Paramedic and EMS 

 Mental Health and Addictions 

 Primary Care 

 Specialists 

 Long Term Care 

Requirements and Rationale 

The Provincial repositories provide an integrated source and consolidated view of all patient’s recent 

acute, home care and diagnostic interactions.   
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4 Patient-Facing Services and Programs 

Category Description 

Public-facing services and programs, also called ‘Digital Self-Care’ in the main Catalogue encompasses 

digitally enabled self-management support and symptom/vital sign monitoring. 

 

4.1 Tele-Rehab using Jintronix Software 

Description:  In-home tele-rehabilitation services are provided through in-home deployment of Jintronix 

software, supporting hardware and wireless internet services. Currently being used for post-stroke 

rehab (although exercise exist for other conditions), the installation walks patients through an assigned 

program of exercise designed by the Physiotherapist while tracking their progress using 3D sensor 

technology. Not only are the uses of the system tracked, but the results (patient uses, success rates) are 

provided to the remote PT who may increase the intensity of the exercise or assign additional exercises.  

Service Owner:  

 Champlain LHIN Home and Community Care 

End Users: 

 Patients 

 Physiotherapists 

 Physiotherapy Assistants 

Sector(s) Served: 

 Acute Care 

 Home and Community Care 

Requirements and Rationale 

The Jintronix software is a health Canada approved therapy rehab application. Uses to date by 

participants in the post-stroke in-home rehab program have demonstrated increased compliance and 

frequency of use with their assigned exercise programs.   

 

4.2 Virtual Visits 

Description:  Virtual visit technology allows patients and Health Service Providers to participate in 

secure clinical video visits at a telemedicine studio or directly at home through a patient’s own personal 

computer, tablet or smartphone.  

Information of relevance to Champlain region OHTs: 

 The Ontario Telemedicine Network (OTN) provides virtual visit services in the region, available 

extensively in a number of equipped telemedicine studios. Physicians are compensated when 

they use this service. 

 Clinicians may also use OTN to complete in-home virtual visits however, Champlain physicians 

are not yet (2019-09-01) approved to be compensated for these visits. 
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 While a number of pilots have been completed or are underway, no single technology has been 

identified as a target in-home virtual visit technology in Champlain.   

o Current uses or pilots of OTNinvite technology to the home in the region include 

 Wound Care – the TOH Limb Preservation Clinical would specialists are using 

OTN Personal Video Conferencing to  asses complex wounds in community 

nursing clinics and in home care settings where there is a home care nurse 

present. 

 Care Coordinators are using OTN Personal Video Conferencing to visit patients 

in their homes. 

o Pilots of other technologies in the region include: 

 Aetonix aTouchAway – used for Health Links care coordination visits and more 

recently for chronic disease management 

 

 OHTs may work with OTN to select and standardize a videoconferencing technology for use by 

the OHT through their ‘Partner Video Proof-of-Concept’ project (see Catalogue p. 26). 

 

Service Owner:  

 OTN 

End Users: 

 Patients 

 Service Providers (clinicians) 

Sector(s) Served: 

 Acute Care 

 Home and Community Care 

 Primary Care 

 Specialists 

Requirements and Rationale: 

The provincial virtual visit program is recommended for use by OHTs interested in enabling patients with 

digital access to health service providers. 

 

4.3 Home Care On-line Self-Screener and eReferral 

Description:  Patients, family or clinicians can complete an InterRAI Preliminary Screener (with simplified 

wording for non-clinician use) to assess their eligibility for home care services. In addition to the 

assessment, this may be submitted on-line with patient contact information to begin the full home care 

of community services intake process. 

Service Owner:   

 Champlain LHIN Digital Health  

End Users:   

 Patients 
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 Family members 

 Primary care of other physicians 

Sector(s) Served:   

 Home and community care 

 Community Support Services 

Requirements and Rationale:   

Patients, support family members or clinicians are empowered to self-assess and determine if the 

potential patients are likely to qualify for home care services. Those at lower acuity levels may be 

identified and referred to community support services agencies. The on-line tool provide a more 

efficient mechanism for triaging incoming referrals between Home and Community Care services and 

community support services. 
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5 Provider Facing Tools, Services and Programs 

Category Description 

Provider facing tools are those clinical or patient information systems used by one or more sectors in the 

health care system. 

 

5.1 eNotification in the Champlain Region 

Description:  eNotification provides near-real time notification when active patients present at an 

emergency department, are admitted or discharged from an acute care facility, or are seen by EMS. This 

notification information is made available to Home and Community Care staff and to Primary Care 

practices who have registered to use OntarioMD’s Health Report Manager platform.  

Across Champlain a total of 15 hospitals have implemented eNotification, with one more in progress: 

 Pembroke Regional Hospital 

 Renfrew Victoria Hospital 

 St. Francis Memorial Hospital 

 Arnprior Regional Health 

 Carleton Place District Hospital 

 Queensway Carleton Hospital 

 Kemptville District Hospital 

 The Ottawa Hospital 

 University of Ottawa Heart Institute 

 Bruyere Continuing Care 

 Montfort Hospital 

 Winchester District Memorial Hospital 

 Glengarry District Memorial Hospital 

 Cornwall Community Hospital 

 Hawkesbury General Hospital 

 Children’s Hospital of Eastern Ontario (in progress) 

Service Owner:   

 Health Shared Service Ontario 

 OntarioMD (for Primary care extension by Health Report Manager) 

End Users:   

 Care coordinators (or other community providers) 

 Physicians 

 Home care service provider schedulers 

Sector(s) Served:   

 Home and Community Care care coordinators 

 CSS agencies (see more below) 

 Primary Care or Specialist clinicians 
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Requirements and Rationale:   

Having information about recent hospital visits may allow Home and Community care staff to prevent 

missed home visits, to rapidly follow-up with patients after an episode, or make alternations to the 

home care required by the patients after return from an ED visit or hospital stay.  Primary Care clinicians 

receiving the notifications may also consider this determining appropriate ongoing care for their 

patients. 

 

5.2 Community Support Services – Client Information System 

Description:  Across the Champlain region 48 Community Support Services (CSS) Agency, Community 

Resource Centres (CRCs), and Hospices use a single Client Information System. It is also used for 2 cross-

agency programs. This system, AlayaCare’s CIMS HR5 provides client records, client assessment 

(InterRAI-CHA or Community Health Assessments), staff scheduling, client billing and provincial 

standardized MIS reporting capabilities. CIMS has also been tied in with other systems (described 

further below) to provide eNotification and Client Summary reports to these sectors. 

This system is available to other Community agencies who wish to use the functionality. 

Service Owner:   

 Champlain LHIN CSS Shared Services Operations Team 

o Contact: SSOTeam@lhins.on.ca  

End Users:   

 Care Coordinators 

 Community service delivery staff 

 Community service volunteers (e.g. drivers, 

 Agency management and administration staff  

Sector(s) Served:   

 Community Support Services 

 Home and community care 

 Hospices (residential and in-home) 

Requirements and Rationale:   

The Shared Services operated Client Information system provides a fully-featured yet inexpensive option 

for community agencies operational needs. Furthermore, tie ins with other systems (described below) 

provide increased integration of community information, access to hospital notifications, and access to 

standardized regional and provincial reporting. 

 

5.3 Community Data Store and Client Summary Reports 

Description:  Client and related community service information may be contributed by the CSS agencies 

to the regional Community Data Store for assembly into a single summary report encompassing all 

community and home and community care (from the provincial CHRIS). These reports are updated and 

mailto:SSOTeam@lhins.on.ca
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delivered to the participating agencies on a weekly basis using a secure file distribution mechanism to all 

participating agencies. 21 Agencies currently (2019-09-01) participate in the program as well as the LHIN 

HCC organization. 

Currently this is available to Shared Service Operation CSS agencies but a pilot is underway to finalize an 

access mechanism for non-SSO community agencies. Additional information will be provided as this 

work progresses. 

Service Owner:   

 Champlain LHIN CSS Shared Services Operations Team 

o Contact: SSOTeam@lhins.on.ca  

End Users:   

 Care Coordinators 

 Community service delivery staff 

 Community service volunteers (e.g. drivers, 

 Agency management and administration staff  

Sector(s) Served:   

 Community Support Services 

 Home and community care 

 Hospices (residential and in-home) 

Requirements and Rationale:   

The ability to see a full, integrated view of all home care and community services for clients is important 

to the ongoing support for patients. Acute care and primary care decisions may be influenced by the 

availability of (or identified need for) ongoing service in the home.   

 

5.4 Community Support Services eNotification Extension 

Description:  eNotification from hospital to community and primary care has been implemented by 15 

hospitals across the Champlain region. CSS Agencies who participate in the Community Data Store and 

Summary reports may also receive daily hospital eNotification reports about their patients. These 

reports provide information about emergency department visits (registrations, discharges) and hospital 

in-patient admissions and discharges from the previous 24 hours.   

Service Owner:   

 Main eNotification service – Health Shared Service Ontario 

 Community extension - Champlain LHIN CSS Shared Services Operations Team 

o Contact: SSOTeam@lhins.on.ca  

End Users:   

 Care Coordinators 

 Community service delivery staff 

 Agency management and administration staff  

mailto:SSOTeam@lhins.on.ca
mailto:SSOTeam@lhins.on.ca
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Sector(s) Served:   

 Community Support Services 

 Home and community care 

 Hospices (residential and in-home) 

Requirements and Rationale:   

Having information about recent hospital visits may allow CSS agencies to prevent missed home visits or 

other services (e.g. meals delivery, non urgent drives) or make alternations to the care required by the 

clients after return from an ED visit or hospital stay.  

 

 

5.5 Electronic Patient Referral (eReferral) - Ocean 

Description:  An eReferral in an electronic communication that enables the related referral process 

through the transfer of patient information among providers to support the patient across the 

Continuum of care. eReferral helps to address the challenges of fragmentation across a high number of 

disconnected systems that make it difficult to share information (Catalogue p. 37). 

In the Champlain Region, the Ocean platform has been chosen for Primary Care eReferral and is 

currently in the process of deployment. The Ocean platform provides a referral ‘toolbar’ which 

integrates into compatible primary care EMRs (Telus Practice Solutions, Accuro, OSCAR)  which allows 

the EMR user to select the target referral service and pre-populate the appropriate referral form with 

the relevant patient information. 

At this time (2019-09-01) Ocean eReferral has been deployed or is planned for the following care 

pathways: 

 ISAEC low-back pain rapid access clinics 

 Other MSK Central Intake - Foot/Ankle, Shoulder, Knee (non-replacement) 

 Cognitive Behavioural Therapy through IASP (Increasing Access to Structured Psychotherapy)  

central intake based at The Royal Ottawa Hospital 

 Hip/Knee replacement central intake (in progress) 

 The Royal Ottawa Mental Health services Central Intake (in progress) 

 Home and Community Care (in development) 

 MRI Central Intake (planned) 

 Other Diagnostic Imaging services (planned) 

The Ocean toolbar has been deployed to 55 Primary Care clinics (as of 2019-07-19) with 135 staff 

enabled for Ocean eReferral. 

Service Owner:   

 System Coordinated Access Program – eHealth Centre of Excellence 

 Champlain LHIN Digital Health for local deployment 

o Contact: Champlain_eReferral_Team@lhins.on.ca  

End Users:   

mailto:Champlain_eReferral_Team@lhins.on.ca
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 Primary Care providers (MDs and Nurse Practitioners)

 Practice referral clerks

 Specialists (recipients)

 Central intake organizations

Sector(s) Served:  

 Primary Care

 Diagnostic Services

Requirements and Rationale:  

Simplified and consistent eReferral will provide more efficient, simplified and accurate transfer of 

patient and tracking of referral progress and wait times for some services throughout the region.  Using 

the embedded Ocean toolbar with service-specific forms will ensure more appropriate referrals and 

information.  

5.6 Electronic Patient/Client Referral in the Community - Caredove 

Description:  

The Caredove eReferral platform has been adopted by 40 CSS agencies and the LHIN Home and 

Community Care (for limited programs) across the region to receive referrals. Using the online platform, 

users (patients/family, other CSS users, hospital discharge planners, primary care practices, etc.) may 

select a community service, determine the provider(s) of the service in a given region based on the 

patient, and send a referral for the service including, if desired, booking the initial telephone intake 

appointment with the agency.  

Service Owner:  

 Champlain Community Support Services Network

o Contact: jwatt@ccsn-rscc.org

End Users: 

 CSS Agency staff

 Home and Community Care Information and Referral Staff, Care Coordinators

 Patients/Family

 Primary Care practice staff (physicians, nurse practitioners, referral clerks)

Sector(s) Served:  

 Community support services

Requirements and Rationale:  

The ability to identify available community services available to a patient and the most appropriate 

community service provider is important in ongoing care of patients, particularly frail seniors or those 

with chronic conditions. The Caredove software-as-a-service platform enables this in an easy to use 

visual style. 

mailto:jwatt@ccsn-rscc.org
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5.7 eConsult - Champlain BASE Regional eConsult Service 

Description:  eConsult is a secure web-based tool that allows physicians or nurse practitioners timely 

access to specialist advice for all patients, often eliminating the need for an in-person specialist visit. 

This service has been established and evolved in the Champlain Region since 2010, primarily supported 

by local specialists and resources in the region.  It is part of the broader Ontario eConsult program (led 

by the provincial eConsult Centre of Excellence) which also includes the OTN-based eConsult service 

(Catalogue p. 49, 50). 

Currently the BASE eConsult service supports: 

 131 specialties 

 251 specialists 

 1676 registered primary care physicians 

Service Owner:   

 eConsult Centre of Excellence at The Ottawa Hospital 

o more info available at:  econsultsupport@lhinworks.on.ca    or eConsultCOE@toh.ca  

End Users:   

 primary care physicians 

 primary care nurse practitioners 

Sector(s) Served:   

 Primary care 

 Specialist care 

Requirements and Rationale:   

The use of eConsult services has been shown to improve the patient experience, reducing the time for 

consults and reducing the need for specialist visits. It has reduced the cost of the health care system 

through a demonstrated reduction in the number of in-person specialty referrals required. The BASE 

eConsult platform continues to lead the province in both number of available specialties and volume of 

eConsults. 

 

5.8 Falls Screening using QTUG© Technology 

Description:  Falls by seniors present a significant cost to the health care system each year using a 

significant amount of resource to teat patient in emergency departments and in patient (including repair 

of associate hip or other fractures, rehabilitation, etc.) The QTUG (Quantitative Timed Up and Go) uses 

patient mounted sensors communicating with a Tablet to accurately assess a patients likely to 

experience a fall, determine a ‘falls risk score’. The QTUG devices are easy to use, can be operated by 

trained, available non-professional staff (physiotherapists are not required as they are for a manual TUG 

test) and a broad screening program can be easily established. 

The technology was evaluated in 2018/19 with screening of over 1500 patients over 65 years of age and 

demonstrated that 62% or those screened were not aware of their falls risk (high or very high) and that 

mailto:econsultsupport@lhinworks.on.ca
mailto:eConsultCOE@toh.ca
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42% were surprised by their scores and 85% would follow-up with their physician or enter a falls 

prevention program. 

There are 24 QTUG devices available for loan within the region, along with full program patient and 

physician materials, for health services providers or community service providers to institute a falls 

screening program 

  

Service Owner:  

 Champlain LHIN Shared Service Operations 

End Users: 

 Patients 

 Screening staff (trained non-professionals) 

 Physiotherapy Assistants 

Sector(s) Served: 

 Community Care 

 Home and Community Care 

 Primary care (e.g. Community Health Centres) 

 Public Health 

Requirements and Rationale 

The financial business case for falls screening demonstrates a very high return on investment as the 

prevention of falls and diversion of even a relatively small number of seniors will have a large impact on 

hospital resource usage.  
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6 Administrative and Technical Tools, Services and Programs 

Category Description 

Administrative tools are used to collect and report on program information, allowing ongoing evaluation 

of health service efficacy and efficiency. 

6.1 Champlain Business Intelligence Data Warehouse and Reporting tools 

Description:  A business intelligence (BI) data warehouse has been established to capture and 

consolidate service usage and cost information from a range of health service providers across the 

Champlain region. Reporting tools, canned reports, subscription reporting services are available on a 

regular and upon request service. The data warehouse may be used for program evaluation and/or 

health service and program planning 

To date the BI data warehouse has encompassed: 

 Home and community care patient and service information

 Community support services information

 Acute care information from all regional hospitals for Health Links patients

Service Owner:  

 Champlain LHIN Business Intelligence Team

o Contact: champlain-business-intelligence@lhins.on.ca

End Users: 

 HSP program evaluators

 Health service program planners

 Home and Community Care management staff

Sector(s) Served:  

 Home and community care

 Community support services

 Acute care

Requirements and Rationale:  

All OHTs will required an integrated database of health care patient, service usage and performance 

information for ongoing program evaluation, OHT performance assessment, and quality improvement. 

Ideally this will be an integrated database of health data across all OHT service sectors. The current BI 

data warehouse may be used to form the core of an OHTs planning warehouse and extended to 

incorporate all OHT participating organizations and their data. 

mailto:champlain-business-intelligence@lhins.on.ca
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