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What	
  is	
  the	
  Ontario	
  Telemedicine	
  Network?	
  

"   An	
  independent,	
  not-­‐for-­‐profit	
  
organiza*on,	
  OTN	
  is	
  funded	
  by	
  
the	
  Government	
  of	
  Ontario.	
  

"   To	
  develop	
  and	
  support	
  
telemedicine	
  solu*ons	
  that	
  
enhance	
  access	
  and	
  quality	
  of	
  
health	
  care	
  in	
  Ontario,	
  and	
  
inspire	
  adop*on	
  by	
  health	
  care	
  
providers,	
  organiza*ons,	
  and	
  the	
  
public.	
  

3	
  	
  	
  I	
  Telehomecare	
  Program	
  	
  

www.otn.ca 



OTN’s	
  	
  Mission	
  and	
  Vision 

VISION	
  
"   For	
  telemedicine	
  to	
  become	
  a	
  mainstream	
  channel	
  for	
  health	
  

care	
  delivery	
  and	
  educa*on.	
  

MISSION	
  
"   To	
  develop	
  and	
  support	
  telemedicine	
  solu*ons	
  that	
  enhance	
  

access	
  and	
  quality	
  of	
  health	
  care	
  in	
  Ontario,	
  and	
  inspire	
  
adop*on	
  by	
  health	
  care	
  providers,	
  organiza*ons,	
  and	
  the	
  
public.	
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Telehomecare	
  Pilot	
  Project	
  -­‐	
  2007	
  



Telehomecare	
  Overview	
  

Care	
  Team	
  

Has	
  the	
  informa*on	
  and	
  
resources	
  necessary	
  to	
  
collabora*vely	
  deliver	
  high-­‐
quality	
  care	
  

Pa+ent	
  

Transmits	
  	
  health	
  informa*on	
  
electronically	
  and	
  learns	
  to	
  
manage	
  their	
  health	
  from	
  home	
  

Improves	
  
outcomes	
  &	
  
Reduces	
  

system	
  costs	
  

Follows	
  a	
  pa*ent’s	
  health	
  status	
  
and	
  provides	
  support	
  through	
  
educa*on	
  and	
  coaching	
  while	
  
assis*ng	
  pa*ents	
  to	
  navigate	
  
system	
  

Telehomecare	
  Nurse	
  

Technology	
  

Con*nuous,	
  remote	
  monitoring	
  
allows	
  for	
  early	
  interven*on	
  and	
  
reinforces	
  behaviour	
  change	
  

Telehomecare	
  enables	
  pa+ents	
  to	
  self-­‐manage	
  their	
  chronic	
  condi+on	
  by	
  	
  
delivering	
  +mely	
  care	
  through	
  technology.	
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Phase	
  One	
  Pilot	
  Program	
  -­‐	
  2007	
  

"   8	
  Primary	
  Care	
  Teams	
  	
  
"   813	
  pa*ents	
  with	
  COPD	
  and	
  	
  

HF	
  
"   Pa*ent	
  enrolment	
  was	
  four	
  

months	
  on	
  average	
  
"   Focus	
  on	
  Chronic	
  Disease	
  

Management	
  and	
  pa*ent	
  self-­‐
management	
  	
  

"   Funded	
  by	
  Ministry	
  of	
  Health	
  
and	
  Long-­‐Term	
  Care	
  and	
  
Canada	
  Health	
  Infoway	
  

"   External	
  third	
  party	
  evalua*on	
  	
  

The	
  Phase	
  One	
  Pilot	
  is	
  the	
  largest	
  THC	
  program	
  in	
  Canada	
  to	
  date.	
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Phase	
  One	
  Pilot	
  Program	
  -­‐	
  2007	
  

A	
  formal	
  evalua+on	
  iden+fied	
  key	
  benefits	
  and	
  	
  
opportuni+es	
  for	
  further	
  enhancements.	
  

"  The	
  involvement	
  of	
  a	
  “physician	
  
champion”	
  supported	
  	
  
engagement	
  ac*vi*es	
  

"  Posi*ve	
  impacts	
  on	
  pa*ent	
  quality	
  
of	
  life	
  and	
  ability	
  to	
  self-­‐manage	
  
their	
  condi*on	
  

"  Primary	
  Care	
  Teams	
  that	
  worked	
  
closely	
  with	
  other	
  providers	
  
readily	
  achieved	
  their	
  adop*on	
  
targets	
  

Key	
  Findings	
   Enhancement	
  Opportuni+es	
  

"  Reduce	
  administra*ve	
  
responsibili*es	
  of	
  Nurses	
  to	
  
maximize	
  *me	
  for	
  pa*ent	
  care	
  
delivery	
  

"  Standardize	
  processes	
  to	
  increase	
  
efficiencies	
  and	
  avoid	
  duplica*on	
  

"  Focus	
  on	
  change	
  	
  management	
  
strategies	
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Evidence	
  for	
  Telehomecare	
  



Literature	
  Review	
  

"   A	
  growing	
  body	
  of	
  evidence	
  shows	
  that	
  Telehomecare	
  (THC)	
  is	
  a	
  viable	
  
solu*on	
  to	
  help	
  pa*ents	
  be_er	
  manage	
  their	
  care	
  at	
  home*.	
  
•  A	
  systema*c	
  review	
  of	
  23	
  ar*cles	
  found	
  THC	
  to	
  be	
  a	
  cost	
  effec*ve	
  

interven*on	
  in	
  91%	
  of	
  the	
  studies	
  reviewed.	
  	
  
•  Pa*ent	
  sa*sfac*on	
  with	
  the	
  equipment	
  and	
  program	
  was	
  generally	
  high,	
  even	
  

among	
  elderly	
  users.	
  

"   Case	
  Study	
  -­‐	
  VHA	
  Care	
  Coordina*on/Home	
  Telehealth	
  (CCHT)	
  
•  From	
  July	
  2003	
  –	
  Dec	
  2007,	
  CCHT	
  enrolled	
  43,430	
  pa*ents	
  and	
  currently	
  

supports	
  over	
  80,000	
  pa*ents.	
  	
  	
  
•  The	
  Program	
  has	
  demonstrated	
  over	
  $70	
  million	
  in	
  organiza*onal	
  savings.	
  
•  The	
  CCHT	
  model	
  has	
  proven	
  itself	
  to	
  be	
  a	
  prac*cal,	
  	
  
	
  	
  	
  	
  	
  	
  flexible	
  and	
  cost-­‐effec*ve	
  way	
  of	
  managing	
  chronic	
  	
  
	
  	
  	
  	
  	
  	
  care	
  pa*ents	
  in	
  both	
  urban	
  and	
  rural	
  selngs.	
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h_p://www.telehealth.va.gov/ccht/index.asp	
  



Benefits	
  and	
  Expected	
  Outcomes	
  

•  Pa*ent	
  self-­‐
management	
  

•  Medica*on	
  compliance	
  

•  Clinical	
  outcomes	
  

•  Pa*ent	
  &	
  Provider	
  
sa*sfac*on	
  	
  

•  Collabora*ve	
  
rela*onships	
  

•  Best	
  prac*ce	
  care	
  for	
  
chronic	
  disease	
  	
  

•  Data	
  integra*on	
  	
  

TELEHOMECARE	
  
IMPROVES	
   •  Emergency	
  Room	
  visits	
  

•  Hospital	
  admissions	
  

•  Primary	
  Care	
  u*liza*on	
  

•  Long	
  Term	
  Care	
  home	
  
admissions	
  

•  Pa*ent	
  travel	
  costs	
  

•  Walk-­‐in	
  clinic	
  u*liza*on	
  

•  Pa*ent	
  Morbidity	
  

TELEHOMECARE	
  	
  
REDUCES	
  

Based	
  on	
  a	
  growing	
  number	
  of	
  studies	
  and	
  the	
  evalua+on	
  of	
  the	
  Telehomecare	
  
Pilot,	
  we	
  an+cipate	
  the	
  posi+ve	
  outcomes	
  listed	
  above.	
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Telehomecare	
  Expansion	
  in	
  Ontario	
  



Goals	
  	
  

"   Enroll	
  2200	
  Heart	
  Failure	
  and	
  COPD	
  pa*ents	
  collec*vely	
  in	
  three	
  regions	
  
(Toronto	
  Central,	
  North	
  East,	
  Central	
  West)	
  in	
  the	
  first	
  phase	
  of	
  the	
  
program.	
  

"   By	
  2015,	
  the	
  goal	
  is	
  for	
  upwards	
  of	
  30,000	
  pa*ents	
  across	
  Ontario	
  to	
  be	
  
enrolled.	
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Strategic	
  Alignment	
  and	
  Integra+on	
  

TELEHOMECOME	
  EXPANSION	
  PROJECT	
  	
  

Aging	
  at	
  	
  
Home	
  

Avoidable	
  
Hospitaliza+ons	
  

Caring	
  About	
  
Caregivers	
  

Mental	
  Health	
  and	
  
Addic+ons	
  

Chronic	
  Disease	
  
Preven+on	
  and	
  
Management	
  

Emergency	
  
Department/	
  ALC	
  

THC	
  supports	
  an	
  integrated	
  system	
  of	
  care	
  by	
  leveraging	
  exis+ng	
  delivery	
  structures	
  and	
  aligning	
  with	
  key	
  	
  government	
  strategies.	
  

Advanced	
  Access	
   Virtual	
  Ward	
   MedsCheck	
  
Integrated	
  Client	
  

Care	
  
Ontario	
  Diabetes	
  

Program	
  

The	
  goals	
  and	
  objec+ves	
  of	
  THC	
  are	
  enabled	
  and	
  supported	
  by	
  other	
  innova+ve	
  programs	
  that	
  may	
  poten+ally	
  act	
  as	
  referral	
  sources	
  of	
  pa+ents.	
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Strategic	
  Projects	
  and	
  Ini+a+ves	
  	
  	
  

Integrated	
  Care	
  Pathway	
  Project	
  	
  

"  Integrated	
  care	
  pathways	
  (ICPs)	
  are	
  structured	
  mul*disciplinary	
  plans	
  of	
  care	
  designed	
  to	
  
support	
  the	
  implementa*on	
  of	
  evidence-­‐based	
  guidelines	
  and	
  best	
  prac*ces	
  for	
  specific	
  
clinical	
  condi*ons.	
  	
  

"  An	
  ICP	
  to	
  support	
  THC-­‐enabled	
  chronic	
  disease	
  management	
  across	
  the	
  con*nuum	
  of	
  care	
  
will	
  be	
  developed.	
  

"  Phase	
  one	
  of	
  the	
  project	
  will	
  include	
  an	
  environmental	
  scan	
  and	
  gap	
  analysis;	
  phase	
  two	
  will	
  
develop	
  the	
  current	
  and	
  future	
  state	
  integrated	
  chronic	
  disease	
  pathway.	
  

Best	
  Prac+ce	
  Spotlight	
  Organiza+on	
  (BPSO)	
  Ini+a+ve	
  

"  BPSOs	
  are	
  health-­‐care	
  and	
  academic	
  organiza*ons	
  selected	
  by	
  the	
  Registered	
  Nurses’	
  
Associa*on	
  of	
  Ontario	
  (RNAO)	
  through	
  a	
  Request	
  for	
  Proposals	
  process.	
  

"  This	
  ini*a*ve	
  supports	
  formal	
  implementa*on	
  and	
  evalua*on	
  of	
  selected	
  RNAO	
  Best	
  Prac*ce	
  
Guidelines	
  (BPG).	
  

"  OTN	
  has	
  been	
  awarded	
  the	
  designa*on	
  of	
  BPSO	
  Candidate	
  for	
  the	
  2012-­‐2015	
  cohort	
  for	
  the	
  
Telehomecare	
  (THC)	
  Expansion	
  Program.	
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  Provincial	
  Clinical	
  Advisory	
  Commiaee	
  (CAC)	
  

"   The	
  Clinical	
  Advisory	
  Commi_ee	
  reviews	
  and	
  validates	
  OTN’s	
  clinical	
  
guidelines	
  and	
  clinical	
  processes	
  for	
  the	
  remote	
  management	
  of	
  pa*ents	
  
with	
  a	
  primary	
  diagnosis	
  of	
  either	
  Heart	
  Failure	
  (HF)	
  or	
  Chronic	
  
Obstruc*ve	
  Pulmonary	
  Disease	
  (COPD).	
  	
  

"   The	
  CAC	
  membership	
  includes:	
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Dr.	
  Malcolm	
  Arnold	
  
Cardiologist	
  
University	
  Hospital,	
  LHSC	
  

Dr.	
  Roger	
  Goldstein	
  
Respirologist	
  
West	
  Park	
  Health	
  Care	
  Centre	
  

Dr.	
  Janice	
  Owen	
  
OTN	
  Medical	
  Advisor	
  	
  

Chris+ne	
  Struthers	
  
APN	
  Chronic	
  Cardiac	
  Care	
  
U	
  of	
  O_awa	
  Heart	
  Ins*tute	
  

Jennifer	
  Zufelt	
  
Respiratory	
  Therapist	
  
Group	
  Health	
  Centre	
  

Elaine	
  Blakeborough	
  
Nurse	
  Manager	
  
Group	
  Health	
  Centre	
  

Laurie	
  Poole	
  
VP,	
  OTN	
  Telemedicine	
  Solu*ons	
  

Jane	
  Brownrigg	
  
OTN	
  Clinical	
  Lead	
  

Cindy	
  Fajardo	
  
OTN	
  Clinical	
  Manager	
  



How	
  Telehomecare	
  Works	
  



Introduc+on	
  to	
  Telehomecare	
  –	
  Mrs.	
  Tupper	
  



Program	
  Overview	
  

PATIENT	
  	
  
ENROLMENT	
  

PATIENT	
  	
  
CARE	
  DELIVERY	
  

PATIENT	
  	
  
DISCHARGE	
  

•  Any	
  health	
  care	
  provider	
  within	
  the	
  care	
  team	
  can	
  refer	
  a	
  pa*ent	
  to	
  the	
  
Program	
  	
  

•  Host	
  Organiza*ons	
  (e.g.	
  CCAC)	
  enrols	
  pa*ent	
  if	
  eligible	
  and	
  consen*ng	
  
and	
  no*fies	
  primary	
  care	
  provider	
  

•  Welcome	
  package	
  and	
  equipment	
  sent	
  (self	
  or	
  assisted-­‐install)	
  

•  Nurse	
  establishes	
  6-­‐month	
  care	
  plan	
  based	
  on	
  pa*ent	
  goals	
  
•  Pa*ents	
  input	
  daily	
  physiologic	
  data	
  and	
  health	
  ques*ons	
  to	
  tablet	
  
•  Nurse	
  monitors	
  vitals;	
  	
  responds	
  to	
  alerts;	
  teaches	
  and	
  coaches	
  based	
  

on	
  pa*ent	
  data,	
  expressed	
  goals	
  and	
  needs	
  
•  Primary	
  care	
  providers	
  receive	
  updates	
  on	
  pa*ent’s	
  progress	
  

•  Nurses	
  complete	
  a	
  discharge	
  assessment	
  and	
  sets	
  a	
  maintenance	
  plan	
  	
  
•  Ongoing	
  support	
  from	
  primary	
  care	
  providers	
  and	
  circle	
  of	
  care	
  
•  A	
  final	
  report	
  is	
  sent	
  to	
  primary	
  care	
  provider	
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Pa+ent	
  Eligibility	
  

Ideal	
  candidates	
  include	
  pa+ents	
  with:	
  	
  

"  An	
  established	
  diagnosis	
  of	
  Heart	
  
Failure	
  or	
  COPD	
  

"  Repeated	
  emergency	
  visits	
  and/or	
  
hospital	
  readmissions	
  

"  Frequent	
  primary	
  care	
  visits	
  

"  Difficulty	
  managing	
  medica*ons	
  

"  Ability	
  to	
  	
  operate	
  in-­‐home	
  monitoring	
  
equipment	
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Telehomecare	
  Technology	
  	
  

THC	
  Nurses	
  use	
  web-­‐based	
  soeware	
  to	
  
regularly	
  monitor	
  pa+ent	
  responses	
  and	
  

respond	
  to	
  alerts.	
  

Pa+ents	
  submit	
  daily	
  vitals	
  and	
  answer	
  
health	
  ques+ons.	
  	
  Responses	
  are	
  

transmiaed	
  via	
  analog	
  or	
  internet	
  line	
  to	
  the	
  
THC	
  Nurse.	
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OBJECTIVES:	
  

•  Cer*fy	
  the	
  THC	
  Nurses	
  to	
  conduct	
  their	
  clinical	
  prac*ce	
  
•  Provide	
  access	
  to	
  up-­‐to-­‐date	
  clinical	
  and	
  nursing	
  best	
  prac*ce	
  guidelines	
  
•  Leverage	
  provincial	
  Clinical	
  Advisory	
  Commi_ee	
  (CAC)	
  exper*se	
  for	
  THC	
  	
  
clinical	
  prac*ce	
  guidelines	
  and	
  processes	
  

Telehomecare	
  Nurse	
  Curriculum	
  

5	
  KEY	
  
COMPENTENCIES	
  

Clinical;	
  Self-­‐Management	
  Support;	
  Privacy	
  &	
  Security;	
  Processes	
  &	
  Tools;	
  and	
  
Prac*cum	
  

DURATION	
   3	
  days	
  ;	
  THC	
  nurses	
  must	
  complete	
  all	
  courses	
  in	
  the	
  curriculum	
  	
  

MODALITIES	
   Combina*on	
  of	
  face-­‐to-­‐face,	
  video-­‐conferencing,	
  and	
  on-­‐line	
  training	
  (eLearning)	
  

REQUIRED	
  
EQUIPMENT	
  

Computer	
  or	
  laptop,	
  Internet	
  connec*on,	
  Sample	
  remote	
  monitoring,	
  Analog	
  
Phone	
  Line	
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THC	
  Nurse	
  Daily	
  Ac+vi+es	
  	
  

1.  Respond	
  to	
  pa*ent	
  alerts	
  
2.  Answer	
  incoming	
  calls	
  	
  
3.  Complete	
  Consent	
  &	
  	
  

Enrolment	
  process	
  
4.  Conduct	
  Health	
  Coaching	
  

Sessions	
  
5.  No*fica*on	
  of	
  Enrolment	
  
6.  Complete	
  Discharge	
  

processes	
  
7.  Complete	
  Progress	
  Reports	
  

23	
  	
  	
  I	
  Telehomecare	
  Program	
  	
  



OTN	
  Telehomecare	
  Centre	
  	
  

PURPOSE	
  

"  The	
  Centre	
  is	
  a	
  key	
  online	
  resource	
  that	
  
provides	
  opera*onal	
  support	
  and	
  
program	
  awareness	
  for:	
  
•  Telehomecare	
  Professionals	
  
•  Health	
  Care	
  Professionals	
  
•  Pa*ents,	
  including	
  family	
  members	
  or	
  other	
  

caregivers	
  

"  Hosts	
  the	
  virtual	
  learning	
  and	
  Community	
  
of	
  Prac*ce	
  (CoP)	
  environment	
  

telehomecare.otn.ca 
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Case	
  Study	
  



Case	
  Study	
  –	
  Mr.	
  Ramos	
  

"   Male-­‐	
  Mr.	
  Ramos	
  
"   DOB	
  23/02/1940	
  
"   First	
  language:	
  Portuguese	
  Second	
  language:	
  English	
  
"   Married	
  
"   Last	
  hospitaliza*on:	
  January	
  2012	
  
"   Moderate	
  to	
  severe	
  COPD	
  –	
  confirmed	
  by	
  spirometry	
  
"   History	
  of	
  smoking	
  –	
  1	
  pack/day	
  x	
  50	
  years	
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Case	
  Study	
  –	
  Mr.	
  Ramos	
  

Readings/Responses	
  from	
  the	
  THC	
  Tablet:	
  

"   Today’s	
  Readings:	
  
•  HR	
  76,	
  BP	
  147/88,	
  02	
  Sat	
  92%,	
  Weight	
  135	
  lbs.	
  

"   Responses	
  to	
  COPD	
  Assessment	
  Ques*ons:	
  
•  Unable	
  to	
  do	
  usual	
  ac*vi*es	
  today	
  
•  Feeling	
  more	
  short	
  of	
  breath	
  than	
  usual	
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Due	
  to	
  the	
  changes	
  in	
  his	
  ability	
  to	
  perform	
  	
  
ADL	
  and	
  increased	
  SOB,	
  	
  

the	
  THC	
  Nurse	
  decides	
  to	
  call	
  Mr.	
  Ramos	
  



Ques+ons?	
  

Contact:	
  

Dr.	
  Janice	
  Owen	
  
Medical	
  Director,	
  Telehomecare,	
  OTN	
  
519-­‐431-­‐4400	
  ext.	
  4455	
  
jowen@otn.ca	
  

Jane	
  Brownrigg	
  
Clinical	
  Lead,	
  Telehomecare,	
  OTN	
  
jbrownrigg@otn.ca	
  
613.244.3129	
  ext.	
  3170	
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Telehomecare	
  
Beaer	
  Health.	
  At	
  Home.	
  

telehomecare.otn.ca	
  


