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 EMR Basics 
 

1.1 What is a Shared Health Record? 
 

The Electronic Medical Record (EMR) is a single province-wide solution that modernizes how we collect, 
share and use patient information.  

The EMR is an important component of the overall Electronic Health Record as Primary Care provides a 
significant portion of a patient's medical history. By combining local information - like visit history and 
clinician notes - with other information from across the EHR such as diagnostic imaging and lab results, a 
more comprehensive patient record will be available to providers across the continuum of care. 

Provincial access and sharing of patient information represents a fundamental shift from a clinic’s 
patient chart to a patient’s shared electronic record containing encounter information from across care 
settings (e.g., clinical notes from Specialists or other providers that the patient visited). 

A key difference between a stand-alone EMR used in most parts of the country and a provincial EMR is: 

• All users are contributing to a patients’ electronic chart.  
• With collective access to viewing and sharing patient information each provider has a more 

comprehensive view to that patient to support their role in providing care.  
• It supports, promotes and enables team-based care – no matter where your practice is located 

in the province.  

Within the EMR, it is possible to filter for encounter information specific to your practice and to mark 
certain sensitive information as confidential – requiring other authorized providers to provide valid 
reasons for accessing the information.  

1.2 When will the remaining Integrations be available?  
 

The following integrations are now live:  

• Clinical Documents (CIS)  
• Diagnostic Imaging Reports (DI) 
• Demographics and Medicare Eligibility (CR) 

Laboratory Results integration will be delivery in two phases from late 2021 through early 2022. 

PrescribeIT is anticipated to be integrated later in 2022. 

In the future, other integration points may be considered.   

1.3 Can clinicians add their own forms?  
 

Customized forms cannot be added, however, during your practice implementation, the EMR Program 
will assess the forms used within your clinic to determine if there are opportunities to further 
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standardize provincially. There are more than 130 provincially standardized forms being developed. 
There is a formal process for requesting new or modified form through the EMR Program.  

 Patient Merging 
 
2.1 Will clinical notes be merged with those of other providers that the patient has seen? 

 
Clinical notes from all providers across community-based care would be added to a single patient chart 
as part of the One Person, One Record approach.  When migrating data from different sources, no 
information will be overridden.  

2.2 Why do we see duplicate patient records?  How do I record new patient information? 
 

With one provincial-wide instance of the EMR, each clinic data imported may introduce duplicate 
patients into the production environment. This is a result of patient information being migrated from 
multiple sources (e.g., ICORE, Practimax, Oscar, etc.) for multiple providers simultaneously. You can 
expect this duplicate patient appearance until all scheduled clinics are added to the EMR which is 
another six to nine months.  

Work is underway to improve the migration process and minimize the number of duplicates. 

A duplicate clean-up is occurring on a regular basis. As each new clinic is implemented, the duplicate 
records introduced will be merged within two days of the clinic signing off on their data. Merges will 
include all clinical information from all records. If you are listed as the primary care provider on your 
patient’s record, that will be the primary record which means all other information will be merged to 
this record. Demographics information will come from this primary record. If secondary records have 
additional demographics information (i.e., that is not part of the primary record) they will be added.  

Guidance for updating demographics in in the case of duplicate records:  

• Primary Practitioner (PP) is the family physician.  

• If only one of the duplicate patient records shows a PP, the demographic changes should be 
made to this record. This record will be the master record where demographics will be taken 
from and all other clinical data will be merged under. If secondary records have additional 
demographics information (i.e., that is not part of the primary record) they will be added.  

• If more than one of the patient records has a PP, regardless of whether they are the same 
practitioner or different, the merge process will skip these records and include them in a report 
to the EMR Program to be merged manually (in consultation with the clinic). If you prefer these 
records to be merged automatically (quickly) follow these additional steps:  

o If PPs are different people. A communication between two physicians should occur 
and CHR should be updated to leave the record with the PP (Family physician) and 
change the other PP to Unaffiliated Provider.   
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o If PPs are the same person (this often happens when physicians migrate data from two 
e.g., Oscar and Icore/Practimax), leave the record that comes from Oscar and change 
iCore record to show Unaffiliated Provider as PP.  

• If all patient records are unaffiliated then make the demographic changes to the first-in record, which 
you can identify from the URL of the patient. The first-in record will have a lower number.  
Example:  https://peiemr.inputhealth.com/app#patients/13112866/dashboard 

 

 Billing  
 
3.1 Where can I find answers to my billing questions? 

 
Please visit the Billing Support Materials section of the EMR Website:  

EMR User Resources | Government of Prince Edward Island 

 Current Known EMR Issues 
 
 

4.1 Where can I find a list of current known EMR issues? 
 

Please refer to the latest version of the CHR User Bulletin posted on the EMR Website:  

EMR User Resources | Government of Prince Edward Island 

 User Support 
 
5.1 Who do I contact for user support? 

 
Please see the EMR Quick Support Guide posted on the EMR Website: emr_quick_support_guide.pdf 
(princeedwardisland.ca) 

 

 Privacy and Security 
 

6.1 How can I ensure that my EMR and clinic information is secure? 
 

Details pertaining to the privacy and security of patient information will be covered as part of the 
Privacy and Security Training. 

A Privacy Impact Assessment and Threat Risk Assessment determined the privacy and security 
mechanisms required to ensure the protection of patient personal health information in compliance 
with the Health Information Act and other applicable legislation.   
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6.2 Will data be mined from the EMR?  If so, for what purpose(s)? 
 

One of the major benefits of having one solution provincewide is that we will have access to richer and 
more comprehensive data to support evidence-based decision making for population health and the 
health-care system.  As decisions are made on how to use this data to the fullest potential, more 
information will be shared.   The EMR Program Governance will provide oversight and decisions 
regarding what information will be shared with whom, for what purpose – in accordance with relevant 
privacy legislation and directives.   

 

 Access to the System 
 

7.1 Can I enter information into my EMR remotely? 
 

Yes.  You can access and perform functions in the EMR from anywhere you have access to a secure 
internet connection – from the clinic or on the go.   

Access is not restricted to government devices. 

7.2 Who will have access to my patient’s medical records? 
 

The provincial-wide solution represents a single instance of a patient record – accessible to community-
based providers within the patient’s circle of care. 

As per the College of Physicians and Surgeons’ guidelines for Transfer/Sharing of Clinical Information, 
access to a patient’s medical records should be limited to Health Professionals or institutions to the 
extent necessary to provide proper medical care.  That is, for the use of the information on a ‘Need to 
Know Basis’.  This can be managed through role-based access (i.e., only those who require access will be 
granted it).  

Mental health or sexual health notes in a patient’s primary care record that are to be kept anonymous 
can be marked as confidential. These will require an additional level of security to access.  

Access to patient records will be regularly audited.  

7.2.1 Override Function 
 

An override function is enabled if a clinician needs to access patient data in another clinician’s roster. 
Location based segregation logic is on the Primary Location information that is associated with the 
Patient. This location should reflect the location of the patient’s Family Practitioner. Any users who are 
not staff at this location will need to override or establish a relationship when they go to access the 
patient’s chart. 

Users have the option to establish a relationship with a patient (override) at either the individual level or 
for their clinic. Additionally, users can select a duration that the relationship will be in effect. 
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The override function provides users with the ability to establish a temporary relationship with the 
patient and override the location-based permissions that were set up to ensure only authorized users 
have access to a patient’s personal health information. 

It is important to enter a ‘Reason’ so when audits are performed or a patient requests information on 
who accessed their chart this information is available. Additionally, the duration selected should be 
proportionate to the length of the planned relationship. During the period in which the relationship is 
temporarily established ALL activity including the opening of the chart is easily audited. 

An example of what this means: 

• The clinic receives a referral (e.g., STOP Smoking, specialist consult, etc.)  
• The referral is processed by a MOA – who now has the option to define a relationship between 

the patient and clinic for a defined amount of time. 
• The referral is sent for triage  
• The provider is NO longer required to force access due to the temporarily established 

relationship  
• The referral is triaged and sent back for booking – the MOA does NOT need to force access 
• The appointment is booked in the provider’s schedule and will not show as hidden to the clinic 

who established the temporary relationship 
• Once the temporary relationship period expires it can be re-granted if necessary 

Solution changes have been made to allow users to override the location-based permissions from the 
patient’s chart as well as from the scheduling window.  Users will soon be able to override from the 
billing window. 

7.3 Can I use a MacIntosh Computer to access the CHR? 
 

Yes. 

7.4 Can a Clinician use more than one device to access the CHR at the same time? 
 

Yes. 
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