o
c
=
=
QO
=3
)
=
@
<
Q.
>
Q
2
o
]
3
o
3
>
H
B
=]
S
©
N
w
o

Health

INSIDE:

FOCUS REPORT:

INNOVATION

PAGE 15

Synthetic data

The Montreal University Health
Centre is using MDClone's
ADAMS platform to produce
synthetic data that can be used
for problem-solving. So far, staff
have gone forward with a dozen
new projects.

Page 8

ED kiosks improve flow
Patients arriving at the Royal
Victoria hospital in Barrie, Ont.,
used to encounter a lineup inside
the door. That's no longer the
case, now that self-service kiosks
have been deployed.

Page 10

Al in BC’'s Hospital at Home
BC's Hospital at Home programs,
among the first in Canada, are
now targeting artificial
intelligence to further help
clinicians as they care for remote
patients. One of the biggest

assists will be in patient selection.
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New method of measuring brain performance
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PHOTO: YORK UNIVERSITY

Toronto-based startup company NERON AI has created a computer-based system that measures brain performance through exercises
that test the brain’s neuromotor control — how a person simultaneously moves and thinks. The technology was developed over the course
of 20+ years at York University’s Sensorimotor Neuroscience Laboratory, also in Toronto. Pictured at right is Dr. Lauren Sergio, who leads the lab
and found that mild cognitive impairment or early dementia often shows up first through declining motor skills. SEE STORY ON PAGE 6

Command Centres are reducing operational pressures

BY JERRY ZEIDENBERG

early all Canadian hospitals now
| \ | have sophisticated, electronic health
record systems, but after years of
working with them, the argument could be
made that organizations are struggling with
operational performance and efficiency
more than ever before. Emergency depart-
ments are crammed full, waits for beds and
diagnostic tests are long, and hospitals are
running big deficits.

Many of Ontario’s hospitals operate in
the red — according to the Ontario Hospital
Association, the province’s hospitals are
running ‘a structural deficit’ of $1 billion.

So, after years of believing EHRs would

render them more efficient and effective,

why are hospitals even further in the hole?
“A lot has been achieved with EHRs,” said

Zahava Uddin, principal, GE HealthCare

An enterprise orchestration layer
connects information and
decisions across the organization.

Command Centers. “They capture and gen-
erate a lot of important information, serve
as a comprehensive system of record, and
create tremendous value for health systems
and the patients they serve.”

However, as an operational decision-mak-
ing tool for care orchestration and capacity

management, they have their limitations.

EHRs provide visibility into activities oc-
curring within core clinical and operational
workflows and organize it into dashboards by
drawing on data captured within their own
modules, such as the ED, imaging, inpatient
units, and the OR. But teams cannot run on
visibility alone. They need more intelligent
insights to help see around corners, prioritize
dynamically and coordinate actions.

They also need a complete picture of en-
terprise supply and demand. EHRs provide
only part of that picture using data native to
their solution. Staffing, logistics, equipment
and sometimes diagnostics data reside in
other systems. Without the ability to analyze

CONTINUED ON PAGE 2



Command Centres help tackle operational pressures and cut costs

CONTINUED FROM PAGE 1

and understand it together, decisions can
be made without all the relevant data.

What’s missing in hospital systems,
contends Uddin, is the enterprise orches-
tration layer. “Hospitals are incredibly
complex organizations. Patient flow,
staffing, diagnostics, procedures, bed ca-
pacity, discharge planning, transportation,
and community services are all deeply in-
terconnected. A change in one can quickly
create ripple effects across the others, mak-
ing it difficult to pinpoint where pressure
is building and what actions will have the
greatest impact.”

She added, “An enterprise orchestration
layer helps by connecting information,
workflows, and decision-making across
the organization. Rather than teams oper-
ating with separate systems, reports, and
departmental perspectives, they can bene-
fit from a shared operational view to help
anticipate constraints, coordinate re-
sources, and respond proactively before is-
sues compound.”

This type of information and intelli-
gence is at the core of GE HealthCare’s
Command Centre programs, something
Uddin has been implementing in hospitals
for a decade now. Uddin explained how
the enterprise orchestration layer unifies
data from across different source systems
and modules and applies complex algo-

rithms and Al to generate valuable insights
that are easily accessible by users, and easy
to understand and act on.

And because the insights are routinely
updated in real-time, the technology serves
as a backstop for busy clinical and opera-
tional teams managing the demands of
hospital operations around the clock.

Command Centers, she noted, can help
with numerous, pressing situations: Which
medicine units have projected excess
staffing tonight that could be redeployed
to support a unit with a forecasted staffing
deficit and elevated patient acuity?

Which ICU patients meet all step-down
criteria but don’t have a step-down order
yet, and which patients almost meet all cri-
teria and may be candidates for step-
down? Which patients with discharge or-
ders today or tomorrow also have orders
for post-discharge follow-up appoint-
ments that are still unbooked?

GE HealthCare’s Command Center
Software Platform was developed and
named for use in the first hospital com-
mand center hub that GE HealthCare
helped design and operationalize.

Soon after, Hennick Humber Hospital
in Toronto launched its Command Centre
and use of the platform quickly expanded
into the emergency department, the inpa-
tient units and elsewhere.

Humber reports that it unlocked ca-
pacity equivalent to 35 beds, eliminating

Zahava Uddin, GE HealthCare principal

the need for temporary beds in non-clin-
ical areas and reducing ED wait times by
34 percent.

Humber also reports that, during this
time, it sustained patient safety perfor-
mance that is 60 percent stronger than
provincial and national hospital averages,
explaining that its use of Command Cen-
tre for operational practices contributed to
better enterprise alignment on 19 of
CIHT’s 31 indicators of hospital harm.

It turns out that many use cases can be
transformed by real-time actionable in-
formation when put to work throughout
the hospital.

Humber is not alone in its work. In 2022,
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the Nova Scotia Health Authority launched
C3 (Care Coordination Centre), a province-
wide command centre that coordinates pa-
tient flow, capacity, diagnostics, transfers,
and discharge planning through regional
hubs and a centralized Provincial Com-
mand Centre.

NSHA reports there have been signifi-
cant improvements. Across its 41 hospitals,
NSHA reports that it reduced inpatient
utilization by approximately 20,000 pa-
tient days annually, lowered average length
of stay by 10 percent, and facilitated 10,000
additional patient transfers in a recent
one-year period.

Uddin said, “C3 demonstrates how
health systems can move beyond tradi-
tional bed management toward true
provincial orchestration, treating capacity
as a shared resource. By leveraging com-
mand centre technology that integrated
data from nine clinical systems at the start,
NSHA was able to strengthen collabora-
tion between teams, standardize processes,
improve transport and repatriation man-
agement, and support seniors and ALC pa-
tients more proactively.”

Humber and NSHA’s results are what
others seek to achieve. Early in 2026, Tec-
tonic Advisory Services — a high-profile
consulting firm — held more than 30 dis-
cussions with Ontario hospital CEOs,
CFOs, ClIOs, and clinical, operational and
digital leaders about healthcare sustain-
ability in today’s operating environment.
(See our article on page 4.)

From Tectonic’s analysis, “Interviewees
consistently described a desired future
state in which operational pressure is pre-
dicted and proactively managed, rather
than responded to after it becomes a crisis.
Leaders are clear they don’t need more
dashboards and reports. What they want is
a system-wide view of current and antici-
pated operational pressures, the factors in
play and the actions they can take to min-
imize the impact on patients and staff.”

So, if command centres and enterprise
orchestration technology have proven to
be impactful, why aren’t all Canadian hos-
pitals investing in them?

GE HealthCare’s Zahava Uddin offered
her thoughts on this question.

She noted that some leaders mistake
command centre technology for dash-
boards. While capacity dashboards can be
helpful, their value is often greatest for se-
nior leaders rather than frontline teams
coordinating care.

“Dashboards tend to be disparate, one-
dimensional, and not fully embedded in
the system of daily operating practices
and workflows that is happening continu-
ously across the organization. With dash-

CONTINUED ON PAGE 4
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Operational grip: A missing link for health system sustainability

BY ZAHAVA UDDIN

ospitals in Canada are oper-

ating in one of the most

challenging environments

in recent memory. This ar-

ticle summarizes research
conducted by Tectonic Advisory Services
on what Canadian healthcare leaders are
experiencing and what capabilities they
believe they need to operate sustainably in
the current environment. It also shares GE
HealthCare’s model for health system op-
erational maturity, what that looks like in
practice and how a real-time and predic-
tive operational control system can help
hospitals manage pressure.

Early in 2026, Tectonic Advisory Services
held more than 30 discussions with hospital
CEOs, CFOs, CIOs, and clinical, operational
and digital leaders about healthcare sustain-
ability in today’s operating environment, and
obtained perspectives from Ontario Health,
the OHA and others as well. Several themes
emerged from the work that suggest leaders
are shifting their thinking (see Figure 1).

Interviewees shared a common view of
the current challenges. Funding has not
kept pace with inflation, population growth,
aging demographics or changing care deliv-
ery models. Gaps in workforce, primary care
and long-term care capacity and capital in-
vestment add strain on the system. Most or-
ganizations have stripped overhead and ex-
hausted traditional efficiency initiatives,
while demand continues to outpace capacity
and prolonged “surge” conditions are the
norm. Leaders view this current environ-
ment as their new operating reality, not as a
near-term budgeting challenge. The ques-
tion is no longer simply what other effi-
ciency and cost-cutting measures can we
take, but rather what capabilities do we de-
velop to foresee operational pressures early
and optimize how we use available capacity
and resources accordingly.

A New Operating Model for a New
Reality: Interviewees consistently de-
scribed a desired future state in which
operational pressure is predicted and
proactively managed, rather than re-

Command centres

CONTINUED FROM PAGE 2

boards, if you see a problem, you likely
call a meeting or a huddle. Problem is,
everyone is already busy with other
things,” said Uddin.

“Command centre insights, on the
other hand, have great utility from SLT
to frontline teams. They use data from
multiple sources, and they are multi-di-
mensional, cross-functional, easy-to-di-
gest, action-oriented and synchronized
through a common data logic, meaning
everyone is rowing the boat in the same
direction. They are accessible across
teams, enabling continuous collabora-
tion and problem-solving.”

Other leaders may hesitate to begin a
command centre journey because they
perceive the IT implementation effort to
be massive. In reality, the lift is moder-

sponded to after it becomes a crisis.
Leaders want a system wide view of
emerging capacity constraints and the
actions they can take immediately to
eliminate the pressure. For example,
continuously identifying patients who
are likely ready to transition out of ICU
can help reduce ICU capacity pressure,
reduce excess patient days, preserve ICU
access for higher-acuity patients and im-
prove enterprise patient flow.
Interviewees also emphasized the im-
portance of consistent execution and mov-

Perhaps most importantly, intervie-
wees expressed an urgent need to enable
organizations across the care continuum
to more easily share information, coordi-
nate decisions and collectively manage ca-
pacity and flow. They are acutely aware
that many hospital capacity challenges ex-
tend beyond the hospital walls with delays
involving home care, long-term care, re-
habilitation, mental health, diagnostics,
transportation, emergency medical ser-
vices and transfers.

The common theme that emerged is

From Digital Maturity to Operational
Maturity: Over the past decade, hospitals
have invested heavily in digital transfor-
mation. Electronic health records, analyt-
ics platforms, workflow tools, dashboards
and increasingly Al insights have im-
proved access to information. Yet, a com-
mon challenge has emerged across these
digitally mature organizations. While in-
formation is abundant and dashboards are
plentiful, throughput delays, transfer bot-
tlenecks, capacity constraints, manual
work and execution gaps persist.

GE HealthCare’s decade-long com-

physical capacity.

Core Finding: Health systems have near-term opportunity to create more predictable and sustainable
operations through better operational rigour. Itis one one of the few levers still available to health systems
looking to navigate today's challenging environment without increasing deficits, reducing services or expanding

Health system pressures are structural, not episodic, requiring sustained
focus on reducing operational volatility and optimzing the use of existing
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lignment, inflation, population growth, primary care and
LTC capacity gaps, workforce supply and capital delays.

Hospitals need active real-time and predictive operational control, not more
reporting: shared, trusted, practical, actionable, dynamic signals connected to
standard work, clear roles, decision rights, escalations, governance and follow-

The financial case for change is cost avoidance first, driven by reduced
overcapacity days and therefore reduced operation of unfunded beds, lower
overtime and agency staffing worked hours and fewer costly crisis workarounds.

EHRs are essential systems but by themselves are not sufficient as a live
operational control system for enterprise/system-wide care coordination,

can be cross-continuum and regional creating the
need for system-level capacity management and care orchestration: delays
often involve home care, LTC, rehab, EMS, transport, diagnostics, transfers or

mand center experience has shown
that purpose-built care orchestration
software can support significant im-
provement in capacity utilization and
patient flow performance, even in dig-
itally mature hospitals that have in-
vested heavily in EMRs and business
intelligence tools. Across implemen-
tations, the improvements have typi-
cally been accompanied by teams
working in sync across departments,
more consistent execution of high-
priority workflows, and shorter pa-
tient wait times and lengths of stay.

This has led some health systems to fo-
cus on achieving what GE HealthCare
describes as operational maturity. Un-
like digital maturity, which emphasizes
information availability and workflow
digitization, operational maturity em-
phasizes dynamic, coordinated and
proactive execution of operational
processes. It establishes operational grip

Figure 1: Tectonic Advisory Interview Findings, 2026

by aligning teams around common pri-

ing away from manual, reactive processes
and local vigilance for ensuring on-time
completion of critical path activities, esca-
lations, and surge capacity activation and
deactivation. Disciplined execution is in-
creasingly being seen as a requirement for
operational success rather than an admin-
istrative function. Health systems that in-
corporate accurate estimated discharge
dates into daily flow decisions instead of
just documenting and reporting statistics
on it are one such example.

ate, particularly when compared with
implementing a new EHR, workforce
management system, or another work-
flow platform.

Uddin explained that the IT effort is
driven less by technology installation
and more by connecting and validating
data feeds from existing source systems.

A core set of integrations is usually
sufficient to enable foundational capa-
bilities, the data might already be send-
ing to other applications, and once a
data feed is established it can be reused
across multiple command centre appli-
cations. All of this reduces the perceived
IT effort.

In fact, according to Uddin, “opera-
tional change management usually re-
quires more attention than the techni-
cal deployment. Incorporating insights
into daily operational routines, deci-
sion-making processes and escalation
pathways, and building a true team-of-
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health systems have a near-term opportu-
nity to create more predictable and sus-
tainable operations through stronger op-
erational grip. This is an organization’s
ability to consistently execute on its strat-
egy through its daily operations. It re-
quires a system-level mindset, trusted in-
formation, standard work, clear roles and
decision rights, escalation mechanisms,
strong governance and accountability, and
technology to connect the dots between
these components and between teams.

teams approach is what takes time.
Time that can be repurposed from the
many access and flow improvement ini-
tiatives that are typically happening
across the hospital and usually lacking
alignment.

In practice, rather than creating ad-
ditional work, command centre jour-

Operational change
management usually requires
more attention than the
technology deployment.

neys often become the catalyst that
aligns people, priorities, and improve-
ment efforts around a common opera-
tional agenda.”

A final misconception by executives is
the hospital cannot afford to invest in
command centre capabilities, especially

orities, clarifying decision rights, stan-
dardizing escalation processes, load balanc-
ing demand across the enterprise and ensur-
ing actions occur consistently and at the
right time. For leaders, this distinction is
significant. Digital maturity improves visibil-
ity. Operational maturity improves execu-
tion. Sustainable performance needs both.
The Financial Imperative: GE Health-
Care and Tectonic have heard from CFOs
their priorities include reducing the oper-
ation of unfunded beds, reducing the
CONTINUED ON PAGE 6

while it is under great financial strain.
“Command Centres aren’t that expen-
sive. They don’t require large, dedicated
spaces with video walls, if any at all, and
they don’t cost $15 million to $20 mil-
lion,” asserted Uddin.

“In fact, if you're operating unfunded
beds daily and running a deficit to keep
up with demand, and you're able to un-
lock capacity by implementing a com-
mand centre function, you might be able
to operate fewer unfunded beds or none
at all without reducing services. Simi-
larly, if you only have funded beds open,
and you're able to unlock capacity, you
could backfill that opened up capacity
with additional patients, for no addi-
tional hospital cost.”

“The return on investment has been
proven over and over again. Increase
your volume with the same or fewer re-
sources,” said Uddin. “And you don’t
have to treat patients in the hallway.”

www.canhealth.com
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NERON Al uses novel digital technology to measure brain performance

oronto-based NERON Al a
startup company, has created a
computer-based system that
measures brain performance
through exercises that test the
brain’s neuromotor control — how a person
simultaneously moves and thinks.

The system is sensitive enough to spot
the onset of dementia years before a stan-
dard clinical diagnosis — using an on-
screen test that takes about 10 minutes.

And amazingly, the company says that
by continuing to use the system — or by
pursuing other activities that combine
movement and thinking in similar ways —
a person with early-stage dementia may be
able to slow down the deterioration or
even improve their performance.

“It’s a case of use it or lose it,” said Reed
Hanoun, CEO of NERON AI, which is seek-
ing to commercialize more than 20 years of
research carried out at York University’s
Sensorimotor Neuroscience Laboratory.

Hanoun stressed that NERON Al is not
itself a diagnostic tool — instead, it can be
used as a measurement device by health-
care professionals, from which they can
make a diagnosis.

The York University lab, under the di-
rection of Dr. Lauren Sergio, York Research
Chair in Brain Health and Gender in Ac-
tion, found that mild cognitive impairment
or early dementia often shows up first
through declining motor skills — such as
slower movement and coordination when
having to move and think at the same time.

And when recovering, whether it’s a
person experiencing mild cognitive im-
pairment or an athlete recovering from a
concussion, faster progress is made when
the individual is given tasks that combine
moving and thinking. These joint tasks
help build new synapses in the brain.

In a recent York University press release,
Dr. Sergio recommends challenging one-
self by doing things with the left hand that
you'd normally do with the right: “Like
brushing your teeth [using your left hand],
trying pickleball with your left hand or
parallel parking on the opposite side of the

Operational grip

CONTINUED FROM PAGE 4

spend on overtime and agency staffing,
and avoiding costly crisis management
practices. CFOs emphasized that greater
discipline with how funded capacity and
resources are managed, especially in a
post-Covid world, could help eliminate
avoidable inpatient days, reduce overca-
pacity days, and ultimately mitigate the
financial pressures contributing to hos-
pital deficits. They also recognized that
even though incremental funding asso-
ciated with higher patient volumes can
lag behind the costs, volume growth is
important to preserve access to care, and
should be accommodated in funded bed
capacity wherever possible.

Interviewees also highlighted broader
strategic benefits. Stronger operational
grip could potentially help delay or
avoid major infrastructure investments,
accelerate the scaling of acute-care-at-
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road, as they do in the United Kingdom.”

She explained, “Practicing any of these
kinds of skills where you're challenging your
brain to think while it’s doing a new activity
could actually help counteract decline.”

For its part, NERON AI has incorpo-
rated these principles into its products:
NERON Dynamics, a measurement and
intelligence layer used by professionals,
and NERON Connect, the personalized
improvement layer for individuals. To-
gether they form a closed loop to measure,
understand, and improve.

NERON Connect is downloadable to
Apple and Android smartphones.

The NERON Al platform tests the user

by asking them to move their finger or cur-
sor on the screen while challenging them
simultaneously with other tasks.

“When there are no distractions, it’s
easy,” said Hanoun. “But when you’re
given, for example, memory tests while
you're moving around the screen, it’s
much more difficult.”

The more cognitively challenged a per-
son is to begin with, the more difficult it is
to perform well.

Hanoun said the 10-minute test can es-
tablish a baseline for the user, and it can be
used to measure him or her against peers —
by age, sex, activity level and neurological
condition.

For example, highly active athletes will
normally have higher baselines than
sedentary seniors who are 65 or older.

The system asks users to perform tasks
that grow progressively more difficult. In do-
ing so, it’s testing how different parts of the
brain are communicating with each other.

“We keep adding to the cognitive load,” he
said. “We then compare how the brain func-
tions at a high load with the brain at rest”

The system measures the gap between
rest and a high load, which is termed ‘the
drop’ A smaller drop means more control
is retained under pressure, resulting in a
higher score.

From the results, NERON AI creates a
3D model of the how the individual’s brain
is performing under load. And as the user-
base grows, the AI component of the sys-
tem is also learning and refining its own
assessments of brain performance.

Canada’s Department of National De-
fence has been an early user of the plat-
form, and Hanoun said several Canadian
heath providers have started to assess it.

Moreover, Toronto-area brain clinics
are using it to track the brain health of
their clients, mainly seniors, and to keep
them cognitively engaged.

Hanoun added that a large healthcare
system in the United States will be con-
ducting pilot tests of NERON Al this fall.
As well, there has been interest from Aus-
tralia, South Korea and Sweden.

For further information, see: NERON |
The Brain Performance Platform

Sunnybrook, Hypercare partner to modernize communication

TORONTO — Sunnybrook Health Sciences
Centre, one of Canada’s largest academic
health sciences centres and home to the
country’s largest trauma centre, is partner-
ing with Hypercare to modernize how its
clinical teams communicate.

From on-call scheduling and code team
activations to day-to-day clinical messag-
ing between teams, the partnership will re-

home and other models of care that re-
duce unnecessary inpatient days and ad-
missions, and support more coordinated
use of resources between facilities.

Interest in systems like GE Health-
Care’s command centres that help re-
duce operational volatility and support
more predictable use of resources is
growing. Investment in these capabili-
ties is increasingly being viewed as foun-
dational operational infrastructure, not
as discretionary technology projects.

Conclusion: The era of large-scale
digital transformation is maturing. Infor-
mation is more accessible and workflows
are more standardized. The findings
from Tectonic Advisory Services’ re-
search, together with GE HealthCare’s
command centre experience, suggest that
managing with better operational grip
may be the next major lever to signifi-
cantly improve patient access, strengthen
workforce sustainability, protect financial
performance and deliver better care
within existing funded capacity.
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place thousands of legacy pagers and Spok
infrastructure with a single connected
platform.

For decades, pagers have been the de-
fault in Canadian hospitals. This commu-
nication method, which is one-way, unen-
crypted, and disconnected from the rest of
a clinician’s workflow, often asks providers
to wait for a callback instead of having a
two-way conversation.

Sunnybrook’s move to Hypercare is
about closing that gap. The transition will
give every nurse, physician and allied
health team member a way to send, re-
ceive, and confirm messages in real-time
without disrupting existing workflows.

As Sunnybrook prepares to fully retire
its pager fleet, Hypercare will mirror ex-
isting workflows so that transitioning
from pagers feels familiar to clinicians
from day one.

It’s a foundation the two organizations
plan to build on well beyond the initial go-
live, and is a first step in a broader shift to-
ward safer, more connected coordination
across Sunnybrook’s campuses.

“Sunnybrook is a leader in what mod-
ern healthcare delivery is meant to look
like, and we’re honoured they’ve chosen
Hypercare to help write the next chapter
of that story,” said Albert Tai, CEO of Hy-
percare. “Replacing a pager system is a
big change, and it means a lot to us thata
health system of Sunnybrook’s calibre is
making that change with a Canadian so-
lution. Our partnership will make it
much easier to find out who’s on-call, ac-

tivate a code, or reach a colleague in just
a few taps on either a smartphone or a
computer.”

“Our care teams depend on clear,
timely communication to coordinate
care every day,” said Rob Lee, vice presi-
dent, digital health and chief informa-
tion officer at Sunnybrook. “This invest-
ment modernizes a critical part of how
that coordination happens, making it
easier to connect the right people at the

Rob Lee, VP digital health and CIO at Sunnybrook.

right time and support seamless care
across our organization.”

Hypercare’s phased rollout with Sunny-
brook begins this November, with both or-
ganizations already looking toward what’s
next in expanding secure, real-time coor-
dination across the hospital.

www.canhealth.com
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MDClone’s ADAMS platform closes the loop from analysis to impact

BY NORM TOLLINSKY

ospitals have no shortage of

data, but in most cases,

“very little of it is built

around the idea of using it

for research, analytics, in-
sights and clinical understanding,” asserts
Dr. Aaron Galaznik, chief medical officer
of MDClone.

That’s certainly not the case at the McGill
University Health Centre (MUHC), in
Montreal, and a growing number of health-
care organizations around the world that
have adopted MDClone’s ADAMS platform
to drive quality improvement initiatives.

MDClone describes the ADAMS plat-
form — an acronym for Ask-Discover-
Act-Measure-Share — as a “powerful, self-
service healthcare data exploration plat-
form enabling collaboration, research
and innovation.”

It’s billed as a self-service data explo-
ration tool because it isn’t necessary to be
trained as a data analyst to use it. Equally
important, it makes use of synthetic data to
safeguard individual patient information.

Encompassing Montreal General Hospi-
tal, the Montreal Children’s Hospital, the
Montreal Neurological Institute, and several
other specialized services, MUHC is one of
Quebec’s leading healthcare organizations.

It acquired the ADAMS platform in
June 2024, and it’s now used by as many
as 300 of the organization’s clinicians and
researchers.

Beyond MUHC, MDClone is repre-
sented in eight countries, with hundreds of
customer use cases and over 160 peer-re-
viewed publications documenting out-
comes across health systems worldwide.

When launching the ADAMS platform
last summer, MUHC announced a ‘Solve
the Stay’ campaign to address the hospi-
tal’s patient length of stay problem impact-
ing access to care and emergency depart-
ment overcrowding, said Dr. Alan Forster,
MUHCs vice president of quality, innova-
tion, and performance.

The campaign focused on using the
ADAMS platform to identify strategies and
initiatives for reducing patient length of stay.

There was an education program for
anybody who wanted to participate. Help
was also offered to translate any ideas into
action and then track them to measure
the results.

The campaign’s first round resulted in
the identification of 19 improvement
ideas, 11 or 12 of which are now moving
forward. Ideas were graded in accordance
with the number of hospital days that
could be saved and MUHC staff responsi-
ble for them were celebrated at town halls.

One thing the data confirmed was that
many patients admitted to hospital are at
the end of their lives and that for some of
these patients the care may not be creating
benefits on quality of life. For example,
certain patients were passing away in hos-
pital after prolonged critical care that con-
tinued long beyond when there was any
chance of survival, said Dr. Forster.

The clinicians weren’t systematically
identifying patients who had a high risk of
dying, nor were staff having conversations
with them about their end of life wishes,
including care in a more appropriate set-

ting either at home, in a hospice or a long-
term care facility.

Some seriously ill patients were receiv-
ing unnecessary life-extending therapies
that detracted from a meaningful quality of
life, and resulted in discomfort, loss of dig-
nity and accompanying pain. “So, we are
now working with our palliative care team,
our oncologists and critical care physicians
to roll out a serious illness conversation-
guide and training,” said Dr. Forster.

The conversation guide and training
are used to engage with patients and
families in a delicate discussion about al-

Dr. Aaron Galaznik

is admitted on a Thursday or Friday, they’ll
wait longer than if they were admitted on a
Monday or Tuesday,” said Dr. Forster.
“That’s because we cut back on our proce-
dures and staffing over the weekend. We do
that for financial reasons, but we don’t nec-
essarily see the negative impact that has on
hospital flow issues. Furthermore, the cost
of the extra patient days exceeds the cost of
the radiology technical staft”

One obvious solution is to increase
staffing over the weekend for imaging
technologists. “The trick for management
is to get the balance correct — and we can

Dr. Alan Forster

ternatives early enough in a patient’s
hospital stay to allow them to participate
in decision-making.

Also contributing to excessive hospital
length of stay, according to the data un-
earthed by the ADAMS platform, are pa-
tients waiting for access to the OR.

“They come in through the emergency
department needing an urgent surgery and
they’re spending too many days in hospital
waiting for the operation to occur,” said
Dr. Forster. “That’s mostly due to OR avail-
ability, not patient condition.”

More important than the impact on
hospital beds is the impact on care.

For the patients waiting for surgery,
there is a negative impact on their overall
condition due to immobility, the effect of
the untreated surgical condition, and the
effects of medications to treat pain. There
is also an impact on other patients because
of congestion in the emergency depart-
ment and blocking opportunities for elec-
tive surgical admissions.

As a result of this, there’s a big push
right now to do an OR redesign to address
these problems.

Another issue revealed in the data was
that patient discharge is often delayed
pending special investigations, such as
imaging, which haven’t occurred.

This, in turn, is often related to the day of
the week a patient is admitted. “If a patient
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only do that with the data demonstrating
the trade-offs,” said Dr. Forster.

In June, MUHC also launched what it
calls an IMPACT Centre (https://muhc.ca/
IMPACT) to foster collaboration necessary
to develop and scale new technologies.

“A common problem is that industry is
left on its own to develop their solutions
outside of a healthcare setting, so we created
the IMPACT Centre ... because one of the
things companies need is access to the data,”

MDClone supports research
sharing through an extensive
catalog of use cases and case
studies on its website.

said Dr. Forster. This is where the synthetic
data capabilities of the ADAMS platform
shine because industry is allowed to access
data without compromising patient privacy.

The availability of synthetic data is also
important for MUHC’s collaborative re-
search with other ADAMS platform users
around the world, including the University
of Chicago Medicine and Salt Lake City-
based Intermountain Health.

The synthetic data behaves like the orig-
inal data and the statistical relations of
properties are preserved. However, any in-
formation that can be used to identify the

patient associated with the data is stripped
out, explained Dr. Galaznik.

In addition to its use by technology
companies and external healthcare organi-
zations, synthetic data is also used inter-
nally by healthcare organization staff who
don’t have the required permissions for
data access.

The self-service capability of the
ADAMS platform empowers many more
people at MUHC to participate in research
and quality improvement initiatives. “We
have 15,000 people who could participate
in quality improvement activity,” said Dr.
Forster. “That’s how big our institution is.
We have clinicians, students and residents
from all over the world who come here to
learn and contribute. They’re highly moti-
vated and very accomplished people.”

Telling them to wait in line for an ana-
lyst to access the hospital’s data slows the
process, but that’s the predominant model
because of privacy laws and the complexity
of hospital information systems, he noted.

If MUHC had to use the conventional
model of funneling an increased volume of
research through the data shop, said Dr.
Forster, it wouldn’t be able to hire enough
data analysts to get the job done.

According to Dr. Forster, the ADAMS
platform is very easy to use, “but some of
the underlying concepts are a little more
complicated and take time for people to
learn if they haven’t been exposed to them
in the past.”

Still, anyone with basic statistical train-
ing picks it up overnight while those who
have never worked with data and have
never done any statistical analysis have a
bit more of a learning curve.

A technology solution like MDClone’s
ADAMS platform that offers access to a
healthcare organization’s data isn’t suffi-
cient to foster a quality improvement cul-
ture. Also essential is a strong leadership
commitment to quality and a workforce
that’s motivated, feels safe to try new
things and identify when things aren’t
working, claims Dr. Forster.

MDClone supports research sharing
through an extensive catalog of use cases
and case studies on its website because
healthcare organizations often have the
same problems, observed Galaznik.

They all want to improve the quality of
care, identify patients in need of urgent
outreach or manage their pharmacy and
lab spend, “so the purpose of our global
catalog is to provide our users with a
repository of different success stories at
different organizations.”

Its website features use cases on opera-
tional efficiency and specific diseases, in-
cluding chronic kidney disease, heart fail-
ure, pulmonary embolism, diabetes and
hyperlipidemia, as well as case studies and
white papers by ADAMS platform users
around the world.

“We make a point of sharing all of this
to inspire people to take advantage of the
data they have and make it actionable,”
said Dr. Galaznik. “Health systems have in-
vested heavily in electronic health record
systems, data warehouses and analytics
tools, so the challenge isn’t a lack of data.
It’s not having access to a technology solu-
tion like the ADAMS platform and its abil-
ity to turn data into measurable action.”

www.canhealth.com
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Emergency Department kiosks at RVH improve check-ins, patient flow

BY NORM TOLLINSKY

atients arriving at the Royal

Victoria Regional Health

Centre’s (RVH) Emergency

Department (ED) in Barrie,

Ontario, used to encounter a

lineup as soon as they walked
in the door. With between 270 and 350 pa-
tients seeking emergency care every day,
patients often ended up waiting in line to
identify themselves and share their reason
for seeking emergency care.

But that’s no longer the case since the in-
stallation of Savience Ltd’s self-serve check-
in kiosks just inside the ED’s entrance.

“Previously, we had a staff member
working on a computer checking in each
person in a single queue, one at a time,”
said ED manager Ray Howald. “Now, two
patients can check in simultaneously, re-
sulting in a 30 to 60 percent reduction in
the time it takes to check-in to the ED.”

The hospital has also seen a 20-30 per-
cent reduction in clerical workload in the
ED and a 15 to 25 percent reduction in the
time it takes for triage nurses to prioritize
patients reporting serious health concerns.

Patients check-in at the Savience kiosk
by scanning their health card and selecting
their chief complaint from lists on the
kiosk screen.

They’re also asked to report if they have
any cough, cold or flu symptoms. The in-
formation provided is instantly available
to the triage nurses, who can prioritize pa-
tients reporting chest pains or other seri-
ous conditions and don personal protec-
tive equipment as required for infection
prevention and control.

“The kiosks don’t independently decide
who should be seen first,” said Howald. It’s
still the clinical lens of the triage nurse that
makes these decisions, but it’s the kiosk
that helps the nurses identify patients who
are in need of expedited care.

The Savience technology is integrated
with the hospital’s MEDITECH Expanse
information system, speeding the registra-
tion process for patients who have a history
with RVH, explained Sarabyjit Singh, RVH’s
regional chief nursing informatics officer.

The check-in process finishes with the
kiosk printing out a ticket with a random-
ized number instructing patients to have a
seat in the waiting room until their num-
ber is called.

“Previously, the triage nurse would call
the person’s name out loud in the waiting
room,” said Howald. Now a patient calling
module in the waiting room displays and
announces ticket numbers on an overhead
monitor, ensuring more privacy for pa-
tients than calling them by name.

Patients, triage nurses and registration
staff all benefit from the Savience system.
Patients spend less time waiting to check-
in and with ticket in hand, they know
they’re in the queue, said Howald. “That
helps mitigate any frustration.”

Triage nurses don’t miss having to “yell
out the next patient’s name,” appreciate
being able to prioritize patients with more
acute or critical presentations, and wel-
come advance notification of the need to
protect themselves with PPE, he added.

The Savience system also helps to reduce
the workload for registration staff because

information they had to collect and enter
themselves is now automatically transmit-
ted to MEDITECH when patients scan their
health cards during the check-in process.

The installation of the check-in system
at the RVH emergency department wasn’t
the hospital’s first experience with
Savience technology. In 2019, it acquired
Savience kiosks for patients checking in to
its outpatient clinics.

Hospital leaders decided to acquire the
technology because of the growing number
of patients and the challenges associated
wait times in hopes to improve patient flow,
said Jen Haines, manager of patient access.

RVH has 32 outpatient clinics spread

technology in the ED was a result of the ef-
ficiency gains RVH experienced in register-
ing patients for its outpatient clinics. Select-
ing Savience as its vendor of choice also
made sense because the hospital was already
using its technology and an integration
with its MEDITECH health information
system was already in place, said Howald.
Based in Towcester in the United King-
dom, northwest of London, Savience serves
hospitals in the UK, Ireland and Canada.
The company entered the Canadian market
through an initial deployment at Quinte
Health’s Belleville General Hospital, fol-
lowed by implementations at Lennox and
Addington County General Hospital in

throughout the hospital, but there are also
several offsite locations. An outpatient
cancer clinic is scheduled to be added to
the Savience system September 15, leaving
only a few clinics — imaging and mental
health, for example — to rely on conven-
tional check-in procedures.

Kiosks are located at all three of RVH’s
main entrances, allowing patients to register
upon entering the hospital. They scan their
health card, complete their registration and
receive a ticket providing them with
wayfinding information for the outpatient
clinic they’re attending. Staff in the clinic are
alerted electronically of a patient’s arrival
when the registration is completed.

Savience has also developed the func-
tionality to allow patients to check in on
their smartphones, said Amy Bellisle, RVH’s
regional manager, clinical informatics.

They simply scan a QR code that
launches the same interface as the kiosk.
Instead of a physical ticket, the system gen-
erates a randomized number on their
phone together with details on where to go
and how to get there if patients are navi-
gating to surgery or an outpatient clinic.

“Using their smartphones to check-in
effectively gives patients a kiosk in their
pocket,” said Savience account manager
Shaun Fagan” RVH is not yet offering this
optional check-in process but may con-
sider taking advantage of it in the future,
said Bellisle.

The more recent introduction of the
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Napanee, Ont., and the William Osler
Health System in Brampton, Ont.

A Savience Canada subsidiary was es-
tablished in 2017 and today, there are more
than 40 hospitals across Ontario using its
check-in kiosks. The company has an of-
fice in Burlington, Ontario.

ED staff at RVH worked closely with
Savience personnel to redesign the work-
flow in the department, relying on their

The check-in kiosks help
triage nurses determine
which patients are in need
of expedited care.

past experience, lessons learned and op-
portunities for increased efficiencies.

One idea incorporated into the design
of the ED kiosks acknowledges the fact
that not everyone showing up at the ED is
there for emergency care.

“That was one of the lessons we learned
from a partner site,” said Howald. “Some
patients arriving for day surgery or an ap-
pointment in an outpatient clinic mistak-
enly enter the hospital through the ED, so
the first question the kiosk asks is ‘Are you
here to see an emergency physician, or are
you checking in for surgery or an outpa-
tient clinic appointment?’”

If the patient is indeed checking in for day
surgery or an outpatient appointment, the

ticket that prints out provides wayfinding in-
formation based on their location in the ED.

The kiosks in the ED aren’t used for pa-
tients arriving by ambulance. They arrive
in the ED through a different entrance and
are triaged separately. However, ambu-
lance arrivals are still identified in the
Savience list of patients with an accompa-
nying ambulance icon.

“Savience has been fantastic,” said
Haines. “I wasn’t here when they were se-
lected but I would highly recommend them
just because they are so responsive. They do
site visits and they have a dedicated support
team and on-site technicians, so they’re very
good at providing at-the-elbow support.”

“Our technology is designed to make ac-
cessing and moving through healthcare sim-
pler for patients, while giving hospitals bet-
ter visibility and control over patient flow;
said Savience account manager Fagan. “By
allowing patients to check-in, confirm their
details and receive clear information
through our kiosks or their own mobile de-
vices, we can reduce queues and repetitive
administrative work. That releases staff time
for direct patient care and gives patients a
faster, clearer and less stressful experience.”

He added, “Looking ahead, we expect
continued evolution of the platform to in-
corporate more advanced automation and
intelligence, including the responsible use of
Al ... We have also explored and developed
optional identity verification technologies,
including facial recognition in appropriate
and consent-driven contexts, to further
streamline check-in processes and reduce
administrative friction while maintaining
strict privacy and security standards.”

Other areas of ongoing development
include digital triage and streaming, im-
proved real-time operational dashboards,
more flexible patient communications and
deeper integration with hospitals’ existing
electronic medical record systems.

“The aim is to create a more connected
journey from appointment booking and
reminders through arrival, care delivery
and outcome, while giving hospitals better
data with which to manage capacity and
demand,” said Fagan.

www.canhealth.com
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Digital health, clinical AI and the trade war:
the view from this side of Lake America

Shouldn’t U.S. hospital IT vendors show more of an economic investment in Canada?

BY WILL FALK (WITH Al ASSISTANCE)

igital healthcare in Canada has

long accepted that the three largest

hospital EMR vendors have almost

no Canadian presence: no Canada-

based employees at all in the case of

Epic and MEDITECH, and a hand-
ful in the Cerner part of Oracle. Yet our spend on
these systems is well over a billion dollars a year. In
2026, living on the shores of Lake America, are we
still OK with this?

Two oligopolies, six vendors. The physician EMRs
belong to Canadian healthcare giants. TELUS Health
is a $2 billion business with 7,800 employees; its
EMRs claim more than 40,000 clinicians and plausi-
bly generate $150 to $250 million a year. Accuro is a
Kelowna subsidiary of 400 to 500 people serving
about 20,000 clinicians, sitting inside Loblaw along-
side Shoppers, Lifemark (300 clinics) and Maple vir-
tual care.

WELL Health, a $1.4 billion clinic operator with
3,200 employees, serves 10,000 physicians through
WELLSTAR, which reported revenues of $68 million
last year. Together: a $300 to $450 million market,
headquartered in Toronto, Kelowna and Vancouver
inside larger healthcare companies.

The hospital EMR market is three to five times
that size. My bottom-up estimate for total costs — li-
cences, hosting, implementation — is $1.5 billion to
$2.2 billion a year. Ontario’s Auditor General found
that province alone averaged more than half a billion
ayear on EHR initiatives over 13 years.

Several hundred million goes straight to the ven-
dors. That figure is rising: Newfoundland’s Epic in-
stall, several new Ontario sites, and Quebec’s Epic
program — contracted at $1.5 billion — ramping to $3
billion or more.

The employee counts. Epic: no Canadian office
and no Canadian entity. Its contact page lists a phone
number and no address. MEDITECH, in Canada
since 1981 lists a 781 number and names three
Canada-dedicated staff in Westwood, MA. Oracle
does have thousands of people in Canada, but that’s
Oracle, not Cerner. On the public evidence, none of
the three maintains more than a token Canadian
presence for their EMRs.

This is not normal, and it’s not okay. Compare
Microsoft: 2.3 percent of its 228,000 employees work
in Canada — about 5,300 people in 11 offices, plus
two Azure regions and a $19 billion investment com-
mitment. Compare Pharma and Life Sciences where
we insist that companies invest in exchange for access
to our public market.

Even Heidi, the Australian scribe start-up, has
built a Canadian team of more than 30 in three years
and hosts Canadian data in Quebec. A three-year-old
scribe company appears to employ more Canadians
than the three vendors that hold hospital records for
over 80 percent of Canadians.

In a year when every cabinet table is arguing
about U.S. trade in services, one of our largest
health-IT expenditures has no entry on the ledger.
And this spend is controlled by the public sector.

Co-pilots are prying this open. On September 1,
OpenAl announced that ChatGPT for Healthcare
can connect directly to Epic patient records through
the hospital’s own FHIR interface, in a chat window
beside the chart or embedded inside it.
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Microsoft expanded Dragon Copilot into a full
clinical assistant this year. Canadian scribes Tali and
WELL’s Nexus Al, and Heidi from Australia, all have
similar products in market. With every announce-
ment like this it becomes clearer that the system of
work is separating from the system of record. Clini-
cal copilots are a welcome development that allows
for increased Canadian competition in these hospi-
tal systems.

From a trade perspective, that separation is ex-
actly what we want. Tight integration was the oligop-
oly’s moat: one vendor, one system, one tightly con-
trolled environment, and every innovator waiting at
the gate of the castle. A loosely coupled co-pilot layer
is a market Canadian firms can actually enter, and
they already have or are trying to.

League’s Spring 2026 release moved into
agentic care navigation. Cohere launched &%
health agents in the U.S. with an American
partner and says Canadian healthcare, with
data resident in Canada, is next.

More is coming, from Canadian vendors |
and from international vendors like Heidi
that actually employ Canadians and host |
here. Will we allow the existing record ven-
dors to bundle their own, proprietary co-pi-
lot and close the gate again?

Epic switched on native AI Charting in Wil

I

Falk

line is whether a hospital can run someone else’s on
equal terms. Firms should not be allowed to favour
their own AI products in the name of integration,
then sell the integrated system on the basis that they
are integrated and no one else is.

The obvious objection. Push the record vendors
and Washington pushes back — and the Canadian
health-tech firms we are trying to help are the ones
who get hurt, because they need access to a U.S. mar-
ket ten times the size of ours. Non-hospital vendors
like PointClickCare, Alayacare, and League may be
collaterally damaged. Meanwhile, hospitals under
real pressure will buy the best product for their clin-
icians, not the most Canadian one.

Both points are fair. But we already run this ex-
periment everywhere else in healthcare. No drug or
device maker sells into Canada without a
licensed Canadian establishment answer-
able to Health Canada.

They have a real address, a named im-
porter, an inspectable presence. We toll-
gate pharma and life sciences for invest-
¥ ment and have for decades. We require
that of the company selling the pace-
maker. We require nothing of the com-
pany holding the record of the patient it
was implanted in.

Premiers and hospital executives can

February; Oracle expanded its Clinical AI
Agent in August. They intend to raise the draw-
bridge. And leave the peasants outside.

Ottawa has the power levers. On September 3 the
Prime Minister created Digital Transformation
Canada with an explicit mandate to use federal pur-
chasing power to help Canadian tech and AI firms
scale and to strengthen digital sovereignty. That is
close to what the Munk School’s Sovereign by Design

Even Heidi, the Australian scribe
start-up, has built a Canadian team of
more than 30 in three years and hosts
Canadian data in Quebec.

report asked for in March: one body with the au-
thority to buy, build and invest.

That report places health records in its second-
highest sensitivity tier, recommends “juridical
sovereignty” as the minimum for the provinces
that hold them, and warns that Buy Canadian’s
definition of a Canadian supplier still lets a firm
qualify with “a Canadian mailbox and non-Cana-
dian personnel.”

A phone number and no address is that loophole,
exactly. We should prefer Canadian-owned and -op-
erated infrastructure with a legal air gap from the
U.S. CLOUD Act.

Legislation before Parliament (S-5) will give
Health Canada new regulatory levers to fill in this
moat. The Competition Bureau can help, much like
the FTC does in the US.

Be precise about the target. Credit where it is due:
Epic’s APIs are genuinely open — the OpenAl inte-
gration happened precisely because connecting does
not require Epic’s permission. Oracle and
MEDITECH are further behind. But an open inter-
face is not an open market. The line is not whether
Epic may build its own co-pilot; of course it may. The

help stop these practices and repatriate
much of the spend:

* Make a Canadian office a procurement require-
ment, not a preference, and tie it to the next compe-
tition rather than ask for it in existing contracts.

+ Score Canadian employment and Canadian
hosting in every procurement; data residency is not
data sovereignty when the provider answers to a
foreign court. Score down Al training data leaving
the country.

* Break the oligopoly apart at the Al co-pilot layer,
where switching costs are low and the incumbents’
advantage is smallest.

+ Contract for open, non-exclusive APIs, and refuse
Al bundles that hand the record vendor the work
layer by default. Do not allow contract extensions
into Al without a fresh competition.

« Sign shorter contracts.

* Be careful about U.S.-only solutions. Favour com-
panies, even U.S. companies, that have a more global
footprint and posture.

On August 30, following a presidential decree,
Google Maps renamed Lake Ontario “Lake America”
for American users; within a day Ontario agencies
and, reportedly, Elections Canada were showing it on
their own sites.

If a dependency buried in a U.S. platform can
push a politically driven change onto Canadian pub-
lic websites overnight, we should at least know
which dependencies we are accepting in clinical in-
frastructure.

Are we really okay with most of our hospital data
being in these hands?

Keep the innovation layer in Canada. Move the
clinical copilot home.

Will Falk is a retired management consulting partner
who spends his time with start-ups and as a fellow at
four institutions. He is a contributing editor at Cana-
dian Healthcare Technology magazine where his con-
flicts declaration is on file.
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How one community hospital built a modern compounding facility

hirty kilometres north of the
trans-Canada highway between
Sudbury and Sault Ste Marie in a
landscape of lake, hills, and rock,
Elliot Lake, Ontario, is a close-knit north-
ern community that has transformed from
its mining roots into a thriving retirement
destination. At the heart of this northern
city is St. Joseph’s General Hospital Elliot
Lake (SJGHEL), which provides essential
healthcare services to the community.
Since opening its doors in 1959, SJGHEL
has served as the region’s healthcare hub.

Today, the hospital delivers acute care,
emergency services, long-term care, addic-
tion services and specialized outpatient pro-
grams, including a satellite oncology clinic
in partnership with the Northeast Cancer
Centre in Sudbury. This collaboration en-
ables local residents to receive life-saving
chemotherapy treatments close to home,
sparing patients and families’ hours of travel
during an already challenging time.

Providing this level of specialized care,
however, required the hospital to rethink
one of its most critical support services —
its pharmacy.

“St. Joseph’s General Hospital Elliot Lake
is committed to providing excellent care
close to home. This pharmacy project af-
fords us the opportunity to continue to pro-
vide cancer care in Elliot Lake under the col-

The project team at SJGHEL, Elliot Lake.

laborative model of the Northeast Cancer
Program,” said Leslie Sanders, VP quality,
clinical services & chief nursing executive.

“Along with our partners, we are proud
of the work that has been accomplished
and the advances in care that this will help
us to provide to our patients from Elliot
Lake and the surrounding areas.”

Meeting a new standard: Like many
community hospitals, SJGHEL established
its chemotherapy compounding service
when expectations for sterile preparation
were very different than they are today. In
the early 2000s, a biological safety cabinet,
trained personnel, and appropriate per-
sonal protective equipment represented
accepted practice for preparing hazardous
medications.

As scientific understanding of occupa-
tional exposure to hazardous drugs ad-
vanced, so too did the standards designed
to protect patients and healthcare workers.

The introduction of the National Asso-
ciation of Pharmacy Regulatory Authori-
ties (NAPRA) Model Standards for Sterile
and Hazardous Sterile Compounding fun-
damentally changed sterile compounding
across Canada.

In Ontario, these standards were adopted
and became the minimum expectation, re-
quiring purpose-built cleanrooms, special-
ized engineering controls, validated environ-
mental monitoring, comprehensive quality
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assurance programs, and standardized com-
petency assessment for pharmacy personnel.
For many small community hospitals,
achieving compliance presented signifi-
cant financial, operational, and infrastruc-
ture challenges.
Rather than scaling back oncology ser-

vices, SJGHEL chose to invest in the future.

A community investment: What was
once a modest chemotherapy preparation
room has been transformed and has been
built to compliance, a sterile compounding
facility featuring dedicated hazardous and
non-hazardous cleanrooms, advanced en-

gineering controls, and infrastructure de-
signed to support safe oncology care for

decades to come.
The redevelopment was made possible
through extraordinary community support.
The St. Joseph’s General Hospital Foun-
CONTINUED ON PAGE 23
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Backbone of supported clinics: Infrastructure and services that work

BY DR. CHANDI CHANDRASENA,
SIMON LING, DR. REZA TALEBI,
DR. ABBAS ZAVAR

ver the past several arti-

cles, we have introduced

our vision for a digitally

optimized clinic and the

foundational pillars to

help realize the benefits
of digital transformation:

+ Empowered: building skills, confidence,
and shared accountability needed to adopt
and sustain change.

+ Connected: ensuring information fol-
lows patients and clinicians across settings,
for continuity of care.

« Streamlined: redesigning workflows,
roles, and processes to reduce administrative
burden, not digitize existing inefficiencies.

Yet these elements cannot succeed in
isolation. Lasting change requires a strong
foundation of support behind the scenes.
In this final instalment of our series, we
examine the Supported pillar and the in-
frastructure, services, and governance that
allow digital solutions to thrive over the
long term.

What it means to be a supported clinic:
A digitally optimized clinic requires more
than a collection of individual tools. It de-
pends on a strong foundation of reliable
connectivity and modern hardware, well-
maintained systems, robust privacy and
cybersecurity safeguards, and responsive
support when problems arise. These capa-
bilities should operate seamlessly in the
background, allowing clinicians and clinic
staff to focus on patient care and manag-
ing the practice, rather than troubleshoot-
ing technology, or responding to cyberse-
curity incidents.

Unfortunately, maintaining this founda-
tion remains a challenge for many practices.

Findings from the 2024 National Survey
of Canadian Physicians, led by Canada
Health Infoway and the Canadian Medical
Association, highlight several barriers that
limit the value clinicians can realize from
digital health technologies. Based on re-
sponses from 1,145 physicians across
Canada, respondents cited unreliable in-
frastructure, insufficient time and train-
ing, inadequate technical support, and
limited ongoing vendor support as key
challenges.

These challenges have real conse-
quences for clinician wellbeing. The 2024
Survey on Tech-Related Burnout by On-
tarioMD (OMD) similarly found that ac-
cess to high-quality IT support was associ-
ated with lower levels of tech-related
burnout. This highlights the critical role
that reliable support services play in en-
abling positive digital experiences for clin-
icians and clinic staff.

These findings align not only with
published research, but with OMD’s 20
years of hands-on experience supporting
clinicians and community-based prac-
tices in adopting digital health technolo-
gies. Throughout this work, we have
consistently observed that most commu-
nity-based clinics lack the capacity, re-
sources, and specialized expertise re-
quired to manage technology infrastruc-
ture, vendor relationships, cybersecurity,
and digital governance. As a result, these

responsibilities often fall to clinicians or
clinic staff who are already balancing
competing priorities and the demands of
patient care.

When this happens, technology man-
agement becomes an additional opera-
tional burden rather than a catalyst for
quality improvement, creating challenges
that are unsustainable over time.

Importantly, there is no single support
model that will work for every clinic.
Some organizations may benefit from
centrally coordinated services, while oth-
ers may be better served through local or
hybrid approaches.

Regardless of how support is delivered,
the common requirement is reliable access
to technical expertise, governance, cyberse-
curity, and operational assistance. Shared
or centrally coordinated managed services
are one approach to meeting these needs.

When designed around clinical needs,
clear accountability, and appropriate ser-
vice standards, they can provide access to

Dr. Chandi Chandrasena  Simon Ling

specialized support while reducing the
burden on individual clinics. Group pur-
chasing of technology and IT services may
also reduce procurement burden and im-
prove value through greater purchasing
power and economies of scale.

Characteristics of a supported clinic:
OMD’s digitally optimized practice vision
describes a supported clinic as one with
robust support systems that create a se-
cure, efficient and technologically ad-
vanced environment for both staff and pa-
tients. Key features include:

* Modern digital infrastructure: Reliable
networks (Wi-Fi), current hardware, inte-
grated digital platforms, and scalable tech-
nologies that support clinical operations
today while enabling emerging capabilities
such as Al-assisted documentation, intelli-
gent document management, workflow
automation, and future innovations.

+ Comprehensive technology manage-
ment: EMRs, networks, hardware, software
and cybersecurity are actively monitored,
maintained and supported so clinicians
and clinic staff are not acting as their own
IT department.

* Privacy-by-design, security and gover-
nance: Strong governance, privacy safe-
guards, cybersecurity control, and incident
response processes protect patient infor-
mation, support regulatory requirements,
and maintain trust. As cyber threats tar-
geting healthcare organizations continue
to increase, preparedness, monitoring, ed-
ucation, and response planning are be-
coming essential components of modern
practice operations.

Collectively, these supports establish a
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Dr. Reza Talebi

stable digital foundation that lowers risk,
reduces administrative burden and enables
sustainable adoption of innovation.
Equally important is change management.
New technologies, workflows, and services
only create value when teams understand
how they fit into daily practice and have
the support to adapt over time. Technical
support and organizational readiness must
evolve together.

Managed services and shared plat-
forms: reducing the burden of adoption:
In practice, a supported clinic is not ex-
pected to manage every aspect of technol-
ogy on its own. Managed services, shared
platforms and coordinated procurement
models can help reduce the effort required
to select, implement, maintain and secure
digital solutions.

Examples of support may include:

* Managed digital health research and
evaluation services that assess emerging
technologies and publish findings and rec-
ommendations, enabling clinics to make

Dr. Abbas Zavar

evidence-informed adoption decisions.

+ Coordinated procurement and licens-
ing that reduces administrative burden,
improves value, and helps align products
with clinical and system priorities.

+ Managed technology and cybersecurity
services that provide infrastructure sup-
port, backup and recovery, security moni-
toring, and ongoing maintenance in an en-

A clinic cannot be truly
streamlined without connected
information, empowered users
and support services.

vironment of increasing cyber risk and
limited in-clinic expertise.

+ Curated digital health marketplaces and
assessment frameworks that help clinics
identify trusted solutions aligned with
their needs, workflows, and level of digital
maturity, and allow for continuous feed-
back to vendors for future improvements.

For clinics, these supports shift the fo-
cus away from sourcing and managing
technology toward making informed deci-
sions about how digital tools can improve
care delivery.

A well-managed, digitally optimized
clinic also leads to financial sustainability.
Coordinated services and digital enable-
ment can help reduce operational costs,
streamline administrative processes, and
improve practice efficiency, creating ca-
pacity for ongoing modernization and in-
novation. For vendors and health system
partners, they create clearer expectations

around integration, service standards, sup-
port and value.

Supported as the enabler of continuous
improvement: The Supported pillar is not
static; it enables continuous improvement.
OMD’s optimized practice maturity
model, readiness assessment tool and digi-
tal playbooks give clinics a structured way
to understand where they are today and
what supports they need next — technically
and organizationally — to move forward.
This means treating infrastructure and
services as evolving capabilities rather than
one-time purchases.

For vendors, policymakers, buyers and
digital leaders, this reframes support as
strategic infrastructure rather than opera-
tional overhead. It is the foundation that
enables Empowered teams, Connected in-
formation, and Streamlined workflows to
function effectively and evolve over time.

Bringing the four-pillar vision together:
Taken together, Empowered, Connected,
Streamlined, Supported define character-
istics of a modern, digitally optimized pri-
mary care environment. The four-pillar vi-
sion is not a collection of narrow workflow
fixes; it deliberately addresses the whole
clinic through a people—process—technol-
ogy lens.

Empowered focuses on building a digi-
tally capable workforce and patient com-
munity. Connected enables information
exchange where care happens. Stream-
lined re-architects high-friction work-
flows with automation and thoughtful de-
sign. Supported provides the infrastruc-
ture, services, governance and technical
expertise needed to make safe and sustain-
able improvements.

While each pillar is described sepa-
rately, they are designed to function to-
gether. A clinic cannot be truly streamlined
without connected information, con-
nected systems cannot achieve their poten-
tial without empowered users, and none of
these efforts can be sustained without the
infrastructure and services that support
them. The greatest value emerges when all
four pillars mature together.

Viewed this way, the four-pillar vision
offers a practical roadmap for clinics, ven-
dors, policymakers, and health system
leaders. Rather than focusing on individ-
ual technologies, it encourages stakehold-
ers to examine how people, processes, in-
formation, and infrastructure work to-
gether to support care delivery and contin-
uous improvement.

Most importantly, success will not be
measured by the number of technologies
deployed, but by whether clinicians experi-
ence less burden, teams work more effec-
tively, and patients receive safer, more co-
ordinated and more accessible care.

For Canadian Healthcare Technology’s
readership, the opportunity is clear: de-
sign and invest in technologies, services
and policies that align with this four-pil-
lar vision.

Done well, it is a bridge-building strat-
egy — connecting patients to clinicians,
clinics to clinics and clinics to tools — so
that effort at the macro (system) and mi-
cro (clinic and team) levels remains fo-
cused on what matters most: practical
value for clinicians and better outcomes
for patients.
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Patient engagement drives quality and safety at Michael Garron Hospital

BY JERRY ZEIDENBERG

ospitals seeking to become more
‘patient-centric’ might want to
look at Toronto’s Michael Gar-
ron Hospital (MGH).

Like most other organizations, it seeks
feedback from patients about their experi-
ences at the hospital and tries to act on it.
But it also goes much further.

It’s also including patients in the design
of research studies, clinical programs and
health technologies.

And MGH is improving the delivery of
care in this way.

“We actually involve patients in much
of the work we do here at Michael Gar-
ron,” said Christie Lockhart, medical di-
rector of quality, innovation and research
at the hospital.

She’s also the chief of the Department
of Midwifery and co-program medical di-
rector of Maternal Newborn & Child
Health Service.

Lockhart was the keynote speaker at the
Public Sector Network’s conference on digi-
tal leadership in healthcare, held in Toronto
earlier this year. In her presentation, she fo-
cused on how empowering patients leads to
better outcomes, quality and safety.

Lockhart emphasized Michael Garron
Hospital’s commitment to patient engage-
ment: “We have a research chair in patient-
oriented research. And we are building a
whole research program around patient-
partnered research.”

The hospital’s Michael Garron chair in
patient oriented research is Dr. Kelly
Smith, PhD, and she’s leading the charge to
enhance and disseminate many of the in-
novations throughout the organization.

Much of the research is safety and qual-
ity focused.

For example, one of the major projects
examines how diagnostic errors can oc-
cur through breakdowns in the commu-
nication process among clinicians, staff
and patients.

Researchers are deploying Al to analyze

patient feedback questionnaires, identify-
ing instances where poor communication
is linked to possible diagnostic errors.

“Patients have been involved in the co-
design of the research project,” said Lock-
hart, “as well as in providing us with their
experiences to identify where care break-
downs are happening.”

A patient may have explained that he or
she didn’t have enough time to explain
their medical history to a doctor or nurse.

That could, as an example, lead to a prob-
lem if the patient didn’t get around to dis-
cussing all the medications they were taking.

Numerous problems have been identi-
fied, any of which could have led to a diag-
nostic error.

“It could be the amount of time, the way
the questions were asked, or the lack of
availability of an interpreter,” said Lockhart.

By using Al to scan large amounts of
complicated data, it’s possible to make the
connections and find which kinds of com-
munication problems lead to preventable
mistakes. It’s hoped the research can be
used to improve processes and reduce er-
rors in the future.

“We’ve already got some really interest-
ing data, and the project continues to
evolve,” said Lockhart.

Another example where patients were
involved in co-designing a solution is in
the hospital’s Stavro Emergency Depart-
ment (ED), where they helped create wait-
time clocks.

The clocks help lower patient anxieties
by identifying how long the individual’s
wait will be to see a triage nurse and to see
a doctor. For privacy, only the patient’s ini-
tials and last four numerals of the medical
record number are used.

The solution also helps patients under-
stand that wait times in the ED aren’t sim-
ply a matter of first-come, first-served, but
depend on other factors, as well, such as
acuity levels.

“It’s really improved the patient experi-
ence,” said Lockhart. “It communicates
where patients are in the queue and how

long they need to wait. It also tells them
what they’re waiting for.”

Not only has the system reduced stress
on patients, but it’s also helped staff and
clinicians. When the patients are more in-
formed about their wait times, they’re less
likely to interrupt clinicians who are busy
carrying out various tasks.

The success of the project relied on the
collaboration of patients, clinicians and staff.

“When you have patient engagement,
you not only benefit the patients, but it’s

Christie Lockhart, Michael Garron Hospital

better for the providers, too, and you actu-
ally have better outcomes,” said Lockhart. “I
think it’s imperative to high-quality care.”

She noted that sometimes the solution
to a problem is simple, but it doesn’t occur
to anyone until they involve the patients.

“You may have a patient that is always
missing their appointments, even though
you're sending out text reminders and the
patient says they’re getting them,” Lock-
hart observed.

“But when you really talk to the patient,
you find out they have a transportation
problem and there’s nobody to bring them
to the hospital. What the patient needed
was someone to organize transportation,
and we may have mechanisms to do that.”

She continued, “For example, we have
Wheel-trans, and we can assign a social
worker who can potentially help with
transportation.”

When the patient’s perspective is consid-
ered, the problem can often be solved, as
you understand the issue differently.

“You can apply that type of thinking to
almost everything in healthcare,” said
Lockhart.

Of course, the challenge is that it’s not
always easy to involve patients.

“The structures don’t exist, so it’s about
designing structures that can enable that
type of participation,” she said.

For its part, MGH has found that it’s
not just one big patient experience panel
or quality committee that is needed. Often,
they’re needed on a departmental level.

“Patients in the emergency department
and the labour and delivery department
have very specific lived experiences,” she
noted.

Going this far and this deep takes a real
commitment on the part of a hospital. It
takes time, effort, and proactive staff.

Moreover, the people involved must not
only listen to patients but also take action.

“A lot of patient engagement fails at the
end,” said Lockhart. “It can become quite
tokenistic, with almost a checkbox feeling.
It’s like, okay, we included patients, we got
their opinions, we’re done now.”

But unless patient recommendations
are followed by concrete actions, many
projects will fail. A good example is patient
portals. If they’re not designed with the
patient in mind — and the needs of the pa-
tient community a hospital is serving — the
portal will not be well-used.

And as Lockhart observed, the earlier pa-
tients are brought into the process, the better.

“I think a lot of the patient engagement
work we do in healthcare occurs too little
or too late, and then we don’t have their
perspective along the way,” she said.
“Bringing the patient in early to help de-
fine the issues is where quality improve-
ment can really be made.”

Re-thinking how we increase our diagnostic imaging capacity

BY GRACE GOMASHIE

n article in the March 2026 issue
of Canadian Healthcare Technol-
ogy underscored a hard truth:
Canada’s diagnostic imaging
capacity is failing patients. Canada ranks
27th of 31 among universal healthcare
countries for MRI machines and 28th
for CT scanners.

In 2025, Canadians faced a median
18.1-week wait for MRI and 8.8 weeks
for a CT scan — delays that push diag-
noses back, prolong uncertainty and
pain, and slow clinical decision-making
when time matters.

The system is also running on ageing
equipment: more than one-third of MRI
and CT scanners are over 10 years old,
and a meaningful share are over 15
years old, beyond recommended clinical
life expectancy.

www.canhealth.com

That combination — too few ma-
chines, long waits, and outdated tools —
creates a diagnostic backlog that ripples
through the entire system: backed-up
emergency departments, delayed refer-
rals, deferred surgeries, and clinicians
forced to make decisions with less timely
or less precise information.

Addressing Canada’s diagnostic imag-
ing backlog requires more than simply
adding machines; it requires rethinking
how imaging capacity is used, optimized,
and integrated into clinical workflows.

Evidence reviews from CADTH and
policy guidance from the Canadian Asso-
ciation of Radiologists emphasize im-
proving the appropriateness of imaging,
reducing unnecessary repeat scans, ex-
panding diagnostic capacity, and mod-
ernizing clinical and reporting workflows
as key levers for reducing wait times.

This shifts the focus from volume

alone to overall system performance —
how efficiently existing infrastructure is
used, how quickly high-quality images
can be generated and interpreted, and
how diagnostic information supports
timely clinical de-
cision-making.
In this context, in-
novation plays a
practical role:
technologies that
extract more value
from existing
equipment,
shorten scan
times, improve
image quality, and
accelerate diagno-
sis align directly with the priorities
identified by national evidence and ra-
diology bodies.

Faster scans, fewer referrals: KA

Grace Gomashie

Imaging and Foqus Technologies are two
such examples of clinically validated di-
agnostic innovations, with Health
Canada and FDA approvals, already
moving into real-world care. They ad-
dress gaps that range from improving di-
agnostic quality and appropriateness to
expanding effective imaging capacity,
demonstrating that solutions aligned
with system needs are already being de-
veloped within Canada’s health-technol-
ogy innovation ecosystem.

At the University of Waterloo and
through its flagship incubator Velocity,
access to specialized networks, labs, rigor-
ous regulatory guidance, research exper-
tise, and pathways to clinical engagement
creates an environment where transla-
tional research extends the reach of diag-
nostics directly to the patient’s side.

By bridging the gap between a break-

CONTINUED ON PAGE 22
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BC’s Hospital at Home programs
accentuate research and learning

The upcoming focus will be on Al and enhanced home technology to improve the patient experience.

BY JERRY ZEIDENBERG

ritish Columbia’s Hospital at Home
(HaH) programs, which are among the
first in Canada, are now on the verge of
adopting Al to further improve work-
flow and assist doctors, nurses, and
other clinicians.

In particular, Al is expected to be extraordinarily
helpful when it comes to patient selection — an area
where clinicians spend a lot of time.

“The big advantage is that Al enables health pro-
fessionals to focus on patient care instead of patient
selection,” said Dr. Kendall Ho, professor of emer-
gency medicine at UBC’s Faculty of Medicine. “Hos-
pital professionals are spending hours on adminis-
tration just to identify eligible patients, and that’s be-
fore talking to them.”

Dr. Ho added that it’s not only a patient’s medical
diagnosis that’s taken into consideration for HaH el-
igibility. There are several other factors, such as how
far away they live from the hospital, which usually
determines whether nurses and support staff can
reach them.

ulation from hospitalist to internal medicine,
surgery, family medicine and community, and psy-
chiatry,” said Dr. Ho. “So, it’s very exciting that as a
province, we have this type of expertise and different
programs, and that we can learn from each other.”

There’s a spirit of learning and cooperation on the
Al front, as well. The different programs and health
authorities are working together to create a common
framework for deploying and using artificial intelli-
gence in the Hospital at Home.

“If we all paddle the same way, it will go a lot
faster,” said Dr. Ho. “And I think there’s a willingness
in this province to move forward together.”

So, while some HaH programs have been tinker-
ing with Al in a limited way, the goal is now to work
on an architecture for programs province-wide.

Right from the start, B.C.s Hospital at Home pro-
gram emphasized the importance of measuring the
effectiveness of what was a relatively new phenome-
non in Canada.

“Anytime you start something new, I think you
must assess it objectively for two things: is it effica-
cious, and is it safe? Those are two really important

There’s also the issue of family
supports at home, and the types of
therapies that need to be adminis-
tered by the hospital.

Artificial intelligence could be
used to automate and speed up this
time-consuming selection process.

“If we can use Al to start screen-
ing so clinicians don’t need to spend
hours looking through the records,
that’s a huge advantage,” said Dr Ho.

To use Al for this purpose,
British Columbia’s HaH programs
will need to build a set of digitized
inclusion/exclusion criteria that are
integrated into a machine learning
platform.

Importantly, Dr. Ho noted that
AT can learn and adjust as it goes
along and can refine its results over
time to keep improving the screen-

ter of the patients (26 percent) lived alone. The aver-
age length of stay in the program was 8.1 days.

Of the 990 cases reviewed, only 96 (9.7 percent)
resulted in escalation, meaning the patient had to
move back to hospital. Four resulted in an unex-
pected death at home (0.4 percent).

The study also found that certain medical condi-
tions increased the chance of having a crisis at home
that required a move back to hospital. These include
advanced cirrhosis, severe heart disease, metastatic
cancer, and frailty.

In particular, a very high risk of escalation was as-
sociated with advanced cirrhosis; a medically stable
patient with advanced cirrhosis and no other risk
factors had a 49.8 percent risk of escalation. As a re-
sult of this finding, the Victoria HaH Program has
added advanced cirrhosis to its exclusion criteria.

Subsequently, an escalation risk prediction tool
was developed for the Victoria HaH Program.

The program uses the risk prediction tool as part
of the consent process, informing potential patients
of their likelihood of returning to the hospital unex-
pectedly. The tool is also used to maintain the target
escalation rate of 6-8 percent.
Moreover, the program may de-
cide not to admit a patient with a
high risk of escalation.

(See “A Tool for Predicting the Risk
of Escalation in Hospital at
Home,” March 2026, in The Jour-
nal of Advanced Home Medicine.)
Overall, preliminary survey results
have shown outstanding accep-
tance of B.C’s HaH by patients.

In fact, according to a 2023 study
led by Dr. Spina, 100 percent of 75

patients surveyed and 95 percent
of 57 family caregivers (FCGs) had
an overall positive experience with

™~

the program.

(The study appeared in the Patient
Experience Journal and is titled
“Patients’ and family caregivers’
experiences with a newly imple-
mented hospital at home program

ing process.

Of course, AI’s human overseers will be learning,
too.

“We’ll be looking for the juncture points that lead
to patient improvement [at home],” said Dr. Ho.
“We’ll use Al to ask how we can improve the effi-
ciency of the management of the patient, and where
can we add value as a health system to continue to
improve.”

As Dr. Ho noted, healthcare professionals in B.C.
will deploy Al in HaH to answer important ques-
tions. “We want to find out, are there patterns of
management that we didn’t know about? Are there
treatments that in fact could be different from what
we are using? Those are all advantages of using AI”

B.C’s Hospital at Home system started at Island
Health, on Vancouver Island. It now consists of eight
programs, with at least one in each of BC’s health au-
thorities. There are a total of 117 beds at last count, a
major increase from the program’s initial nine beds,
and participants are treated as inpatients rather than
discharged patients.

Moreover, HaH cares for a wide range of patients
across many departments. “It spans the patient pop-
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pieces to start with,” said Sean Spina, PharmD, regional
manager, clinical pharmacy services at Island Health.

“You also want to have a learning system, and
from the start, the Island Health leadership and the
ministry [of Health] recognized that we had to have
early learnings from the program,” he added.

At the beginning, said Dr. Spina, the program
would call every patient that went through the pro-
gram and ask them questions to identify what was
good or bad about it. The program leadership would
then discuss the findings.

“If we had to make changes, we would,” he said. “It
was education in real-time.”

So what has research shown about the Hospital at
Home programs? What has it learned?

Dr. Spina and his colleagues have conducted
some interesting studies and have made important
discoveries.

In a survey of 990 HaH patients from June 2023 to
September 2024, the average patient age was 71, and
patients ranged from 17 to 105 years old.

Genders were evenly represented (48 percent
men, 52 percent women). Approximately one quar-

in British Columbia, Canada.”)

Moreover,100 percent of these patients and 96
percent of the FCGs would recommend the pro-
gram to their friends and family, while 97 percent
of the patients and 96 percent of the FCGs would
choose the program again if faced with the same
situation.

Those are impressive stats, even if they involved
relatively small numbers of patients and family
members.

Now that the program is more mature, changes
have been made to integrate the findings from the re-
search completed to date.

What remains to be done, said Dr. Spina, is re-
search on the technology that’s being used.

“We talk a lot about technologies for the health-
care team and what they need. But with Hospital at
Home, it’s the patients who are facing the technol-
ogy. So, I think that’s an area of innovation, as well,
where we need to engage with patients and compa-
nies,” said Dr. Spina.

He believes the technology could still be tweaked
to improve efficiencies and ease of use for patients.

Both Dr. Spina and Dr. Ho are high-profile lead-
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ers of the Hospital at Home sector — not
only in Canada, but also worldwide. They
regularly speak at conferences and offer
their insights to colleagues here and in
other countries.

Recently, they were presenters at the
World Hospital at Home Congress in Vi-
enna, Austria, and spoke in Australia, as
well as at a national conference held earlier
this year in Montreal.

They’re also learning from Canadian
and international colleagues. Dr. Spina as-
serted that Australia is where HaH began,
some 30 to 35 years ago. It has a lot to
teach others, especially on the topic of pa-
tient-centred care in the home.

Asked which other leaders he follows
most closely, he noted the following:

* Dr. Michelle Grinman in Alberta. She is
also the lead for next year’s Canadian Hos-
pital at Home Conference (CHAHC).

* Dr. Bruce Leff at Johns Hopkins Uni-
versity School of Medicine.

+ Dr. David Levine, an associate professor
of medicine at Harvard Medical School
and a leader in Mass General Brigham’s
home-hospital program.

+ Dr. Michael Maniaci, physician lead for
Mayo Clinic’s Advanced Care at Home
program in Florida.

* Dr. Michael Montalto, at Epworth
HealthCare’s Hospital in the Home pro-
gram in Melbourne, Australia, a global
leader in this field.

When it comes to technology in the
home, Dr. Ho breaks things down into
four areas. The first comprises communi-
cations between patient and caregivers. He
notes that communication in this area is
aimed at patient safety and relationships
with healthcare providers.

“It’s technology like video conferenc-
ing, where health professionals can be in
touch with the patients, talk with them
and to family members,” he said.

It also includes texting, emails, and the
traditional telephone, as well as electronic
call bells for emergencies.

Secondly, there are technologies for
monitoring the patients. These items fo-
cus on physiological monitoring and in-
clude devices to measure blood pressure
and oxygen levels, weight, heart rate, and
temperature.

A third area involves the electronic
health record. “It’s very important that
patients, health professionals, nurses,
physicians, pharmacists can enter data in
different locations,” said Dr. Ho. “We can
then unify the information and act on it
together.”

nd he added, “Finally, the latest tech-

nology we’re now looking at is how

do we use AI? Once you digitize

the patient’s journey, understand the diag-

nosis and their background, their medica-

tions, and the physiology, Al could lead to
novel ways of monitoring.”

Something else that could be improved,
despite years of work on this front, is in-
teroperability across regions. For HaH
programs to work collaboratively across a
province — and even within an individual
health authority — they need better con-
nectivity between the electronic health
record systems used.

“In British Columbia, we have two
primary electronic health record ven-
dors,” said Dr. Ho. “And even with the
two vendors, there are different instances

www.canhealth.com

of how data is being formatted and used.
So that creates a kind of barrier for inter-
operability.”

At the same time, Dr. Ho believes it’s
just a matter of time before the kinks in
this type of interoperability challenge are
worked out. It’s not permanent.

There’s also a challenge of what he calls
‘semantic interoperability’, or the way
that different clinicians use and under-

stand medical terms. “So, if I say flu and
somebody else says flu, do we mean the
same thing?”

This is another area where generative
Al and natural language processing
could help, said Dr. Ho. It could prevent
misunderstanding between clinicians in
different parts of the healthcare contin-
uum. “Across the province, it will be
very important for us to harmonize se-
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mantic interoperability,” he asserted.

And finally, secure systems to protect
data must be developed.

“All three of these areas need to click for
us to use the data,” said Dr. Ho.

The approach in B.C,, to solving these
challenges, as well as others, is to work to-
gether — not only with colleagues across
the province, but with peers in other
provinces and around the world.

C) Hypercare

Your clinical communication
workflows shouldn’t break
under pressure

Hypercare helps hospitals coordinate care, escalate
faster, and reduce risk with one unified system.

11 STAT
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starting 1h ago, ETA 3 mins

Riley Jones failed to read
message. Attempting to call
Riley. 1st attempt.

No phone number detected
for user Norman Lim!
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Care beyond hospital walls: The virtual ward’s next chapter is clinical

BY JOHN LEE-BARTLETT

anada’s hospitals are running in a
permanent capacity deficit.
Emergency departments hold ad-
mitted patients for days, surgical
waitlists stretch past clinical guidelines and
a growing share of beds are occupied by pa-
tients who no longer need acute-hospital
care, only acute hospital accountability.

Virtual wards address exactly that gap,
and the evidence from comparable health
systems is now mature enough that
Canada is adopting virtual wards.

Virtual wards are worth a closer look:
When you think of a virtual ward, what
comes up? There are a few misconceptions.
It’s not remote monitoring alone, and it is
not home care with an app.

Rather, a virtual ward is a hospital-at-
home model through which the patient is
physically discharged to their own envi-
ronment while care and clinical oversight
continues with the hospital until clinical
discharge.

The NHS in England frames the value
simply: virtual wards let patients receive
hospital-level care at home safely and in
familiar surroundings, speeding recovery
while freeing beds for those who need
them most.

Consider four strong use cases: early dis-
charge after elective stays, supported dis-
charge after emergency admissions, admis-
sion avoidance and pre-habilitation before
surgery. These carry weight in terms of pa-
tient satisfaction and organizational success.

Clinical benefits — More than meets the

Beyond constant

hen a patient is at risk of a

falling, pulling off their

oxygen mask, or wander-

ing off an inpatient unit,
Canadian hospitals assign a “bedside sit-
ter” to provide continuous one-to-one
observation. Titles vary by organization
— personal support worker (PSW),
healthcare aide, clinical assistant or pa-
tient safety attendant — but the responsi-
bilities are the same.

The role is a vital safety measure, and
it has become a costly one since COVID.
On a fully loaded basis, a sitter runs a
hospital roughly $35 to $40 an hour.

Because the need for constant obser-
vation is rarely budgeted for, shifts are
filled on overtime an estimated 25 to 40
percent of the time. It also may take sev-
eral hours for the sitter to arrive.

H.A.L.O Inc. (“HALO”) offers hospi-
tals a way to sustain the same level of pa-
tient safety without absorbing the high
cost or waiting for someone to arrive.
Rather than staffing one sitter for a sin-
gle patient, HALO pairs its bedside de-
vice with a large team of trained ‘virtual
safety observers’ who deliver continuous
observation for roughly one-third the
cost of a sitter on regular time. A single
HALO observer can safely monitor up to
12 patients at once from company’s 24-
7-365 virtual monitoring hub in down-

eye: From a care perspective, there are ma-
jor benefits to reduced length of stay and
the freeing of physical beds. However, the
deeper clinical argument is that long hos-
pital stays are themselves a risk exposure of
hospital-acquired infection, delirium in
older patients and sleep disruption. Dis-
charging a stable patient into a monitored
home setting removes that exposure with-
out removing oversight.

Patient satisfaction at the next level:
Patients rarely describe being within vir-
tual wards as negative. They describe
sleeping in their own bed, eating their own
food and remaining accessible to family
and caregivers. Not to mention, for older
adults, familiar surroundings meaning-
fully reduce disorientation.

There is also a fairness dimension
Canada should take seriously. Rural, re-
mote and northern patients are routinely
transferred hundreds of kilometres for
care that a monitored home pathway could
support locally. Virtual wards will not
solve geographic inequity on their own,
but they change the default assumption
that hospital-level care requires proximity
to a hospital.

The record, not the device, is worth
consideration: A common implementa-
tion error is treating a virtual ward as a
monitoring procurement. Devices are the
visible layer; the electronic patient record
is the operating system.

Practically, the EPR does four things no
monitoring vendor can. First, it identifies
suitable candidates using clinical data al-
ready captured, expected discharge date,

baseline activities-of-daily-living function
and social situation.

Second, it maintains continuity of the
clinical record from inpatient bed to vir-
tual bed, so trends, assessment scores,
medications and investigations remain vis-
ible and the discharge plan, expected
progress and readmission criteria travel
with the patient.

Third, it makes the cohort visible:
tracking boards showing usual versus cur-
rent early-warning
scores, expected dis-
charge date, respon-
sible consultant and
the nurse on shift.
Fourth, it enables
collaboration, sec-
ond opinions, refer-
rals and further in-
vestigations inside
the same workflow
rather than by phone
tag.

Configuration decisions are made with
this in mind. A virtual ward visit type
modelled as a subtype of inpatient visit
lets inpatient documentation and clinical
rules apply automatically, while reporting
must still distinguish virtual from true in-
patient episodes.

Referral orders need conditional logic by
specialty, explicit inclusion and exclusion
criteria, monitoring requirements, accep-
tance criteria and a defined step-up process.

Medication administration, risk scoring
such as VTE prophylaxis, pathology order-
ing and discharge summaries all need de-

John Lee-Bartlett

liberate design for the virtual pathway.
Standardized protocols cut configuration
effort and speed deployment.

Two success factors recur above all: dig-
ital integration and EPR referrals through
a single point of access. Where remote
monitoring is integrated with the record
rather than bolted alongside it, adoption is
increased.

What’s next for Canadian healthcare:
Deployments of virtual wards are cur-
rently limited but has the potential to ex-
pand across jurisdictions at meaningful
scale. The creation of common clinical pa-
tient pathway programs is key to focus on
respiratory, frailty, cardiology, paediatrics
and gastroenterology.

For Canadian health systems, three
moves matter. Start with frailty and respi-
ratory cohorts, where the evidence base is
strongest. Build the pathway inside the ex-
isting EPR, treating monitoring devices as
interchangeable inputs. And measure clin-
ical outcomes, escalation rates, readmis-
sions, patient-reported experience, not just
bed days released.

Virtual wards are not a technology
story, they are clinical planning, patient
engagement and improving outcomes.

Altera Digital Health has supported the
deployment of virtual wards in Canada
and across NHS UK sites.

(Sources: NHS England, “Summary
of South East Region Virtual Wards
Evaluation.”)

John Lee-Bartlett is executive vice president,
Altera Canada.

observation: How H.A.L.O is scaling its ‘virtual sitter’

town Toronto, supported by proprietary
software that flags behavior putting a pa-
tient at risk of harm.

When a patient requires intervention,
HALQ’s virtual observer speaks to the
patient through the device’s two way au-
dio-video screen; if that is unsuccessful,
the observer alerts the patient’s nurse di-
rectly on a dedicated HALO phone car-
ried by the frontline staff.

HALO doesn’t replace nursing judge-
ment. It gives nurses a second set of eyes
that never leave the room and a direct
line for the moment those eyes see
something worrisome.

The approach was invented in
Canada, for Canadians. HALO grew out
of the thoracic surgery and pre-lung-
transplant ward at University Health
Network (UHN), where nurse practi-
tioner Marijana Zubrinic — now HALO’s
chief nursing executive — and Dr. Shaf
Keshavjee — now HALO’s chief medical
officer — built the first prototype in 2015.

The idea came from the bedside
rather than a technology roadmap: from
watching skilled teams stretched thin
and safety events climb. A decade later, it
has become a fully operational spin-out
company purpose-built for Canada’s sin-
gle-payer system.

Steady momentum across the Cana-
dian marketplace: HALO now operates
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in 34 healthcare sites nationwide. At
UHN, where HALO is deployed across
roughly 50 inpatient units, the organiza-
tion has saved an estimated $17 million
over seven years and reduced the need
for one-to-one constant observation by
an average of 40 percent — capacity redi-
rected to direct patient care.

At a hospital in Western Canada,
HALO contributed to a 75 percent re-
duction in high-risk patient falls in its
first year of use.

That evidence is driving adoption.
Unity Health Toronto, Waterloo Re-

HALO doesn't replace nurses;
instead, it gives nurses a
second set of eyes that never
leave the room.

gional Health Network, Niagara Health,
Oak Valley Health, St. Joseph’s Health-
care Hamilton and Georgian Bay Gen-
eral Hospital have all signed on in the
past year, and deployments at Sunny-
brook Health Sciences Centre and Jewish
General Hospital in Montreal are
planned for late 2026.

A province-wide rollout in New-
foundland and Labrador supports 11
hospitals and six long-term care homes,

where HALO has proven especially valu-
able in rural and remote communities
that struggle to staff continuous in-per-
son observation.

Beyond observation — HALO as a
source of clinical intelligence: What sets
HALQO apart is not only the observation,
but the documentation record the virtual
safety observers create. Every patient redi-
rection, every alert to nursing staff and
every potential safety event flows through
HALO?’s platform, generating a continu-
ous record of how a patient is doing.

Those analytics help organizations
understand patient care needs, spot
trends, and make better informed opera-
tional decisions.

At UHN, Unity Health Toronto and
St. Joseph’s Healthcare Hamilton, HALO
documents patient status in real-time di-
rectly in the patient’s electronic medical
record, giving the care team visibility
into what is happening at the bedside
with no additional system to log into.
The result is not a static log but a live
window into how a patient is behaving
over the course of a shift.

If a nurse can see in real-time that
the virtual observer has needed to inter-
vene with a patient less and less over
successive shifts, that downward trend
may signal the patient is improving and

CONTINUED ON PAGE 23
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William Osler’s workforce prepares for an AI-Supported Future of Care

RAMPTON, ONT. — William Osler
Health System (Osler) has been
undergoing one of the multi-site
community teaching hospital’s
largest clinical transformations yet, as it re-
shapes clinical practice with the formal
launch this month of its state-of-the-art
Epic hospital information system (HIS).

Among the critical success factors for
the clinician-led initiative, has been help-
ing Osler’s 10,000+ staff, physicians, learn-
ers and volunteers feel ready and confident
to use Al-supported tools in their day-to-
day work.

This is no small feat, given that Osler
clinicians are transitioning from using
multiple systems and paper-based patient
records to a complete digital record housed
on one of the most modern health record
systems available in the world today.

“We have taken significant steps over the
past year to ensure Osler physicians, nurses
and allied health professionals are engaged
and fully prepared for what Epic will bring
to their daily work, including its AI-pow-
ered smart features,” said Julie Kwan, chief
nursing information officer, William Osler
Health System. “We know that introducing
new tools into busy clinical environments
takes time, support and trust.”

She added, “Our approach has been de-
liberate and hands-on to ensure we reach
teams where they are, help them under-
stand why and what’s changing, and build
confidence in the use of these tools to sup-
port and improve patient care.”

Excitement across the organization has
been building thanks to the involvement of
more than 700 clinicians from programs
across Osler, actively engaged in redesign-
ing clinical workflows to maximize the

benefits of Epic’s digital capabilities and
selecting the Al tools they felt would best
support the way Osler clinicians work.

“Osler made a conscious decision at the
start that Epic needed to be shaped by the
people who will use it everyday — our clin-
icians and healthcare teams. That was how
we ensured the system’s digital capabilities
and Al tools truly meet the needs of our
teams, patients and their families, and
communities,” said David Stankiewicz,
vice president, digital transformation,
chief information and privacy officer.

“Thanks to their leadership, Epic will
improve access to information,
reduce duplication, strengthen
hand-offs between care teams,
and give clinicians more time
for direct patient care, support-
ing more connected and effi-
cient care.”

Creating clarity and confi-
dence: Since the beginning of
2026, Osler focused on user
readiness and system testing to
prepare its workforce and sys-

Julie Kwan

time to spend with the patients in their
care”, said Kwan.

With a workforce that are often on their
feet, it is important to meet physicians,
nurse practitioners and midwives where
they are.

This included attending physician meet-
ings, business meetings, physician lounges,
and professional staff association meetings,
as well as hosting monthly ‘power hours’ to
help better understand what they should
expect to change, and how to best access the
tools available to them.

“We really focused on how AI smart

sionals spent the summer in hands-on,
role-based training designed for their spe-
cific work, supplemented by simulation
labs and guided tools to help build com-
fort with the system.

Thanks to previously focusing on user
readiness, clinicians were already familiar
with the changes to their workflows and
the benefits of Epic’s digital capabilities
and Al-powered smart features.

This allowed them to focus on familiar-
izing themselves with the tools available
and how to maximize them in their day-to-
day work. Beyond the formal training ses-
sions, clinicians were able to prac-

—

BT

tice their skills at their convenience
on a simulated Epic playground
platform.

With Epic’s go-live in October
2026, the William Osler Health

;::- System has ensured clinicians are
well equipped as they integrate Al

“" / | | tools into the way they work every
'A\_ 7 day, with a continuous focus on

patient safety, interprofessional

David Stankiewicz

Dr. Michael Miletin

team collaboration and continuity

tems for implementation. This
included providing Osler clinicians with
clear information about how workflows
are changing and how Al-supported smart
features fit into care delivery, with patient
care and physician leaders supporting im-
portant conversations at the team level.
“We also worked very closely with pro-
fessional practice leaders across the orga-
nization to host readiness rounds for nurse
practitioners, nurses and allied health pro-
fessionals, to help clinicians understand
how their clinical workflows will change,
what AI tools will be available to them, and
how using these tools will give them more

features can help us deliver safe care more
efficiently and equitably, while ensuring
we’re getting the right care to the right pa-
tient at the right time,” said Dr. Michael
Miletin, chief medical information officer.
“We wanted to set expectations very early
around our use of Al so that physicians
knew and were comfortable with the tools
available to them at go-live and the posi-
tive impact that human-led AI will have on
their work with patients.”

Role-based training: The next phase in-
volved training and go-live readiness.
Physicians, nurses and allied health profes-

of care.

“We have scheduled physicians with
prior Epic experience and familiarity with
its Al features on the units and in outpa-
tient clinics to help their peers within each
clinical area,” noted Dr. Miletin.

He added, “Physicians, nurses and allied
health professionals across the organiza-
tion are also guided by supports to navigate
the system, as well as non-physician Super
Users familiar with Epic’s many digital ca-
pabilities and Al-powered smart features.”

A dedicated Osler command centre for
Epic is also available to troubleshoot issues
in real-time.

How virtual healthcare 101 builds confidence in digital care

ONDON, ONT. - The Virtual

Care Program, a joint initiative

supporting London Health Sci-

ences Centre (LHSC) and St.

Joseph’s Health Care London
(St. Joseph’s), has been running Virtual
Health Care 101 to help improve digital
health literacy and support more equi-
table access to virtual care.

Rather than focusing only on hospi-
tal-based education, the Virtual Health
Care 101 team partnered with local
community organizations to deliver free,
90-minute workshops in familiar and
supportive settings, including libraries
and family resource centres.

From fall 2024 to spring 2025, 29
workshops were facilitated across the re-
gion, reaching 328 community members
and targeted to participants who experi-
ence digital health inequities, including
seniors, newcomers, low-income fami-
lies, racialized communities and Fran-
cophone participants.

The workshops were designed to in-
troduce participants to virtual care op-
tions, explain when and how to use
them, as well as build confidence navi-
gating digital health services. Commu-
nity partner organizations helped reduce

barriers to participation by offering in
kind supports such as childcare, refresh-
ments, and interpretation services in a
trusted setting geographically situated
across all areas of the communities
served by LHSC and St. Joseph’s.

The workshops led to significant and
sustained improvements in participants’
knowledge of virtual care options and
available supports. The outcomes from
the workshops provided several impor-
tant insights that are helping to shape the
program’s approach to digital inclusivity.

One of the clearest findings was that
access to devices was not the primary
challenge for many participants; most al-
ready owned smartphones or tablets and
had basic digital skills. The larger gap
was awareness; many participants did
not know what virtual care services were
available or how to use them effectively.

This initiative also reinforced the im-
portance of trusted community partner-
ships. Working with organizations such
as the Seniors Active Living Centres,
Cross Cultural Learners Centre, Books
for Babies, the Aboriginal Babies and Be-
yond Coalition, Middlesex London On-
tario Health Team, and Acces Franco-
Santé London helped create welcoming,
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accessible spaces where participants felt
comfortable asking questions and learn-
ing new skills.

The workshops also showed that short,
focused education can make a meaning-
ful difference. A single 90-minute session
led to sustained improvements in partici-
pants’ understanding of virtual care. Fol-
lowing the workshops, participants were
more likely to consider or use virtual care
options, including telephone and video

The workshops introduce
participants to virtual care
options and explain how and
when to use them.

visits, and Virtual Urgent Care services
for both adult and paediatric needs.

A key enabler for success was the co-
design approach facilitated by the team
and their partners. By developing the
curriculum with patient and community
partners, the team ensured the content
was practical, relevant, and aligned with
participants’ needs.

Virtual Health Care 101 demonstrates
that digital health literacy can be

strengthened through a low-cost, com-
munity-based approach. By combining
hospital expertise with existing commu-
nity infrastructure, the program created a
model that can be adapted and replicated
in other communities across Ontario.

As virtual care continues to evolve,
initiatives like Virtual Health Care 101
help ensure patients and families are not
left behind. Improving digital health lit-
eracy supports more informed use of vir-
tual services, better patient engagement,
and a more inclusive health system.

The initiative also highlights an im-
portant lesson for health care organiza-
tions: digital tools are most effective
when patients understand how to access
and use them, and when education is de-
livered through trusted relationships in
the community.

Virtual Health Care 101 has shown
that pairing practical hands-on educa-
tion with community-based support can
significantly improve awareness, com-
fort, and confidence with digital health
tools. Consistent collaboration between
hospitals, community organizations, pa-
tients, and care partners will be essential
to sustaining this progress and work to-
wards closing the digital health gap.

www.canhealth.com
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The paradox: More standardization is making our health data less standard

BY KARIM KESHAVJEE

ill S-5, the Connected Care for
B Canadians Act, will require systems

to share data and ban data blocking.
That goal is not in dispute.

Interoperability requires standardized
data. The electrical grid runs on the same
idea. Every outlet delivers the same voltage,
so any device can plug in. A diagnosis, a
drug, or a lab result must mean the same
thing in every system that touches it. Stan-
dardization is the agreed foundation of
every interoperability effort in the country.

We should look closely at how we pro-
duce that standardization, because our
current method defeats it.

Every vendor is expected to clean its

own data today. Each EMR, analytics tool,
and Al product standardizes messy clinical
data on its own, because each product
needs clean data. The same raw fact then
gets cleaned many times, by many hands,
in slightly different ways. One vendor
maps “high blood pressure” to one code,
another to a differ-
ent code, and a third
to yet another. Each
vendor believes it
has standardized the
data, and each has
produced a different
answer. We end up
with many private
‘near standards’ that
do not match.
This is the paradox.
Having more orga-
nizations cleaning data independently
produces worse standardization, not bet-
ter. Costs rise and timelines stretch be-
cause everyone solves the same problem
many times over.

Canada also lacks enough people who
can do this work well, and spreading scarce
talent across dozens of duplicate efforts
guarantees weak results. The problem is
structural, and working harder inside the
current model cannot fix it.

Some people hope that AT will clean the
data for us. It cannot. Al is not determin-
istic. It hallucinates. If it was that easy, we
would know it by now. Leading institu-
tions have been working on this for several
years already.

With funding from Canada Health In-
foway’s Vendor Innovation Program, my
new start-up, Omni Health Nexus, was
able to clean up primary care data to a
high level of quality. It reached F1 scores
between 0.92 and 0.98 across every clinical
category tested.

Cleansing works when we do it once, as
shared infrastructure, and it fails when we
repeat it privately as a product feature.

A natural question follows. One shared
service receives dirty data from every
source. It gets many versions of the same
patient over many years, and it must recon-
cile them into one current picture. Can we
construct a usable patient record when
every source sends in dirty, conflicting data?

We can, but only if we solve a few hard
problems first. The record must reconcile
conflicting facts into one current truth. It
must remove duplicates so it does not de-
grade as it grows. It must know which facts
are still true and which are stale.

Dr. Karim Keshavjee
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It must also let errors leave as easily as
new facts enter. Most clinical systems do
the opposite, because they make adding
information easy and removing it hard, so
wrong facts persist and spread.

A record built this way needs an owner
with the authority to decide what is true

when sources disagree. That owner al-
ready exists in Canadian primary care.
The family physician already reconciles
the record by default, from memory and
without support.

A shared record should give family doc-
tors that tool and make the authority ex-

plicit. Specialists and hospitals contribute,
and the family physician governs.

Patients often know what their records
get wrong, so they should be able to flag
an error. A flag signals the physician; it
does not change the record.

CONTINUED ON PAGE 23
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Patients aren’t just adopting GenAl - they’re voting with their feet

BY JESSICA CHALK

ill Falk’s piece in last

month’s edition of Cana-

dian Healthcare Technol-

ogy put a number on

something most of us in
this industry already sensed but hadn’t
quite metabolized: 300 million health con-
versations a week, and climbing, happen-
ing between patients and an Al chatbot in-
stead of between patients and their health-
care provider.

His question was the right one to ask —
how do we make the machine safer, better
sourced, more RAG-ready?

As a patient-turned tech founder, I want
to ask the question underneath it, the one
that should be uncomfortable for everyone
reading this in a hospital, a health ministry,
or a vendor roadmap meeting.

Why is the machine winning?

Not “is it accurate?” Not “is it liable?”
Why, with all the capital, the standards bod-
ies, the interoperability mandates, the EHR
modernization budgets this sector has
burned through over two decades, is a gen-
eral-purpose language model still the fastest,
most complete way for a patient like myself
to make sense of their own health story?

We built entire departments around
clinical documentation. We did not build
the one thing a patient actually needs: a
longitudinal record that follows them, that
they can hand to whoever’s in front of
them, fully formed. So, patients are build-
ing it themselves, one screenshot and one
prompt at a time.

CIHI addressed patient demands for
access a few weeks ago. It reported that 89
percent of Canadians say they want elec-
tronic access to their own health informa-
tion. Only 69 percent can get to at least one
piece of it.

Only 13 percent — roughly one in eight
— have online access to all three basics: lab

Imaging capacity

CONTINUED FROM PAGE 15

through idea and a healthcare-ready so-
lution, these innovations contribute
meaningfully to reducing pressure on
the health system.

KA Imaging — Reducing unnecessary
CT referrals at the bedside: KA Imaging
technology can reduce unnecessary CT
referrals at the bedside with its portable
dual-energy X-ray detector, Reveal 35C.
It’s part of its bedside mobile MobiProT
X-ray machine, and it can relieve pressure
on an already strained imaging queue and
on centralized diagnostic resources.

Unlike conventional X-ray devices,
the Reveal 35C uses spectral technology
to separate bone and soft tissue in a sin-
gle exposure, producing image quality
that, in some cases, can answer the clini-
cal question a CT scan would otherwise
be ordered to address.

This diagnostic work happens di-
rectly at the bedside. A health economics
study at Waterloo Regional Health Net-
work demonstrated that the technology
reduced CT scan referrals among ICU

and imaging results, immunization his-
tory, and current medications.

Nearly a third have no electronic access
to any of it. That gap, between the 89 per-
cent who want it and the 13 percent who
actually have anything close to a complete
picture, is not a technology gap. It’s exactly
the gap patients are now filling with a chat-
bot at midnight and by manually maintain-
ing their own history in Excel spreadsheets.

It isn’t only patients stuck on their side
of that gap, either. In that same CIHI re-
port, more than 90 percent of healthcare
providers said they had access to a digital
health system, but only 52 percent said
they actually share patient information
electronically with providers outside their
own practice. Physicians have the tools.
But the tools don’t talk to each other.

A 2024 Infoway-CMA survey of Cana-
dian physicians found that digital adop-
tion has outpaced interoperability across
the board, so doctors increasingly hold
records that simply don’t travel with the
patient whose life they describe.

Falk admits it about himself, almost in
passing: a health policy fellow, decades in-
side this system, grabbing a screenshot of
his OLIS record and manually reconstruct-
ing 17 years of his own lab trends because
no system in this country had already done
it for him.

Sit with that. If the people who help
write the policy have to hand-assemble
their own history, we have to stop calling
this a patient education problem and start
calling it what it is — an infrastructure fail-
ure that the system, collectively, chose not
to fix while it was digitizing everything else
around the patient instead of for them.

Let’s put a second story next to the first
one. This week, CBC reported on Melissa
Snider, an Ontario mother who found a
family doctor closer to home and was
quoted $100 per person to transfer her
family’s records — a total of $500 for two

patients by up to 37 percent.

In a health system where every
avoided CT referral frees capacity for
patients who genuinely need it, this re-
duction has clear system-wide implica-
tions. The Reveal 35C is now deployed
across 10 countries on three continents.

Foqus Technologies — Getting more
from every MRI machine: Foqus Tech-
nologies addresses MRI backlogs by ac-
celerating scan times on existing ma-

Adopting technologies such
as KA Imaging and Foqus
extract more value from what
the system already has.

chines. Its AI- and quantum-powered
MRI reconstruction software enables
scans up to four times faster without
compromising image quality.

Critically, the technology requires no
new hardware, integrating directly into
existing MRI workflows, meaning facili-
ties operating older equipment can ac-
cess the same acceleration benefits as
those with the newest systems.
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adults and three kids under nine, for what
she pointed out was, medically speaking, a
thin file. She’d paid roughly $35 for the
same service before. The variance is the
tell: the fee isn’t necessarily pricing the
data. It may be a deterrent enacted by the
clinic. Or standard practice. Or it may be
passing along the costs of whatever ad hoc
system that particular clinic happens to be
running that year — paper chart or EMR,
one office’s labour rate or another’s.

Here’s what should give us pause. Family
doctors aren’t defending this decision to
charge the patient. Dr. Jobin Varughese,
president of the Ontario College of Family
Physicians, told CBC
plainly that patients
shouldn’t have to pay
for their own records
at all, and that clinics
burn hours a doctor
| could be spending
on care simply mov-
ing files through
what he called a dis-
connected system —
one small piece of
the 20 million hours
a year Canadian physicians say they now
lose to unnecessary paperwork instead of
patients.

This isn’t clinicians gatekeeping the
record. It’s clinicians as trapped in the de-
sign as everyone else, doing manual data
entry so a family can leave the building
with their own history intact.

Ontario’s answer is a provincewide Pri-
mary Care Electronic Medical Record,
currently in procurement, meant to give
every clinic in the system one shared, con-
nected chart.

It’s a real improvement, and it will kill
fees like Snider’s. That said, what we will
end up with, by design, will be an institu-
tional record — a patient’s only for as long
as that person stays inside that system, in

Jessica Chalk

By significantly reducing scan times,
Foqus allows providers to perform more
scans per day using existing infrastruc-
ture and personnel, helping close the
gap between demand and capacity, ease
tight scheduling pressures, reduce wait
times, avoid additional capital expendi-
tures, and improve the overall patient
experience.

A parallel approach: The conven-
tional response to imaging wait times —
more machines, more centres, more ca-
pacity — is necessary and important, as
seen in Ontario’s investment in 35 new
diagnostic centres.

But capital expansion takes years,
new machines require staffing, and pro-
curement timelines rarely move at the
pace of patient need. A parallel strategy
is therefore required: adopting technolo-
gies such as KA Imaging and Foqus that
extract more value from what the system
already has.

Grace Gomashie is Entrepreneurship &
Industry Relations Manager, at Velocity,
the University of Waterloo’s flagship incu-
bator. She can be reached at
ggomashie@uwaterloo.ca.

that province, under that vendor contract.

It solves the plumbing between clinics.
It does not give patients like Melissa Snider
arecord that is hers when she moves, when
her kids age out of pediatric care, when a
government changes its EMR contract, or
when she’s the one coordinating a parent’s
or a child’s care 20 years from now in a sys-
tem nobody has designed yet.

In this instance, Snider made her own
call: pay the transfer fee, or hand her new
doctor a verbal history instead. She’s opt-
ing for verbal. Which means the actual
record of her family’s health — the one
meant to inform a new physician meeting
them for the first time — is about to be-
come whatever a tired parent can recon-
struct from memory in an exam room.

That’s the real cost of a record no one
can carry: not the $500, but the informa-
tion that quietly degrades the moment that
continuity of care relies on a person’s
memory instead of their data.

These aren’t two unrelated news items.
They are stories that examine the problem
from opposite ends of the system. On one
end, patients are quietly building their
own version of a personal health record
out of screenshots and chat windows, be-
cause nothing else exists.

On the other, even a clinician-endorsed
institutional fix still can’t give a family a
record that survives a move, a province, or
a generation — forcing a mother to revert
to memory instead.

GenAl adoption and a family doctor
billing a mother of three kids $500 may look
like unrelated stories about technology and
billing. But it is the same gap, seen from the
patient’s side and the provider’s side at once.

We keep responding to symptoms of
each problem the same way — better dis-
claimers on the chatbot, a bigger shared
EMR from the province — instead of treat-
ing the underlying design flaw: that
healthcare has spent its infrastructure dol-
lars on records built around institutions.

So even when we finally connect those
institutions to each other, we are all still
lacking the patient-held information layer
that provides everyone with a full picture
of that patient’s health history.

An EHR doesn’t have that full picture.
Ontario’s new provincial system won’t
have that full picture. What completes that
picture is a personal health record, owned
by the person the story actually belongs to.
And because it travels with the person, it is
portable across every provider, every
province, every system that individual will
touch in their lifetime.

That’s the takeaway I want folks reading
this to think about. This isn’t an argument
for another chatbot safety layer. I am not
suggesting another provincial procure-
ment cycle. What I am calling for as a pa-
tient, as a caregiver, is a patient-owned
record that makes both of these headlines
obsolete — because there’s nothing left to
screenshot at midnight, and no mother
anywhere reciting her kids’ vaccine history
from memory because the alternative was
a $500 invoice from her doctor.

Jessica Chalk is a patient innovator,
founder & CEO of MyStoria — Your health
history should be easy to keep — and yours
to own.
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How one community hospital built a modern sterile compounding facility
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dation mobilized residents, donors, and
community partners around a shared vision
of strengthening healthcare in Elliot Lake.

“Every donation, regardless of its size,
contributes to meaningful improvements
in patient care and the experience of pa-
tients and their families,” said Deborah
Dubois of the St. Joseph’s Foundation.
“The financial contributions towards the
modernization of the pharmacy infrastruc-
ture reflects the extraordinary generosity of
our community and its commitment to
supporting high-quality healthcare for cur-
rent and future generations.”

Building through collaboration: Ac-
cording to pharmacy manager Crystal
Horrigan, RPhT, the project’s success was
built on collaboration.

The hospital assembled a multi-discipli-
nary team that included Northwest Tele-
pharmacy Solutions, expert compounding
consultant and sterile compounding super-
visor Rebecca Lynch, RPhT, facilities and
maintenance manager Don Gelinas,
Bélanger Salach Architecture, North Engi-
neering, hospital leadership, frontline
pharmacy staff, and construction partners.

From the earliest concept drawings to
final certification, weekly project meetings
ensured every design decision balanced
regulatory compliance, operational work-
flow, and long-term sustainability.

Input from architects, engineers, the
sterile compounding expert, and frontline
staff helped create a facility designed not
only to satisfy rigorous regulatory standards
but also to support the realities of practical
needs of daily pharmacy operations.

Engineering behind the scenes: Al-
though patients will never see most of the
technology supporting the new pharmacy,
much of the project’s complexity lies be-
hind the walls.

“From a facilities management perspec-
tive, seeing this project evolve from con-
cept to completion has been incredibly re-
warding,” said Don Gelinas, facilities and
maintenance manager at SJGHEL.

“Working within a hospital originally
built in the late 1950s presented unique
challenges, but it also provided an oppor-

H.A.L.O is scaling
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can be weaned off of constant observa-
tion sooner.

Nurses have always read those signals.
What changes is that the trend is now
documented and visible to the entire
team, so the case for stepping down can
be made with evidence rather than im-
pressions passed along at handover. Mul-
tiplied across dozens of inpatient units,
that helps hospitals direct observation
resources to the patients who genuinely
need them.

Over a two-study period at UHN,
HALO?s virtual observers identified
54,716 safety concerns and managed
more than 8,400 through two-way audio
redirection alone — moments that might
otherwise have pulled a nurse away from
another patient mid-task.

For patients on high-flow oxygen,
HALO observers identified thousands of

www.canhealth.com

tunity to modernize the critical infrastruc-
ture needed to support today’s pharmacy
services,” Gelinas said. “The project re-
quired extensive mechanical systems capa-
ble of maintaining precise control of air
quality, temperature, humidity, and room

The project is a long-term
investment in patient safety,
employee health, and services
for Northern Ontario.

pressurization to meet stringent sterile
compounding standards.”

Gelinas explained that success de-
pended on careful coordination through-
out every phase of the project-from design
review and workflow planning to equip-
ment selection, construction oversight,
commissioning, environmental testing,
and final certification.

Amber Belanger, principal of Bélanger
Salach Architecture and North Engineer-
ing noted, “This truly collaborative effort
of architectural planning and detailed en-
gineering was achieved through intensive
coordination beginning at the very onset
of the project. Through weekly project
meetings, on site investigations, obtaining
input and guidance from the compound-
ing pharmacy technicians and Expert
Compounding Consultant, the team was
able to achieve a design that met the func-
tional needs and regulatory requirements
for S§GHEL.”

More Than Construction: The project
extended well beyond building a new
physical space.

New standard operating procedures, en-
vironmental monitoring programs, quality
assurance systems, staff education, and
competency assessments were developed to
ensure the facility continues to operate
safely and sustainably long after construc-
tion was complete.

For Rebecca Lynch, RPhT, expert com-
pounding consultant and contracted ster-
ile compounding supervisor, the project
demonstrated what is possible when tech-
nical expertise and operational realities
come together.

desaturation events, prompting patients
to reapply their oxygen masks and esca-
lating to the nursing team.

The future of patient safety — from
virtual sitter to virtual nurse: HALO’s
ambitions extend beyond virtual con-
stant observation. The company is now
building on its platform with a solution
purpose-built for virtual nursing. The
target is not the hands-on work at the
bedside, but the administrative load
stacked on top of it.

Nurses spend a substantial share of
every shift on documentation, admission
paperwork, medication reconciliation
and discharge teaching. It is necessary
work, and it steadily draws on attention
and time away from patients.

Virtual nursing addresses that load
directly. A registered nurse working re-
motely — a colleague on the same team,
holding the same license and the same
professional accountability — takes on
the tasks that do not require hands at
the bedside. Picture a virtual nurse com-

“This project was a unique opportunity
for me to bridge industry expertise with
operational reality. By collaborating
closely with the project team, I helped en-
sure the new sterile compounding facility
was designed and constructed to meet not
only industry requirements but also the
practical demands of daily pharmacy op-
erations,” said Lynch.

Investing in safety: The redevelopment
represents far more than a renovated phar-
macy. It is a long-term investment in pa-
tient safety, employee health, and the sus-
tainability of specialized healthcare ser-
vices in Northern Ontario.

“The importance of having a compliant
hazardous cleanroom cannot be overstated,”
said Kevin McDonald, director of North-
west Telepharmacy Solutions. “Preparing
chemotherapy medications without the ap-
propriate engineering controls can expose
pharmacy personnel, environmental ser-
vices staff, and others within the hospital to
hazardous drug residues. Modern sterile
compounding facilities significantly reduce
those risks while ensuring the highest stan-
dards of patient care.”

For pharmacy manager Crystal Horri-

gan, RPhT the project reflects something
even larger.

“Building a pharmacy that meets to-
day’s compounding standards wasn’t sim-
ply about regulatory compliance,” she said.
“It was about ensuring patients in Elliot
Lake and surrounding area can continue to
receive safe, high-quality oncology care
close to home while providing our staff
with an environment that reflects today’s
best practices.”

A model for rural healthcare: SJGHEL's
experience demonstrates that pharmacy
modernization is achievable — even for
smaller rural hospitals.

Through careful planning, strong lead-
ership, multi-disciplinary collaboration,
and remarkable community support, the
hospital has created a state-of-the-art ster-
ile compounding facility that will serve
northern Ontario for generations.

As healthcare organizations across
Canada continue modernizing pharmacy
services, SJGHEL offers an important les-
son: innovation is not determined by the
size of a hospital, but by the vision, part-
nerships, and commitment of the people
working together to improve patient care.

Standards paradox
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A record like this can be built only once.
One patient needs one current working
record, because two competing records give
clinicians no way to know which one is right.

This makes the cleansing layer a public
utility, not a private product. We do not
ask every home to run its own generator.
We generate power centrally, deliver it at
one standard voltage, and let every device
draw from the same clean supply. Health
data needs the same design.

The window is open now. Bill S-5 cre-
ates the mandate to be interoperable, but
the standards will be written in regulations
that do not yet exist.

Vendor-by-vendor compliance will
write the paradox into law and produce 13
incompatible clean datasets instead of 13
dirty ones. A shared cleansing layer built

pleting a patient’s discharge: walking
them through their medication instruc-
tions, answering questions, confirming
they understand their care plan, unhur-
ried, while the bedside nurse attends to
the patient who needs physical care.

Patient education, medication reconcil-
iation and admission documentation can
be supported the same way. The model

Over a two-year study
period at UHN, HALO's virtual
observers identified 54,716
safety concerns.

does not reduce the bedside team. It re-
turns to that team the hours of adminis-
trative work quietly consumes and lets
nurses practice closer to their full scope.
The model is furthest along in the
U.S. where virtual nursing now runs in
hundreds of hospitals. Early adopters re-
port shorter length of stay, faster dis-

into the regulations will produce interop-
erability that works.

PrescribelT’s end reminds us that
sound infrastructure still needs an eco-
nomic model, clear governance, and an
adoption path.

Standardization is the right place to
start, because everyone already agrees on
it. The logic then leads to a shared cleans-
ing utility, to a maintained record owned
by the family physician, and to a decision
Canada has to make now, while the rules
are still being written.

Ignoring this decision will not only lead
to delayed interoperability (yet again), and
it will also lead to inability to implement
Al, which needs clean and standardized
data. Let’s get this right, Canada.

Karim Keshavjee, MD MBA, is CEO of
Omni Health Nexus Inc. and program direc-
tor of the Executive Master of Health Infor-
matics at the University of Toronto.

charges and relief from the capacity
pressures that ripple across a hospital
when bed flow slows down due to these
administrative tasks.

HALO’s progress reflects a broader
shift in Canadian healthcare toward cen-
tralized, data-driven models that sup-
port clinical teams without compromis-
ing safety. What began as one nurse’s re-
sponse to a run of preventable safety
events now spans 34 sites and addresses
three of the healthcare system’s most ur-
gent priorities: digital transformation,
patient safety and sustainable staffing.

From an extra set of eyes at the bed-
side, to actionable intelligence in the
hands of nurses, and now toward a future
of virtual nursing, HALO is charting a
path where technology does not replace
clinical care but protects the time nurses
have to deliver it.

For a healthcare system under real and
sustained strain, that may prove to be ex-
actly the kind of made-in-Canada innova-
tion the moment demands.
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