Quinte@Home

By Quinte Health

Over the past several years, Quinte@Home has demonstrated the value of local health and social

care partners working together to help patients safely recover at home with the supports they need.
Since 2023, the 16-week program has supported more than 800 patients with complex needs, ranging
from infections and fractures to bowel obstructions requiring colostomies, respiratory failure and
tracheostomies. In collaboration with SE Health, Quinte@Home coordinates care with Community Care

for Seniors (CCS), Community Paramedics, GOTCARE and Ontario Health atHome.

Strong partner relationships and regular communication are central to the program'’s success. Daily team touchpoints,
biweekly leadership meetings with SE Health, and weekly meetings with Ontario Health atHome help partners address
patient needs, resolve barriers and improve transitions between services. Recent discussions with CCS leaders have
also helped identify opportunities to strengthen collaboration. Together, these connections support a more coordinated
approach to care, with partners working together rather than independently.

Since 2023, Quinte@Home has supported more than 800 patients, strengthening connections between hospital, home care, and community services across Hastings
and Prince Edward. During 2025-2026, the program recorded:
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These results highlight Quinte@Home's role in supporting patients at home and strengthening connections with community partners. With 57% accessing CCS
support and 39% transitioning to Ontario Health atHome or other community services, the program demonstrates the value of coordinated care and strong
partnerships in building a more connected healthcare system.
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> OHT partners may not be able to provide the
level or type of service required at a particular
time.

> Strengthen partner collaboration across
hospital, home care, community, paramedicine
and social care services.

Most importantly, no single organization can meet

individual patients.



