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OVERVIEW
Over the past year, Seaway Valley Community Health Centre 
(SVCHC) has continued to advance its commitment to accessible, 
equitable, and high-quality care through a combination of clinical 
innovation, system leadership, and organizational strengthening. A 
key achievement has been the continued implementation and 
expansion of preventative and outreach-based care models.  

In partnership with the University of Ottawa Heart Institute, SVCHC 
delivered heart valve screening clinics for unattached and at-risk 
populations. This work has gained broader recognition through the 
article “Bridging the Gap in Cardiovascular Prevention: A Mobile 
Screening Partnership Between the Centre for Valvular Heart 
Disease and Seaway Valley Community Health Centre to Prioritize 
Unattached Patients in Cornwall, Ontario,” which has been 
accepted for oral presentation at the May 2026 CCCN Spring 
Conference in Saskatoon and will be published in the Canadian 
Journal of Cardiovascular Nursing. This initiative demonstrates the 
impact of early identification and intervention for priority 
populations. 

SVCHC has also expanded its Healthy Sprouts program to better 
meet the needs of unattached children aged 0–5 and their families, 
increasing access to timely, team-based primary care and 
strengthening early childhood health outcomes.  SVCHC has 
partnered with a pediatrician to offer onsite appointments and 
address gap in pediatric care. In alignment with Ontario Health 
Team priorities, SVCHC has further advanced its role in supported 
attachment by transitioning to intake through Health Care Connect 
(HCC), focusing on Forward Sortation Areas (FSAs) where there is 
the highest number of unattached as well as material deprivation, 
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while maintaining equity-focused pathways to ensure that 
individuals facing barriers to registration are not excluded. This 
includes the implementation of expedited attachment processes for 
medically complex and high-risk clients. SVCHC has been successful 
is onboarding all identified complex individuals in the FSAs within 
our area.  

Internally, SVCHC has made significant investments in corporate 
and operational infrastructure to support sustainable quality 
improvement. This includes streamlining administrative and clinical 
workflows through enhanced use of existing digital tools, targeted 
staff training and upskilling, and the implementation of a new 
managed service provider to strengthen IT and information 
management systems, including cybersecurity. In addition, SVCHC 
has enhanced its privacy framework through partnership with a 
Virtual Privacy Office, ensuring robust and compliant practices as 
data use and integration expand. 

Finally, the addition of a second service location has expanded 
opportunities for integrated care delivery, including cardiac 
rehabilitation, preventative screening, and co-located health 
promotion and community programs. This expansion supports a 
more comprehensive, community-based approach to population 
health and positions SVCHC to continue responding to emerging 
needs within its region.

ACCESS AND FLOW
SVCHC continues to prioritize initiatives that ensure clients receive 
the right care, in the right place, at the right time, with a strong 
focus on supporting individuals to remain in the community and 
reducing avoidable emergency department visits and 

hospitalizations. 

A key area of focus for 2026–2027 is strengthening integrated and 
shared care pathways across the health system. SVCHC has 
established a shared care approach with Cornwall Community 
Hospital to support individuals with complex mental health needs, 
ensuring they are prioritized for attachment to primary care and 
receive coordinated, wraparound services. This model enhances 
continuity of care, reduces system fragmentation, and supports 
improved health outcomes for high-needs clients. 

SVCHC has also implemented a series of targeted fast-track 
pathways to ensure timely access for priority populations at 
greatest risk of hospitalization or frequent emergency department 
use. These include fast-tracking high-risk children and their family 
members in collaboration with partners such as CHEO, CAS, and 
SVCHC’s Healthy Sprouts program; onboarding newcomers without 
a health card, recognizing the unique role of Community Health 
Centres in serving this population; and prioritizing individuals 
identified as high-risk through heart valve screening clinics. These 
pathways enable rapid attachment to appropriate care and mitigate 
escalation of health needs. 

Partnerships with specialists continue to enhance access and 
support care in the community. SVCHC has strengthened co-located 
and collaborative models with two local respirologists within its 
lung health program, as well as a pediatrician supporting the 
Healthy Sprouts program. These partnerships improve timely access 
to specialty care, reduce barriers for clients, and support integrated, 
team-based service delivery. 
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Within primary care, SVCHC is optimizing scope of practice across 
the interdisciplinary team to improve access and efficiency. The 
Registered Nurse (RN) Prescriber role is expanding capacity for 
episodic and preventative care, while nursing-led appointments for 
services such as Pap tests, well-baby visits, and chronic disease 
management allow for more effective use of provider time and 
improved client access. 

SVCHC continues to enhance scheduling and access through 
ongoing monitoring and adjustment of clinical capacity. This 
includes improved utilization of Advanced Access Appointments 
(AAA) and Provider Flexible Appointments (PFA), regular review of 
schedules (including third-next-available appointments), and 
proactive adjustments to open additional appointment capacity 
where needed. Expanded evening clinic hours with additional 
providers have also been implemented to better meet the needs of 
clients who face barriers to daytime access. 

Digital solutions and virtual care remain an important component of 
improving access. Enhancements to telemedicine and increased 
access to specialist consultations through virtual pathways are 
supporting more timely care and reducing the need for hospital-
based services. 

Finally, SVCHC continues to invest in community-based supports 
that enable clients to remain safely in the community. Primary Care 
Outreach efforts, alongside the work of Care Coordinators and 
Social Workers, provide critical support for clients with complex 
medical and social needs. In addition, structured hospital discharge 
review processes are being strengthened to ensure timely follow-
up, reduce readmissions, and support smooth transitions back into 

the community. 

Through these initiatives, SVCHC is advancing a coordinated, 
equitable, and responsive model of care that improves access, 
strengthens flow, and supports better outcomes across the 
continuum.

EQUITY AND INDIGENOUS HEALTH
SVCHC remains deeply committed to advancing health equity and 
improving access, experiences, and outcomes for equity-deserving 
populations, including Indigenous communities. Over the past year, 
SVCHC has continued to implement targeted and system-level 
initiatives that address barriers to care and promote inclusive, 
culturally safe services. 

A key area of focus has been improving access for diverse and 
underserved populations. SVCHC successfully onboarded a 
significant number of Spanish-speaking clients into primary care, 
adapting service delivery approaches to better meet linguistic and 
cultural needs and reduce barriers to access. In addition, SVCHC 
provided coordinated supports for evacuees from Sandy Lake First 
Nation during their temporary relocation to the region, ensuring 
access to primary care, medications, and social supports during a 
period of heightened vulnerability. 

SVCHC continues to invest in staff learning and organizational 
culture change through comprehensive equity, diversity, and 
inclusion training. All staff have participated in foundational training 
with Anima Leadership, including Deep Diversity®: Creating 
Inclusive Organizations, which takes a trauma-informed and 
evidence-based approach to addressing bias, fostering inclusion, 
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and supporting meaningful behavioural and organizational change. 

At a systems level, SVCHC remains an active participant in the local 
IDEA (Inclusion, Diversity, Equity, Anti-racism) Community Coalition, 
contributing to collaborative efforts that advance equity across 
sectors. SVCHC is also strengthening partnerships with Indigenous 
communities, including collaboration with Akwesasne to support 
access to cardiac rehabilitation services and promote culturally 
appropriate care pathways. 

Through these initiatives, SVCHC is embedding equity into practice, 
strengthening community partnerships, and working toward more 
inclusive, responsive, and culturally safe care for all.

PATIENT/CLIENT/RESIDENT EXPERIENCE
SVCHC is committed to embedding client experience into 
continuous quality improvement through structured, multi-modal 
feedback mechanisms. SVCHC uses multiple feedback mechanisms 
to shape quality improvement, including website feedback, a 
suggestion box, and a formal client complaint process, in addition to 
an annual Client Satisfaction Survey distributed broadly to primary 
care and program clients and a comprehensive program evaluation 
framework applied consistently across all community programs. 

Client feedback is systematically collected, analyzed, and translated 
into actionable quality improvement initiatives. In 2025–2026, the 
Client Satisfaction Survey received a total of 779 responses, 
providing a statistically significant sample to inform organizational 
decision-making. Survey data is reviewed at multiple levels, 
including the Quality Improvement Committee, Management Team, 
Board of Directors, and program teams. Thematic analysis of open-

ended responses informs organizational priorities, including 
improvements in appointment accessibility, communication, and 
patient-centred care. These findings directly inform QIP planning 
and operational changes. 

Program evaluation data further strengthens SVCHC’s ability to 
assess impact and respond to client needs. Across fiscal year 
2025–2026, a total of 41 programs were evaluated, demonstrating 
consistently high satisfaction and positive outcomes, with up to 
99% of participants reporting satisfaction and 93% indicating they 
felt welcomed and comfortable in programs . In addition, clients 
reported meaningful improvements in mental health, self-
management, and functional ability, and in some cases, reduced 
reliance on emergency department services. Feedback also 
identified opportunities for improvement, such as program 
scheduling, duration, and format, which are being addressed 
through ongoing program redesign and PDSA cycles. 

SVCHC ensures that feedback loops are closed by sharing results 
with staff and integrating findings into service planning, staff 
training, and program development. Moving forward, SVCHC will 
continue to enhance real-time feedback opportunities and 
strengthen the use of client experience data to drive equitable, 
responsive, and high-quality care.

PROVIDER EXPERIENCE
SVCHC is committed to fostering a positive workplace culture and 
enhancing provider and staff experience through targeted 
initiatives that support recruitment, retention, and overall well-
being. 
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A key focus for 2026–2027 is the continued use of staff feedback to 
inform organizational improvements. Results from the Officevibe 
employee engagement survey are reviewed regularly and will 
directly inform action plans for the upcoming year, ensuring that 
staff voice is embedded in decision-making. SVCHC also promotes a 
culture of recognition through initiatives such as the “Good Vibes” 
peer recognition platform, as well as formal acknowledgment of 
years of service and other key milestones. 

To support retention, SVCHC has leveraged available funding to 
implement salary increases across the organization, helping to 
remain competitive and recognize the value of staff contributions. 
In parallel, SVCHC is investing in tools and technologies that reduce 
administrative burden and improve efficiency. This includes the 
implementation of AI-supported documentation (AI scribe) for 
providers, with exploration of similar tools to support social work 
and other disciplines. Upgrades to Microsoft 365 Premium have 
further enhanced collaboration, communication, and workflow 
efficiency across teams. 

SVCHC has also prioritized strengthening team dynamics and 
organizational culture. Through partnership with KMR Consulting, 
facilitated sessions were delivered across teams to improve 
communication, collaboration, and understanding of roles. In 
addition, there has been a deliberate shift toward increased in-
person meetings and team-building opportunities to foster 
connection, engagement, and a sense of belonging among staff. 

Through these combined efforts, SVCHC is creating a supportive, 
innovative, and responsive work environment that enhances staff 
experience and supports long-term recruitment and retention.

SAFETY
SVCHC is strengthening a proactive and resilient safety culture by 
promoting openness, accountability, and continuous improvement. 
Management has established team norms and guiding principles 
that support psychological safety and encourage the reporting of 
patient safety events, near misses, and errors. This approach 
enables earlier identification of potential risks and supports timely 
intervention. 

SVCHC maintains a structured incident reporting process whereby 
staff notify management promptly and complete an incident or 
medication error report, with all incidents reported to the Executive 
Director within 24 hours. Reports capture severity (harmful, no 
harm, near miss) and key details, including what occurred, who was 
involved, and where and when the event took place. Following 
reporting, reviews focus on identifying contributing factors such as 
communication gaps, workflow challenges, and environmental 
conditions. Staff involved in the event are engaged in the review 
process to support shared learning and identify patterns or trends. 
Serious or critical incidents are escalated immediately. 

To further support a proactive approach to safety, SVCHC has 
implemented simulation-based learning, including mock code 
exercises. These simulations allow interdisciplinary teams to 
practice real-time responses in a safe environment, strengthen 
coordination, and identify system gaps before adverse events 
occur. 

Incidents are also reviewed through the Joint Health and Safety 
Committee, which provides additional recommendations for 
system-level improvements. Learnings are shared regularly with 
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staff and reported to the Board annually, reinforcing transparency 
and organizational learning. 

Through these combined efforts, SVCHC is advancing a responsive, 
learning-oriented safety culture that emphasizes prevention, 
adaptability, and continuous improvement.

PALLIATIVE CARE
SVCHC integrates a palliative approach to care across the illness 
trajectory, with a focus on improving quality of life for individuals 
with life-limiting illness and their families through person-centred, 
coordinated, and compassionate care. 

One key activity is the ongoing development of staff capacity in 
palliative care. SVCHC has provided additional training to 
interdisciplinary team members to strengthen knowledge, 
communication skills, and confidence in supporting clients with 
complex and end-of-life needs. This supports early identification of 
palliative needs and aligns with the Quality Standard by ensuring 
care is proactive, coordinated, and responsive to patient goals. 

A second example is SVCHC’s collaboration with local hospice and 
palliative care physicians. Through strong partnerships, SVCHC 
facilitates timely transitions of care when clients require more 
specialized or intensive palliative services, while maintaining 
continuity and communication with the primary care team. This 
supports shared care planning and helps ensure that care aligns 
with patient preferences, including preferred place of care and 
death, consistent with a “care closer to home” approach. 

A third example is the use of ethical consultation to support 

complex decision-making. In situations involving ambiguity around 
substitute decision-makers (SDM), power of attorney, or goals of 
care, SVCHC providers consult with an ethicist through The Ottawa 
Hospital. This supports collaborative, patient-centred decision-
making and ensures that care plans reflect the individual’s values, 
wishes, and best interests. 

SVCHC also facilitates connections to community-based supports, 
including grief and bereavement resources, and continues to 
integrate feedback from clients and families to strengthen palliative 
care delivery. Through these efforts, SVCHC is advancing equitable, 
compassionate, and coordinated palliative care across the 
continuum.

POPULATION HEALTH MANAGEMENT
SVCHC continues to advance a population health management 
approach through strong partnerships within the Great River 
Ontario Health Team (OHT) and across community sectors. This 
work is grounded in collaboration, shared data, and a commitment 
to addressing both health and social needs across the continuum of 
care. 

SVCHC is actively engaged in multiple OHT working groups and 
initiatives, including Interprofessional Primary Care Team (IPCT) 
planning and supported attachment efforts. Through its role as a 
lead partner, SVCHC contributes to coordinated strategies to 
improve access to primary care, particularly for unattached and 
high-needs populations. These efforts are informed by local data 
and system insights, enabling more targeted and equitable service 
delivery. 
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Partnerships with the Cornwall Community Hospital (CCH) support 
integrated care pathways, including collaboration in lung health 
programming, shared care for complex clients, and pediatric 
partnerships through the Healthy Sprouts program. SVCHC also 
works with the City of Cornwall to provide on-site clinical and 
coordination support at transitional housing sites such as Parisien 
Manor, helping residents remain in the community and reducing 
avoidable hospital use. 

SVCHC continues to expand its partnership with the University of 
Ottawa Heart Institute to deliver community-based cardiovascular 
screening and prevention initiatives, targeting unattached and high-
risk populations. Collaboration with the Centre de santé 
communautaire de l’Estrie (CSCE) supports coordinated approaches 
to supported attachment and service delivery across the region. 

In addition, SVCHC partners with community organizations such as 
Job Zone and the local legal clinic to address broader social 
determinants of health, and with post-secondary institutions to 
support training placements for nurse practitioner, medical, and 
nursing students—helping to build future workforce capacity. 

Through these partnerships, SVCHC is co-designing integrated, 
person-centred solutions that respond to the unique needs of its 
community and improve health outcomes at a population level.

CONTACT INFORMATION/DESIGNATED LEAD
Stephanie Hemmerick, Director of Programs, Services and Quality 
Improvement

SIGN-OFF

It is recommended that the following individuals review and sign-off on your 
organization’s Quality Improvement Plan (where applicable): 

I have reviewed and approved our organization’s Quality Improvement Plan on 
March 31, 2026

Cindy Drouin, Board Chair

Stephanie Hemmerick, Quality Committee Chair or delegate

Erin Killoran, Executive Director/Administrative Lead

Other leadership as appropriate
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Access and Flow

Change Ideas

Change Idea #1 Better use of technology

Methods Process measures Target for process measure Comments

Development of process for sending 
information via Oceans between Team 
based models that reduce administrative 
burden

Number of charts sent between 
organizations

50 charts/patient info sent between 
organizations

This indicator is important as we work 
closely with other Team based models 
and it important that we are better able 
to send the client to the right PCP for 
services and minimizing the 
administrative burden on both 
organizations.

Change Idea #2 Completion of registration forms online via Oceans prior to group orientation

Methods Process measures Target for process measure Comments

MOA to send out required forms (reg 
and consent, AI consent) before group 
orientation

# of clients who are sent forms # of 
client who complete forms

400 clients who completed forms ahead 
of group orientation

For clients who do not have literacy 
issues, this may be a good option

Measure - Dimension: Efficient

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Number of new 
patients/clients/enrolments 

P Number / PC 
patients/clien

ts

EMR/Chart 
Review / 
Most recent 
consecutive 
12-month 
period

1039.00 1400.00 This number is based on estimations 
of number of clients needed for our 
providers to reach their full roster 
size if we were to receive no 
additional funded provider 
positions.

Report Access Date: March 31, 2026
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Change Ideas

Change Idea #1 Education of clients on what necessitates a same-day visit (emergency/walk-in clinic deferral) vs what types of appointments can wait for a regular 
follow-up with health care provider.

Methods Process measures Target for process measure Comments

During group orientation and nursing 
orientation

% of group orientations where 
appointments types are specified % of 
nursing visits address

100% of group orientations address 
appointment types 90% of nursing visits 
address appointment types

This indicator continues to be 
challenging as we many clients with 
ongoing chronic conditions who may like 
their issue should be addressed in a 
timely manner (same day or sooner) 
when there are other reasons for same-
day appointments.

Measure - Dimension: Timely

Indicator #4 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Patient/client perception of timely 
access to care: percentage of 
patients/clients who report that the 
last time they were sick or had a 
health problem, they got an 
appointment on the date they 
wanted 

P % / PC 
organization 
population 
(surveyed 

sample)

In-house 
survey / Most 
recent 
consecutive 
12-month 
period

68.00 72.00 72% was performance from two 
years ago.

Report Access Date: March 31, 2026
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Equity

Change Ideas

Change Idea #1 Automated weekly list for admin to tag schedules

Methods Process measures Target for process measure Comments

Create a list from web-based logi-reports 
that admin can access to ensure they are 
updating demographics' on a weekly 
basis

# of weekly list created 40 weekly lists This will require SVCHC staff to use a 
reporting software differently.

Measure - Dimension: Equitable

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Completion of sociodemographic 
data collection 

O % / Patients EMR/Chart 
Review / 
Most recent 
consecutive 
12-month 
period

76.00 80.00 80% would be 5% above the 
provincial average and would take 
into consideration those that do not 
want to share their information.

Report Access Date: March 31, 2026
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Experience

Change Ideas

Change Idea #1 SVCHC continually receives feedback and is seeking to make ongoing improvements to ensure clients feel welcome and comfortable.

Methods Process measures Target for process measure Comments

Client satisfaction survey # of surveys completed 800 surveys completed Increase from this past year.

Measure - Dimension: Patient-centred

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Do patients/clients feel comfortable 
and welcome at their primary care 
office? 

O % / PC 
organization 
population 
(surveyed 

sample)

In-house 
survey / Most 
recent 
consecutive 
12-month 
period

98.27 99.00 Incremental improvements at this 
rate are difficult but we will 
continue to strive for 100%

Report Access Date: March 31, 2026
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