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What is COVID@Home?
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Supporting patients who are newly diagnosed with COVID

• Health education

• Regularly scheduled structured virtual assessments

• Remote monitoring with pulse oximeters

• Early identification of patients who would benefit from Acute Care Assessment

• Linking with community support services as necessary

Supporting PCPs caring for their patients with COVID

• Simple resources to support a structured approach to care of patients with COVID

• Provision of patient education materials about self care

• Adopting documentation templates for tracking patients process

• Simplified access to Pulse Oximeters (for patients who can’t accesss)

• For complex patients access to support of Monitoring Team



• Newly diagnosed patients undergo a risk 
assessment by PCP

• Age, medical comorbidities, safety net 
risk factors

• COVID@Home Framework provides a 
simplified, structured approach to initial 
intake and regular monitoring virtual visits

• PCPs should encourage their patients to 
obtain a pulse oximeter, however it can be 
accessed through COVID@Home

• PCPs will follow most their patients, but 
some patients may benefit from a Team-
based approach 
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How does COVID@Home Work?
High Risk*** Average Risk Low Risk

Any age with medical 
comorbidities 
(medical risk factors 
from above)

Otherwise 
healthy adults; 
asymptomatic 
adults

Patients with 
symptom 
deterioration

Pregnant 
women

No 
comorbidities

Patients with any of 
the safety net flags 
(only food/income 
insecure patients in 
phase 1)

No safety net 
flags

Age >60 40-60 years old 
with no medical 
comorbidities

Age 1-39 with 
no medical 
comorbidities

Monitor 
Daily for 14 days

Monitor
Every 2 days x 7 
days; then 
recommend 
self-monitor for 
additional 7 
days depending 
on progress

Monitor
Consider self-
monitoring 
only; check-ins 
determined by 
individual 
patient 
(consider at 7 
days)



• Patients who are assessed by their PCP and meet criteria for High 
or Average Risk for deterioration are eligible for enrolment with a 
Monitoring Team

• Monitoring Teams are comprised of RNs/NPs from Primary Care 
Interprofessional Care Teams

• CarePoint Health

• Credit Valley Family Health Team 

• Summerville Family Health Team

• Enrollment occurs by using regular Home Care/LHIN/CCAC referral 
form and writing: “COVID@Home Monitoring Team”

• If no access to pulse oximeter, patients will be distributed from 
COVID@Home Reservoir
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How does COVID@Home Work? – Monitoring Team



• Patients who are requested to be followed by Monitoring Team will be daily virtual 
connection with a clinician from the monitoring team to review symptom status 
and O2 saturation

• Monitoring team also assesses availability of supports:
o Mental Health
o Access to Food
o Access to Caregivers
o Access to Needed supports
o Housing
o Financial supports

• By referring to the Monitoring Team, PCPs agree to make themselves available 
should the clinician need to speak with them

• Patients will be followed until they have demonstrated recovery from Acute 
COVID symptoms or have been admitted to Acute Care

• Discharge documentation will be sent to the PCP

5

How does COVID@Home Work? – Monitoring Team



   Mississauga Halton  LHIN Referral  Form 

     M-H LHIN Main   Offi ce – 2655  North  Sheridan  Way, Mississauga,  ON      
     Main Office Fax:        (905) 855-8989    Toll Free 1-877-298-8989 – for Community and Hospital Emergency Departments 

*Hospital  in-Patient  please use Hospital  LHIN offi ce Fax#

     Main Office Phone:  (905) 855-9090    Toll Free 1-877-336-9090 Form  # CS ACCESS 001  revised  March 19, 2018 

Anyon e can make a referral  to the LHIN…Physician signatur e only  required  for  Nursing  and Physiotherapy  Weight 
Bearing  Please Note:  To ensure patient  safety  and continuity  of care, please ensur e the LHIN referral  is completed  in 

full     Palliati ve referrals:  Please send  separate Palliative referral  form  CS PAL  

Referra l information: Patient Demographics: affix label if appropriate 

Patient Name:     

Planned Date of hospital discharge: 
Home Address: 

Name of person referring: DOB: HCN:   
Contact Information:     Phone: Gender:  Male     Female 

Reason for Referral:       

Allergies:  

Diagnosis/Significant Medical Information: Diabetic:  Yes  No 

Service Requested Note:  Treatments w ill be taught and services r educed  when appropriate 
  Wound care  products  may  be substituted  to a comparable  pr oduct  based on  MH LHIN supply  formulary 

 Nursing - Wound Care 
Ambulatory  Patients will  receive 
their  nu rsi ng care  in a LHIN 
Nursing  Clinic.   

For all wound care order include wound etiology and wound dimensions 

 Nursing to Assess and Treat 

 Specific Wound Care Orders:     

 Nurs ing  - IV IV Medicat ion: Screening for 1st  dose administ ration at home 

Name of Medication: 

Dose:  Frequency: 

Duration:    

Date & Time Last Dose Given: 

Route: PICC  Port-A-Cath  Peripheral IV 

1) History of serious adverse or allergic reaction to

the prescribed medication or related compound? 

2) Patient currently on beta-blockers, A.C.E
Inhibitors and anti-adrenergic drugs?

If NO to bot h abov e - Ok t o administer 1st dose in home? 

IV Access Route Care: 
(All Heparin orders   
please indicate in IV 
Additional Specific 
orders ) 

Peripheral: Flush 2-3cc 0.9% NS OD     Tubing Change: Q3 Days  Dressing: Q weekly PRN 

  Port-a-cath: Flush 0.9% NS10-20/ml followed by 500 units of Heparin 
 Frequency:  After each use or every 4 weeks if not in use. 

  Dressing & Gripper Change : Q7 weekly & PRN            Gripper Size: 

IV Addi tional Specific Orders:     
(eg:  Hickman, Midline, any additional Heparin orders) 

 Nursing – Other 

e.g. Catheter,Ostomy, drains, 
etc. 

Foley Catheter Care:  Type of Catheter (i.e., coude, silicone, etc.):   Size (i.e., 14fr, 16fr.): 

Date of Insertion: Frequency of Change: Additional orders (:e.g., trial void): 

Other Nursing Orders: 

 Physiotherapy Degree of Weight Bearing:  Partial   Full Progressive  None  

 Speech La ngua ge 

  Pathol og y 

Indicate area of need as applicable for any Service Request: 

 Occupa tiona l Therapy 

 Persona l Suppo rt 

   (e.g., bathing, dressing) 

 Social Work 

 Dietetic Service  

 Rapid Resp onse Nurse 

 Navigation to    Com muni ty 

Suppor ts 

 Caregiver Resp ite 

 Assess ment  Long Term Care    Short Stay      Convalescent    Adult Day Program 

 Health L inks  Lives Alone       Limited social network     Community Service Use    Finances      Transportation     Housing  

 Mobility             Home Bound       

Physician/NP Signature required for  Nursing and PT weight  bearing: 
Print Name and Phone number:  

Billing Code: Date: 

Valved PICC: Flush 0.9 % NS 10 ml 

Frequency: after each access or weekly if 

not it use   

Dressing &  Cap Change: Q weekly PRN 

Non-Valved PICC:  Flush 0.9% NS 10ml followed by 300 units of 

Heparin.  

Frequency: after each use or weekly if not in use. 

Dressi ng and Cap Change: Q weekly &PRN    

Save

DOB: HCN:

Reasons for Referral:

Name of person referring:

Health Links
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How does COVID@Home Work? – Home Care Referral

COVID@Home Monitoring Team

OR

COVID@Home Pulse Oximeter Only



• Red Flag Symptoms
• RESPIRATORY 

• Severe shortness of breath at rest 
• Difficulty in breathing 
• Increasing significant fatigue 

(reported in some patients as a 
marker for hypoxemia without 
dyspnea) 

• Blue lips or face 
• Hemoptysis 

• OTHER 
• Cold, clammy, or pale and mottled 

skin 
• Reduced level of consciousness or 

new confusion 
• Little/no urine output 
• Pain or pressure in the chest 
• Syncope 

• Refer to ED:
• HR >110, SPO2 consistently ≤ 92%, RR >24 

• Severe shortness of breath at rest (e.g. 
Breathlessness RR >30 despite normal O2 sats) 

• Difficulty in breathing (work of breathing) 

• Reducing O2 saturation (see guidance under 
Examination/Assessing Vital Signs on this page) 

• Pain or pressure in chest 

• Decreased oral intake or urine output (dehydrated, 
needing IV fluids) 

• Cold, clammy or pale mottled skin 

• New onset of confusion, becoming difficult to rouse, 
syncope 

• Blue lips or face 

• Coughing up blood 

Other symptoms indicating severe illness, or significant 
or rapid deterioration including markedly increased 
fatigue if O2 Sats are not available. 

The patients risk factors for more severe illness should 
be considered in making the decision to refer to ED: 
age (>65), comorbidities as above, 
immunocompromised, higher frailty score. In addition 
inability to self-isolate or lack of support at home may 
be other reasons to consider
ED referral. 

How does COVID@Home Work? – Monitoring Team Escalation
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Date Symptom Presence (or relative change) OR Absence

Difficulty Breathing Cough Fever Nausea, Vomiting or Diarrhea Other Symptoms (please write in) Fluid Intake Adequate Oxygen Saturation (%) Heart Rate

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Yes
o No

o Better
o Worse
o

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Better
o Worse
o Stable

o Yes
o No

o Yes
o No

o Better
o Worse
o Stable

How does COVID@Home Work? – Patient Self-Monitoring



 Community COVID19 Ward Monitoring 

INSTRUCTIONS:

This form is to be started when a patient has r eceived a positive result on a COVID-19 test and will be monitor ed and managed by primary car e.

When saved, the form will appear in the left column on the patient's OSCAR eChart as "COVID Monitoring Recor d".

It is important the same form is used for each monitoring visit.  To do this, open the patient's eChart and open the same form again fr om the left menu.

If you save a change to this form and close it, you must r efresh the patient's eChart befor e opening this form again in order to see the changes you made.

Risk Level

See Guide to Risk Assessment  (https://hfam.ca/clinical-pathways-and-evidence/covid/assessment-diagnosis-and-management-of-covid/guide-to-risk-assessment/)

MONITOR

Daily for at least 14 days

MONITOR

Every 2 days x 8 days; then r ecommend self-monitor for

additional 7 days depending on pr ogress

MONITOR

Consider self-monitoring only; check-ins determined by

individual patient. (Consider at 7 days)

Isolation and Contact Tracing

Test Data and Isolation Period

COVID-19 Monitoring Visits

IMPORTANT: To access a new row for data entry, save the form, exit, r efresh the patient's OSCAR eChart and open this form again fr om the eChart's left menu.

Please follow speciýc history and exam details per HFAM Monitoring Template (https://hfam.ca/clinical-pathways-and-evidence/covid/assessment-diagnosis-and-management-of-

covid/monitoring-template/). Also see tips for assessing Dyspnea (https://hfam.ca/clinical-pathways-and-evidence/covid/assessment-diagnosis-and-management-of-covid/tips-for -

assessing-dyspnea-virtually/) and Vitals (https://hfam.ca/clinical-pathways-and-evidence/covid/assessment-diagnosis-and-management-of-covid/assessing-vital-signs-virtually/)  virtually.

Date

Symptom Presence (and Relative Change) or Absence Vitals

2021-01-27

Note Note Note

16

Note

88

Note

N/A

Note

37.8

Note

98

Note

Note Note Note

High Average Low

Date of Positive Test

2021-01-26

Date of First Symptom       OR        No Symptoms

2021-01-25

End of Isolation Period

2021-02-05

Data Checklist

Download lab from OLIS to chart

Add COVID code to Disease Registry (080)

Add "COVID19 [month/year]" to medical history

Add COVID code to billing (080)

Patient Isolation/Contact Tracing
Education Checklist

Patient was contacted by Public Health after positive

test result OR

Send Tickler   Used Public Health Guide

(https://hfam.ca/wp-

content/uploads/2020/12/Instructions-for -individuals-

who-tested-positive-for-COVID-19.pdf) to provide or

reinforce Public Health's direction on self isolation and

identifying/contacting contacts *

Home Equipment Inventory

Patient has or can borr ow:

BP cuff

Thermometer

Send Tickler   Pulse oximeter (NOTE: May dir ect to

YouTube video on using pulse oximeter at

https://www.youtube.com/watch?v=ghUTSH-PY io

(https://www.youtube.com/watch?v=ghUTSH-PY io))

(*NOTE: Recommend directing patients to Hamilton Public Health ( https://www.hamilton.ca/coronavirus/covid-19-have-symptoms-or -been-exposed

(https://www.hamilton.ca/coronavirus/covid-19-have-symptoms-or -been-exposed)) and HFAM Patient Resources (https://hfam.ca/patient-resources/ (https://hfam.ca/patient-

resources/)) for more information. These may be provided verbally and/or sent electr onically through VirtualClinic+ (https://app.wellclinics.ca/app/surveys/show-surveys) .)

 

Y

N

Better

Worse

Stable

Y

N

Y

N

Better

Worse

Stable

Y

N

Y

N

Better

Worse

Stable

Y

N

Concern

Satisfactory

Y

N

Y

N

Dyspnea Cough Fever Loss of

Taste/

Smell

GI Upset Other RR HR BP T O2 Sat

(%)

Hydration Red

Flags

Safe to

Continue?

Note Note Note

Notes

2021-01-28

Note

Note

Note

Note

Note

Note

Note Note Note

38.0

Note

98

Note

Note Note Note

Notes

2021-02-22

Note Note Note Note Note Note

Note Note Note Note Note

Note Note Note

Notes

Other Areas of Assessment/Support

Mental Health

Send Tickler  Send Tickler  

Access to Food

Send Tickler  

Access to Caregiver(s)

Send Tickler  

Access to Needed Supports

Send Tickler  

Financial Health

Send Tickler  

Housing

Y

N

Better

Worse

Stable

Y

N

Y

N

Better

Worse

Stable

Y

N

Y

N

Better

Worse

Stable

Y

N

Concern

Satisfactory

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Concern

Satisfactory

Y

N

Y

N

Next Visit Date      

2021-01-29

 On Call Notiýed if Visit on Weekend

OR Discharge Date (https://hfam.ca/clinical-pathways-

and-evidence/covid/assessment-diagnosis-and-

management-of-covid/discharge/)

Note

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

Y Y

Area Concern? Notes Referral? Referral Instructions
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How does COVID@Home Work? – Monitoring Template



• Hamilton Family Medicine (https://hfam.ca)

• WCH COVID Care@Home (https://covidcareathome.ca/index.html)

• Questions?
• james.pencharz@thp.ca
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Questions & Resources

https://hfam.ca/
https://covidcareathome.ca/index.html
mailto:James.pencharz@thp.ca

