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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 sffort 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. Futhermore, organizations are free to design their own public quality improvement plans using alternative formats and contents,
provided that they submit a varsion of their quality improvement plan ta Health Quality Ontario {if required) in the format described herein.
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Overview

The objective of Geraldton District Hospital's (Hospital} Quality improvement Plan (QIP) is to provide
safe, effective, patient-centered care to our community that is easily accessible and is integrated with
our community partners. This is achieved through the QIP and through the Hospital's quality
improvement process that has been in place for the past twelve years. The process starts at the grass
roots level, where staff and board members volunteer to participate on quality improvement teams.
Currently, there are six teams that meet monthly (excluding summer) to review indicators that are
important to the provision of safe, patient-centered care in their respective service area. Each of the six
(6) teams report to the Quality Improvement Committee (QIC) three (3) times per year, on a rotating
basis. The QIC is comprised of senior leadership, board members and clinical care staff.

The QIC is responsible for monitoring each indicator monthly to determine if our improvement
measures for the indicators are obtaining the desired results and to develop solutions for identified
challenges to assist our facility in meeting our set targets. The QIC submits minutes and a master score
card to the Board of Directors on a monthly basis. For the 2016/17 fiscal year, we are looking at
restructuring our quality improvement program to ensure that it will be efficient and collaborative with
our community partners. We are currently moving towards a Patient and Family Centered Care model
and will be looking into how we may incorporate patients and their families into the structure of our new
quality improvement program.

This year, the Hospital is linking the QIP with the directives and goals of our Strategic Plan. The
Strategic Plan looks to collaborate with regional and community pariners to provide seamless continuity
of care and availability of programs and services. Throughout our QIP planning, we included community
partners in discussions on how we may coordinate our services to provide better care for our patients.
In the 2016/2017 year, the Hospital is looking to integrate with the other regional hospitals through
Health Links. This will be an area of focus for the Hospital as we look to construct partnerships and
increase the overall level of care within our region.

The Hospital continues to elevate our quality improvement goals and has achieved Accreditation with
Commendation in the Hospital's June 2014 Accreditation survey. The Hospital was able to meet all
Required Organizational Practices in relation to medication reconciliation at care transitions in our
Emergency Department and Acute Care unit. Our goal is to achieve a better transition of care for our
patients following discharge to decrease the possibility of them being readmitted for the same condition.

In the 2016/2017 fiscal year, the Hospital will be working on improving patient and family involvement
in care settings through the Patient and Family Centered Care model. This model redefines the
relationship between health care providers, patients and families through a mutually beneficial
partnership that promotes participation of the patient and family in their own health care. This model will
be a focus for the Hospital in upcoming years, as is reflected in our change ideas for our Workplan,
which heavily involves providing patients and families with the resources that are available to self-
manage and be responsible for their health.

This year's QIP planning session began with obtaining input from the QIC, nursing leadership and
select community partners on what the most significant health issues facing our community are and
what we might do to improve them. Four main areas were selected to focus on with two being constant
major health conditions that affect the majority of our population. The quality improvement initiatives
chosen to be focused on this year are: medication reconciliation at discharge, Diabetes, Chronic
Obstructive Pulmonary Disease {COPD) and resident falls. Quality-Based Procedures were not
included in this year's QIP, as they are not applicable to the Hospital at this time. However, we do
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ensure that we stay current with any of the best practices that are developed in preparation for when
they may be appiicable to us.

With the focus of the 2016/2017 QIP being centred on patient engagement and care, we are making
progress at including patients and their families in planning and decision-making regarding the QIP. We
held community engagement sessions in multiple locations around our region for patienis and their
families to attend so that they may provide their input on the indicators selected and how we are
planning to improve them. With input from our patients and cooperation with our community partners,
the Hospital looks to improve the overall quality of care that we provide in the region.

Ql Achievements from the Past Year

As much as the Hospital is always focused on making strides in improvement, there should always be
time taken to celebrate success when it has occurred. Over the course of the last fiscal year, we have
made positive change within the Hospital and the community and are looking to continue to do so in the
future.

Patient satisfaction and engagement has always been a focal point of our improvement initiatives.
Since last year's QIP, the Hospital has maintained a level of patient satisfaction in the low to mid 90's
(%), which is a huge success for us. When patients were asked if “Physicians/nurses explained things
in a manner | could understand”, the score was 10% over our set target. This is a very difficult result to
obtain in healthcare and the improvement shows the work that has been put in by the nursing staff. The
Hospital aiso focused on the Discharge Care Plans sent to the primary care provider in our last QIP and
saw an increase from 62% to 86% over the course of the fiscal year. Great improvements were made in
this area, as our cooperation with community partners has alleviated stress from our Emergency
Department, as well as provided our patients with better continuity of care.

The Hospital also focused on providing a safe environment to patients and staff in the 2015/2016 fiscal
year, and with our improvement initiatives in place, has done so. Hand hygiene compliance throughout
the hospital was excellent again this year and is well above provincial average, which is a great
success for a Hospital with an Acute Care and Long Term Care facility. This result, especially when
compared to the rates among Ontario hospitals for the last year, shows how much work staff is putting
in to maintain a safe working environment. Hand hygiene compliance also ties in with Hospital acquired
infections. In the 2015/2016 fiscal year, the rate of hospital-acquired CDI was maintained and continues
to be at zero (0).

It takes the effort of the entire Hospital to make positive change and with the commitment of leadership
and staff to safety and quality improvement, the Hospital looks to continue to make changes that
improve the quality of care given within our facility.

Integration & Continuity of Care

The planning process for this year's QIP was coordinated with participation and input from our
community partners. With input from the Greenstone Family Health Team and the NorWest Community
_Health Centres — Longlac Site, the Hospital was able to determine the areas of focus for this year's
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QIP. Discussions with these community pariners provided invaluable insight into how we may work
together to integrate our services to provide better continuity of care for our patients. In 2016/2017, the
Hospital is looking to cooperate with our community partners to make changes and improve upon all of
our chosen indicators. Through sharing of services and improving upon our referral process, the
Hospital looks to improve the community's heaith through managing Diabetes and COPD.

Over the course of the last fiscal year, much effort has been made in improving the discharge planning
process for patients to community partners. With the Hospital facilitating transition of care for patients,
there has been extremely favourable feedback from the community regarding the discharge process.
This process will continue to be in place and improved upon in the coming year, as it is essential in
communication of medication changes at care transitions. The Chief Nursing Officer at the Hospital is
also the chair of the Healthier Community Advisory Committee and will be looking to make positive
change to the continuity of care for patients within the community.

One of the Hospital's largest areas of improvement last year that sprung from cooperation with our
community partners was the decrease in Emergency Department visits for CTAS 4 & 5 patients. These
patients are those who do not require immediate medical care and are better served by a visit to a
nurse practitioner or a family doctor’s office. Unfortunately, our community has not had a full
complement of physicians for the past few years, making it very difficult to get an appointment with a
family physician during their limited office hours. The Greenstone Family Health Team was able to
alleviate the stress caused by the limited resources of physicians in the community by hiring a second
nurse practitioner and hosting a walk-in clinic on the day that was historically the busiest for the
Emergency Department. The NorWest Community Health Centres — lLonglac Site has continued their
evening walk-in clinic as weli, which will continue to help provide patients with the care they need ina
timely manner.

Integration, not only among community partners, but also among regional partners, will be a focus for
the upcoming year. The Hospital is looking to become more involved in the North West LHIN's Health
Links and to become a leading pariner in the region. The Hospital is also involved with the Centre for
Effective Practice, the North West Health Alliance and ten (10) other small rural hospitals in the region
to construct a North West Quality Improvement Scorecard that will be used within the region to share
and compare data on priority indicators that focus on the dimensions of safety, care transitions and
timely access to specialized care. This will allow for better understanding and monitoring of the quality
of care being improved upon in the region.

Engagement of Leadership, Clinicians and Staff

In the 2016/2017 fiscal year, the Hospital will be updating its quality improvement team model, which
will better utilize human resources and the time of our management and staff. Our new committee will
meet every two (2) months and will integrate safety, quality and risk. This new committee will still report
to the QIC, which then reports to the board, but will replace the six (6) teams that we currently have
reporting on a monthly basis. This committee would bring in members of specific departments when we
are interested in their input and would bring in community partners te include them in planning and
discussion. To prepare for these changes, the quality improvement leads are meeting with each of the
six (6) current teams to review indicators and determine what should continue to be reported to the
QIC. These changes will save much time and effort over the course of the year by focusing the
Hospital's resources on more encompassing meetings.
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The Hospital continues to include staff members and leadership in the planning processes for
determining the change ideas that would be implemented to improve on our chosen indicators. The
feedback provided was crucial in determining what solutions would be implemented and what steps
would need to be taken in order to address issues within the Hospital and the community. With their
knowledge of the inner working of the Hospital, many individual steps were addressed and ideas put
forward to improve upon specific aspects of our service. In 2016/2017, staff, clinicians and
management will be heavily involved in the implementation of the strategies focusing on Diabetes,
resident falls, COPD and medication reconciliation on discharge.

Throughout the 2016/2017 fiscal year, staff will also be provided with education and training on a host
of subjects. The focus of this education will centre on the change ideas implemented in this year's QIP.
Through providing staff with education and training involved with COPD and Diabetes, the Hospital will
increase the integrity of care given to its patients. This education will involve the necessary care of
patients with Diabetes and COPD, as well as training with medication used to treat patients with
Diabetes and COPD.

Patient/Resident/Client Engagement

Since the Hospital is located in a small, northern, rural community, we have always been engaging
patients and their families to improve quality and care in our facility. Many of our internal committees
involve former patients as active members, and not only do our patients and their families sit on our
Accessibility Committee, Ethics Committee and Anishnabe Liaison Committee, but they also volunteer
at the Hospital to assist in providing quality care to our patients.

Last fiscal year, the QIC decided that input from a community member would enhance the quality
improvement program at the Hospital and added a voice to help represent the patients. This was a
great asset to the QIC and this practice will continue in the 2016/2017 fiscal year with the selection of a
new member to represent the patients. The Hospital is also looking into incorporating a Patient and
Family Centred Care model, which will look to include patient advisors at our Hospital in upcoming
years.

In the upcoming year, the Hospital will continue to make strides in including patient engagement as a
focal point in our QIP. In the last few months, we have advertised for our community engagement
meetings via the local radio, cable, the newspaper and by putting up posters around the communities.
The goal was to reach as many people as possible, and by holding meetings in multiple locations, we
hoped to engage an array of patients and families. The Hospital hosted the community meetings with
patients, residents and their families to obtain their input on the indicators chosen for the Workplan and
the quality improvement initiatives that will guide it. Their input was instrumental in providing feedback
on what direction our Hospital will be taking in the upcoming year. Partnerships between community
partners have also been forged through feedback and sharing of services following these meetings. By
involving patients in the QIP process, the Hospital hopes to give them a voice in which they may use to
take part in the improvement of quality care for the entire community.

Another way the Hospital has always, and will continue to, engage patients/residents, is through patient
and resident feedback surveys and comment cards. The feedback provided through these tools allows
the Hospital to narrow its focus on certain areas of concern. This process provides us with additional

Geratdton District Hospital

500 Hogarth Ave. W, Postal Bag #4
Geraldton ON, POT 1MO




information that is necessary to complete the QIP in a manner that reflects the patients' concemns. In
the 2016/2017 fiscal year, the Hospital will update its survey system in an attempt to obtain better
quality of data. Our current model, which involves providing patients with feedback cards at each
department (both inpatient and outpatient), has resulted in feedback fatigue within the community. This
has been identified through tracking the number of responses given over the past three (3) years. The
Hospital's new survey system will involve feedback “blitzes”, which will focus on obtaining feedback at
only one department over the course of a month. This should improve the number of responses and the
quality of data received.

To reflect our continued commitment to improving our patient engagement process, the Hospital is
including an indicator that will track the satisfaction of the new services being implemented in the
coming fiscal year. By tracking the satisfaction of patients who made use of our COPD and Diabetes
related services, the Hospital will make changes to better reflect the needs of our patients. The data
obtained will be two-fold, as it will determine the satisfaction of patients, as well as determine if the
change ideas implemented are having the desired effect.

Following feedback from quality improvement related resources, the Hospital has included a link on our
website to the compliment and complaint forms. Rather than having to fill out a form in-person at the
Hospital, patients, residents and family members may now fill out the form at home and send it via mail
or e-mail to the Hospital. This process will provide our community with a more accessible option for
voicing their opinions on matters related to the Hospital, from which the Hospital may make positive
changes. This is also essential for our Hospital, as we are small, rural and serve a very large
geographic area. Patients, residents and families may fill out a form at home, rather than making a
lengthy trip to the Hospital.

Performance Based Compensation —
Accountability Management

The purpose of Performance-Based Compensation is to drive accountability for the delivery of quality
improvement. By linking compensation to the achievement of quality dimension core indicator targets,
the Hospital is able to: drive performance, improve quality, establish clear performance expectations
and create clarity about expected outcomes. The Hospital is also able to ensure consistency and
transparency in the application of performance incentives and drive accountability with respect to the
delivery of the QIP.

Performance based compensation applies to the following positions:
1. Chief Executive Officer (CEO) — Board decided and approved

2. Chief of Staff {COS) — Board decided and approved

3. Chief Nursing Officer (CNO) — CEQ decided and approved*

4. Chief of Clinical Services (CCS}) - CEO decided and approved*

*(Numbers 3 and 4 and decided upon collaboratively by CEO, CNO, CCS)
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Executive Positions — Percent Compensation
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*Both the CNO and CCS, despite being executive staff, do not reach the current salary expectations of
six figures; hence, we will continue to set performance indicators to maintain the highest quality levels.
However, once they do reach six figures they will be subject to salary performance based implications.

Manner in Which Compensation is Linked to Performance

The legislation and regulations do not include specific requirements regarding the

percentage of salary that should be subject to performance based compensation, the number of targets
that should be tied to executive compensation, weighting of these targets, or what the targets should
be. A clear link between QIP indicators and performance based compensation fulfills the requirements
of the ECFAA (Excellent Care for All Act). Perfformance based compensation should be something that
is led by the individua! organization to drive performance and improvement on organization-designated
priorities.

Executive Compensation — Selected Indicators

Executive Position = Quality Dimension Indicator Target

Effectiveness Total Margin >0.0
CEO - - .
Effectiveness Current Ratio >2.0
Access Reduce Wait Times in ED <10 Hours
: Medication Reconciliation .
.P_atient _Sf-‘f?ty on D_ischa rge | >85%
o Reduce Hospital
FELEL ] Acquired C. difficile SLE |
Access/Patient ; Uitrasound
Centred ' Appointments/Bookings <8 days

The percentage of salary and indicators may be amended from year to year at the discretion of the
Board of Directors. Should one or more of the targets not be met because of extenuating circumstances
beyond the control of the Executive, then the Board of Directors may amend the percentage of the
salary at risk for the respective Executive.
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Sign-off

It is recommended that the following individuals review and sign-off on your organization’s Quality
Improvement Plan (where applicable):

i have reviewed and approved our organization’s Quality Improvement Plan:

Board Chair : James McPherson

Ir

”Ouality Committee Chair: Myrna Letourneau
L/z’f?/]p(gﬁ;m%%

Chief Executive Officer : Lucy Bonanno
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Excellent Care for All
Quality Improvement Plans (QIP): Progress Report for the 2015/16 QIP

The Progress Report is a tool that will help organizations make linkages between change ideas and improvement, and gain insight into how their change ideas
might be refined in the future. The new Progress Report is mostly automated, so very little data entry is required, freeing up time for refiection and quality
improvement activities.

Health Quality Ontario (HQO) will use the updated Progress Reports to share effective change initiatives, spread successful change ideas, and inform robust
curriculum for future educational sessions.

Current Target as Current

Org| Performanceas | _. o 4 h | Performance Comments

Measure/Indicator from 2015/16 stated on
QIP2015/16 QIP 2015/16 2016
1 Total Margin (consolidated): % by which total 662 1.90 0.00 0.02 This indicator has
corporate (consolidated) revenues exceed or fall remained on target
short of total corporate (consolidated) expense, for the 2015/16 fiscal
excluding the impact of facility amortization, in a year.
given year.
( %; N/a; Q3 FY 2014/15 (cumulative from April 1,
2014 to December 31, 2014); OHRS, MOH)
Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help

build capacity across the province.

Lessons Learned: {Some Questions to Consider) What was your

Change ldeas from Last ikl Ul Gl el experience with this indicator? What were your key learnings? Did

. ; o
Years QIP (QIP 2015/16) [mplemfyr;ﬁiiti;gt)endw “| the change ideas make an impact? What advice would you give to
others?

Continue with current practice Yes
that maintain the performance
of this indicator.



Current Target as

Measure/Indicator from |Org| Performance as | stated on CurTe
Performance Comments
2015/16 stated on QlIP 2016
QIP2015/16 201516
2 Readmission within 30 662 19.27 12.80 NA A new software program was installed in the 2014/15
days for Selected Case fiscal year and the North West Health Alliance was
Mix Groups contracted to build and develop reports that could
( %; All acute patients; extract this data; however the Hospital is continuing
July 1, 2013 - Jun 30, to waiting on the Alliance to build the report. The
2014; DAD, CIHI) North West LHIN was able to provide this data for

the 2014/15 fiscal year and the Hospital is hopeful
that the 2015/16 Q1 data will become available
soon.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change Ideas from Last Was this change idea Lessons Learned: {Some Questions to Consider) Wha-t was your
Years QIP (QIP 2015/16) implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) | change ideas make an impact? What advice would you give to others?
Physician to provide No This process was attempted however the physicians stated that it was difficult to
estimated date of determine an estimated date of discharge at admission and didn't want to
discharge at patients disappoint siaff or patients as precipitating factors can arise that change the date
admission to hospital. of discharge. The discharge planner and AC nurse manager work together to

monitor when a patient may be ready for discharge to help facilitate a smooth
transition back to the community.




Current Target as
Org | Performance as | stated on

Current
Performance Comments
2016

Measure/Indicator from 2015/16 stated on alp

QlP2015/16 2015/16

3 53561 CB 65.00 X Out of the current population of the LTC
unit, only 2 individuals meet the inclusion
criteria requirements for this indicator.
Although the results are favourable, they
do not provide insight into how the

( %; Residents; Apr 2014 - Mar majority of residents may feel.
2015 (or most recent 12mos); In-
house survey)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea
implemented as
intended? (Y/N button)

Lessons Learned: (Some Questions to Consider) What was your
experience with this indicator? What were your key learning’s? Did the
change ideas make an impact? What advice would you give to others?

Change ldeas from Last

Years QIP (QIP 2015/16)

Provide annual training  Yes The Hospital remains committed to provide training on cultural sensitivity and
on cultural sensitively diversity to all staff and provided in person training sessions for the 2015/16 fiscal
and diversity to all staff. year. For 2016/17 the Hospital is looking at a new delivery modet of the content

through an online based training platform.



Current

Perf Target as Current
Measure/Indicator from 2015/16 ers?;:\;zn;:ﬁ @S | stated on | Performance Comments
QIP2015/16 QIP 2015/16 2016
4 CDI rate per 1,000 patient days: Number of patients 662 0.00 0.00 0.00 This indicator has
newly diagnosed with hospital-acquired CDI during remained on target
the reporting period, divided by the number of patient for the 2015/16 fiscal
days in the reporting period, multiplied by 1,000. year.

( Rate per 1,000 patient days; All patients; Jan 1,
2014 - Dec 31, 2014; Publicly Reported, MOH)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change ldeas from| Was this change idea
Last Years QIP implemented as
(QIP 2015/16) intended? (Y/N button)

Lessons Learned: (Some Questions to Consider) What was your experience
with this indicator? What were your key learning’s? Did the change ideas make
an impact? What advice would you give to others?

Continue to educate Yes Annual in-person education is provided each year to all staff and all new staff receive
all staff on Routine the education during their orientation. This year, new hires were instructed to
Practices. complete online training provided by Public Health Ontario on Routine Practices. The

Hospital plans to expand the online training to all staff for the 2016/17 fiscal year.



Current
Measure/Indicator from |Org| Performance as

Target as Current
stated on Performance Comments

2015/16 stated on
QlP2015/16 QlP 2015116 2016

5 Current Ratio: current assets 662 7.50 2.00 5.25 This indicator has remained on target for
divided by the current the 2015/16 fiscal year and is above
liabilities target due to capital funds advancement
( Ratio (No unit); N/a; by the MOHLTC.

2014/15; Hospital collected
data)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning wilt help

build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
Change ldeas from Last Years 9 experience with this indicator? What were your key learning’s? Did

i i 2
QIP (QIP 2015/16) lmplemf‘{r}t;clljszér:)ended “| the change ideas make an impact? What advice would you give to
others?

Continue to support practices Yes
that maintain the current
performance of this indicator.



Current Target as
Measure/Indicator from |Org| Performance as | stated on

Current
Performance Comments

2015/16 stated on QlP 2016

QIP2015/16 2015/16

6 ED Wait times: 90th 662 8.90 7.40 NA A new software program was installed in the
percentile ED length of 2014/15 fiscal year and the North West Health
stay for Admitted patients. Alliance was contracted to build and develop reports
( Hours; ED patients; Jan that could extract this data; however the Hospital is
1, 2014 - Dec 31, 2014; continuing to wait on the Alliance to build the report.
CCO iPort Access) The North West LHIN was able to provide this data

for the 2014/15 fiscal year and the Hospital is
hopeful that the 2015/16 Q1 data will become
available soon.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change ldeas from Was this change idea lLLessons Learned: (Some Questions to Consider) What was your
Last Years QIP (QIP | implemented as intended? | experience with this indicator? What were your key learning’s? Did the
2015/16} (Y/N button) change ideas make an impact? What advice would you give to others?

Encourage early Yes Nursing staff who work in the ED have been instructed to have discussions with
completion of physician’s patients who have the possibility of being admitted and help
admission orders. facilitate the early completion of admission orders.



Current Target as

Measure/Indicator from |Org| Performance as | stated on SUIREL
2015/16 stated on QlP Performance Comments
2016
QlIP2015/16 2015/16

7 ED Wait times: 90th 662 4.70 7.20 NA A new software program was installed in the
Percentile ED length of stay 2014/15 fiscal year and the North West Health
for Non-Admitted Complex Alliance was contracted to build and develop
patients. CTAS 1-3 reports that could extract this data; however the
( 90th percentile; ED Hospital is continuing to wait on the Alliance to
patients; 2014/15; DAD, build the report. The North West LHIN was able to
CIHI) provide this data for the 2014/15 fiscal year and

the Hospital is hopeful that the 2015/16 Q1 data
will become available soon.

Realizing that the QIP is a living document and the change ideas may fiuctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Lessons Learned: (Some Questions to Consider) What was your
experience with this indicator? What were your key learning’s? Did
the change ideas make an impact? What advice would you give to

others?

Was this change idea
implemented as intended?
(Y/N button)

Change Ideas from Last

Years QIP (QIP 2015/16)

Continue to provide support Yes
to physicians and staff for
CTAS 1-3 patients.




Current Target as

Measure/lndicator from |Org{ Performance as | stated on UL
5015/16 stated on QlP Performance Comments
2016
QIP2015/16 2015/16
8 ED wait times: 90th Percentile 662 3.00 4.20 NA A new software program was installed in the
ED length of stay for Non- 2014/15 fiscal year and the North West Health
Admitted Minor Uncomplicated Alliance was contracted to build and develop
patients. CTAS 4-5 reports that could extract this data; however the
( 90th percentile; ED patients; Hospital is continuing to wait on the Alliance to
2014/15; DAD, CIHI) build the report. The North West LHIN was able

to provide this data for the 2014/15 fiscal year
and the Hospital is hopeful that the 2015/16 Q1
data will become available soon.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Lessons Learned: (Some Questions to Consider) What was your
experience with this indicator? What were your key learning’s? Did
the change ideas make an impact? What advice would you give to

Was this change idea
implemented as
intended? (Y/N button)

Change Ideas from Last Years QIP

(QIP 2015/16)

others?
Continue to work with Geraldton Yes The Greenstone Family Health Team (GFHT) has been working closely
Medical Group and Greenstone with the Hospital and a walk-in clinic day was set up once a week at the
Family Health Team to refer non- GFHT to help decrease the number of CTAS 4&5 patients that are seen
emergent patients to their services. in the ED. It is held each Monday, which statistically had shown to be

the busiest day of the ED over a week period. It has been extremely
beneficial to both the community and the hospital as the numbers of ED
visits per month have decreased since the clinic began. The NorWest
Community Health Centres - Longlac Site has also restarted their
evening walk in clinic in February 2016. The Geraldton Medical Group
remains in a physician shortage and the Hospital has devoted funds to
physician recruitment by hiring a recruitment firm for a year, which
began in October 2015. At this time, no new physicians have been
recruited.

Provide nursing staff with CTAS Yes In the 2015/16 fiscal year, two CTAS Triage training courses took place
Triage training. and were well attended by nursing staff who work in the ED.




Current Target as

. Org| Performance as | stated on S
Measure/Indicator from 2015/16 Performance Comments
stated on QlpP 2016
QIP2015/16 2015/16
9 In-house survey: Percentage of 662 93.00 96.00 94.00 This was set as a stretch target for 2015/16.
patients who were satisfied overall The Hospital has experienced a dramatic
with the hospital care and service decrease in the number of responses
they received. Determined on a scale received on patient satisfaction with each
of 1 to 5, 1 being poor and 5 being month having fewer and fewer observations
excellent. reported. Patients and their families, as well
( %; All patients; 2014/15; In-house as staff, have expressed that patients are
survey) experiencing a feedback fatigue; therefore a

new system to collect patient feedback will
be instituted for the 2016/17 fiscal year.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change Ideas from Last Was this change idea Lessons Learned: {(Some Questions to Consider) What was your
YearngIP (QIP 2015/16) implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) | change ideas make an impact? What advice would you give to others?
Encourage nurses to Yes Instituted NOD (Name, Occupation and Do) to teach siaff how they should
increase one-to-one begin their introduction before they care for a patient. NOD helps to
interactions with admitted communicate who a staff member is, what their purpose is in the patient care
patients. circle and what care they are going to provide to a patient.
Install whiteboards on Yes All the whiteboards have been installed but further education is needed with

Acute Care. staff to ensure they are used to their full potential as a communication tool.



Current Performance| Target as Current

Measure/lndicator from 2015/16 as stated on stated on QIP| Performance |Comments
QIP2015/16 2015/16 2016

10 Medication reconciliation at admission: The total number 662 94.00 95.00 90.00
of patients with medications reconciled as a proportion of
the total number of patients admitted to the hospital
( %; All patients; most recent quarter available; Hospital
collected data)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) [ change ideas make an impact? What advice would you give to others?

Change Ideas from Last
Years QIP (QIP 2015/16)

Continue to use medication Yes There have been concerns that the best possible medication history is not
reconciliation tool at being collected using all possible sources available and that staff were having
admission. difficulty identify discrepancies from these sources in a timely manner. A new

process in currently in development and training will take place for staff on
medication reconciliation in the new fiscal year.
Present the medication Yes Every five to seven weeks, statistics on medication reconciliation are reviewed
reconciliation stats at each at the MAC meeting.

Medical Advisory
Committee.



Current Target as
Measure/Indicator from |Org| Performance as | stated on

Current
Performance Comments

2015/16 stated on QlP 2016

QlP2015/16 2015/16
11 Metrics @ Work Inc.: Grand 662 X 70.00 63.10 The Hospital has had many transition over the

average of external annual
survey to determine the staff
satisfaction with the hospital.
( %; All Staff; Annually; Staft
survey)

past year and had a larger than normal staff
turnover than previous years due to individuals
retiring, moving out of the community and going
on parental leave. This caused a staffing
shortage for the nursing department and left the
hospital without a permanent CEQO or concrete
leadership on the AC unit due to a vacancy. The
hospital has since been able to hire a full
complement of nursing staff, an AC/ED Nurse
Manager and a permanent CEO, which has
improved our stability. Also, a LTC Coordinator
has been approved for a one-year contract to
assist with making improvement on LTC.

build capacity across the province.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help

Change ldeas from Last

Years QIP (QIP 2015/16)

Communicate the changes that Yes
were made with the feedback

from the staff satisfaction

survey.

Announce the changes No
implemented because of the

survey annually.

Change the time of year the Yes
survey is conducted from

Spring to Fall.

Was this change idea
implemented as
intended? (Y/N button) | change ideas make an impact? What advice would you give to others?

Lessons Learned: {Some Questions to Consider) What was your
experience with this indicator? What were your key learning’s? Did the

The survey was completed in the fall; therefore the resulis were not received
until the end of the third quarter. The managers group have just finished
reviewing the results, as well as the Employee Health, Wellness, Reward and
Recognition Team and a memo will be distributed before the end of the
fourth quarter on the changes that will be instituted in response to the survey
resuits.

The survey has just been received, reviewed and plan has been developed
to make improvements. The changes will not be announced until they begin
in the new fiscal year.

The change was made but it has been found that this is not the ideal time to
conduct the survey. Studies have shown that in both Spring and Fall,
individuals' moods are affected by the weather and the decreased hours of
sunlight. The time of the survey will be moved to the summer.




Develop new incentives for Yes
completing the staff satisfaction
survey.

Continue to provide team Yes
building education to all staff
members.

All staff who completed the survey were entered into a draw for 1 paid day of
vacation.

All staff attended a mandatory education session hosted by Barb Fry who
discussed working in teams, working with different generation and

compassion fatigue.



Current Target as

. Org| Performance as | stated on Current
Measure/Indicator from 2015/16 Performance Comments
stated on QiP 2016
QiP2015/16 201516
12 Number of times that hand hygiene was 662 94.00 100.00 93.00 The hand hygiene auditing
performed before initial patient contact during process will be reviewed this
the reporting period, divided by the number of fiscal year to develop a new
observed hand hygiene opportunities before process that will hopefully bring a
initial patient contact per reporting period, higher number of observations of
multiplied by 100. hand hygiene compliance.

{ %; Health providers in the entire facility; Jan
1, 2014 - Dec, 31, 2014; Publicly Reported,
MOH)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to refiect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change Ideas from Was this change idea Lessons Learned: (Some Questions to Consider) What was your experience

Last Years QIP (QIP implemented as with this indicator? What were your key learning’s? Did the change ideas
2015/16) intended? (Y/N button) make an impact? What advice would you give to others?

Continue to conduct Yes Summer students conducted hand hygiene audits over the summer months and

monthly audits were able to increase the average number of monthly observations from 10 to 40.

This helped to obtain a more accurate picture of hand hygiene compliance in all
patient/resident units.

Hold hand hygiene  No This change idea was put on hold for the 2015/16 fiscal year due to lack of human
awareness months. resources and time. It is planned to take place in the 2016/17 fiscal year.



Current Target as

. Current
Measure/lndicator from Org| Performance as | stated on Performance ComEnIs
2015/16 stated on QIP 2016
QIP2015/16 2015/16
13 Percentage of patients for whom 662 62.00 80.00 86.00 This indicator has exceeded the set target and

a discharge plan was completed continues to improve. Our community partners

and sent to their patient’s at the NorWest Community Health Centres -

primary care provider at the time Longlac Site and the Greenstone Family

of discharge. Health Team really appreciate the discharge

( %; All admitted patients; plan and use it to book follow-up appointments

2014/15; Hospital collected data) for their patients and monitor their medication
changes or diagnostic imaging and specialist
referrals.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Chanae Ideas from Last Was this change idea Lessons Learned: (Some Questions to Consider) What was your
YearngIP (QIP 2015/16) implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) [ change ideas make an impact? What advice would you give to others?
Pilot the enhanced discharge Yes The Enhanced discharge plan was piloted for high-risk patients for less than
plan for high risk patients. one month due to the increased work required with the plan and due to the

modified LACE tool not being utilized to identify high-risk patients. The
Hospital has low readmission rates because when a patient is admitted for one
diagnosis we also treat and manage their comorbidities to improve their overall
health. Patients may have a longer length of stay but they are less likely to
become readmitted with the same diagnosis.

Pilot the modified LACE tool. Yes The modified LACE tool was piloted for less than one month due to the lack of

commitment from staff to complete the tool. During the pilot, we experienced a
staffing shortage, which greatly affected our staff and the

A guaranteed visit with a No Due to a physician shortage in our community there is no possible way to
follow-up physician within 7 guarantee a 7-day follow-up appointment for a high-risk patient once they
days of discharge for high- have been discharged. However, a copy of the Discharge Instruction sheet is
risk patients. faxed to their primary care provider and both the NorWest Community Health

Centres - Longlac Site and the Greenstone Family Health Team have been
using the Discharge Instructions to contact all patients who require follow-up
appointments and book the next available appointment for them. This has
greatly assisted in the transition of care for the patient to the community.



Current
Performance as

Target as Current
stated on Performance Comments

stated on
QIP2015/16 QIP 2015/16 2016

MeasurefIndicator from 2015/16

14 Percentage of patients who reported during 662 CB 87.00 97.00 The Hospital is very proud
their stay doctors and nurses explained to see that we have
things in a way they could understand. surpassed our target by
( %; All acute patients; 2015/16; EMR/Chart 10%.

Review)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were abie to adopt, adapt or abandon. This learning will help

build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
9 experience with this indicator? What were your key learning's? Did

implemented as - ) . ) !
intended? (Y/N button) the change ideas make an msxér.s\fhat advice would you give to

Change Ideas from Last Years

QlIP (QIP 2015/16)

Adopt teach-back as a Yes Staff have been instructed to use teach-back method but monitoring the
consistent approach to patient use of it with staff has been difficult as there was a long vacancy for the
discharge discussions and AC/ED Nurse Manager position. Staff have been documenting its use on

planning. the patients electronic chart.



Current Target as
Measure/Indicator from Org |Performance as|stated on

Current
Performance Comments

2015/16 stated on QIP 2016

QIP2015/16 2015/16
15 53561 41.07 29.00 43.10 Some antipsychotic medications have uses

outside of treating psychosis. Most of the
residents that are on antipsychotic
medications without a diagnosis of psychosis
were prescribed them on either a
recommendation from a psychogeriatric

( %; Residents; Q2 FY 2014/15; physician for the management of their

CCRS, CiHI (eReports)) Dementia or for the management of
responsive behaviours.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help

buiid capacity across the province.
Was this change idea Lessons Learned: (Some Questions to Consider) What was your

implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) | change ideas make an impact? What advice would you give to others?

Change Ideas from Last
Years QIP (QIP 2015/16)

For each antipsychotic Yes Physicians were instructed to provide a diagnosis for any new antipsychotic

medication order, a medications that were ordered in the past fiscal year. In the first quarter of

diagnosis must be provided 2015/16, physicians were foliowing this practice but as the year progressed,

for its use. they require reminding to include the diagnosis. Not all physicians are following
this practice.

Conduct three month Yes A nurse practitioner is contracted to conduct the three-month medication

medication reviews. reviews for all residents.



Current Target as
Measure/Indicator from Org [Performance as | stated on

Current
Performance Comments

2015/16 stated on QIP 2016

QlIP2015/16 2015/16

16 53561 CB 65.00 X Out of the current population of the LTC unit,
only 2 individuals meet the inclusion criteria
requirements for this indicator. Although the
results are favourable, they do not provide
insight into how the majority of residents may

( %; Residents; Apr 2014 - Mar feel. A Residents Council is routinely offered
2015 (or most recent 12mos). ; to residents, but to this point, no residents are
In-house survey) interested in holding meetings.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
implemented as intended? | experience with this indicator? What were your key learning’s? Did the
(Y/N button) change ideas make an impact? What advice would you give to others?

Change ldeas from Last
Years QIP (QIP 2015/16)

Ensure all staff have Yes All new staff are provided with customer service training at orientation. An
completed customer annual review of customer service training will be discussed to be included in
service training. the 2016/17 fiscal year education plan.

Resident requests willbe Yes Most requests are responded to within a 24hr period; however there may be a
responded to within a delay with requests made over the weekend to the LTC Nurse Manager, as

24hr period. they only work Monday to Friday.



Current Target as

Measure/Indicator from Performance as | stated on ST

2015/16 stated on alp Performance Comments

QIP2015/16 2015/16 s

1 53561 X 3.30 X Residents are assessed for wounds using the
Braden scale at their admission, six weeks after
their admission, quarterly and after any

{ %; Residents; Q2 FY absence greater than 24 hours from the facility.
2014/15; CCRS, CIHI A full head to toe assessment is also completed
(eReports)) at these times.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want

you 1o reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
implemented as experience with this indicator? What were your key learning’s? Did the
intended? (Y/N button) | change ideas make an impact? What advice would you give to others?

Change Ideas from Last
Years QIP (QIP 2015/16)

All staff working in the Yes The staff educator dedicated one shift a week to the LTC unit and provided
Residence will have annual education on skin integrity. The staff educator is planning a new education
training on skin integrity. session on wound care and skin integrity for the 2016/17 fiscal year.

Any resident who develops a  Yes This process has been running smoothly.

wound will be reported to the
Wound Care Team for

assessment.

Evaluate the compliance with  Yes The LTC ward clerk has been monitoring the compliance with Braden scale
Braden scale completion in completion in Med-ecare on a resident's admission and has added it to the
Med-ecare on admission. admission audits they conduct on each resident. The staff educator has also

been monitoring the completion of the wound tracker on Med-ecare for all
residents.



Current
Measure/Indicator from | Org | Performance as

Target as Current
stated on | Performance Comments

2015/16 stated on QlP 2015/16 2016

QIP2015/16

18 53561 22.06 13.90 17.91 The nursing staff completed fall assessments
on all residents on their admission, quarterly,
annually and after any fall. The residents care

( %; Residents; Q2 FY plan is updated following the fall assessment
2014/15; CCRS, CIHI as required.
(eReports})

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Lessons Learned: (Some Questions to Consider) What was
your experience with this indicator? What were your key
learning’s? Did the change ideas make an impact? What

advice would you give to others?

Was this change idea
implemented as
intended? (Y/N button)

Change ldeas from Last Years QIP

(QIP 2015/16)

Falls Management Committee to review Yes The team continues to meet. For the 2016/17 fiscal year a new
all resident falls on a monthly basis. format will be piloted to improve the format of the meetings.
Assessment by Rehabilitation will be Yes The Rehabilitation department is notified by a phone call and
completed within 14 days. through Meditech that a resident requires an assessment.

Through this process assessment of residents by the
Rehabilitation department are completed within 14 days.

If a resident falls during an independent Yes The rehabilitation department is notified of any resident fali once it

transfer they will be assessed by the occurs and the department attempts to assess the resident within

Rehabilitation department. a 24 hour period with most assessments being completed within a
72 hour period.

If a resident falls two times or moreina  Yes The rehabilitation department is notified of any resident fali once it

month they will be assessed by the occurs and the department attempts to assess the resident within

Rehabilitation department 24hrs after the a 24 hour period with most assessments being completed within a

second fall. 72 hour period.




Current Target as

Measure/Indicator Org | Performance as | stated on Percfg:rrs;r:ce Comments
from 2015/16 stated on QlP 2016
QIP2015/16 2015/16
19 Percentage of residents 53561 X 8.10 13.64 Some of our residents are classified as having a

who were physically restraint when in fact a positioning device is being
restrained used due to poor trunk control, however because

( %; Residents; Q2 FY they are not able to undo the device it is considered
2014/15; CCRS, CIHI to be a restraint. Also some of the residents families
(eReports)) despite being explain in detail the risk of using

restraints are adamant that their family member has
a restraint in place.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were abie to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea
implemented as
intended? (Y/N button)

Lessons Learned: (Some Questions to Consider) What was your
experience with this indicator? What were your key learning’s? Did the
change ideas make an impact? What advice would you give to others?

Change Ideas from Last
Years QIP (QIP 2015/16)

Increase staff and resident's Yes A brochure was created and distributed to residents and their families. The

families knowledge of Least admission booklet that all residents receive when they are admitted was

Restraint policy and updated to explain restraint use in specific detail. The staff educator has been

procedure. working on a package for all staff who work on the unit regarding restraint use.
It will be reviewed with staff in April.

Maintain accurate internal  Yes The restraint record was revised and for all residents who have a restraint a

resident restraint records. paper copy of the record is kept on their chart. The record contains what

restraint was used, when it was used, the residents response to the restraint
and the last time the resident was repositioned.



Current Target as Current
Measure/Indicator from | Org | Performance as | stated on

2015/16 stated on Qlp PerngTgnce Comments
QlP2015/16 | 2015/16

20 53561 20.00 19.20 25.00 We were unable to meet our target as the
progression of our resident's dementias and their
responsive behaviours play a large role in the
decline of their bladder control. It is also the
resident’s choice if they would like to participate in
the bladder training program and some of our
residents choose not to participate.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want

you to refiect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

( %; Residents; Q2 FY
2014/15; CCRS, CIHI
(eReports))

Change Ideas from Was this change idea Lessons Learned: (Some Questions to Consider) What was your
Last Years QIP (QIP | implemented as intended? | experience with this indicator? What were your key learning’s? Did the
2015/16) (Y/N button) change ideas make an impact? What advice would you give to others?
Assess resident Yes Ali residents have a three-day bowel & bladder routine review to determine if
continence on they require to be put on the continence program.
admission.

Monitor bladder training Yes The bladder training program continues to be a success and residents have
program. been able to improve or maintain their bladder control.



Measure/lndicator from 2015/16 as stated on stated on QIP| Performance |Comments
QIP2015/16 2015/16 2016

H Current Performance| Targetas Current

21 Total number of discharged patients for whom a Best 662 89.00 95.00 84.00
Possible Medication Discharge Plan was created as a
proportion the total number of patients discharged.
( %; All patients; Most recent quarter available; Hospital
collected data)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon, This learning will help
build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
implemented as experience with this indicator? What were your key learning’s? Did the

intended? (Y/N button) | change ideas make an impact? What advice would you give to others?

Continue to use medication  Yes There have been concerns that the best possible medication history is not

reconciliation tool. being collected using all possible sources available and that staff were having
difficulty identifying discrepancies from these sources in a timely manner. A
new process is currently in development and training will take place for staff
on medication reconciliation in the new fiscal year.

Present the medication Yes Every five to seven weeks, statistics on medication reconciliation are reviewed
recongciliation stats at each at the MAC meeting.

Medical Advisory Committee

meeting.

Change Ideas from Last
Years QIP (QIP 2015/16)




Current Target as
Org|Performance as|stated on

Current
Performance Comments
2016

Measureflndicator from 2015/16 stated on QlP

QIP2015/16 2015/16

22 662 38.62 26.10 21.89 Our facility target for this indicator is
55.1% for the 2015/16 fiscal year and
for Q2 it is 52.3%. We are unabie to
meet this target due to insufficient
community programs and services.
The target is determined by the LHIN
through the Hospital Service

( %; All acute patients; October 2014 — Accountability Agreement.
September 2015; DAD, CIHI)

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Change Ideas from Was this change idea | Lessons Learned: (Some Questions to Consider) What was your experience

Last Years QIP (QIP implemented as with this indicator? What were your key learning’s? Did the change ideas
2015/16) intended? (Y/N button} make an impact? What advice would you give to others?

Continue working with  Yes The Hospital continues to work CCAC, the Municipality of Greenstone and First

partners to improve Nations communities on a case-by-case basis to improve patients support once

home support services. they return to the community. However, our community continues to lack supportive
housing for individual who are waiting for LTC placement.

Encourage discharge  Yes Upon admission, discharge planning is initiated and included in the patients care

planning at admission plan and shift reporting by nursing staff. Any ALC designated patient is unable to

for all patients. be discharged because they require higher observation and care than what is

available through community services. There is also a lack of transitional
supportive housing for these individuals in the community who are unsafe/unable to
stay in their own home while waiting for a LTC placement.



Current Target as

Measure/Indicator |Org| Performance as | stated on Peﬁg:;f:;ce GO e
from 2015/16 stated on Qlp 5016
QIP2015/16 2015/16
23 Unplanned Repeat 662 9.20 18.30 NA A new software program was installed in the 2014/15

Visits to the ED for fiscal year and the North West Health Alliance was
Mental Health contracted to build and develop reports that could

( %; ED patients; extract this data; however the Hospital is continuing
2014/15; DAD, CIHI) to wait on the Alliance to build the report. The North

West LHIN was able to provide this data for the
2014/15 fiscal year and the Hospital is hopeful that
the 2015/16 Q1 data will become available soon.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Lessons Learned: {(Some Questions to Consider) What was
your experience with this indicator? What were your key
learning’s? Did the change ideas make an impact? What advice
would you give to others?

Develop a mental health discharge  No Due to staff turnover in both social work and nursing, and a lack of
plan form for patients who present to human resources, a mental health discharge plan form was unable
the ED with mental health complaints. to be developed.

Was this change idea
implemented as
intended? (Y/N button)

Change Ideas from Last Years QIP

(QIP 2015/16)




Current Target as
Measure/Indicator |Org| Performance as | stated on

Current
Performance Comments

from 2015/16 stated on QlP 5016

QIP2015/16 2015/16

24 Unplanned Repeat 662 37.90 24.90 NA A new software program was installed in the 2014/15
Visits to the ED for fiscal year and the North West Health Alliance was
Substance Abuse contracted to build and develop reports that could
( %; ED patients; extract this data; however the Hospital is continuing
2014/15; DAD, CIHI) to wait on the Alliance to build the report. The North

West LHIN was able to provide this data for the
2014/15 fiscal year and the Hospital is hopeful that
the 2015/16 Q1 data will become available soon.

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and implement throughout the year, we want
you to reflect on which change ideas had an impact and which ones you were able to adopt, adapt or abandon. This learning will help
build capacity across the province.

Was this change idea Lessons Learned: (Some Questions to Consider) What was your
implemented as intended? | experience with this indicator? What were your key learning’s? Did the

Change ldeas from Last

e Bl (ClF 20UaE) (Y/N button) change ideas make an impact? What advice would you give to others?
Provide support to Yes Both nursing staff and social work attempt to provide support for substance
Substance Abuse abuse patients while they are admitted, and at discharge, encourage and

patients at discharge. provide options for treatment for these patients.
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mpravement

uality dimension  Objective Measure/indicator  Populstion Source / Period  Org id  per Tuarget Justification inltiatives {Change idess)  Mathods Process measures Goal for change ideas Comments
Mhective Reduce the JNumiber of patlents  [% /Inpatients  [Hospital les2* CB e An initial 1TPr_oM' patients with Staif will provide patients with Information at The number of referrals to ¢ Y bers In _ﬁu provide patlents with Our community partners hawve many retources
prevaience of COPD {referred to local diagnosed with |collected data / collection of avallable resources from  |admisston/discharge on community COPD self regards to COPD will Increase, feontinual COPC management  [regarding COPD at their disposal and they can belp
our (COPD programs and {COPD Most recent baseline data  |community partners. management programs. 1thrau;h community partners.  (manage the rate of COPD within our community, Ali
[community: increase|services as a Quarter avallable will be required |patients will be provided with the best possible care
the rata of COPD proportion of the |to determine an [3) All Inpati dlagnosed/admitted with COPD will be Inpatients will be provided with |through refermals 16 our partners,
referrais to total number of [seprapriate {offered ta have the certified COPD respiratory/asthma [available COPD management
ity p: patients target. Targets leducator visit them in the hospital, services through our community
admitted/dlagnosed will be partners.
with COPD b after
[menthsat Iy inpalients with COPD would be offered to be referred |Inpatients will be able to self
tracking data. to the Telehomecare COPD management program, manage their COPD,
[Reduce the Number of patlents % / All admitted [Hospital 562 o] ce An inltial 1)5taff will be tralned on  [Staff will be trained on the utilization of pulfersand  [The rate of 1 for path di d with TPatients will receive training and [We will attempt to decrease the number or patients ]
prevalence of COPD fdiagnosed with COPD{patlents collected data / dlection of the operation of COPD assodated COPD medication so that they will be COPD exacerbation will decrease. Infermation on how to operate  |dlagnosed with COPD t within our hospi
within our admitied to the Most recent baseline data  |related tocls, prepared and comfortable in educating the patients. |thelr COPD medication. and the amount of people within our community
ity: Reduce [hospital asa Quarter available| wiil be required |through education of both ow staff and patients.
[the rata of COPD [propartion of the ta determine an [21physicians will be The Medical Advisory Committee will be provided with Physicians will Improve thelr | Educating the patients on avallable programs and the
admissions to the 1014l numnber of appropriate provided education related s p lon, from o respi ¥ therapist delivery of the appropriate correct use of thelr medication wili sow them ta
hospital patients admitted 1o target. Targets |1 COPD. medication to the patient better manage their COPD. There is alse difficulty In
the hospltal will be tracking and pulling data, as patients are sometimes
established after |30 o ing ciaff with Staif will be Invotved in a regular group huddle where Staff will be provided with sdmitted with preumonia, and then later have it
Emonthsof  agucation on the diagnosis [they will review the management of COPD patients and |education in the form of a changed to COPD. This requires data to be pulled
tracking dats. |3y management of COPD. [training on COPD medication. monthly huddie to review the  [Manually, which s time consuming.
imanagement of patients with
(COPD and related medication.
4)Provide patients with  |Staif will educate patients on the use of COPD |The rate of admission for patl dlagnosed with Patients will receive education
ducation on the avallabl dication through teach-back to ensure patient ICOPD exacerbation will decrease. on thelr COPD medication, which
information regarding understanding. will allow for proper operation,
COPD, as well as the
imethads in which they may|
manage their COPD,
S} Assess inpatients for referral to short-term home inpatient lerigth of stay due to requirement of oxygen |Patient length of stay will
oxygen services. |therapy will decrease. decrease,
I6) Conduct poster campaign on COPD, smoking and Patients will be provided with
asthrma. Pamphlets will be gven out at admission with vtsusl cues and information to
Information pertaining to COPD. promote health seif
L,
Reducs the Percentage of —-"i' / Al patients  |Hospltal E62° W [ui:3 AR Enitlal | 1}Coordinate with Refer any disbatic patient at admission to our The number of diabetic patients being referred for Patients will be able to access the Physiclans are no longer managing diabetic patients
prevalence of patients with with Diabetes  |collected data / collection of lcommunity partners. mMunity partners for health I and disbetic services will Increass. Ifdl range of Diabetesrelated  |due to a shortage of physidans, as well as the
(Diabates within our |Dlabetes being Most recent iine data follow up. services available to them. [frequency of fallow-ups required.
Ity ferred to Quarter svailablef will be required
the number of community partners to determine an [2) [Coordinate with the Greenstone Family Health Team Patlents will be able to
patients with appropriste d to Introd: i to the Diabetes seif- Iindependently ge their oum|
(Disbates being target. Targets imanagement program. Diabetes. Fatients will also be
referred to diabatic will be less likely to be readmitted for
services from our biished after Disbetes-related ilinesses.
community parthers 1 ths of
tracking data, |3} |Refer any patients, as required, to the foot care Diabetes-related foot ulcers will
program at Geraldton District Hospital,Gi d
Family Health Team or Norwest Community Health
i [Centre - Longlac Site.
i
1] Al inpatients with Diabetes will be referred to » |Patients will be able to make
i dietician. ipositive diet changes to ketp
! |manage their Diabetes.
)




Reduce the

Average HbALC

Number /

|es2*

Hospital jcB A fnitial 1jPromote patlent health. all diabetic pati on admission for ct The level of care given to diabetic patients wiil |Toprwidtllldllblﬂcpluenb 'Dllbel.eslsadll‘ﬂnﬂldnlltnpwimhwrmll
pewvalance of levels among diabetic) Diabetic patients | cothected data / Jeollection of and refer to wound care lead, a5 applicable, for wound [improve. lon admission with appropriste  fcommunity, especially since our ¢ y Diak
Diabetes within our [patients whe had who took the Most recent baseline data cére management. levels of care and itoring. ch position is vacant at this time.
community: Reduce [their MbAIC levels  |HbALc test Quarter available| will be required
evels of HbALC tested to determine an [2}Promote community |GDH will sdvertise services at the h pital by ding{The of quatity inf 4 ilable to the Inform and educate the
within diabetic appropriate heaith, local health falrs to promote healthy living and to ity will increase. community on the avallabllity of
patients target. Targets provide general information about Diabetes. resources present locally, as well

will be a3 previde information on Kving
established aiter| a heatthy lifestyle. This will
16 months of {Increase the genaral heaith of
tracking data. our conmmunity.
3)Provide education to staff|Staff will be pravided with education on the utllization [The level of care given to diabetic patients wili That staff will be experienced It
on the treatment of of dlabetic medication, Including how to use insutin  |improve. applying their knowledge of
diabetic patients. pens and wound care products, Dabetes management.
4) Staif will be provided education in the form of & Ta reinforce the Importance of
|monthiy huddie to review management of patients belng knowledgeable of &F
with Diab and iated medication. Diabetes-retated issues.
S}Provide education to Conduct a poster paign on Diab The age levels of HbALL of diabet: b within|To provide } Andge and
i on Diab and Pamphtets will be give out at aur community will decrease. educate our community on the
ademission with information pertaining to Diabetes. risks involving Diabetes.
] Patlents will be asked to give their own insulin Patients will be able to cofrectly
Injections while stayirg in the hospital. This will be and comfortably administer their
Jcoupad with a teach-back method Invehdng staff to awn Diabetes medication.
ensure the patlents comprehension In providing thelr
own medication.
rPnlem-cemrm |improve satisfaction §in-house survey: % / Inpatients  |Hospital 662 ] [d:] An inltial 1)Collect feedback on the  |A survey will be provided to all patients who received [The discharge planner will follow-up with patients Hospltal staff will be more aware [To ensure that the services being provided are
inpatd P ge of who accessed  Jollected data / collection of satisfaction of patients wha [services related to COPD or Diabetes. admitted/diagnosed with COPD/Dlabetes, The of the level of patient satisfactlomachieving the desired results, this survey will track the
who accested COPO [|patients who were  [COPD or Maost recent basefine data  |were provided COPD or satisfaction of patients who received services refated  [related to COPD or Diabetes fevel of satisiaction among patients who access aur
or Diabates related [satisfied overall with fDl:bm services | Quarter available) will be required |Diabetes services. to COPD or Diabetes will increase. related services, |services related to COPD and Diabetes.
sarvices the hospital care and |at the hospltal to determine an
senvice they appropriate
recelved. target. Targets
Cetermined on a will be
scale of 1105, 1 established after,
baing poor and 5 & months of
being excellent. king data.
| LS Mincrease proportion |Total number of %/ All patients  |Hospital f662° faa |90.00 This target is 1)Revise the medication e medication reconciliation farm will be reformatted|The total rumber of completed medication To construct a more efficient and
of path tving |discharged pati collected data / based onour  |reconcliation process. to be more thorough and to provide more meaningful {reconclliation forms divided by the total number of  |effective medication
medication for whom a Best Most recent internal target data. admitted patients within a month (multiplied by 100) |reconcillation form.
reconciliation upon |Possible Medication quarter available | that has been will increase.
discharge Discharge Plan was set for our Acutef2) e will have the discharge planner check to ensure To ensure » seamless transition
created as & Care Quality [that the discharge form is sent to cornmunity partners. for patients.
proportion the total mprovement l_
number of patients Team. This 3)Provide education to We will develop a ¢ kgn to educate p an the| The total ber of pleted medicati Have patients becomae
discharged. Indicator has patients on their medication they receive, This will Include both verbal  |reconciliation forms divided by the total number of  fresponsible and help in their
been tracked responsibliities pertaining  |and medis driven education processes. admitted patients within a month (multiplied by 100) [own medication reconcdiliation
hrough random to medication will Increase, process.
chart sudits reconciliation,
since 2010,
4} The emergency department will perform occasional Have patients become
blitzes to hand out medication diaries for the patients responsibie and help in thelr
to record their information in. own medication reconclliation
process.
5)Provide education to staff| The stafl will undergo training on the expectations of [The total ber of completed medicati 0 ensure staff sre fully aware of
on their responsibllities and| their involvernent with medication reconclilation, as  [reconcillation forms divided by the total number of their responsiblities with patlent
|the procedures pertaining  |well a3 the methods in which they will acquire Best admitted patlents within a month (multiplied by 100}  [medication reconciliation,
to medication Possible Medication History Inf This will will Increase.
reconcillation. occur at orientation and once or twice throughout the
year, 33 nesded.
16l Wi will perform audits to improva the collection of the] To hold staff accountable for
|Best Possibie Medlcatlon History. thelr involvement in the
medication reconciliation
farocess.




|peduce hosplm COIrate per 1,000  |Rate per 1,000 icky Jes2e o |0 This target Is 1)Continue to educate all  JRoutine Practices Trainkg to be held s apart of - [The ber of newly diagnased with hospitat] Maintain curent pecformance.
acquired Infection | patient days: lent days / All [Reported, MOH based on the staff on Routine Practices. fannual, all-staff education. It will siso be reviewed on  |acquired CO1, divided by the number of patient days In
rates Mumber of patlents |patients January 2015 ~ best schieved orientation for new hires. that month, muttiptied by 1000.
newly diagnosed December 2015 performance in
with hosples! 2 sall Ontario
acquired CD1 during haspital.
the reporting period,
divided by the
number of patient
idays in the reporting
period, muitiplied by
1,000.
qu Reduce Falls Percentage of % / Residents CCRS, CIH 53561* 17.91 13,30 This is based on | 1)Have staff and Staff scheduling widl be adjusted to better reflect the  [Tha percentage of residents whe fall {in a 30 day To provide better staff coverage [Most falls happen within our LTC from 5-7am.
fresidents who had a (eReports) / July the provinclal | management fully aware af {time In which ald is needed to reduce the prevatence  [pertod) will decreass that more accurately reflects Scheduling has been altered 10 better reflect this;
recent fall {in the last - September iperformance for |and involved in, methods in{af falls. Ifr!quency of resident falls, |however, we will continue to monltor this and adapt
430 days) 2015 {Q2 FY an Ontario LTC 1whl:h they can heip to i s necessary. We are looking atials Ina
2015/16 report) homa. reduce falls. ! lonal manner with the goal of targeting
1§ the rate of falls from different angles. We have siready
%) " [Statf wili be ecucated on the use af falls prevention [To ensure stalf s trained and  |come up with a regime for assessing continence on
equipmernt. comfortable with the operation |admission, which has already made a difference in
of falls prevention equipment.  |reducing falls. Due to the size and needs within our
community, CCC beds are treated as Eldcap and are
3) Management will be cemmitted to the purchase snd To ensure the avallabllity and inchscded in this indicator.
maintenance of {alli preventton equipment, usefulress of falls prevention
equipment for the residents.
4)improve resident [Coordinate with Aehablli to help develop The per ge of resid wha fall {in a 30 day Ire provide a method for Physically stimulated residents will maintain 1
bulatory status. Ident physical activity/stimulation through a watking] period) will decrease, resldents to increase their [functionallty for longer and have increased actlvity 1
program. functionality and mobllity. during the day aliowing them to sleep better at night,
51 Coardinate with Greenstone Family Health Team's T make use of our equipment | #hen the LTC Is shorter staffed.
educator 1o provide mobility actlvities, such as Tai Ch| and community partners to
and using the Wil ncrease activity among
residents.
6)improve resid Resic will be provided with musical instruments to | The percentage of residents wha fall {In a 30 day |Ta provide mental stimulation TMenuIIy stimulated residents will maintain thelr
|behaviour help mentally stimulate them and increase thelr period) will decrease. through music therapy, allowing Ji They will also sleep better at
enjoyment. We will also invite local musicians to play residents to have increased night when the LTC Is shorter staffed.
for the residents. awareness and mental ability.
7} Educate staff and cocrdinate with cormmunity partners To provide mental stimulation
in the use of our Snoezelen. for residents.
|Red|m walt s InfED Wait times: 50th [Hours / ED CCO IPort Access |662* LR 740 |Target 1}Encourage early lev e ing eadly pletion of admission orders at [The ED length of stay is deflned as the time, in hours, hours that an admitted The chalienges that arlse with this Indicator is that
the ED fpercentlie ED fength |patients / January 2015 - ck ined by 4 of admissi the Medical Advisory Committee meeting, physiclans  [from triage or registration, whichever comes first, to  [patient would have to stay n the Junstable patients are kept in our ED until they are
of stay for Admitted D ber 2015 ILHIN. orders. would be motivated to complete the orders in a tmely [the time the patient leaves the ED. The 90th percentile [Emergency Department would  |stable enough to be cared for on Acute Care. This is
patients manner. Regular discussion of admission orgder I the time in which 9 out of 10 admitted patients have [decrease because their orders  |due to the fact that we do not have an ICU in our
€ and emphasls of the imp: e of pleted their stay. 'would be completed in an [facllity and the equipment to ltor and stabilize a
ferring pati to the appropriate care are inan adequate time and they would  |patient Is mainly kept in our ED.
agequate time, would be included in the agenda of be able to be transierred o
these meetings to be reviewed quanerly, Acute Care,
walt times in] The amount of time ajDays / Nfa Hipital 662 O =00 This target is 1)All out-patients will ba [ Blocks of time ﬁhdtdlut-d each day to |The average number of days a patient walts to be Maintain current performance.
ogy patient waits to be collected data / based on our booked an s for date these 1 booked for an appointment,
bocked for an 20152016 Fiscal I l target  ful d within one week]
Ultrasound Year [that hasbeen  {of making a request.
ppoi set out by the
[ambratatory Q)
[team. This
d is
and will be
intained over
Jthe next fiscal
year.




Effident

Ilmprm

[hnancta nesten

Current Ratio: Ratio (No unlt) / |Hospital Je62* 5.25 2.00 This target was | 1)Contime to support This target s monitored on a monthly basis by the The current assets divided by the current liabilities.  [Maintain current performance.
assets N/a |coilected data / set by the LHIN [practices that maintain the {CEO, Hospital Boand and Quality improvement
divided by the 2015/2016 lor the current performance for  |Committee,
current Habilities 2012/2013 QP [this indicator.
and has been
reached In the
previous three
fiscal years;
therefore, itis
being
intzined as a
Larget.
Total Margin % / Nfa OHRS, MOH / Q3]662* 0.02 0.00 This target was | 1}Continue to support The target is monitored on a monthly basis by the CEO,|Percent by which total corporate | lidated) Maintain current performance,
{eonsolidated): % by FY 201572016 initially set by  |practices that maintain the |Hospital Board and Cuality impr Commi T exceed of fall short of total corperate
which total {cumulative from the LHIN for the |current performance of this ! ed) exp , axcluding the Impact of facillty
fcorporate April 1, 2015 to 20122013 QYP  |indicator. amortization, in a glven year.
{consolidated) December 31, and has been
revenues exceed or 2015) reached in the
fall short of totak three previous
corporate Flscal years;
{consolidated) therefore, it is
expenses, excluding being
the impact of faclity maintalned as a
amortization, ina larget.
given year.
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