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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a Quality 
Improvement Plan.  While much effort and care has gone into preparing this document, this document should not be relied on as 
legal advice and organizations should consult with their legal, governance and other relevant advisors as appropriate in preparing 
their quality improvement plans. Furthermore, organizations are free to design their own public quality improvement plans using 
alternative formats and contents, provided that they submit a version of their quality improvement plan to Health Quality Ontario (if 
required) in the format described herein. 
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Overview 
Hôpital Glengarry Memorial Hospital's Quality Improvement Plan for 2016-2017 
continues to focus on the quality dimensions selected for Ontario Hospitals under the 
Excellent Care for All Act 2010:  Effective, Efficient, Patient-Centred, Safety and Timely.   
 
These remain aligned with our HGMH Balanced Scorecard Quality Quadrant, which 
contains the sub-quadrants of Access, Appropriateness (Effectiveness), Patient Safety, 
and Patient Satisfaction.  
 
Our mission statement is at the core of our Balanced Scorecard; it states that we 
"provide innovative, accessible, safe, and quality patient-centred primary health care 
services in both official languages".   
 
Using the Excellent Care of All Act (ECFAA) and patient/community engagement as a 
guide, our Quality Improvement Plan for 2017-2018 reflects our commitment to 
providing safe, quality patient-centred care. The objectives include: 
 

1. Improving communication to patients at discharge 

 Our follow-up phone calls to patients within 24-72 hours of discharge will 
now include the question "Did you receive enough information from 
hospital staff about what to do if you were worried about your condition or 
treatment after you left the hospital?"  Further information will be provided 
to any patients who respond negatively to this question so as to ensure 
they are fully satisfied with their discharge information.   
 

2. Reducing 30-day readmission rates for patients with CHF, COPD, and 
stroke 

 Through the provincial QBP initiative, we are working with Think Research 
to develop and implement standardized patient order sets based on 
Quality Based Procedure best practices for COPD, CHF, and Post-Acute 
Stroke admissions. 

 Patients who are identified to qualify for Health Links will receive a referral 
to the Health Links Coordinator and have a primary care provider follow-
up appointment within 7 days of discharge, when appropriate. 
 

3. Reducing unnecessary time spent in acute care 

 Much of our hospital's ALC rate is as a result of accepting patriations and 
repatriations from other hospitals in order to support occupancy pressures 
in the broader health system.  However, we plan to improve patient and 
family engagement with goals of care and the discharge plan by holding a 
meeting with the interprofessional team, discharge planner, and 
patient/family within seven days of admission.  It is hoped that with the 
plan of care and discharge plan established early in the admission, it will 
facilitate more seamless transitions at discharge.   
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4. Improving discharges home for palliative patients 

 Provincial data indicate that 80% of palliative patients wish to die at home, 
but only 30% do.  While our hospital must contend with the financial 
pressures affecting the availability of outside homecare services, our 
current performance on this indicator is 92.31%.  Due to small volumes, 
this indicator can see significant fluctuations, and as such, our target has 
been set at the provincial target of 80%. 
 

5. Improving patient satisfaction  

 Emergency: 
i. A pilot project will be undertaken to improve satisfaction, 

confidentiality, and communication of patients and families in our 
Emergency Department.  This pilot project will last 4-6 weeks and 
will involve the use of a patient alert system similar to restaurant 
'table ready' buzzers that will confidentially alert patients and their 
families when they are being called or needed.  Participants in the 
pilot will be surveyed to gain their opinions on the usefulness of the 
devices.   

 Inpatient Unit 
i. A trial will be undertaken to support cognitive engagement for 

patients who cannot get outside to our hospital's Therapeutic 
Garden and/or during inclement weather.  This project will involve 
the UHN Virtual Reality Project 'virtual environment'.  A protocol for 
screening patients will be developed and implemented, and 
appropriate patients will be offered a 'virtual prescription'.  It is 
hoped that this trial will improve mental health and engagement 
while also improving patient satisfaction. 

ii. A bulletin board will be created to communicate to patients/families 
the number of days since the last hospital-acquired infection.  It is 
hoped that this will improve patient confidence in quality care and 
improve staff engagement with infection prevention/control 
practices. 

 
6. Ensuring the quality of medication reconciliation on admission 

 We aim to maintain our 100% compliance rate on this indicator.  Last year, 
as a stretch target, we undertook quality audits of the medication 
reconciliations done on patients admitted for COPD on our acute care unit.  
This year, as a stretch target, we will audit those done for CHF patients on 
our acute care unit and for COPD patients on our rehabilitation care unit.   
 

7. Ensuring medication reconciliation on discharge 

 We aim to maintain our 100% compliance rate on this indicator.  As a 
stretch target, our expansion of this process into outpatient clinics will 
continue.  Audits will be done to confirm medication reconciliations done 
on discharge for cardiology, respirology and endoscopy outpatient clinics.  



Hôpital Glengarry Memorial Hospital  4 
20260 County Road 43, Alexandria, ON   K0C 1A0 

Further, a process for medication reconciliation on discharge for internal 
medicine outpatient clinics will be implemented.   
 

8. Maintaining low ED length of stay for complex patients 

 As the current performance of HGMH on this indicator is better than the 
90th percentile for the province, we aim to maintain our performance but 
not undertake any specific change ideas.   

 
These objectives remain aligned with the seven strategic priorities outlined in the HGMH 
Strategic Plan 2016-2019, which was developed following significant patient and 
community engagement: 

 Build and leverage partnerships with area healthcare providers to continually 
improve our delivery model 

 Align services and bridge the gaps to meet the changing needs of our economic 
reality 

 Commit to the Experience: Continue to elevate the personal touch with patient 
and family-centred delivery 

 Continue to inspire community support and involvement 

 Foster an enthused, enabled, and engaged workplace culture 

 Pursue the viability of the Carrefour Glengarry Hub 

 Master sustainability and efficiency 
 
Our Quality Improvement Plan is also aligned with Ontario's Action Plan for Health 
Care, the Champlain LHIN's Priorities for 2016-2019, our Hospital Service 
Accountability Agreement, and Accreditation Canada's Required Organizational 
Practices as they apply to HGMH from 2017 to 2021, the date of our next Accreditation 
Canada review.   
 
The HGMH QIP allows for integration and continuity of care as we follow the patient 
from admission to discharge and into the community: 

 Engagement of patients and family members in decision-making activities 

 Converting our resources to support the broader system by accepting patriations 
and repatriations of ALC patients from facilities that are over capacity 

 There continues to be close collaboration and integration of the CCAC staff 
through a shared position of Case Manager and Discharge Planner 

 HGMH is part of the Region 2 Health Links, which identifies complex patients 
who are high users of the health care system, and coordinates and integrates 
their care to reduce ER visits and hospital admissions. 

 

QI Achievements From the Past Year 
The HGMH Therapeutic Garden is entering its sixth year of operations.  It resulted from 
a Healthy Communities Fund grant in a "Stretch Your Limbs, Grow Your Food, Lift Your 
Spirits" initiative to develop a garden space with four wheelchair-accessible raised beds.  
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The garden project engages stroke and geriatric rehabilitation patients through their 
therapy exercises and grants them real-life situations in which to practice balance, fine 
motor control, cognition, and memory.  The garden also supports improved mental 
health in participating patients.   
 
Over the years, the garden has expanded from its original four raised beds to 
encompass 600 square feet and now includes the raised beds, several in-ground beds, 
and a greenhouse.   
 
The garden has developed and grown over time, including collaboration with several 
groups.  With Wilfred Laurier University's Project SOIL (Shared Opportunities for 
Institutional Land), the garden was the focus of a research project that explored garden 
expansions and other social service providers in the region that could benefit from 
partnership with the garden's programming.   
 
Community Living Glengarry was one such identified social service provider, and both 
organizations have found great success and reaped the benefits.  Several participants 
from Community Living Glengarry are involved in the garden's planting, maintenance, 
and harvesting.   
 
Further, produce harvested from the Therapeutic Garden is used in the hospital 
cafeteria's salad bar and in cooking activities for rehabilitation patients as part of their 
therapy.  This also supports the hospital's efforts under the Champlain LHIN's Healthy 
Food Initiative. 
 
This year, the garden experience will be taken in the virtual world, as we embark upon a 
pilot project in partnership with the University Hospital Network's Open Lab.  This 
project will engage patients who cannot otherwise participate in garden activities by 
bringing the garden to them as a virtual reality environment.  It is our hope that this will 
provide a positive distraction for patients who may be suffering from dementia.   
 

Population Health 
The community HGMH serves has a significantly higher proportion of older adults than 
the rest of the province.  Based on the latest available census data, 35.7% of the 
population our hospital serves is over the age of 60 years, compared to 20.1% for the 
province as a whole.  This population dynamic leads to a much larger need for long-
term care, homecare, and other supports and services than the rest of the province.   
 
The most frequent diagnosis for admission at our hospital is COPD, with CHF coming in 
at second place.  Environmental scans also show that our population has higher rates of 
mental health concerns, smoking, drinking, obesity, cancers, heart disease, drug abuse, 
and complex conditions with multiple comorbidities.   
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To tackle these problems, we work diligently with our health and social service providers 
to provide a community-approach to solutions.  Through this work, we strive to reduce 
duplication of effort, improve efficiencies, and ultimately support improved health within 
our community.  Some specific examples of this work follow: 

 Smoking Cessation Program 
o All admitted patients who have used a tobacco product within the last six 

months are referred to our Smoking Cessation Coordinator to be offered 
nicotine replacement therapy during their admission in partnership with the 
Ottawa Heart Institute’s “Ottawa Smoking Model”. In addition to this, a 
series of classes and their Quit Card initiative is being offered.   

 Fentanyl Abuse Prevention Program 
o Working with local pharmacies and physicians to support this program. 

 Health Links 
o Connects patients with complex conditions with a care coordinator who 

eases their journey through the health system. 

 Patient Order Sets for COPD, CHF, and Post-Acute Stroke 
o Through the provincial initiative, we are working with Think Research to 

develop and implement standardized patient order sets based on Quality 
Based Procedures best practices for COPD, CHF, and Post-Acute Stroke 
admissions. 

o We are working with the Ottawa Heart Institute to implement “Guidelines 
Applied in Practice” for heart failure and acute coronary syndrome.  

 

Equity 
HGMH is a designated bilingual (English and French) facility.  All documents and 
communication that is provided to patients is offered in both official languages. 
 
Our staff are provided with cultural competency and sensitivity training with regard to 
specific needs of seniors, aboriginal peoples, and other vulnerable populations.  Work is 
ongoing to improve staff sensitivity with regard to compassionately supporting patients 
with mental health concerns and/or neurological impairments, such as dementia.   
 

Integration and Continuity of Care 
Unit meetings in all departments of our hospital ensure that information and progress on 
hospital-wide and departmental goals is shared with all staff to engage them in 
achieving common targets to improve patient-centred care.   
 
HGMH works with our health system partners on a number of projects with the goal of 
ensuring our patients receive high-quality, accessible, and coordinated care.  We are 
involved in Health Links for our region, to identify those patients with multiple complex 
needs who use a high proportion of health care services and transform the care to these 
patients through a coordinated approach.   
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Our hospital's involvement in Health Links (Region 2) continues to thrive.  Six patients 
meeting the Health Links criteria were identified and referred to our sustainable Health 
Links Coordinator (one declined). We found a greater willingness to participate in the 
program if patients met the coordinator prior to their discharge. We also recently trained 
12 additional staff members in key roles to identify patients who qualify for the program 
and refer them the coordinator.   
 
Patients in Health Links benefit from one-on-one coordination of the care of their 
complex conditions throughout the health care system.  Through this program, we are 
helping patients navigate the system and ensuring they receive the best possible care, 
thus reducing the likelihood that they will return for unscheduled visits in the ER or be 
readmitted to the hospital and improves their overall experience with the health system.  
Health Links supports integration among health and social service partners while 
ensuring that patients feel like they are being treated as people instead of numbers.   
 
Medication errors and falls are being tracked through a Risk Incident Management 
System that is shared between eleven hospital partners, which will eventually allow us 
to benchmark our results with other facilities and permit all partners to share change 
ideas and successes.   
 
HGMH is among eight small hospitals that joined forces to enhance pharmacy services 
and improve medication management.  This project has improved the quality and safety 
of patient care by allowing nursing staff to obtain pre-measured dosages from 
distribution units located in the patient units.  Through this regional approach, 
pharmacists at the partner hospitals learn from each other and gain efficiencies.  
Medication choices are aligned with The Queensway Carleton Hospital's Pharmacy and 
Therapeutics Committee, which reviews new medications for appropriateness and 
safety, thus allowing pharmacists in our group to collaborate in best practice.    
 
In collaboration with six other hospitals in the region, HGMH is in the final stages of 
implementing a shared electronic medical record to support effective and efficient 
patient care, improving communication between health care providers, improve patient 
safety, and ultimately allowing HGMH to provide a better patient experience overall.   
 
HGMH has been continuing its work with health and social service providers in the 
region to develop the Carrefour Glengarry Hub.  First steps are already in place with 
partnerships that provide shared services, such as Information Technology, Human 
Resources, and Materials Management.  Further coordination is underway to continue 
to progress this initiative, with the ultimate, long-term goal of creating a centralized hub 
of service providers to support patients, families, and the community at large while 
reducing duplication of work and expenses.   
 
Lastly, HGMH continues to be an active partner with other secondary and tertiary 
hospitals in the region by accepting patients awaiting placement, thus reducing the ALC 
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volumes from those facilities.  We also have regional rehabilitation programs for post-
acute stroke and geriatric patients, which accept patients throughout the region.   
 

Access to the Right Level of Care - 
Addressing ALC Issues 

HGMH has actively been working with other hospitals by accepting patriations and 
repatriations to ease occupancy pressures in the region. Through this work, we are 
supporting the broader health care system, however, it is at the detriment to our ALC 
rates.  Health Quality Ontario has identified that small hospitals taking on ALC patients 
to ease pressures on larger facilities is a best practice, but this does not generally get 
reflected in Hospital Service Accountability Agreements (H-SAAs) between small 
hospitals and their LHINs.   
 
Further, a recurring issue has been identified with regard to the funding for homecare 
services, particularly in Q4 of the fiscal year.  Patients sent home with promises of 
specific services can sometimes find themselves left short as funding is no longer 
available.  This can have an impact on ALC rates as it is not always safe to discharge a 
patient home when it is uncertain if their homecare services will be available to support 
them.   
 
It is HGMH's aim to ensure that patients who no longer need acute treatment in hospital 
are discharged or transferred to a more appropriate care environment, but the shortage 
of long-term care beds and the unavailability of homecare services make this extremely 
difficult.  Therefore, in the best interests of the patient and to ensure the safest possible 
care is provided, these patients remain admitted as ALC patients.   
 
We suggest that LHINs consider the unique ALC pressures faced by small hospitals 
when developing H-SAAs and set more reasonable targets for ALC rates as a standard 
practice.  This can be offset by lower target rates for larger facilities so that overall LHIN 
and provincial targets can still be met.   

Engagement of Clinicians, Leadership & 
Staff 

The Internal Quality Committee was tasked with engaging staff for change ideas and 
bring them back to the committee for inclusion into the QIP.  The Chair then met with 
physicians to review the identified areas for their input into the plan.  
 
All staff, including clinicians, are further engaged per the Excellent Care for All Act 
through patient safety surveys, staff and physician experience surveys, as well as 
through regular communications through all levels of staff and management.   
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Such engagement support accountability by making the Quality Improvement Plan 
targets shared goals.  Everyone feels a sense of responsibility in contributing to the 
success of our hospital.  
 
Further accountability is achieved through ongoing review and evaluation of quality 
targets.  The Board Quality Committee, Medical Advisory Committee, and Management 
Team each meet at least quarterly to review progress on a wide variety of quality 
indicators and achieving targets set out in the QIP.  Departmental goals and objectives 
are established annually and designed to be in line with our hospital's overall Strategic 
Directions, Quality Improvement Plan, and Senior Friendly Hospital Improvement Plan.  
Progress toward meeting these goals is reviewed with the manager/supervisor of each 
department, and performance appraisals reflect progress that is made.  Performance 
based compensation is implemented for our Senior Executives for targeted quality 
indicators as selected by our Board of Directors.   
 

Resident, Patient, Client Engagement 
Staff and management monitor the patient experience through patient satisfaction 
rounding while patients are admitted, follow-up phone calls after patients are 
discharged, and surveys from NRC Canada.   
 
In 2012, HGMH initiated a Board Advisory Committee comprised of patients and family 
members.  The role of this committee has been to advise the Board, share its opinions 
with regard to hospital operations and services, and provide key patient engagement for 
HGMH.  This committee continues its work as a Patient and Family Advisory 
Committee, guiding HGMH in the provision patient-centred, senior-friendly, and 
accessible care and engaging patients and families in a meaningful way in service 
design and delivery.  Further, the Quality Improvement Plan was reviewed and 
discussed with this committee prior to receiving final approval by the Board of Directors. 
 
Our efforts at improving patient and family engagement are ongoing and include focus 
groups, individual interviews, surveys, and public meetings in order to help us gauge 
our community's needs and interests.  Through this work, we strive to continuously 
improve the quality of the care we provide to our patients. 
 
Patient and community engagement guides the development and implementation of 
policies, as well as identification of quality targets and areas for improvement.  HGMH 
believes it is vital to learn from a patient's experiences, both positive and negative, at 
our hospital so that we can enhance our delivery of care and programs. 
 

Staff Safety & Workplace Violence 
The annual mandatory inservice education sessions over the past year have included a 
session that highlights awareness and reporting of workplace violence.  Incidents are 
reported and reviewed for trends on a regular and ongoing basis.  The hospital has also 
implemented several policies related to violence in the workplace, including a Violence 
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Prevention Program, a Workplace Violence and Harassment Prevention Policy and 
Program, and a policy on Domestic Violence in the Workplace.  As with all of our health 
and safety policies, these are reviewed annually and updated as appropriate.  Staff are 
educated on the policies to ensure everyone is aware and alert for problematic 
behaviours.   
 
Non-Violent Crisis Intervention training is being implemented to all staff in the 
organization and to the security guards that are contracted to work at the hospital. 
 
In order to provide a safe environment for patients and staff, patients with a history of 
acting out behavior are flagged in the electronic medical record.  Our policy, which has 
been fully educated to all staff, details the many interventions and timeframes for 
assessments for such patients so as to ensure the safest possible environment for both 
staff.   
 
The Employee and Family Assistance Program has been heavily promoted to all staff in 
this past year to highlight the usefulness of this program and encourage those who may 
wish to partake of its services to do so.   
 

Performance Based Compensation 
A total of 2% executive compensation is tied to quality indicators.  Data will be tracked 
on a quarterly basis.  Of the four indicators chosen, the poorest performing indicator will 
be dropped and the remaining indicators will be allocated 33.3% of the overall tied 
executive compensation.   
 

2017-2018 

Indicator Target 

Weight of Tied 
Executive 

Compensation 

Medication Reconciliation on Admission 100% 33.3% 

Medication Reconciliation on Transfer 100% 33.3% 

Medication Reconciliation on Discharge 100% 33.3% 

Palliative patients sent home with supports  80% 33.3% 

 

Contact Information 
Linda Morrow 
Chief Executive Officer 

and 
Shelley Coleman 
VP Clinical Services & Chief Nursing Officer 

613.525.2222 x4104 
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Sign-off 
I have reviewed and approved our organization’s Quality Improvement Plan  
 

 
 



2017/18 Quality Improvement Plan
"Improvement Targets and Initiatives"

Glengarry Memorial Hospital 20260 County Road 43

AIM Measure Change

Quality dimension Issue Measure/Indicator Unit / Population Source / Period Organization Id

Current 

performance Target Target justification Planned improvement initiatives (Change Ideas) Methods Process measures Target for process measure Comments

1)Add "Did you receive enough information..." to list of 

questions that are asked during discharge follow-up 

phone calls.

If patient does not respond with full satisfaction, will ask for 

details and follow-up accordingly.

Number of discharge patients who are fully satisfied or 

become so after the follow-up call.

80%

1)Obtain approval and implementation of QBP best 

practice for CHF.

Draft pending approval by Medical Advisory Committee. 

Implement over this year.

Every patient with CHF as a primary diagnosis has the 

QBP patient order set on their chart.

Full implementation this year so that establishment 

of baseline can be done next year.

2)Patients identified as "Health Links" patients will have a 

primary care provider follow-up appointment within 7 

days of discharge, when appropriate.

Health Links leads will identify qualifying patients and refer them 

to the Discharge Planner, who will connect the patients with the 

appropriate Health Links Coordinator.

Health Links Coordinator will make a follow-up 

appointment with Health Links patients within 7 days of 

discharge.

80%

1)Obtain approval and implementation of QBP best 

practice for COPD.

Draft pending approval by Medical Advisory Committee. 

Implement over this year.

Every patient with COPD as a primary diagnosis has the 

QBP patient order set on their chart.

Full implementation this year so that the 

establishment of baseline can be done next year.

2)Patients identified as "Health Links" patients will have a 

primary care provider follow-up appointment within 7 

days of discharge, when appropriate.

Health Links leads will identify qualifying patients and refer them 

to the Discharge Planner, who will connect the patients with the 

appropriate Health Links Coordinator.

Health Links Coordinator will make a follow-up 

appointment with Health Links patients within 7 days of 

discharge.

80%

1)Work with Think Research to develop the Patient Order 

Set for post-acute stroke.

Develop QBP order set, have it approved by Medical Advisory 

Committee, fully implement

Protocol will be implemented, establish baseline in 2018-

2019

100%

2)Patients identified as "Health Links" patients will have a 

primary care provider follow-up appointment within 7 

days of discharge, when appropriate.

Health Links leads will identify qualifying patients and refer them 

to the Discharge Planner, who will connect the patients with the 

appropriate Health Links Coordinator.

Health Links Coordinator will make a follow-up 

appointment with Health Links patients within 7 days of 

discharge.

80%

1)Improve patient and family engagement with goals of 

care and discharge plan

Hold meeting with interprofessional team, discharge planner, 

and patient/family within seven days of admission to establish 

plan of care and discharge goals.

Number of patients with whom a meeting is held within 

7 days of admission.

80%

1)Improve patient and family engagement with goals of 

care and discharge plan

Hold meeting with interprofessional team, discharge planner, 

and palliative patient/family within seven days of admission to 

establish plan of care and discharge goals.

Number of palliative patients with whom a meeting is 

held within 7 days of admission.

80%

1)Pilot patient alert system (similar to restaurant 'table 

ready' buzzers) to confidentially notify patients and 

families when they are being called or needed.

ER Supervisor will survey four patients/family members per day 

during the pilot asking "Was the alert system helpful?", "If yes, 

how?", "If no, why not?"

Number of patients/family members surveyed per day 4

1)Trial an implementation of the UHN Virtual Reality 

Project "virtual environment" to support cognitive 

engagement for patients who cannot get out to our 

Therapeutic Garden and/or during inclement weather.

Protocol for screening patients for trial will be developed and 

implemented; appropriate patients will offered a "virtual 

prescription" and surveyed for their satisfaction with the 

initiative. Clinical indicators for evaluating trial will be 

established as part of trial.

Number of patients in the trial over the year 10

2)Improve communication about hospital-acquired 

infections to improve patient confidence in quality care 

and improve staff engagement with infection 

prevention/control practices.

Create a bulletin board on the inpatient unit that displays the 

number of days since the last hospital-acquired infection.

Frequency the board is updated Updated 5 days per week.

1)Medication reconciliation within 24 hours of admission 

will be reviewed for the quality of the reconciliation.

Med rec will be audited on all COPD admitted patients on 

rehabilitation (our top reason for admission; also expand quality 

audits to admitted patients with Congestive Heart Failure on 

acute care (our second-most reason for admission).

Verify medication orders against medications reconciled 

for accuracy and duplication.

80%

1)Audit medication reconciliation process for cardiology, 

respiratory, endoscopy outpatient clinics and add process 

for medication reconciliation for internal medicine 

outpatient clinics.

Collaborate with primary care providers to ensure the best 

possible medication history is available for their patients.

Proportion of times the medication reconciliation form 

is provided to the primary care provider

80%

1)No change idea planned as our current performance is 

well under the provincial average.

CB Data from new survey tools not yet stabilized.

Risk-adjusted 30-day all-cause 

readmission rate for patients with CHF 

(QBP cohort)

Rate / CHF QBP 

Cohort

CIHI DAD / 

January 2015 - 

December 2015

802* 18.23 15.50 Protocol using QBP best practice is drafted 

and pending approval by Medical Advisory 

Committee. Expected to be implemented this 

year, will establish baseline next year. Target 

aligned with H-SAA.

Did you receive enough information 

from hospital staff about what to do if 

you were worried about your condition 

or treatment after you left the hospital?

% / Survey 

respondents

CIHI CPES / April - 

June 2016 (Q1 FY 

2016/17)

802* CB

15.50 Protocol using QBP best practice is drafted 

and pending approval by Medical Advisory 

Committee. Expected to be implemented this 

year, will establish baseline next year. Target 

aligned with H-SAA.

Risk-adjusted 30-day all-cause 

readmission rate for patients with 

stroke (QBP cohort)

Rate / Stroke QBP 

Cohort

CIHI DAD / 

January 2015 - 

December 2015

802* X 15.50 Think Research, the Ministry-approved 

company that is developing the Patient Order 

Sets based on the QBP requirements, does not 

yet have a draft completed for post-acute 

stroke. Target aligned with H-SAA.

Risk-adjusted 30-day all-cause 

readmission rate for patients with COPD 

(QBP cohort)

Rate / COPD QBP 

Cohort

CIHI DAD / 

January 2015 – 

December 2015

802* 18.36

Effective transitionsEffective

Total number of alternate level of care 

(ALC) days contributed by ALC patients 

within the specific reporting 

month/quarter using near-real time 

acute and post-acute ALC information 

and monthly bed census data

Rate per 100 

inpatient days / 

All inpatients

WTIS, CCO, BCS, 

MOHLTC / July – 

September 2016 

(Q2 FY 2016/17 

report)

Access to right level 

of care

Efficient 802* 23.6 9.46 Aligned with H-SAA but unlikely to meet this 

as we are following repatriation/patriation 

best practices for primary care patients and 

converting our resources to support the 

broader system and alleviate occupancy 

pressures in the region by taking ALC patients 

from other hospitals.

Percent of palliative care patients 

discharged from hospital with the 

discharge status "Home with Support".

% / Palliative 

patients

CIHI DAD / April 

2015 – March 

2016

802* 92.31

EDPEC / April - 

June 2016 (Q1 FY 

2016/17)

802* CB CB Data from new survey tools not yet stabilized.

CB Data from new survey tools not yet stabilized.

Person experience

Patient-centred

"Would you recommend this hospital to 

your friends and family?" (Inpatient 

care)

% / Survey 

respondents

CIHI CPES / April - 

June 2016 (Q1 FY 

2016/17)

802* CB

80.00 Small volumes have great effect on our data.Palliative care

"Would you recommend this emergency 

department to your friends and family?"

% / Survey 

respondents

100.00

Medication reconciliation at discharge: 

Total number of discharged patients for 

whom a Best Possible Medication 

Discharge Plan was created as a 

proportion the total number of patients 

discharged.

Rate per total 

number of 

discharged 

patients / 

Discharged 

patients 

Hospital collected 

data / Most 

recent quarter 

available

802* 100 100.00

Medication reconciliation at admission: 

The total number of patients with 

medications reconciled as a proportion 

of the total number of patients admitted 

to the hospital

Rate per total 

number of 

admitted patients 

/ Hospital 

admitted patients

Hospital collected 

data / Most 

recent 3 month 

period

802* 100Medication safetySafe

Total ED length of stay (defined as the 

time from triage or registration, 

whichever comes first, to the time the 

patient leaves the ED) where 9 out of 10 

complex patients completed their visits

Hours / Patients 

with complex 

conditions

CIHI NACRS / 

January 2016 – 

December 2016

Timely access to 

care/services

Timely 802* 6.27 10.30 Our current performance is under the 90th 

percentile within the province. We aim to 

maintain our performance, but small volumes 

have a great impact on our data, thus we are 

targeting the 90th percentile.


