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Please be advised that we are currently in a 
controlled vendor environment for the 

One Person One Record project. 

Please refrain from questions or discussion 
related to the 

One Person One Record project.
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Informatics…

utilizes health information and health care 
technology to enable patients to receive best 
treatment and best outcome possible.
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Clinical Informatics…

is the application of informatics and information technology to 
deliver health care. 
AMIA. (2017, January 13). Retrieved from https://www.amia.org/applications-

infomatics/clinical-informatics
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Objectives 
At the conclusion of this activity, participants will be able 

to…

▫ Identify what knowledge and skills health care providers will 
need to use information now and in the future.

▫ Prepare health care providers by introducing them to 
concepts and local experiences in Informatics.

▫ Acquire knowledge to remain current with new trends, 
terminology , studies, data and breaking news.

▫ Cooperate with a network of colleagues establishing  
connections and leaders that will provide assistance and 
advice for business issues, as well as for best-practice and 
knowledge sharing.
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• Understand the value of collecting standardized 

clinical data for clinicians, patients and the 

healthcare system.

• Knowledge of the C-HOBIC clinical dataset.

• Appreciate the research using the C-HOBIC dataset 

and how this information can be used to inform 

clinical practice.
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organization, or other for-profit funder of this program.
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Mrs. Smith: 72 year old, history of COPD, lives alone in 
apartment in suburbs, has support from her daughter who lives 
nearby.

• Frequent admissions to hospital over last 2 years with ‘some 
fatigue’ on admission and ‘ some shortness of breath’.

• Daughter states that she is having ‘a little’ difficulty 
ambulating and she is not sure her mother is taking her 
medications as prescribed.

• Usually discharged home with home care support.

• Last admission 3 weeks ago.
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• Age, gender, diagnosis

• Social support – daughter

• Fatigue severity - ?At admission/discharge

• Dyspnea severity - ?At admission/discharge

• ADL -?admission/discharge

• Readiness for discharge?

• Projected LOS?

• Likely to be discharged home? Or ALC?

• Likely to be readmitted within 7, 30, 90 days?

• Any outcomes different from last acute care admission to 
discharge/to home care admission assessment? To home care 
discharge?

WHO knows?
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Why collect standardized clinical outcome 

measures?
• Clinical accountability is part of the larger movement of accountability driven 

by the public and policy makers, whereby all healthcare professionals must 
provide evidence of the role they play in patient outcomes. 

• Standardized measures are essential to

▫ Evaluate clinical interventions, and

▫ Implement informed quality improvement initiatives. 

• Standardized data assists clinicians in communicating with team members at 
shift change and when patients are being transferred home or to another 
organization.

• Collection of standardized clinical data, linked with other administrative data, 
contributes to health care policy, planning and research for improved health.
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• Challenge to move all clinicians to accept standardized measures 
for assessing symptoms, functional status, etc. 

• Nurses educated to assess & describe patients in narrative 
terms:

▫ very, much, more/less, a lot, a bit.

• Limitations include:

▫ Inconsistency of descriptions across nurses and to other 
health providers,

▫ Incompatibility with transfer to database.
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Selection Process for Dataset 
• A comprehensive literature review and selection of 

outcome measures where there was empirical 
evidence linking the outcomes to nursing 
interventions and/or staffing models. 

2nd Edition Nursing Outcomes: State of the Science. 
Jones and Bartlett, 2010.
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C-HOBIC Clinical Dataset

• Functional status

• Continence 

• Symptoms: 
▫ Pain 
▫ Fatigue 
▫ Nausea 
▫ Dyspnea 

• Falls 

• Pressure ulcer status 

• Therapeutic self care (readiness for discharge)
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Demonstration Projects

• Demonstration projects to assess the feasibility, utility, quality 
and costs associated with the collection of these measures.

▫ Nursing-Sensitive Outcomes Data Collection in Acute Care and 
Long-Term-Care Settings, Nursing Research 55(2 Suppl)

▫ 75-81. March 2006 Doran, Harrison, Laschinger, Hirdes, Rukholm, 
Sidani, Hall & Tournageau.

• The indicators are: 

▫ Valid: they measure what was intended to be measured,

▫ Reliable: consistent over time and settings,

▫ Sensitive: to changes in practice.

14
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• Emphasis on data for which there is empirical evidence that 
clinicians impact patient care (outcomes).  

• Focus on consistent collection of data electronically at the point of 
care – to provide real-time feedback of information that clinicians 
can use in planning for and evaluating care.

• Maximize electronic capture through existing systems – work to 
build these questions into existing assessments (vendor neutral) 
and avoid duplication.

• Provide access to information for clinicians, healthcare managers, 
researchers and healthcare planners.

• Work with clinicians regarding the VALUE of this data to their 
practice.
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Mapping of data is essential to facilitate collection of data 

in electronic health records and support interoperability.

• Dataset mapped to ICNP® (International Classification for 

Nursing Practice). 

• Release of International Catalogue in 2012.

• Subsequently mapped to SNOMED-CT

• Released in January 2015

•Addition of concepts such as therapeutic self care.
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C-HOBIC Implementation:

Phase 1: 2007- 2009
• Ontario (funded by Ministry of Health and Long-term Care) 122 sites collecting the C-HOBIC 

suite of measures – database housed at Institute for Clinical Evaluative Sciences - real time 
database providing nurses with access to information about their patients and providing unit 
level reports for organizations.

• Saskatchewan: Implementation in 30 long-term care home in Saskatoon Health Region.

• Manitoba: Implementation in 2 long-term care homes and 6 home care offices - in Winnipeg 
Regional Health Authority. 

• Prior to C-HOBIC, both Saskatchewan and Manitoba this information was being entered into 
a database and submitted to CIHI but the information was not provided back to clinicians at 
the bedside.  As part of C-HOBIC nurses received reports on clinical outcomes.
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C-HOBIC Implementation:

Phase 2 – 2012 - present

• This phase includes the design, development and 
implementation of synoptic transition reports to facilitate 
patient transition from one sector of the health care 
delivery system to another.

• The summary is generated using the C-HOBIC data and 
the principles of synoptic reporting.

• Working with acute care sites across Canada to include 
this dataset in admission and discharge assessments.
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C-HOBIC Implementation:

Phase 2: continued

• Manitoba
▫ St. Boniface Hospital - an acute care hospital  - questions 

embedded admission and discharge assessments.

▫ C-HOBIC Synoptic Transition Report to be shared with other 
sectors (long-term care and home care) as people move from one 
sector to another.

• Ontario
▫ HOBIC in Acute Care; and Home Care

▫ Pilot project with C-HOBIC Synoptic Transition Report is 
available to clinicians in the Hamilton Niagara Haldimand Brant 
and Waterloo Wellington Local Health Integration Network 
through the ClinicalConnect Portal
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C-HOBIC Sample Report
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Report Output - AdmissionXXXXXXXXXX
Report Output Admission



Report Output – Discharge
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Unit level report - Dyspnea
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C-HOBIC 
Transitional 

Synoptic 
Report for
Manitoba



C-HOBIC 
Transitional 

Synoptic 
Report for

Ontario
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C-HOBIC Phase 3

Inclusion in Discharge Abstract Database
• Pilot with the Canadian Institute for Health Information (CIHI) re: inclusion of the 

C-HOBIC dataset in the Discharge Abstract Database (DAD).

• Value in being able to link this dataset with other datasets such as the home care 
and long-term care homes datasets to understand clinical outcomes across the 
continuum of care.

• Initially the submission of the C-HOBIC dataset using the special projects fields in 
the DAD. Once this work is completed, other sites that are collecting the C-HOBIC 
dataset will be able to include these data with their DAD special projects fields 
submission.

• Eventually the C-HOBIC dataset would be part of the DAD core submission and 
available on the CIHI portal to support:
▫ Health System Use and benchmarking at a system level,
▫ Health policy related to “how well is the system doing in improving outcomes for 

people within the system?”

• First time clinical data beyond physician data is included in the DAD.
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Clinical intelligence is the electronic aggregation of 
accurate,  relevant and timely clinical data into 

meaningful information and actionable knowledge 
in order to achieve optimal structures, processes, 

and outcomes.

Harrington, 2012
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Research Using the Dataset

C-HOBIC Ontario data linked to other datasets held Institute for 
Clinical Evaluative Sciences.

• Therapeutic self-care (TSC) scores showed a consistent and significant protective 

effect for readmission to acute care at 7, 30 and 90 days. TSC scores was associated 
with approximately a 10% reduction in the likelihood of readmission.

• Nausea was more strongly related to early readmissions (3, 7, and 30 days).

• Dyspnea was more strongly related to readmission at later stages (30 and 90 
days).

Increasing Patient Self Care to Avoid Hospital Readmissions – Demonstrating Value. 

Toronto, ON. February, 2012

Wodchis, McGillis-Hall, & Quigley
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Figure 3: Percent of Patients with a Decline in ADL Across All 

Participating Sites by Age and Length of Stay, from 

December 1, 2006 to March 31, 2011 

Note: pts stands for patients; ADL stands for activities of daily living; LOS stands for length of stay. 
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Research….continued 

C-HOBIC scores on admission as a predictor of ALC and LOS. 

•Higher fatigue and dyspnea scores on admission were significantly related to a 
longer length of stay.

• High scores for fatigue and falls and, to a lesser extent, a high ADL composite 
score on admission were more likely to be discharged to either complex 
continuing care, long-term care homes or rehabilitation facilities than 
discharged home.

Linking HOBIC Measures with Length of Stay and Alternate Levels of Care:

Implications for Nurse Leaders in Their Efforts to Improve Patient Flow and Quality of Care. 

Nursing Leadership, 2013, 25(4), p 48-62  

Jeffs, Jiang, Wilson, Ferris, Cardiff, Lancetta, White & Pringle
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• Hospital readmission rates cost the health care system as 
much as $1.8 billion per year (Monette, 2012, CMAJ 
September 4).

• Canadian Institute for Health Information, All-Cause 
Readmission to Acute Care and Return to the Emergency 
Department (2012)
▫ About 8.5% of acute care patients were readmitted to an acute care 

hospital within 30 days of their initial discharge,

▫ Nine percent of acute care patients in Alberta, Ontario and Yukon 
returned to the ED, with one-sixth of that group returning multiple 
times within seven days of their initial discharge,

▫ Readmission rates and costs were greatest for medical patients (patients 
initially hospitalized for medical care), followed by surgical patients.
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Research….continued 

•TSC scores in relation to:
▫the use of health care resources, including new  emergency room visits 
/unplanned hospital readmissions;

▫safety outcomes, including client falls; unintended weight loss; new urinary 
tract infection; ADL decline; new pressure ulcer or ulcer deterioration; non-
compliance/adherence with medication; and new caregiver decline.

•Found that clients with high TSC ability experienced fewer adverse 
events.

•Need to focus on improving client self-care functioning, a domain 
frequently overlooked by all health care professionals.

Understanding the Relationship between Therapeutic Self-Care and Adverse Events

for the Geriatric Home Care Clients in Canada

Journal of the American Geriatrics Society, 2014, 62, supplement 1 

Sun & Doran
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Why is this important to Clinicians

• It is critically important at this 
time of fiscal constraint that all 
clinicians demonstrate the 
impact of their practice on 
patient outcomes.

• C-HOBIC provides us a means 
to do that while 
simultaneously improving 
patient and organizational 
outcomes.
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• Leadership is key.

• Clinician engagement and impact on workflow from the outset 
is essential.

• Project management and effective change management are 
crucial and must be sustained over the long term. 

• Consistent and continuous communication of value 
proposition and benefits realized to healthcare 
providers/organizations.
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Leadership Strategies

• By linking to priorities of staff as well as patients, 
organizations can create momentum for change.

• By focusing on the improvements between admission and 
discharge organizations can create positive energy.

• By posting results and developing care plans, organizations 
can engage patients and families as partners in their care.

• Management attention ensures that clinicians value and use 
the data.
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• Mrs. Smith -72 year old, history of COPD, lives alone in apartment in suburbs, has 
support from her daughter who lives nearby, last admission 3 weeks ago –
presents today in emergency. 

• On admission
 Dyspnea level was 3 (Present at rest) & fatigue level was 4 (Unable to commence any normal day-

to-day activities – Due to diminished energy)

 Ambulation was 3 (Limited assistance needed)

 When asked about her knowledge of meds and why she was taking them Mrs. Smith stated “they 
keep changing them so I some times get mixed up about what I am taking and why” Score of 0

• On discharge 
 Dyspnea level was 2 (Absent at rest, but present when performed moderate activities) and fatigue 

level 1 (Minimal – Diminished energy but completes normal day-to-day activities)

 Ambulation was 0 (independent)

 When asked about her knowledge of meds and why she was taking them Mrs. Smith stated that ‘the 
education by the nurses and pharmacist about her meds was helpful” Score of 2

• Ideally in an integrated system - On admission to home care, the home care 
provider accesses the C-HOBIC dataset from acute care & in the follow-up visit to 
her GP, the GP accesses the C-HOBIC dataset.  
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• Age, gender, diagnosis

• Frequent admissions x 2 years

• Social support – daughter

• Fatigue on admission 4 - discharge 1

• Dyspnea on admission 3 - discharge 2

• ADL on admission 3 - discharge 0

• TSC related to meds on admission 0 - discharge 2
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• Based upon outcomes, projected LOS? Likely to be discharged home? 
Or ALC?

• Likely to be readmitted within 7, 30, 90 days?

• Any outcomes different from acute care discharge to home care 
admission assessment? To home care discharge?

• How does she compare to similar patients? 

▫ In the same unit, hospital, region, province?

• What else might she benefit from at home? Telehomecare? Other type 
of follow-up?
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Nagle & White 2015
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▫ Person-specific comparative information across the 
continuum of care.

▫ Consistent measurement of clinical outcomes

▫ Correlational and predictive analytics.

▫ Local to national to international comparisons.

▫ Information that leads to new knowledge and 
understandings about the impact of specific 
interventions and outcomes.
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A few comments about Nursing 

Documentation 

• A lot of information is related to historical practice and 
over the years we just keep adding to the nursing 
assessment. 

• No consideration regarding the average length of stay of 
most patients related to what information we collect on 
admission to acute care.

• Every time you add something it can add up to another 
click or requires the nurse/clinician to scroll through 
another screen – TIME. How many descriptors are 
necessary for urine/stool/sputum.
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A few comments ….continued

• When building documentation look for opportunities where 
items, such as ‘social history’ ‘home environment’ ‘allergies’ 
etc. that are attached to the person can be pulled forward 
into assessment screens – reduce burden of questions to 
patient.

• Do not include specific section on ‘Past history’ as this 
information comes out when doing initial assessment.
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What we want from an EHR

• Need to build/lay out assessments so that they are intuitive to 
clinicians - ‘systems approach’.

• Visual flow sheet of essential data to support practice. Staff 
need to see trends in assessment information: compare 
current assessment to last assessment and also capacity to 
trend all assessment information over time to support 
practice decisions.

• Report on clinical outcomes that can be generated on 
discharge to support transitions.

• Documentation needs to tell the ‘patient story’.
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Patients/Familie
s

- Communication

-Determine discharge 
readiness 

- Information to 
support continuity of 
care

Clinicians

- Improve 
communication within  
team 

- Enhance satisfaction -
demonstrating 
measureable results 

- Identify how clinical 
practice leads to 
improved outcomes

- Shift clinicians from 
task focused care to 
‘outcomes focused care’

- Clinical Accountability

Healthcare 
Executives

- Standardized 
information for 
comparative analysis 
within organizations and 
benchmarking

- Information to evaluate 
operational decisions and 
resource allocation 

- Information to identify 
areas for quality 
improvement  

Health Care 
System

- Learning system 
through more timely 
information and better 
data to address research 
questions to inform 
clinical practice & health 
system - capability to 
analyze health service 
outcomes on the basis of: 
Diagnoses,  Age,  
Region/Sector,  Cost of 
care,  Skill mix, Staff 
ratios

- Information to support 
results driven patient 
focused care

- Public reporting –
measurable results

The Opportunity from 
Standardized Clinical 
Data
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• Create a culture of clinical care driven by “real-
time information & knowledge” and 
supported by “technology as an       
enabler”
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Nurses Clinicians need to continue to 
explore and unlock the potential of 

innovation in enhancing quality and 
demonstrating impact and outcomes of care 

as the future is dependent on their ideas, 
creativity and willingness to engage and 

change

McSherry  & Douglas, 2011
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Let’s Talk Informatics has been certified for 
continuing education credits by;
▫ College of Family Physicians of Canada and 

the Nova Scotia Chapter for 1 Mainpro+ 
credit.

▫ Digital Health Canada for 1CE hour for each 
presentation attended. Attendees can track 
their continuing education hours through 
the HIMSS online tracking certification 
application, which is linked to their HIMSS 
account. 
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Thank you for attending this event.
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