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Everyone Matters.
Every Individual

Every Family

Every Community



We are pleased to welcome you and introduce you to the work of Seaway Valley Community Health Centre (SVCHC) through 
our 2014-2015 Annual Report.  

We celebrated many significant achievements over the past year and the highlights are showcased throughout this report under the 
following four broad strategic directions established by the Board of Directors in the 2013-2016 SVCHC Strategic Plan.

1)  Provide Leadership in Health Integration: In order to remain responsive to our community, and specifically to the complex 
and evolving needs of our clients, SVCHC has been an active participant in the local Health Link initiative. This initiative has required an 
investment of our time, attention and involvement  in the transformation of the health care system in order to assist in the development 
of the Business Plan for Stormont, Glengarry, Cornwall and Awkesasne.  SVCHC will continue to be a prominent partner in the newly 
created  Health Links initiative in an effort to realize the transformation of local health care services to best meet the needs of the most 
complex and vulnerable clients and to more efficiently and effectively use health care resources. 

2)  Optimize Access to Health and Wellness Services:  SVCHC received new funding to deliver the Primary Care Outreach Program 
for seniors living in our catchment area of Cornwall, Stormont, Dundas and Glengarry.  The Primary Care Outreach Team consists of 
a Registered Nurse and a Community Health Worker who help link isolated and vulnerable seniors to the care and resources they 
require to live safely and independently at home. This program has been tremendously successful and appreciated by the clients and  
their caregivers and our health system partners. 

3)  Innovate to Provide Quality Care and Improved Efficiency:  A major achievement in 2014-2015 was the successful migration 
of our health records to Nightingale-on-Demand (NOD) as the new, provincially supported Electronic Medical Record (EMR). The 
transition was time and labour intensive, however as the change management plan was extremely well orchestrated, monimal service 
interruptions occured and the providers returned to full EMR usage competency rapidly. The new EMR allows for the collection of 
regional and province-wide standardized data used for decision support and supports quality improvement initiatives.

4) Continue to Nurture Staff, Volunteers and Students in a Positive Work Environment: We commend SVCHC’s Staff, 
Volunteers and Students as they continue to deliver exceptional services with professionalism and compassion.  The 2014 Client 
Satisfaction Survey reported a 99% satisfaction  rate (combining excellent,very good and good rankings) for the care and services 
received at SVCHC.  The complex and evolving health and social needs of our clients demands that SVCHC staff remain compassionate, 
responsive and professional. We listen to our clients and volunteers as the grassroot level of our organization and act upon their 
recommendations for quality improvement. 

Many thanks to our volunteer Board of Directors for their continued support and commitment to strategic governance of this fast-
paced and growing organization. The SVCHC Board consists of volunteer members representing clients, community providers and 
leaders all with professional skills, expertise and an in-depth knowledge of the opportunities and challenges facing our community. Our  
Board remains accountable to our clients, to the Ministry of Health and Long Term Care and to the Champlain Local Health Integration 
Network for ensuring programs and services are relevant to meeting the needs of our target populations and our community.  Together 
we initiate collective action to improve the local health care system.

SVCHC’s greatest achievement consist of making a positive difference in the lives of the people and the community we serve. The 
stories in this report demonstrate our impact and attest to the fact that we continue to improve the health of our clients and fill the 
service gaps in our community.  It is thanks to the hard work and commitment of our motivated and dedicated staff and volunteers, 
along with the support and assistance of community partners, that we have succeeded and realized our the goals set for this past year. 

At SVCHC we work to uphold our commitment to our mission and live by our mantra that “Every One Matters.” 

Respectively, 

	
		
		
	

Message from the President and Executive Director

Judy Dancause
President

Debbie St John-de Wit
Executive Director



Who We Are:  

Seaway Valley Community Health Centre (SVCHC) is a charitable, not-for-profit community-led organization 
created to provide primary health care, health promotion and community development services to 
residents of Cornwall and Stormont, Dundas and Glengarry Counties.  SVCHC is designed to address the 

issue of equity for citizens facing barriers to accessing the health care system.

At SVCHC, we understand health in its broad sense. Health is not only affected by our genetic makeup, by 
nutrition or our fitness level, but also by our opportunities to work, play, lean and contribute and belong to 
our community.  SVCHC makes special effort to serve people who have a higher risk of poor health, or who 
have difficulty accessing health care because of language or cultural barriers, poverty or isolation.  In all our 
activities, we pay special attention to the social, emotional, and financial needs of our clients since these are 
the essential building blocks to good health.  In our community, those facing access barriers to primary health 
care include the low income individuals and families, newcomers to Canada, seniors and those without a 
health care provider. 

The SVCHC inter-professional team works closely with community health and social service partners in order 
to link our clients to appropriate services.  Our Team consists of physicians, nurse practitioners, social worker, 
dietitian, nurses, health promoter, community health workers, medical secretaries and receptionists, finance 
and administration staff, students and many volunteers. Together we work to target issues impacting the 
community’s health and wellness and deliver a number of health promotion and community development 
initiatives to support local needs.  

We value our community members and encourage their input and engagement in all our activities. SVCHC 
is working towards accreditation with the Canadian Centre for Accreditation and we are a member of the 
Association of Ontario Health Centres. 

Seaway Valley Community Health Centre                                                                            Hours of Operation:
353 Pitt Street, Cornwall, ON K6J 3R1                                                      Mon/Wed/Fri: 8:30 a.m. to 4:30 p.m.
Telephone:  613-936-0306                                                                                  Tues/Thu: 8:30 a.m. to 7:30 p.m.
Fax: 613-936-0521                                                                       Charitable Registration No: 84645 7190 RR000

For a complete list of our current programs, please visit our website at www.seawayvalleychc.ca

SEAWAY VALLEY COMMUNITY HEALTH CENTRE



President: Judy Dancause

Past President: Suzanne Ross

Vice President:  Peter Chisholm

Treasurer: Maria Badek

Director: Monique Gunn

Director:  Angus McLeod

Director: Linda Geisel

Board of Directors 2014-2015  

Seaway Valley Community Health Centre

Director: Joanne Ledoux-Moshonas

Director: Scott McIntyre

Director: Julie Dyke

Director: Alyssa Blais 

Director: Douglas Brown

Executive Director: Debbie St John-de Wit (ex-officio)

MISSION
The Seaway Valley Community Health Centre supports the health and wellbeing of

 local people and our community, working through a team and partnership approach. 

VISION
“Working with you for a healthier community”

VALUES
(as per the Model of Health and Wellbeing)

Anti-Oppressive and Culturally Safe
Based on the Social Determinants of Health

Accessible
Population and Needs Based

Grounded in a Community Development Approach
Community-Governed

Accountable and Efficient
Inter-professional, Integrated and Coordinated
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3 2014-2015 Quality Improvement Plan (QIP)

The Quality Improvement Plan (QIP) is aligned with Seaway Valley CHC’s Strategic Plan. The QIP clearly 
articulates the health centre’s commitment to creating a positive client experience by providing quality 
services to our clients and our community. The four quality dimensions and the corresponding measurements 
of the QIP are “Access”, “Integrated”, “Client-Centered” and “Population Health” which are all interwoven in 
the centre’s strategic directions. 



Access – At SVCHC our exceptional Primary Care Team provides quality health care to our clients. In addition to our existing 
primary health care services, clients have access to a number of services on and off SVCHC property.  For example, SVCHC 
operates a satellite office in Winchester two days a week and also delivers wellness programs throughout the City of Cornwall 
and surrounding Stormont, Dundas and Glengarry Counties.  

Access is measured in many ways, including monitoring panel size, number of new clients and number of clients registered in 
various programs, no-show rates and cancellations, use of telemedicine, mobile staff for outreach services offered in various 
communities, use of translation services, links to transportation services,  drop-in hours, extended hours of service, etc.

Access: New Clients
The table below summarizes the number of new unique clients seen during the fiscal year.

Optimize Access to Health and Wellness Services

Strategic 
Direction

#1

Implementing SVCHC’s Strategic Plan

Provider/Program  2014‐2015 

Telemedicine New  306 

Dietitian  143 

Physicians  165 

Nurse Practitioners  114 

Primary Care Outreach  55 

Health Promotion & Social Worker  36 

Total  819 

 



Integrated– At SVCHC we ensure our focus remains on providing responsive, effective, quality care to our clients and 
our community. As an example, this was accomplished through the implementation of programs such as the new Primary 
Care Outreach (PCO), which links clients to other resources as needed. Another example of integration is the expanded Falls 
Prevention and Exercise Program offered in partnership with the Eastern Ontario Health Unit.

Note:  The PCO Registered Nurse and Community Health Worker were hired in the 1st quarter.

Strategic 
Goal #2 Provide Leadership in Health Integration

Primary Care Outreach (PCO) 
PCO provides access to care and resources for isolated and vulnerable seniors living at home.  

This program tracks client hospital admissions and ER visits.  

2014-2015 2014/15 2014/15 2014/15 Measure  
Q1 Actual Year-

to-Date 
Q2 Actual Year-to-

Date 
Q3 Actual Year-to-

Date 
Q4 Actual Year-

to-Date 

Total # of active clients  N/A  43 91 95 

Total # of clients served N/A   47 104 136 

# of service interactions N/A   154 480 872 

# of service interactions 
CHC 

N/A  56 160 294 

# of service interactions 
Outreach 

N/A   4 16 17 

# of service interactions 
Home 

N/A   83 304 561 

# of emergency room visits  N/A   16 24 32 

# of  admissions to acute 
care hospital per year 

N/A   6 22 22 

# of seniors who obtain a 
family physician  

N/A   4 4 4 

# of services offered by RN N/A  202 825 1549 

# of services offered by 
CHW 

N/A   439 1483 3095 

 



Integrated Programs – Personal Development Groups (PDGs), Green Food Box, Community Garden initiatives, GLBTQ 
support groups, Intergenerational Programs, etc.

Health Link Area 2 – Stormont, Glengarry, Cornwall & Akwesasne (SGCA)

SVCHC is a key player in the evolution of Health Links in our area.  We have been on the Steering Committee from the 
beginning and continue to be active in the development of the Business Case and care coordination plan.  Many SVCHC staff 
and volunteers have been involved in the process. SVCHC will continue working in a leadership capacity to ensure the most 
vulnerable people do not fall through the cracks in the local health system by continuing active involvement in Stormont, 
Glengarry, Cornwall & Akwesasne (SGCA) Health Link initiative in our region. 

SGCA Health Link Year 1 Target Population 
The Champlain LHIN estimated there are 2,951 patients/clients with high needs within the SGCA Health Link. In year 1, the 
Health Link will target working with a cohort of 50 clients with high needs that is reflective of the Champlain LHIN’s analysis of 
high users of services, high costs associated with their service and based upon further stratification derived from analysis of 
local hospital datasets.
 
Client selection will be from the selected cohort of clients who self-identify with no primary care provider and from requests 
from primary care providers based on a set of predictive questions. Year 1 clients will meet the following characteristics: 
•	 45 years of age 
•	 2 or more co-morbidities (CHF, COPD, Stroke, Renal Disease, Diabetes); and,
•	 Mental health diagnosis (dementia, anxiety, or depression) or substance abuse. 



 

Falls Prevention Program 
This program helps reduce the risk of injury from falls and improves the fitness level of older adults. 

 

 

2014-2015 2014/15 2014/15 2014/2015 Measure  
Q1 Actual  

Year-to-Date 
Q2 Actual  

Year-to-Date 
Q3 Actual  

Year-to-Date 

Q4 Actual 
Year-to-Date 

Total # of classes  3 6 13 21 

Total # of seniors registered   34 83 170 269 

Total # of participants who went to the ER 
due to a fall while attending the program 

0 0 0 0 

 

(Excerpt from Issue 3, May 2015 SGCA Health Link Bulletin)



Client-Centered – In order for services to be client-centered, services must be sensitive and responsive to a client’s 
needs, values and preferences, including culture, religion, language and social context. Clients and families should have 
an active role in making decisions about their own care. After five years, SVCHC is now well-established and our inter-
professional team greatly contributes to our success in terms of providing client-centered care, improved client health 
outcomes and enhanced client experiences within our centre and within the health care system.
  
In a study commissioned by the Champlain CHC Executive Directors Network 
in 2014-2015, residents of Cornwall and surrounding area were found to be in 
greatest need of health care services as well as those who consume the most 
healthcare resources in the Champlain Region.  Additionally our catchment area 
demonstrated the greatest physician gap, had the highest needs clients with no 
access to primary care, highest rates of emergency room visits with no access 
to a health care provider and the greatest ‘high-needs clients’ in Champlain. 
Despite all these variables our annual client satisfaction survey reported a 90% 
satisfaction rate with the services received at SVCHC.  That says a lot for our 
providers and our model of health and wellness!

SVCHC’s outstanding Team of primary care providers provided care to 3489 
clients in 2014-2015.  We have reached full panel size and are working at full 
scope of practice seeing very complex, high needs clients identified in all of Champlain region. 

Our SVCHC submitted the first Quality Improvement Plan (QIP) in 2013-2014 and in 2014-2015 we now have baseline data 
and are able to track and monitor progress on four specific quality dimensions of access, integrated care, client-centered care 
and population health. 

Strategic 
Goal #3 Innovate to Provide Quality Care and

Improved Efficiency

Our data quality has improved having developed standardized processes and achieved greater proficiency after a full year of 
using Nightingale on Demand software as the centre’s electronic health record.  

Additionally, SVCHC is working closely with the Primary Health Care Quality Practice Facilitator funded by the Champlain Local 
Health Integration Network to help improve internal access practice systems and improve the client’s health care experience 
and outcomes. We remain committed to improving quality service delivery in all program areas.



Population Health

SVCHC strives to improve our clients’ lives through quality inter-professional care, working collaboratively in a team of 
physicians, nurse practitioners, nurses, medical secretaries, a dietician, respiratory therapist, social worker, health promoter 
and community health workers. Clients are internally and externally referred to providers with the most appropriate 
qualifications and skills and case consultation is common practice. This team-based approach to primary healthcare has been 
proven to improve health outcomes, enhance the client experience and reduce health care costs.

In terms of population health, SVCHC uses the following Multi-Sector Accountability Agreement (MSAA) indicators to 
measure our planned health outcomes: 

Strategic 
Goal #4 Continue to Nurture Staff, Volunteers and 

Students within a Positive Work Environment

2014‐2015  

Client‐Centered 

MSAA Results  

Legend: 

Red box indicates below the 

performance standard. 

Green box indicates above the 

performance standard.    

Note: The 6 indicators noted 

above are not year to date. 

SVCHC reports these indicators 

quarterly, but they do not 

represent one quarter of data. 

LY = Last Fiscal Year 

TY = This Fiscal Year 

April ‐ 

June 

2014 

July ‐ 

Sept. 

2014 

Oct ‐ 

Dec. 

2014 

Jan ‐ 

March 

2015 

All CHC 

Average 

MSAA Indicators 
 

Targets 

2014‐

2017 

Performance 

standard 

Q1 

Actual 

TY 

Q2 

Actual 

TY 

Q3 

Actual 

TY 

Q4 

Actual 

TY 

Q4 

Actual 

TY 

 

Breast Cancer Screening Rate        

(2 years of data up to the latest quarter) 

60%  48‐72%  55%  59%  64%  68%  60% 

Cervical Cancer Screening Rate (PAP)                               

(3 years of data up to the latest quarter) 
67%  >54%  59%  63%  67%  69%  65% 

Colorectal Cancer Screening (FOBT)                               

(2 years of data up to the latest quarter) 
60%  48%‐72%  66%  71%  74%  77%  59% 

Inter‐professional Diabetes Care Rate                               

(2 years of data up to the latest quarter) 
90%  >72%  95%  95%  94%  92%  89% 

Health Exam rate                                                                      

(2 years of data up to the latest quarter) 
60%  48‐72%  69%  86%  88%  89%  53% 

Influenza Vaccination Rate                                         

(Rostered clients, > 6 months of age who 

were offered or received an influenza 

vaccination in the previous year.) 

30%  24‐36%  30%  29%  27%  26%  20% 

Influenza Vaccination Rate for clients 

over the age of 65     
32%     52%  51%  49%  48% 

 

 

 

 

   



Thank you to our dynamic Inter-Professional SVCHC Team

Dr. Amal Amer
Andrew Seguin
Angele Ouimet
Anita Bazinet
Chanelle Roy
Corrie D’Alessio (6 yrs of service)

Courtney Sabourin
Dr. David Delaney
Donna Chabot
Debbie St John-de Wit (6 yrs of service)

Janet Clapp (5 yrs of service)

Jeff Walmsley
Jessica McLeod
Joanna Bronzan
Leanne Clouthier (5 yrs of service)

Leanne MacDonald (5 yrs of service)

Lucy Sorensen (6 yrs of service)

Melanie Blouin
Melanie Cornett
Nancy Herrington (6 yrs of service)

Nancy Rochon
Natalie Lamothe (5 yrs of service)

Norma Geneau (5 yrs of service)

Rebecca Fourney (5 yrs of service)

Rick Marceau
Sarah Peloquin
Suzanne Sauve
Dr. Yannis Felemegos (5 yrs of service)



Special Thanks
To our many Volunteers

Celebrating Our Volunteers



2014-2015 Income and Financial Statement

Financial Sustainability
Performance, accountability and sustainability measures are developed and maintained.  The operational capacity of 
SVCHC is appropriately resourced to achieve stability.



2014-2015 Audited Income and Financial Statement

SEAWAY VALLEY COMMUNITY HEALTH CENTRE INC.

STATEMENT OF FINANCIAL ACTIVITIES AND CHANGES IN NET ASSETS
For the year ended March 31, 2015

2015 2014
REVENUE

Ministry of Health
   Base funding $ 2,506,103 $ 2,498,863
   Base funding, one-time 98,412 124,855
   Cardiac Rehab 28,333 -
   Cardiac Rehab, one-time funding 13,325 -
   2,646,173 2,623,718
Falls Prevention 47,874 70,042
Primary Care Outreach 129,276 -
Respiratory Therapy 82,131 -
Telemedicine 150,544 139,343
Interest and other 45,460 39,063

3,101,458 2,872,166
EXPENDITURES

Administration 3,343 2,948
Advertising 4,497 3,123
Bank charges and payroll fees 6,677 7,765
Contracted services 17,866 -
Insurance 13,512 18,990
Maintenance - building 56,415 49,750
Maintenance - equipment 9,067 3,811
Medical supplies 10,029 24,593
Memberships 31,353 22,020
Minor equipment 43,710 73,496
Occupancy costs 253,133 252,873
Office supplies 128,252 81,929
Professional fees 35,290 43,248
Training 30,189 24,187
Transfer to deferred capital contributions 47,917 52,880
Travel 31,894 23,367
Wages and benefits 2,367,368 2,142,012

3,090,512 2,826,992

SURPLUS BEFORE OTHER ITEMS 10,946 45,174

OTHER ITEMS
Settlement, current year 9,896 41,399
Amortization of deferred capital contributions (210,642) (219,779)
Amortization of capital assets 210,642 219,779

9,896 41,399

NET SURPLUS FOR THE YEAR 1,050 3,775
NET ASSETS, beginning of year 22,595 18,820

NET ASSETS, end of year  $ 23,645 $ 22,595

See Accompanying Notes
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