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Operational Definitions 
Funded Project: Virtual care or digital health innovation managed by a project team comprised 

of members from Ontario Health Teams (OHT), In Development Teams, or other healthcare 

organizations. Funding decisions for projects are overseen by the Digital and Virtual Care 

Secretariat (DVCS) at Ontario Health (OH). Funded projects align with a funding stream, based 

on their intended purpose and objective. In this report, the terms “funded project” and “program” 

are used interchangeably. 

Funding Stream: Dedicated funding from the Ministry of Health (MOH) for approved OHTs, In 

Development Teams, and other healthcare organizations to design, implement, and maintain a 

funded project with a particular objective. Funding decisions for each stream are overseen by 

OH’s DVCS. This evaluation work considers eight funding streams: Virtual Urgent Care (VUC), 

Remote Care Management (RCM), Surgical Transitions (ST), Tests of Change (ToC), Online 

Appointment Booking (OAB), Unattached Patients (Generic Virtual Care), Clinical Systems 

Renewal (CSR), and Patient Portals (PP). 

Implementation: Systematic uptake of research findings and other evidence-based practices into 

routine practice to improve the quality and effectiveness of health services.1 

Ontario Health Team (OHT):  A practice model that supports the full and coordinated continuum 

of care within and across different providers and organizations in a certain geographic catchment 

area. The goal of OHTs is for patients to receive all their care from one team of providers so that 

patients can navigate the system and transition easily between different providers and health 

services.2 

Participating Project Team: Individuals from OHTs, In Development Teams, or other healthcare 

organizations who applied for and received funding to design, implement, and/or maintain their 

digital health or virtual care program (i.e., the funded project).  

Sustainability: The ability to maintain programming and its benefits over time.3,4 

Spread and Scale: The terms “sustainability”, “spread”, and “scale” are defined differently, with 

spread and scale often used interchangeably.5 For the purposes of this project, “spread” refers to 

the stepwise expansion of the program, where new stakeholders and partners are added 

regularly. “Scale” or “scale-up” refers to the local, regional, or provincial expansion of the program. 
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Executive Summary 
Background 

In Ontario, funding for digital and virtual care projects is overseen by the Digital and Virtual Care 

Secretariat (DVCS) at Ontario Health (OH). In 2022–23, the DVCS provided funding to approved 

Ontario Health Teams (OHT), In Development Teams, and other healthcare organizations to 

design, implement, and maintain 174 unique projects through eight funding streams. 

Funded projects were intended to transform how care is delivered, build digital maturity, and 

contribute to the Ministry of Health’s (MOH) plan to build a modern, sustainable, and integrated 

healthcare system. To demonstrate impact and reflect on their experiences, project teams were 

required to submit a Closeout Report and/or data from patient and provider satisfaction surveys. 

To date, key learnings from Closeout Reports and surveys have yet to be summarized in a 

systematic way to inform future investments and strategic priorities.  

Objectives  

The aim of this project was to provide a systematic way to derive key insights from Closeout 

Reports to inform future strategies and funding. The specific objectives are as follows:   

1) To summarize information from Closeout Reports and identify common themes related to 

lessons learned, the patient and provider experience, implementation, change 

management, structure, and sustainability. 

2) To determine the extent to which the funded projects align with strategic priorities of OH 

and its partners.  

3) To make recommendations to support the development and implementation of digital 

health and virtual care projects that align with the OHT model and can scale up to advance 

strategic priorities. 

Methods 

The Centre for Digital Health Evaluation (CDHE) conducted a document analysis of Closeout 

Reports and synthesized results from patient and provider satisfaction surveys submitted by 

funded digital health and virtual care projects (Phase 1). Key learnings were mapped to the 

strategic priorities of OH and its partners along with an analysis of implementation, sustainability, 

spread, and scale.  
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Results 

DATA AVAILABILITY 
There was a total of 174 funded projects across eight funding streams, with 163 Closeout Reports 

available for analysis. Findings were drawn from funded projects that submitted Closeout Reports 

with sufficient data on effectiveness (n=136, 78%) and sustainability (n=125, 72%).  

COMMON THEMES ACROSS FUNDING STREAMS 
 All projects aimed to improve equitable access, the patient and provider experience, 

and/or health outcomes although program effectiveness varied across funding streams. 

 Ensuring access to healthcare services for underserved populations was a shared 

priority.  

 Organizations within OHTs had different capacities to implement and sustain programs.  

 Flexibility and autonomy both empowered and created challenges for project teams. 

 Project teams underestimated the amount of time and resources needed to establish 

agreements and conduct change management activities.  

 Learning from past initiatives and leveraging existing, mature, and well-defined 

governance structures from similar projects enabled efficient resource allocation and 

offered methods for managing risks during the implementation and sustainability phase.  

 Standardized data collection tools and identifying ways to improve data quality were 

the most commonly reported barriers to evaluation and continuous improvement efforts. 

ANALYSIS OF IMPLEMENTATION, SUSTAINABILITY, SPREAD, AND SCALE 
Common implementation strategies used by funded projects include 1) developing methods to 

fostering positive environmental support and collaborative partnerships; 2) adapting program 

models to user needs; and 3) planning for program reflection and evaluation from the beginning.  

All projects reported that the primary barrier to sustainability was lack of sustained funding. In 

response, innovative methods to sustained programming were developed, such as creating 

partnerships with community and commercial organizations and reallocating existing resources.  

ALIGNMENT WITH STRATEGIC PRIORITIES 
Across funding streams, there were clear examples of funded projects strongly aligning with the 

strategic priorities of reducing health inequities, enhancing clinical care and service excellence, 

improving system self-management, and reducing health system costs and increasing 

efficiencies. However, as many projects were newly implemented, formal evaluations to 

determine true impact had yet to be conducted. Therefore, the extent to which theses funding 
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project advance the strategic priorities of OH and its partners may become more salient once 

programs pass the implementation stage and have more experience maintaining their 

programming over time.  

Recommendations 

Based on the analysis of common themes, implementation strategies, and sustainability plans, 

key recommendations for successful implementation, sustainability, spread, and scale-up of 

digital health and virtual care projects are provided below.  

1) Support the development and implementation of standardized data collection 

methods and tools within and across funding stream to facilitate overall local, regional, 

and provincial impact assessments and enable continuous quality improvement. 

2) Conduct readiness assessments to better understand barriers, such as impact on 

workflows, capacity, commitment, and resource availability, where appropriate.  

3) Integrate projects into existing workflows, processes, and governance structures, 

where possible to avoid inefficiencies and duplication of work. 

4) Identify plans for sustainability (and spread and scale) in the project design phase 

and integrate these strategies during the implementation phase to ensure the project 

can operate effectively beyond its initial launch and funding period. 

5) Consider prioritizing the spread and scale of projects that demonstrate high value 

to maximize impact and effectiveness in scenarios with funding and resource constraints. 

Key recommendations to inform annual reporting and the structure of Closeout Reports are 

provided below.  

1) Standardize question(s) in Closeout Reports and surveys across funding streams to 

enable local, regional, and provincial comparisons of funding investments.  

2) Consider asking project teams to provide a description about existing partnerships, 

resources, and capabilities that will be used to support the project to determine the 

extent to which the funding investment enhances capabilities and maturity. 

3) Provide definitions for sustainability, spread, and scale in the Closeout Reports to 

ensure accurate reporting of processes and resources used for sustainability versus those 

used for spread and scale.  

4) Revise questions about sustainability to ask about processes, resources, and 

adaptations made to the project to sustain its use beyond the funding period. 
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1.0 Introduction 
1.1 Context 

Since the launch of Ontario’s Digital and Data Strategy6 by the Ministry of Health (MOH), several 

digital health and virtual care projects have been designed, adopted, implemented, and 

maintained by Ontario Health Teams (OHT), In Development Teams, and other healthcare 

organizations with the aim of enhancing access to care, improving communication between 

healthcare providers and patients, and streamlining administrative processes. Funding for these 

projects is overseen by Ontario Health’s (OH) Digital and Virtual Care Secretariat (DVCS). For 

the 2022–23 fiscal year (FY2022-23), the DVCS provided funding through eight funding streams:  

1) Virtual Urgent Care (VUC): Models of care to improve the patient experience and divert 

lower acuity patients with urgent health issues from emergency departments (ED) using 

digital health and virtual care innovations.7 

2) Remote Care Management (RCM): Models of care to ensure that patients receive 

appropriate clinical care in the community, including escalation to medical assessment or 

acute care where necessary, supported by virtual and digital tools that enable remote 

patient monitoring.8  

3) Surgical Transitions (ST): Models of care that streamline pre- and post-surgical delivery 

and processes while minimizing in-person contact through virtual options.9 

4) Tests of Change (ToC): The design and testing of digitally enabled models of care that 

have the potential to improve patient access, experience, and healthcare outcomes.10 

5) Online Appointment Booking (OAB): Solutions that enable patients to schedule 

appointments and receive appointment confirmations and reminders electronically within 

a self-serve environment that is available 24/7.11 

6) Unattached Patients (Generic Virtual Care, VC): Models of care that leverage digital 

health and virtual care innovations to connect patients to a primary care provider (PCP). 

7) Clinical Systems Renewal (CSR): Investments that increase access to and sharing of 

clinical information across sectors by enabling interoperability and/or reducing the 

fragmentation of clinical systems.12 

8) Patient Portals (PP): Investments to implement new or scale up existing PP programs.13 

In general, the development, adoption, implementation, and maintenance of these digital health 

and virtual care projects were informed by the priorities outlined in several foundational reports, 
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guidance documents, and strategies, such as the Premier’s Council Reports14,15, the Digital First 

for Health Strategy by the MOH16,17, the Digital Health Playbook for OHTs18,19, and the Annual 

Business Plan for OH.20 Overall, funded projects are intended to (1) transform how care is 

delivered; (2) build digital maturity for OHTs, In Development Teams, and other relevant 

healthcare organizations; and (3) contribute to the MOHs’ plan to build a modern, sustainable, 

and integrated healthcare system.17–20 

To assess impact, participating project teams were required to submit a Closeout Report and 

provide data on patient and provider satisfaction. To date, key learnings from Closeout Reports 

and surveys have yet to be analyzed in a systematic way to identify common themes and 

determine alignment with the strategic priorities of OH and its partners to inform funding decisions 

and health system performance. 

1.2 Purpose and Objectives 

The overall aim is to evaluate and make recommendations based on Closeout Reports and data 

on patient/provider satisfaction provided by funded projects in Ontario during FY2022/23 to inform 

ongoing efforts to optimize health system performance. The specific objectives are:   

1) To summarize information in Closeout Reports and identify common themes related to 

lessons learned, patient and provider experience, implementation, change management, 

structure, and sustainability within and across funding streams.  

2) To determine the extent to which funded projects within and across funding streams align 

with past and current strategic priorities of OH and its partners.  

3) To make recommendations to support the development and implementation of digital 

health and virtual care projects that align with the OHT model and can scale up to advance 

strategic priorities. 

2.0 Methodology 
2.1 Overview of Analytic Approach 

The Centre for Digital Health Evaluation (CDHE) conducted the following research activities:  

 Document analysis of Closeout Reports 

 Quantitative data analysis of patient and provider satisfaction surveys 

 Analysis of implementation considerations with the Implementation Science Team 

 Analysis of sustainability, spread, and scale with the Office of Spread and Scale 
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The document analysis and quantitative data analysis informed the identification of themes 

related to lessons learned, the patient experience, the provider experience, implementation, 

change management, structure, and sustainability (Phase 1). Subsequently, an analysis of 

implementation, sustainability, spread, and scale strategies was conducted to develop 

recommendations to support the successful development, implementation, and maintenance of 

digital health and virtual care projects (Phase 2). Further details are provided below. 

2.2 Document Analysis 

In total, there were 174 funded projects across eight funding streams (VUC [n=11], RCM [n=26], 

ST [n=29], ToC [n=16], OAB [n=61], Generic VC [n=3], CSR [n=20], and PP [n=8]), with 163 

Closeout Reports available for analysis. Table A1 in Appendix A provides an overview of the 

available data for each funding stream. To identify common themes within and across funding 

streams, a combination of natural language processing (NLP) and document analysis was used. 

NLP is a field of artificial intelligence and computational linguistics that enables the processing, 

classification, and analysis of text data.21,22 Document analysis is the systematic procedure for 

reviewing, examining, and synthesizing information from documents using an iterative process 

that combines elements of content analysis and thematic analysis.23 

2.3 Quantitative Data Analysis 

De-identified data from patient and provider satisfaction surveys were reviewed and integrated 

with findings from the document analysis, where available. The questions asked in the surveys 

varied across funded projects and funding streams. Examples of questions include overall 

satisfaction, ease of use, ability for the program to meet patient and provider needs, and net 

promoter scores. Table A2 in Appendix A provides additional information about the surveys. 

2.4 Analysis of Implementation 

Data were analyzed using an implementation science approach in collaboration with the 

Implementation Science Team at the Women’s College Hospital (WCH) Institute for Health 

System Solutions and Virtual Care (WIHV), who are leading experts in implementation methods 

and strategies to promote the adoption and integration of evidence-based practices, interventions, 

and policies to improve population health. Key themes from each funding stream were mapped 

to the Consolidated Framework for Implementation Research (CFIR 2.0)24,25, a theory-informed 

approach to identify what worked well, contextual factors that influence impact and uptake, and 

opportunities for improvement. 
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2.5 Analysis of Sustainability, Spread, and Scale 

Themes identified from each funding stream were also mapped to the Program Sustainability 

Assessment Tool (PSAT)26,27, an evidence-based planning tool used to identify facilitators, 

barriers, and strategies to sustain, spread, and scale projects. This work was conducted in 

collaboration with the Office of Spread and Scale at WIHV, who are leading experts in 

researching, consulting, and conducting capacity-building activities related to sustainability, 

spread, and scale of digital health and virtual care initiatives. 

2.6 Collaboration with Patient Partner Evaluators 

The CDHE collaborated with two Patient Partner Evaluators (PPEs) from the Patient Advisors 

Network (PAN) throughout the project. The PPEs were consulted to: (1) review and provide 

feedback on key themes identified; (2) co-develop recommendations to improve the patient 

experience; and (3) review and provide feedback on the interim and final deliverables. 

3.0 Results 
3.1 Scope of Funded Projects and Data Availability 

In general, participating project teams were responsible for designing and implementing their 

projects in accordance with the funding objectives of the funding stream. Therefore, the clinical 

and operational governance, technology, staffing, patient engagement, and health services 

offered by each funded project differed within and across funding streams. Moreover, the scope 

and size of the project, reported outcomes and metrics, and quality and comprehensiveness of 

information available in the Closeout Reports varied. As such, findings were primarily drawn from 

funded projects that submitted Closeout Reports that contained sufficient data. In particular, 78% 

(n=136) of funded projects had sufficient and reliable information on program effectiveness and 

72% (n=125) had sufficient and reliable information on program sustainability. For the purposes 

of this evaluation work, effectiveness refers to a project team’s self-reported achievement of its 

proposed objectives, targets, and/or deliverables with data or evaluation findings to support 

claims. Sustainability refers to the strategies that a project team reported it currently does or plans 

to do to maintain its programming over time. As effectiveness and sustainability were determined 

using self-reported data submitted by project teams that may want to demonstrate value and 

impact of their project, it is likely that the overall impact of the funded projects within and across 

funding streams is overestimated due to reporting biases.  
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3.2 Common Themes and Insights 

Participating project teams submitted a Closeout Report using a fillable form with mandatory 

questions to respond to. Based on the questions asked, data were summarized into the following 

themes, by funding stream: 

 VUC, RCM, ST, ToC, OAB, and Generic VC: Lessons learned, patient experience, 

provider experience, and sustainability. 

 CSR and PP: Implementation, governance, structure, and sustainability. 

A summary of identified themes for each funding stream is provided below. Further details are 

provided in Tables B1–B8 in Appendix B. 

VIRTUAL URGENT CARE (VUC) 

The VUC funding stream had 11 funded projects across 13 sites, representing four OH regions 

(East [n=3], West [n=4], Central [n=1], and Toronto [n=5]). All funded VUC projects were 

coordinated by hospital EDs. Key insights, organized by common themes, are described below.  

LESSONS LEARNED 
 Alternative staffing models (Nurse Practitioner (NP) or Physician Assistant led) may 

be better suited to support VUC because it was difficult to maintain physician coverage. 

Physicians reported that VUC impacted their scheduling and availability for shifts in the 

physical ED.  However, registration clerks were identified as key roles. 

 Autonomy for project teams to adapt VUC models empowered them to reflect on the 

needs of the population(s) served and foster engagement. Notably, VUC models that 

integrated patient perspectives and that standardized processes had greater patient 

volumes and were more likely to continue offering VUC beyond the funding period. 

However, even after tailoring services to meet the needs of populations, most sites 

offering VUC services were not fully booked on a consistent basis. 

PATIENT EXPERIENCE 
 Patients who used VUC were extremely satisfied: 94% of patients rated their overall 

experience as 8/10 or greater and over 80% of patients received adequate support for 

their health concern, believed they were able to manage the issue, had a plan they could 

follow, and knew what to do if the issue got worse or returned. 

 The main reasons for VUC use included not being able to make an appointment with 

their PCP (31%), feeling like VUC was most appropriate for their health condition (30%), 
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or feeling like the wait was too long until the next available appointment with their PCP 

(16%). Notably, 83% of VUC users had a PCP. 

 VUC improved access to care for some populations (e.g., urban-dwelling populations 

with low-acuity health concerns). However, marginalized, vulnerable, and underhoused 

populations who did not have access to technology (e.g., smartphones, internet) were not 

able to use VUC. Some programs partnered with local community organizations and 

health agencies to procure devices to enable greater access to care for these populations.  

 

 

PROVIDER EXPERIENCE 
 Voluntary participation led to 1) increased openness to innovate and contribute to 

system-level changes; 2) enthusiasm despite initial uncertainty; and 3) intrinsic motivation 

to help patients access care.  

 VUC platforms enabled providers to enter clinical encounters with more background 

knowledge of patient demographics and concerns. However, there were difficulties 

integrating VUC into legacy data systems and Electronic Medical Records (EMRs). To 

better support providers, workflow models that consider privacy, legal, ethical, and risks 

should be established at the program outset. 

SUSTAINABILITY 
 Common facilitators: Having local champions to guide VUC program delivery; 

incorporating patients throughout the design and implementation phases and using 

omnichannel marketing to increase awareness and adoption.  

 Common barriers: Lack of access to high-quality Information Technology (IT) to support 

new workflow models that consider privacy, risk, and legal perspectives, and lack of 

standardized data collection to support overall objective impact assessments. 

  

“The doctor was very nice. Usually, when I go in person, I sometimes feel that the doctor is very 
rushed… But I felt like the doctor maybe in the sense that it was virtual, and they didn’t have to 

travel much, they were able to spend a lot of quality time going through asking me questions that 
were relevant.” 
– VUC Patient 
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REMOTE CARE MANAGEMENT (RCM) 

The RCM funding stream had 26 funded projects, which included frail and elderly, mental health 

and addictions, home care, palliative, and chronic disease RCM programs.  

LESSONS LEARNED 
 The full function and impact of RCM may only be realized once RCM is standardized, 

distributed, and supported across the care continuum and standardized data collection 

efforts are designed and implemented to enable comparisons across programs. 

 RCM programs that were developed collaboratively and integrated within primary 

care settings, monitoring systems, and referral teams recruited more patients and had 

more widespread adoption. Working with community organizations to procure devices 

expanded access and adoption for patients who would not be able to participate otherwise. 

PATIENT EXPERIENCE 
 Majority of patients were satisfied with their RCM program and felt like it empowered 

them and provided them enough information to manage their health issue despite some 

concerns with the functionality and usability of the RCM application. 

 Participating in RCM seemed to decrease the number of primary care or ED visits, 

unplanned hospital readmissions, and wait times and increased appointment 

attendance and adherence to treatment plans. 

 Many funded projects modified their eligibility criteria to expand enrolment of diverse 

patient populations (e.g., removed criteria that required patients to have a PCP); thus, 

improving access to care for underserved populations.  

PROVIDER EXPERIENCE 

 Majority of providers were willing and open to use RCM, but a few were apprehensive 

because it was unclear how RCM aligned with workflows and responsibilities. Early buy-

in from leadership facilitated positive provider experiences and alleviated apprehension.  

 RCM decreased the number of in-person encounters and increased the number of 

remote clinical encounters. In some instances, the RCM program was not configured to 

the clinics’ workflow, leading to increased workload and inability to scale the program. 

However, providers were able to work with vendors to address these issues. 
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SUSTAINABILITY 
1) Common facilitators: Frequent communication and extensive collaboration prior to and 

during implementation; incorporating patient perspectives throughout the project lifecycle 

to ensure the needs of patient populations are at the forefront of planning and delivery; and 

identifying opportunities in the care pathway where RCM may be most valuable to support 

capacity limitations. 

2) Common barriers: Lack of clear governance structures and data sharing agreements 

(DSAs) between collaborating partners, including community organizations. 

SURGICAL TRANSITIONS (ST) 

There was a total of 29 funded ST projects, which included RCM for cardiac, thoracic, orthopedic 

(hip, knee, shoulder), gynecological, oncological, and colorectal surgeries.  

LESSONS LEARNED 
 ST programs that assessed patients for virtual readiness and provided adequate 

education about the ST program prior to surgery or discharge observed smoother 

transitions and better system improvements (e.g., reduced length of stay (LOS), ED visits, 

and re-admissions). 

 Interdisciplinary teams enabled knowledge transfer and sharing of insights; supported 

ongoing modification of ST programs to support patient needs; and improved access to 

care. ST programs that developed their eligibility criteria and care pathways 

collaboratively with patients and providers had higher enrolment.  

PATIENT EXPERIENCE 
 Patients were highly satisfied with the individualized onboarding and education, timely 

and clear resolution of concerns, increased access to resources and providers, improved 

discharge experiences, and improved post-operative recovery. 

 Many funded projects modified their eligibility criteria to expand enrolment of diverse 

patient populations or partnered with community organizations to procure devices that 

enabled participation; thus, improving access to care. 

PROVIDER EXPERIENCE 
 Providers felt that the ST solution enabled them to meet their patients’ needs and 

enhanced their ability to coordinate care. 

 Providers and staff were able to integrate the ST program into their workflow. While a 

few programs noted that existing systems were not aligned with ST program requirements, 

they were able to work with vendors to adapt workflows to meet their needs. 
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SUSTAINABILITY 
 Common facilitators: Consistent leadership support and clinical champions, robust 

partnerships among organizations to facilitate seamless transitions and build system 

capacity, and the identification of surgeries where ST may be most beneficial to strengthen 

functional capacity. 

 Common barriers: Lack of multidisciplinary teams to support continuity of care and lack 

of dedicated personnel to support recruitment and enrolment of patients. 

TESTS OF CHANGE (TOC) 

The ToC funding stream had 16 funded projects, ranging from the development and 

implementation of a frailty screening tool in primary care; the co-design of a virtual shared care 

platform to allow communication and coordination between Health Information Custodians (HICs) 

and non-HIC partners to improve navigation and transition for people experiencing homelessness; 

the use of Geographic Information System (GIS) technology and predictive modeling to inform 

population health management; the development of a multilingual bi-directional texting solution 

for Indigenous communities; and the development of a shared care record proof of 

technology/limited production release. 

LESSONS LEARNED 
 Organizations within OHTs have different capacities to implement and sustain 

programs. The most successful project teams conducted extensive planning with 

individual organizations, engaged broadly, and established trust between partners. 

 Project teams recognized the need to develop and implement clear and standardized 

definitions of reportable outcomes and metric calculations, and standardized data 

collection efforts to accurately assess impact.  

PATIENT EXPERIENCE 
 ToC programs enabled patients to receive the care they needed when they needed it. 

Programs improved health outcomes by assisting with the early identification of health 

risks and improved care coordination through real-time communication and collaboration. 

 Majority of project teams were committed to equity and designed their program using 

a patient-centred approach by collaborating with patients in the design, adoption, and 

implementation phases. As such, programs were able to enhance access to care by 

removing geographic and socioeconomic barriers. 
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PROVIDER EXPERIENCE 
 High provider and administrative staff satisfaction and improved clinical 

efficiencies by improving communication and data sharing channels. 

 Programs that included non-traditional and allied healthcare providers were able to 

alleviate the administrative and care burden and better distribute care among multiple 

trained providers, thus promoting collaboration. 

SUSTAINABILITY 
 Common facilitators: Having robust partnerships with internal and external stakeholders 

to facilitate knowledge exchange; having clinical champions and buy-in from all levels of 

staff and providers; sharing a common vision and purpose with governing bodies; and 

ongoing collection and/or access to quality data to determine impact and facilitate QI. 

 Common barriers: Lack of population health management tools and data standards and 

lack of standardized processes, quality data, and data sharing capabilities across 

organizations to reduce administrative burden and streamline processes. 

ONLINE APPOINTMENT BOOKING (OAB) 

There was a total of 61 funded OAB projects, which included the implementation of new OAB 

solutions or procuring additional licenses and recruiting providers onto existing OAB solutions.   

LESSONS LEARNED 
 Readiness varied across organizations as it was largely dependent on the availability 

of resources and trained personnel. Some organizations did not participate because they 

were concerned about the sustainability of OAB should funding run out. 

 Organizations who had higher overall patient, provider, and administrator experience 

scores mentioned that implementation was dependent on having dedicated roles for 

OAB. OHTs that had dedicated project manager and IT support positions had higher 

success and experience scores. In circumstances where there was a lack of training, OAB 

had lower patient uptake, and lower approval scores with administrators and providers. 

 Some appointment types were better suited for OAB than others. Physician and NP 

appointments were the most widely used, specifically for new issues, diabetes visits, and 

health reviews. More than half of the programs involved in OAB only offered the service 

for regular and recurrent appointment types such as prescription renewals, follow-ups on 

test results, immunizations, and new concerns. For same day/acute care appointments, 

OAB was not as beneficial because healthcare interactions required triaging and 

administrative staff review before confirming the appointments into providers’ schedules.  
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PATIENT EXPERIENCE 
 Majority of patients were satisfied with the OAB service (78%), reported it was easy to use 

(79%), and thought it was a better than having to call and book appointments (72%). 

 However, OAB was not as helpful for remembering appointments (only 22% 

remembered to keep their appointments) or changing appointments (only 14% were 

able to change their appointments themselves, only 8% were able to have 

family/caregivers change their appointments). 

PROVIDER EXPERIENCE 
 Many clinics were reluctant to make changes and incorporate new systems as they 

felt overwhelmed due to burn-out and staffing issues. Some providers reported 

concerns about losing control of their schedules with the incorporation of OAB.  

 Once implemented, 73% of providers and 64% of administrative staff were satisfied with 

the OAB service and felt confident to continue to use it in their practice. Approximately 

75% of providers felt the tool integrated well with their EMR. 

SUSTAINABILITY 
 Common facilitators: Having a clinical lead or champion to gather support and facilitate 

change management within the OHT and having dedicated positions to support OAB, such 

as a communication lead or project manager, to help with important tasks such as 

marketing OAB to patients and facilitating connections with vendors.  

 Common barriers: Fear of adding more work to already burnt-out providers, as the OAB 

program required some additional training; delays from vendors; and the additional work 

to maintain the OAB service and produce monthly data reports.  

UNATTACHED PATIENTS (GENERIC VC)  

There were 3 funded projects in the Generic VC funding stream, which all aimed to permanently 

attach patients to a PCP. 

LESSONS LEARNED 
 Use of long-term locum for physicians or including physicians from different 

primary care models (i.e., physicians from both Patient Enrolment Models and Blended 

Salary Models) better connected unattached patients to a PCP. 

 During the process of connecting and onboarding unattached patients, patients felt 

better supported with both in-person and virtual options, and additional navigation and 

administrative support. 
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 System-level approaches are needed to socialize what constitutes a PCP as some 

patients were not aware that NPs are PCPs.  

 

PATIENT EXPERIENCE 
 Patients reported feeling “better treated” when connected to a PCP and having improved 

health outcomes, particularly as they were able to participate in screening programs and 

routine check-ups with bloodwork.  

 Programs were committed to equitable access for unattached patients, including 

those from marginalized and/or vulnerable populations. Some programs worked with 

vendors to develop methods to track social determinants of health and patient affiliations 

(e.g., Indigenous status) to better support and tailor health services. 

PROVIDER EXPERIENCE 
 Flexibility and adaptability were needed to meet the varying needs of unattached 

patients when connecting and onboarding them to a roster.  

 Program management, shared care plans, and access to real-time, individual-level 

healthcare utilization data improved the delivery of care to unattached patients. 

SUSTAINABILITY 
 Common facilitators: Leveraging supports and relationships with acute and community 

care to identify and recruit unattached patients and share resources to best serve the 

unattached population in the region; building bridges with preceptors of university 

placement and residency programs to seamlessly hire new staff; and defining and 

quantifying the proportion of unattached patients to ensure there is health human resource 

(HHR) capacity to meet the demand for PCPs.  

 Common barriers: Lack of clinical champions or dedicated personnel with protected time 

to identify, connect, and onboard unattached patients. 

 

“Clients are so pleased to obtain a PCP. However, one of the ongoing challenges is clients are 
rostered to Nurse Practitioners and then a MD office calls and asks if they have a doctor and they 
say no, these persons have been seen, worked up and have a NP however they almost always 

will move to the MD's office that called.  This is a shortcoming of our system and will take a system 
level approach to creating a policy that does not allow this.  Perhaps if the persons who have an 
NP and have accepted to be rostered to one, if they choose to go to a MD then they can go back 

on healthcare connect as least priority as they are connected.” 
– Generic VC Project Team 
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CLINICAL SYSTEMS RENEWAL (CSR) 

There was a total of 20 CSR funded projects, which included projects that focused on the 

consolidation and integration of clinical systems or the expansion of modules in existing clinical 

systems (e.g., including hospice and home care modules). 

IMPLEMENTATION 
 Data migration challenges were a common occurrence. Significant time and resources 

were required for validating the transfer of health records while ensuring accessibility, 

usability, and compliance with internal and provincial regulations.  

 Establishing agreements (e.g., funding, legal, security and privacy) prior to 

implementation across organizations and with the vendor helped raise awareness of the 

features, functionalities, and possible limitations of the clinical system; ensured that the 

clinical system met the needs of all its users; and kept the vendor accountable. 

CHANGE MANAGEMENT 
 The primary factor that facilitated change was a strong desire to change by individual 

organizations and OHTs. However, it was still important to have a thorough discovery 

phase to assess feasibility and ensure all organizations involved understood all 

components and expectations. 

 Workflow and technical changes made to support one organization sometimes 

negatively affected other organizations. Finding common ground in the clinical system 

configuration and using a phased change management approach helped mitigate issues. 

STRUCTURE 
 Leveraging existing, mature, and well-defined governance structures helped facilitate 

project success and manage expectations among all project team members. 

 The most successful project teams consisted of key leadership personnel (e.g., Executive 

Directors, Vice Presidents) and management team members (e.g., Project Leads), 

supplemented with consultants. 

 Vendors must be fully engaged and willing to support the project team to ensure 

program success. Best practices include having a dedicated vendor team to help (1) map 

out and support the process workflow; (2) make changes to the application when needed; 

and (3) provide an effective deployment strategy. 

SUSTAINABILITY 
 Common facilitators: Having clinical champions; personnel with diverse skillsets to 

ensure comprehensive understanding of the clinical implications associated with decisions 
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related to data migration and workflow; clear communication channels and formal 

mechanisms for decision-making. 

 Common barriers: Lack of an Operational Service Agreement (or something similar) to 

clarify services provided by each participating party, ongoing fees and costs, operational 

governance structure requirements, reporting and auditing requirements, and dispute 

resolution processes delineating clear roles and responsibilities. 

PATIENT PORTALS (PP) 

The PP funding stream had eight funded projects, which included the development and 

implementation of new PP or the deployment and integration of applications into existing portals.  

IMPLEMENTATION 
 The differing stages of maturity of organizations within OHTs significantly impacted 

training, onboarding, configuration, marketing, and project outcomes. 

 Establishing agreements (e.g., funding, legal, security and privacy) was more 

complex than anticipated, with resource contention or competing priorities. 

CHANGE MANAGEMENT 
 There was variation in an OHTs’ capacity, willingness, and skill set for change 

management. Evaluating readiness, capacity, commitment, and resource availability 

helped develop effective work plans for change. 

 Successful projects generally had clearly defined clinical and patient champions who 

directed, guided, and communicated changes. Steering committees were used to 

support communication and information gathering. 

STRUCTURE 
 Strong project oversight, facilitated by governance structures, played a crucial role in 

monitoring progress, managing risks, and ensuring the project stayed on track. The most 

successful programs had a strategic planning project team comprised of project 

management, communication, change management, and oversight committees. 

 Engaging with a diverse range of stakeholders throughout the planning and 

implementation process contributed to a more comprehensive and well-rounded PP 

strategy. 

SUSTAINABILITY 
 Common facilitators: Strengthening relationships and collaborations between 

organizations, within and across OHTs and using omnichannel marketing to socialize the 

benefits of “patient access.”  
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 Common barriers: Lack of time to develop meaningful collaborations and lack of 

autonomy to adapt programs to meet local needs. 

3.3 Analysis of Implementation, Sustainability, Spread & Scale 

Insights and themes identified in Phase 1 were analyzed to determine key facilitators to successful 

implementation, sustainability, spread, and scale, and potential challenges. 

IMPLEMENTATION CONSIDERATIONS 

The CFIR 2.0 consists of five domains that interact to influence implementation effectiveness: 1) 

Innovation, 2) Outer Setting, 3) Inner Setting, 4) Individual, and 5) Implementation Process.25 

Each domain is comprised of constructs that reflect planned or spontaneous strategies in support 

of effective implementation. Additional information about the CFIR 2.0 is provided in Appendix C. 

Implementation strategies used by funded projects were mapped to the CFIR 2.0. A graphical 

depiction of this mapping exercise is shown in Figure 1. Areas with greater colour intensity (darker 

green) indicate that a higher proportion of funded projects within the funding stream used the 

implementation strategy (construct). Areas with lighter colour intensity (lighter green) indicate that 

a low proportion of funded projects used the implementation strategy. An implementation strategy 

may not be used because it was not relevant, not considered, or there was a lack of reported data 

to suggest it was used. 

Findings from the heat map indicate that there are common implementation strategies used by 

project teams across funding streams, as indicated by the darker green colours. Implementation 

strategies that are widely used by funded projects include: 

 Developing and implementing program-specific methods to capture data to determine 

impact and support sustained use of the evidence-based program. 

 Fostering positive attitudes, collaborative partnerships, and effective communication 

methods. 

 Adapting program models to meet the needs of its users and be recipient centred. 

 Planning for program reflection and evaluation.  

Implementation considerations that were not widely used (lighter green colours) include:  

 Ongoing collection of standardized data and evidence to modify, tailor, or refine the 

program or innovation to fit local context or needs. 
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 Routine collection of information about the priorities, preferences, and needs of 

organizations to guide implementation and delivery of the innovation (e.g., conducting 

readiness assessments or individual impact assessments). 

 Planning for unanticipated risks or large-scale barriers that may disrupt successful 

implementation and delivery of care at the outset (i.e., mitigation strategies). 

 

 
Figure 1. The degree to which each funding stream used implementation strategies in alignment 
with the CFIR 2.0  

SUSTAINABILITY, SPREAD, AND SCALE 

FUNDING STABILITY 
Nearly all projects stated that the primary barriers to sustainability were lack of sustained funding 

(67%, n=109) or lack of HHR capacity due lack of sustained funding (31%, n=51). While the one-

time funding provided by OH enabled many project teams to lay the foundation for their innovation 

(e.g., establish steering committees, engage stakeholders, procure licenses and technology), lack 

of sustained funding made it challenging to retain team members and resources, support change 

management and training initiatives, conduct evaluations, and adapt projects over time. In 

addition, the lack of sustained funding created feelings of hesitancy among a few organizational 

leaders, providers, and staff, as they did not want to promote or offer a program to their patients 

that would be subsequently shut down due to lack of funding. However, project teams reported a 

strong desire for change, which motivated them to identify other funding sources (e.g., grant 

funding) or innovative methods to continue working under funding and HHR constraints.  

 
 
 
 
 
 

 

“There is no doubt that the [project team] will rise again to this challenge, it's just important to be 
mindful that interrupted/ discontinuous funding patterns disrupt the workflow, and also make it hard 

to retain team members, talent and the resources required to get to the next step.”  
– CSR Project Team 
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PROJECT TEAMS AND PROGRAM MODELS TO SUSTAIN PROJECTS 
Across funding streams, the most successful project teams (i.e., projects that achieved their 

stated objectives) had project management, communication, change management, and oversight 

committees comprised of organizational leaders with decision-making authority; providers and 

staff from different healthcare sectors; dedicated personnel to perform administrative tasks; 

clinical and patient champions with influence; and consultants that were engaged on an ad-hoc 

basis. Information on the composition of project teams, how these individuals were engaged and 

onboarded, how roles and responsibilities were determined, and what value these individuals 

brought to the project was not provided in the Closeout Reports.  

Project teams reported that it was difficult to hire additional providers and/or staff to support 

program sustainability. That said, partnerships with community and commercial organizations and 

health agencies played a critical role in supporting programs by providing additional resources, 

expertise, and access to populations. For example, several RCM projects worked with community 

organizations to develop more comprehensive care plans for priority populations (e.g., 

Indigenous, geriatric, and racialized populations) that addressed the patient's care and social 

needs and procured devices to improve access. In other instances, several ST projects partnered 

with food and hospitality groups to address the unmet social needs of their patients. 

Other strategies that project teams used to support sustainability included:  

 Conducting a needs assessment to determine the optimal number of full-time equivalent 

(FTE) positions required and then re-allocating FTE positions based on the identified 

needs and workload. For example, rather than using funding to hire more PCPs, Generic 

VC projects were able to reallocate FTE of existing PCPs. In doing so, patients were able 

to be connected to a PCP despite HHR constraints. 

 Setting expectations for collaborating partners, such that funding may only support initial 

implementation activities (e.g., procuring licenses and devices) and not long-term costs 

(e.g., license renewals). For example, project teams looking to scale OAB ensured new 

partners were aware of and planned for costs associated with renewals and maintenance.  

 Only partnering with organizations that could provide in-kind resources. However, project 

teams noted that over time, it has become more difficult to produce in-kind contributions. 

For example, in RCM, as the number of external referrals continued to grow, the patients 

admitted who were from other hospitals and the community increased; thus, making it 

more difficult to produce the required in-kind contribution. 
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POTENTIAL FACILITATORS TO SUSTAINABILITY 
Other factors that influenced sustainability across funding streams are summarized in Table 1.  

Table 1. Facilitators to program sustainability across funding streams, informed by the PSAT26 
Factor Potential Facilitators 
Environmental 
Support 

Working with project teams that have established similar programs or innovations 
who can share learnings and bring in other partners. 

Funding Stability Long-term, ongoing, or consistent funding from multiple sources allowed programs 
to sustain themselves beyond initial “Go-Live” date. Funding sources included OH 
funding, grants, and in-kind resources.  

Partnerships Adequate time to establish strong relationships with collaborating organizations and 
vendors. Partnerships can include formal, non-traditional, and allied healthcare 
professionals to build systems capacity. 

Organizational 
Capacity 

Leveraging existing, mature, and well-established governance structures, work 
plans, and care pathways established by organizations with sufficient resources. 

Program 
Evaluation 

Established methods for data collection to conduct evaluations to inform future 
plans. Formal mechanisms for ongoing monitoring and quality checks to ensure the 
program was still working as intended, and the ability to adapt the program if needed 
(e.g., if the program was not meeting its goals). 

Program 
Adaptation 

Autonomy and flexibility to adapt aspects of the program model to meet the needs 
of its users (e.g., organizational leaders, providers, and patients). 

Communications Strong, consistent, and ongoing communication between all current and future 
organizations and stakeholders involved, including patients. 

Strategic 
Planning 

Having a clear understanding about how the program currently operates/functions 
to plan for next steps while identifying challenges early. 

SPREAD AND SCALE 
As nearly all funded projects were pilot projects and/or newly designed models of care, there were 

minimal instances of projects moving beyond the implementation or sustainability phase to 

consider factors related to spread and scale, unless the projects’ primary objective was to scale 

an existing program (e.g., some OAB projects). Based on available data, it was also not possible 

to identify which individual funded projects merited local, regional, or provincial expansion.  

Notably, the terms sustainability, spread, and scale were often used interchangeably. For 

example, it was common for project teams to discuss strategies applicable to spread and scale 

but label it as sustainability. Nonetheless, the following strategies were commonly used by funded 

projects across funding streams to achieve spread and scale: 

 Evaluating readiness, capacity, commitment, and resource availability throughout 

the project lifecycle to develop effective work plans for change. 

 Conducting Health Equity Impact Assessments when spreading and scaling programs 

to new communities and populations. 

 Strengthening the social system to support all patient populations.  
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 Identifying core components of the program (key aspects of the program that need to 

be in place for the program to function) and adaptable forms (aspects of the program that 

can change) and having the ability to change the adaptable forms based on need(s). 

 Developing methods to collect and use reliable, high quality, and standardized data to 

guide spread and then refining spread efforts as needed, based on feedback from 

evaluations, QI efforts, and system performance data. 

3.4 Alignment with Strategic Priorities 

To determine alignment with strategic priorities, OH’s Annual Business Plan20 and the Digital 

Health Playbook28 were used as reference documents. This work was also informed by the 

Quintuple Aim.29  

REDUCING HEALTH INEQUITIES 

Reducing health inequities refers to the innovations, processes, and partnerships used to improve 

access to quality care for those who need it most. This includes addressing the distinct care and 

social needs of individuals and communities.  

Based on available data, it seemed like all programs aimed to improve equitable access and felt 

that it was a shared priority. Notably, the RCM, ToC, Generic VC, and PP funding streams seemed 

to demonstrate the most impact at reducing health inequities. This is because they had programs 

that were clearly designed to improve access to care for marginalized, vulnerable, and/or other 

underserved populations. Importantly, these programs were co-designed with alongside these 

populations and extensive time was spent developing partnerships prior to implementation. For 

example, a ToC project to develop a multilingual text-based service for Indigenous communities 

was led by Indigenous organizations. 

The extent to which other programs reduced health inequities could not be determined based on 

data available. For example, across funding streams, several project teams reported that 

partnerships with patients and community organizations were important. However, it was not clear 

how these patients and communities were engaged. In addition, while some programs cited equity 

concerns, it was not clear if the concerns were resolved. For instance, a few RCM and ST project 

teams noted that lack of access to devices to support participation was a concern. However, only 

three programs were able to procure devices for patients.  
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ENHANCING CLINICAL CARE AND SERVICE EXCELLENCE 

Enhancing clinical care and service excellence focuses on prioritizing the complete health and 

well-being of patients. It aims to advance positive health outcomes and elevate experiences 

throughout the healthcare system. 

Based on the reported data, we found that all funded streams served to optimize clinical care and 

services. Evidently, RCM, ST, VUC, and ToC projects were the most notable in their efforts to 

enhance favourable health outcomes and experiences. These programs were expressively 

tailored to improve patient experiences, ensure access to care, and prioritize their needs. Notably, 

these funded programs have shown initiatives to engage in patient readiness, education, and 

support to ensure that patients are adequately informed on care practices and can play an active 

role in the self-management of their care. Alongside this, provider experiences have also shown 

to be improved due to increased time for providers to engage with patient care delivery due to a 

decline in needing to conduct administrative duties, as well as reducing the overall burden on the 

healthcare team. In addition, these four funding streams have captured patient usage data and 

reported positive feedback, with an average of 85% of patients reporting that they were satisfied 

with their outcomes and experiences using these services. Providers, too, have reported positive 

outcomes, expressing satisfaction and acceptance of programs, along with a noticeable reduction 

in their workload. However, while the overarching goal has been to streamline patient care, some 

other programs did not clearly indicate their outcomes for healthcare outcomes or organizational 

system improvements. 

SYSTEM SELF-MANAGEMENT 

System self-management refers to the ability for project teams to improve performance using 

strong information management practices and advanced predictive analytics.28  

As the majority of RCM, ST, and Generic VC programs were in the implementation phase, strong 

information management practices were still being developed. For example, while partnerships 

between providers have been developed to support RCM, ST, and Generic VC projects, data 

were not consistently available to these providers. In addition, although RCM, ST, and Generic 

VC projects emphasized the need for standardized data, reporting and measurement was done 

typically done on an ad hoc basis. Data-driven approaches to system planning and population 

health management have yet to be realized in these funding streams.  
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OAB and PP programs, which required integration to into clinical systems, as well as the CSR 

funding stream, have potential to greatly advance system self-management. Project teams 

reported greater access to and sharing of health information between sectors to support the 

delivery of care through increased interoperability and reduced fragmentation of clinical systems. 

With the funding received, all project teams were able to lay a foundation for strong information 

management practices (e.g., established privacy, security, and legal agreements, engaged in 

data migration and consolidation activities). Over time, it is likely that these projects build digital 

maturity and capabilities to conduct real-time reporting and advanced predictive analytics.   

Notably, 50% of ToC projects were population health management initiatives that aimed to 

establish data sources and develop data-driven approaches for system planning. Several 

programs were able to successfully develop methods to standardize data, improve data quality, 

and lay the groundwork for data sharing between systems: thus, advancing system self-

management priorities. As these projects move past the pilot phase, there is opportunity move 

towards the use of data-driven approaches and advanced predictive analytics. 

REDUCING HEALTH SYSTEM COSTS AND INCREASING EFFICIENCIES 

This strategic priority is focused on decreasing healthcare expenditures while optimizing the use 

of resources and processes. This involves streamlining workflows, eliminating wasteful practices, 

enhancing resource allocation, and adopting innovative technologies to achieve cost savings 

without compromising the quality of patient care. 

Across some funding streams, project teams have identified some overall health system 

efficiencies that seemed to reduce health system costs. For example, 50% of RCM programs 

(n=13) reported improved organizational efficiencies and reduced health system costs as a result 

of early intervention and consistent monitoring. Efficiencies gained include diverting patients from 

primary care offices, thus creating more capacity for PCPs; avoiding unnecessary ED visits; and 

reducing avoidable hospital admissions. Notably, RCM programs that reported no cost savings 

or gains in efficiency observed that while the number of in-person encounters decreased, the time 

spent with a provider virtually increased due to an increased need for IT support to use the RCM 

technology. Similar trends were observed among ST programs, with 62% of programs reporting 

improved efficiencies and reduced health system costs (mainly due to increased number of same-

day discharges, reduced LOS, and reduced hospital re-admissions and ED visits). In general, 

programs that reported cost savings or gained efficiencies noted that 1) it was too early in the 

implementation phase to determine system costs and efficiencies or 2) any costs saved were 



 22

offset by the significant costs required to support the program (e.g., ongoing technical integration 

costs, licensing fees, and HHR to support monitoring).  

OAB and ToC programs demonstrated some gained efficiencies. For example, OAB improved 

administrative capacity (e.g., fewer phone calls and reduction in administrative burden in booking 

appointments) and streamlined processes for providers. However, cost savings associated with 

OAB and ToC projects remain unclear based on the information provided. 

VUC programs did not demonstrate significant cost savings when compared to in-person ED 

visits. No gained efficiencies were observed as having ED physician-led VUC programs created 

scheduling and availability issues for in-person ED care. The CSR, PP, and Generic VC Closeout 

Reports did not have information on health system costs or efficiencies.  

Overall, some funding streams (VUC, RCM, ST, OAB, and ToC) seemingly showed some impact 

on reducing health system costs and/or improving efficiencies. However, as demonstrated in the 

quote below, it is difficult to make direct connections between a newly implemented program with 

cost savings or efficiencies, as cost savings may be offset by program costs and efficiency gains 

may not result in cost savings without compromising care. Results may become more salient once 

programs pass the implementation stage and have more experience maintaining their 

programming over time. In addition, overall results should be interpreted with caution, as formal 

evaluations and cost effectiveness analyses have not been conducted, and some conclusions 

were drawn from programs with small sample sizes. 

 

 

 

“The assertion that we obtain efficiencies by providing virtual care may not be accurate. Patient 
experience, outcomes and the quality of service are enhanced at a cost. ER diversion alone does 
not create an environment where costs can be shifted between departments. Shortened length of 

stay can leave patients feeling vulnerable and unsupported.”  
– ST Project Team 

 

“While we have identified some overall health system efficiencies, it has yet to be determined if 
these efficiencies can be linked to a specific dollar amount savings, but it is important that we 

continue. RCM is the right thing to do to support the most vulnerable members of our community to 
ensure they receive the right care by the right providers at the right time, to provide education and 

to intervene early to keep people healthy in their homes for as long as possible.”  
– RCM Project Team 
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4.0 Recommendations and 
Discussion 

4.1 Recommendations 

Key recommendations for successful implementation, sustainability, spread, and scale-up of 

digital health and virtual care projects are provided below. 

RECOMMENDATIONS FOR PROJECT TEAMS 

1) Support the development and implementation of standardized data collection 

methods and tools. Project teams reported that the capacity to collect, share, integrate, 

analyze, and react to data and evidence needs to be strengthened. Standardizing data 

collection tools within and across funding streams can support overall local, regional, and 

provincial impact assessments and enable continuous QI. 

2) Conduct readiness assessments to address potential barriers or gaps to 

implementation, where appropriate. Readiness assessments can help determine site-

specific factors, such as capacity, resource availability, and organizational support. For 

example, assessing readiness prior to integrating an OAB solution may improve uptake as 

supports and mitigation strategies can be developed in response. 

3) Integrate projects into existing workflows, processes, and governance structures, 

where possible. Rather than developing new ways of working, which can create 

inefficiencies and lead to the duplication of work, identify areas that can be leveraged or 

adapted to suit the needs of the project. 

4) Identify and incorporate plans for sustainability (and spread and scale) in the project 

design phase and integrate these strategies during the implementation phase. For 

example, many projects used funding to hire contract positions to support project 

implementation but did not consider how they would retain team members to maintain 

programming. Thus, designing a project to be sustainable at the outset ensures that it can 

operate effectively beyond its initial launch and funding period. 

5) Consider spreading and scaling projects based on high-value use cases. As funding 

and HHR constraints continue to be a challenge, project teams should consider a process 

for determining use cases that demonstrate highest value or impact until more sustainable 

funding is obtained. 
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RECOMMENDATIONS FOR REPORTING 

1) Standardize question(s) across funding streams to enable local, regional, and 

provincial comparisons. While there are nuances to each funding stream that should be 

captured in the Closeout Reports, consider standardizing a few questions related to 

lessons learned, implementation, and/or sustainability. This could enable the evaluation of 

investments across OH Regions and funding streams and produce best practices to be 

shared widely with OHTs, In Development Teams, and other healthcare organizations. 

2) Consider asking project teams to provide a description about existing partnerships, 

resources, and capabilities that will be used to support the project. In turn, the extent 

to which the funding investment enhanced capabilities and maturity can be determined. 

Further analysis can also be conducted to determine program effectiveness between 

project teams with high versus low baseline capability/maturity, and how to better share 

and distribute resources.  

3) Provide definitions for sustainability, spread, and scale in the Closeout Reports for 

project teams to refer to. The terms sustainability, spread, and scale were often used 

interchangeably. Providing definitions for each concept will help distinguish processes and 

resources used for sustainability versus those used for spread and scale.  

4) Revise questions about sustainability to ask about processes, resources, and 

adaptations made to the project to sustain its use beyond the funding period. To 

ensure that sustainability, spread, and scale are considered during the project design 

phase and integrated during the implementation phase, consider asking questions about 

the processes created/adapted or resources contributed to continue programming following 

the end of the funding period. 

KNOWLEDGE RESOURCE FOR OHTS 

Based on findings and the key recommendations put forth, a knowledge resource for OHTs, In 

Development Teams, and other healthcare organizations was developed, which aims to: 

 Provide users with a list of best practices when designing, adopting, and implementing, 

evidence-based projects to build capacity for sustainability, spread, and scale.  

 Support and inspire continuous improvement and growth of digital health and virtual care 

projects in Ontario in alignment with the strategic priorities of OH and its partners. 
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4.2 Limitations and Considerations 

Although methodologically rigorous data analyses and synthesis activities were used, the report 

is limited by the quality of the data we reviewed. First, heterogeneity in the design and 

implementation of projects within and across funding streams made monitoring the degree of 

fidelity and effectiveness of the investment challenging. In addition, as reported outcomes and 

metrics varied across programs, only general comparisons within and across funding streams 

could be made. To support overall impact assessments in the future, having a subset of 

standardized data collection from the outset is recommended. 

Second, data from satisfaction surveys and Closeout Reports were not validated. This evaluation 

work relies solely on submitted information and data, and no additional data collection activities 

occurred. There may be reporting biases, as all information provided is self-reported by the project 

teams and the overall impact of the funded projects is likely to be overestimated. Results in this 

report should be interpreted alongside other performance metrics and utilization data submitted 

directly to OH by participating project teams.  

Finally, a comprehensive analysis on the impact funding had on capacity and maturity was not 

possible due to the lack of information on project scope, composition of the project team, the 

availability of resources prior to and during the funding period, and the amount invested. 

Information on a programs’ initial baseline and current state is needed to determine how much 

the program has changed since funding initiation. 

4.3 Implications and Future Opportunities 

As the health system continues to evolve and more innovative digital health and virtual care 

projects are developed, implemented, and maintained, there is an opportunity to expand upon 

this evaluation work. 

 More comprehensive data on project effectiveness (e.g., individual-level healthcare 

utilization data) would enable more reliable conclusions to be drawn with a higher level of 

confidence. Individual-level healthcare utilization data and health outcomes data would 

provide a more accurate comparison of funding streams. In addition, the extent to which 

funded projects advanced the strategic priorities could be determined. 

 With supplementary information regarding the size and expertise of the project team and 

the availability of existing resources, both baseline and current maturity and capacity could 

be determined. With this information, the extent to which the funding investments changed 
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maturity and capacity could be evaluated. Findings could be stratified by funding stream, 

OH Region, and/or baseline maturity or capacity. 

 To supplement findings, a comparison of similar investments across provinces and 

countries could be conducted to determine how funding decisions are made, and how data 

is analyzed to assess impact on strategic priorities by different governing bodies. Best 

practices for designing, implementing, and sustaining programs nationally and 

internationally could also be identified as many programs are developed in parallel. 

 Additional analyses could be conducted to evaluate funding investments across regions, 

provinces, and countries to inform data collection efforts, best practices for implementation 

and sustainability, analytic approaches, and investment strategies.  

Consistent evaluation of investments across funding streams over successive fiscal years could: 

 Facilitate longitudinal and repeated measure analysis to guide benchmarking, 

growth, and strategic planning within and across OHTs, OH Regions, and funding 

streams. 

 Play a role in shaping quality standards for all digital health and virtual care projects in 

Ontario, with an emphasis on standards that advance the strategic priorities of OH and 

its partners. 

 Promote more consistent investments in digital health and virtual care projects that 

advance strategic priorities and improve health system performance. 

5.0 Conclusion 
In FY2022-23, the DVCS provided funding to 174 digital health and virtual care projects through 

eight funding streams (VUC, RCM, ST, ToC, OAB, Generic VC, CSR, and PP). To determine the 

impact that these funded projects had on advancing the strategic priorities of OH and its partners, 

the CDHE conducted a systematic evaluation of the funded projects to derive key insights. 

Key challenges in the evaluation included: 1) difficulty determining the degree of fidelity and 

effectiveness of the investment based on the available data; 2) difficulty drawing comparisons 

across funding streams due to varied outcomes and metrics reported across programs; and 3) 

the potential of reporting biases as data was not validated. 

Despite the challenges, strengths and areas for improvement related to program implementation, 

sustainability, spread, and scale were identified. In addition, it was determined that while some 
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funded projects across funding streams demonstrated impact on advancing strategic priorities 

related to reducing health inequities, advancing clinical care, enabling system self-management, 

and reducing health system costs and increasing efficiencies. 

Based on findings, key recommendations for the implementation, sustainability, spread and scale 

of funded projects that have potential to advance provincial strategic priorities include: 1) 

supporting the development and implementation of standardized data collection methods and 

tools; 2) conducting readiness assessments; 3) integrating projects into existing workflows, 

processes, and governance structures; 4) incorporating plans for sustainability (and spread and 

scale) in the project design phase and integrate these strategies during the implementation phase; 

and 5) prioritizing spread and scale of projects based on high-value use cases, where appropriate.  

To address data challenges, recommendations to improve the collected and analysis of data from 

Closeout Report include: 1) standardizing question(s); 2) providing definitions for sustainability, 

spread, and scale in the Closeout Reports; 3) revising questions about sustainability to ask about 

processes, resources, and adaptations made; and 4) asking project teams to provide a description 

of existing partnerships, resources, and capabilities that will be used to support the project. 

Overall, as the health system continues to evolve and more innovative digital health and virtual 

care projects are developed, implemented, and maintained, it is important to continue evaluating 

investments to determine alignment with the OHT model and that can scale up to continue to 

advance strategic priorities. 
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Appendix A 
Overview of Data from Funded Projects 

Table A1. Data available from funded digital health and virtual care projects in FY2022-23 

Funding Stream 
Number of 

Funded 
Projects 

Availability of 
Closeout Reports, 
Lessons Learned 

Reports and/or 
Sustainability Plan 

Availability of 
Patient and 

Provider 
Satisfaction 
Survey Data 

Virtual Urgent Care (VUC) 11* X ✓ 

Remote Care Management (RCM) 26** ✓ ✓ 

Surgical Transitions (ST) 29** ✓ ✓ 

Tests of Change (ToC) 16*** ✓ ✓ 

Online Appointment Booking (OAB) 61 ✓ ✓ 

Unattached Patients (Generic VC) 3 ✓ X 

Clinical Systems Renewal (CSR) 20 ✓ X 

Patient Portals (PP) 8 ✓ X 
Total number of funded projects 
included in this evaluation work 

174 163*,**,***  

*VUC had 11 projects funded across 13 sites and two were funded for only six months.   
*VUC funding during FY2022/23 were extensions of FY2021/22. Therefore, no formal Closeout Report 
was required.  
**One team from each of RCM and ST did not submit provider survey data before the survey closed. 
***ToC projects were not required to collect patient or provider satisfaction data, although one program 
did collect and share that data. 
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Table A2. Overview of patient and provider satisfaction data received †,‡ 

Funding 
Stream 

Example of Questions on the  
Patient and Provider Satisfaction Surveys 

VUC Patient Satisfaction Survey: 
 Reason for choosing VUC. 
 Overall experience with VUC. 
 Satisfaction rating with ease of scheduling virtual appointment. 
 Satisfaction rating with wait time. 
 Overall satisfaction rating with virtual visit. 

Provider Satisfaction Survey: N/A 

RCM Patient Satisfaction Survey: N/A 

Provider Satisfaction Survey: 
 Usability of remote monitoring program. 
 Ability of the remote monitoring program to: 

o Create efficiencies. 
o Enable providers to meet patient’s needs. 
o Enhance coordination for continuity of care. 
o Improve the health of patients. 

 Overall satisfaction with remote monitoring program. 

ST Patient Satisfaction Survey: N/A 

Provider Satisfaction Survey:  
 Usability of remote monitoring program 
 Ability of the remote monitoring program to: 

o Create efficiencies. 
o Enable providers to meet patient’s needs. 
o Enhance coordination for continuity of care. 
o Improve the health of patients. 

 Overall satisfaction with remote monitoring program. 

OAB Patient Satisfaction Survey: 
 Ease of scheduling appointment online. 
 Efficiency of scheduling appointment online versus in-person. 
 How OAB improved access. 
 Overall satisfaction with OAB. 

Provider Satisfaction Survey: 
 How OAB improved efficiencies. 
 Net promoter score. 
 Overall satisfaction with OAB. 

†This table provides an example of data collected from the patient and provider satisfaction surveys and 
does not reflect all the questions included in the surveys that were administered by each project. 
‡ToC, Generic VC, CSR, and PP funding streams did not collect data on patient and provider satisfaction.
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Appendix B 
Common Themes Identified for Each Funding Stream 

VIRTUAL URGENT CARE (VUC) 

Table B1. Common themes identified for the VUC funding stream 
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  Creating VUC Teams: Alternative staffing models may be better suited for VUC (e.g., NP or 
Physician Assistant led models). However, registration clerks or dedicated personnel for 
administrative tasks were identified as vital roles. 

 Designing and Implementing VUC Programs: Incorporating patient perspectives throughout the 
project life cycle and ensuring programs have local autonomy to adapt the program model helped 
ensure the needs of local communities were addressed. 

 Funding Models: Employing different funding models helped bring disparate organizations together 
and led to program improvements. 
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  Patient Satisfaction: Nearly all patients were satisfied with their VUC experience. 

 VUC Use Cases: Majority of patients using VUC had a PCP but used VUC because they could not 
get an appointment with their PCP (31%); felt like the VUC service was most appropriate for their 
health concern (30%); or felt like the wait was too long until the next PCP appointment (16%). 

 Access to Care and Equity: Underserved, marginalized, and vulnerable populations lacked 
resources to access VUC services. Project teams who worked with local community organizations 
and health agencies to procure devices improved access for these groups. 
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  Provider Satisfaction: ED providers appreciated the opportunity to speak to their patients in a calm 
and relaxed environment. 

 Acceptability and Adoption: Voluntary participation led to increased openness to innovate and 
contribute to system-level changes; enthusiasm despite initial uncertainty; and intrinsic motivation to 
help patients access care in a timely manner. 

 Workflows and Processes: While VUC enabled providers to enter clinical encounters with more 
background knowledge of patient demographics and concerns, workflows still need to be adapted to 
include privacy, legal, ethical, and risk considerations. 
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 Leadership and Champions: Having local champions or program leads improved engagement and 
encouraged adoption. 

 Communication and Collaboration: Leveraging omnichannel marketing methods improved patient 
awareness and engagement. Collaborating with IT departments or personnel skilled in digital 
transformation ensured robust support. 

 Data Standards and QI: Recognized need to standardize data collection efforts across organizations 
to support overall regional and provincial impact assessments and enable continuous QI. 
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REMOTE CARE MANAGEMENT (RCM) 

Table B2. Common themes identified for the RCM funding stream. 
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 1. Function and Value: Standardizing, distributing, and supporting RCM across the care continuum 
may enhanced its function and value across healthcare sectors. 

2. Creating RCM Teams and Collaboration: Recognized need to develop RCM programs 
collaboratively and better integrate them within primary care settings.  

3. Data Standards and Reporting: Recognized need to develop and implement standardized data 
collection efforts to accurately assess the true impact of RCM programs and enable meaningful 
comparisons. 
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  Patient Satisfaction and Engagement: Majority of patients were highly satisfied and felt 

empowered and educated for self-management. However, some patients had concerns regarding 
the functionality and usability of the RCM application.  

 Patient Outcomes: Reduced the number of primary care or ED visits, unplanned hospital 
readmissions, and wait times. Compared to in-person-only models, RCM demonstrated greater 
effectiveness in identifying and addressing patient concerns. 

 Access to Care and Equity: Improved access to care for populations that otherwise faced access 
barriers. Notably, some programs adapted their eligibility criteria to better include diverse patient 
populations (e.g., removed eligibility criteria that required patients to have a PCP). 

P
R

O
V

ID
E

R
 E

X
P

E
R

IE
N

C
E

  Acceptability: Majority of providers were willing and open to using RCM. However, a few providers 
were apprehensive because it was unclear how it aligned with professional designations and 
administrative tasks. 

 Workflow and Processes: Notable reduction in the number of in-person encounters and a 
corresponding increase in the number of remote clinical interactions. Granted providers with better 
access to real-time patient information, ultimately leading to more effective and personalized care 
delivery. However, challenges arose when the program was not well-aligned with existing 
workflows, resulting in increased workload and difficulties in scaling the program. Nonetheless, 
providers collaborated with vendors to address these issues. 

 Collaboration: Fostered collaboration among providers, empowering them to enhance their 
knowledge, skills, and experience in delivering specialty care. 
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  Communication and Collaboration: Strong and consistent leadership support improved staff 

engagement and commitment.  

 Governance and DSA: Recognized need to establish clear governance structures and DSA among 
collaborators to spread and scale program. 

 Use Cases: Identifying specific points in the care pathway where RCM can offer the most value 
enhances the potential benefits for patients and increases the capacity of the program. 
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SURGICAL TRANSITIONS (ST) 

Table B3. Common themes identified for the ST funding stream 
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 Patient Readiness, Education, and Support: ST programs that assessed patients for virtual 
readiness prior to surgery or discharge observed smoother transitions and better continuity of care. 
ST programs that provided patients with adequate education prior to surgery or discharge observed 
educed LOS, ED visits, and readmissions.  

 Collaboration: Interdisciplinary teams facilitated knowledge transfer and sharing of insights and 
supported ongoing modification of ST programs to meet patient needs.  

 Access to Care and Equity: Recognized need to develop eligibility criteria and care pathways in 
collaboration with patients and providers to improve program access and enrolment. In addition, 
project teams who worked with local community organizations and health agencies to procure 
devices improved access to RCM programs. 
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 Patient Satisfaction and Outcomes: All patients were highly satisfied with their experiences and 
with the individualized onboarding and education they received. Patients reported improved 
discharge experiences, timely and clear resolution of concerns, and increased access to resources 
and providers. 

 Patient Education: Offering the ST program prior to surgery or discharge provided patients with 
access to pre- and post-operative education, monitoring, and additional reassurance when preparing 
to return home from hospital. 

 Access to Care and Equity: Underserved, marginalized, and vulnerable populations lacked access 
to resources to participate. Project teams who worked with local community organizations and health 
agencies to procure devices improved access for these groups. 
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  Provider Satisfaction: Majority of providers felt that the ST solution enabled them to meet their 
patients’ needs; enhanced their ability to coordinate care; and was easy to use. 

 Reduced Burden: Reduced the number of (unnecessary) calls to health team/surgeons' office; thus, 
reducing administrative workload. 

 Workflow and Processes: Both providers and administrative staff were able to successfully 
incorporate the ST program into their workflow with ease. While a few programs noted that existing 
processes were not aligned with ST program requirements, providers were able to work with vendors 
to adapt workflows to meet their needs. 
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 Leadership and Champions: Strong and consistent leadership support enhanced engagement, 
increased program adoption, and helped achieve enrolment targets. 

 OHT and Member Capacity: Strengthening partnerships among organizations fostered the 
development of innovative models of care to facilitate seamless transitions; built systems capacity; 
and improved the patient experience. Programs that onboarded additional staff solely to support 
recruitment and enrolment of patients eased the burden placed on individual providers and enabled 
program growth.  

 Use Cases: ST programs demonstrated the most value when supporting colorectal and orthopedic 
surgeries. Rather than spreading to all types of surgeries, identifying surgeries where ST may be 
most value may be beneficial to support health human resource concerns. 
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TESTS OF CHANGE (TOC) 

 Table B4. Common themes identified for the ToC funding stream. 
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 Data Standards and Reporting: Recognized need to develop and implement standardized and 
longitudinal data collection efforts to accurately assess impact. This includes developing and 
implementing clear and standardized definitions of reportable outcomes, metric calculations, and 
other data elements. 

 OHT and Member Capacity: Within an OHT, organizations have different capacities to implement 
and sustain ToC programs. Extensive planning prior to implementation with individual organizations 
improved implementation outcomes and helped adapt program models to meet the needs of 
individual organizations.  

 Collaboration: Project teams that engaged broadly, established trust, and then actively pursued 
further engagement among OHT partners observed more successful implementation outcomes.  
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 Patient Satisfaction and Outcomes: Mixed survey results given variability in the scope and size of 
programs. However, nearly all patients were satisfied reported that they received the care they 
needed when they needed it. In general, ToC programs improved health outcomes by enabling early 
identification of health risks, improving care coordination through real-time communication and 
collaboration, and ensuring continuity of care. 

 Addressing Health Concerns: Provided patients with time and space to share their health concerns 
and better captured health concerns that may otherwise have gone undetected. 

 Access to Care and Equity: Majority of programs collaborated with patients in the design, adoption, 
and implementation phases and/or were designed with a patient-centred approach. In general, 
project teams were committed to equity and designed programs to remove geographic and 
socioeconomic barriers to accessing care.  
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  Provider Satisfaction: All programs reported high provider and administrative staff satisfaction. 

 Allied Health Professionals and Multidisciplinary Teams: Expanding OHT membership to include 
non-traditional healthcare providers and allied health professionals decreased administrative and 
care burden and streamlined patient health information. 

 Workflow, Processes, and Efficiencies: Most programs reported improved clinical efficiency by 
reducing or resolving issues that providers experience by improving communication channels. In 
addition, programs were able to reduce duplication of work through improved data sharing and 
insights into patients' circle of care. 
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 Clear Objective(s) and Vision: A common and clear vision improved buy-in from patients and 
providers. Recognized need OH and MOH to be champions for Population Health Management tools 
and data standards to improve health system performance. 

 Data Standards and QI: Recognized need to standardize data collection efforts and improve data 
quality and data sharing capabilities to assess impact and enable QI.  

 Collaboration: Recognized need to develop partnerships and involve stakeholders in the design, 
implementation, and evaluation phases to facilitate knowledge exchange, leverage collective 
expertise, and ensure buy-in and integration. 
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ONLINE APPOINTMENT BOOKING (OAB) 

Table B5. Common themes identified for the OAB funding stream. 
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 Readiness, Preparation, and Training: Readiness Assessments were useful for setting 
expectations prior to implementation. In addition, successful implementation was contingent on 
having personnel with extensive knowledge of the OAB solution, who could configure OAB features, 
provide training, and support change management.  

 OAB Solution: Standardizing appointment types, durations, and naming conventions streamlined 
processes and created efficiencies. Project teams should consider several solutions prior to 
integration to ensure the solution meets patient and provider needs. In addition, standardizing OAB 
solutions in commonly used EMRs could provide further efficiencies and cost-savings by allowing 
multiple organizations to “bulk purchase” the technology. 

 OHT and Member Capacity: Standardizing processes helped support organizations with limited 
resources for training or implementation. 
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 Patient Satisfaction: Majority of patients were extremely satisfied with OAB and reported that the 
OAB solution was easy to use, was a better process than having to call to book appointments and 
helped them remember their appointments.  

 Appointment Type: Being able to modify the booking process to gather detailed information from the 
patient around the reason for the visit ensured that the appropriate appointment time and duration is 
selected during booking.  

 Use Cases: Ultimately, appropriate use of OAB depended on the patient population and their 
needs. While some programs felt that OAB was suitable for any appointment type, nearly half of the 
programs only used OAB for regular and recurrent appointment types, such as prescription renewals, 
follow up on test results, new concerns, and immunizations. These teams did not implement OAB for 
same day/acute reason appointments as they felt it was important to continue to triage these 
appointments.  
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  Provider Satisfaction: Majority of providers and administrative staff felt satisfied with OAB and felt 
confident using the OAB solution. Nearly 75% of all providers agreed that the tool was well integrated 
with their EMR. 

 Acceptability and Adoption: Within an OHT, adoption was mostly universal at smaller sites. Larger 
sites had more challenges with adoption among providers because providers: feared losing control of 
their schedules, feared inappropriate use by patients who may attempt to block multiple times for a 
single appointment or book inappropriate appointments through the online tool, and lacked 
time/capacity to adopt new systems.  

 Workflows, Processes, and Efficiency: Enabled effective communication and created efficiencies 
by helping to collect patient information prior to clinical encounters while not interrupting clinic 
workflows. 
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 Leadership and Champions: Having a provider who can champion the product and speak to its 
benefits to encouraged adoption. 

 Communication and Collaboration: The most effective communication strategy to inform patients 
about OAB and maintain use and/or increase enrolment was an email notification that included 
standardized details on the initiative, its benefits, and where and how to access the service. 
Developing and regularly meeting with Client Advisory Committees helped ensure that improvements 
to the OAB system was based on patient and provider feedback. 

 Data Standards and QI: Recognized need for OHTs to work with vendors to develop solutions to 
extract standardized data and pull monthly analytics to inform QI and growth.  



 37

UNATTACHED PATIENTS (GENERIC VC) 

Table B6. Common themes identified for the Generic VC funding stream. 
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  Primary Care Models: Collaboration among different primary care models (e.g., Patient Enrolment 
Models and Blended Salary Models) better connected patients to PCPs and better supported 
communities. 

 Team-based and Integrated Care: Partnerships with hospitals and other OHT members enabled 
comprehensive care and seamless referral processes. Notably, unattached patients require more 
navigation and administrative support than attached patients.  

 Understanding What Constitutes a PCP: Some patients were not aware that NPs are PCPs. 
“When patients are connected to a NP, they will always migrate to a Family Physician if one becomes 
available, because they think that they do not have a PCP.” 
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  Patient Satisfaction: “Patients felt better treated when connected to a PCP than with previous 

providers [and] were pleased to be connected with a PCP.”  

 Patient Outcomes: Improved patient health outcomes, particularly as patients were able to 
participate in screening programs and routine check-ups with bloodwork. 

 Access to Care and Equity: All programs were committed to equitable access for unattached 
patients, including those from marginalized and/or vulnerable populations. Some programs worked 
directly with vendors to help serve patient populations better. This included developing methods to 
track social determinants of health and patient affiliations (e.g., Indigenous status) to support and 
tailor health services. 
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  Workflow and Processes: Flexibility and adaptability allowed providers and administrative staff to 
better meet the needs of unattached patients and ensure patients are sufficiently supported when 
connecting and onboarding them to a roster. 

 Interoperability: Access to individual-level healthcare utilization data and portals, like Shared Health 
Integrated Information Portals, allowed providers to manage unattached patients in real-time.  
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 Leadership and Champions: Recognized need for clinical champions, dedicated personnel with 
protected time, working groups, or action teams to achieve the project objectives. 

 Capacity and Growth: Flexibility to provide locum status to physicians, where appropriate, helped 
connect unattached patients with providers when staff capacity was limited. To support growth and 
address staffing demands, projects should maintain relationships with preceptors of residency 
programs and NP university placements. To inform how OHTs can define, measure, and analyze the 
proportion of unattached patients in their catchment area, and identify the long-term trajectory of 
Unattached Patients to ensure there is capacity (HHR) to meet that demand, OHTs should routinely: 
(1) Quantify the number of unattached patients; (2) Segment and stratify patients and their needs; 
and (3) Determine current capacity of primary care services and access in the OHT. 
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CLINICAL SYSTEMS RENEWEAL (CSR) 

Table B7. Common themes identified for the CSR funding stream. 
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 Data Migration: Data migration challenges were a common occurrence. All programs reported that 
significant time and resources were required for validating the transfer of health records while 
ensuring accessibility, usability, and compliance with internal and provincial regulations. A mitigation 
strategy must be in place prior to and during implementation. 

 Cross-sectoral Clinical Systems: Recognized need to establish agreements (funding, legal, 
security and privacy) across organizations and with vendors prior to implementation. All available 
information from the vendor should be secured prior to implementation to better negotiate terms and 
raise awareness of the features, functionalities, and possible limitations of the clinical system. 

C
H

A
N

G
E

 M
A

N
A

G
E

M
E

N
T

  Readiness for Change: Having a thorough discovery phase helped assess feasibility and ensured 
that all organizations understand all components and expectations. The primary factor that facilitated 
change was a strong desire to change, which allowed project teams to remain highly motivated 
throughout the project lifecycle. 

 Leadership and Champions: Organizational leaders and clinical champions are integral in bringing 
stakeholders onboard, mobilizing teams, and providing decision guidance. 

 Project and Application Dependencies: Workflow and technical changes made to support one 
organization may negatively affect other organizations within and across OHTs. Finding common 
ground in the configuration of the clinical system and using a phased approach to change 
management helped mitigate these issues. 
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 Governance Structure: Leveraging pre-existing, mature, and well-defined governance structures 
helped facilitate project success and manage expectations. 

 Stakeholder Engagement: The most successful programs had project teams consisting of key 
leadership personnel (e.g., Executive Directors, Vice Presidents) and management team members 
(e.g., Project Leads), supplemented with consultants. 

 Vendor Engagement: Vendors must be fully engaged and willing to support the project team to 
ensure program success. Best practices included having a dedicated vendor team to help (1) map 
out and support the process workflow; (2) make changes to the application configuration and 
functionality when needed; and (3) provide an effective deployment strategy. Vendor-Client 
agreements helped project teams better monitor implementation, advocate for their needs, and hold 
the vendor accountable. 
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 Environmental Support: Clinical champions facilitated continued user investment. In addition, 
having internal personnel with diverse skillsets helped ensure that project teams had a 
comprehensive understanding of the clinical implications associated with decisions related to data 
migration and workflows. To promote social and environmental sustainability, it is important to 
provide all users with adequate resources, including clear documentation and continuous training via 
manuals, tip sheets, etc. 

 Communication and Collaboration: Clear communication channels and formal mechanisms for 
decision-making facilitated seamless collaboration. 

 Agreements: Recognized need for an Operational Services Agreement (or something similar) would 
be beneficial to clarify services provided by each participating party; ongoing fees and costs; 
operational governance structure requirements; reporting and auditing requirements; and dispute 
resolution processes delineating clear roles and responsibilities. 
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PATIENT PORTALS (PP) 

Table B8. Common themes identified for the PP funding stream. 

IM
P

L
E

M
E

N
T

A
T

IO
N

 

 Creating PP Teams: Implementing PPs requires a supporting structure with HHR to help with 
training, onboarding, configuration, and marketing.  

 OHT and Member Capacity: The differing stages of development and maturity of organizations 
within and across OHTs and regions significantly impacted project outcomes and the time and 
attention available for region-wide strategizing and collaboration.  

 Agreements: Establishing agreements (e.g., funding, legal, security and privacy) was more complex 
than anticipated, especially when there was resource contention or competing priorities within and 
across OHTs. In addition, the lack of provincial standardization or guidelines led to evolving 
requirements as projects had to break new ground in Ontario’s patient access landscape. Thus, 
developing frameworks for legal agreements may assist with progressing and simplifying agreements 
moving forward. 
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  Readiness for Change: All programs noted that there was variation in the OHTs’ capacity, 
willingness, and skill set for change management activities. Notably, while the overall OHT may be 
ready, its member organizations may not be. Conducting individual organizational impact analyses to 
evaluate readiness, capacity, commitment, and resource availability provided a more structured 
approach for implementation.  

 Leadership and Champions: Successful projects had a clinical and patient champion as part of 
their change management plan who directed, guided, and communicated changes. 

 Communication: Conducting regular steering committee meetings and numerous individual 
meetings with OHT partners supported the communication and information gathering needed to keep 
all OHT partners apprised of changes. 
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 Governance Structure: Strong project oversight, facilitated by governance structures, played a 
crucial role in monitoring progress, managing risks, and ensuring the project stayed on track. The 
most successful programs had a strategic planning project team comprised of project management, 
communication, change management, and oversight committees. 

 Stakeholder Structure: Engaging a diverse range of stakeholders throughout the planning and 
implementation process contributed more comprehensive and well-rounded implementation 
strategies. 

 Patient Engagement: Implementing strategies to provide patients with a safe and welcoming spaces 
to share their opinions/feedback (e.g., separate meeting times) ensured power dynamics between 
patients and providers/leadership were balanced. 
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 Partnerships, Collaboration, and Communication: Omnichannel marketing used to socialize the 
benefits of “patient access” deepen patient and provider engagement. Acknowledging the 
contributions of individual organizations strengthened relationships collaboration within and across 
OHTs. 

 Patient Engagement: Recognized need to develop additional partnerships to promote the benefits of 
patient portals as a complementary digital health asset. In addition, the creation and ongoing 
maintenance of the in-portal Help tool would expand access. 

 Flexibility and Adaptability: All programs recognized that collaborative work needs time and 
flexibility. Communities and partners should be provided the opportunity to choose if and how they 
want to engage and be fully informed of any new steps forward.  
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Appendix C 
Consolidated Framework for Implementation Research (CFIR) 2.0 

The CFIR 2.0 is a comprehensive framework that provides a structure for understanding and 

analyzing contextual factors associated with effective implementation. The CFIR 2.0 is consists 

of five core domains: Innovation Domain, Outer Setting Domain, Inner Setting Domain, Individuals 

Domain, and Implementation Process Domain. Figure C1 provides an overview of the framework 

and its constructs and domains.  

Figure C1. The Consolidated Framework for Implementation Research (CFIR) 2.0. The figure 
was adapted from The Center for Implementation.25 
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Program Sustainability Assessment Tool (PSAT) 

The PSAT is a framework and self-assessment tool that identifies organizational and contextual 

factors that can help build capacity for maintaining a program. The PSAT defines sustainability 

capacity as “the ability to maintain programming and its benefits over time.” The PSAT consists 

of eight domains: Environmental Support, Funding Stability, Partnerships, Organizational 

Capacity, Program Evaluation, Program Adaptation, Communications, and Strategic Planning. 

Figure C2 provides an overview of the framework and its domains.  

 

 

 
Figure C2. Conceptual domains for the Program Sustainability Assessment Tool. The figure was 
developed by Bacon et al., 2022.30  
 

 

 

 

 

 

 


