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Overview 
Groves Memorial Community Hospital (GMCH) is a dynamic organization committed to 
the delivery of high quality health care to our community in collaboration with our 
rural health care partners.  Our mission is: "enabling people to achieve optimal 
health through a wide range of integrated health services provided by a committed 
team working with a network of partners"; The Vision is "to be a leader in the 
provision of excellent, compassionate, rural health care". 
 
Our just culture focused on continuous quality improvement strives to improve the 
patient experience through responsive, accountable, transparent, integrated rural 
health care with the local Family Health Teams, Waterloo Wellington Community Care 
Access Centre, Canadian Mental Health Association Waterloo Wellington Dufferin, 
Waterloo Wellington Acute Care Hospitals, Community Services, Homewood Health 
Center and the Waterloo Wellington Local Health Integration Network (WWLHIN) .   
 
GMCH strategic planning includes strategic directions are for 2013-2016.    The 
four strategic directions are Advancing Best Patient Care, Realizing the Best 
System, Optimizing the Best Organization and Ensuring the Best Financial Position. 
The strategic plan aligns with the transformation agenda of the Ministry of Health 
& Long Term Care and the Waterloo Wellington Local Health Integration Network 
Integrated Health Services Plan. Participation in the WWLHIN Integrated Programs 
Councils, Rural Wellington Health Links and Health System Funding Reform via 
quality based procedures and a commitment to quality care close to home are key 
commitments of GMCH.  
 
In 2014, GMCH received Accreditation with Commendation.  
 
The annual Quality Improvement Plan (QIP) is developed by the Safety, Quality 
Performance Improvement Committee (SQPI) of the Board and utilizes the strategic 
and corporate scorecards and the SQPI Quality Framework to identify key performance 
indicators for the organization.  The QIP meets the requirements of the Excellent 
Care for All Act and demonstrates to our patients, families, community and 
partners, GMCH's strong commitment to continuous quality improvement and improving 
the patient experience. 

Integration & Continuity of Care 
GMCH and eight other provider organizations participate in the Rural Wellington 
Health Advisory Council with a signed Memorandum of Understanding to promote 
integration and collaboration across the rural continuum of care. 
 
This has resulted in an approved Health Link for the area and a number of 
initiatives to address current opportunities identified to improve continuity of 
care. In addition, the WW Hospitals and CCAC CEO Network developed a Clinical 
Program Integrated Accountability Framework and the identification of Clinical 
Councils to promote integrated care.  Staff and Physicians are participating in 
Clinical Councils to support the implementation of best practice and integrated 
care.  Councils and Committees include: Rehabilitation, Stroke, Frail Elderly, 
Musculoskeletal, Community Integration Teams, Centralized Intake, Emergency, 
Cardiac, Critical Care, Complex Continuing Care, Pharmacy, Surgical, Oncology, 
Diabetes, Mental Health & Addictions, Wound Care, Orthopedic Capacity Planning, 
Integrated Discharge Committee, LHIN 3/4 Maternal Child Network and Specialized 
Geriatric Network.  
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Challenges, Risks & Mitigation Strategies 
GMCH is focused on continuous quality improvement and improving the patient 
experience.  
  
Mandated requirements, WWLHIN Committee commitments and the number of new 
initiatives challenge small organizations.  The organization has leveraged the late 
career nurse initiative, and initiated LEAN education and training to help drive 
efficiency. 
 
GMCH challenges and risks are evaluated by the Senior Management Team and decisions 
are made to mitigate issues.  
 
The availability of resources will always be a challenge in small hospitals but 
partnering with other health care providers enables additional efficiencies and 
shared resources that can mitigate risk. The building of collaborative 
relationships with other partners assists in improving the patient experience as 
the health care system. 

Information Management 
GMCH has initiated an extensive review of Information Management Systems. The 
organization has leveraged Clinical Connect through support of the WWLHIN to 
integrate hospital information with other health care providers.  
 
Data and information is reviewed bimonthly at the Health Records and Utilization 
Committee.  Dashboards are prepared to communicate information such as infection 
control metrics, patient satisfaction surveys and patient compliments/complaints.  
Strategic Key Performance Indicators are reported p to the Governance Committee of 
the Board. Serious, sentinel and near miss reports are provided quarterly to the 
Board including trends, mitigation strategies and action plans.  
   
A Quality Dashboard is used to monitor progress in Quality Improvement initiatives.  

Engagement of Clinicians & Leadership 
The organization is committed to advancing continuous quality improvement and 
improving the patient experience through the engagement of staff, physicians and 
leadership throughout our organization.  The Safety, Quality & Performance 
Improvement framework provides the guidelines for the annual reporting from all 
clinical and support departments on their initiatives, metrics and challenges.  The 
annual Quality Report provides a detailed report on departmental activities and is 
used to communicate to staff, physicians, the Quality Committee and the Board.  The 
CEO also conducts CEO forums to update and engage staff in our strategic and 
quality improvement efforts.  The Medical Advisory Committee receives minutes from 
all clinical department committees.   
 
The organization continues with LEAN education and training for all staff.  LEAN 
with its focus on continuous quality improvement has engaged staff and has resulted 
in successful LEAN initiatives being completed by staff and leaders. 
 
Communication to engage staff across the organization occurs via multiple forums--
email updates, intranet links, tips of the week, CEO forums, staff meetings, lunch 
and learns, videos, What’s On Your Mind and celebration events. 
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Patient/Resident/Client Engagement 
 
Groves Memorial Community Hospital is committed to patient engagement and improving 
the patient experience.  In 2013, the monthly Patient Safety Walkabout process 
began to incorporate patient engagement interviews utilizing the Studer, Five 
Fundamentals of Service Strategy AIDET (Acknowledge-Introduce-Duration-Explanation-
Thanks) to have conversations with admitted patients regarding their care and 
hospital experience.  In 2014, at the Safety Quality & Performance Improvement 
Staff Committee, discussions occurred regarding going to “GEMBA” to establish and 
support ongoing patient engagement.   
 
Drawing from NRC Patient Satisfaction questions that identified opportunities for 
improvement and utilizing AIDET, weekly Patient Engagement Rounds will begin in 
April 2015.  Posters and materials will be developed for patients to introduce the 
new engagement process.   
 
The Patient Engagement Rounds will focus on questions related to call bell response 
times, medication safety, hand hygiene, instructions provided, falls, patient’s 
role in patient safety, patient participation in decision making regarding care, 
physician rounding, pain management and suggestions to improve their hospital stay. 
Patient Care Areas will have rounds occurring three times per week for admitted 
patients starting in April 2015 for a pilot period of 4 months.   
 
Client engagement rounds will also be developed for ambulatory services and with a 
specific focus on service delivery for Pharmacy, Infection Control and Food 
Services.  A standardized questionnaire will be established and these rounds will 
be implemented in June 2015.  Patients will be provided at the end of the rounding 
process with a handout on patient engagement with information on how to contact the 
Patient Representative or provide electronic feedback through the Hospital website.  
 
The information collected from rounding will be combined with information from a 
new publically posted Patient Engagement Forum on the Hospital website and provided 
to the Safety Quality Performance Improvement Committee of the Board and posted on 
the Board website for all Directors to view.  The feedback provided will be 
incorporated into the process to revise the Strategic Plan and the annual Quality 
Improvement Plan.   
 
A Patient Advisory Forum will be developed by September 2015. The Patient Advisory 
Forum will provide an opportunity for the organizations to engage and seek further 
patient feedback.  
 
Evaluation of the Patient Engagement Process will occur in November 2015 to assess 
its effectiveness and identify changes required for implementation in 2016.  
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Accountability Management 
The Board of Directors approves the annual Quality Improvement Plan (QIP) and 
assigns the responsibility for monitoring indicators jointly to the Board's Safety 
Quality & Performance Improvement Committee (SQPI) and Resources Committee.  SQPI 
monitors the indicators and targets.  The Resources Committee assigns the scoring 
of the metrics and the compensatory requirements for the Senior Management Team.  A 
percentage of the SMT salary is assigned to the QIP targets.  
  
Link to Performance Based Compensation: 
Our executives' compensation is linked to performance in the following way: The 
Executives of the hospital, which include the CEO, two Vice Presidents, the Chief 
Human Resources Officer, Chief Financial Officer and Chief of Staff will have 
performance based compensation based on the Quality Improvement indicators as shown 
below: 
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Performance Based Compensation [As part of Accountability Management] 
Link to performance-based compensation:   
The Executives of the hospital, which include the CEO, two Vice Presidents, the 
Chief Human Resources Officer, Chief Financial Officer and Chief of Staff will have 
performance based compensation based on the Quality Improvement indicators as shown 
below: 

Indicator Below Floor 
Score = 0 

points 
 

Floor level or 
maintenance of 

Quality 
Score = 1 point 

Desired 
2015/16 target 

Score = 2 
points 

Full Success 
Score = 3 

points 

Reporting 
Period  

QUALITY :  
Hand Hygiene  Below 75% 75% up to 77% 77%  up to 80% 80% or higher Annual 

EFFECTIVENESS: Total 
Margin 
 

Worse than 
HAPS by 1% or 

more of total 
revenue 

Worse than 
HAPS but within 

1% of total 
revenue 

Meet or better 
than HAPS up to 
1% of total rev. 
better 

Better than 
HAPS  

by 1% or more of 
total revenue 

Annual 

ACCESS : ER LOS 
Admitted patients 90th 
percentile 

12 hrs Under 12 hrs and 
over 8.8 hrs 8.8 hrs – 8.0 hrs Under 8.0 hrs 

 
Annual 

PATIENT CENTERED: 
Inpatient Satisfaction 
“Overall, how would you 
rate the care and services 
you received at the 
hospital?” 

Below 85% 85% up to 90% 90% and 
up to 93% 93% or higher 

 
 
Annual 

PATIENT CENTERED : 
Overall ER patient 
Satisfaction 

Below 80% 
(Provincial 

Avg.) 
80% up  to 85% 85% up to 90% 90% or higher 

 
Annual 

TOTAL POINTS:    15  
 
While a total possible score is 15, success and continuous improvement is evidenced 
clearly with scores in the desired range with a 2 point value per indicator. 
 
A total of 8 of possible 15 for 2015/16(10 of 18 in 2014/15) points overall would 
provide for full performance pay entitlement.   
Any score over 8, would not entitle executives to any further bonus. 
A score under 8 would provide for a proportionate reduction of 1/8 of performance 
compensation for every point below 8. 
 
The “at risk” Performance compensation is equivalent to 2% of employment income for 
all executives except for the CEO.  
The CEO will have the equivalent of 5% of employment income at risk. Compensation 
at risk will be determined with each executive at the beginning of the year as a 
combination of dollars, vacation and any other earning entitlements.  Payments or 
entitlement calculations will be adjusted through the year and the performance 
payment provided once the end of year results have been calculated. Anyone working 
a partial year will be proportionately affected by the year end results.   
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Health System Funding Reform (HSFR) 
Education has been conducted for Board members and Leaders on health system funding 
reform.  The Senior Management Team has attended formal sessions provided by the 
Ministry of Health and Long Term Care. 
 
Planning for quality based procedures was initiated in 2013 and will continue in 
2014-15. The Clinical Managers and Leaders have reviewed the quality based 
procedure handbooks for endoscopy, chemotherapy, congestive heart failure, chronic 
obstructive pulmonary disease and stroke.  A checklist was developed based on the 
handbook information to compare patient care order sets and care pathways for 
compliance.  Patient care order sets and pathways were updated to ensure compliance 
to quality based procedure evidence-best practices and are reviewed at Clinical 
Departmental meetings and the Medical Advisory Committee.  All pharmaceutical 
interventions will be reviewed at the Pharmacy and Therapeutics Committee as per 
normal procedures. A new software tool from Think Research will be implemented over 
the next 6 months to enable compliance with Quality Based Procedures (QBP’s).  
 
Integration initiatives in collaboration with the WWLHIN through the 
regionalization of Stroke and Rehabilitation have set the foundation for future 
changes that will impact funding reform for the organization. 
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2015/16 Quality Improvement Plan for Ontario Hospitals
"Improvement Targets and Initiatives"

AIM Measure Change
Quality dimension Objective

Measure/ Indicator Unit / Population Source / Period Organization Id
Current 

performance
Target Target justification

Planned improvement 
initiatives (Change Ideas)

Methods Process measures Goal for change 
ideas

Comments

1)Cycle 2 of PDCA process 
beginning for ED LOS. Lean 
project with focus on 
Physician Initial Assessment 
(PIA)

1. Participation in WWLHIN ED Council PIA initiative. 2. 
Phase 2 of ED LEAN Project underway to continue Value 
Stream Mapping - identify opportunities for 
improvements.

ED Metrics ED LOS for 
Admitted patients 
will be 8 hours.

Continuing LEAN 
Project with focus 
on physician 
practice.

1)Balanced Budget has been 
prepared for 2015/16.

Monthly financial variances will be monitored for 
performance.

Variance analysis, operating statements and balance 
sheet completed monthly. Managers meet with finance 
each month on departmental financial reports. Recovery 
plan required if actual exceeds budget.

Continue to look 
for efficiencies in 
departements 
apply to the LEAN 
philosophy to 
improve quality 
and reduce waste.

1)Chart audits are 
conducted monthly to 
review all deceased 
patients.

Monthly chart audits and recommendations to MAC as 
appropriate.

Mortality chart audits are reported to the Health 
Records and Utilization Committee for review and follow 
up with recommendations received from the auditors. 
Minutes of Committee are forwarded to the Medical 
Advisory Committee for monitoring.

Continue with 
existing process 
regarding audits 
and Committee 
review with 
feedback and 
evaluation. Issues 
are reported to 
MAC for follow up 
if required.

Small community 
Hospital has small 
number of patient 
days and 
variability in 
indicator may 
occur from 
quarter to quarter 
based on 
denominator.

1)Discharge Planning Project 
began in November 2014 
and will continue.

Using the Plan-Do-Check-Act (PDCA) process through a 
LEAN approach, discharge planning processes will be 
reviewed in conjuction with CCAC and the Family Health 
Teams. Changes will be implemented based on project 
findings.

Decreased ALC rate to WWLHIN target of 9.5%. Decreased ALC 
rate.

Project is in early 
stages.

8 WWLHIN TargetReduce wait times in 
the ED

Access ED Wait times: 90th 
percentile ED length 
of stay for Admitted 
patients.

Hours / ED 
patients

CCO iPort Access 
/ Jan 1, 2014 - 
Dec 31, 2014

656* 14.08

Effectiveness

Percentage ALC days: 
Total number of acute 
inpatient days 
designated as ALC, 
divided by the total 
number of acute 
inpatient days. *100

% / All acute 
patients

Ministry of 
Health Portal / 
Oct 1, 2013 - Sept 
30, 2014

656*

0 H-SAA 
Agreement and 
15/16 Budget

Improve 
organizational 
financial health

HSMR: Number of 
observed 
deaths/number of 
expected deaths x 
100.

Ratio (No unit) / 
All patients

DAD, CIHI / April 
1, 2013 to March 
31, 2014

656* 53 100 CIHI TargetReduce unnecessary 
deaths in hospitals

Total Margin 
(consolidated): % by 
which total corporate 
(consolidated) 
revenues exceed or 
fall short of total 
corporate 
(consolidated) 
expense, excluding 
the impact of facility 
amortization, in a 
given year.

% / N/a OHRS, MOH / Q3 
FY 2014/15 
(cumulative from 
April 1, 2014 to 
December 31, 
2014)

656* 0.35

Integrated 11.63 9.5 WWLHIN TargetReduce unnecessary 
time spent in acute 
care

Groves Memorial Community Hospital 235 Union Street West, Fergus, ON N1M 1W3
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1)Participation with local 
Health Links. Builds on 
approach that began in Feb. 
2014.

Health Links initiative will determine next steps. Family 
Health Teams are coordinating and Hospital will partner 
with all working groups to provide support and 
interventions. Guelph General Hospital will lead the 
electronic implementation of common clinical order sets 
to address compliance with QBP indicators. Patient Care 
Pathways for COPD and CHF provide automatic referral 
to Family Health Team and/or community resources.

Readmission rate will maintain at 14% or improve. 
Reduced readmission rate for COPD and CHF patients by 
100%.

Improved 
transitions of care 
from Hospital to 
home. Health Links 
Care Pathways 
implemented. 
Patient Care Order 
Sets software.

This indicator is 
linked to several 
other 
organizations (i.e. 
Guelph General 
Hospital, Family 
Health Teams, 
CCAC, CMHA). 
Discharge 
Planning Project 
in it's early stages 
of PDCA 
improvement.

1)Patient feedback is 
communicated to all staff 
quarterly to enhance staff 
understanding of the 
inpatient experience via 
posters and email notices. 
Discharge Planning project 
to improve transitions of 
care on discharge based on 
patient feedback related to 
knowledge of signs and 
symptoms to watch for, 
when to resume normal 
activities and discussion of 
anxieties and fears. Provide 
improved written materials 
for patients on discharge to 
reinforce education. Due to 
survey response rate 
percentages may fluctuate 
so continue to use as 
trending data and carefully 
review patients e-
comments.

1. Patient Satisfaction Feedback to staff. 2. 
Implementation of patient engagement initiatve starting 
in February 2015. (see QIP narrative for details)

Patient Satisfaction is 95% Increased patient 
feedback. Engage 
staff in patient 
engagement 
philosophy.

14 WWLHIN TargetReduce unnecessary 
hospital readmission

Readmission within 
30 days for Selected 
Case Mix Groups

% / All acute 
patients

DAD, CIHI / July 
1, 2013 - Jun 30, 
2014

656* 12.94

95 High PerformerFrom NRC Canada: 
"Would you 
recommend this 
hospital (inpatient 
care) to your friends 
and family?" (add 
together % of those 
who responded 
"Definitely Yes" or 
"Yes, definitely").

% / All patients NRC Picker / 
October 2013 - 
September 2014

656* 96.4Improve patient 
satisfaction

Patient-centred
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1)Patient feedback is 
communicated to all staff 
quarterly to enhance staff 
understanding of the 
inpatient experience via 
posters and email notices. 
Discharge Planning project 
to improve transitions of 
care on discharge based on 
patient feedback related to 
knowledge of signs and 
symptoms to watch for, 
when to resume normal 
activities and discussion of 
anxieties and fears. Provide 
improved written materials 
for patients on discharge to 
reinforce education. Due to 
survey response rate 
percentages may fluctuate 
so continue to use as 
trending data and carefully 
review patients e-
comments.

1. Patient Satisfaction Feedback to staff. 
2.Implementation of patient engagement initiatve 
starting in February 2015.( (See QIP narrative for details)

Monitor percentages of responses that indicate "good, 
very good or excellent" overall satisfaction.

Evidence of an 
improved trend in 
overall rating of 
care by March 
2015.

1)Patient feedback is 
communicated to all staff 
quarterly to enhance staff 
understanding of the ED 
patient experience via 
posters and email notices. 
Patient feedback on areas to 
improve have been related 
to improved discussion of 
anxieties and fears, 
answering questions in a 
more understandable 
fashion, and the desire for 
improved privacy during the 
ED visit. Improved written 
materials to be developed 
for patients on discharge to 
reinforce education. Due to 
survey response rate 
percentages may fluctuate 
so continue to use as 
trending data and carefully 
review patients e-comments

ED Committee reviews patient experience results and 
addresses issues where a negative trend is identified. 
(see QIP narrative for details)

Continued monitoring of "what are ED patients are 
saying" via the NRC Survey. Participation in WWLHIN ED 
Council PIA initiative.

Evidence of 
improved trend.

656* 95

From NRC Canada: 
"Overall, how would 
you rate the care and 
services you received 
at the hospital 
(inpatient care)?" 
(add together % of 
those who responded 
"Excellent, Very Good 
and Good").

% / All patients NRC Picker / 
October 2013 - 
September 2014

656* 95.2 96.4 HQO Benchmark

  

95 High PerformerFrom NRC Canada: 
Would you 
recommend this ED 
to your friends and 
family?" (add 
together % of those 
who responded 
"Definitely Yes" or 
"Yes, definitely")

% / ED patients NRC Picker / 
October 2013 - 
September 2014
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1)Patient feedback is 
communicated to all staff 
quarterly to enhance staff 
understanding of the ED 
patient experience via 
posters and email notices. 
Patient feedback on areas to 
improve have been related 
to improved discussion of 
anxieties and fears, 
answering questions in a 
more understandable 
fashion, and the desire for 
improved privacy during the 
ED visit. Improved written 
materials to be developed 
for patients on discharge to 
reinforce education. Due to 
survey response rate 
percentages may fluctuate 
so continue to use as 
trending data and carefully 
review patients e-
comments.

ED Committee reviews patient experience results and 
addresses issues where a negative trend is identified. 
(see QIP narrative for details)

Monitor percentage of responses that indicate "good, 
very good or excellent" overall satisfaction with the ED. 
Participation in WWLHIN ED Council PIA initiative.

To improve 
patients experience 
in the ED .

Not Available

1)Greater than 75% of 
patients will have completed 
admission medication 
reconciliation.

1. Black Belt LEAN project in 2014. Improved staff 
education , forms and process implemented. 2. Audits 
underway to identify opportunities for ongoing 
improvement. 3. Reviewed at Nurse Pharmacy and 
Pharmacy & Therapeutics Committees.

Percent of patients with Medication reconciliation 
completed on admission.

Increase 
medication 
reconciliation 
percentage on 
admission and 
improve quality of 
information.

  

In-house survey (if 
available): provide the 
% response to a 
summary question 
such as the 
"Willingness of 
patients to 
recommend the 
hospital to friends or 
family" (Please list the 
question and the 
range of possible 
responses when you 
return the QIP).

% / Other In-house survey / 
October 2013 - 
September 2014

656*

From NRC Canada: 
"Overall, how would 
you rate the care and 
services you received 
at the ED?" (add 
together % of those 
who responded 
"Excellent, Very Good 
and Good").

% / ED patients NRC Picker / 
October 2013 - 
September 2014

656* 89.7 91.8 HQO Benchmark

75 We calculate 
current 
performance

Increase proportion 
of patients receiving 
medication 
reconciliation upon 
admission

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.

% / All patients Hospital collected 
data / most 
recent quarter 
available

656* 94.8Safety
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1)Implement Medication 
Reconciliation on Discharge 
for all admitted patients. 
Greater than 75% of 
patients have Medication 
Reconciliation completed at 
discharge.

1. LEAN Project in 2014 2. Auditing 3. Enhance 
communication with FHT Pharmacist and Community 
Pharmacies. 4. Reviewed at Nurse Pharmacy and 
Pharmacy & Therapeutics Committees.

Percentage of discharged patients with medication 
reconciliation evident on chart.

Increase 
compliance.

1)Antimicrobial Stewardship 
Program has been 
established.

Monitoring indicator. Metrics developed by Antimicrobial Stewardship 
Committee based on Public Health Ontario 
recommendations.

Reduced utilization 
of antibiotics will 
result in continued 
low incidence of 
Cdiff. Infections.

1)Utilizing LEAN principles, 
the documentation of hand 
hygiene audits are reported 
in real time utilizing a run 
chart to provide leading 
metric feedback to staff. 
Hand Hygiene education 
provided annually.

Hand Hygiene Audit process is standardized and 
reported annually to the Board.

Percentage of staff cleaning their hands before patient 
contact.

All health care 
providers clean 
their hands prior to 
patient contact 
100% of the time.

Total number of 
discharged patients 
for whom a Best 
Possible Medication 
Discharge Plan was 
created as a 
proportion the total 
number of patients 
discharged.

% / All patients Hospital collected 
data / Most 
recent quarter 
available

656* CB 75 Baseline year for 
data collection 
for Medication 
Reconciliation on 
Discharge

Increase proportion 
of patients receiving 
medication 
reconciliation upon 
discharge

Hand hygiene 
compliance before 
patient contact: The 
number of times that 
hand hygiene was 
performed before 
initial patient contact 
divided by the 
number of observed 
hand hygiene 
indications for before 
initial patient contact 
multiplied by 100 - 
consistent with 
publicly reportable 
patient safety data.

% / Health 
providers in the 
entire facility

Publicly 
Reported, MOH / 
Jan 1, 2014 - Dec, 
31, 2014

656* 82 100 Theoretical Best.

CDI rate per 1,000 
patient days: Number 
of patients newly 
diagnosed with 
hospital-acquired CDI, 
divided by the 
number of patient 
days in that month, 
multiplied by 1,000 - 
Average for Jan-Dec. 
2014, consistent with 
HQO's Patient Safety 
public reporting 
website.

Rate per 1,000 
patient days / All 
patients

Publicly 
Reported, MOH / 
Jan 1, 2014 - Dec 
31, 2014

656* 0Reduce hospital 
acquired infection 
rates

0 Theoretical Best
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1)Low incidence of pressure 
ulcers. Braden Scale used. 
New high quality foam 
mattresses and speciality 
surfaces have been 
purchased for patient care. 
LEAN Project underway to 
develop and implement 
Wound Care Plans. 
Participation in Waterloo 
WellingtonWound Care 
Project with CCAC and other 
Hospitals.

Patient skin is assessed daily on CCC and documented. 
Nursing interventions are implemented and 
documented to reduce the incidence of pressure ulcers.

Braden Scale Utilization is audited for compliance. At risk patients are 
identified and 
preventative 
measures are 
implemented to 
reduce the 
incidence of 
pressure ulcers.

Reduce incidence of 
new pressure ulcers

  
  

Percent of complex 
continuing care (CCC) 
residents with a new 
pressure ulcer in the 
last three months 
(stage 2 or higher).

% / Complex 
continuing care 
residents

CCRS, CIHI 
(eReports) / Oct 
1, 2013 - Sep 30, 
2014 -Q2 FY 
2014/15 rolling 4 
quarter ave

656*

Not applicable as 
this service is not 
available.

Rate of central line 
blood stream 
infections per 1,000 
central line days: total 
number of newly 
diagnosed CLI cases in 
the ICU after at least 
48 hours of being 
placed on a central 
line, divided by the 
number of central line 
days in that reporting 
period, multiplied by 
1,000 - consistent 
with publicly 
reportable patient 
safety data.

Rate per 1,000 
central line days / 
ICU patients

Publicly 
Reported, MOH / 
Jan 1, 2014 - Dec 
31, 2014

656* 0 GMCH does not 
have ICU 
capability

VAP rate per 1,000 
ventilator days: the 
total number of newly 
diagnosed VAP cases 
in the ICU after at 
least 48 hours of 
mechanical 
ventilation, divided by 
the number of 
ventilator days in that 
reporting period, 
multiplied by 1,000 - 
consistent with 
publicly reportable 
patient safety data.

Rate per 1,000 
ventilator days / 
ICU patients

Publicly 
Reported, MOH / 
Jan 1, 2014 - Dec 
31, 2014

656* 0

2.6 0 Theoretical best.
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1)Morse Scale and Fall 
Prevention Program is in 
place. 2nd Cycle of PDCA 
completed in 2014. 
Numerous additional 
interventions implemented 
for those at risk of falling 
with customization of 
interventions for those at 
highest risk of falls-related 
injuries. Additional 
communication and 
education for staff and 
continue to reinforce the 
culture of falls prevention. 
Daily fall monitoring and 
documentation on chart.

Falls continue to be monitored and audited monthly. 
Falls are reported quarterly to the Board.

Monitor daily falls. Percent of patients for whom a falls 
risk assessment was completed on admission. Percent 
of patients for whom a falls risk assessment was 
completed following a fall. Percent of patients assessed 
to be medium-high risk as per the Morse Fall Scale 
and/or who had a falls intervention implemented and 
documented in their care plan. Falls target is 5 
falls/1000 patient days

There is a reduced 
incidence of falls 
occurring within 
the hospital. At 
riskpatients for falls 
are identified and a 
falls prevention 
plan is 
implemented.

1)Continued emphasis with 
surgeon's utilization of the 
surgical safety checklist. 
Continued reinforcement of 
the importance of nursing 
documentation of the 
surgical safety checklist. 
Align the SSC with staff 
training on the importance 
of good communication and 
patient safety.

Surgical Safety Checklist is audited monthly. Surgical Safety Checklist audits. 100% of surgical 
cases have 
documented the 
completion of the 
surgical safety 
checklists.

Percent of complex 
continuing care (CCC) 
residents who fell in 
the last 30 days.

% / Complex 
continuing care 
residents

CCRS, CIHI 
(eReports) / Q2 
FY 2014/15 
rolling 4 quarter 
average (October 
1, 2013 - 
September 30, 
2014)

656* 14.9

GMCH does not 
provide acute 
mental health 
inpatient 
services.

Reduce use of 
physical restraints in 
Mental Health

Physical Restraints: 
Number of admission 
assessments where 
restraint use occurred 
in last 3 days divided 
by the number of full 
admission 
assessments in time 
period

% / All patients OMHRS, CIHI / 
Oct 1, 2013 - Sep 
30, 2014

656*

5 Provincial 
Benchmark

Avoid Patient falls

Surgical Safety 
Checklist: number of 
times all three phases 
of the surgical safety 
checklist was 
performed (briefing; 
time out; and 
debriefing) divided by 
the total number of 
surgeries performed, 
multiplied by 100 - 
consistent with 
publicly reportable 
patient safety data.

% / All surgical 
procedures

Publicly 
Reported, MOH / 
Jan 1, 2014 - Dec 
31, 2014

656* 97.66 100 Theoretical BestReduce rates of 
deaths and 
complications 
associated with 
surgical care
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