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Confidentiality

This report is confidential and is provided by Accreditation Canada to the organization only. Accreditation Canada
does not release the report to any other parties.

In the interests of transparency and accountability, Accreditation Canada encourages the organization to
disseminate its Accreditation Report to staff, board members, clients, the community, and other stakeholders.

Any alteration of this Accreditation Report compromises the integrity of the accreditation process and is strictly
prohibited.

About the Accreditation Report

The Alexandra Hospital, Ingersoll (referred to in this report as “the organization”) is participating in Accreditation
Canada's Qmentum accreditation program. As part of this ongoing process of quality improvement, an on-site
survey was conducted in September 2015. Information from the on-site survey as well as other data obtained
from the organization were used to produce this Accreditation Report.

Accreditation results are based on information provided by the organization. Accreditation Canada relies on the
accuracy of this information to plan and conduct the on-site survey and produce the Accreditation Report.
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A Message from Accreditation Canada's President and CEO

On behalf of Accreditation Canada's board and staff, I extend my sincerest congratulations to your board, your
leadership team, and everyone at your organization on your participation in the Qmentum accreditation program.
Qmentum is designed to integrate with your quality improvement program. By using Qmentum to support and
enable your quality improvement activities, its full value is realized.

This Accreditation Report includes your accreditation decision, the final results from your recent on-site survey,
and the instrument data that your organization has submitted. Please use the information in this report and in
your online Quality Performance Roadmap to guide your quality improvement activities.

Your Accreditation Specialist is available if you have questions or need guidance.

Thank you for your leadership and for demonstrating your ongoing commitment to quality by integrating
accreditation into your improvement program. We welcome your feedback about how we can continue to
strengthen the program to ensure it remains relevant to you and your services.

We look forward to our continued partnership.

Sincerely,

Wendy Nicklin
President and Chief Executive Officer
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The Alexandra Hospital, Ingersoll (referred to in this report as “the organization”) is participating in Accreditation
Canada's Qmentum accreditation program. Accreditation Canada is an independent, not-for-profit organization
that sets standards for quality and safety in health care and accredits health organizations in Canada and around
the world.

As part of the Qmentum accreditation program, the organization has undergone a rigorous evaluation process.
Following a comprehensive self-assessment, external peer surveyors conducted an on-site survey during which
they assessed this organization's leadership, governance, clinical programs and services against Accreditation
Canada requirements for quality and safety. These requirements include national standards of excellence;
required safety practices to reduce potential harm; and questionnaires to assess the work environment, patient
safety culture, governance functioning and client experience. Results from all of these components are included
in this report and were considered in the accreditation decision.

This report shows the results to date and is provided to guide the organization as it continues to incorporate the
principles of accreditation and quality improvement into its programs, policies, and practices.

The organization is commended on its commitment to using accreditation to improve the quality and safety of the
services it offers to its clients and its community.

1.1  Accreditation Decision

The Alexandra Hospital, Ingersoll's accreditation decision is:

Accredited (Report)

The organization has succeeded in meeting the fundamental requirements of the accreditation program.

QMENTUM PROGRAM
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1.2  About the On-site Survey

•  On-site survey dates: September 14, 2015 to September 17, 2015

•  Location

The following location was assessed during the on-site survey.

1 Alexandra Hospital

•  Standards

The following sets of standards were used to assess the organization's programs and services during the
on-site survey.

System-Wide Standards

Leadership1

Governance2

Medication Management Standards3

Infection Prevention and Control Standards4

Service Excellence Standards

Reprocessing and Sterilization of Reusable Medical Devices5

Point-of-Care Testing6

Diagnostic Imaging Services7

Medicine Services8

Transfusion Services9

Biomedical Laboratory Services10

Perioperative Services and Invasive Procedures Standards11

Emergency Department12

•  Instruments

The organization administered:

Governance Functioning Tool1

Patient Safety Culture Tool2

Client Experience Tool3

Executive Summary 2Accreditation Report



QMENTUM PROGRAM

1.3  Overview by Quality Dimensions

Accreditation Canada defines quality in health care using eight dimensions that represent key service elements.
Each criterion in the standards is associated with a quality dimension. This table shows the number of criteria
related to each dimension that were rated as met, unmet, or not applicable.

Quality Dimension Met Unmet N/A Total

Population Focus (Work with my community to
anticipate and meet our needs) 32 13 0 45

Accessibility (Give me timely and equitable
services) 47 1 1 49

Safety (Keep me safe)
439 16 31 486

Worklife (Take care of those who take care of me)
87 4 1 92

Client-centred Services (Partner with me and my
family in our care) 77 2 4 83

Continuity of Services (Coordinate my care across
the continuum) 25 0 3 28

Appropriateness (Do the right thing to achieve the
best results) 628 60 22 710

Efficiency (Make the best use of resources)
48 1 0 49

Total 1383 97 62 1542
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1.4  Overview by Standards

The Qmentum standards identify policies and practices that contribute to high quality, safe, and effectively
managed care. Each standard has associated criteria that are used to measure the organization's compliance with
the standard.

System-wide standards address quality and safety at the organizational level in areas such as governance and
leadership. Population-specific and service excellence standards address specific populations, sectors, and
services. The standards used to assess an organization's programs are based on the type of services it provides.

This table shows the sets of standards used to evaluate the organization's programs and services, and the number
and percentage of criteria that were rated met, unmet, or not applicable during the on-site survey.

Accreditation decisions are based on compliance with standards. Percent compliance is calculated to the decimal
and not rounded.

Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Governance 40
(95.2%)

2
(4.8%)

0 31
(96.9%)

1
(3.1%)

0 71
(95.9%)

3
(4.1%)

0

Leadership 37
(80.4%)

9
(19.6%)

0 70
(82.4%)

15
(17.6%)

0 107
(81.7%)

24
(18.3%)

0

Infection Prevention
and Control Standards

39
(100.0%)

0
(0.0%)

2 29
(100.0%)

0
(0.0%)

2 68
(100.0%)

0
(0.0%)

4

Medication
Management
Standards

67
(98.5%)

1
(1.5%)

10 51
(91.1%)

5
(8.9%)

8 118
(95.2%)

6
(4.8%)

18

Biomedical Laboratory
Services **

71
(100.0%)

0
(0.0%)

0 103
(100.0%)

0
(0.0%)

0 174
(100.0%)

0
(0.0%)

0

Diagnostic Imaging
Services

54
(90.0%)

6
(10.0%)

7 59
(89.4%)

7
(10.6%)

2 113
(89.7%)

13
(10.3%)

9

Emergency
Department

46
(100.0%)

0
(0.0%)

1 77
(96.3%)

3
(3.8%)

0 123
(97.6%)

3
(2.4%)

1

Medicine Services 26
(86.7%)

4
(13.3%)

1 61
(85.9%)

10
(14.1%)

0 87
(86.1%)

14
(13.9%)

1

Perioperative Services
and Invasive
Procedures Standards

91
(94.8%)

5
(5.2%)

4 78
(91.8%)

7
(8.2%)

3 169
(93.4%)

12
(6.6%)

7
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Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Point-of-Care Testing
**

38
(100.0%)

0
(0.0%)

0 48
(100.0%)

0
(0.0%)

0 86
(100.0%)

0
(0.0%)

0

Reprocessing and
Sterilization of
Reusable Medical
Devices

33
(80.5%)

8
(19.5%)

12 50
(84.7%)

9
(15.3%)

4 83
(83.0%)

17
(17.0%)

16

Transfusion Services ** 75
(100.0%)

0
(0.0%)

5 66
(100.0%)

0
(0.0%)

1 141
(100.0%)

0
(0.0%)

6

617
(94.6%)

35
(5.4%)

42 723
(92.7%)

57
(7.3%)

20 1340
(93.6%)

92
(6.4%)

62Total

* Does not includes ROP (Required Organizational Practices)
** Some criteria within this standards set were pre-rated based on the organization’s accreditation through the Ontario Laboratory
Accreditation Quality Management Program-Laboratory Services (QMP-LS).
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1.5  Overview by Required Organizational Practices

A Required Organizational Practice (ROP) is an essential practice that an organization must have in place to
enhance client safety and minimize risk. Each ROP has associated tests for compliance, categorized as major and
minor. All tests for compliance must be met for the ROP as a whole to be rated as met.

This table shows the ratings of the applicable ROPs.

Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Safety Culture

Accountability for Quality
(Governance)

 Met 4 of 4 2 of 2

Adverse Events Disclosure
(Leadership)

 Met 3 of 3 0 of 0

Adverse Events Reporting
(Leadership)

 Met 1 of 1 1 of 1

Client Safety Quarterly Reports
(Leadership)

 Met 1 of 1 2 of 2

Client Safety Related Prospective Analysis
(Leadership)

 Met 1 of 1 1 of 1

Patient Safety Goal Area: Communication

Client And Family Role In Safety
(Diagnostic Imaging Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Medicine Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Perioperative Services and Invasive
Procedures Standards)

 Met 2 of 2 0 of 0

Dangerous Abbreviations
(Medication Management Standards)

 Met 4 of 4 3 of 3

Information Transfer
(Emergency Department)

 Met 2 of 2 0 of 0

Information Transfer
(Medicine Services)

 Met 2 of 2 0 of 0
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Communication

Information Transfer
(Perioperative Services and Invasive
Procedures Standards)

 Met 2 of 2 0 of 0

Medication reconciliation as a strategic
priority
(Leadership)

 Met 4 of 4 2 of 2

Medication reconciliation at care
transitions
(Emergency Department)

 Unmet 3 of 5 0 of 0

Medication reconciliation at care
transitions
(Medicine Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Perioperative Services and Invasive
Procedures Standards)

 Met 5 of 5 0 of 0

Safe Surgery Checklist
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Two Client Identifiers
(Biomedical Laboratory Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Diagnostic Imaging Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Emergency Department)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Medicine Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Perioperative Services and Invasive
Procedures Standards)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Point-of-Care Testing)

 Met 1 of 1 0 of 0
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Communication

Two Client Identifiers
(Transfusion Services)

 Met 1 of 1 0 of 0

Patient Safety Goal Area: Medication Use

Antimicrobial Stewardship
(Medication Management Standards)

 Unmet 3 of 4 0 of 1

Concentrated Electrolytes
(Medication Management Standards)

 Met 3 of 3 0 of 0

Heparin Safety
(Medication Management Standards)

 Met 4 of 4 0 of 0

High-Alert Medications
(Medication Management Standards)

 Met 5 of 5 3 of 3

Infusion Pumps Training
(Emergency Department)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Medicine Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Perioperative Services and Invasive
Procedures Standards)

 Met 1 of 1 0 of 0

Narcotics Safety
(Medication Management Standards)

 Met 3 of 3 0 of 0

Patient Safety Goal Area: Worklife/Workforce

Client Flow
(Leadership)

 Met 7 of 7 1 of 1

Client Safety Plan
(Leadership)

 Met 2 of 2 2 of 2

Client Safety: Education And Training
(Leadership)

 Met 1 of 1 0 of 0

Preventive Maintenance Program
(Leadership)

 Met 3 of 3 1 of 1
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Worklife/Workforce

Workplace Violence Prevention
(Leadership)

 Met 5 of 5 3 of 3

Patient Safety Goal Area: Infection Control

Hand-Hygiene Compliance
(Infection Prevention and Control
Standards)

 Met 1 of 1 2 of 2

Hand-Hygiene Education and Training
(Infection Prevention and Control
Standards)

 Met 1 of 1 0 of 0

Infection Rates
(Infection Prevention and Control
Standards)

 Met 1 of 1 2 of 2

Patient Safety Goal Area: Risk Assessment

Falls Prevention Strategy
(Diagnostic Imaging Services)

 Unmet 3 of 3 1 of 2

Falls Prevention Strategy
(Emergency Department)

 Unmet 0 of 3 0 of 2

Falls Prevention Strategy
(Medicine Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Perioperative Services and Invasive
Procedures Standards)

 Unmet 3 of 3 1 of 2

Pressure Ulcer Prevention
(Medicine Services)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

 Met 3 of 3 2 of 2
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Risk Assessment

Venous Thromboembolism Prophylaxis
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2
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The surveyor team made the following observations about the organization's overall strengths,
opportunities for improvement, and challenges.

1.6  Summary of Surveyor Team Observations

The organization, The Alexandra Hospital, Ingersoll is commended on preparing for and participating in the
Qmentum survey program. This is a 26-bed community hospital that serves the communities of Ingersoll, Zorra
Township, Embro and parts of Oxford, South Middlesex and North East Elgin. The Alexandra Hospital (AH) has a
long, proud history of service and has undergone many transformations. The past three years have been a time
of great change for the organization, adapting to budget restraints and adjusting programs to ensure the AH
meets community needs while collaborating as part of a larger health system involving many other organizations
and agencies. The AH anticipates ongoing challenges and opportunities as it embarks upon a new strategic
planning process that will involve broad consultation with staff members, physicians, partners and the
community.

As part of its strategic alliance with Tillsonburg District Memorial Hospital (TDMH), the Alexandra Hospital (AH)
shares a joint board with TDHM that includes seven members from AH. The AH board demonstrated strong
leadership in embarking on this partnership with TDHM, a partnership that appears to be working well for both
hospitals and the communities they serve. The AH board has sound governance policies and practices and has
expressed an interest in exploring further development of its board processes to ensure effective governance.

The AH and TDMH share a president and chief executive office (CEO) and senior leadership team. This integrated
model is working well. Many of the leaders are relatively new in their roles and two leaders have been seconded
from the London Health Sciences Centre (LHSC) as part of a talent management strategy. This partnership at the
management level enables standardization of policies and practices at both sites and leverages the strengths of
both organizations.

Recently, the organization implemented significant changes in service delivery including a major reduction of
outpatient lab services, and consolidation of cataract surgery at AH and endoscopy services at TDHM. The
Southwest Local Integrated Health Network (SW LIHN) mandated the closure of nine beds as part of budget
reductions. These changes have proven challenging for the community and staff. As further changes are
considered and made operational, it is extremely important that senior leaders proactively communicate in
advance of the changes and inform the public about the reasons for service changes. Involving the community in
the strategic planning process is an important mechanism to solicit community input and for engaging the
community around making and understanding difficult decisions.

The Alexandra Hospital (AH) is fortunate to have strong community support and respect from its partners. During
the on-site survey a focus group involving nine partners involved a lively and positive discussion about how the
AH interacts with its partners and the need and opportunities to continuously evolve and innovate as part of a
highly dynamic health system. During the meeting the partners encouraged the organization to take a more
proactive role in communicating the positive things that are happening at the AH and to build on its strengths
including a reputation as an organization highly committed to quality and enhancing the patient experience.
Further, the partners encouraged the AH to be: “master of its own destiny”; and to focus on the positives and
not be dismayed by resistance to change from the community. The focus group members emphasized the
importance of listening to the community and keeping the public informed.

Commendation is given for the organization's successful implementation of the Healthcare Undergoing
Optimization (HUGO) project, and for winning the 2014 Advancing Clinical Excellence Award. This project
involved implementation of a computerized system to enhance medication safety. The HUGO project
demonstrated the organization’s ability to be the “little hospital that did” and illustrates how the AH can be an

other centres.

Staff members, physicians and volunteers at Alexandra Hospital are highly dedicated to the organization and for
providing quality care. Staff morale appears to be good and staff members are responding positively to the
culture change that the new leadership team is developing.

The Alexandra Hospital is commended for the many positive improvements it has made since the previous
accreditation survey. These improvements include a much higher level of compliance with Required
Organizational Practices (ROPs) and high priority standards that most impact the quality and safety of care. The
organization has demonstrated a commitment to patient and family centred care, as illustrated by its approach
to developing the “senior friendly”, expanded cataract surgery program. The organization has identified the
need to further develop its approach to patient and family centred care.

Since the previous survey, The Alexandra Hospital has made progress in formalizing many previously informal
policies and practices. Encouragement is offered to continue this work to ensure safe, consistent, evidence
practices across the organization. By using a variety of improvement methods to continuously improve care and
services it has begun to develop capacity for using Lean methodology. Currently, a Lean team is addressing
issues of patient flow in the emergency department (ED). Encouragement is offered to further explore
development of formal quality improvement programs and plans in all departments. This can be done using Lean
tools and other quality improvement methods to enhance patent safety and improve patient flow, including
reduction in the number of acute care beds used for alternative levels of care. Other areas for future
improvements include sterile processing, falls prevention strategy, antimicrobial stewardship and emergency
preparedness.

The Alexandra Hospital monitors performance using performance metrics and tracking progress on the current
strategic plan. The new planning process provides an opportunity to better align goals and performance metrics
at all levels of the organization.

Patients and family members that spoke with the surveyor team expressed a high level of satisfaction with the
care and services they received and gratitude for the caring staff members, physicians and volunteers which
make up the Alexandra Hospital. This positive feedback is ultimately the most important measure of how well
this organization is performing and serves as an inspiration to pursue its journey of continuous improvement.
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innovation incubator to test and model innovations that enhance patient care and have potential for spread to
other centres.
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Detailed Required Organizational Practices ResultsSection 2

Each ROP is associated with one of the following patient safety goal areas: safety culture, communication,
medication use, worklife/workforce, infection control, or risk assessment.

This table shows each unmet ROP, the associated patient safety goal, and the set of standards where it appears.

Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Communication

·  Emergency Department 9.3Medication reconciliation at care transitions
With the involvement of the client, family, or caregivers
(as appropriate), the team initiates medication
reconciliation for clients with a decision to admit and a
target group of clients without a decision to admit who are
at risk for potential adverse drug events (organizational
policy specifies when medication reconciliation is initiated
for clients without a decision to admit).

Patient Safety Goal Area: Medication Use

·  Medication Management Standards 2.3Antimicrobial Stewardship
The organization has a program for antimicrobial
stewardship to optimize antimicrobial use.  Note:
Beginning in January 2013, this ROP will only apply to
organizations that provide inpatient acute care services.
For organizations that provide inpatient cancer, inpatient
rehab, and complex continuing care services, evaluation of
this ROP will begin in January 2014.

Patient Safety Goal Area: Risk Assessment

·  Diagnostic Imaging Services 15.6
·  Emergency Department 16.3
·  Perioperative Services and Invasive
Procedures Standards 28.2

Falls Prevention Strategy
The team implements and evaluates a falls prevention
strategy to minimize client injury from falls.
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Detailed On-site Survey ResultsSection 3

This section provides the detailed results of the on-site survey. When reviewing these results, it is important to
review the service excellence and the system-wide results together, as they are complementary. Results are
presented in two ways: first by priority process and then by standards sets.

Accreditation Canada defines priority processes as critical areas and systems that have a significant impact on the
quality and safety of care and services. Priority processes provide a different perspective from that offered by
the standards, organizing the results into themes that cut across departments, services, and teams.

For instance, the patient flow priority process includes criteria from a number of sets of standards that address
various aspects of patient flow, from preventing infections to providing timely diagnostic or surgical services. This
provides a comprehensive picture of how patients move through the organization and how services are delivered
to them, regardless of the department they are in or the specific services they receive.

During the on-site survey, surveyors rate compliance with the criteria, provide a rationale for their rating, and
comment on each priority process.

Priority process comments are shown in this report. The rationale for unmet criteria can be found in the
organization's online Quality Performance Roadmap.

See Appendix B for a list of priority processes.

ROP Required Organizational Practice

High priority criterion

INTERPRETING THE TABLES IN THIS SECTION: The tables show all unmet criteria from each set of
standards, identify high priority criteria (which include ROPs), and list surveyor comments related to
each priority process.

High priority criteria and ROP tests for compliance are identified by the following symbols:

Major ROP Test for Compliance

Minor ROP Test for Compliance

MAJOR

MINOR

Detailed On-site Survey Results 14Accreditation Report
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3.1 Priority Process Results for System-wide Standards

The results in this section are presented first by priority process and then by standards set.

Some priority processes in this section also apply to the service excellence standards. Results of unmet criteria
that also relate to services should be shared with the relevant team.

3.1.1 Priority Process: Governance

Meeting the demands for excellence in governance practice.

Unmet Criteria High Priority
Criteria

Standards Set: Governance

The governing body ensures that an integrated risk management approach
and contingency plans are in place.

11.4

The governing body regularly reviews the contribution of individual
members and provides feedback to them.

13.7

The governing body prepares an annual report of its achievements.13.9

Surveyor comments on the priority process(es)

The Alexandra Hospital, Ingersoll (AH) has developed a strategic alliance with Tillsonburg Hospital and there
is now an integrated board that is comprised of seven members from each hospital. There are appropriate
policies in place to inform and guide effective board processes. The board benefits from many governance
tools, policies and educational opportunities provided by the Ontario Hospital Association (OHA). Board
documents are posted on a board portal, making them readily accessible to board members.

There are appropriate mechanisms for board member recruitment and selection. There is a process for
meeting evaluation and annual board evaluation. Encouragement is offered the board to explore a
self-evaluation process that individual board members would complete.

The integrated board is leading a new strategic planning process that involves extensive stakeholder
consultation. This information needs to be combined with thoughtful analysis of demographic data such as
population changes and inflow rates from neighbouring communities. These data would inform future
decisions regarding the appropriate role of the AH as part of an integrated system that includes other
hospitals within a small geographic area. This planning process provides an opportunity to establish the niche
and brand of Alexandra Hospital, while selecting a limited number of strategic priorities upon which the AH
can "focus and finish". Given the ongoing concerns by the community and staff members about the future role
and sustainability of AH, it is important to have a robust communication plan during the planning process and
also, once the plan is completed.

team, many of whom are new in their roles. Although the CEO succession plan addresses how to handle an
unexpected vacancy, the board needs to consider expanding this plan to identify and strategically develop
potential successors to the current CEO. This could be similar to the talent management strategy which has
been established for non-CEO leader roles.

The organization has an established ethics framework. The board is encouraged to model it and use the ethics
framework to address non-clinical, organizational ethics issues.

Development of an integrated risk management framework is underway with support from Healthcare
Insurance Reciprocal of Canada (HIROC). Completion and adoption of the framework is recommended.

The board is commended for its leadership in developing strategic partnerships and is encouraged to continue
on this path.
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team, many of whom are new in their roles. Although the CEO succession plan addresses how to handle an
unexpected vacancy, the board needs to consider expanding this plan to identify and strategically develop
potential successors to the current CEO. This could be similar to the talent management strategy which has
been established for non-CEO leader roles.

The organization has an established ethics framework. The board is encouraged to model it and use the ethics
framework to address non-clinical, organizational ethics issues.

Development of an integrated risk management framework is underway with support from Healthcare
Insurance Reciprocal of Canada (HIROC). Completion and adoption of the framework is recommended.

The board is commended for its leadership in developing strategic partnerships and is encouraged to continue
on this path.
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3.1.2 Priority Process: Planning and Service Design

Developing and implementing infrastructure, programs, and services to meet the needs of the populations and
communities served

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders communicate the strategic goals and objectives
to leaders throughout the organization, staff, and service providers and
verify that goals at the team, unit, or program level align with the strategic
plan.

4.9

The organization's policies and procedures for all key functions, operations,
and systems in the organization are documented, authorized, implemented,
and up to date.

4.11

The organization's leaders collect or have access to information about the
community's health status, capacities, and health care needs.

5.1

The organization's leaders use information about the community to assist in
planning the organization's scope of services.

5.2

The organization's information about the community is maintained in a
format that is up-to-date and easy to understand.

5.3

The organization's leaders share the information about the community with
the governing body, staff and service providers, and stakeholders, including
other organizations, clients, and families.

5.4

The organization's leaders support and participate in ongoing community
initiatives to promote health and prevent disease.

7.3

The organization's leaders use a structured process to identify and analyze
actual and potential risks or challenges.

12.1
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quality and a history of demonstrating its ability to be: "the little hospital that did."
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Surveyor comments on the priority process(es)

The Alexandra Hospital (AH) is at an exciting time in its history as it embarks on a new strategic planning
process. This board-led process provides an opportunity to engage staff members, physicians, stakeholders
and the community in exploring options and strategies that will enable the organization to best serve its
community within a larger, more integrated health system involving many service partners and agencies. This
process needs to be evidence-informed, and include analysis of population health and demographic data
which will help identify community needs and emerging trends.

The new plan needs to include a process for development of unit-specific and team-specific goals and
performance measures that align with the corporate plan and support successful implementation and desired
results. This planning process will require courage, a commitment to innovation and a willingness to continue
to evolve as an organization. The AH can build on the strong community support, and its reputation for
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3.1.3 Priority Process: Resource Management

Monitoring, administration, and integration of activities involved with the appropriate allocation and use of
resources.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The Alexandra Hospital is commended for achieving a balanced budget and establishing a more sustainable
financial position.

The organization has established appropriate processes for development and approval of the capital and
operating budgets in consultation with unions, and other stakeholders and staff. The board reviews the draft
budgets via the corporate planning and finance committee, and the full board gives final approval. Processes
are in place for regular monitoring of expenditures relative to budget. The organization is encouraged to
explore a formalized and consistent approach to variance analysis.

There is an audit committee in place and membership includes the external auditor.

The organization benefits from the support and financial assistance of the hospital foundation which funds
hospital equipment not funded by the ministry.
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3.1.4 Priority Process: Human Capital

Developing the human resource capacity to deliver safe, high quality services

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders ensure that position profiles for each position are
developed and updated regularly.

10.6

The organization's leaders conduct exit interviews and use this information
to improve performance, staffing, and retention.

10.12

Surveyor comments on the priority process(es)

The Alexandra Hospital (AH) values its staff members, physicians and volunteers and has established
appropriate processes to support human resources (HR) functions. The HR plan has been recently developed
and includes a sixteen point action plan.

Considerable progress has been made since the previous survey in developing a talent management program
in collaboration with London Health Sciences Centre (LHSC), including access to the Emerging Leaders
program and secondment of young, talented leaders from LHSC.

Although a safe work environment has not been explicitly identified as a strategic priority, leaders are
committed to a healthy workplace and are addressing staff concerns including staff safety. Cameras have
been established in the emergency department triage and waiting room areas, and panic alarm systems are
being implemented. The chief executive officer (CEO) and senior leaders conduct monthly health and safety
walks with scripted questions to solicit staff feedback on their workplace. Wellness teams participated in a
recent Walkathon and staff members have access to an employee assistance program.

The newly developed code of conduct includes accountability of every staff member to address behaviour
issues in the moment. There are processes to escalate breaches of the code of conduct to leaders. A
workplace violence program is in place.

Policy and legislative changes related to occupational health and safety are addressed via the occupational
health and safety committee (OHSC) and reports are regularly monitored related to staff injury. Ergonomic
issues are being addressed including changes to the triage area.

There are mechanisms for staff members to bring forward complaints, concerns and grievances. To date,
there is no whistle blower policy and leaders may wish to consider adopting one similar to that which is in
place at the partner hospital, Tillsonburg District Memorial Hospital.

Position descriptions are in place, although some have not been reviewed or updated for some time. The
organization needs to consider establishing a regular cycle of review. It needs to be assured that position
descriptions reflect current responsibilities, including responsibility for quality and safety.

team spoke with reported that this is done. The medical staff credentialing and appointment/reappointment
process appears to be appropriate and efficiently done.

Safety training for staff members is conducted and documented.

There is a strong volunteer program with 107 active adult volunteers.

Staff members enjoy working at Alexandra Hospital. This is reflected in the employee opinion survey, and the
low turnover (2.5%) and sick time rates. During the on-site survey many staff expressed appreciation for the
accessibility and approachability of their leaders.
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team spoke with reported that this is done. The medical staff credentialing and appointment/reappointment
process appears to be appropriate and efficiently done.

Safety training for staff members is conducted and documented.

There is a strong volunteer program with 107 active adult volunteers.

Staff members enjoy working at Alexandra Hospital. This is reflected in the employee opinion survey, and the
low turnover (2.5%) and sick time rates. During the on-site survey many staff expressed appreciation for the
accessibility and approachability of their leaders.
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3.1.5 Priority Process: Integrated Quality Management

Using a proactive, systematic, and ongoing process to manage and integrate quality and achieve organizational
goals and objectives

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders identify a healthy and safe work environment as
a strategic priority.

2.1

The organization's leaders implement an integrated risk management
approach to mitigate and manage risk.

12.2

As part of the integrated risk management approach, the organization's
leaders develop contingency plans.

12.3

The organization's leaders disseminate the risk management approach and
contingency plans throughout the organization.

12.4

The organization's leaders evaluate the effectiveness of the integrated risk
management approach and make improvements as necessary.

12.5

The organization's leaders require, monitor, and support service, unit, or
program areas to monitor their own process and outcome measures that
align with the broader organizational strategic goals and objectives.

16.3

Surveyor comments on the priority process(es)

The Alexandra Hospital (AH) is committed to continuously improving its care and services. A quality
improvement plan exists and progress on the work plan is monitored. The organization monitors a group of
quality indicators at the corporate level and some indicators are monitored at the point of care. The
organization has established various quality improvement teams, including a Lean team that is working on
patient flow in the emergency department (ED). Policies are in place related to incident reporting and
disclosure and staff members met with and observed are familiar with and comfortable with reporting
adverse events.

The organization is encouraged to review its policy on quality of care reviews for incidents and sentinel
events. Currently, this policy includes advising staff members not to immediately fill out an incident report if
they feel the event has the potential to be classified as a sentinel event.

There are many opportunities to further enhance the organization's approach to quality management. Staff
members at the unit level are not aware of unit-specific goals. Although DART boards are present with some
performance indicators in clinical areas, it is unclear if performance data are part of the daily management
and quality improvement at the point of care. Few of the indicators relate to client outcomes.

The organization does not have an integrated risk management framework or program, although this is under
development.

There is an opportunity to engage patient and family members as partners in quality improvement.

The organization's leaders are committed to further enhancing its approach to quality management and
learning from leading practices in other organizations to develop a more robust approach at Alexandra
Hospital. The organization can be proud of the progress it has made since the previous survey and is urged to
build on, profile and celebrate this success.
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There is an opportunity to engage patient and family members as partners in quality improvement.

The organization's leaders are committed to further enhancing its approach to quality management and
learning from leading practices in other organizations to develop a more robust approach at Alexandra
Hospital. The organization can be proud of the progress it has made since the previous survey and is urged to
build on, profile and celebrate this success.
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3.1.6 Priority Process: Principle-based Care and Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

There is an ethics framework in place and it is used by both Alexandra Hospital and Tillsonburg Memorial
Hospital. The current framework has been developed to support and replace the previous frameworks that
were in place at both organizations, and was recently reviewed. Membership on the ethics committee
consists of a number of former members from both organizations and a number of new members. The
committee is supported by an ethicist that historically, provided consultation services to both hospitals and
to other organizations in the region.

The ethics committee continues to respond to clinical ethics issues and more recently has had to address
issues related to policy issues such as the Cataract service and paid parking. The committee monitors trends
in terms of the requests made of it. As well, the ethicist brings information to the committee/group on
trends in the broader health field that are relevant for the organization. Physician Assisted Suicide is an
example.

Capacity building is undertaken by providing updates at the team members' forum and education sessions. It
is suggested that capacity building can be further enhanced by bringing forward more case studies that can
help with group learning. Staff members that were interviewed during the survey are aware of the ethics
Committee being a resource to them as well as the educational sessions and consultation service provided by
the ethicist.

The organization only participates in approved entity research. Research activity to date has essentially
involved pulling charts for organizations such as ICES, Stroke Network and Public Health. There is fulsome
discussion by committee members on the issue of privacy and confidentiality associated with such requests
prior to decisions being made to proceed.

The board and senior team are encouraged to continue to review policy and other issues through the lens of
the ethics framework.
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3.1.7 Priority Process: Communication

Communicating effectively at all levels of the organization and with external stakeholders

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders seek input from stakeholders on a regular basis to
evaluate the effectiveness of their relationships with them.

7.5

Surveyor comments on the priority process(es)

An integrated communications strategy has been developed to ensure the two partner hospitals namely,
Alexandra Hospital and Tillsonburg District Memorial Hospital communicate effectively across the
organizations and with stakeholders.

There is a variety of media used to reach various populations. This includes internal newsletters, media
releases, website and annual reports. A communication survey has been developed to determine the best way
to share helpful information.

The implementation of the Healthcare Undergoing Optimization (HUGO) initiative has proven successful. This
involved moving from paper processes to electronic technology for ordering tests and prescribing
medications. The successful implementation of this project resulted in the organizational being awarded the
Advancing Clinical Excellence Award from Cerner Canada. The Alexandra Hospital is recognized for being the
first of 10 sites to "go live" and will act as a consultant to other sites during their implementation.

There is an identified need to continue to review the communications being sent out to the community. This
may be a review of the types of media used, the clarity of the message itself and so on. There continues to
be concerns from the community members of the Alexandra Hospital closing, even though new programs are
being introduced such as the Cataract program.
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3.1.8 Priority Process: Physical Environment

Providing appropriate and safe structures and facilities to achieve the organization's mission, vision, and goals

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The Alexander Hospital (AH) is an older facility that is well maintained. There is evident pride in keeping the
facilities clean and inviting, both internally and externally. The local Horticultural society is involved in
landscape enhancement at the front of the hospital.

Recent physical upgrades include installation of a new boiler, as the existing boiler was at end of life. The
new boiler will also allow for ongoing lower operating costs. A handrail audit was completed and
improvements undertaken as a result. Action is taken on feedback obtained from the accessibility survey.
Clients with disabilities were interviewed during the on-site survey and indicated that they were able to
navigate their way throughout the hospital with minimal problems. Way finding signage is being upgraded and
is 90% complete.

All plant and facilities' preventive maintenance is completed in accordance to established schedules and are
submitted to appropriate government regulatory bodies. There is an opportunity to exceed minimum
requirements for example, generator load testing to align with other organizations that undertake such
testing on a more frequent basis.

The organization is at the beginning stages of having a strategy to reduce its footprint on the environment.
Big ticket energy savings items have been the current focus. A plan for Co-Generation which will save in
operating expenses as well as reduce the carbon footprint is in the development process for presentation to
the senior management team and board. During the survey it was observed that an inventory of LED lights has
been purchased and is on site, and will be installed across the organization to replace fluorescent lighting.
This will result in both energy savings and operating costs. Small projects such as recycling of items can be
explored further and the organization is encouraged to be mindful of some of the smaller opportunities that
can be mined with staff support and engagement.

Preventive maintenance (PM) is done internally by external vendors. Specialized PM for biomedical,
diagnostic, processing (SPD) and heating ventilation and air conditioning (HVAC) are done by external
providers. Record keeping and tracking of PM is currently paper-based and a challenge. The organization has
recently purchased a facility software system to manage in-house maintenance requests and PM schedules as
well as manage all external vendor PM schedules. The organization is encouraged to stay the course in its
timely implementation. Front line staff members are aware of how to action repair of equipment that is not
working so that safety is maintained. They indicated that they obtained timely responses to their requests.

The maintenance area is space constrained, and constant vigilance to de clutter the area is required. The
area would benefit from Lean 5S intervention.

It is noted that the areas of key client traffic such as the first and third floors have been painted in a way
that recognizes the organization's desire to be senior friendly.

The kitchen area receives regular inspections from Public Health. Shelving in one of the refrigerators is an
outstanding item that needs to be addressed, and an action plan is in place for this to occur. The organization

attention to food handling.

Linen is stored in a clean area for top-up to the case carts that come to the facility and go to the clinical
areas.

Housekeeping staff members that were interviewed are aware of cleaning procedures to take in the event of
isolation cases.

There is a Patient Wandering system in place. Challenges have been identified with the system, and there are
proactive measures being taken to seek corrective action with the manufacturer to address issues that have
been recently identified.
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provides Food services to the Woodingford Lodge. Staff members were observed and they paid meticulous
attention to food handling.

Linen is stored in a clean area for top-up to the case carts that come to the facility and go to the clinical
areas.

Housekeeping staff members that were interviewed are aware of cleaning procedures to take in the event of
isolation cases.

There is a Patient Wandering system in place. Challenges have been identified with the system, and there are
proactive measures being taken to seek corrective action with the manufacturer to address issues that have
been recently identified.
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3.1.9 Priority Process: Emergency Preparedness

Planning for and managing emergencies, disasters, or other aspects of public safety

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders provide access to education to support the
all-hazard disaster and emergency response plan.

14.4

The organization's leaders regularly test the organization's all-hazard
disaster and emergency response plans with drills and exercises to evaluate
the state of response preparedness.

14.5

The organization's leaders use the results from post-drill analysis and
debriefings to review and revise if necessary its all-hazard disaster and
emergency response plans and procedures.

14.6

The organization's leaders develop and implement an incident management
system to direct and coordinate actions and operations during and after
disasters and emergencies.

14.7

The organization's leaders develop and implement an emergency
communication plan.

14.8

The organization's leaders develop and implement a business continuity
plan to continue critical operations during and following a disaster or
emergency.

14.9

The business continuity plan addresses back-up systems for essential
utilities and systems during and following emergency situations.

14.10

Surveyor comments on the priority process(es)

At the time of survey an emergency response plan was in evidence, albeit in draft, but it is robust and dated
September 4 2015. It includes planning associated with a detailed audit of Infrastructure and human
resources as well as support to be provided to the Woodingford Lodge, long-term care satellite facility. The
plan also outlines the framework of an incident management system (IMS). The draft plan requires approval
of the Fire Marshall's department for sections 14, 15, 16 to be finalized and approved. The organization is
encouraged to expedite the approval and implementation of the plan as soon as possible.

Furthermore, it is critical to initiate systematic and regular education and practice drills on this contingency
plan. Evidence provided during the survey as well as interviews with personnel indicated that regular monthly
fire drills are not being carried out. This needs to be addressed as this is an issue identified as a concern for
both client and patient safety since the previous survey. The organization also needs to consider conducting
fire drills on the off shift hours and in different locations of the hospital.

At the time of the survey there was no evidence of a business continuity plan, a formal emergency/crisis
communication plan or that regular code reviews are being carried out. More education around codes is

recommended.

Most of the contingency plans on the books that were last reviewed in 2013 do not have the IMS framework
incorporated or referenced in the documents.

Code black was last reviewed in October 2011 and the content needs to be updated to reflect the new
leadership that is now in place since the original version was introduced. Code yellow was also last revised in
2011 and requires review in light of the organization's experience with a wandering patient.

Outbreak management is well done.

Mock evacuation of the third floor was conducted using students in December 2014 to test elements of code
green and code red. The exercise in evacuation was anticipated to take 90 minutes and was done in 11
minutes simulating use of skeleton staff.  Debriefing was done and corrective action taken on a number of
infrastructure issues that surfaced as a result of the mock exercise.

A table-top exercise on elements of code orange was done in conjunction with Tillsonburg District Memorial
Hospital in October 2014. The code orange has not been tested with community partners and plans for this
need to be undertaken along with an overall review of the plan.

Agreements are in place to support local nursing homes in the event that they require help in dealing with
internal disaster/emergency situations.
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needed. A systematic plan to provide ongoing training and "refresh" information around various codes is
recommended.

Most of the contingency plans on the books that were last reviewed in 2013 do not have the IMS framework
incorporated or referenced in the documents.

Code black was last reviewed in October 2011 and the content needs to be updated to reflect the new
leadership that is now in place since the original version was introduced. Code yellow was also last revised in
2011 and requires review in light of the organization's experience with a wandering patient.

Outbreak management is well done.

Mock evacuation of the third floor was conducted using students in December 2014 to test elements of code
green and code red. The exercise in evacuation was anticipated to take 90 minutes and was done in 11
minutes simulating use of skeleton staff.  Debriefing was done and corrective action taken on a number of
infrastructure issues that surfaced as a result of the mock exercise.

A table-top exercise on elements of code orange was done in conjunction with Tillsonburg District Memorial
Hospital in October 2014. The code orange has not been tested with community partners and plans for this
need to be undertaken along with an overall review of the plan.

Agreements are in place to support local nursing homes in the event that they require help in dealing with
internal disaster/emergency situations.
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3.1.10 Priority Process: Patient Flow

Assessing the smooth and timely movement of clients and families through service settings

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

New surge and code gridlock policies have been introduced along with communication strategies that have
mobilized the medical community to respond in a timely manner to over-capacity challenges.

A strong and effective working relationship exists with the Community Care Access Centre (CCAC) at the
clinical and administrative levels to expedite discharge into the community and particularly for long stay and
complex patients. Multiple strategies are being acted on to help decrease both number and length of stay
(LOS) of alternate level of care (ALC) patients.

The organization has recently implemented a policy on gender and room assignments to provide more
flexibility in capacity. This has been done with sensitivity given to expectations of patients and the
community.

There is strong collaboration with a variety of provider partners in working on patient flow at the Local
Health Integrated Network and region-wide level. Discussion and work is taking place with Woodstock
Hospital around process improvement for repatriated patients. Meetings and shared educational opportunities
are planned with the long-term care partners to learn about Ontario Hospital Association (OHA) guiding
principles and best practices around: "Repatriation of Long-Term Care Home (LTCH) Residents During
Outbreaks" to better manage client flow between facilities during outbreak periods. Holiday surge planning at
the regional level is also being undertaken given the recognition that all providers are now into a "new
normal" during the holiday season for patient volumes.

Surgical wait times and Emergency Medical Services (EMS) off-load are monitored and are not an issue.

Encouragement is offered to continue developing specific targets to facilitate patient flow, sharing the
targets more broadly with front line staff and visually showing them how their efforts contribute to target
achievement. The team is encouraged to review the impact of recently implemented policies dealing with
patient flow and make adjustments as appropriate based on experience. It is also suggested that the team
consider formalizing some of the communication strategies that have proven effective in the introduction of
the policies.
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3.1.11 Priority Process: Medical Devices and Equipment

Obtaining and maintaining machinery and technologies used to diagnose and treat health problems

Unmet Criteria High Priority
Criteria

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices

The organization collects information at least annually about service
volumes and patterns of medical device use.

1.1

The organization limits access to the medical device reprocessing
department to appropriate team members, and posts clear signage limiting
access to all entry points.

3.2

The medical device reprocessing department is designed to prevent
cross-contamination of sterilized and contaminated devices or equipment,
isolate incompatible activities, and clearly separate different work areas.

3.3

The medical device reprocessing department has a specific, closed area for
decontamination that is separate from other reprocessing areas and the rest
of the organization.

3.4

The organization regulates the air quality, ventilation, temperature, and
relative humidity, and lighting in decontamination, reprocessing, and
storage areas.

3.5

The medical device reprocessing department is equipped with hand hygiene
facilities at entrances to and exits from the reprocessing areas, including
personnel support areas.

5.1

The medical device reprocessing department's hand hygiene facilities are
equipped with faucets supplied with foot-, wrist-, or knee-operated
handles, or electric eye controls.

5.2

The team follows a detailed dress code while in the clean reprocessing area
that addresses clothing, hair, jewelry, artificial fingernails of any form, and
covered footwear.

5.7

The team has a documented quality management system for its
reprocessing and sterilization services that integrates principles of quality
assurance, risk management, and continual improvement.

13.1

The team collects information and feedback from clients, families, staff,
service providers, organization leaders, and other organizations about the
quality of its services to guide its quality improvement initiatives.

13.3

The team uses the information and feedback it has gathered to identify
opportunities for quality improvement initiatives.

13.4

The team identifies measurable objectives for its quality improvement
initiatives and specifies the timeframe in which they will be reached.

13.5

Detailed On-site Survey Results 31Accreditation Report



QMENTUM PROGRAM

The team designs and tests quality improvement activities to meet its
objectives.

13.9

The team collects new or uses existing data to establish a baseline for each
indicator.

13.10

The team implements effective quality improvement activities broadly.13.13

The team shares information about its quality improvement activities,
results, and learnings with clients, families, staff, service providers,
organization leaders, and other organizations, as appropriate.

13.14

The team regularly reviews and evaluates its quality improvement
initiatives for feasibility, relevance and usefulness.

13.15

Surveyor comments on the priority process(es)

The reprocessing department (CSD) is supported by a small team of dedicated staff members and they are
certified in reprocessing and have annual competency assessments.

Policies and procedures are current, up to date and available online. The team has worked hard to update
these policies in the new document management system. Staff members were able to demonstrate the use of
the online system by locating specific policies for review during the on-site survey.

There is a preventive maintenance program in place. The team is moving toward an electronic PM program.

The significant issue to be addressed is the reorganization of the flow and design of the CSD reprocessing
area. There is a high risk of cross contamination between decontamination and the reprocessing and clean
storage area. There is a need to ensure that decontamination is a separate closed area, with a pass through
window to the clean side. Negative pressure needs to be in place in the decontamination area to ensure there
is no flow through of air into the clean, positive pressure area.

Instrument washers need to be of the type that soiled instruments are placed in the washer in
decontamination and upon completion of the cleaning cycle, are removed from the clean side.

The physical design, work flow and modifications to the department to meet the standards will be a
significant undertaking and must be seen as a high-risk issue.

There is no formal quality management program in place at this time.
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3.2 Service Excellence Standards Results

The results in this section are grouped first by standards set and then by priority process.

Priority processes specific to service excellence standards are:

Point-of-care Testing Services

Using non-laboratory tests delivered at the point of care to determine the presence of health problems

Clinical Leadership

Providing leadership and overall goals and direction to the team of people providing services.

Competency

Developing a skilled, knowledgeable, interdisciplinary team that can manage and deliver effective programs
and services

Episode of Care

Providing clients with coordinated services from their first encounter with a health care provider through
their last contact related to their health issue

Decision Support

Using information, research, data, and technology to support management and clinical decision making

Impact on Outcomes

Identifying and monitoring process and outcome measures to evaluate and improve service quality and client
outcomes

Medication Management

Using interdisciplinary teams to manage the provision of medication to clients

Organ and Tissue Donation

Providing organ donation services for deceased donors and their families, including identifying potential
donors, approaching families, and recovering organs

Infection Prevention and Control

Implementing measures to prevent and reduce the acquisition and transmission of infection among staff,
service providers, clients, and families

Surgical Procedures

Delivering safe surgical care, including preoperative preparation, operating room procedures, postoperative
recovery, and discharge

Diagnostic Services: Imaging

Ensuring the availability of diagnostic imaging services to assist medical professionals in diagnosing and
monitoring health conditions
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Diagnostic Services: Laboratory

Ensuring the availability of laboratory services to assist medical professionals in diagnosing and monitoring
health conditions

Transfusion Services

Transfusion Services

3.2.1 Standards Set: Biomedical Laboratory Services

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Laboratory

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Diagnostic Services: Laboratory

The laboratory undertook a significant change in July 2014, and made the decision to provide only in-patient
services. Out-patients were redirected to the community laboratory. However, the hospital laboratory has
identified specific populations that continue to be serviced on site. These include specific blood tests, and
populations such as the Amish community that would find it difficult to travel by horse and buggy to London
for services. This is a good example of understanding the needs of the community being served and
population demographics.

As previously mentioned, this is an Ontario Laboratory Association (OLA) accredited department.
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3.2.2 Standards Set: Diagnostic Imaging Services

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Imaging

The team prepares for medical emergencies by participating in simulation
exercises.

15.4

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.

15.6 ROP

15.6.5 The team uses the evaluation information to make
improvements to its falls prevention strategy.

MINOR

The team identifies measurable objectives for its quality improvement
initiatives and specifies the timeframe in which they will be reached.

17.3

The team identifies the indicator(s) that will be used to monitor progress
for each quality improvement objective.

17.4

The team collects, analyzes, and interprets data on the appropriateness of
examinations, the accuracy of the interpretations, and the incidence of
complications and adverse events.

17.5

The team reviews its diagnostic reference levels at least annually as part of
its quality improvement program.

17.6

The team uses a utilization management or review process to monitor
diagnostic imaging services.

17.7

The team designs and tests quality improvement activities to meet its
objectives.

17.9

The team collects new or uses existing data to establish a baseline for each
indicator.

17.10

The team follows a process to regularly collect indicator data to track its
progress.

17.11

The team regularly analyzes and evaluates its indicator data to determine
the effectiveness of its quality improvement activities.

17.12

The team implements effective quality improvement activities broadly.17.13

The team shares information about its quality improvement activities,
results, and learnings with clients, families, staff, service providers,
organization leaders, and other organizations, as appropriate.

17.14

The team regularly reviews and evaluates its quality improvement
initiatives for feasibility, relevance and usefulness.

17.15
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Priority Process: Diagnostic Services: Imaging

The diagnostic imaging (DI) service provides basic radiology and ultrasound to the community.  There is no
resident radiologist but readings are received in a timely manner from off-site radiologists. The department is
equipped with picture archiving communications system (PACS) technology, supporting the use of off-site
interpretation.

Ultrasound is an area that physicians would like to see more access to, and the team is reviewing this in
regards to the volumes of utilization expected and additional hours that may be required.

A falls prevention program has recently been developed. It involves the use of the registration department to
screen patients on arrival.  A new brochure has been developed and is available in the department. This
program is new and has not yet been evaluated.

There is a need to conduct an emergency status simulation in the department, such as a code blue. The
exercise would be observed and then analyzed to determine what went well and what areas or processes
could be improved. This would be a documented process, with a file for review.

Detailed On-site Survey Results 36Accreditation Report

Surveyor comments on the priority process(es)



QMENTUM PROGRAM

3.2.3 Standards Set: Emergency Department

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team collects information about its clients and the community.1.1

The team uses the information it collects about clients and the community
to define the scope of its services and set priorities when multiple service
needs are identified.

1.3

The team has the workspace it needs to deliver effective services in the
emergency department.

2.2

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

With the involvement of the client, family, or caregivers (as appropriate),
the team initiates medication reconciliation for clients with a decision to
admit and a target group of clients without a decision to admit who are at
risk for potential adverse drug events (organizational policy specifies when
medication reconciliation is initiated for clients without a decision to
admit).

9.3 ROP

9.3.4 For non-admitted clients in the target group, the team
communicates medication changes to the primary health care
provider.

MAJOR

9.3.5 For non-admitted clients identified as requiring medication
reconciliation, the team provides the client and the next care
provider (e.g., primary care provider, community pharmacist,
home care services) with a complete list of medications the
client is taking.

MAJOR

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team implements and evaluates a falls prevention strategy to minimize
the impact of client falls.

16.3 ROP

16.3.1 The team has implemented a falls prevention strategy. MAJOR

16.3.2 The strategy identifies the populations at risk for falls. MAJOR

Detailed On-site Survey Results 37Accreditation Report



QMENTUM PROGRAM

16.3.3 The strategy addresses the specific needs of the populations at
risk for falls.

MAJOR

16.3.4 The team evaluates the falls prevention strategy on an
ongoing basis to identify trends, causes, and degree of injury.

MINOR

16.3.5 The team uses the evaluation information to make
improvements to its falls prevention strategy.

MINOR

Priority Process: Organ and Tissue Donation

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The emergency department (ED) at Alexandra Hospital (AH) operates 24/7 and provides service to Ingersoll
and neighbouring communities. It is staffed by family physicians with an interest in emergency medicine, one
of whom has emergency medicine certification. There is evidence of great teamwork and staff members
expressed high-level satisfaction with working in their department. They are highly committed to providing
excellent patient care, and patients expressed satisfaction with the care they receive.

The space for the department is small and crowded, with equipment and supplies stored in hallways. There is
no dedicated medication room. There is good access to diagnostic imaging.

The team monitors key performance indicators such as triage categories, wait times and patients that leave
without being seen. A quality improvement (Lean) team has been established to improve flow, departmental
supply management and allocation of staffing. Improvements have been made to the triage area, in response
to staff concerns about their safety.

Departmental goals and objectives that align with corporate and departmental priorities have not been
formally established.

The team feels supported by access to specialist services in other centres such as London Health Sciences
Centre (LHSC) and other community resources such as the crisis outreach support team (COST) for patients
with mental illness.

Areas for improvement include establishing a falls prevention strategy, and ensuring changes to medication
for non-admitted patients are consistently communicated to the patient's family physician.

Priority Process: Competency

The team works well together and members support each other to provide excellent care. Staff members
have access to ongoing professional development.

Priority Process: Episode of Care

The team demonstrates good practices in compliance with standards. It is recommended that the team
establish mechanisms to ensure consistent communication of medication changes for non-admitted patients
to the patient's family doctor regardless of where the physician is located.
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Priority Process: Decision Support

The team uses evidence-based guidelines to support care decisions. The electronic record supports
evidence-based practice.

Priority Process: Impact on Outcomes

The team focuses on improving quality but has not established a formal quality improvement program. Work
is underway via the Lean team, with a focus on enhancing patient flow. It s recommended that the team
establish a formal falls strategy.

Priority Process: Organ and Tissue Donation

The team is aware of the protocols for organ donation and has experience with corneal donations. Other
potential donors are referred to larger centres.
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3.2.4 Standards Set: Infection Prevention and Control Standards

Unmet Criteria High Priority
Criteria

Priority Process: Infection Prevention and Control

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Infection Prevention and Control

The infection control team has made significant progress in addressing the unmet criteria from the previous
survey.  A process has been put in place across the hospital system to ensure policies and procedures are
available electronically on the "Medworxx" system. The document control procedure alerts the department
when policies are due for updating.

There is a process in place for all construction projects to include discussion with infection control and
occupational health and safety. The team is encouraged to contact other facilities that have created a
handbook that is given to contractors. The handbook outlines key issues and procedures that must be
followed relative to infection prevention and control. This will further enhance the current process in place.

The immunization rate for the organization was 80% for last year.

Infection rates are tracked, analyzed and shared across the system. The creation of simplified graphics in an
easy to review graph for staff areas would be valuable in keeping them up-to-date on infection rates.

The infection control team is encouraged to review the volume of hoppers that are still located across the
organization. The use of open hoppers has the potential for aerosol materials being spread. The team needs
to consider removal of, or capping these hoppers as an infection control initiative.
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3.2.5 Standards Set: Medication Management Standards

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

The organization has a program for antimicrobial stewardship to optimize
antimicrobial use.

Note: Beginning in January 2013, this ROP will only apply to organizations
that provide inpatient acute care services. For organizations that provide
inpatient cancer, inpatient rehab, and complex continuing care services,
evaluation of this ROP will begin in January 2014.

2.3 ROP

2.3.4 The program includes interventions to optimize antimicrobial
use that may include audit and feedback, a formulary of
targeted antimicrobials and approved indications, staff
training, antimicrobial order sets, guidelines and clinical
pathways for antimicrobial utilization, strategies for
streamlining or de-escalation of therapy, dose optimization,
and parenteral to oral conversion of antimicrobials (where
appropriate).

MAJOR

2.3.5 The organization establishes mechanisms to evaluate the
program on an ongoing basis, and shares results with
stakeholders in the organization.

MINOR

The interdisciplinary committee sets criteria for adding and removing
medications to the formulary.

3.1

The organization has a policy for when and how to override alerts by the
pharmacy computer system.

8.2

If an organization is using an automated dispensing cabinet, it ensures that
it is equipped with a profiling system.

18.5

Service providers provide clients with written information on whom clients
can contact for questions about their medications and their availability at
the end of service or transfer of service.

21.5

The interdisciplinary committee prioritizes and completes medication use
evaluations.

27.6

The interdisciplinary committee shares evaluation results with staff and
service providers.

27.8
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system leader has been significant. Many process changes have been introduced and improved upon to enable
the functionality of the HUGO system, and this is a region-wide undertaking.

The organization has implemented computer order physician entry (CPOE); electronic medication
administration record (eMAR), barcoding/closed loop medication administration (CLMA) and electronic
medication reconciliation (eMedRec). Automatic dispensing cabinets (Omnicell) are in place to support
medication distribution in the clinical areas. Unit dose is in place.

Clinical staff members are proud of their accomplishments in enhancing medication patient safety and have
adapted to this transformation in a positive and proud manner.

Best possible medication history (BPMH) and medication reconciliation on admission transfer and discharge
(ADT) for admitted patients is being done with a high rate of compliance and accuracy.

The pharmacy department recently underwent the College of Pharmacy external audit. Recommendations
coming out of that audit are in the process of being addressed with a number of items already being
completed.

It is suggested that the organization review its practice of intravenous (IV) admixture on the off-shift hours by
registered nurses (RNs). There may be other alternatives to providing patient controlled analgesia (PCA)
medications that would strengthen medication safety in this area. Further, given the volume of PCA IV
admixtures prepared monthly, it is suggested consideration be given to looking if this activity should be
undertaken at the site.

Much work has been done on policy and procedure development to formalize and update practices. The team
is encouraged to continue its good work on this front.

There is evidence of a quality improvement (QI) program for pharmacy and medication management. The
organization is encouraged to continue to nurture its development by way of process and outcome indicator
development, and focused and regular auditing activities to ensure compliance of ROPs on an ongoing basis,
as well as sharing the results of its evaluative efforts to staff members and service providers as appropriate.
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Priority Process: Medication Management

The organization has made implementation of Healthcare Undergoing Optimization (HUGO) a priority since is
previous accreditation survey. The initiative in which Alexandra Hospital has been an early adopter and
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3.2.6 Standards Set: Medicine Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team collects information about its clients and the community.1.1

The team uses the information it collects about clients and the community
to define the scope of its services and set priorities when multiple service
needs are identified.

1.2

The team works together to develop goals and objectives.2.1

The team's goals and objectives for its medicine services are measurable
and specific.

2.2

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

Following transition or end of service, the team contacts clients, families,
or referral organizations to evaluate the effectiveness of the transition, and
uses this information to improve its transition and end of service planning.

11.6

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team identifies measurable objectives for its quality improvement
initiatives and specifies the timeframe in which they will be reached.

16.3

The team identifies the indicator(s) that will be used to monitor progress
for each quality improvement objective.

16.4

The team designs and tests quality improvement activities to meet its
objectives.

16.5

The team collects new or uses existing data to establish a baseline for each
indicator.

16.6

The team follows a process to regularly collect indicator data to track its
progress.

16.7

The team regularly analyzes and evaluates its indicator data to determine
the effectiveness of its quality improvement activities.

16.8
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The team implements effective quality improvement activities broadly.16.9

The team shares information about its quality improvement activities,
results, and learnings with clients, families, staff, service providers,
organization leaders, and other organizations, as appropriate.

16.10

The team regularly reviews and evaluates its quality improvement
initiatives for feasibility, relevance and usefulness.

16.11

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The medicine service currently operates 17 acute care beds, five continuing complex beds, four special care
unit (SCU) beds and a palliative care suite. The SCU functions essentially as a step-down intensive care unit
(ICU) for patients not requiring mechanical ventilation. Family physicians provide most responsible physician
(MRP) coverage to the patients in all areas. An internist/cardiologist provides care and consultant support as
required to patients in the SCU.

The medicine service has not undertaken a demographic profile or community/environmental needs
assessment to help inform planning for its service. A corporate strategic planning exercise is being rolled out
in the fall, which is anticipated to provide information that will assist planning at the service level. The team
is encouraged to use the information once it becomes available to review its services and make necessary
changes.

The team currently does not have measurable and specific goals and objectives. As noted, the corporate
strategic plan refresh is anticipated to help set strategic directions that will allow for the cascading and
alignment of goals and objectives for the clinical areas.

The unit is well-equipped, well-maintained, and has been 'refreshed' in its look, in line with 'senior friendly'
principles. The palliative suite is comfortable and well appointed. The palliative performance scale (PPSv2) is
used to help guide admission decision-making to the suite when there are multiple candidates needing to
access this resource. The SCU has its own separate nursing station and is organized to accommodate a higher
acuity of patients.

An experienced clinical leader provides day-to-day oversight to the clinical unit as well as direct clinical
assistance when there are surges in workload in any of the areas. Staff members have input to their
assignments and report that they work well as a team, have input to patient assignments and feel that they
are appropriately staffed and supported.

Students are present on the unit and welcomed, and are provided with a supportive learning environment.
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Priority Process: Competency

Good interdisciplinary functioning was noted on the unit during the survey.  Pharmacy, dietician,
physiotherapy, nursing and community service providers are involved in integrated service planning. A major
focus for the group has been on discharge planning particularly for a number of the long-stay alternate level
of care (ALC) patients that are currently on the unit.
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performance appraisal in the past year.

An orientation program is available to staff members as well as access to in-services. Staff members stated
they are kept up-to-date on medication changes via e-mail messages and product changes accompanied by
pictures by the pharmacist.

The staff members are cross-trained to work with the mixed patient population that is accommodated on the
unit. Nurses working in the special care unit (SCU) are experienced and are required to have training in
advanced cardiac life support (ACLS), cardiopulmonary resuscitation (CPR) critical care and coronary care.

Staff members feel that they have access to emotional support and counselling if needed during times of
stress or loss of patients to whom they had become attached.

Priority Process: Episode of Care

It was observed that assessment, care planning and care delivery and discharge planning and documentation
around these processes is thorough and well done. The required organization practices (ROPs) are
well-executed, with a high rate of uptake.

Falls prevention strategies are implemented on any patient that has experienced a fall within 30, 60, or 90
days prior to admission.  Ulcer prevention is closely monitored and interventions are taken and adjusted as
required. Staff members receive education on wound care and are supported with solid resources to be
effective in this care area. Medication reconciliation compliance is impressive and physicians working in the
area are acknowledged for the leadership they have provided to achieve notable results.  It can be said that
Alexander Hospital is a leader in this area.

Staff members are aware of how to access ethics support if required. All staff members interviewed during
the survey were knowledgeable about how to handle adverse events, incidents, sentinel events and were
familiar with the disclosure policy.

Verification of high-risk activities such as blood transfusion was directly observed and well-executed.

The team has good processes in place for identifying and managing patients that are at risk of being violent
and/or wandering.

Patients and their families are highly complimentary of the care provided by the team, and a number of them
indicated that this was their first choice provider for hospital services.

Feedback on the effectiveness of transitions is currently done informally. The Community Care Access Centre
(CCAC) reports back to the team on clients that have been mutually worked on for discharge. The team is
encouraged to formulate processes that will provide ongoing and timely feedback on the patient experience,
as well as any concerns from other providers that are involved with that patient experience and transitions in
care.
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medication orders has improved, and they appreciate the efficiency that has come with the implementation
of the new system.

The team has focused on the implementation of required organization practices (ROPs) and use of
evidence-based best practice to inform their protocols. Venous thrombo embolism (VTE), ulcer management
and falls prevention are well done and have a high uptake. Staff members commented that there are few
pressure ulcers on the unit and most of them come as a result of 'external' admissions. The focus on good skin
care is a source of pride for the staff members and an indication as to the effectiveness of their care and
success of their interventions.

Physicians interviewed during the survey expressed their concerns that access to tools such as "Up to Date" in
Power Chart which they rely on to access evidence-based guidelines may no longer be supported/sponsored.
This is being discussed at the medical advisory committee (MAC) level in the HUGO hospitals. Physicians were
aware of and are using "Choose Wisely" guidelines to help inform their clinical decision-making.

Staff members are encouraged to monitor use of the white board in the nurses station. Both first and last
name of patients are written and are potentially visible to anyone approaching the area.

Priority Process: Impact on Outcomes

Clinicians working in the area are aware of client safety issues and ameliorating any risk to them is a top of
mind priority for those interviewed during the on-site survey.

The team is encouraged to develop its quality improvement (QI) initiatives in alignment with the corporate
quality plan and strategic directions. Support will be required for the team to develop QI initiatives that are
meaningful for front-line staff to help move the corporate metrics forward. Assistance may be required by
the team for identifying and assisting in developing indicators and monitoring metrics selected to determine
if desired progress is being made. Visual management of service level indicators is suggested in a way that
they resonate and are easily understood by staff. Regular evaluation of the team's QI efforts and the program
are recommended.

Staff members identified that an area of improvement for their patients is the need to engage their long-stay
clients in appropriate recreational/diversion therapy to maintain as much functional competence as possible.
Further, strategies to ensure mobility and ambulation continues on the weekend is an area the team is
encouraged to explore.
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Priority Process: Decision Support

For the clinical record there is currently a hybrid of paper and electronic documentation. Improvements have
been identified by the clinicians spoken to during the survey as a result of implementing the Healthcare
Undergoing Optimization (HUGO) initiative. Staff members have adapted to the technology changes well.
Physicians interviewed during the survey commented on how their ability to find relevant data and prescribe
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3.2.7 Standards Set: Point-of-Care Testing

Unmet Criteria High Priority
Criteria

Priority Process: Point-of-care Testing Services

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Point-of-care Testing Services

There are two point of care tests that are done at the Alexandra Hospital: glucometers and urines.

This is an Ontario Laboratory Association (OLA) accredited department.
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3.2.8 Standards Set: Transfusion Services

Unmet Criteria High Priority
Criteria

Priority Process: Transfusion Services

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Transfusion Services

There are good utilization processes in place. All blood units are reviewed daily to determine those units that
are due to expire in two weeks, and those identified are shipped to Woodstock, as it has higher utilization
rates due to the types of programs and surgeries at that hospital. This has proven successful in preventing
disposing of blood units.

This is an Ontario Laboratory Association (OLA) accredited department.
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3.2.9 Priority Process: Surgical Procedures

Delivering safe surgical care, including preoperative preparation, operating room procedures, postoperative
recovery, and discharge

Unmet Criteria High Priority
Criteria

Standards Set: Perioperative Services and Invasive Procedures Standards

The team works together to develop goals and objectives around surgical
care services.

2.1

The team's goals and objectives for its surgical care services are measurable
and specific.

2.2

Rooms where surgical and invasive procedures are performed have at least
20 complete air exchanges per hour.

10.8

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.

28.2
ROP

28.2.5 The team uses the evaluation information to make
improvements to its falls prevention strategy.

MINOR

The team identifies measurable objectives for its quality improvement
initiatives and specifies the timeframe in which they will be reached.

29.3

The team identifies the indicator(s) that will be used to monitor progress
for each quality improvement objective.

29.4

The team designs and tests quality improvement activities to meet its
objectives.

29.5

The team collects new or uses existing data to establish a baseline for each
indicator.

29.6

The team follows a process to regularly collect indicator data to track its
progress.

29.7

The team regularly analyzes and evaluates its indicator data to determine
the effectiveness of its quality improvement activities.

29.8

The team implements effective quality improvement activities broadly.29.9

The team shares information about its quality improvement activities,
results, and learnings with clients, families, staff, service providers,
organization leaders, and other organizations, as appropriate.

29.10

The team regularly reviews and evaluates its quality improvement
initiatives for feasibility, relevance and usefulness.

29.11
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Surveyor comments on the priority process(es)

The surgical program is lead by a skilled and competent team.

Changes to the program in the past two years have been visionary in addressing the needs of the community.
The establishment of a Cataract centre has met the needs of the community and will continue to expand with
the aging population demographics. The demographics reflect an aging population in the area, with 65 to 70%
past the age of 65.

The review of the requirement to reprocess trays in the reprocessing department (CSD) to meet the daily
volume of cases has led to the approval to purchase additional trays to meet the volumes of cases. There was
collaboration between the surgeons to standardize the instrument sets to one brand. This collaboration
between the team members is exceptional and demonstrates the focus on the patient and meeting the
service need requirements.

The organization is in the beginning phase of creating a new strategic plan. The Cataract centre does not
have goals and objectives at this time. Encouragement is offered to develop goals and objectives when the
strategic directives have been identified as this will ensure the team is working to achieve the targets or
goals set for the organization.

The team is encouraged to begin developing the quality management plan for the department and identify
pertinent indicators to monitor to aid in identifying areas for improvement.

Detailed On-site Survey Results 50Accreditation Report



QMENTUM PROGRAM

Instrument ResultsSection 4

As part of Qmentum, organizations administer instruments. Qmentum includes three instruments (or
questionnaires) that measure governance functioning, patient safety culture, and quality of worklife. They are
completed by a representative sample of clients, staff, senior leaders, board members, and other
stakeholders.

4.1 Governance Functioning Tool

The Governance Functioning Tool enables members of the governing body to assess board structures and
processes, provide their perceptions and opinions, and identify priorities for action. It does this by asking
questions about:

•  Board composition and membership
•  Scope of authority (roles and responsibilities)
•  Meeting processes
•  Evaluation of performance

Accreditation Canada provided the organization with detailed results from its Governance Functioning Tool prior
to the on-site survey through the client organization portal. The organization then had the opportunity to address
challenging areas.

•  Data collection period: February 4, 2015 to March 20, 2015

•  Number of responses: 7

Governance Functioning Tool Results

% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

1 We regularly review, understand, and ensure
compliance with applicable laws, legislation and
regulations.

0 29 71 93

2 Governance policies and procedures that define our
role and responsibilities are well-documented and
consistently followed.

0 0 100 96

3 We have sub-committees that have clearly-defined
roles and responsibilities.

0 0 100 97

4 Our roles and responsibilities are clearly identified
and distinguished from those delegated to the CEO
and/or senior management. We do not become
overly involved in management issues.

0 0 100 94

5 We each receive orientation that helps us to
understand the organization and its issues, and
supports high-quality decisionmaking.

0 0 100 93
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

6 Disagreements are viewed as a search for solutions
rather than a “win/lose”.

0 0 100 95

7 Our meetings are held frequently enough to make
sure we are able to make timely decisions.

14 29 57 97

8 Individual members understand and carry out their
legal duties, roles and responsibilities, including
sub-committee work (as applicable).

0 0 100 97

9 Members come to meetings prepared to engage in
meaningful discussion and thoughtful
decision-making.

0 0 100 94

10 Our governance processes make sure that everyone
participates in decision-making.

0 0 100 95

11 Individual members are actively involved in
policy-making and strategic planning.

14 14 71 90

12 The composition of our governing body contributes
to high governance and leadership performance.

0 29 71 93

13 Our governing body’s dynamics enable group
dialogue and discussion. Individual members ask for
and listen to one another’s ideas and input.

0 0 100 96

14 Our ongoing education and professional development
is encouraged.

0 0 100 90

15 Working relationships among individual members and
committees are positive.

0 0 100 97

16 We have a process to set bylaws and corporate
policies.

0 0 100 96

17 Our bylaws and corporate policies cover
confidentiality and conflict of interest.

0 14 86 98

18 We formally evaluate our own performance on a
regular basis.

0 0 100 83

19 We benchmark our performance against other
similar organizations and/or national standards.

17 0 83 71

20 Contributions of individual members are reviewed
regularly.

17 50 33 66
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

21 As a team, we regularly review how we function
together and how our governance processes could be
improved.

29 14 57 79

22 There is a process for improving individual
effectiveness when non-performance is an issue.

17 50 33 62

23 We regularly identify areas for improvement and
engage in our own quality improvement activities.

14 29 57 79

24 As a governing body, we annually release a formal
statement of our achievements that is shared with
the organization’s staff as well as external partners
and the community.

0 29 71 81

25 As individual members, we receive adequate
feedback about our contribution to the governing
body.

17 50 33 69

26 Our chair has clear roles and responsibilities and
runs the governing body effectively.

0 0 100 96

27 We receive ongoing education on how to interpret
information on quality and patient safety
performance.

0 14 86 90

28 As a governing body, we oversee the development of
the organization's strategic plan.

0 29 71 96

29 As a governing body, we hear stories about clients
that experienced harm during care.

0 0 100 88

30 The performance measures we track as a governing
body give us a good understanding of organizational
performance.

0 14 86 95

31 We actively recruit, recommend and/or select new
members based on needs for particular skills,
background, and experience.

14 14 71 91

32 We have explicit criteria to recruit and select new
members.

17 33 50 87

33 Our renewal cycle is appropriately managed to
ensure continuity on the governing body.

0 14 86 94
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

34 The composition of our governing body allows us to
meet stakeholder and community needs.

14 0 86 93

35 Clear written policies define term lengths and limits
for individual members, as well as compensation.

14 0 86 95

36 We review our own structure, including size and
subcommittee structure.

14 14 71 91

37 We have a process to elect or appoint our chair. 0 14 86 93

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from January to June, 2015 and agreed with the instrument items.
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4.2 Canadian Patient Safety Culture Survey Tool: Community Based Version

Organizational culture is widely recognized as a significant driver in changing behavior and expectations in order
to increase safety within organizations. A key step in this process is the ability to measure the presence and
degree of safety culture. This is why Accreditation Canada provides organizations with the Patient Safety Culture
Tool, an evidence-informed questionnaire that provides insight into staff perceptions of patient safety. This tool
gives organizations an overall patient safety grade and measures a number of dimensions of patient safety
culture.

Results from the Patient Safety Culture Tool allow the organization to identify strengths and areas for
improvement in a number of areas related to patient safety and worklife.

Accreditation Canada provided the organization with detailed results from its Patient Safety Culture Tool prior to
the on-site survey through the client organization portal. The organization then had the opportunity to address
areas for improvement. During the on-site survey, surveyors reviewed progress made in those areas.

•  Data collection period: October 31, 2014 to January 15, 2015

•  Number of responses: 102

Sample size is smaller than expected. Therefore, as the results may not be representative, the following data are
presented for information only.

•  Minimum responses rate (based on the number of eligible employees): 103
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Dimension
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4.3 Worklife Pulse

Accreditation Canada helps organizations create high quality workplaces that support workforce wellbeing and
performance. This is why Accreditation Canada provides organizations with the Worklife Pulse Tool, an
evidence-informed questionnaire that takes a snapshot of the quality of worklife.

Organizations can use results from the Worklife Pulse Tool to identify strengths and gaps in the quality of
worklife, engage stakeholders in discussions of opportunities for improvement, plan interventions to improve the
quality of worklife and develop a clearer understanding of how quality of worklife influences the organization's
capacity to meet its strategic goals. By taking action to improve the determinants of worklife measured in the
Worklife Pulse tool, organizations can improve outcomes.

•  Data collection period: October 31, 2014 to January 16, 2015

•  Number of responses: 103

Sample size is smaller than expected. Therefore, as the results may not be representative, the following data are
presented for information only.

•  Minimum responses rate (based on the number of eligible employees): 109

Accreditation Canada provided the organization with detailed results from its Worklife Pulse Tool prior to the
on-site survey through the client organization portal. The organization then had the opportunity to address areas
for improvement. During the on-site survey, surveyors reviewed progress made in those areas.
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Measuring client experience in a consistent, formal way provides organizations with information they

can use to enhance client-centred services, increase client engagement, and inform quality

improvement initiatives.

 Prior to the on-site survey, the organization conducted a client experience survey that addressed the

following dimensions:

Respecting client values, expressed needs and preferences,including respecting client rights,

cultural values, and preferences; ensuring informed consent and shared decision-making; and

encouraging active participation in care planning and service delivery.

Sharing information, communication, and education,including providing the information that

people want, ensuring open and transparent communication, and educating clients and their

families about the health issues.

Coordinating and integrating services across boundaries,including accessing services,

providing continuous service across the continuum, and preparing clients for discharge or

transition.

Enhancing quality of life in the care environment and in activities of daily living,including

providing physical comfort, pain management, and emotional and spiritual support and

counselling.

 The organization then had the chance to address opportunities for improvement and discuss related

initiatives with surveyors during the on-site survey.

4.4 Client Experience Tool

Client Experience Program Requirement

Conducted a client experience survey using a survey tool and approach that
meets accreditation program requirements

Met

Provided a client experience survey report(s) to Accreditation Canada Unmet
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QmentumAppendix A

Health care accreditation contributes to quality improvement and patient safety by enabling a health
organization to regularly and consistently assess and improve its services. Accreditation Canada's Qmentum
accreditation program offers a customized process aligned with each client organization's needs and priorities.

As part of the Qmentum accreditation process, client organizations complete self-assessment questionnaires,
submit performance measure data, and undergo an on-site survey during which trained peer surveyors assess their
services against national standards. The surveyor team provides preliminary results to the organization at the end
of the on-site survey. Accreditation Canada reviews these results and issues the Accreditation Report within 10
business days.

An important adjunct to the Accreditation Report is the online Quality Performance Roadmap, available to client
organizations through their portal. The organization uses the information in the Roadmap in conjunction with the
Accreditation Report to ensure that it develops comprehensive action plans.

Throughout the four-year cycle, Accreditation Canada provides ongoing liaison and support to help the
organization address issues, develop action plans, and monitor progress.

Following the on-site survey, the organization uses the information in its Accreditation Report and Quality
Performance Roadmap to develop action plans to address areas identified as needing improvement. The
organization provides Accreditation Canada with evidence of the actions it has taken to address these required
follow ups.

Five months after the on-site survey, Accreditation Canada evaluates the evidence submitted by the organization.
If the evidence shows that a sufficient percentage of previously unmet criteria are now met, a new accreditation
decision that reflects the organization's progress may be issued.

Evidence Review and Ongoing Improvement

Action Planning
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Priority ProcessesAppendix B

Priority processes associated with system-wide standards

Priority Process Description

Communication Communicating effectively at all levels of the organization and with external
stakeholders

Emergency Preparedness Planning for and managing emergencies, disasters, or other aspects of public
safety

Governance Meeting the demands for excellence in governance practice.

Human Capital Developing the human resource capacity to deliver safe, high quality services

Integrated Quality
Management

Using a proactive, systematic, and ongoing process to manage and integrate
quality and achieve organizational goals and objectives

Medical Devices and
Equipment

Obtaining and maintaining machinery and technologies used to diagnose and
treat health problems

Patient Flow Assessing the smooth and timely movement of clients and families through
service settings

Physical Environment Providing appropriate and safe structures and facilities to achieve the
organization's mission, vision, and goals

Planning and Service Design Developing and implementing infrastructure, programs, and services to meet
the needs of the populations and communities served

Principle-based Care and
Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

Resource Management Monitoring, administration, and integration of activities involved with the
appropriate allocation and use of resources.

Priority processes associated with population-specific standards

Priority Process Description

Chronic Disease Management Integrating and coordinating services across the continuum of care for
populations with chronic conditions

Population Health and
Wellness

Promoting and protecting the health of the populations and communities
served, through leadership, partnership, innovation, and action.
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Priority processes associated with service excellence standards

Priority Process Description

Blood Services Handling blood and blood components safely, including donor selection, blood
collection, and transfusions

Clinical Leadership Providing leadership and overall goals and direction to the team of people
providing services.

Competency Developing a skilled, knowledgeable, interdisciplinary team that can manage
and deliver effective programs and services

Decision Support Using information, research, data, and technology to support management
and clinical decision making

Diagnostic Services: Imaging Ensuring the availability of diagnostic imaging services to assist medical
professionals in diagnosing and monitoring health conditions

Diagnostic Services:
Laboratory

Ensuring the availability of laboratory services to assist medical professionals
in diagnosing and monitoring health conditions

Episode of Care Providing clients with coordinated services from their first encounter with a
health care provider through their last contact related to their health issue

Impact on Outcomes Identifying and monitoring process and outcome measures to evaluate and
improve service quality and client outcomes

Infection Prevention and
Control

Implementing measures to prevent and reduce the acquisition and
transmission of infection among staff, service providers, clients, and families

Medication Management Using interdisciplinary teams to manage the provision of medication to clients

Organ and Tissue Donation Providing organ donation services for deceased donors and their families,
including identifying potential donors, approaching families, and recovering
organs

Organ and Tissue Transplant Providing organ transplant services, from initial assessment of transplant
candidates to providing follow-up care to recipients

Organ Donation (Living) Providing organ donation services for living donors, including supporting
potential donors to make informed decisions, conducting donor suitability
testing, and carrying out donation procedures

Point-of-care Testing
Services

Using non-laboratory tests delivered at the point of care to determine the
presence of health problems
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Priority Process Description

Primary Care Clinical
Encounter

Providing primary care in the clinical setting, including making primary care
services accessible, completing the encounter, and coordinating services

Public Health Maintaining and improving the health of the population by supporting and
implementing policies and practices to prevent disease, and assess, protect,
and promote health.

Surgical Procedures Delivering safe surgical care, including preoperative preparation, operating
room procedures, postoperative recovery, and discharge
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