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Implementation and Evaluation of an Enhanced PharmaNet-Based 

Adverse Drug Event Reporting Platform to Improve Patient Safety and 

Meet Adverse Drug Reaction Reporting Requirements 
Nominated Principal Investigator: Ellen Balka 

Principal Investigators: Eric Grafstein; Corinne M Hohl  

Co-Applicants: Robert S Nakagawa; Roy A Purssell; Christopher J Rauscher; Darryl Samoil; AnneMarie Taylor; 

Katherin Badke; Penelope(Penny) M Brasher; Stirl ing Bryan; Michael R Law 

Research Institution: Simon Fraser University (Burnaby, British Columbia) 

Adverse drug events (ADEs), unintended harmful 

events resulting from medication use, are a leading 

cause of emergency department (ED) visits and 

hospital admissions.  

Research enrolling over 3000 patients in three British 

Columbia (BC) hospitals suggests that ADEs account for 

12% of ED visits, causing over 200,000 ED visits in BC 

annually, incurring costs of roughly $90,000,000. Of 

these visits, 70% are preventable and most involve 

seniors.  

There are many reasons ADEs occur. New prescriptions 

are commonly issued in hospital and often fi l led before 

patients can consult their family physician. Medications 

that have previously caused harm are often re-

dispensed because discontinuation orders are not communicated to PharmaNet 

(a medication bil ling system used across BC). Insufficient documentation in 

PharmaNet often results in unintentional prescribing and dispensing of 

contraindicated medications, as well as informati on gaps related to prescribing 

or patient monitoring for outpatient pharmacists or specialist physicians 

following up on patients. Conservative estimates suggest 1/3 of preventable 

ADEs are avoidable by designing new ADE reporting fields in PharmaNet to cr eate 

a real-time, effective communication link between healthcare sectors. We 

estimate this platform will prevent over 40,000 ED visits and save $18,000,000 

annually (using a cost base of $450/visit). Our project, Pil l Talk, will implement 

and evaluate an ADE reporting platform through PharmaNet, which will  integrate into various means of 

delivery of clinical care and address the need for improved communication of ADEs across locations of care 

and providers. Pil l Talk builds on mature partnerships, extensive end user involvement and an existing 

prototype to implement and evaluate an enhanced PharmaNet-based ADE reporting platform in BC. The 

system will  also meet emergent reporting requirements for recently passed Bill C-17.  

Pill Talk Project Team 
Left to right Back row: Christine Ackerley, Chantelle Bailey, Maeve Wickham, 

David Peddie 

Front row: Serena Small, Ellen Balka, Corine Hohl  
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Caring near and far: a multi-province investigation of remote monitoring 

technologies connecting community-based older adults and their care 

team 
Nominated Principal Investigator: Lorie Donelle 

Principal Investigator: Sandra Regan 

Co-Applicants: Alesha Gaudet; Margarita Loyola; Gordon M Milak; Tracy L Ruptash; Susan Stevens; 

Michael Bauer; Elizabeth M Borycki; Dorothy A Forbes; Jeffrey S Hoch; Wanrudee Isaranuwatchai; 

Michael S Kerr; Kalin McCluskey; Paul A Peters; Esther V Sangster-Gormley; Grace Warner; Aleksandra 

Zecevic; Merrick F Zwarenstein 

Research Institution: University of Western Ontario 

 

There is a growing demand among older adults for home care services to manage the complexity of 

their chronic diseases and increasingly to support their wish to remain in their home as long as possible.  

In-home remote monitoring (RM) technologies can link clients, family caregivers, and health care 

providers with the goal of supporting older adults to age in place. These 

technologies can alert caregivers and providers when issues arise in the 

home that require attention.  

The purpose of this study is to examine the use of RM technologies in the 

home as a means of supporting older adults to safely remain in their homes 

as long as possible. We will look at the use of these technologies as part of 

a remote monitoring home care (RMHC) model in four provinces. We will 

study the overall client, caregiver, and provider experience in using remote 

monitoring in conjunction with other home care services and evaluate the 

cost effectiveness of these technologies.  
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Reorganizing the Approach to Diabetes through the Application of 

Registries (RADAR) 
Nominated Principal Investigator: Dean Eurich 

Principal Investigators: Jeffrey A Johnson; Sumit R Majumdar 

Research Institution: University of Alberta 

First Nation (FN) seniors are high risk for diabetes 

morbidity/mortality and this is compounded by 

suboptimal care in isolated FN communities. Limited 

community nursing capacity and a lack of electronic 

registries/records leads to a reactive, disorganized 

approach to care. This situation is directly responsible 

for the poor diabetes related outcomes observed in 

FN seniors.  

Health Canada's 2010-2015 Aboriginal Diabetes 

Initiative calls for innovative, culturally relevant 

approaches aimed at increasing community wellness 

and reducing the burden of diabetes through the use 

of local knowledge. The Canadian Diabetes Association 

specifically mentions the importance of using systems 

to identify diabetics and have a systematic follow-up 

process. The RADAR study fits exactly with these 

priorities by using health technology information 

systems and a centralized care coordinator to strengthen FN 

community capacity. RADAR will establish system-wide, scalable 

infrastructure (an integrated diabetes registry/records system) that 

will support front-line community nurses in transforming care for FN 

seniors with diabetes.  

The proposed model has two major components to improve the care of FN senior diabetics:  

1) Implementation of a common diabetes registry and health records system (eHIPP technology);  

2) Care coordinator to support front-line providers for measurement, monitoring and streamlined, 

coordinated referral and follow-up with use of the technology.  

We hypothesize that the RADAR model will result in an overall improvement in the quality of clinical 

care of FN seniors living with diabetes on reserve. We also hypothesize that the RADAR model will be 

effective, efficient and transferable at the organizational level within these communities and will have a 

broader public health impact on the population of those with diabetes. Importantly, all outcomes will be 

assessed from the lens of the FN communities to ensure that the model is culturally appropriate from 

their perspective.    

Top left to right: Sumit Majumdar, Dean Eurich, Salim Samanani  

Bottom left to right: Kari Meneen, Lisa Wozniak, 

 Missing – Dr Jeffrey Johnson 
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TEC4Home: Telehealth for Emergency-Community Continuity of Care 

Connectivity via Home-Telemonitoring 
Nominated Principal Investigator: Kendall Ho 

Principal Investigators: Lindsay Kislock; CHAD A Kim Sing 

Co-Applicants: Terence A Chang; Lena N Cuthbertson; Beatrice (Betty ) Da Silva; Tracee B Schmidt; John A 

Waldron; Riyad Baha Abu-Laban; James M Christenson; Eric Grafstein; John J Marsden; Craig R Mitton; Panos 

Nasiopoulos; Helen J Novak Lauscher; Hubert H Wong 

Research Institution: Vancouver Coastal Health Research Institute 

Healthcare for seniors can be challenging, especially 

for those with chronic i llnesses l ike heart failure. 

Without suitable home care to support them, their 

health can quickly get worse, resulting in Emergency 

Room (ER) visits or hospital admissions. By fi nding a 

way for doctors and nurses to watch over these 

seniors at home, we may be able to catch any 

problems early and help them to avoid getting sick 

and going to hospitals. This support may even help 

seniors feel better by being comfortable and safe in 

their own homes, knowing that doctors and nurses 

are watching over them. By reducing hospital visits, 

our health system may save money or offer the 

hospital beds to other patients.  

Modern technology allows doctors and nurses to use 

electronic devices to see how the patient is feeling 

and measure things l ike weight, blood pressure, and 

heart rates, while the patient is at home. In the 

TEC4Home project, UBC researchers will work with 

the BC Ministry of Health, TELUS Health, hospital doctors and nurses, and family 

doctors to use this technology to monitor seniors while they recover at home. This 

information would be available for patients and their doctors  and nurses to view 

securely online. Hospital and family doctors and nurses will connect with the patients 

and monitor them electronically to ensure they stay well, especially after ER visits.  

During this four-year project, we will:  

1. Make patients feel  better and safer about using this technology at home;  

2. Help the emergency doctors and the person's family doctor feel good about using this system to watch 

over the patient;  

3. Help the person get better at home without needing to return to the emergency department;  

4. Help companies l ike TELUS Health and Sentrian make their technology better and easier to use; and  

5. Save money for the healthcare system.  

TEC4Home Team Photograph 
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 University of Victoria, 

Centre on Aging 

Evaluating the Effectiveness of Integrating Patient Reported Outcomes 

and Assessments in the Care for Seniors with Complex Needs (e-PRO) 
Nominated Principal Investigator: Scott M Hofer 

Principal Investigators: Morgan Thomas M Price; Jens H Weber 

Co-Applicants: Colleen B McGavin; Marilyn Bater; Vincenza Gruppuso; Sandra Rae Hundza; Jeffrey A 

Kaye; Marilyn L Malone; Kevin McArdle; Kenneth Moselle; Ryan E Rhodes; Diane J Sawchuck 

Research Institution: University of Victoria (British Columbia) 

One of the chief goals of aging-related medicine and 

research is to enhance and maintain quality of life 

within environments of choice through the 

identification of early changes in health and 

functioning, and to offer appropriate and efficient 

early interventions before serious limitations or 

morbidities develop. Changes in physical condition, 

neurocognitive status, functional capacity, and ability 

to carry out health-promoting or maintaining 

activities require regular monitoring to better match 

the array of treatments and supports to the patient's 

changing spectrum of requirements.  

This project evaluates the role of integrated electronic patient-reported outcome measures (PROs) and 

patient-demonstrated behaviours in a home environment to gauge care needs and supply near real-

time feedback to the patient, formal and informal caregivers, and clinicians. The objective is to optimize 

patient experience by readily identifying patient needs and risks and 

then taking action to provide better specified services to meet needs 

and manage risks. The longer-term objective is to maintain the home as 

a viable location for quality care for as long as possible - from the 

perspectives of patients and informal caregivers - and to minimize the 

potentially adverse impacts of poorly-anticipated and managed 

transitions to higher levels of care.  

This innovative eHealth solution will: 

 Provide day-to-day information about the lived experiences and practices of patients with 

complex care needs living independently;  

 Evaluate the role of real-time feedback to clinicians, caregivers, and patients to gauge care 

needs, quality of care and patient experience; and  

 Enable delivery of more efficient and effective care by aligning care needs appropriately with 

health care resources, thereby enhancing system responsiveness to individualized needs.    

L to R: Dr. Scott Hofer, Dr. Morgan Price and Dr. Jens Weber 
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A novel approach to connecting peritoneal dialysis patients to 

healthcare staff-A multi-centre randomized controlled trial 
 

Nominated Principal Investigator: Arsh K Jain 

Co-Applicants:  Ahmed Al-Jaishi; Amit Garg; Braden J Manns 

Research Institution: London Health Sciences Centre Res. Inc. (Ontario)  

 

The purpose of this study is to examine 

the effect of a novel remote 

telemonitoring solution on specific 

questions related to patient health-

related quality of life (HRQOL). There is 

inadequate research surrounding 

telemonitoring and dialysis, and its overall 

effect on HRQOL.  

Telemonitoring involves the sharing of 

digital patient health information 

between the patient and care provider, as 

a tool to help remote patients manage 

their chronic diseases. It also has the 

potential to increase the uptake of peritoneal dialysis (PD) by making the self-care process easier and to 

retain patients on PD by improving quality of life and care. Telemonitoring research has focused mainly 

on medical conditions that affect many patients, including heart failure, pulmonary disease, and 

diabetes. However, there is not enough research on the use of telemonitoring for home dialysis, and 

even less in PD specifically.  

The research that has been done in the field has shown that the use of telemonitoring in PD can be a 

relatively low cost solution that:  

1) Is easy to incorporate into the daily operations of a clinic;  

2) Saves time for both patients and nurses; and 

3) Reduces use of hospital facilities and hospital workload.  

Telemonitoring can be used as a valuable tool to support patients that are 

managing their treatments independently. It can be used for simple data 

transmission between patients and their health care team and also its 

ability to provide psychological support, patient retraining, evaluation of 

problems with the catheter exit site, and the presence of edema with positive outcomes including 

increased patient satisfaction and reduced hospitalization rates. 

Left to Right: Arsh Jain, Rachel Man, Ahmed Al-Jaishi 
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Optimizing the health of seniors: The development, implementation, and 

evaluation of an electronic multi-chronic disease tool (e-MCD) 
Nominated Principal Investigator: Monika Kastner 

Principal Investigator: Jayna M Holroyd-Leduc 

Co-Applicants: Heather A Armson; Onil Bhattacharyya; Michael Hillmer; Barbara Liu; Mark H Chignell; 

Lisa R Dolovich; Jemila Hamid; Jeffrey S Hoch; Wanrudee Isaranuwatchai; Julia E Moore; Sharon E Straus 

Research Institution: Li Ka Shing Knowledge Institute, Toronto, Ontario 

Seniors are the largest growing proportion of our population in Canada, and they are living longer than 

previous generations, so there is a greater chance that they will develop multiple chronic conditions. 

Optimizing care for people with multiple chronic diseases is challenging, so different tools have been 

created to overcome them. However, most tools are created for only one disease (e.g., diabetes), which 

doesn't recognize the fact that many older adults have two or more chronic conditions.  

The goal of our research project is to improve the health of older adults by creating and testing a tool 

that can combine the care of two or more chronic conditions, which commonly affect older adults (e.g., 

diabetes, depression). First, we will enhance our tool with the help of our technology partner to include 

more diseases and features, and then we will implement it across 

different community settings across Ontario and Alberta (e.g., seniors' 

centers, primary care clinics, hospitals). We will also make our tool 

accessible through the Internet so seniors can use it at home. Lastly, 

we will carry out a randomized control trial to test how well this tool can help seniors better manage 

multiple chronic conditions on their own. This study will also help us to decide whether we can 

implement and spread our tool more widely (e.g., different cities and provinces across Canada).   
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Delivery of self-management through a peer-support telehealth 

intervention in patients with cardiovascular disease: The 

Healing Circles Project 

 
Principal Investigator: Scott A. Lear 

Co-Investigators: Alireza Davoodi; Janis McGladrey; Ahmad M. Zbib; Andrew D. Krahn; Martha H. 

Mackay; Brodie M. Sakakibara; Tara Sedlak; Joel Singer; David G. Whitehurst   

Research Institution: St. Paul's Hospital, Vancouver, British Columbia 

H eart disease is a leading cause of death and 

disability in Canada. Providing social and peer 

supports has been proven to help patients 

manage their health and stay out of the 

hospital. The use of telehealth has opened up 

a wider possibility of patients receiving peer 

support while staying in their homes and 

communities.  

We plan to study a new application for 

supporting patients through peer support. 

The application can be accessed by 

smartphone, tablet and desktop/laptop 

computer and is part of the Curatio platform. 

Over two years, we anticipate that the 

application will improve patient self-care and 

reduce hospitalizations. 

Through an existing partnership between university-based 

researchers, industry, decision-makers, clinicians and patients we have 

developed a peer support and self-management platform called 

Healing Circles. Our 10-week pilot study in women with ischemic heart 

disease demonstrated the feasibility and acceptability, and resulted in 

key improvements to social support and self-management, as well as 

in the functionality and usability of application itself. The current 

proposal represents the next phase in our program to scale-up and spread the use of the 

Curatio platform (now at technology readiness levels 6-7). 

Back Row (L to R): David Whitehurst, Lynda Brown-Ganzert, Joel Singer, Martha 
Mackay, Gavin Arthur  

Front Row (L to R): Brodie Sakakibara, Scott Lear 

Missing from the photo: Alireza Davoodi, Andrew Krahn, Tara Sedlak, Brian 

Campkin, Shirley Von Sychowski, Jan Carter 
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Projet FreeDom (FreeO2 à domicile). Mise au point et évaluation d'une 

stratégie innovante de prise en charge pour réduire la durée 

d'hospitalisation au cours des exacerbations de MPOC: retour précoce à 

domicile en combinant le sevrage et l'ajustement automatisé de 

l'oxygène (FreeO2) et la télémédecine. Bénéfices pour les patients et 

pour le système de santé. 

 

Chercheur Principal: François Maltais 

Co-chercheurs: Yves Lacasse; François Lellouche; Didier Saey   

Établissement de Recherche: Université Laval  

Nous souhaitons tester une stratégie innovante de retour à domicile des patients MPOC hospitalisés: la 

stratégie « FreeDom ». Cette stratégie repose sur de nouvelles technologies permettant le sevrage 

automatisé de l'oxygène et une surveillance par télémédecine. L'administration d'oxygène aux patients 

ayant une insuffisance respiratoire ou cardiaque est le traitement les plus prescrit à l'hôpital et repose 

sur une technologie centenaire. L'oxygène peut être toxique dans certaines conditions et un ajustement 

précis est recommandé mais difficilement réalisable manuellement. L'ajustement automatique et précis 

de l'oxygène est maintenant possible.  

Nous avons développé FreeO2, un système permettant l'ajustement 

automatisé de l'oxygène en fonction des besoins des patients. Ce système 

permet en plus une surveillance à distance. La MPOC représente la première 

cause d'hospitalisation parmi les maladies chroniques, avec une durée 

moyenne d'hospitalisation de 10 jours.  

Nous avons développé la stratégie FreeDom (FreeO2 à domicile) qui permet un retour précoce à 

domicile des patients MPOC hospitalisés. Cette stratégie est possible grâce à une diminution 

automatique de l'oxygène et à une surveillance par télémédecine pour sécuriser le retour à domicile. Par 

ailleurs, une téléréadaptation mis au point avec des physiothérapeutes est associé à cette stratégie. Ce 

programme de recherche comprendra le développement final de la technologie de télémédecine la 

première année et une évaluation clinique chez 100 patients au Canada pendant deux ans pour 

démontrer que cette stratégie permet de réduire de moitié la durée d'hospitalisation au cours des 

exacerbation de MPOC.  

Si l'évaluation de cette stratégie démontre les bénéfices attendus, les couts de prise en charge de cette 

pathologie fréquente seront fortement réduits, des lits d'hospitalisation seront libérés et la prise en 

charge de cette maladie sera fortement améliorée. 



THE SMArT VIEW, CoVeRed: TecHnology Enabled monitoring and 

Self-MAnagemenT- VIsion for patient EmpoWerment following 

Cardiac and VasculaR surgery 

Nominated Principal Investigator: Michael H. McGillion 

Principal Investigators: Duane Bender; Lynn K. Cooper; Mary Elizabeth Harriman; Kristen Krull; Sandra L. 

Carroll; Philip J. Devereaux; Elizabeth H. Peter; Paul G. Ritvo; Andrew Turner; Jennifer Yost  

Co-Investigators: Michael Hillmer; Susan Oliver; Christy Taberner; Amal Bessissow; Sanjeev Bhavnani; 

Jason W. Busse; Manon Choinière; David D. Cowan; Peter C. Coyte; Gill Furze; Denise N. Guerriere; 

Jeffrey S. Hoch; Wanrudee Isaranuwatchai; Sharon J. Kaasalainen; Joel D. Katz; James S. Khan; Salima S. 

Ladak; André Lamy; Yannick Le Manach; Peter P. Liu; Joy C. MacDermid; Robert S. McKelvie; Joseph 

Mills; Sohail Mulla; Sheila B. O’Keefe-McCarthy; Monica J. Parry; Daniel I Sessler; Michael C. Stacey; 

Bonnie J. Stevens; Robyn L. Stremler; Lehana Thabane; Judith H. Watt-Watson; Richard Whitlock 

Research Institution: McMaster University 

 

Each year thousands of seniors in 

Canada and the United Kingdom have 

open heart and vascular surgeries. 

These surgeries are meant to save lives 

and improve symptoms, yet, many 

develop chronic pain and other 

complications. We also know that the 

usual way in which people are watched 

after surgery in hospital, by way of 

checking blood pressure, breathing, 

and heart rate every 6 to 12 hours, 

does not keep people safe. We have 

missed thousands of cases in hospital 

where people's blood pressure and 

breathing has gone too low, causing a 

heart attack or stroke.  

We aim to test a new system, called SMArT VIEW, created so that vital signs can be monitored in 

hospital, and at home, automatically with wireless technology. We will catch serious problems, like 

dangerously low blood pressure. SMArT VIEW has the ability to link seniors directly with the hospital so 

that they receive support when help is needed. SMArT VIEW will also teach seniors how to manage their 

pain and how to manage their overall recovery. We will test SMArT VIEW by first asking patients, and 

nurses to try our system and then tell us what their experience was like. Specifically, we'll ask how easy 

SMArT VIEW was to use, and whether they found it helpful. Based on what we learn, we'll make 

improvements.  

Team Leads: 
Left to right: Ted Scott, Sandra Carroll, PJ Devereaux, Kirsten Krull, Paul Ritvo, 
Jennifer Yost, Elizabeth Peter, Nazari Dvirnik, Michael McGillion 
Missing from Photo: ): Andre Lamy, Duane Bender, Andrew Turner, Joe Mills, Elaine 
Gossage, Wendy Clyne 
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Next, we will test whether SMArT VIEW can help 

seniors to keep their pain under control after surgery, 

whether it helps to prevent major complications, and 

whether it helps to prevent people from going to the 

emergency room or being readmitted to hospital. We 

will do this by giving 256 people equal chance (like 

flipping a coin) of being enrolled in SMArT VIEW or 

regular health care after surgery. We will compare 

what happens between these groups. This study will 

provide us with important information about 

whether SMArT VIEW can help prevent chronic pain and complications for seniors recovering at home 

after cardiac and vascular surgery.  
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HIP@Home: A Community-based Monitoring, Rehabilitation 

and Learning e-System for patients following a Hip Fracture 

Nominated Principal Investigator: Suzanne N. Morin 

Principal Investigators: Edward J. Harvey; Sonia Jean; Nancy E. Mayo 

Co-Investigators: Ronald B. Ludman; Brenda MacGibbon; Rhona McGlasson; Lauren Beaupre; Etienne L. 

Belizile; Vamsy P. Chodavarapu; Pierre Guy; Susan B. Jaglal 

Research Institution: Research Institute of the McGill University Health Centre 

Approximately 30,000 Canadians suffer a hip fracture each year; hip fractures cause substantial 

disability, morbidity and excess mortality. The personal and societal costs of these fractures are 

high: up to 24% of patients are institutionalized in the year following their fracture and, as 

many as 50% are unable to return their pre-fracture level of autonomy.  

As hip fractures occur mostly in older people with complex health issues, whose wish it is to go 

back home as soon as possible, individualized community-based rehabilitation care following 

hospital discharge is essential to ensure return to functional mobility and active living. In 

collaboration with patient representatives, healthcare and homecare 

professionals, we propose to develop and implement the HIP@Home e -

solution to monitor mobility, guide rehabilitation and provide educational 

tools through a combination of assisted remote monitoring technology 

and communications by local homecare services for patients who have 

sustained a hip fracture.  

We will evaluate the acceptability of this system by patients and their 

families and by the homecare community, and determine if the 

implementation of the HIP@Home e-solution improves mobility, 

participation and quality of life, and the ability to remain safely and 

autonomously at home compared to homecare services without this technology. If successfully 

implemented and adopted, the HIP@Home e-solution would lead to improved patient 

experience, lower costs to the healthcare system and better outcomes in terms of autonomy.  
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 Alberta Innovates Health 
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Telemonitoring and Protocolized Case Management for 

Hypertension In Seniors 

Nominated Principal Investigator: Raj S. Padwal 

Principal Investigators: Alun L. Edwards; Jayna M. Holroyd-Leduc; 

Pierre B. Boulanger; Scot Klarenbach; Sumit R. Majumdar; Finlay A. 

McAlister; Doreen M. Rabi 

Co-Investigators: Kannayiram Alagiakrishnan 

Research Institution: University of Alberta 

 

Diabetes affects over 20% of 

Canadians over the age of 65. Seniors 

with diabetes are at high risk for 

cardiovascular disease and death. 

Most of this risk is mediated through 

high blood pressure (BP). However, 

seniors are also at risk for side effects 

from BP lowering medication. These 

can be life threatening and costly. 

Therefore, BP monitoring is required 

to ensure BP levels are in the 

recommended range (neither too high 

nor low).  

Home BP monitoring can be used to 

ensure that BP is in the right range and 

is recommended for all patients with 

high BP. Studies in other health care 

systems show that, to optimally 

perform home monitoring, the readings 

should be teletransmitted 

(electronically sent to the care 

provider). Additional studies indicate 

University of Alberta Team 

University of Calgary Team 



that BP control improves 

when health care providers 

(usually pharmacists or 

nurses) are specifically 

assigned to review 

teletransmitted BP readings 

and, using protocols, make 

therapeutic adjustments. 

However, a study needs to 

be conducted within the 

Canadian healthcare system 

to prove that 

telemonitoring works here, 

that case management 

provides incremental 

benefit, and that 

telemonitoring case 

management is cost-

effective. In addition, we 

need to prove that seniors 

consider telemonitoring to 

be usable and acceptable.  

We will conduct a 300 

patient randomized trial in 

community-dwelling 

seniors that will compare usual care, to telemonitoring alone, to telemonitoring plus case 

management. We will comprehensively assess cost-effectiveness, useability, and acceptability. 

Our partners include TeleMED, a medium sized Canadian technology company with a wealth of 

experience in medical data management and transmission; Pharmacare, which will provide 

case-management services; and Greater Edmonton Foundation and Rosedale seniors' 

residences. This intervention, if effective, cost-effective and safe, can be widely implemented 

and has very high commercialization potential to be commercialized and widely implemented.   

 

 

Telemed team 

Pharmacare team 
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 Cambian  Business 

Services, Inc. 

 Fraser Health Authority 

Integrating a quality of life assessment and practice support 

system in homecare services for older adults with life-limiting 

illness and their families 

 
Nominated Principal Investigator: Richard G. Sawatzky  

Principal Investigators:  Catherine D. Butler; Neil Hilliard; Robin S. Cohen; Kara L. Schick-Makaroff; Kelli I 

Stajduhar 

Co-Investigators: Sharon Baxter; Susan P. Brown; Janet E. Carlson; Shelly Cory; Lena N. Cuthbertson; Jill 

B. Gerke; Barbara E. McLeod; Coral L. Paul; Joyce Resin; Della K. Roberts; Jean Warneboldt; Daphne L. 

Williscroft; Joan L. Bottorff; Stirling Bryan; Peter M. Dodek; Todd C. Edwards; Gail Ewing; Kimberly D. 

Fraser; Anne M. Gadermann; Gunn E. Grande; Joakim Öhlén; Maria Jose Parrilla Lopez; Pamela A. Ratner; 

Sheryl Reimer-Kirkham; Lara B. Russell; Carolyn Tayler; Herbert H. Tsang; David G. Whitehurst 

Research Institution: Trinity Western University, Langley, British Columbia 

Older adults who have advancing life-limiting illnesses and who are receiving health care at home often 

have complex problems that affect both their ability to function and their overall quality of life (QOL). 

Progress has been made in the managing some aspects of chronic illness, including better ways to 

manage symptoms. However, health care professionals may overlook other illness experiences relevant 

to the QOL of patients and their family caregivers.  

Routine and comprehensive assessment of their QOL can make patients' 

and family caregivers' concerns more visible to health care 

professionals. This provides health care providers with more 

information to better address the patients' and family caregivers' 

concerns and track progress over time. These types of assessments 

involve the use of questionnaires that invite people to report on their symptoms, their physical, 

psychological, social and existential/spiritual wellbeing, and their experiences with the care provided.  

This project will investigate the integration and evaluate the impact of an innovative computer tablet-

based Quality of life Assessment and Practice Support System (QPSS) in home health care to support 

comprehensive, repeated assessments, and interventions that address concerns and health care 

experiences relevant to the QOL of older adults who have life-limiting illnesses and their family 

caregivers. The QPSS includes carefully selected and validated questions that clinicians can use to obtain 

patients' and family caregivers' perspectives about their QOL and health care needs and intervene 

appropriately. Patients, family caregivers, and clinicians will all use the QPSS as during home visits as a 

routine part of the care provided. Administrators and other decision-makers will use the entire 

information system to improve care at all levels of the health care delivery system, ensuring that 

resources are used effectively.  
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Older adults experiencing multiple chronic illnesses are at high 

risk of hospitalization and health decline if they are unable to 

manage the significant challenges posed by their health 

conditions. Goal-oriented care approaches 

can provide better care for these complex 

patients, but clinicians find the process of 

ascertaining goals "too complex and too-time 

consuming", and goals are often not agreed 

upon between complex patients and their 

providers.  

The electronic Patient Reported Outcomes 

(ePRO) mobile application and portal offers 

an innovative approach to creating and 

monitoring goal-oriented patient-care plans 

to improve: patient self-management; shared 

decision-making between patients and healthcare providers; and, 

proactive patient monitoring by the patient, caregiver and 

healthcare provider. It was developed with and for older adults 

with complex care needs as a means to improve their quality of 

life.  

Our proposed project will evaluate the use, effectiveness, and 

value for money of the ePRO tool in a 12-month multi-centre trial 

in Ontario; targeting individuals 65 or over with two or more 
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chronic conditions that require many health care visits to manage their health conditions. 

Intervention groups using the ePRO tool will be 

compared to control groups on measures of 

quality of life, patient experience, and cost-

effectiveness. We will also evaluate the 

implementation of the tool. We anticipate our 

program of work will support improved quality 

of life and patient self-management, improved 

patient-centred primary care delivery, and will 

encourage the adoption of goal-oriented care 

approaches across primary health care systems.  

We will partner with Family Health Teams and 

quality improvement organizations in Ontario 

to ensure that our research is practical and that 

findings are shared widely. We will work with 

our established international network testing 

the ePRO tool to develop an implementation 

framework to support continued adaptation and adoption. 
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