
BY NORM TOLLINSKY

Erie Shores HealthCare’s Emergency De-
partment in Leamington, Ontario, 50
kilometres southeast of Windsor, has re-

duced the average time until initial physician
assessment (PIA) by more than 40 percent –
from 7.7 hours to 4.5 hours – thanks to innov-
ative technology from Ontario-based SiMLQ.

The digital system leverages simulation,
machine learning and queuing theory to as-
sess process performance measures and op-
timize department operations.

Co-founded by a trio of Toronto-based
academics – Opher Baron, Arik Senderovich,
and Dmitry Krass – SiMLQ uses detailed
data from the Erie Shores hospital informa-
tion system to simulate the department’s op-
erations and predict what will happen if spe-
cific changes are made.

Normally, explained Baron, a University
of Toronto Distinguished Professor of Op-
erations Management at the Rotman School
of Management, “it would take a long time
to see the effect of a change [that’s made in-
dependently by ED staff]. Using our tech-
nology, we can do it in four or five seconds.

We don’t need to wait to see the effect be-
cause we have a digital twin, a live model of
the current system.”

Erie Shores’ ED wait times were hovering
around five-and-a-half to six hours but had
reached nearly eight hours in February
2025, said chief quality officer Dr. Mason

Leschyna. These waits were nowhere near
the much longer wait times in some hospi-
tals across the country, “but we wanted to
improve our performance and funding
through Ontario’s Pay for Results program.”

Ranking in the top half of Ontario EDs,
“but closer to the middle than the top,”
Erie Shores reports annual ED visits of ap-
proximately 35,000. However, in recent
years it has undergone a transition from a
small community focused ED to a
medium-sized emergency department
serving a larger catchment area with
higher-acuity patients.

The change was made to relieve pressure
on Windsor Regional’s ED and Essex-Wind-
sor EMS paramedics, who were stuck wait-
ing in hallways for up to 10 or 12 hours
when the department was backed up. As a

Digital twin technology helps reduce ED wait times

CONTINUED ON PAGE 2

The SiMLQ solution helped Erie
Shores reduce ED wait times by
more than 40 percent.

PH
O

TO
: 

H
IM

SS

INSIDE:

Peterborough’s Peregrine
PRHC has created an enterprise-
wide platform called Peregrine
that integrates numerous
systems. It offers BI and AI to
give staff and clinicians new ways
of solving problems.
Page 4

Reducing no-shows
Newfoundland and Labrador
have been testing an AI-powered
system that has dramatically
lowered the rate of no-shows in
healthcare. The solution includes
two-way texting, and scores high
marks with patients and staff.
Page 6

Up to speed quickly
When the North Bay Regional
Health Centre went live with its
EHR in 63 outpatient clinics, it
took only three days for them to
manage as many patients with
the new digital system as they
had before.
Page 8
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John McNeill, the former president of Tesla, was the keynote speaker at the annual HIMSS conference in March. He asserted that health-
care can learn from the experiences of other industries, and he provided a stimulating view of how Tesla rescued itself from near bank-
ruptcy by innovating the way it turned out cars. Healthcare, he asserted, can use the very same principles. SEE STORY ON PAGE 18.

Former Tesla president offers innovation tips
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result, Erie Shores ED is now serving about
a third of the patients seeking emergency
care in the Windsor-Essex County area.

“With that, we’re having sicker patients
coming in with more complex presenta-
tions and fewer patients with simple con-
cerns,” said Dr. Leschyna. “So, it has be-
come a more demanding place to work
and that had contributed to a drain on
morale. At the same time, our perfor-
mance dropped because when you have
more complex patients, the work is a lot
more difficult and time consuming.

“Instead of seeing a 25-year-old with a
cough and cold, we end up seeing an 80-
year-old who’s in a nursing home with nu-
merous comorbidities presenting with
multiple concerns.”

There was a little less impact on staff who
had experience working in busier EDs, but it
was a big change for doctors and nurses who
were used to the slower pace of the ED prior
to the transition, said Dr. Leschyna.

“Clinical administration had already
been implementing creative approaches to
improve access and flow in the depart-
ment,” remarked SiMLQ’s Baron. “How-
ever, they needed our technology to am-
plify these ideas and create the capacity to
step back from day-to-day operational de-
mands and redesign processes in a more
sustainable, effective way.” 

“What we aim to do,” added Alwin
Hartawan, SiMLQ’s director of business de-
velopment, “is take that burden off their
shoulders and let them focus on patient
care. If we can automate this kind of deci-
sion-making for them, they can concentrate
on saving lives.”

Efforts to improve performance prior
to the engagement with SiMLQ were chal-
lenging because “they weren’t controlled
experiments where you change one vari-
able and everything else stays the same,”
said Dr. Leschyna. “As you’re changing, the
entire environment is changing around
you, so it’s hard to know if what you’re do-
ing is making a difference.”

Another challenge with making changes
in the absence of SiMLQ’s technology,
noted Dr. Leschyna, is that people in the
department have different ideas about how
to improve performance, “and without
solid evidence to support one over an-
other, it often comes down to whoever pre-
sents the most convincing argument rather
than a true evidence-based decision.”

The anonymized data that’s used in
SiMLQ’s simulation model includes a de-
tailed event log of patient flow through the
system from triage to discharge. The
model also includes the patient’s age and
gender, the zone to which they were routed
and the number of staff on the floor.

“The model would see the number of
patients flowing through the department

and what was happening to each patient,”
explained Dr. Leschyna. “They would see
the clicks on the computer that repre-
sented those tasks. We would give SiMLQ a
chunk of that data for a period of time, but
we also shared high level process mapping
and how we view things as happening
from the clinician perspective.”

The biggest change that was made be-
cause of the engagement with SiMLQ re-
lated to physician scheduling. Instead of
multiple doctors starting their shifts at
the same time, Erie Shores’ ED moved to
a cascading shift schedule with four or
five physicians all starting at different
times.

“One of the things I suspected but did-
n’t have evidence for was that wait times
depend on when patients arrive during
physician shifts,” said Dr. Leschyna. 

Patients who arrive at the ED at the
start of a physician shift, he noted, are
more likely to be seen on an expedited ba-
sis, but if they arrive toward the middle or
the end of a shift, they’re likely to wait
longer because these physicians have al-
ready seen a lot of patients and were busy
following up rather than seeing new pa-
tients. “SiMLQ verified that this was hap-
pening,” he said.

With all four or five physicians starting
at staggered times, patients are more likely
to arrive at the start of a physician’s shift
and therefore more likely to have a shorter
wait time.

“It made some difference to the average
time it takes for a patient to be seen, but
where it really matters is in the 90th per-
centile,” said Dr. Leschyna. “Instead of
some patients waiting five hours and
other patients waiting 30 minutes, every-
one moved down to waiting two or three
hours. When you’re looking at the 90th
percentile, that makes a huge difference in
cutting down those longest wait times,
which are so frustrating for patients. Mov-
ing the average wait time from three to
two and a half hours is important, but
moving the 90th percentile down closer to
the average is the main thing that patients
care about.”

Morale also improved, said Dr.
Leschyna, because “no one wants to start a
shift with patients who have been waiting
seven or eight hours. The first question
you’re asked is ‘Why has it taken so long for
you to see me?’ It’s much nicer to walk into
a shift when patients aren’t frustrated with
the long waits.”

Wait times were also reduced by direct-
ing more patients to the ED’s lower acuity
zone, where patients are assessed much
faster than in the high acuity zone. “We
suspected this, but SiMLQ brought to light
how significant this was.”

“Another change we made was that we
became more transparent with physicians
about how productive they are and how
many patients they’re seeing on a shift,”
said Dr. Leschyna. “We created a tracking
board showing how much weight doctors
are carrying in the department. This en-
couraged those who were slower to recog-
nize that they were underperforming and
adjust their behaviour accordingly.”

While Erie Shores ED staff are pleased
with the improvements that have been
made, they continue to have access to the
model to test additional changes. There is
also the possibility of using SiMLQ’s tech-
nology to expand the model to cover
other areas of the hospital, including di-
agnostic imaging and the inpatient de-
partment, which both impact perfor-
mance in the ED.
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Dr. Mason Leschyna Opher Baron, PhD

SiMLQ digital twin technology helps Erie Shores reduce ED wait times
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N E W S  A N D  T R E N D S

BY JERRY ZEIDENBERG

L
AS VEGAS – At a HIMSS session
on how hospitals are deploying
real-world AI solutions, Evan
Lyons, executive vice president
and chief information officer at

Peterborough Regional Health Centre
(PRHC), described a major AI-driven plat-
form that’s about to be rolled out at his or-
ganization in the next few months.

PRHC is a community hospital located
140km east of Toronto, serving a broad ur-
ban and rural referral population of
600,000. It’s unusual for a hospital of its size,
outside of a major urban centre, to have or-
chestrated such a large-scale AI program.

Lyons spoke at the annual HIMSS con-
ference in March.

He said the hospital has integrated its
main sources of data and linked them to
an AI-enabled data platform, so that clini-
cians and administrators can find the an-
swers to difficult questions faster than ever
before. The system is designed to help
them make more informed decisions for
both clinical and administrative work.

Called Peregrine, the AI-powered plat-
form makes use of underlying technolo-
gies from Microsoft, including Fabric for
integration and Copilot for generative AI.
“We’ve now integrated over 18 different
data sources, and we’ve flowed them into
the platform,” Lyons said.

Key to the effort has been the leadership
of PRHC president and CEO, Dr. Lynn
Mikula, who has championed new ways to
handle rising costs and the shortage of
staff in healthcare today. 

She has been a huge supporter of inno-
vative technologies like interoperability
solutions, business intelligence and AI to
enable staff to make better decisions and to
work more effectively.

As she noted in a press release issued by
PRHC, “It’s difficult to overstate the effects
Peregrine will have on the way we do
things at the hospital. Having real-time,
curated data at our fingertips through a
custom-built platform that has been de-
signed to inform and support the deci-
sions we make – this is a vitally important
tool when it comes to the lifesaving work
we do here every day.”

PRHC is encouraging people to query

the system to find their own answers to
difficult questions. 

Lyons said one of the more technically
inclined physicians worked with the AI
system on departmental staffing. 

“They took the data and did some mod-
eling with it. In a department where they’ve
done scheduling the same way for about 15
years, they’re now changing their schedul-
ing system, based on the data,” said Lyons.

Peregrine is expected to become very
helpful in case costing, too, as departments
try to keep spending under control.

The system allows users to model dif-
ferent scenarios, looking at which solu-
tions are most efficient, and which are de-
livering the best results at the lowest cost.

“It doesn’t help to tell clinicians, ‘do
surgery more cheaply or see patients faster,’”
noted Lyons. “They don’t want to hear that.”

“But if we know that a particular product
can be replaced at a better price while main-
taining or improving clinical outcomes, and
it’s being used by our peers, there’s a much
different conversation that takes place.”

In the orthopedics department, Lyons
said, use of Peregrine has already helped
clinicians focus on the most cost-effective
solutions. “We used to have seven different
knee systems for implants. Through the
case-costing work we’ve been doing, that’s
come down to three.”

With many of its systems now integrated,
and layers of business intelligence and gen-

erative AI put into place, the hospital is soon
going to launch its own command centre,
making use of the connected data to moni-
tor patient flow throughout the hospital. 

That will not only enable staff to monitor
logjams and problem areas in the hospital,
but it will also give them predictive abilities.

For example, they might be alerted that
a wave of patients is expected the next day,
with a certain level of acuity, enabling the
team to get ready for them.

Bed management is, moreover, some-
thing that can be greatly improved by artifi-

cial intelligence. “You might have 20 people
who need beds, and 18 beds are immediately
available,” said Lyons. “The system might be
able to tell you that a certain bed is available
right away, but if you wait 20 minutes, a bed
will become available in an area of the hospi-
tal that will better serve that patient’s needs.”

Significantly, PRHC is seeking to work
with its four partner hospitals in the re-
gion, extending the Peregrine platform to
them so they can obtain a region-wide
view of patient patterns and logjams.

“That could be a big win for all of us –

and not just within our region, but well be-
yond it,” said Lyons. “We can exchange in-
formation securely, and we can co-develop
solutions that help us collectively. It means
we won’t be repeating the same hires and
rebuilding the same infrastructure.”

Also in the works is a plan to extend the
benefits of AI to patients. Lyons said AI
agents for patients are in development, en-
abling them to ask questions about their
own healthcare.

For example, he said after a visit to the
fracture clinic for a broken bone, a patient
is typically discharged with instructions
for the next six months. He or she may
quickly forget what was said.

But the agent will enable them to ask
questions in natural language and obtain
answers – at any time. Moreover, the agent
will be linked to the patient’s own health
record, so that it can tailor answers specif-
ically to that person.

The same agent can also pre-screen pa-
tients in the clinic. “There might be indica-
tions of intimate partner violence,” said
Lyons. “Then we might approach the wait-
ing room differently, taking the patient to
a private screening room so we can have
that conversation.”

He said the AI agent can also flag warn-
ings for things like osteoporosis, alerting
clinicians to order tests and providing in-
formation and instructions to the patient
about the disease.

Lyons told the audience at HIMSS that
the driver of technological adoption at
PRHC is the fast-growing demand for
healthcare services. “We have increasing
volumes, increasing complexity in the pa-
tients we’re seeing. And we don’t have the
budget to infinitely expand our workforce.”

“So, we really started looking at how can
we do things differently,” he added. “How
can we do things better? We sat down as a
leadership group and looked at opportuni-
ties that we might capitalize on to allow our
workforce to get more mileage.”

Lyons said that brainstorming high-
lighted issues like: “What parts of their
work are they doing that we don’t want
them doing? What other work could they
be doing that would be more aligned to
our core values and mandate, providing
excellent patient care?”

“So, we looked at... a few different lenses,
but specifically on the sort of health opera-
tions side, what are we doing right now
where someone spends a day scouring an
Excel spreadsheet looking for insight?
Where is the person who’s not getting any
insight at all, there’s nothing being delivered
to them? And who is spending all of their
time doing the mundane repeated tasks?”

One of the goals was to reduce these
mundane tasks, handing them off to tech-
nologies, so that employees could focus
more on patient care.

“We wanted to put tools in their hands
that allowed them to focus on bringing the
joy back into their work, that let them bring
empathy into patient care,” said Lyons.

AI was immediately discussed as a pos-
sible solution, but the team at PRHC
quickly realized the workforce wasn’t ready
for artificial intelligence – emotionally or
technologically.

Creating the dashboards and business

Peterborough Regional Health makes AI push, rolls out Peregrine

Evan Lyons, executive VP at PRHC, discussed the hospital’s use of AI at the recent HIMSS gathering.

LAS VEGAS – A panelist at the an-
nual HIMSS conference, held in
March, described an effective tech-

nique to prepare the ground for AI. Dr.
Nasim Eftekhari, chief AI and analytics
officer at City of Hope, a cancer hospital
and research institute in Los Angeles,
said she views new software solutions as
either painkillers or vitamins.

“A painkiller gives immediate relief,
and everyone will use it, even if it’s not
integrated [with the main hospital sys-
tem],” she said.

“A vitamin is something you know
is good for you, but you don’t see in-
stant results. It’s harder to get people
to adopt this.”

Dr. Eftekhari said if you can design
your technological solution so that it
gives an immediate benefit, you’ll see
much faster uptake.

She said her team produced an AI so-
lution that was seen as a painkiller and
experienced quick adoption.

It solved a problem faced by many
oncologists – patients referred to them

were walking in with 20 years of
documentation. It was taking hours to
go through the notes and make sense
of them.

Dr. Eftekhari designed an AI appli-
cation that summarized the documen-
tation in minutes. Even though they
had to go to a different interface to ac-
cess the system, oncologists were glad
to use it.

“I was getting emails at 3 or 4 in the
morning from clinicians thanking me,”
she said. They system had saved them
hours of work and was enabling them to
get a few hours of sleep.

So, the challenge, she said, “is how to
make a vitamin into a painkiller.”

AI at the City of Hope – painkillers vs. vitamins

A ‘painkiller’ gives immediate
relief, and everyone will use
it, even if it’s not integrated
with the hospital IT system.

The hospital hopes to launch 
a Command Centre that will
enable staff and clinicians to
analyze data region-wide.

CONTINUED ON PAGE 16
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N E W S  A N D  T R E N D S

BY LUKE CALLANAN

S
T. JOHN’S – Newfoundland and
Labrador (NL) Health Services
has been implementing a new
approach to address missed ap-
pointments. NL Health Ser-
vices partnered with patient

engagement specialists, TxtSquad, to in-
troduce two-way patient communication
by text – paired with AI voice outreach to
land-line phones – to drive no-shows
down to the sub-four percent range.

“This small pilot quickly evolved into a
multi-site initiative that has enhanced the
patient experience, reduced no-show rates,
and improved workflow efficiency and sat-
isfaction for our front-line clerical teams,”
said Megan Carey, director (interim) pri-
mary healthcare with NL Health Services.
“TxtSquad has been an exceptional part-
ner and has become integral to how we en-
gage with patients across nearly all of our
primary healthcare sites.”

Currently active in 30+ clinics across
the province, TxtSquad is used to manage
over 20,000 appointments for 70,000 pa-
tients and the number is growing.

TxtSquad is a Canadian-made patient
engagement platform that is compliant
with the Canadian Personal Information
Protection and Electronic Documents Act
(PIPEDA) and the American Health Insur-
ance Portability and Accountability Act
(HIPAA). 

It combines two-way texting with fea-
tures such as appointment reminders,
broadcast notifications, and a full phone
system with automated calling, AI agents,
call and voicemail transcription and sum-
maries that work with a clinic’s existing
phone system.

After seeing dramatic and immediate
results in primary care, NL Health Services
identified other program areas that could

benefit from using the TxtSquad solution.
The provincial breast screening program
experienced similar early wins. 

“It has significantly reduced the time
staff spend calling patients and responding
to voicemail,” noted Greg Doyle, provincial
manager of the breast screening program
with NL Health Services. “It allows the
program to reallocate time to other clinical
and administrative tasks. As well, patients
are finding it much easier to contact the
clinic, ask questions, and book or adjust
their screening appointments.”

Two-way texting, supported by AI, and
practical integrations that reduce friction:
“The mechanics are straightforward – make
reminders actionable,” explained Josh Tay-
lor, founder and CEO of TxtSquad.

“Even SMS can underperform if it’s
treated as notification-only. A one-way
text reminder may increase awareness, but
it doesn’t remove the key problem: many
patients hesitate to cancel (they don’t want
to “lose” their spot) or they don’t have time
to call their clinic. 

Or they have the best of intentions but

can’t get through when they do call. Two-
way texting changes that dynamic by mak-
ing rescheduling the easy path.”

Rather than a one-way, “Don’t forget
your appointment” notification, two-way
SMS opens a conversation that lets pa-
tients confirm, cancel, reschedule, or ask a
quick question. 

Where the model becomes especially ef-
fective, according to the NL Health Services
experience, is when texting is paired with
voice automation for the remaining hard-
to-reach patients, such as those without a
mobile number on file; patients who don’t
text, don’t see texts, or prefer to talk to a
person directly; and patients who routinely
miss reminders and require follow-up.

Voice AI can do initial outreach to a
large number of patients at once – captur-
ing whether patients wish to confirm, can-
cel or reschedule their appointments and
escalating exceptions back to staff. This is
the piece that, in practice, helps move from
“big improvement” to “nearly eliminating
preventable no-shows.”

Patients report confidence, staff report

ease and stronger engagement: Beyond
attendance metrics, NL Health Services’
post-pilot surveys suggest the approach is
resonating with both patients and front-
line teams.

On the patient side, 83 percent of re-
spondents said texting the clinic was easy,
while 81 percent reported feeling very con-
fident using text to communicate with
their clinic. 

Staff feedback mirrored the patient ex-
perience with 92 percent of staff reporting
that TxtSquad was easy to use, and 87 per-
cent said the text platform worked well. 

Overall staff satisfaction reached 87
percent, including 71 percent who de-
scribed themselves as very satisfied. When
rating quality, 88 percent rated TxtSquad
“very good” or “excellent.” 

Perhaps most telling for operational
leaders, 96 percent agreed that texting had
a positive to very positive impact on pa-
tient engagement compared to the usual
communication process.

Voice AI then extends the same model
to patients who don’t engage by text – sup-
porting reception-like workflows such as
reminders, confirmations, basic intake
questions, and routing to the right place.

Taylor describes a rapidly evolving sys-
tem that adds an “AI reception layer” that
can answer common questions (pre-visit
instructions, clinic policies, “what do I
bring?”); triage requests (administrative
vs. clinical routing); support appointment
workflows (confirm/cancel/reschedule);
reduce voicemail backlog with transcrip-
tion and summarization; and hand off
cleanly to staff when needed: “We want to
move from reminders to conversations –
and from conversations to AI-supported
reception and triage.”

Luke Callanan is a project manager with
TxtSquad.

H
AMILTON, ONT. – Nearly 90
percent of people living with
dementia experience agita-
tion, wandering, aggressive

treatment or abuse (called “responsive
behaviours” in the senior-care field).
Even though most senior care homes
have camera monitors, these incidents
are detected late, if at all. 

NeuraVue, however, is using AI to de-
tect and enable earlier intervention while
preserving resident dignity and privacy.

Elder abuse remains a significant and
often underreported issue. Statistics
Canada estimates that 8 percent of se-
niors living in the community report ex-
periencing some form of abuse, while
global estimates suggest the number may
be as high as 1 in 6. In institutional envi-
ronments, workload pressures and un-
der-reporting can make early detection
even more challenging.

While cameras are already widely de-
ployed in common areas, most systems
today remain passive, recording inci-
dents rather than actively detecting and

thus helping prevent them. NeuraVue is
addressing this gap with a new ap-
proach: privacy-first, AI-powered moni-
toring designed specifically for senior
care environments. 

At the core of the platform is Respon-
sive Behaviour Detection, a capability
that identifies early signs of agitation,
distress, or behavioural escalation – en-
abling care teams to intervene before in-
cidents occur.

NeuraVue has been approved under
Canada’s Innovative Solutions Canada
(ISC) AI Testing Stream, with up to $1.1
million in funding to support real-world
deployments. Through this program, eli-
gible senior care homes can pilot Neu-
raVue’s solution at no cost for up to 12
months. Organizations interested in par-
ticipating can reach out to
contactus@neuravue.com to learn more
and explore eligibility.

Unlike traditional monitoring systems
that focus primarily on outcomes such
as falls, NeuraVue is designed to recog-
nize the behaviours that often precede

them. Subtle signals, such as pacing,
repetitive movements, or sudden
changes in activity, can indicate distress
or an impending escalation. 

By detecting these patterns in real
time, the system sends alerts directly to
care staff, allowing for earlier and more
proactive intervention.

NeuraVue’s proactive approach is

supported by additional capabilities: fall
detection, wandering and zone violation
alerts, and recognition of distress or
calls for help.

The technology is currently being val-
idated in real-world care environments,
including deployments at elder-care lo-
cations in Quebec and British Columbia.
Across this deployment, care teams re-

ported a meaningful improvement in re-
sponse times and visibility into resident
risk, with early internal observations in-
dicating a reduction in missed incidents
during overnight shifts and high-de-
mand periods.

The platform is designed to detect
behavioural patterns – such as move-
ment, pacing, or escalation – without
identifying individuals, eliminating the
need for facial recognition or identity
tracking. 

It works with existing camera infra-
structure and ensures monitoring re-
mains non-intrusive and aligned with
care standards. 

NeuraVue’s development has also
been supported by Canada’s AI ecosys-
tem, including participation in the Vec-
tor Institute’s FastLane program. 

Through this initiative, NeuraVue re-
ceived technical guidance to strengthen
its AI models. AI-based detection of
these behaviours is technically difficult,
and a key part of NeuraVue’s innovation
lies in how its AI models are trained.

NeuraVue can detect wandering, aggression or abuse in senior care homes

Nfld and Labrador Health Services charts path to near-zero no-shows

By detecting suspicious
patterns, the system sends
alerts directly to care staff,
allowing earlier intervention.
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BY JERRY ZEIDENBERG

N
ORTH BAY, ONT. – When the
North Bay Regional Health
Centre deployed its electronic
health record – MEDITECH
Expanse – in 63 outpatient

clinics, most of them were up-and-running
and booking their full slate of patients just
three days after go-live.

The go-live was preceded by 12 to 18
months of education, training and testing
to bring clinicians and staff up to speed.

Those preparations proved to be very
effective – once the digital system was
turned on, in 2024, the clinics were quickly
able to maintain the same patient volume
as before, without any major glitches. It
was an unusual feat.

The success story in North Bay was par-
tially a product of the hospital’s own
change-management methodology, devel-
oped earlier when it implemented the
MEDITECH Expanse digital system in its
hospital setting.

But it also required recognizing that
clinics are different than hospital depart-
ments and adjusting to the requirements
of those departments.

“There’s a uniqueness to outpatient
clinics, and it’s not like a one-size-fits-all
solution will fit everyone, like it did with
our inpatients,” said Dr. Alexis Lemmex, an
emergency department physician and
chief medical information officer (CMIO). 

“Endoscopies are very different than
something like a CHF (congestive heart

failure) clinic, with different physician and
nursing support, the way clerical staff
work, and so on.”

“Realizing that was key to our project,”
she added.

So, the team came up with a ‘change
matrix’ to identify clinics that would re-
quire larger modifications and more time
for training.

To find out how much of a transition
was in store, each clinic was required to fill
out a questionnaire.

That helped determine where each
clinic was on the digital journey, how much
paper was used in terms of workflow, and
whether workflows could be improved.

“Some were doing registration elec-
tronically, but not documentation or order
management,” said Kristen Vaughan, man-
ager, informatics and information systems
at the North Bay Regional Health Centre.

As it turned out, 25 of the clinics re-
quired a full-build-out of the EHR, going
from paper to digital, while many others
were already making partial use of elec-
tronic solutions.

Another key to getting the clinics up
and running quickly was to perform what
the change management team calls ‘paral-
lel testing’. That amounted to clinic staff
performing their workflow in the tradi-
tional way, whether it was on paper or a

mixture of paper and digital, and simulta-
neously running the fully digital solution.

This technique was used to train staff in
how the MEDITECH Expanse solution
worked, while at the same time, identifying
where workflows could be improved or
built via early-stage testing.

“It would show you that in one area, the
EHR was working great, but in another,
there’s a gap,” said Vaughan. “Then we
could mitigate it.”

Vaughan emphasized that parallel test-
ing meant that clinics could continue tak-
ing patients, and function normally, while
staff were being trained. “We couldn’t close
a clinic to conduct this – we wanted pa-
tients flowing through,” she said.

In this way, patients could continue to
be treated while each of the clinics was
trained on the new software.

During the training period, the change
management team would send out
monthly messaging about the project.
They also met with users across the clinics,
including by role.

For example, there would be meetings
of the clerical teams from clinics. “We’d
meet with the clerical group, because there
is uniqueness to them, and they needed to
know, ‘this is my role now, and this will be
the impact of the electronic solution on
that role’,” said Vaughan.

Meetings of this kind were held with
nurses and physicians, too.

When the clinics went live on the
MEDITECH solution, in February and June

Unique change management system enables rapid deployment of EHR

BY BRENT MCGAW 

AND NARENDRAN CHANDRASEKARAN

AI is no longer a future ambi-
tion in Canadian healthcare. It
is already being used for clini-

cal documentation, diagnostic support,
patient engagement and operational
planning. The potential benefits are real:
better outcomes, less administrative bur-
den, and much-needed relief for health
systems and over-stretched staff.

But the risks are just as compelling.
When AI interacts with Personal Infor-
mation (PI) and Personal Health Infor-
mation (PHI), the stakes around privacy,
safety, and transparency are not theoreti-
cal. Patients and clinicians need to know
that AI systems behave as intended, and
that trust will be undermined in the
event of a breach or negative outcome.

To help healthcare organizations nav-
igate these challenges, Infosys developed
the Responsible AI Toolkit (RAI
Toolkit), an open-source collection of
technical guardrails designed to help or-
ganizations deploy AI safely, ethically,
and transparently, without putting inno-
vation on hold.

Why responsible AI is essential in
healthcare: Healthcare is among the
most sensitive environments to apply AI.
An AI-assisted insight that influences a
clinical decision or a patient interaction

is not the same as a product recommen-
dation. The consequences of a biased
model or an unexplainable output are
far more serious in a healthcare context.

In Canada, that sensitivity is reflected
in strong health information and privacy
legislation, as well as public expectations
that put patient trust ahead of efficiency
gains. Most healthcare leaders are not
opposed to AI adoption and indeed
want to accelerate it. But they also want
firm control over how data is used, how
models behave, and who is accountable
when something goes wrong.

Policies, review committees, and ap-
proval mechanisms still matter, but they
are no longer sufficient on their own.
What organizations increasingly need
are technical safeguards that embed re-
sponsible behavior directly into systems.

Why Infosys built the Responsible AI
Toolkit: There is no shortage of Respon-
sible AI principles in circulation. What is
harder to find is practical tooling that
makes those principles operational
across the actual AI lifecycle.

The RAI Toolkit was built to close
this gap. It provides technical controls
for privacy protection, bias detection,
explainability, hallucination mitigation,
safety, and security, applied at the key
points in the AI lifecycle where they
matter most.

The RAI Toolkit sits within Infosys’

broader “Scan, Shield, and Steer” ap-
proach to Responsible AI: where risks
are continuously monitored (Scan), mit-
igated through technology (Shield), and
governed through structured oversight
(Steer). The framework is designed to be
ongoing, not a one-time review.

Because it is open source, the RAI
Toolkit can be adapted to local regulatory
requirements and organizational needs,
an important consideration for Canadian
healthcare, where provincial and federal
privacy requirements vary, and where

vendor lock-in is a legitimate concern.
Infosys’ governance approach is also

backed by our ISO/IEC 42001:2023 certifi-
cation, the world’s first international stan-
dard for AI management systems. Achiev-
ing this certification means our own AI
governance practices have been indepen-
dently audited against a rigorous interna-
tional benchmark, something worth ask-
ing about when evaluating any AI partner.

Protecting PI/PHI by design: Privacy
is not just a compliance requirement in
healthcare, it is often the single biggest

obstacle to AI adoption in practice. Or-
ganizations are right to be cautious
about what happens to patient data in-
side AI systems: whether it surfaces in
generated outputs, whether it persists in
model memory, or whether it can be re-
constructed from prompts.

Generative AI platforms can expose
sensitive information in ways that are
non-obvious. For example, a model that
has ingested PHI during fine-tuning may
reproduce fragments of it as outputs. A
poorly designed prompt interface may
inadvertently pass patient details to an
external API.

The RAI Toolkit addresses this by
providing privacy capabilities that detect
and protect sensitive data, including
redaction and anonymization, across un-
structured text and documents. These
controls greatly reduce the likelihood of
PI/PHI being inadvertently disclosed,
stored, or reused within AI workflows.

The intent is not to lock down AI use,
but rather to make it safe enough to
scale. Embedding privacy-by-design
principles directly into AI workflows
means organizations can move faster.

Making AI transparent and explain-
able: A clinician who cannot under-
stand why an AI system made a recom-
mendation will not trust it. Nor should
they. Explainability is not a nice-to-have

Building trustworthy AI with Infosys’ open-source Responsible AI Toolkit

The intent is not to lock 
down the use of artificial
intelligence, but to make it
safe enough to scale.

CONTINUED ON PAGE 21

CONTINUED ON PAGE 23

Kristen Vaughan (left) and Dr. Alexis Lemmex led the effective implementation of the EHR in clinics.
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B
ritish Columbia’s Health Infor-
mation Management (HIM)
program is a lower mainland
consolidated (LMC) service,
supporting Providence Health
Care, Provincial Health Ser-

vices Authority, Fraser Health, and Vancouver
Coastal Health. 

With nearly 1,400 full-time employees
across 42 locations, HIM delivers a com-
prehensive suite of services, including reg-
istration, records management, transcrip-
tion, coding and informatics, and corpo-
rate services. 

The HIM Coding team, comprising
over 140 coders, data quality specialists,
coding application specialist and clinical
documentation specialists manages the
coding of a vast array of patient visits –
spanning inpatient, emergency, surgical
day care, rehabilitation, and tertiary men-
tal health. Each year, this team processes
more than 250,000 acute care, 300,000 sur-
gical day care, and 1.1 million emergency
visits, underscoring the scale and complex-
ity of their responsibilities.

Challenges in health information man-
agement: Despite a robust infrastructure,
the HIM team faced challenges that were
very similar to other coding teams across the
country. Coder shortages and tight submis-
sion deadlines placed pressure on the team,
while the lack of standardized documenta-
tion, error-prone manual entry of patient
information and the need to navigate multi-
ple systems caused delays and frustration. 

The data quality process can be labor-in-
tensive, and retroactive error resolution
meant time-consuming rework. As a result,
coded data was often submitted with a delay
of 60 days or more, reflecting the challenges
of managing increasing patient volumes and
expanding submission requirements. 

Recognizing these obstacles, the HIM
team saw an opportunity in computer-as-
sisted coding (CAC) technology, which
can analyze healthcare documents, suggest
codes, and identify errors, thereby improv-
ing data quality and supporting a more ef-
ficient coder workflow.

Solution selection and implementa-
tion: The journey toward a CAC solution
began in the fall of 2019. The team, led by
Monique Rasmussen, Regional Director of
Coding & Informatics, initiated an Envi-
ronmental Request for Information, care-
fully defining their approach and scope,
and began engaging with Solventum, for-
merly 3M Health Care, to understand the
capabilities of available products. 

A comprehensive governance structure
and RFP committee were established, a
business case was developed, and funding
opportunities were identified. After a thor-
ough evaluation, Solventum was selected as
the successful contract recipient, offering
the Solventum™ 360 Encompass™ Com-
puter-Assisted Coding System. 

This system brought together features
such as consolidated document views, an-
notated terms, advanced search capabili-
ties, and real-time error management. The
implementation and rollout followed, with
the first site going live in January 2022.

Change management and user engage-
ment: Central to the project’s success was a
robust change management strategy, an-
chored in a vision to improve coding effi-

ciency and accuracy while creating an en-
gaging work environment where coders feel
empowered by the technology. The rollout
process emphasized training and onboard-
ing, ensuring that coders were well-prepared
to adopt the new technology. The organiza-
tion’s approach was not only about intro-
ducing a new tool but also about empower-
ing coders to feel confident and supported
as they navigated changes to their workflow.

Evaluation framework and methodol-
ogy: To assess the effectiveness of the new
system, the LMC HIM team developed a
rigorous evaluation framework based on
Canada Health Infoway’s Benefits Evalua-
tion model. The evaluation focused on
three key metrics:

1. Coding speed and volume: Measured
using the Coding and Informatics Work-
load Indicator and Coding Coordinator
Dashboard.

2. User satisfaction: Assessed through
surveys distributed to sites operational
with 360 Encompass for at least two
months. The survey captured feedback on
ease of use, productivity, workflow adjust-
ments, and feature utility, stratified by cod-
ing experience and duration of system use.

3. Coding specificity, accuracy, complete-
ness, and productivity: Evaluated through a
controlled clinical coding exercise, compar-
ing performance with and without CAC.

Key Findings: Several key findings from
this evaluation were discovered. User sur-
veys indicated an overall satisfaction rate of
84 percent. CAC was reported as most use-
ful for acute and inpatient cases, particu-
larly in internal medicine and long inpa-
tient stays involving multiple procedures,
where it quickly surfaced key information
and reduced the need for manual searching. 

In surgical day care cases, the system’s
ability to highlight key details in operative
reports made it easier to extract procedures
and diagnoses, while organizing operating

room reports ensured accurate capture of
both primary and secondary procedures. 

However, some challenges were noted,
including navigation and formatting is-
sues, which highlighted areas for further
improvement. Interestingly, two-thirds of
coders with less than one year of experi-
ence provided a positive recommendation
for using the tool, while mid-career coders
appeared more hesitant, possibly due to
established workflows or differing expec-
tations regarding the tool’s effectiveness.

To further assess data quality and pro-
ductivity, a single set of cases was re-

coded twice in controlled environments
– once with CAC in a production envi-
ronment and once without CAC in a
staging environment. 

A data quality specialist then reviewed
the charts to determine the type of dis-
crepancy. The results were compelling: av-
erage coding time per chart without CAC
was 16.86 minutes, compared to 11.48
minutes with CAC, representing a 47 per-
cent increase in coding efficiency in the
controlled test environment. 

Gains in data completeness, specificity,
and accuracy are anticipated from the lat-
est version of 360 Encompass, which in-
cludes auto-suggested coding and data
quality worklist functionalities and even-
tually autonomous coding capabilities.
The rollout of this latest version is ex-
pected to further streamline coder work-
flows and enhance data quality.

Recommendations: Based on these find-
ings, several recommendations emerged

from the team to maximize the benefits of
CAC implementation. A coordinated, orga-
nization wide change management ap-
proach is essential to support maximum
user adoption. Ensuring that all required
documentation is available in 360 Encom-
pass will help maximize the utility of the
tool. Advancing the rollout of 360 Encom-
pass R2 is recommended to support further
improvements in data quality. 

Developing longitudinal studies to assess
the impact of CAC on clinical outcomes
will provide valuable insights for ongoing
improvement. Finally, implementing stan-
dardized documentation practices will en-
hance data reliability across the system.

National context – CIHI’s AI strategy:
The transformation underway in British
Columbia aligns with pan-Canadian ef-
forts led by the Canadian Institute for
Health Information (CIHI), which is dri-
ving the modernization of health informa-
tion management by investing in artificial
intelligence (AI) solutions to power
Canada’s health data systems. 

CIHI’s mission is to ensure that health
data is trusted, connected, accessible,
timely, and comprehensive, supporting
better decisions and healthier Canadians.
The organization’s AI strategy is focused on
driving innovation and efficiency, with a
particular emphasis on AI-assisted coding
to enhance data accuracy and timeliness. 

This enables faster, richer data availabil-
ity to support rapid policy decisions and
responses to health system challenges. 

CIHI’s Hospital Data Transformation Ini-
tiative aims to accelerate the implementation
of AI-assisted coding technologies in hospi-
tals. This approach is key to reducing the
manual burden and processes of coding, ex-
panding capacity, and augmenting the value-
add of Health Information Management
professionals. In addition, coding validation,
edits, and auditing – both assisted and AI-
driven – can improve specificity and compli-
ance with Canadian Coding Standards.

CIHI is collaborating with hospitals and
health authorities to trial AI assisted coding
solutions, including Solventum 360 En-
compass Computer-Assisted Coding Sys-
tem, and to share learnings from AI-as-
sisted coding implementations via partner-
ships with innovation centres and vendors. 

Ongoing evaluation of coding automa-
tion tools for usability, integration across
multiple acute care EHR’s, and impact is a
priority, with findings shared across stake-
holders. CIHI also works with vendor
partners to optimize system design, sup-
port change management, and ensure on-
going engagement as digital health evolves. 

Conclusion: The implementation of
computer-assisted coding in the LMC In-
formation Management organization
marks a significant step forward in the
modernization of health data processes. By
embracing innovative technology, foster-
ing a culture of continuous improvement,
and aligning with national strategies, the
LMC HIM team has demonstrated how
digital transformation can drive efficiency,
data quality, and user satisfaction. 

Ongoing evaluation, collaboration, and
adaptation will be essential as the province
– and Canada as a whole – continues to
advance toward a more connected, respon-
sive, and data-driven healthcare system.

Health info management in BC: a journey to computer-assisted coding

Computer-assisted coding 
(CAC) technology can analyze
healthcare documents, suggest
codes, and identify errors.
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Monique Rasmussen, Regional Director of Coding & Informatics, speaking about the Lower Mainland Con-
solidated HIM team’s journey to computer assisted coding in British Columbia.
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s Canada’s population becomes
officially “super-aged” this year –
with more than 20 percent of

people over 65 – healthcare
and community-based orga-

nizations are increasingly adopting innov-
ative solutions to solve complex challenges
associated with providing care to more
older persons than ever before. 

The Canadian Institute for Health In-
formation (CIHI) has cautioned that
long-strained healthcare systems across
the country will not be able to keep up
with the rapidly growing need for skilled
staff to support the aging population, es-
pecially the growing number of people
living with dementia. Researchers and in-
novators are responding with new ideas
and solutions that address real-world
challenges faced by care providers, help-
ing to ensure our healthcare system is
ready for the new reality of Canada’s su-
per-aged era.

The Centre for Aging + Brain Health
Innovation (CABHI), powered by Bay-
crest, recently provided $2.6 million to 26
healthcare and community-based organi-
zations across Canada through its Discover
+ Adopt (D+A) program, enabling them
to find and implement innovation into
their care settings. 

Recipients will receive coaching and ac-
cess to a learning series, ensuring they have
the skills and support necessary to use
ground-breaking solutions to solve care
challenges affecting older persons and
caregivers, including preventing falls, re-
sponding to safety incidents and ensuring
people living with dementia remain so-
cially connected and engaged. Many orga-
nizations report a lack of skills, opera-
tional processes and capacity to sustain
new and novel approaches to care, some-

thing the D+A program addresses through
tailored support services.

Baycrest Terraces, one of the most recent
D+A funding recipients, is in the process of
adopting BedSense, an innovation from
Momo Medical, to prevent avoidable falls,
one of the leading causes of injury, putting
retirement home residents at serious risk.
BedSense offers a proactive approach to

care through a smart sensor mat placed un-
der mattresses. This app-connected smart
mat monitors movement, heart rate, and
breathing, providing staff with real-time
alerts predicting bed exits to enable timely
intervention before incidents occur.

“The pain point we’re trying to solve is
to be able to have some insight into when
people are sleeping, when they are in the
bed, when they are out of the bed, but also
we are trying to look for a noticeable re-
duction in falls,” said Debra Conway-
Chung, director, residential and commu-
nity programs. “This will be a game-
changer for people who are looking for that

little bit of an extra touch of care – more of
an ‘in’ but still allowing autonomy. That’s
where it’s going to be a game-changer, and
for the staff, too. I think the staff are going
to love having that little eye in.”

CABHI previously funded and sup-
ported Momo Medical through its Mentor-
ship, Capital, and Continuation program in
partnership with National Bank program

(now the Fuel program), which provides
funding and acceleration services to early-
to mid-stage companies developing aging-
and brain health-related innovations.

Among the other funding recipients are
Perley Health in Ottawa, and Copper
Ridge Place in Yukon, both of which are
solving real operational challenges with
new and innovative solutions.

“Our team from the Perley Health Cen-
tre of Excellence in Frailty-Informed Care
will really benefit from the structured ap-
proach of the D+A program,” said Danielle
Sinden, director, centre of excellence and
research operations at Perley Health. “It is

unique in that it supports the sustainabil-
ity and long-term impacts of technology
implementation through its funding
model. We look forward to measuring and
sharing the impact of our project and our
continued collaboration with CABHI.”

Perley Health is implementing Dicerra,
a patient safety and incident management
system designed to streamline staff report-
ing and reduce duplication, minimizing
the administrative burden and enabling
the care team to dedicate more time to
meaningful client engagement.

The omiVista Interactive Projection
System, developed by Sensory One, will
help residents at Copper Ridge Place stay
socially connected, improving quality of
life for those living with dementia. This in-
novative motion-activated, touch-respon-
sive technology transforms blank surfaces
into engaging, interactive games. With an
intuitive design that ensures easy use and
customizable activities to appeal to diverse
interests, the system empowers both resi-
dents and care partners to engage in mean-
ingful activities in shared spaces.  

With an intuitive design that ensures easy
use and customizable activities to appeal to
diverse interests, the system empowers both
residents and care partners to engage in
meaningful activities in shared spaces. 

Since the launch of the D+A program in
2022, CABHI has awarded $5.9 million in
funding to more than 40 healthcare and com-
munity-based organizations across Canada.
The next round of program applications for
innovators opened April 1, with applications
for organizations hoping to be paired with in-
novations set to open in May. Details about
the D+A program, including the full list of re-
cently announced recipients, can be found at
CABHI.com. 

Turning to innovation to care for Canada’s “super-aged” population

BY MEGAN SCHMIDT

cross Canada, genomics and pre-
cision medicine are transform-
ing the delivery of care, partic-

ularly in oncology. From so-
matic testing to targeted

therapies and biomarker-driven treatment
selection, the promise of precision medi-
cine is clear: better outcomes through
more informed, individualized decisions. 

However, the success of precision medi-
cine does not rely on science alone. It de-
pends equally on the digital and operational
infrastructure that connects ordering, speci-
men procurement, laboratory analysis, re-
sults delivery, and longitudinal patient data
across the healthcare continuum. 

From the perspective of a trusted in-
teroperability partner actively working
alongside laboratories, hospitals, health
systems, and EHR vendors for more
than two decades, one theme consis-
tently emerges: precision medicine re-
quires precision infrastructure. 

Precision infrastructure: Genomic
laboratories across Canada are making
significant investments in precision ini-

tiatives. Their work is evidence-driven
and deeply committed to improving pa-
tient outcomes. Yet delivering genomic
testing within real-world oncology
workflows brings considerable opera-
tional complexity. 

It requires determining the appropri-
ate test based on the patient’s diagnosis
and stage of cancer, ensuring timely and
accurate specimen procurement, track-
ing orders in real-time, and delivering
structured, actionable results back to the
treating clinician. 

It also involves supporting tumour
boards and multidisciplinary teams, all
while integrating results seamlessly into
the longitudinal health record. 

Each of these steps is critical, and
each introduces potential friction. In on-
cology, timing is not an abstract concept.
Minutes, days, and overall turnaround
time directly influence treatment path-
ways as well as the lives of the patients. 

A delay in ordering or communicating
results can alter the course of care and
the patient’s overall wellbeing. Precision
medicine depends on close coordination
among pathologists, oncologists, labora-

tory professionals, and digital health
teams to ensure that insights translate
into timely, informed clinical decisions. 

Technology must support, not com-
plicate, these workflows. 

Reducing fragmentation: One emerg-
ing challenge in
genomics is frag-
mentation at the
point of order en-
try. As testing op-
tions expand,
providers are often
asked to navigate
multiple external
portals or duplica-
tive workflows.
This increases ad-
ministrative bur-

den and introduces the risk of incom-
plete information transfer. 

Long-term sustainability depends on
integration. Seamlessly incorporating
genomic ordering and tracking into
current clinical workflows, with results
delivered as structured, actionable data
that supports interpretation, longitudi-
nal analysis, and searchability. 

When ordering, tracking, and results
management are aligned within the
broader digital ecosystem, clinicians
benefit from: 

• Clear visibility into order status 
• Streamlined specimen coordination 
• Real-time communication of results 
• Reduced manual reconciliation 
• Improved confidence in selecting the 

appropriate test at the appropriate time 
For Canadian health systems navigat-

ing provincial interoperability strategies
and digital modernization efforts, inte-
gration also supports standardization
and scalability across sites of care. 

From data delivery to data utility: Pre-
cision medicine is inherently data driven,
yet genomic insights must be accessible
and actionable within everyday clinical
workflows to truly support care delivery,
research, and population health efforts. 

Through structured data exchange,
organizations can conduct global cohort
searches based on diagnosis, stage, and
genomic findings, equip tumor boards
to review complex cases with confidence,
drive quality improvement and utiliza-

Building the infrastructure for precision medicine and genomics at scale 

A

BedSense, an innovation from Momo Medical, helps prevent avoidable falls, a major cause of injury.

Megan Schmidt

A

CONTINUED ON PAGE 23

w w w . c a n h e a l t h . c o m1 2 C A N A D I A N  H E A L T H C A R E  T E C H N O L O G Y  M A Y  2 0 2 6



N E W S  A N D  T R E N D S

MONTREAL – At the Research Insti-
tute of the McGill University
Health Centre, a patient co-led re-

search team developed Opal, a patient infor-
mation platform that has enabled thousands
to access and manage their health data.

However, with the move in Quebec to a
province-wide EHR deployment from a
large, proprietary vendor, the MUHC’s
support for Opal ended in December 2024.
Rather than marking an endpoint, this
transition has catalyzed a new phase: Opal’s
release as open-source software in 2025.

Now, the Quebec-made Opal platform is
positioning itself as a Canadian alternative:
an open-source, patient-in-the-loop digital
health infrastructure designed to re-centre
care and interoperability with the patient as
an integral member of their care team.

John Kildea, director of the Opal Health
Informatics Group (OHIG), is looking for
partners for Opal’s open-source adventure
– if you are a vendor or a foundation with
an interest in supporting open-source dig-
ital health solutions and connecting pa-
tients with their health data, you can con-
tact him at john.kildea@mcgill.ca.

Opal began in 2014 at the Research In-
stitute of the McGill University Health
Centre (RI-MUHC) as a collaboration be-
tween a patient, a physician, and a re-
searcher. Launched clinically in 2018, Opal
operated for more than six years at the
MUHC, serving thousands of patients. 

Upon its launch in 2018, it provided
real-time access to test results alongside ed-
ucational content, appointment tools, and
patient-reported outcome questionnaires
(opalmedapps.com).

In 2021, Opal became the cornerstone of
the Quebec SmartCare Consortium (que-
becsmartcare.com), a $10 million public-
private multi-partner initiative to scale the
platform into a secure, interoperable, pa-
tient-in-the-loop data infrastructure.

Today, by making its code openly avail-
able (github.com/opalmedapps), Opal
aims to support digital sovereignty, avoid
vendor lock-in, and spur innovation. 

In April 2025, the OHIG formed a
strategic partnership with the foundation
behind OpenEMR, the world’s most popu-
lar open-source electronic medical record
system, opening new doors to partnerships
worldwide.

As Kildea explained, “Our approach
stands in contrast to the monolithic for-
eign systems that dominate Canadian
healthcare. If Canadian decision-makers
were to insist on an open backbone infra-
structure, standards, and strong gover-
nance, as is the case in Estonia for example,
digital health could stimulate the Cana-
dian economy rather than being a burden
on it. It could support Canadian jobs while
ensuring that our health data and taxpayer
dollars don’t cross the border.”

At its core, Opal advances a simple but
transformative principle: patients should
be full members of their care teams, not
just passive participants. It reimagines care
as “patient-in-the-loop” rather than “pa-
tient centered”. 

Today’s healthcare systems are built
around institutions and clinicians. Data
flows between providers, while patients re-
ceive partial, delayed, or fragmented views
of their own information. Opal flips this

model by insisting that patients should
have the same access to their data as their
clinicians.

Susie Judd, DevSecOps manager of the
OHIG who first encountered Opal as a
cancer patient, describes the shift: “The pa-
tient is not only their own most important

caregiver, they are also the only member of
their care team who is always present. If we
were to build a data infrastructure that
treats patients like clinicians, we would
break down siloes and inherently solve the
interoperability problem.”

A key operational concept of patient-in-

the-loop data is the once-only principle: pa-
tients should not have to repeatedly provide
the same information; things like smoking
history, alcohol use, previous surgeries, etc. 

Opal aims to facilitate structured data
entry once, with reuse and controlled shar-
ing across systems. 

Opal platform transitions to open-source software and seeks partners 
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M E D I C A L  I M A G I N G

BY NORM TOLLINSKY

C
anadian hospitals are facing
unprecedented demand for
MRI and CT imaging, dri-
ving the need for rapid, effi-
cient expansion of diagnostic

imaging infrastructure. As wait times for
exams in some regions stretch beyond a
year, more hospitals are turning to prefab-
ricated modular construction as a faster,
high-quality alternative to traditional on-
site building projects.

Montreal-based SDI Canada has
emerged as a national leader in this space.
The company has designed and delivered
prefabricated modular Cassettes to 10 hos-
pitals across the country, including instal-
lations in Ontario (4), New Brunswick,
Quebec, British Columbia (2), Manitoba,
and Saskatchewan. 

These units allow hospitals to expand
diagnostic imaging capacity without the
long timelines, weather-related delays, and
cost uncertainties associated with conven-
tional construction.

A faster, high-quality solution: Cas-
settes are constructed in controlled factory
environments, ensuring consistent quality,
safer working conditions, and none of the
weather-related disruptions that slow
down onsite construction, particularly
during Canadian winters. While site
preparation occurs at the hospital, the unit
itself is manufactured in parallel, signifi-
cantly reducing project timelines.

The result is a fully functional imaging
suite that can be delivered and installed in
12 to 16 months, compared to the two to
three years often required for traditional
exterior building additions.

The units are tailored to seamlessly
match the interior and exterior finishes of
the existing hospital, creating a cohesive
expansion that is indistinguishable from
the original structure. 

Why modular construction is gaining
momentum: Prefabricated modular units
for MRI and CT have long been used in the

United States but were only introduced to
the Canadian market in recent years by
SDI. According to Toufic Abiad, president
of SDI, their growing adoption reflects a
shift in how hospitals evaluate major
imaging infrastructure projects.

“The modular option isn’t always the
answer, but it always deserves considera-
tion,” said Abiad. “You really need to look
at a project holistically and consider all
scenarios when installing new equipment.”

For hospitals in dense urban centres like
Montreal and Toronto, where interior
space is limited, mobile trailers are often
unsuitable except for temporary use. For
hospitals in smaller communities with
available land, administrators typically
evaluate three options:

• Prefabricated modular construction
• Container-based units
• Traditional onsite construction

Container-based solutions, while slightly

less costly, come with significant limita-
tions. Because they are essentially modified
freight containers, they:

• offer limited size and layout flexibility
• are not integrated into the hospital

• do not meet Canadian healthcare 
building codes

• accommodate fewer imaging 
system types
By contrast, modular Cassettes provide

a permanent-quality, code-compliant so-
lution capable of housing any MRI or CT
model, with full integrated radiofrequency
shielding, insulation for our northern cli-

mate, and optimized clinical workflow.
Cost and configuration options: A fully

outfitted prefab modular MRI suite, in-
cluding dedicated control and equipment
rooms, typically ranges from $1.4 million
to $1.7 million. Units designed to house
support spaces such as patient waiting ar-
eas and changing rooms cost significantly
less. Despite the investment, the acceler-
ated timeline often translates into earlier
operational readiness, allowing hospitals
to begin reducing waitlists sooner.

At Headwaters Health Care Centre, SDI
delivered two 15-by-55-foot modular
units, joined on site to form a fully inte-
grated MRI suite, demonstrating the flexi-
bility of modular construction for mid-
sized communities. 

According to the hospital, this approach
enables them to begin scanning up to
8,000 patients per year sooner, helping to
reduce the region’s MRI waitlist backlog.
Headwaters selected a two-cassette config-
uration with integrated support spaces,
enabling the immediate assumption of pa-
tient care and streamlined patient flow
upon arrival in the department.

A growing footprint across Canada:
SDI Canada has spent 23 years evolving
from an MRI shielding supplier to a com-
prehensive provider of turnkey diagnostic
imaging solutions. After acquiring its U.S.
shielding supplier in 2013 and transition-
ing manufacturing to Canada six years
later, SDI expanded again by securing a li-
censing agreement to produce prefabri-
cated Cassettes domestically.

Two modular units for the Kemptville
District Hospital, south of Ottawa, were
recently manufactured in Ontario, and the
company is now exploring additional
manufacturing facilities in Quebec and Al-
berta to meet rising demand.

Modular construction isn’t meant to re-
place traditional, but rather to complement
it. As pressure mounts to improve diagnos-
tic imaging access, prefabricated modular
construction is increasingly seen as a prac-
tical, cost-effective, and timely solution.

Prefabricated cassettes are accelerating diagnostic imaging capacity

M
ONTREAL – Dr. Pierre Y.
Garneau, chief of surgery
at Montreal’s Sacré-Cœur
Hospital, successfully per-

formed the first documented robot-as-
sisted bilateral adrenalectomy in a single
operation in Canada. 

The removal of both adrenal glands
would typically require two separate vis-
its to the operating room however
thanks to the advanced technology and
specialized resources available at Sacré
Coeur Hospital, Dr. Garneau was able to
remove both adrenal glands during the
same operation for the treatment of
Cushing’s disease. 

This rare endocrine disorder, caused
by chronic excess cortisol, only excep-
tionally requires such a complex surgi-
cal intervention – one that can be per-
formed exclusively in highly special-
ized centres.

Dr. Garneau is a leading figure in
adrenal and bariatric surgery,
practicing at Sacré-Coeur Hospital a
high-volume centre where roughly
1,500 bariatric surgeries are performed
annually and where he performs about
30 robotic adrenalectomies per year. He
is also the director of the University of
Montreal fellowship program in
minimally invasive, bariatric and
robotic surgery, one of the largest of its
kind in Canada.

This case represented a rare and
complex clinical challenge for the treat-
ing endocrinologists. The patient had
already undergone two neurosurgical
procedures to remove a pituitary tu-
mour which is typically the first line
treatment for pituitary dependent
Cushing’s disease, yet her hypercorti-
solism persisted. 

Given the failure of standard thera-

pies, a multidisciplinary team of en-
docrinologists, neurosurgeons, and
adrenal specialists reviewed the patient’s
case to explore other possible treatment
options. Dr. Garneau was one of the
physicians consulted to explore the op-
tion of the complete surgical removal of
both adrenal glands. 

Dr. Garneau performed the bilateral
adrenalectomy using the fully computer-
ized da Vinci robot. “The enhanced pre-
cision and ergonomics offered by the
cutting-edge technology allowed us to
push the boundaries of traditional treat-
ments and because we were able to per-
form the surgery in just one visit to the
OR, the patient was able to leave the
hospital the next day,” said Dr. Garneau.
The patient will need hormone replace-
ment therapy for the rest of her life, but
her endogenous cortisol production has
ceased thanks to the procedure.

First ever bilateral adrenalectomy performed using the da Vinci robot
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Dr. Pierre Y. Garneau, chief of surgery.

A cassette for diagnostic imaging is craned into position at Headwaters Health Care Centre, August 2025.

Cassettes are constructed 
in controlled factory
environments, ensuring
consistent quality.
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BY JENNIFER MacGREGOR AND WILL FALK

M
ost health IT leaders know the
picture. Everett Rogers drew it
in 1962. A bell curve. Innova-
tors at the left, then early
adopters, early and late major-
ity, laggards at the right. Tech-

nology diffuses slowly, over years. Resistance is ex-
pected. Change is managed.

Rogers was right about almost everything in digi-
tal health. His model is not right for generative AI.

Introduced commercially in November 2022,
GenAI quickly produced three new clinical software
categories. By the end of 2025, ambient scribes had
moved from novelty to tipping point: a CMA-CFIB
survey found 28 percent adoption among Canadian
physicians. 

OntarioMD and Infoway created safe harbour
VORs. No enterprise implementation. No steering
committee. Few pilots. Clinicians downloaded an
app, often before their IT department knew. Evalua-
tions showed remarkably positive results.

Second-screen clinical decision support followed
a faster pattern with even less governance. Tools like
OpenEvidence and Doximity sit beside the EMR, an-
swer clinical questions in real-time, touch no PHI,
and spread through peer recommendation. 

OpenEvidence reported 34 percent of Canadian
physicians using its tool as of February 2026. Clinicians
adopt these tools the way they adopt journal subscrip-
tions, not the way they adopt EMR modules. OE and
Dox have been joined by Heidi, Tali and others.

On the patient side, AI usage is skyrocketing.
Some studies showing a third or more of web
searches now converting to GenAI. Patients bring
their own GenAI tools into the exam room to record
and transcribe the encounter in real-time. The con-
trast with portal adoption and frustration could not
be more stark.

This does not happen in digital health. It is hap-
pening in GenAI. The two are not the same thing.

Wachter’s Reversal: Robert Wachter’s 2015 book
The Digital Doctor is a deeply ambivalent account of
what the EHR did to the medical profession. The
documentation burden exploded. Technology
turned clinicians into expensive data-entry clerks.

Wachter’s new book, A Giant Leap (2026), marks a
striking reversal. GenAI is not an extension of the EHR
era but its corrective. The ambient scribe is his central

exhibit: a technology solution to a problem that tech-
nology created. The scribe restores eye contact. It does
not fix the EHR. It sits above it, and it works well:

“The speed with which the digital scribe went from
not-ready-for-prime-time to something every doctor
wanted offers several insights about both the imple-
mentation and business considerations surrounding
AI in healthcare.” (Wachter, A Giant Leap, p. 97)

GenAI is empowerment, not procurement. It is a
knowledge strategy, not a release strategy. Leaders who
mistake it for another digital health project will spec-
ify old solutions, lock into old technology, and find
their clinicians and patients have already moved on.

Taylor and Ford Versus Deming and Toyota: Digi-
tal health is a Taylor and Ford technology. Frederick
Taylor decomposed work into discrete tasks and opti-
mized each one. Henry Ford built the assembly line.

Together they gave the auto industry (and health IT) a
model that treats the existing process as fixed and asks
how technology can make it faster and more legible. 

The EHR digitized the paper chart. CPOE digi-
tized the medication order. The process was not
questioned. It was encoded.

Generative AI is closer to Deming and Toyota. W.
Edwards Deming argued that quality is built in, not
inspected out, and that the people closest to the
process know where it fails. Toyota built a production
system on that principle. The tool does not impose a
fixed process. It responds to the one in front of it.

Digital health asked: how do we digitize what we
already do? Generative AI asks: given an intelligence
layer that can do work for us, what should we do in-
stead? That question changes scope of practice,
models of care, administrative need, and clinical

communication. Those are different change man-
agement problems.

Managing change in the late twenties: The change
management challenge in generative AI is not resis-
tance. Resistance was the digital health problem.
Leaders built entire disciplines around overcoming
it: communication plans, physician champions, su-
per-user networks. 

Those tools sound quaint when a third of clini-
cians are already using GenAI. By the time this is pub-
lished it will be more than half. By the end of 2027 the
vast majority of Canadian physicians will be using
GenAI. Probably 80+ in the authors’ opinions.

Adoption is outrunning governance. The existing
models that conflate “clinician engagement” with
months of committee process are not merely ineffi-
cient. They are a risk. Exhausted clinicians will not tol-
erate project plans that prioritize process over relief. 

The era of multi-month design phases followed
by rigid activation and sustainment windows is over.
Those timelines belonged to the EMR era. The EMR
era ended sometime in 2025.

GenAI demands a shift from perfection to itera-
tion. Change management is not imposed from the
top down. It is pulled from the bottom up. Organi-
zations do not need to overcome resistance. They
need the agile capacity to govern a tool that clinicians
already use and patients already demand.

The ambient scribe and second-screen CDS give
time back. Five to 15 hours a week of pyjama time,
returned. What health systems do with that time is
the new change management question. It is a Dem-
ing quality improvement problem.

GenAI will move faster still: Everything described
above is already being overtaken. Vibe coding builds
functional software through natural language
prompts and compresses the gap between idea and
deployed tool from months to days. 

A clinician with a problem and access to an AI
coding agent can prototype a solution before a pro-
curement committee drafts its terms of reference.
Autonomous agents take multi-step actions, retrieve
information, complete forms, coordinate handoffs,
and communicate with patients.

Meanwhile, scribes and CDS are converging. Both
are adding referrals, note templates, history-taking,
and a widening range of clinical functions. The next
generation of clinical copilots will be difficult to dis-
tinguish from one another. 

Every major EMR vendor acknowledged these
emerging facts in late 2025 by announcing forth-
coming scribes, CDS tools, agents, and copilots. At
least eight major technology companies have entered
their space. Legacy integration was an advantage in
digital health. It may be a disadvantage when the in-
telligence layer arrives.

In the spring of 2026, it is an open question
whether the EMR retains its position at the top of the
clinical technology stack or becomes a system of
record: necessary infrastructure, but no longer the
organizing layer of clinical work. A system of intelli-
gence may become the interaction layer that adapts to
the clinician, replacing the legacy method of changing
the clinician to adapt to the EMR.

Jennifer MacGregor is Managing Director of Elewana
Advisory; Will Falk is a policy fellow at the CSA Pub-
lic Policy Group, the C.D. Howe Institute, Rotman,
and WiHV.
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Technological innovations used to face slow acceptance; GenAI and CDS have altered the rules.

Change management: GenAI and CDS 
are already accepted by clinicians

Will Falk Jennifer MacGregor

intelligence system served as springboard into AI. 
PRHC brought in these technologies and edu-

cated staff and clinicians, encouraging them to fa-
miliarize themselves with them.

“We put dynamic dashboards into people’s
hands for the first time. That’s a jump,” said Lyons. 

“If we had gone straight to AI, we would have
lost a lot of people … there’s already enough dis-
trust of the technology in the space. So, we started
fairly simple.”

Once people became more familiar with the
dashboards, the team at PRHC added Microsoft

Copilot on top of Power BI, allowing them to ask
natural language questions of the dashboards and
business intelligence system.

The organization also wanted to build the gov-
ernance structure needed before unleashing AI.

“One of the biggest concerns we had was
that we’d have 6,000 agents in our organization
doing random things,” asserted Lyons. “We re-
ally wanted to be focused on how they actually
tie together.”

With these parts of the puzzle in place, the or-
ganization then brought in generative AI. It’s em-
bedded into all data systems, so that employees
can access the data they need.

“We’re now getting people to realize that these
tools are in place to help them,” said Lyons.

Peterborough
CONTINUED FROM PAGE 4
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V I E W P O I N T

BY DENNIS GIOKAS

B
ill S-5 the Connected Care for
Canadians Act (CCA), is a long
overdue and necessary develop-
ment. This bill along with Canada

Health Infoway’s 2023 Shared Pan-Cana-
dian Interoperability Roadmap (Roadmap)
need to be further refined, detailed and
brought up to date. Digital health connec-
tivity is certainly the main goal, but we
need to innovate how we do it. There are
strategies available to us today that were
not available or mature just a few years ago.

Additionally, we must re-think our in-
teroperability approach in Canada. We
should do that by utilizing and refreshing
the award-winning 2006 EHRS Blueprint
– An Interoperable EHR Framework

(Blueprint). Twenty
years is a long time,
and the current state
of digital health and
available enabling
technologies have
changed consider-
ably. The Blueprint’s
reference architec-
ture is resilient to
those changes. The
Roadmap does not
offer a reference ar-

chitecture, therefore a roadmap without a
reference architecture is a road to nowhere.

In this article I will challenge the think-
ing associated with these points:

1. We do need standardized data. We
need to innovate on how it is shared and
accessed.

2. It is not possible to connect all our
systems. Linking systems to each other and
having “data follow the patient” is finan-
cially imprudent, clinically deficient and
technically challenging.

3. Common interoperability standards
adopted across Canada will not enable con-
nected care. Using that as the means to the
end will fail, just as it has for the last 25 years.

4. We have fragmented systems and data
silos and always will. We actually need
those for many reasons.

The EHR to standardize data: The Blue-
print’s definition of the EHR is still valid.
“The EHR provides each individual in
Canada with a secure and private lifetime
record of their key health history and care
within the health system. The record is avail-
able electronically to authorized healthcare
providers and the individual anywhere, any-
time, in support of high-quality care.”

The EHR is not tied to any specific dig-
ital health solution. It is populated and ref-
erenced by a range of heterogenous sys-
tems, being a centralized data store thus
minimizing the cost and time to create a
digitally connected care ecosystem. The
cost to interconnect all our digital health
systems is exponentially higher than a
shared EHR approach.

The EHR as defined in the Blueprint re-
quires a refresh to be compliant with the
latest data content standards, use of Cana-
dian approved vocabularies and use of
currently available API standards. Those
data standards must be mandated and
adopted nationally. 

Canada cannot afford to have 14 vari-
ances. The EHR as a shared repository

should continue to be governed by each
province or territory. Finally, it’s the most
effective way to support the 2nd and 3rd
strategic goals in the Roadmap, “Improv-
ing Provider Access to Patient Data at the
Point-of-Care” and “Enabling Patient Ac-
cess to their Health Record”.

In the spirit of Bill S-5 we need to en-
sure that a copy of all clinically relevant
data is pushed into the EHR at the time it
is being recorded in a point of service sys-
tem such as a physician’s EMR or hospital
record keeping system. This must include
PHI from privately owned and run clinics

whether under a P/T medical services plan
or privately paid, something that is rarely
happening today. 

In other words, no data blocking of PHI
by any digital system. The expansion and use
of a provincial/territorial EHR is also a fan-

The opportunity for connected care with digital health never better 

Dennis Giokas

CONTINUED ON PAGE 23
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H
ow should innovation be done in
healthcare? Speakers at the recent
HIMSS conference in Las Vegas
addressed this topic, repeatedly
pointing out that other industries
have surged ahead on productivity

by applying technology, while healthcare efficiency
hasn’t improved. In fact, in healthcare, technology
often makes things worse.

Just look at the application of EMRs, slowing
down care by demanding too many clicks and time-
consuming documentation.

Sometimes it helps to look at the experience of
another industry, and the keynote address of former
Tesla president John McNeill was enlightening.

“What we’re going to talk about is how you can
systematically guide your organization to become
more innovative,” said McNeill in a provocative and
stimulating presentation. “You can become both in-
tentional and repeatable with innovation.”

He focused on a few core principles:
• Define your problem and set bold goals.
• Question everything as a way of eliminating 

poor processes.
• Attack complexity and make things simpler. 

Often, innovation is a process of making 
things simpler.
McNeill said the principles of innovation can be

applied to any organization – including health-
care providers.

But importantly, when innovating, you
should apply technologies like AI last, said
McNeil. It may seem counterintuitive, but it
forces you to improve your processes before
you implement a complicated technology like
AI. He explained this further after giving a bit
of background.

When McNeill took on the president’s
job at Tesla in 2015, he was faced with
a crisis: Tesla was on the brink of
bankruptcy. “We had 90 days of cash
on the balance sheet, but it was worse
than that,” he averred.

“We had 70 days of payables, so es-
sentially, we had about three weeks
worth of cash.” Wall Street figured this
out, and they were predicting Tesla’s demise,
he said.

So, the challenge was not only to turn the busi-
ness around, but to survive.

McNeill described how Tesla had its chain of
storefront dealerships. But it also had an online busi-
ness, where people could buy a $100,000 car online,
sight unseen.

After brainstorming, the team came up with a
clear and aggressive goal: increase online sales by 20X.

To do this, they first looked at the barriers people
faced when trying to purchase a Tesla on the web.
The major issue was that it took 64 clicks to get from
start to finish – people who wanted to buy a car sim-
ply gave up through exhaustion.

By contrast, they saw it took only 10 clicks to or-
der a pizza from Domino’s.

“Elon [Musk, the CEO] said, ‘Alright, that’s the
goal. We’re going to get clicks down from 64 to 10.”

How did they do it? They realized that to buy a car
online, there were too many options – the interior,
the motors, rear or all wheel drive and more.

But in analyzing buying patterns, they saw that

customers ordered just three different cars – basic,
mid-range, and top-tier, with all the options.

Moreover, 44 of the 64 clicks concerned financing
– and people were getting hung up on the complex-
ity of financing.

So, the management team did two things. They
told the engineering department they only needed to
produce three different options – basic, mid-range
and souped-up.

“To my surprise, they said, “We have been waiting
for someone to clear up this mess.”

Engineering told McNeill and Musk, “You don’t
understand how complex our supply chain is, and
how hard it is for our production systems to accom-
modate an infinity of configurations.”

Reducing the number of configurations made
sense – and it was quickly done.

“Then we were down to the 44 clicks in financ-
ing,” said McNeill.

With a little more research, they found out that
most of those clicks weren’t needed. A myriad of loan
and lease clauses were there because, over the years,
the lawyers of car companies wanted to protect their
clients from liability.

However, most of the terms and condi-
tions weren’t legally required.

“I said, I don’t believe this, but a 12-page loan
document comes down to one paragraph, it comes
down to how much are you going to pay for a car –
what the interest rate is, over what period of time,
and what the monthly payment is,” noted McNeill.

They then found a bank, US Bank in Minnesota,
that would work with Tesla and process the loans.

“I applaud that institution, because they were the
first to say, we’ll give you a one-click loan and one-
click lease.”

This questioning of the way things were done re-
sulted in a major innovation. “We got from 64 clicks
down to 13. We didn’t get to 10, but we got to 13. And
Tesla’s online sales went up by 20 percent.”

Thus, to innovate, Tesla had questioned the as-
sumptions of lease and loan practices “that all our
peers had overlooked.”

Meanwhile, Tesla had 1,200 cars sitting in a lot be-
cause the doors didn’t fit. No one in the organization
could find out why not.

It turned out that the engineering team hadn’t
factored in the weight of the wheels – the last step in
assembly. The extra weight made the frame buckle
slightly, and the doors wouldn’t close properly.

McNeill explained that originally, no one wanted
to question the engineers on whether they had in-
cluded the wheels in their calculations – it would be
too embarrassing to ask about such a simple thing.

But the management team finally did it. Engineer-
ing checked and to their chagrin, discovered the error.

After the engineers fessed up, it was an easy mat-
ter to add a piece to reinforce the skeleton of the car.

“It took us a matter of weeks, but that saved the
company,” said McNeill, because at $100,000 a car,
the solution provided $120 million in quick revenue.

It was another case of questioning everything.
Online sales then soared, helping to turn around

the company.
McNeill talked about one other challenge at Tesla,

and it was a big one.
He approached the issue of technology and au-

tomation. “You’ll notice that I’m 10 minutes in and I
haven’t mentioned AI or automation,” he noted.

He emphasized that automation should be the last
step in innovation. It comes after redesigning your
processes, the way you work.

“We automate last because we believe that if you

automate a flawed process, you’re just getting to the
bad answer faster,” said McNeill.

Moreover, if you invest a lot of money in technol-
ogy at the beginning, it’s very hard to make changes
later. Even if mistakes have been uncovered, the in-
vestment might have been so great that it’s nearly im-
possible to start over again.

He said the first step in solving a bad process is to
map it out and identify all the existing steps in the
process.” It’s the part where you put yellow stickies
on the wall.

He advised putting a circle around all the steps
that add value and eliminating the rest.

This process when Tesla set an enormous goal: re-
duce manufacturing costs by 50 percent.

McNeill described how cars were produced –
there were two buildings, each a kilometer long. One
turned out the chassis (what is also called the skele-
ton), where 300 robots put the underlying frame to-

Simplify processes before you deploy advanced technologies like AI, says Tesla’s former president.

Tesla, the giant car-maker, offers lessons 
in innovation to the healthcare sector
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gether, and another factory for general as-
sembly. “That’s where human beings are
hanging parts on the skeleton.”

In this second factory, everything was
done by hand. While some would have
added robots to automate and bring down
costs, Tesla did something different.

It examined the whole process and real-
ized that much of the hand-done work
could be eliminated – the outer body could
be moulded from aluminum and snapped
onto the skeleton.

What they saw was that the body of the
Tesla consisted of many aluminum pieces
that were being bolted onto the skeleton
one piece at a time.

The idea for doing this was inspired by
something different, but related. A col-
league of McNeill one day rolled a toy
metal car across a table top. His kids played
with the little vehicles – all which had
molded metal bodies.

He asked whether the body of full-sized
automobile could be moulded into two
pieces and then secured onto the chassis –
in this way eliminating many steps in the
factory and a good deal of labour.

Everyone said it couldn’t be done – no-
body had ever cast aluminum parts that big.
The fear was that the body would crack.

But McNeill and his team started exper-
imenting on their own. They smelted their
own aluminum behind the factory. They
started small, and little by little worked up
to the large pieces that were needed. 

“We figured out how to cast a whole
side of the car,” said McNeill. “And so to-
day, the factories that Tesla builds are half
the size they used to be.”

He said this one design improvement
“took 50 percent of the factory core out,
and 50 percent of the costs.”

Moreover, Tesla has created a process
that nobody else has. “We invented the ma-
chines that could do this. Now, you can
imagine Toyota, Honda, GM, Ford, Stel-
lantis – the rest of industry wants to do
this. But you can’t buy the machines.”

It was a clear example of his innovation
principles – think boldly, question every-
thing, and make things simpler.

Finally, McNeill described how technol-
ogy – used too early – can be the enemy of
innovation. 

In designing a factory to produce a new
model, the company had used computer-
aided design (CAD). However, the com-
puterized model didn’t account for the
amount of space needed between robots
and machinery for repairs.

T
hus, when the factory was built, and
machines went down, it was impos-
sible to repair them.

“We were stuck. We couldn’t produce a
single car because we had automated it
first,” said McNeill.

To rectify the problem, a Tesla employee
led a team in a tent that would build the
cars by hand.

In this way, they learned how to design
an effective process for turning out cars –
including enough space to get around.
Not only was the original problem fixed,
but the team pioneered a new way assem-
bling cars.

Instead of just-in-time delivery of parts,
which can go wrong when suppliers can’t
deliver, the Tesla team stockpiled a cache of
all the parts they needed outside the tent.

The parts could be used as needed,

when needed – no waiting for just-in-time
deliveries.

“So, if you look at our factory in Shang-
hai today, that breakthrough has caused
one of the biggest changes in manufactur-
ing,” said McNeill. “Almost every new car is
designed this way.”

He stressed that once the process was
mapped and improved in the tent, it could
be automated and expanded to factories

around the world. By tinkering with
processes on a small scale, often with min-
imal technology, teams can improve ways
of working before scaling up and adding
technology.

Lastly, McNeill said managers and de-
signers should be users of the products
they’ve produced. In this way, they can ex-
perience the solutions and provide feed-
back to management.

McNeill is now doing work for Gen-
eral Motors. As part of his work, he drove
an electric Cadillac on a four-day, 2,000
mile trip. “So I could experience first-
hand what the charging experience was
like,” he said.

Afterward, he wrote an extensive report
for his boss, GM’s CEO Mary Barra. 

“It’s a feedback loop that executives can
use in their companies.”

E L E C T R O N I C  H E A L T H  R E C O R D S
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E L E C T R O N I C  H E A L T H  R E C O R D S

BY RUBY LEDERMAN

C
anada’s Connected Care for
Canadians Act (Bill S5) rein-
forces expectations for interop-
erability and vendor alignment,

but success will be in the operational de-
tails: standardized definitions and consent
models people can follow, role-based ac-
cess that is defensible under privacy law,
data stewardship across organizations, and
governance that can survive turnover. 

VitalHub is working with three organi-
zations in the Waterloo/Wellington region
to develop a Mental Health and Addictions
Information Exchange (MHAIE) provid-
ing timely, personal health information to
enable safe quality care. 

As noted by Anna Tersigni, director,
Quality & Risk and chief privacy officer,
CMHA Waterloo Wellington, a core prin-
ciple is solution-agnostic exchange across
case management platforms to support re-
gional network growth. 

When a client is enrolled in two or
more organizations, they are matched in
the MHAIE, unless the client has explicitly
applied a lock box directive. In the event of
the “Harm to Self or Others” scenario, the
lock box can be over-ridden as per Ontario
Privacy laws. 

Work is proceeding in three phases:
• a shared client and consent record 

across partners (in pilot); 
• sharing selected service records such 

as enrollments, documents, and events; 
• expansion into referrals, reporting, 

and additional interfaces.

In phase one, partners established a
joint governance body overseeing hosting,
a memorandum of understanding clarify-
ing ownership and accountability, shared
incident and breach procedures, coordi-
nated communications and public disclo-
sure, and shared auditing and monitoring,
including Privacy Impact and Threat Risk
assessments.

Beyond enabling staff in the three orga-
nizations to view shared client informa-
tion, the pilot is accelerating alignment on
privacy and security practices, reducing
ambiguity and creating a consistent expe-
rience for clients. 

Tersigni emphasized that a major hur-
dle to enabling effective shared models is a
common interpretation of PHIPA legisla-
tion and roll out of an implied consent
model. What we need are solutions that
support Privacy and Security by Design,
and trust that detailed audit trails exist and
are being monitored, she said.

Dual-context work – regional solutions
alongside agency systems: With the advent
of Ontario treatment networks, some staff
are required to document in a service-spe-
cific regional case-management solution
(e.g., youth outreach programs) while also
providing home agency services to the
same client. 

This dual-system reality fragments client
information and care plans, affecting time-
liness and continuity for clients while
adding administrative burden for staff and
organizations.

While it may not be possible for teams
to use a single system, selective and gov-

erned exchange of key information should
be enabled with clear attribution for things
such as care team member identification,
notes, goals, risk flags, and referral status. 

Outsourced services  –  third-party de-
livery and partner access: When agencies
contract out services (e.g., housing sup-
ports), coordination and effective client
care depends on the right information, in
the right place, at the right time. 

Too often, partners rely on paper or
limited digital tools, so information is

shared verbally or by
fax/email, resulting
in delays, lost con-
text, and extra fol-
low-up work, while
clients experience slower
handoffs and less
continuity.
A sustainable model
pairs partner-friendly
access with explicit
governance. Part-
nership portals en-

able configurable access controls, with
workflow patterns for structured requests,
status updates, and task handoffs, removing
reliance on fax/email while avoiding unnec-
essary access beyond what partners require.

The Children’s Treatment Network
(CTN) provides coordinated intake, ser-
vice navigation, and specialized services
to children and youth with disabilities
and developmental needs across the York
and Simcoe regions. In 2025, CTN went
live with one of VitalHub’s case manage-
ment solutions, involving staff across

20+ organizations and 1,200+ schools. 
While CTN is in post-go-live stabilization,

the design illustrates multi-partner and data
stewardship complexity yet showcases how
coordinated workflows enable collaboration
across service teams. Lewis Park, director, in-
formation systems and technology at CTN,
recognized that the complexity of the net-
work model, cross-team coordination, and
the challenge of standardizing processes be-
came clearer after the requirements gathering
phase. Active partner engagement helped
surface readiness and risk early – but also
highlighted that each onboarding decision
affects the entire network, reinforcing the
need for stronger central coordination.

Despite challenges, Lewis emphasized
that the strong partnership between CTN,
Network Partners and VitalHub has been
crucial in working through implementa-
tion challenges.

To make cross-agency coordination re-
liable at scale, partners need more than
connectivity: shared definitions, practical
consent and access models, strong security
and auditability to build trust, and day-to-
day processes that reduce rework. Vital-
Hub is committed to partnering with or-
ganizations, other vendors, and govern-
ment to create streamlined, efficient, and
effective cross-boundary solutions.

Ruby Lederman is Vice President, EHR &
Care Coordination Products and Solu-
tions, VitalHub Corp. To learn how Vital-
Hub can help your organization support
cross-agency care coordination, reach out
to info@vitalhub.com.

Implementing cross-agency care coordination case management solutions

The role of mobile tools in AI-powered, personalized care
BY KASSAUNDRA MCKNIGHT-YOUNG

C
linicians today navigate a
sea of information. Elec-
tronic Health Records
(EHRs) and an array of
monitoring devices gener-

ate a constant stream of data. This del-
uge often leads to alarm fatigue, a state
where caregivers become desensitized to
warnings, making it difficult to prioritize
who needs attention. 

The challenge lies in converting this
massive volume of data into actionable
insights through intelligent visibility. In-
stead of just adding another layer of
alerts, AI-driven systems analyze data
from multiple sources in real-time. 

For example, a standard protocol
might suggest turning a patient at risk
for pressure injuries every two hours. An
intelligent system, however, monitors the
individual’s status and automates the in-
formation flow, sending precise instruc-
tions to a clinician’s mobile device when
their unique situation requires it. This
enables proactive interventions, optimiz-
ing workflows for care that truly adapts
to each patient.

One of the most significant pressures
facing the Canadian healthcare system
remains the immense administrative
burden on clinicians. A landmark study
in the Annals of Internal Medicine re-

vealed that for every hour of direct pa-
tient care, physicians spend nearly two
additional hours on EHR and desk
work. This paperwork takes valuable
time away from direct patient care, con-
tributing to burnout. 

Ambient and generative documenta-
tion tools offer a practical solution to
empower care teams. These AI-powered
applications listen to the natural conver-
sation between a clinician and a patient,
automatically populating the EHR. 

Information gets charted in minutes,
not hours after a visit. Unifying commu-
nication and mobilizing essential data
onto a single mobile device keeps care
teams better connected. Automating
these repetitive tasks helps build safer
environments and restores meaningful
time for the human side of medicine.

Many healthcare leaders express eager-
ness to adopt the latest AI technologies.
However, any investment will fail to de-
liver its full potential without a compre-
hensive clinical mobility strategy. A bril-
liant insight from an AI system provides
little value if it stays on a desktop monitor. 

To deliver personalized care, insights
must reach the right person at the right
time. Developing a true clinical mobility
strategy means equipping the connected
frontline with a unified framework. This
extends beyond the hospital walls to op-
timize operations everywhere.

Consider the challenge of managing
high-value, life-saving medications. For-
ward-thinking institutions have success-
fully co-developed solutions to this very
problem. By implementing an RFID-
powered system, they properly track crit-
ical medications, dramatically reducing
waste and preventing stockouts that
could impact patient care. 

This real-world ex-
ample demon-
strates how digitiz-
ing asset tracking
and inventory cre-
ates intelligent vis-
ibility, leading to
significant cost
savings and im-
proved safety. The
goal involves creat-
ing a seamless flow
of information

that digitizes and automates frontline
operations, and it works.

A successful strategy also demands
purpose-built tools. The hardware used
by clinicians must withstand the rigors
of a healthcare environment. Modern
scanners and mobile computers now fea-
ture disinfectant-ready plastics and
smooth, sealed designs that help elimi-
nate microbial buildup and the spread of
bacteria. Devices offering long battery
life with swappable power sources en-

sure clinicians face fewer interruptions
during patient rounds. 

These seemingly small details have a
large impact on workflow efficiency
and infection control. By piloting a
mobility program with these considera-
tions on a single unit, establishing
strong governance, and then scaling a
proven model, organizations can drive
enterprise-wide adoption.

Ultimately, the promise of AI in
healthcare does not rest in the technology
alone. It lives in our ability to build an
operational framework for orchestrated
care and delivering critical insights to the
frontline. For Canadian healthcare leaders
ready to act, the journey begins now. 

The first step is not to select an AI
algorithm, but to critically evaluate
your current clinical mobility strategy.
Challenge your teams to think of mo-
bility not as an accessory, but as the es-
sential foundation for every future in-
vestment in intelligent care. Begin by
empowering your frontline with the
unified mobile tools they need, because
the path to truly personalized, patient
care is paved with a connected and sup-
ported clinical workforce.

Kassaundra McKnight-Young, MBA,
MSN, RN, is Chief Nursing Informatics
Officer, Zebra Technologies. To learn
more, visit www.zebra.com/healthcare.

Ruby Lederman

Ms. McKnight-Young
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E L E C T R O N I C  H E A L T H  R E C O R D S

BY CINDY CARVALHO

H
ealthcare systems are often
described as capacity con-
strained. Demand contin-
ues to rise, workforce short-
ages persist, and fiscal pres-

sures limit the ability to scale resources at
the pace required to keep up with demand.
The conclusion appears straightforward:
the system needs more.

More clinicians. More funding. More
infrastructure.

Yet the reality for hospitals, clinics, and
health authorities is to do more with less.

A different constraint becomes increas-
ingly visible. 

Health systems and clinicians are uni-
versally committed to expanding patient

access and maintain-
ing high-quality care.
Optimizing day-to-
day operations means
hospitals don’t run on
fixed staffing plans
and schedules. They
run on agile coordi-
nation. And in this
critical layer, between
planning and execu-
tion, a meaningful
portion of capacity is

lost. This is the coordination gap.
Where capacity breaks down: Hospitals

are highly structured environments.
Schedules are created weeks in advance.
On-call rotations are defined. Clinical re-
sponsibilities are assigned. On paper, ca-
pacity exists. In practice, that capacity is
difficult to access.

Consider a common scenario in a large,
multi-site hospital. An emergency physi-
cian needs to urgently reach an on-call
specialist for a deteriorating patient. While
the information exists, it is not centralized
or accessible. The physician turns to the
unit clerk, who contacts the switchboard,
which then searches across multiple sched-
ules or pages several clinicians before iden-
tifying the correct individual. 

Each additional step introduces critical
delays, uncertainty, and the risk of errors.

This pattern repeats across thousands
of interactions each day: shift changes, lo-
cating a physician for advice, confirming
coverage, or routing urgent external calls.
Without effective coordination, each step
reduces the system’s ability to deliver
timely care.

In one of Canada’s largest hospitals,
CHUM, Petal’s implementation of auto-
mated scheduling, on-call management,
and mobile access improved real-time vis-
ibility into workforce coverage, eliminat-
ing a significant number of coordination
steps and generating approximately 8,000
hours of time-savings annually.

These hours were not taken from clini-
cal work, but from the time and effort re-
quired to navigate the system itself. Capac-
ity was not added. It was made accessible.

From time saved to throughput gained:
Time savings in healthcare are often
treated as an abstract measure of effi-
ciency. In reality, their value depends on
whether they translate into improved care
delivery for patients and clinicians.

Returning to the earlier example, reduc-

ing the time required to identify and reach
the correct clinician directly influences the
trajectory of care and patient outcomes.
For a deteriorating patient, minutes matter.

Across a hospital, these incremental im-
provements accumulate into measurable
gains in throughput, reducing bottlenecks
and improving patient flow. Emergency
department congestion, for example, is in-
fluenced not only by patient volume, but
by how efficiently patients can move
through each stage of care. 

When real-time visibility into work-
force coverage is available, these delays be-
gin to compress. In the same ecosystem,
direct access to accurate on-call informa-
tion reduced reliance on intermediary call
routing and decreased overall call volume
by 16 percent. 

Fewer steps between care need and re-
sponse translate into faster clinical action
and more consistent use of existing capacity.

The economic impact of coordination:
The financial implications of coordination
are usually understated because they don’t
appear as discrete line items in traditional
budgeting. Yet, it directly influences both
costs and care delivery.

In practice, a significant portion of clin-
ical time is absorbed by coordination
tasks: locating the right clinician, routing
calls, or reconciling schedules. While nec-
essary in current models, these activities
don’t directly contribute to patient care
and introduce inefficiencies.

In the same implementation, the time
savings associated with improved workflow
and reduced call volume translated into an
estimated annual economic value of up to
$614,000, with potential for further scaling. 

This value is not derived from new re-
sources, but from avoided inefficiencies:
fewer redundant interactions, reduced re-
liance on intermediaries, and better align-
ment between planned and actual clinical
activity.

Importantly, this creates options. Time
recovered from low-value coordination
tasks can be reallocated to higher-impact

activities, improving patient access, reduc-
ing wait times, and supporting more pre-
dictable care delivery.

Financial sustainability, in this context,
is not solely a function of budget control,
but is closely tied to operational design.
Reducing coordination overhead allows
existing resources to be used more effec-
tively, supporting both fiscal performance

and the ability to meet patient demand.
Reducing cognitive load in clinical en-

vironments: While time and cost are mea-
surable, an equally critical dimension of
the coordination gap is less frequently
quantified: cognitive load.

Clinical work is inherently complex. It
requires sustained attention, rapid deci-
sion-making, and the ability to manage
uncertainty. When coordination relies on
fragmented systems, additional mental ef-
fort is required to compensate for that
fragmentation.

Over time, this added mental effort is

not benign. It contributes to fatigue, in-
creases the likelihood of errors, and diverts
focus from patient care. Improving coordi-
nation changes the nature of this work.

In environments where accurate, real-
time workforce information is accessible
through a single, reliable source, clinicians
and staff spend less time searching and
more time acting.

In the same ecosystem as the recent
study commissioned by Petal, daily self-
service access to on-call and service cover-
age information increased by more than
400 percent, reflecting a shift from inter-
mediary coordination toward direct access. 

Reducing cognitive load is not an ancil-
lary benefit. It is a prerequisite for sustain-
able clinical work.

From planning to execution: Hospitals
have invested heavily in planning systems
that are necessary components for their
function, but they are not sufficient on
their own. The coordination gap high-
lights a structural reality: capacity does not
fail at the point of planning, but in the
transition to execution. Closing this gap
requires a shift in focus toward the opera-
tional layer that connects them.

Cindy Carvalho is Executive Vice-President,
Growth, at Petal Health.

Hospital capacity: The missing link between planning and delivery

Cindy Carvalho

feature, it is what makes AI outputs us-
able in clinical and administrative set-
tings where accountability matters.

The RAI Toolkit provides explainabil-
ity features for both predictive and gen-
erative models. Users can assess confi-
dence indicators, evaluate potential bias
in outputs, and, where applicable, re-
view what sources or data a recommen-
dation was drawn from. This makes it
possible to interrogate AI outputs rather
than simply accept them.

For regulators and boards, this trans-
parency supports external accountabil-
ity. For clinical and operations teams, it
supports the kind of internal assurance
needed before AI outputs are acted
upon at scale.

Enabling governance without slow-
ing innovation: One of the more per-
sistent concerns among healthcare
leaders is that rigorous AI governance

will become a bottleneck, slowing
down the very innovation that organi-
zations are trying to enable. This is a
reasonable concern, and worth ad-
dressing directly.

The RAI Toolkit is designed to avoid
that tradeoff. Organizations can config-
ure policy-based controls, role-based ac-
cess, approved data sources, and output

moderation, while relying on automated
monitoring and audit trails rather than
manual review queues. The goal is gov-
ernance that scales with the technology,
rather than one that becomes an admin-
istrative burden.

For healthcare organizations moving
from pilots to enterprise-wide AI adop-
tion, this matters. Safeguards need to

hold at scale, not just in controlled test
environments.

Advancing AI while preserving trust:
AI promises to transform healthcare de-
livery in Canada in profound ways. The
organizations that get this right, who
build trust with patients, clinicians, regu-
lators, and boards, are the ones that will
be able to move quickly and sustain it.

Infosys’ Responsible AI Toolkit pro-
vides a practical, open-source founda-
tion for enabling AI adoption at scale –
whether implemented independently or
supported by Infosys when additional
expertise is required. The RAI Toolkit
combines technical safeguards, explain-
ability, privacy protection, and gover-
nance standards designed for the real-
world operational and regulatory reali-
ties of Canadian healthcare.

For more information about the free,
open-source Infosys Responsible AI
Toolkit, visit https://www.infosyspublicser-
vices.ca/rai.html or contact your Infosys
representative.

Safeguards when using
artificial intelligence need to
hold at scale, not just in
controlled test environments.

Building trustworthy AI
CONTINUED FROM PAGE 8
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Time recovered from low-value
coordination tasks can be
reallocated to higher-impact
activities, supporting care.



First in Ontario to implement LUMED APSS for antimicrobial stewardship
BY KRISTEN TAM

ntimicrobials, particularly antibi-
otics, have transformed modern
medicine. From routine surg-
eries to cancer care, these

drugs make it possible to
treat infections that once carried devastat-
ing consequences. Yet their effectiveness is
increasingly under threat.

Antimicrobial resistance (AMR) occurs
when bacteria, fungi, parasites and other
microbes evolve to survive the medications
designed to kill them. As resistance
spreads, infections become harder to treat,
more costly to manage, and in some cases
impossible to cure.

The issue is no longer theoretical. It is a
growing global health challenge with real
implications for patients and healthcare
systems.

In Canada, the impact is already being
felt. The Public Health Agency of Canada
estimates that one resistant infection is de-
tected for every 220 patients admitted to
sentinel acute-care hospitals. 

For clinicians on the front lines, the
repercussions are clear.

“Antimicrobial resistance is one of the
most significant and growing threats to
patient care worldwide,” said Sumit Ray-
bardhan, infectious disease pharmacist
practitioner and antimicrobial steward-
ship program (asp) co-chair at North York
General (NYGH), in Toronto. “Antibiotics
save lives, but every time we use them, we
need to be sure we’re using the right drug,
at the right dose, for the right duration.
Stewardship programs exist to make sure
we get those decisions right.”

At North York General, a leading team
of infectious diseases physicians and phar-
macists is responsible for reviewing an-
timicrobial use across the hospital and
working with clinical teams to optimize
drug therapy. This work involves identify-

ing opportunities to adjust, de-escalate or
discontinue antibiotics to ensure patients
receive the most appropriate treatment.
Historically, this has been a labour-inten-
sive and largely manual process, requiring
the ASP team to review patient charts, lab-
oratory results and medication records
across multiple systems.

To streamline and strengthen this work,
North York General is now the first in On-
tario to implement LUMED APSS, a Cana-
dian-developed data analysis and clinical
decision support software designed specif-
ically for antimicrobial stewardship.

With LUMED APSS, the software ana-
lyzes patient data across the care journey –
including laboratory results, microbiology
findings, medication profiles and allergies,
vital signs and other data in the electronic

health record (EHR) – to identify opportu-
nities to improve antimicrobial prescribing. 

Using algorithms informed by thou-
sands of guidelines and guardrails, the sys-
tem can flag situations that may benefit
from review – such as dosing adjustments,
opportunities to de-escalate therapy, re-
dundant antimicrobial coverage, or even
when a patient may be ready to transition
from intravenous to oral treatment.

“We’re constantly reviewing lab results,
medication histories and patient condi-
tions to determine whether antimicrobial
therapy should be adjusted,” said Dr. Pa-
vani Das, infectious disease physician and
ASP co-chair at NYG. “LUMED APSS
helps us see all the relevant information
more clearly in a smart dashboard, so we
can better prioritize patients. It supports

our day-to-day work by helping us focus
our attention where it can make the great-
est difference.”

At a busy community academic hospital
like North York General, that efficiency
matters. The stewardship team reviews
about 100 cases per day, identifying oppor-
tunities to optimize therapy while ensur-
ing patients continue to receive the treat-
ment they need when they need it.

By surfacing high-priority cases and
highlighting potential prescribing issues in
real time, LUMED APSS allows the team to
spend less time searching for information
and more time applying clinical expertise.

The technology has already demon-
strated measurable results in other health-
care settings. Studies evaluating the im-
pact of LUMED APSS in Quebec hospitals
have shown more than 20 percent reduc-
tion in antimicrobial use and antimicro-
bial spending, while also shortening aver-
age hospital stays.

The introduction of LUMED APSS
builds on North York General’s longstand-
ing commitment to appropriate antimi-
crobial use and patient safety.

In 2025, NYGH became the first in
Canada to migrate its Oracle Health elec-
tronic health record to Oracle Cloud Infra-
structure (OCI). As the organization con-
tinues to strengthen its digital infrastruc-
ture, leaders saw an opportunity to en-
hance its antimicrobial decision-making
with LUMED APSS as the software had
proven results and the ability to integrate
with NYGH’s Oracle Health EHR.

“Strengthening antimicrobial practices is
an important part of delivering safe, high-
quality care,” said Rudy Dahdal, executive
vice president, clinical programs and chief
planning & redevelopment officer at North
York General. “Implementing LUMED
APSS supports our strategic priorities
around personalized care and specialized
excellence by helping clinical teams access
the insights they need to make timely, evi-
dence-informed decisions for patients.”

By integrating stewardship-focused de-
cision support into clinical workflows, the
hospital hopes to improve antimicrobial
decision-making while strengthening
compliance with national standards and
key performance indicators.

Canadian platform supports “sandwich generation”
Vancouver healthtech company,

Kindly, has developed a care navi-
gation platform designed to sup-

port Canadians balancing raising chil-
dren while caring for aging loved ones.

“Kindly acts as a guide through one
of the most complicated moments fami-
lies face,” said Logan Gibson, founder
and CEO of Kindly. “When a parent be-
gins to need care, families suddenly have
to navigate waitlists, care options,
providers, and financial decisions, often
overnight. Our goal is to bring clarity
and expert guidance to families.”

Kindly’s founder has seen firsthand
the impact senior care can have on fami-
lies. Gibson grew up closely connected
to the senior care industry. His father
has spent nearly two decades working in
senior living, while his mother has
worked with seniors in their local com-
munity for as long as he can remember.

“I have seen that most families don’t
plan for aging care until they’re already
in the middle of it,” said Gibson. “It often
arrives during one of the most emotional
periods of someone’s life. We started
Kindly because if we can take even a por-
tion of the logistical burden off families,

it allows them to focus on spending time
with the people they love.”

A recent report found that working
Canadians who are part of the ‘sandwich
generation’ are experiencing a sharp drop
in overall well-being. The decline was
seen across five areas of health, including

mood, stress, sleep,
physical activity,
and even sense of
purpose. 
The decline was
attributed to the
growing strain
faced by Canadi-
ans who are work-
ing while caring
for both their chil-
dren and aging
relatives. In fact,

the mental health implications in this
cohort are so severe that over a quarter
(26 percent) are planning to take a leave
of absence as a result. 

The need for support is clear, not only
to maintain productivity in the workplace
and prevent additional health strain, but
to help Canadians who carry the emo-
tional and logistical weight of caregiving.

Kindly helps families navigate com-
plex paperwork, care decisions, and
multiple providers, reducing both the
logistical burden and emotional strain
for working Canadians.

Here’s how it works. Kindly combines
licensed care experts with AI-powered
technology to create personalized care
plans. 

Users are connected with a desig-
nated care expert who will coordinate
the next step, check in to assess needs
and progress, and provide 1:1 support.
The result is a clear and practical
roadmap for moving forward, with the
personalized support required to navi-
gate local and provincial healthcare sys-
tems.

Kindly helps Canadians remain pre-
sent at work while navigating some of
life’s most challenging moments. Families
can also access the service independently. 

As Canada’s population continues to
age and caregiving demands increase, the
need for Kindly’s solution will become
even more pressing than it already is.

The platform is currently available to
employers and families across Canada.
To learn more, visit kindly.ca.

A

Sumit Raybardhan, infectious disease pharmacist (left), and Dr. Pavani Das, infectious disease physician (right), are co-chairs of North York General’s Antimicrobial
Stewardship program. They review over 100 patient cases each day, using LUMED’s smart dashboard to support safe and timely treatment decisions.

Logan Gibson
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tastic way to break down the walled gardens
stood up by the big HIS and EMR vendors. 

Words matter: The Roadmap says stan-
dardized data can follow the patient across
all care settings and geographies to enable
more informed care provision, leading to
better health outcomes.” 

At best, “data following the patient” only
serves as a rallying cry. The phrase implies
point-to-point interoperability which is fi-
nancially imprudent, clinically deficient
and technically challenging. 

Think about it, does one want to follow
the puck or anticipate where it is going? I’d
rather anticipate the future use of a person’s
Personal Health Information (PHI) and en-
sure it is always accessible to clinicians and
patients. Having it accessible in the shared
EHR, as defined above, provides the best re-
turn on investment financially and clinically.

Data silos: Some data is not clinically rel-
evant to store in the EHR, therefore some
data silos are okay. Why? Because there is a
lot of data that is of no use to another clin-
ician. Also, there is an exponential loss of
data value over time, thus little value for it
to be in the EHR. Finally, the data silo is re-
quired for medical/legal record keeping.

The HIAL becomes the HIAIL: The
other major component of the 2006 Blue-
print that needs a refresh is the Health In-
formation Access Layer (HIAL). Given to-
day’s focus on AI let’s rebrand it to the HI-
AIL – the Health Information Artificial In-
telligence Layer. The 2026 HIAIL would
use Agentic AI for many key functions:

• The HIAIL orchestrates read/write to
the EHR Agents would handle variances in
standards, e.g. HL7 v2 or v3 messaging,
HL7 CDA and HL7 FHIR where the se-
mantics, such as data contents, are the
same, but the syntax is not. Therefore, we
do not need any longer common interop-
erability standards that are adopted na-
tionwide. Like the burger ad, systems con-
nected to the EHR via the HIAIL “would
have data served their way”.

• Use agents to improve the quality of 
the data going into the EHR. Data quality
actions are done as data are written into
the EHR. These include:

• De-duplicate data and curate 
if necessary.

• Normalization of data for comparability.
• Extract data in SOAP notes into 

coded structured data store in the EHR. 
• Organize data for easy query when 

needed, where needed, optimized for 
high performance access by clinicians 
and patients.
Benefits for clinicians: What is the im-

pact of this solution on the clinician’s
workload and work processes? To share
data, there is no impact on workload or
work processes. The copy of clinically rele-
vant information into the EHR happens
automatically from their record keeping
system as outlined above. 

When a clinician needs data from the
EHR for historically relevant data, it is a
button click to initiate a filtered query. Fil-
ters may be by clinician, date, encounter,
disease, diagnostic test, data category (for

example, medications, lab test results, etc.)
The benefit is great because they get the
data they need when they need it instantly
and digitally. 

Conclusion: We must continue to build
out a comprehensive EHR as defined in the
Blueprint using current data content stan-

dards. It should be the destination for all rel-
evant data for a person-centric health record
and the first source queried by patients and
clinicians when personal health data across
the healthcare ecosystem are needed. 

Leverage agentic AI to support data
quality and interoperability to and from
the EHR. For clinicians, access to a per-
son’s historical data from the EHR will re-
duce their workload and improve their ex-
perience in the delivery of care.

We must require all healthcare record
keeping systems to update the EHR with
clinically relevant data. In other words, en-
force compliance with the anti-data block-
ing provisions in the CCA with timely and
complete data submission from point-of-
service systems.

Finally, refresh the EHRS Blueprint to
align with the innovations above. Use state
of the art technology with an emphasis on
achieving digitally connected care.

Dennis Giokas, M.Sc., is Principal, Theoria
Health Innovations Inc.

Refresh the EHRS Blueprint to
align with recent innovations.
Use current technology with it
to achieve connected care.

of 2024, they also had the assistance of 44
staff champions.

The champions included physicians,
nurses, and admin and clerical staff who
had been recruited for this role and were
given more intense training. They were re-
sponsible for helping clinic users when the
digital switchover occurred.

Since physicians were already accus-
tomed to using Expanse in their hospital
work, their transition to the new ambula-
tory system was easier than for other staff.

“They were already used to things like
order entry and digital documentation,”
said Vaughan. “So, they were also support-
ing their colleagues in the clinics.”

Sometimes, the snags were minor
things, like a clerk forgetting how to access
a particular system. These smaller prob-
lems could be quickly resolved by a staff
champion working with the clinic user.

For bigger issues on the go-live, a com-
mand centre was set up and the clinics had
special access, with little waiting time for
answers. “The requests didn’t get lost with
all the other problems, like a hospital user
forgetting a password,” said Vaughan.

To date, more than 90 of NBRHC’s out-

patient clinics are now using MEDITECH
Expanse, as some were already running the
system. The clinics can now securely ex-
change patient information amongst
themselves and the hospital. They have
also gained the workflow and productivity
benefits associated with digital systems.

Dr. Lemmex pointed out that for a dig-
ital project to meet with success, it must
have buy in from the users – the clinicians,
administrators and clerical staff.

The best way to obtain buy-in, she said,
is to demonstrate how the digital system

will benefit them. “You’ve got to show that
it allows for easier access to information.
So, when physicians and staff really under-
stand what it means for them, and how it
would make life easier, they’re always say-
ing, okay, let’s do it.”

For example, the digital system dramat-
ically improved documentation, enabling
staff to log no-shows more efficiently –

something that’s important for medico/le-
gal purposes. They could also inform
physicians about rejected referrals faster,
enabling them to find another solution for
their patients more quickly. 

At the same time, expectations must
also be managed – it must be empha-
sized that everything isn’t going to be
complete right from the start. “You also
have to stress that it’s a process – this is
how it’s going to look like now, but we’re
going to get to this other point later,”
said Dr. Lemmex.

Importantly, the change management
team must be open to hearing criticisms
of the project from the inevitable naysay-
ers. But Vaughan said she tries to bring the
resistors on board to become part of the
team.

“We’re open to communication about
the good and the bad, because we under-
stand there are always opportunities for
improvement,” she said. In her view, peo-
ple tend to resist when they feel their con-
cerns aren’t being addressed, so she tries to
make them part of the solution.

“I challenge them to be part of the solu-
tion with me,” she said. “This happened,
and we actually brought them to the table.
They became part of the project.”

Resistors can be invited to 
join the team, so their concerns 
are heard and they become 
part of the solution.
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Unique change management system means rapid deployment

tion analyses, and enhance collaboration
between oncology programs and re-
search networks. 

Too often, genomic results are deliv-
ered in static formats that limit down-
stream use. Moving toward structured,
interoperable data ensures that somatic
testing results become part of the
broader clinical narrative rather than re-
maining isolated artifacts. 

Pathology and workflow alignment:
Pathology laboratories are foundational
to effective genomics programs, yet ge-
nomic strategies sometimes fail to reflect
the practical workflow, staffing, and sys-
tem constraints present in hospital-based
pathology and oncology environments. 

Effective integration requires a deep
understanding of laboratory information

systems (LIS), hospital information sys-
tems (HIS), oncology workflows, and
clinical decision support tools. It requires
recognizing that precision oncology is
not a standalone service line; it is embed-
ded within complex care pathways. 

By aligning digital solutions with ex-
isting clinical workflows, health systems
can reduce unnecessary repeat testing,
improve utilization of genomic testing,
and support more informed therapeutic
decisions. 

A longitudinal perspective on care:
Cancer care is rarely linear. Patients may
move across institutions and provinces.
Additional testing may be required at re-
currence or progression. New targeted
therapies continue to emerge. Precision
medicine must be supported by a longitu-
dinal view of the patient’s health journey. 

Incorporating genomic data into the
complete health record allows clinicians to
review prior tests, interpret findings

within the full clinical context, and reduce
unnecessary repeat diagnostics. It also
promotes seamless care coordination
across community oncology practices, ter-
tiary centers, and academic institutions. 

This longitudinal approach is particu-
larly relevant in Canada’s publicly funded
healthcare system, where coordination

across jurisdictions and care settings is es-
sential to equitable access and sustainability. 

Enabling impact through infrastruc-
ture: The ultimate measure of precision
medicine is not the sophistication of a
test, but the impact on patient out-
comes. Delivering the right therapy

sooner can extend survival, reduce toxic-
ity, and improve quality of life. 

To achieve that impact at scale,
Canada’s genomics ecosystem must con-
tinue to invest not only in scientific ad-
vancement, but also in the digital and op-
erational frameworks that enable timely,
accurate, and actionable information flow. 

Precision medicine demands more
than innovation. It demands integration,
workflow efficiency, and a shared com-
mitment to longitudinal, connected care. 

By fostering collaboration between
genomic laboratories, pathology ser-
vices, hospitals, health systems, and digi-
tal health partners, Canada can continue
to advance a precision medicine model
that is analytically rigorous, opera-
tionally sound, and ultimately centered
on improving lives. 

Megan Schmidt is VP, Product Manage-
ment, at ELLKAY.

The ultimate measure of
precision medicine is not the
sophistication of the test, but
the impact on outcomes.

Building infrastructure
CONTINUED FROM PAGE 12

The opportunity for connected care with digital health never better 

M A Y  2 0 2 6  C A N A D I A N  H E A L T H C A R E  T E C H N O L O G Y   2 3w w w . c a n h e a l t h . c o m




