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IN THIS ISSUE Sharmg the Vision

ACCOMPLISHMENTS

®m The CCeH Program is en-
abling seamlessly integrated
community-based care r

CCEH STANDARDS —REACHING
THE SUMMIT

m CCeH standards receive
OHISC Tier 3 approval

Continuing Care e-Health

Program
Seamlessly Integrated Community-Based Care

THE WATERLOO WELLINGTON
CIAT IMPLEMENTATION

e are

implementing
® A Model of Success OC projects across
our sector: in the CCACs,
Community Mental
Health & Addictions
organizations, Home
Care and Community
e-REFERRALS & ACCESS Support Services agencies
TRACKING and Long-Term Care
Homes. With implementation have come many milestones and achievements. For a
list of our achievements to date, please have a look at page 2.

There has been great interest in our Program, both in terms of our projects and

LIVING THE RAI

® Cummer Lodge reflects on the
benefits of RAI -MDS 2.0

® |mproving the referral process
in mental health and community

support services ¢ ; rograt
the services we can provide to e-Health initiatives. The Program has produced a
FALL 2007 LAUNCHES NEW new brochure entitled, Continuing Care e-Health Program, Seamlessly Integrated
INITIATIVES FOR CMH CAP Community-Based Care. The brochure outlines our vision and strategic objectives

for e-Health and the ensuing benefits for the Continuing Care sector. It also
gives readers a quick rundown on what our projects are designed to do and
how health care providers can relate to them in an easy to read format. You can

m CMH CAP readies itself for
Phase 2

download a copy at our web site, www.eHealthOntario.ca or you can e-mail us at
CCeHealthCommunications@ontario.ca to order copies. For more information on
the individual CCeH projects, you can also download their profiles from our web site.

CONTACT US

If you have any questions or comments we’d love to hear from you! Please contact us at

CCeHealthCommunications@ontario.ca

Continuing Care e-Health
Enabling One Person One Record
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Accomplishments

e have been working closely with many Continuing Care associations and providers,

and in partnership with key stakeholders such as the Ontario e-Health Program,

the Ministry of Health and Long-Term Care, the Ontario Association of Community
Care Access Centres (OACCAC) and Smart Systems for Health Agency (SSHA). The Continuing Care

e-Health Program is proud of its accomplishments outlined in the table below:

. Continuing Care e-Health

Seamlessly Integrated Community-Based Care Is Helping Ontarians With...

5 -~ N
‘ Common Intake Assessment Tool * Brings together assessment and demographic information
b * Developed by Continuing Care e-Health for CCACs * Standardizes and unifies intake practices
* Nine of 14 CCACs will use CIAT by Fall 2007 * Gathers and transfers data quickly
o

Resident Assessment Instrument Tool RAI-MDS 2.0

* 159 Long-Term Care Homes implementing the tool 8¢ assessment approach

* LTCH CAP receives Award of Merit for Quality Services from Public
Service Quality Fair

8
* Delivers a common assessment approach that involves and coordinates the

entire care ream
* Aids critical thinking and better analysis of Resident strengths and care needs

Long Stay Assessment Software * Rich clinical data for better planning and benchmarking

* 100% of CCAC:s are using the software * Automated management of assessments

* Over 200,000 assessments annually * Decreased time for re-assessments

e-Referrals & Access Tracking * Improves the quality of information collected and shared

« First referral launched December 2006 * Tracks and measures service delivery wait times

* Mental Health & Addictions Pilot goes live Fall 2007 * Reduces processing times

* Service Providers Pilot implements Fall 2007 * Mitigates risk of transcription errors

Common Data Set - Mental Health * Enhances program accountability

* Over 350 Community Mental Health programs submitting standardized * Demonstrates system reach, effectiveness and outcomes
clinical and administrative data * Contributes to program evaluation

Management Information Systems

. fe . e . * Allows performance measurements and benchmarking
IOO%.OFCCACS and Community Mental Health and Addictions agen * Integration into existing reports and indicator tools meets national and
are using MIS/OHRS

. . N L. provincial reporting requirements
. g?;ﬁgggggscs;;rﬁ:;ﬁ;ﬁ f;ﬁ:ﬁzxﬂgﬁﬁé%gﬁ?ﬁﬁzgﬁ M« Demonstrates efficiencies and implements best practices in operations

Supported by Security and Privacy Framework & Approved Province-wide standards

Visit us at: Continuing Care e-Health - www.eHealthOntario.ca

Continuing Care e-Health
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CCeH Standards —Reaching the Summit

r I Yhe Continuing Care e-Health
(CCeH) standards were the first
sector-driven standards to be

granted Tier 2 approval by the Ontario

Health Informatics Standards Council

(OHISC) in May 2006. Since that

important milestone for the Continuing

Care e-Health Program and all its projects,

the Standards Team has not been resting on

its laurels.
Tier 2 of OHISC’s approval process

is initiated when sufficient interest for a

dedicated common approach, direction,
content, or rule is raised from within the
health care community. Obtaining Tier 2 approval allows
the CCeH standards (i.e. for data and nomenclature
for services, devices and occupations) to be used in the
Continuing Care sector to a limited extent. This means
early adopter organizations can use the standards during
pilots of the various CCeH Program’s technology solutions.
The e-Referrals & Access Tracking system, for example,
will use 90% of the approved CCeH standards data set in
its CMH&A pilot at Scarborough Hospital.

The Standards Team works with the Project Teams
to monitor the use of the standards, which have been
incorporated in all CCeH technology solutions. The
Standards Team then reports back to OHISC on the results
of their use.

The Standards Team analyzed the use of the standards
and ensured their relevance to the current needs of e-Health

he Community Mental Health and Addictions
I Management Information Systems (CMH&A MIS)

Project has moved into Phase 3 to implement a
financial and statistical software solution in the sector. With
the successful implementation of MIS/Ontario Healthcare
Reporting Standards (OHRS) in Phases 1 and 2, Phase 3 is
the next logical step to ensure there are reliable and consistent
processes and systems in place within CMH&A organizations
to meet ongoing reporting requirements.

CMH&A MIS Phase 3 will provide agencies with the
option to adopt a standard financial and statistical software
solution to ease the reporting of the quarterly MIS/OHRS
Trial Balance data. Phase 3 will kick-off with a pilot of the
selected software solution.

from a provincial, national and international perspective. To
this end, the Team augmented the standards products and
dialogued with other standards bodies. The Team developed
a suite of standards products: the CCeH Information
Model, a Data Dictionary and Code Tables and ensured
the standards were aligned with the latest specifications of
Health Level 7 (HL7).

Sufficient monitoring and analysis had taken place
to warrant a return to OHISC to report on the use of
the CCeH standards and to seek Tier 3 approval. Tier 3
approval means that the CCeH standards would become
an integral part of the CCeH Program and their use would
become widespread not only across the Continuing Care
sector, but across the entire health care continuum.

Tier 3 approval paves the way for the CCeH
standards to become part of the overall

Ontario e-Health strategy and be included in
all provincial e-Health initiatives.

We are thrilled to report that the Standards Team
was successful in obtaining OHISC Tier 3 approval on
September 19th subject to final ministerial review. This
achievement paves the way for the CCeH standards to
become part of the overall Ontario e-Health strategy and
be included in all provincial e-Health initiatives, when they
satisfy business and technical requirements.

Where we are: ‘
* At the end of July 2007, a sector-

wide invitation to take part in

the pilot was sent out and it has

generated a high response from CMH&A agencies.

Pilot agencies will be selected by the end of October 2007
* The request for proposals for the software solution was

released in early September and the selection process

will run until late fall

If you would like more information regarding

CMH&A MIS Phase 3, please e-mail the project team at
miscmhanda@ontario.ca. We look forward to sharing
more information with you as we move forward!

Continuing Care e-Health
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THE WATERLOO WELLINGTON CIAT IMPLEMENTATION:

The Waterloo Wellington CCAC Change Team
First row from left: Joan Chesney, Sara Griffin, Nancy
Murray, Sandra Armstrong, Dana Khan, Amanda Kerr;
Second row from left: Matt Jones, Nancy Evans, Mary
Farrell, Jenny Hughes

Assessment Tool (CIAT) into
a CCAC can seem daunting at
first. It takes a lot of careful planning

Implementing the Common Intake

and flexibility to adjust to unforeseen
circumstances. Mindful of how complex
any major software implementation can
be, Waterloo Wellington CCAC devised
and followed a model that employed
self-sufficient strategies. Judging by
their success, it is a model to which
other CCACs can look as inspiration
for their own planned implementations.

A major success factor in
implementing the CIAT was the
emphasis on teamwork and pre-
planning initiatives, such as recognizing
early on the importance of ensuring
CCAC staff members would be fully
supported. The change team was also
ready for any unexpected challenges
that required deeper analysis. As a
result, a focus group was set up, which
consisted of a policy and procedures
writer, intake case managers and
intake client services assistants.

“The focus group played a big role
throughout the pre-implementation
phases, ensuring the needs of
staff members using the CIAT
would be met,” explains Sara
Griffin, client services assistant.

A significant pre-implementation
challenge involved selecting a team
that was representative of all interests
within the CCAC. Once the team

was in place, a thorough analysis of

A Model of a

UCCESS

business processes was conducted.
Time-efficient strategies were also
developed, especially to prepare
for the CIAT training sessions.

The change team and focus
group also supported staff members
by answering any questions they
had, as well as being open to their
suggestions. “We wanted them to feel
supported throughout the change

at Waterloo Wellington, the consensus
amongst users is that the CIAT achieves
a much more thorough and holistic
assessment of clients, thus solidifying
client information. “The CIAT

has enabled us to merge the intake
processes between our two Waterloo
and Wellington branches,” says Sara.
“We get a much better look at the ‘big
picture’ of our clients, which helps

“The focus group played a big role

throughout the pre-implementation

phases, ensuring the needs of staff

members using the CIAT would be met.”

—Sara Griffin, Client Services Assistant

process,” maintains Sara, “to be
assisted by someone who can relate
to them on a professional level and
provide the answers they required.”
This positive sense of teamwork
and open communication resulted in
a genuine enthusiasm expressed by
all members involved. Networking
played an important role in the
implementation and training processes,
and the helpful guidance received
from educators in other CCACs also
proved to be highly beneficial.
Now that the CIAT is implemented

ensure that we provide them with
the right service at the right time.”
When asked what suggestions
or recommendations Waterloo
Wellington CCAC can offer other
CCAC: looking to implement the
CIAT, Sara replies, “We feel that
having established a reliable network
of resources from the various team
members across our CCAC provided all
of us— the focus group, the change
team and mostly, the training
recipients—with support we would
not have otherwise received.”

Continuing Care e-Health
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Li&ing the Resident Assessment Instrument (RAI)

ith 159 Long-Term Care
Homes (LTCH) in the
LTCH Common Assessment

Project, the sector may wonder what it’s
like to be a home that has completed
the implementation and is now living
in this “brave new world”. To give you
an inside glimpse, an LTCH CAP
team roving reporter visited a Toronto
home and met with the Administrator,
RAI Coordinator and the Director of
Nursing to find out how RAI-MDS 2.0
changed their home.

With just under 400 beds, Cummer
Lodge is one of Ontario’s largest homes,
and the largest in Phase 1 of the project.
The home began using RAI-MDS
2.0 in June 2005, completing the
implementation in October 2006. The
management team is now able to reflect
on the challenges, successes and benefits
that have come as a result of this
implementation.

“Because we were one of the first
homes, we really felt like pioneers,” says
Heather Catlisle, Nursing Manager,
Cummer Lodge, who was selected from
a pool of 20 homes as a valedictorian
at the Phase 1 and 2 graduation. “We
knew we would be an example to many
homes coming after us, so we wanted to
make sure that we did it right.”

The home’s initial challenge was to
allocate resources so that enough staff
could master the RAI-MDS 2.0 while
others concentrated on providing care
to the residents.

“Our challenge was to make
the changes necessary for the
implementation in a way that worked
best for our home,” explains Leah
Walters, who has been Administrator
in the home for 16 years now. “We have
a lot of full-time and part-time nursing
staff here. The question became: who
do we train to do the assessments?”

Along with the Director of Nursing,
Cindy Stephens, Leah and Heather

agreed that a centralized model was

ideal for Cummer Lodge. A core group
of 11 nurses were trained on RAI-MDS
2.0 assessments. Each nurse was trained
one-on-one by the RAI Coordinator.
“Between me and the other RAI
Coordinator, we are very in-tune with
our staff and their needs. We would sit
with them and answer any questions
they had on coding and other parts of
the assessments”, says Heather, who is
also a mentor to two other homes.

The management team was proud
to see how well this training approach
worked. “We’ve had some nurses with
more than 30 years of experience with
RAI-MDS 2.0 who were very resistant
to computers and a number of them
are absolute stars now. It’s really quite
incredible!” says Cindy. “As a home,
we felt really proud to meet these
challenges together.”

Since completing the implementa-
tion, Heather believes that the Resident
Assessment Protocols (RAP) in the
assessments are critical components that
have improved resident care. “Due to
the RAP, the quality of our care plan
is much more individualized to the
residents. The approach taken towards
the resident is more flexible because the
assessments are much more comprehen-
sive,” she explains.

Another positive change to come
from the implementation is how it
has brought together the different
disciplines. “The biggest change is
that we’re communicating. The silos
are coming down and the disciplines
are talking to each other. We have a
common language now. People are
realizing the need to solve problems
together, and that’s due in large part to
the RAP,” says Heather.

The benefits don’t just end with the
staff and the residents— the project
is raising the profile for the sector as
a whole. “It gives long-term care a
legitimacy that has been a long time
coming,” explains Cindy.

“The biggest change is

that we're communicating,.
The silos are coming down
and the disciplines are
talking to each other. We
have a common language
now. People are realizing
the need to solve problems
together and that’s due in

large part to the RAP”

—Heather Carlisle,
Nursing Manager, Cummer Lodge

Continuing Care e-Health
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“Our intake team is excited about implementing this
innovative solution because it will make a positive
difference to our work and our clients. We see e-Referrals
& Access Tracking enhancing CMHA’s move toward a

coordinated and consistent referral process.”

—Laura Monastero, manager of Case Management
Intake Information & Referral Services at
the Canadian Mental Health Association

he e-Referrals & Access Tracking project is helping
organizations in the mental health and addictions sector
move away from a paper and fax-based referral system.
A pilot project set to launch fall 2007 involves the
Canadian Mental Health Association, Toronto branch, The
Scarborough Hospital’s Short Term Case Management Crisis
team and members of COTA Health’s Scarborough programs.
Pilot participants are working together to develop efficient
referral processes that will support their clients’ complex
needs.
e-Referrals & Access Tracking is a technology-based
solution that sends electronic messages carrying the same
client information that organizations rely on now, just faster
and more securely. The solution also tracks and collects
information throughout the referral process.

he community support services

part of the referral process will

be tested in the Central LHIN
between Central CCAC, Community
Home Assistance to Seniors (CHATS) and
Unionville Home Society.

The pilot launch is scheduled for fall
2007. The service providers are working together to make the

referral process quicker, smoother and less intrusive for clients.

Continuing Care e-Health Program Newsletter

Mental Health Services

Referrals containing standardized information will
flow directly between organizations which may mean less
re-keying of client data.

This pilot project will help the e-Referrals & Access
Tracking project team understand the referral processes
between mental health organizations. We anticipate this
pilot project will benefit all of our pilot partners, but most
importantly, their clients, in the following ways:

* improved quality of client information collected
and shared

* secure exchange of private information

* ability to create, send, receive and manage referrals
from organization to organization

* up-to-date information on the status of referrals

* ability to monitor referral demand and patterns
through Access Tracking reports

¢ tracking and measuring service delivery wait times

* reduced processing times for referrals may lead to
earlier treatment and better provision of health care.

Deborah Egan, executive director of CHATS, explains the
importance of the project from her organization’s perspective,
“The e-Referrals & Access Tracking project will provide one
of the tools to build on the professional relationship between
community care access centres and community support
service agencies towards a single plan of care for shared
clients,” she says. “Working towards a system of integrated
and co-ordinated care across health system providers is what
seniors and caregivers expect and deserve.”

Continuing Care e-Health
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veryone involved with the Community Mental
Health Common Assessment Project (CMH CAP)
is gearing up for an exciting fall 2007. During the
next few months, members of the CMH CAP Steering
Committee and the Project team are actively addressing
two of the key decisions for this phase.
The first is the selection of software solution(s) that will
be used to deliver the common assessment. The second

is the approval of additional data elements to complete
the common assessment. Over the course of the next few
months, the Steering Committee will enlist the help of
selected Working Groups in order to assist this effort.

A call for pilots was also made to the CMH sector
in September 2007. Interested organizations or groups
of organizations were invited to complete the CMH
CAP Pilot Readiness assessment and the Information
Technology survey. The selection of these pilots are based
on approved criteria and will be announced in October.

Continuing Care e-Health Program Newsletter

Pilots are expected to commence in fourth quarter of the
fiscal year.

But activities don’t stop there! CMH CAP also
conducted a vendor information session earlier this month
in order to solicit feedback on the vendor participation
process for the automation of the common assessment
software solution. The software automation is based on
the proposed common assessment tool which is comprised
of the Camberwell Assessment tool and data extensions.

As Jean Trimnell, Co-Chair, CMH CAP Steering
Committee comments, “I am delighted to be actively
involved on the CMH CAP Steering Committee. We
have an excellent team of committee members with a wide
range of backgrounds that are dedicated to overseeing the
automation of a common assessment software solution in
our sector. I look forward to seeing the benefits that clients
will see as a result of an instrument that provides accurate,
comprehensive assessments of their needs.”

p
Project Delivery Team

n the last issue of Connections, we introduced the

Solutions Group and promised to highlight each of

its four core competency areas—Project Delivery,
Strategic Information Services, Security & Privacy and Risk
Management and Transition & Operations. These areas
work closely with all the CCeH Project Teams to deliver
integrated solutions to
the Continuing Care
The Project Delivery team’s approach SRS,

Each CCeH project
engages with the
different areas of the
Solutions Group whose

results in consistent, reliable delivery of
CCeH technology solutions.

competencies are of
critical importance to the development of the software tools
delivered to frontline users. The first area a project will engage
with is the Project Delivery team.

The Project Delivery team’s mandate is to help transform
the projects’ objectives and goals into clear, measurable
deliverables. This approach results in consistent, reliable
delivery of CCeH technology solutions.

The team works with Project Teams and their stakeholders
to provide project management services and services at
the CCeH Program level. Project management services
include assistance in initiating projects, oversight of project

\

management functions and ensuring that standardized
processes are used. Services at the Program level include
risk and issue management, balancing resources across
simultaneous, interdependent projects, ensuring that Project
Managers are aligned with the strategic objectives of the
CCeH Program and providing a common infrastructure and
tools for the projects. The team is currently organized into
four streams, which are aligned with the CCeH Projects:
CIAT/Integration Delivery, CCeH Strategic Transition,
e-Referrals & Access Tracking Technical and SSHA
e-Referrals & Access Tracking.

The Project Delivery team uses best practices in project
management. Using a pragmatic approach, it develops realistic
and achievable project plans. It defines and procures the most
appropriate resources for each project. Once in place, these
resources are involved in realizing the software development
cycle by designing, developing, testing and implementing each
project’s solution.

The team leverages proven methods and practices already
used by the Solutions Group. The team also takes the lessons
learned from each project and shares them with other teams
to support the Solutions Group’s philosophy of continuous
improvement. From a CCeH project’s beginning, to its end,
the Project Delivery team is an important ingredient in its
overall success.
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