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Overview 
Groves Memorial Community Hospital (GMCH) is a dynamic organization committed to the delivery of high quality 
health care to the community through collaboration with our rural health care partners.  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, Waterloo Wellington Dufferin Community Mental Health Association, North Wellington Health 
Care, Community Services, Homewood Health Center and the Waterloo Wellington Local Health Integration 
Network. 

GMCH strategic planning outlines strategic directions for 2013-2016. Strategic planning will soon be underway for 
the 2016 – 2019 timeframe.  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".  The four strategic pillars 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.  

Our accreditation award “Accredited with commendation” with greater than 99% compliance to criteria reflects 
that the staff, physicians and the Board strive to surpass the fundamental requirements of the Accreditation 
program.  

GMCH is in process of preparing for a new hospital development, that is slated to be tendered through an 
Infrastructure Ontario (IO) procurement as a Design Build Finance (DBF) project in May 2016. Everyone in our 
community deserves first class health care. A brand new community hospital means major improvements and first 
class health care for everyone:  more space, more comfort and more capacity to ensure Groves can continue to 
uphold its reputation as a leader in the delivery of exceptional, compassionate rural health care.  

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. 

QI Achievements From the Past Year 
GMCH has successfully initiated numerous Quality Improvements within the past year. For the purposes of this QIP 
we are pleased to focus on our commitment to provide a safe and secure environment for our patients, staff, 
physicians and visitors and highlight the development of a new emergency code, “Code Silver” within the past 
year.   

The purpose of the Code Silver policy, procedure, and education is to provide a course of action for those involved 
in a situation if an individual with a weapon is present at the Hospital. It provides guidance so that they may 
respond appropriately to diminish harm and minimize risk to patients, staff, visitors and others.  
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In conjunction with this code we have also developed a Policy & Procedure & Violence Risk Assessment form to be 
completed for any appropriate Emergency Department patients.  
 
 
The Code Silver response is initiated to:  
• prevent harm to any patients, staff and visitors by isolating the threatening individual. 
• establishing a distance between patients, staff, visitors and the actual threatening individual 
• activate emergency assistance from the OPP to neutralize the threatening individual 
• regain control of an emergency situation where danger is apparent from another individual  
 
The need for this code became apparent following two incidents in area Hospital Emergency Departments when 
staff, physicians and any patients in the immediate area were moved to an area of safety, the danger area was 
locked down, police responded and took control of the situation.  
 
Discussions and review of early drafts of the Code Silver began in April 2015 and involved Clinical Managers, Senior 
Management Team, Medical Staff, Medical Advisory Committee, Leadership Team which forms the Hospital 
Emergency Preparedness Committee and the Ethics Committee (which has some community members).   
Very early in the process we asked our OPP liaison to comment and contribute to the drafting of the actual code 
plan and the education package component.  
 
As with most policies and procedures and Emergency code plans, the Code Silver was revised   numerous times as 
various groups and committees reviewed the drafts. Once it was finalized it was posted on the intranet and 
extensive communication took place. 
 
The new Code Silver was communicated to staff, physicians, and volunteers via email, memos, intranet, managers 
and staff meetings, revised code flyers, and bulletin boards. 
 
Lunch & Learns were held to review the new code and educate all on the process for ensuring the safety of 
everyone in the Hospital should such an event occur.  
 
Ethical education sessions were also held with staff as conceptually this code is very different from other codes i.e. 
in most emergency codes staff typically goes to assist whereas with the code silver, it is a lock down of an area or 
entire Hospital, securing the perimeter and no one is allowed to enter or exit (except by direction of police).  
We do not hold “mocks” for this code as the risk of something untoward occurring is too great.  
 
There was some confusion initially among staff as to the difference between a Code White and the new Code Silver 
and when to call each of these.  In a Code White the staff member needs additional staff present to help to de-
escalate a situation and an individual. If the staff member believes that the danger level is moved beyond that 
point and feels greatly threatened, they have been instructed not to hesitate to call a Code Silver. We would prefer 
the staff err on the side of caution rather than put themselves and patients in an extremely dangerous situation.  
Physicians, staff and volunteers were very engaged throughout the process of development and education.  
 
The goal in creating this new code was to continue to provide a safe and secure environment for patients, staff, 
visitors and others.  We are pleased that we have accomplished this important quality improvement initiative 
within the Hospital within the past year.  
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Integration & Continuity of Care 
GMCH in collaboration with other Waterloo Wellington partners promote integration and collaborative care for 
patients across the continuum. The Waterloo Wellington Hospitals and CCAC CEO Network have a Clinical Program 
Integrated Accountability Framework and 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 but are not limited to: 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. 

At the local level, the coordination of care is supported by hospital staff, family physicians, family health teams, 
CCAC and community support services. Telemedicine Clinics are coordinated through the Hospitals and Family 
Health Teams to larger Hospitals with specialist physicians. 

Quality Based Procedures (QBP's) continue to be adopted as released. A Waterloo Wellington approach to 
integrated patient order sets has been adopted by all acute care hospitals under leadership from Guelph General 
Hospital. 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 and current patient care order sets and care pathways.  Patient 
care order sets and pathways are 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 are reviewed at the Pharmacy and Therapeutics Committee as per normal 
procedures. 

Health Links provide enhanced continuity for patients as individualized care plans have been developed for 
complex patients in the community.  A focus on the continued adoption of Quality Based Procedures and Lean 
remain key priorities.    

GMCH has completed an extensive review of the Information Management Systems. The organization has 
leveraged Clinical Connect through support of the WWLHIN to integrate hospital information with other health 
care providers.  Small, Rural and Northern funds have been utilized to support information technology.  

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.  The Key Performance Indicator data and strategic scorecard are populated quarterly 
and reported to the Safety Quality & Performance Improvement Committee of the Board.  Serious, sentinel and 
near miss reports are also provided quarterly to the Board including trends. The Quality Dashboard refines the 
quality improvement reporting system. 
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Engagement of Leadership, Clinicians and 
Staff 

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 Quality Report provides a detailed 
update of departmental activities and is used to communicate to staff, physicians, the Safety, Quality Performance 
Improvement Committee and the Board.  The CEO also conducts CEO forums to update and engage staff in our 
quality improvement efforts.  The Medical Advisory Committee receives minutes from all clinical department 
committees. Staff and physicians participate in an annual Worklife Culture Survey and the results are considered in 
planning processes.  

The organization continues on ite LEAN journey. LEAN with its focus on continuous quality improvement has 
engaged staff and has resulted in successful LEAN initiatives being completed by staff and leaders. Four staff have 
achieved Black Belt LEAN certificate status. 

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 and celebration events. 

Patient/Resident/Client Engagement 
Groves Memorial Community Hospital complies with regulation 187/15 of the Excellent Care for All Act (ECFAA) 
and engages patients and former patients of the Hospital and their caregivers in assisting with the ongoing 
development of our annual quality improvement plan in a meaningful and productive manner.  
GMCH is committed to patient engagement and improving the patient experience.  We believe patients and 
caregivers are an important source of insight and ideas for our quality improvement efforts. Working with patients 
and caregivers to improve our Hospital's processes has many benefits for our organization and is a way of ensuring 
that patients are full participants in decisions that affect them.  

GMCH benefits from a very large, active and engaged Volunteer service which is primarily comprised of previous 
patients. This encourages a frequent flow of ideas on improving the patient experience as well as providing themes 
for quality improvement. 

The monthly Patient Safety Walkabout process continues 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.  

Patients are provided with information on how to contact the Patient Representative via email, letter, telephone 
or may provide electronic feedback through the hospital website.  

Longitudinal surveying of inpatients and emergency department patients has been occuring for many years. We 
have found the results from these surveys contain much valuable information used to inform comparison, 
benchmarking and initiating quality improvements over time. For example it was identified through these survey 
results that there was a need for improved discharge information regarding when patients can expect to resume 
normal activities and any danger signals to watch for. This resulted in improving the discharge process, education 
and information provided to the patient.   
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Many GMCH services were doing real time surveying prior to 2015/16 and using the patient feedback to develop 
change ideas within those individual services.  

We increased our focus on point-of-care or real time surveying in April 2015 with weekly Patient Engagement 
rounds and expanded this to all areas providing patient care. This includes all inpatients areas, ambulatory care 
areas, laboratory services, diagnostic imaging services, pharmacy, food services, housekeeping, and infection 
prevention and control. The Patient Engagement Rounds in patient care areas 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.  Rounds in Ambulatory service areas have a specific focus on service delivery for 
Pharmacy, Infection Control and Food Services.  We have used the information and the needs and preferences 
identified by our patients during the real time surveys to inform rapid-cycle quality improvement initiatives for 
these priority areas. We are working to ensure patients are full participants in the decisions that affect them. 
 Evaluation of the Patient Engagement Rounding Process occurred in November 2015 as part of the Plan-Do-Study-
Act cycle to assess the effectiveness and identify changes required for implementation in 2016. Some revisions will 
occur to better reflect patients concerns. The Rounding schedule will also be adjusted to allow more flexibility in 
approaching the patients at a convenient time for the patient. A bank of general questions has been developed for 
optional use by the Rounders. This revised process begins in January 2016 and will be re-evaluated for further 
changes following six months.    

The information collected from rounding is combined with information from the 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 is 
incorporated into the process to revise the Strategic Plan and the annual Quality Improvement Plan.  
Utilizing input from patients, former patients, caregivers, community engagement surveys, town halls and focus 
groups has provided both praise and the identification of a number of gaps or needs that have led to certain 
change ideas within our QIP.  

For example: 
• Backlogs caused by Alternate Level of Care patients in acute care beds

• Improved communication  between community services/Family Health Teams and hospitals

• Improve primary care for residents with chronic health conditions ex. Chronic Obstructive Pulmonary
Disease and cardiac conditions

• Encourage residents to be active participants in their health and preventative programs

• Excessive wait times for specialist care, especially in our rural areas

• Not enough focus on providing compassionate care. Treat everyone as a person not a case. More respect.

• Communicate health care information in a way that meets the patient’s needs.  ex. no acronyms, don’t
use clinical language

• Concern regarding patient falls, especially those causing harm.

Currently we are in the consultation stage of patient engagement development. GMCH plans to progress into the 
involvement stage of patient engagement in the upcoming year with the formation of a small patient advisory 
council. This council will be involved in assisting with the design of the QIP and involved in quality improvement 
initiatives as reflected in change ideas in the QIP.  

Patient Engagement of patients, former patients and caregivers continues to be a focus. 
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Performance Based Compensation 
[part of Accountability Mgmt] 

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 (claw back) to the QIP targets.  

Our executive’s compensation is linked to performance in the following way: The Executives of Groves Memorial 
Community Hospital, which include the Chief Executive Officer (CEO), two Vice Presidents (VP’s) the Chief Human 
Resources Officer (CHRO), Chief Financial Officer (CFO) and the Chief of Staff (COS) will have performance based 
compensation based on the Quality Improvement indicators as shown below: 

QUALITY 
HAND HYGIENE BEFORE PATIENT (aim to increase hand hygiene compliance) 

Hold at Current Level Score Point = 1 point: 82% up to 85%  
Moving Toward Desired 2016/17 Target = 2 points: 85% up to 90% 
Full Success = 3 points: 90% to 100% 
Reporting Period: Annual 

SAFETY 
FALLS OF ACUTE PATIENTS CAUSING HARM 

Hold at Current Level Score Point = 1 point: 27 down to 21 
Moving Toward Desired 2016/17 Target = 2 points: 20 down to 17 
Full Success = 3 points: 16 or fewer 
Reporting Period: Annual 

SAFETY 
MEDICATION ERRORS CAUSING HARM 

Hold at Current Level Score Point = 1 point: 4 down to 3 
Moving Toward Desired 2016/17 Target = 2 points: 2 
Full Success = 3 points: 1 or fewer 
Reporting Period: Annual 

EFFECTIVENESS 
TOTAL MARGIN 

Hold at Current Level Score Point = 1 point: Worse than HAPS but within 1% of total revenue 
Moving Toward Desired 2016/17 Target = 2 points: Meet/better than HAPS up to 1% of total revenue 
Full Success = 3 points: Better than HAPS 1% or more of total revenue 
Reporting Period: Annual 

TOTAL FULL SUCCESS POINTS = 12 

While a total possible score is 12, success and continuous improvement is evidenced clearly with scores in the 
desired range with a 2 point value per indicator.  

A total of 5 of 12 points for 2016/17 overall would provide for full performance pay entitlement.  
A score under 5 would provide for a proportionate reduction of 1/5 of performance compensation for every point 
below 5.  
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The “at risk” performance compensation is equivalent to 2% of employment income for all executives expect 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 the year results have been calculated. 
Anyone working a partial year will be proportionately affected by the year end.  
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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)Increase Medication Reconciliation on discharge. 
Encourage partnership with the FHT for pharmacist 
med. rec. 2) Identify patients who are experiencing an 
increase in ED visits. Discuss interventions with family 
physician and CCAC. 3) increase utilization of care 
pathways and order sets of selected diagnoses. 4) 
continued education of pts. regarding signs & 
symptoms to watch for and when to resume normal 
activities. 5) track & share data on readmit rates and 
LOS. 6) Continued participation with local Health Links 
and use of QBP's. This includes the development and 
utilization of the Health Links connectivity table to 
better meet our patient's needs.

1.Quarterly chart audit of discharged pts. 2.Inter-
professional Team discussion at daily rounds. Issues 
identified. Follow up by Dr., CCAC etc. 3.Track utilization 
of care pathways for selected diagnoses and share 
results 4.Include what pt. should watch for and when to 
resume normal activities in discharge teaching. Track 
effectiveness through pt. surveys. 5) Health Information 
dept. tracks and shares data 6) Health Links initiative 
determines next steps. Family Health Teams coordinate 
and Hospital partners with working groups to provide 
support and interventions. Guelph General Hospital is 
the lead for electronic implementation of common 
clinical order sets to address compliance with QBP 
indicators. COPD & CHF care pathways provide 
automatic referral to FHT &/or community resources.

Reduce readmission rate 
for acute MI & cardiac 
contitions, CHF, COPD, 
pneumonia, diabetes, 
stroke and GI patients.

Continued evidence of 
improved transitions of 
care from Hospital to 
home. Health Links Care 
Pathways continue to be 
implemented. Improved 
patient outcomes. 
Decrease ALC rate

This indicator is linked to 
several other 
organizations (i.e. 
Guelph General 
Hospital, Family Health 
Teams, CCAC, CMHA)

1)Continued adoption and use of developed order 
sets based on QBP's for COPD. 2) Continue to 
reinforce standardized careplans based on QBP's with 
regard to COPD and include patient teaching and 
discharge preparation with patient action plans. 3) 
Continue to reinforce need for consistent referarral to 
outpatient supports (including Pulmonary Rehab). 4) 
Ensure patients have information as to follow up 
appointments and care on discharge.

Complete roll out of the COPD Pt. Order Sets. 
Continued COPD pathway discussion at daily 
interprofessional rounds. Continued development of 
the Pulmonary Rehabiliation Services program initiated 
in the 15/16 year. Ensure community referrals made for 
all discharged to support these patients.

Reduced 30 day 
readmission rate for 
COPD patients

Improved patient 
outcomes. Patients have 
access to timely, 
appropriate care and 
self-management 
opportunities. Decrease 
readmissions.

1)Continue to work with CCAC daily to discuss 
discharge plans. Participate in the CCAC Rapid 
Recovery Therapy Program pilot to better facilitate 
the transition stage to LTC. Continue to promote 
Home First with families, nursing staff and physicians. 
Discuss Home First statistics and ALC rates at 
Utilization Meetings and MAC. Estimate discharge 
date and plan at admission. Follow best practice 
rehabilitation care pathways (for things like hip 
fracture, stroke etc.)Early diversion in ED of 'Failure to 
Cope' patients - involve CCAC from point of 
assessment in ED. Identify those patients awaiting ALC 
for mental health beds separately from other ALC 
patients. (data currently being collected and audited) 
Participation in new Wellington County LTC 
Collaborative beginning in Feb. 2016

Track ALC, Home First, Readmission and length of stay 
rates. Monitor rates of patients admitted with Failure to 
Cope as a diagnosis. Implementation of new coding to 
capture mental health ALC cases.

ALC rate percentage (%) 
Home First Rate Length 
of Stay rates Readmit 
rates

Decrease ALC rate. 
Improve patient 
outcomes.

Internal TargetReduce readmission 
rates for patients 
with COPD

Percentage of acute 
hospital inpatients 
discharged with 
selected HBAM 
Inpatient Grouper 
(HIG) that are 
readmitted to any 
acute inpatient 
hospital for non-
elective patient care 
within 30 days of the 
discharge for index 
admission.

% / All acute 
patients

DAD, CIHI / July 
2014 – June 2015 

656* 14.05

11.8 12.70 WWLHIN Target 
Current Perf. 
HQO Feb 16

Reduce unnecessary 
time spent in acute 
care

Effective

Total number of ALC 
inpatient days 
contributed by ALC 
patients within the 
specific reporting 
period (open, 
discharged and 
discontinued cases), 
divided by the total 
number of patient 
days for open, 
discharged and 
discontinued cases 
(Bed Census 
Summary) in the 
same period.

% / All acute 
patients

WTIS, CCO, BCS, 
MOHLTC / July 

2015 – 
September 2015

656*Efficient

14.00 WWLHIN TargetReduce 30 day 
readmission rates for 
select HIGs

Risk-Adjusted 30-Day 
All-Cause 
Readmission Rate for 
Patients with COPD 
(QBP cohort)

% / COPD QBP 
Cohort

DAD, CIHI / 
January 2014 – 
December 2014

656* 20.66 18.50
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1)Pt feedback is communicated to all staff quarterly to 
enhance staff understanding of the ED pt experience 
via posters, email notices, 1 pg reports etc. 2)Pt 
feedback on areas to improve have been related to 
improved discussion of anxieties and fears, explaining 
danger signals to watch for after discharge, and 
communication regarding the reason for a lengthy ED 
wait. Continue to improve written materials for pts on 
discharge to reinforce education. Due to survey 
response rate percentages may fluctuate so continue 
to use as trending data & carefully review pts e-
comments.

ED Committee reviews patient experience results and 
addresses issues where a negative trend is identified

Monitor percentage of 
responses that indicate 
score of 9 and 10 
regarding overall 
satisfaction with the ED. 
Participation in WWLHIN 
ED Council PIA initiative.

To improve patients 
experience in the 
Emergency Dept.

Data will include survey 
reports from the 1st two 
quarters of 16/17 fiscal 
year

1)Pt. feedback is communicated to all staff quarterly 
to enhance staff understanding of the inpatient 
experience via posters, email notices, 1 pg reports etc. 
(reports compiled from both longitudinal surveys and 
real time surveys) 2)continue improvements in 
Discharge Planning project to improve transitions of 
care on discharge based on patient feedback related 
to knowledge of signs & symptoms to watch for, when 
to resume normal activities and discussion of 
anxieties & fears. Continue to improve written 
materials for pts on discharge to reinforce education. 
3) Due to survey response rate percentages may 
fluctuate so continue to use as trending data & 
carefully review pts e-comments. 4) continue 
improvements in real-time pt engagement rounding 
process to more effectively address issues 
immediately. 5)Attain additional patient and family 
input into designing services.

1.Pt satisfaction Feedback to staff – both from 
longitudinal surveys and real-time pt engagement 
rounding reports. Solicit patients and families to 
provide advice on what initiatives they believe will 
make the difference to the patient experience.

Monitor percentage of 
responses that indicate 
score of 9 and 10 
regarding overall 
satisfaction with their 
care and services as 
inpatient.

Continue development 
of patient engagement 
philosophy

Data will include survey 
reports from the 1st two 
quarters of 16/17 fiscal 
year. Identify areas to 
be improved and to 
celebrate our success.

1)Ongoing participation in Seniors Friendly program. 
2) ongoing monitoring & education for staff 3) change 
community perspective

1.Participate in Seniors’Friendly new "Move On" 
mobility project to be rolled out in 16/17. 2.Continued 
monitoring daily,quarterly and annually and report to 
Quality Committees 3.Reinforce with the community 
that the hospital is not the place to wait for LTC; 
Encourage advance planning for Seniors, Reducing Falls 
is a continued area of focus to achieve target.

Falls metrics 
demonstrate decrease in 
ALC patient falls

Decreased Falls rate to 
target over 2 years.

CIHI-Ont. 
Emergency Dept. 
Pt. Experience of 

Care Survey 
(EDPEC) / Apr. 1, 
2016 - Sept. 30, 

2016

656* CB

656* 0 0.00 Provincial 
Benchmark is 5%

Improve patient 
satisfaction

Patient-centred

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

% / Complex 
continuing care 

residents

CCRS, CIHI 
(eReports) / July 
– Sept 2015 (Q2 

FY 2015/16 
report)

Avoid patient falls

CB New Survey tool 
beginning April 

1, 2016

Overall how would 
you rate the care and 
services you received 
at this hospital during 
your stay? , using a 
10 point scale with 10 
being the best score. 
The "top box" 
method will be used 
(add # respondants 
who respond 9 or 10 
and divide by the # of 
respondants)

% / Adult Inpt. 
(Medical/Surgical

)

CIHI Canadian 
Patient 

Experiences 
Survey-Inpt. Care 
(CPES-IC) / April 
1, 2016 - Sept. 

30, 2016

656* CB CB New survey tool 
beginning April 

1, 2016

Overall how would 
you rate the care and 
services you received 
at this Emergency 
Department? , using 
a 10 point scale with 
10 being the best 
score. The "top box" 
method will be used 
(add # respondants 
who respond 9 or 10 
and divide by the # of 
respondants)

% / ED patients

Safe
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1)Greater than 95% of pts will have completed 
admission med. rec. Reinforce commitment of senior 
leadership through quarterly progress reports

1.Audits have identified opportunities for ongoing 
improvements. 2. Reviewed at Nurse Pharmacy and 
Pharmacy & Therapeutics Committee.

Percent of the total 
number of patients with 
medications reconciled 
as a proportion of the 
total number of patients 
admitted to the hospital.

Continued 
demonstrated improved 
medication 
reconciliation 
percentage on 
admission and aim to 
improve overall quality 
of information.

1)Greater than 85% of all discharged pts will have 
completed discharge med. rec. Use the PDSA cycle of 
improvement to implement and refine the medication 
reconciliation process on discharge Improve data 
capture processes to accurately reflect those patients 
receiving med. rec. on discharge.

1.Continued auditing. 2.Enhance communication with 
FHT Pharmacist and Community Pharmacies. 
3.Reviewed at Nurse Pharmacy and Pharmacy & 
Therapeutics Committees. 4.Process flow analysis of 
medication reconciliation to determine improvement 
opportunities

Percentage of discharged 
patients with med. rec 
evident on chart.

Increase compliance.

1)Continue Antimicrobial Stewardship Program and 
implement identified opportunities for improvement 
2)Information handout for ED patients regarding 
antibiotic induced diarrhea. 3)Continued focus on 
hand hygiene performance. 4)Adherence to 
Environmental Cleaning Best Practices. 5)Adherence 
to proper Personal Protective Equipment (PPE) and 
infection control signage 6)monthly education rounds 
for staff by Infection Control Practioner

1 Pharmacist review of antibiotic usage in admitted 
patients 2.See Hand Hygiene Priority Indicator 3. 
Continue Environmental Audits using UV markers • 
Continue twice daily double clean of all CDI patient 
rooms (room + bathroom) with sporicidal cleaner. 
Continue use of liner products for commodes/bedpans. 
Continue reprocessing of commodes/wheelchairs 
through wheelchair washer upon discharge 4.Ensure all 
staff wear proper PPE and all required signage is in 
place for all CDI patients

1.Number of antibiotic 
orders reviewed by 
Pharmacist. 2. See Hand 
Hygiene Priority 
Indicator 3. 
Environmental audits 
and Audit of 
Reprocessing Processes 
4. Daily Infection 
Prevention & Control 
surveillance of inpatient 
units.

1.Decrease rate of 
antibiotic usage. 
2.Improve hand hygiene 
audit scores 3. 
Environmental audit 
score targets met. 
Continued follow up on 
deficiencies noted 
during audits.

Monitor Antibiotic 
Stewardship Program to 
show cause and affect of 
CDI rate. Continuous 
education to promote 
hand washing and 
reduce the risk of 
transmission.

95.00 Internal targetIncrease proportion 
of patients receiving 
medication 
reconciliation upon 
admission

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* 64 85.00 Internal Target. 
Those pts. with 
no meds. on 
discharge are still 
included in 
denominator 
even though 
Best Possible 
Med. discharge 
Plan is not 
completed. 
Weekend 
discharges are a 
challenge also 
given our 
Pharmacy 
coverage.

Increase proportion 
of patients receiving 
medication 
reconciliation upon 
discharge

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

CDI rate per 1,000 
patient days: Number 
of patients newly 
diagnosed with 
hospital-acquired CDI 
during the reporting 
period, divided by the 
number of patient 
days in the reporting 
period, multiplied by 
1,000.

Rate per 1,000 
patient days / All 

patients

Publicly 
Reported, MOH / 

January 2015 – 
December 2015

656* XReduce hospital 
acquired infection 
rates

0.00 Theoretical best 
Current Perf. 
HQO FEb 16
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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 Core Competency education 
(Public Health) provided annually. Increase 2 way 
communication about Hand Hygiene. Increase staff 
feedback opportunities.

Hand Hygiene Audit process is standardized and 
reported annually to the Board. Explore the opportunity 
to engage staff champions in the hand hygiene audits. 
Auditors to provide immediate feedback on positive 
compliance as well as any missed opportunities. Engage 
patients and visitors in hand hygiene. Monthly 
education rounds by Infection Control Practioner.

Percentage of staff 
cleaning their hands 
before patient contact.

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

Educate and reinforce 
hand hygiene with all 
health care workers, 
patients and visitors. 
Hand Hygiene is 
everyone's 
responsibility.

1)Continue education with staff. Develop inservice on 
the background of medication errors, "just" reporting, 
identify barriers to reportiing, human error, focus on 
the omissions that occur in med. 
administration(comprise approx. 45% of our med. 
errors!) Incidents reviewed at discovery of error with 
staff involved. 2)Medication error results posted for 
staff monthly 3)Improve quarterly medication 
incident reporting 4) implement new software 
system: Investigation/Feedback/Monitoring - Review 
and reporting from RL6 Risk software program

1.Continue to promote medication incident reporting. 
Review system trends and address accordingly. 
Medication standards reviewed regularly with nursing 
staff. 2.Medication Incident Safety Cross: real-time 
visual indicator implemented. Continue to review 
incidents that reach the patient. All incidents are 
investigated by most appropriate clinical managers. All 
incidents are reviewed by Pharmacy and clinical 
leadership. Preliminary causes/contributors are 
identified. Inpatient Committee & Quality Committee 
review incidents at least quarterly. Trends and reports 
are shared with Pharmacy and Therapeutics 
Committee. 3.Continue to monitor rates quarterly with 
focus on those causing harm and high alert medications 
as defined by Accreditation Canada. Reports and QIP 
Progress report to the Board Quality & Risk Committee 
and the GMCH Board of Directors. 4.Implementation of 
software: RL Solutions for computerized real time 
reporting. Once implemented, obtain feedback from 
staff to understand the barriers to reporting.

1.participation rates 
monitored and 
encouraged. 2.med. 
incident metrics.

Decrease medication 
incidents causing harm

% / Health 
providers in the 

entire facility

Publicly 
Reported, MOH / 

Jan 2015 - Dec 
2015

656* 77 100.00 Theoretical best.

CB 2.50 Target of 2.5 to 
be reached by 

March 31, 
2017.This would 
demonstrate a 
greater than a 
10% reduction 
for the 16/17 
year in med. 

incidents causing 
harm, based on 
average of the 
past four years 

data.

Reduce medication 
incidents causing 
harm

  
  

Number of patient 
medication incidents 
causing harm for all 
admitted patients

actual number of 
med. incidents 
causing harm / 

admitted 
patients

Hospital 
collected data / 
April 1, 2014 to 
March 31, 2015

656*

Number of times that 
hand hygiene was 
performed before 
initial patient contact 
during the reporting 
period, divided by the 
number of observed 
hand hygiene 
opportunities before 
initial patient contact 
per reporting period, 
multiplied by 100.
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1)Ongoing participation in Seniors Friendly program. 
This includes the adoption of the "MOVE ON" mobility 
program to be rolled out in 16/17. 2) ongoing 
monitoring & education for staff. Conduct Morse Fall 
Scale Audits to ensure that all fall prevention 
measures are in place upon admission and then audit 
on random patients on a certain number of 
days/shifts per week and then weekly if patient still 
admitted. Continue patient rounding process to 
ensure fall measures are in place and needs are 
addressed. Review falls at daily rounds and at Quality 
Committee. Post monthly fall rate in Acute Care. 3) 
Replace remainder of beds with new beds with exit 
alarms. 4) change community perspective

1.Participate in Seniors’Friendly MOVE ON STEP 
FORWARD mobility program 2. Daily bullet rounds. 
3.Continued monitoring daily,quarterly and annually 
and report to Quality Committees 4.Reinforce with the 
community that the hospital is not the place to wait for 
LTC; 5.Encourage advance planning for Seniors. 
6.Implementation of software: RL Solutions for 
computerized real time reporting. Once implemented, 
obtain feedback from staff to understand the barriers 
to reporting Reducing Falls Causing Harm is a continued 
area of focus.

Falls metrics. Previous 
year metrics 
demonstrate decrease in 
ALC patient falls. Review 
and post monthly fall 
rate for staff and MAC

Decreased Falls rate 
causing harm to provide 
safer environment for 
our patients.

1)1)Focus on Physician Initial Assessment (PIA) 
process 2)Help patients make appropriate health care 
choices and to ease pressures across the system by: 
Drilling down the reasons for any of the outliers. 
3)Continued development of our process for moving 
patients to Acute Care in a timely fashion.

1.Continue monitoring. 2.Participating in WWLHIN ED 
council PIA initiatives 3.Roll out of improvement 
initiatives re: ED LOS for admitted pts. 4)Discuss at MAC 
as needed 5)Monitoring patient access and flow with 
CCAC and WWLHIN 6)Consider increasing flex beds to 
better accomodate admitted patients.

ED Metrics ED LOS for admitted pts 
will be 8 hrs

Challenged by Influenza 
outbreak, lack of 
available beds, pts. held 
overnight in ED for 
admission and tests etc.

2.40 Internal target 
based on 

previous years 
data. Target is 
2.4 based on 
estimate of 

12400 pt. days 
and 30 falls 

causing harm

Reduce patient falls 
causing harm

number pt. falls 
causing harm divided 
by pt. days X 1000

Rate per 1,000 
patient days / All 

acute patients

Hospital 
collected data / 
April 1, 2014 to 
March 31, 2015

656* 2.8

8.00 WWLHIN TargetReduce wait times in 
the ED

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

Hours / ED 
patients

CCO iPort Access 
/ January 2015 - 
December 2015

656* 21.7
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