
With an aging popula-
tion and the incidence 
of chronic diseases on 

the rise, health care providers are 
continually looking for ways to meet 
the evolving needs of patients while 
reducing the strain on acute care 
and hospital-based resources.
   That’s why Markham Stouffville 
Hospital (MSH) is looking beyond 
its walls to expand care out into the 
community — and helping to keep 
people out of hospitals. (See, “An 
EPIC Project,” below.) Partnerships 
continue to be an important part of 
the hospital’s strategy as it continues 
to work with community services 
as well as primary care to ensure 
patients have seamless transitions 
between care points.
   MSH’s approach is “quite unique 
in Canada,” says Dr. Alan Monav-
vari, chief of family medicine at 
Markham Stouffville Hospital. The 
idea is to create an integrated model 
of care, where hospitals work togeth-
er with family doctors and communi-
ty programs to provide home-based 
and community care.
   “There are not enough hospitals 
to take care of all patients,” he 
says. “Instead of adding more beds, 
perhaps the strategy should be pro-
moting health and wellness.” With a 
higher incidence of chronic diseases 
such as diabetes, adding more beds 
is a Band-Aid solution.
   “There are excellent silos of 
healthcare,” says Dr. Monavvari. 
“Everything is there; we need to 
connect the dots. Primary care is 
the key concept in all of that. How 
do we involve primary care to help 
hospitals reduce re-admissions? 
That’s been our work for the 
last two years.”
   Dr. Roshan Shafai, the recently 
appointed medical director of MSH’s 
Community Division, has a passion 
for home and community care. In 
her new role, she’s working with 
community partners to achieve eq-
uitable access to care and transitions 
between hospital, primary care and 
the community.
   “At the end of the day you send 
patients home and there are limited 
supports in terms of follow-up,” says 
Dr. Shafai. In some cases, a patient’s 
condition might deteriorate and they 
end up back in the hospital. For 
those with a chronic disease, they 
still have to deal with it when they 
leave the hospital, but “the support 
from internal medicine is almost 
non-existent in the community.”
   For the past two years, her team at 
MSH has been looking into options 
to introduce another layer of support 
for complex patients when they 
leave the hospital. “It’s an area that’s 
lagging and not properly addressed 
in the hospital system, not just 
Canada, but in North America,” 
says Dr. Shafai.
   MSH’s Community Division is 
meant to address some of these gaps, 
providing services to improve the 
health of patients, whether in hospi-
tal or in the community.
   MSH has Nurse Practitioners 
specialized in Geriatrics who provide 
cognitive and functional assessments 
of elderly patients in the ER, Long-
Term Care Homes and inpatient 
units. There is also a Nurse-Led 
Outreach Team for the Long-Term 
Care Homes (NLOT) and Geriatric 
Emergency Management (GEM) in 
the Emergency Department which 
are supported by the Regional Geri-
atric Program of Toronto. 
   GEM nurses assess elderly in the 
ER for geriatric issues such as falls, 
cognitive decline, polypharmacy 
(the use of multiple medications by 
a patient) and arrange for support 
at home upon discharge from the 
ER. The NLOT nurses visit long-
term care facilities to provide rapid 
assessment and interventions for 
residents who are otherwise destined 
for the ER. As a result, unnecessary 
emergency visits are avoided as some 
treatments can be initiated in the 
Long-Term Care Facility. There has 
been a signifi cant decrease in resi-
dent transfers to the ER. For those 
who are transferred, wait times and 
length-of-stay are reduced. 
   “My thinking and my passion is 
really to help with creating these 

liaisons with community establish-
ments and to connect them with the 
services that are available in hospi-
tal,” says Dr. Shafai.
   The Community Division is 
working to connect various silos in 
the health care system, and looking 
into technologies that could assist in 
this process — for example, smart 
wristbands that display a patient’s 
blood pressure and other data, which 
would be transmitted to a monitor-
ing system. If a variable changes 
and requires immediate attention, a 
notifi cation could be sent to a doctor, 
who would then decide how best to 
intervene. In some cases, the patient 
would be transferred to the ER; in 
other cases, a paramedic could be 
sent to the patient’s home.
   While some taxpayers might worry 
about the cost of such initiatives, the 
reality is that a hospital stay costs 
more, per night, than a stay in a 
fi ve-star hotel in downtown Toronto, 
according to Dr. Monavvari. 
So this approach could save money 
and resources, “instead of expanding 
the number of beds and not having 
enough resources to take care  
of everyone.”
   And it could also improve patient 
satisfaction rates. “Hospitals are 
important for patients when they’re 
really sick,” says Dr. Shafai. 
“As they start to recover, the 
hospital is really not the best place 
for them. Recovery is complicated if 
they stay in the hospital longer than 
necessary — that’s a culture shift 
that needs to take place in 
the community as well.”
   Since MSH has strong links to the 
community, Dr. Shafai is already 
seeing that culture shift take place. 
“As people get older or live with 
chronic disease, they still should 
be able to lead productive lives in 
the community,” she says. “It’s the 
responsibility of the health care 
system to develop this infrastructure 
for them to be able to do that.”
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Markham Stouffville Hospital 
is participating in research 
conducted by York Region 
paramedics that hopes 
to improve outcomes for 
patients. This year, the 
province announced more 
than $220,000 in funding 
for a project called EPIC, or 
Expanding Paramedicine in 
the Community. 

AN EPIC 
PROJECT

EPIC expands the paramedic’s 
scope of practice to include 
community-based care.

EPIC sends a paramedic 
team to the patient’s home 
and uses electronic records 
to communicate with 
primary care.

EPIC can lead to a decrease 
in the use of acute care and 
hospital-based healthcare for 
chronic-disease patients.


