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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

Bluewater Health (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 April 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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Bluewater Health (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

Bluewater Health's accreditation decision is:

Accredited with Exemplary Standing

The organization has attained the highest level of performance, achieving excellence in meeting the
requirements of the accreditation program.

QMENTUM PROGRAM
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1.2  About the On-site Survey

•  On-site survey dates: April 26, 2015 to May 1, 2015

•  Locations

The following locations were assessed during the on-site survey. All sites and services offered by the
organization are deemed accredited.

1 Bluewater Health

2 Bluewater Health - Assertive Community Treatment (ACT)

3 Bluewater Health - Forest X-Ray Clinic

4 Charlotte Eleanor Englehart Hospital (CEEH) of Bluewater Health

•  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

Critical Care6

Point-of-Care Testing7

Diagnostic Imaging Services8

Medicine Services9

Rehabilitation Services10

Ambulatory Systemic Cancer Therapy Services11

Obstetrics Services12

Mental Health Services13

Transfusion Services14

Biomedical Laboratory Services15

Perioperative Services and Invasive Procedures Standards16

Emergency Department17

Executive Summary 2Accreditation Report



QMENTUM PROGRAM

•  Instruments

The organization administered:

Governance Functioning Tool1

Canadian Patient Safety Culture Survey Tool2

Client Experience Tool3

Executive Summary 3Accreditation Report
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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) 63 1 0 64

Accessibility (Give me timely and equitable
services) 87 0 0 87

Safety (Keep me safe)
627 4 16 647

Worklife (Take care of those who take care of me)
141 1 1 143

Client-centred Services (Partner with me and my
family in our care) 187 1 2 190

Continuity of Services (Coordinate my care across
the continuum) 62 0 2 64

Appropriateness (Do the right thing to achieve the
best results) 938 8 11 957

Efficiency (Make the best use of resources)
66 0 0 66

Total 2171 15 32 2218
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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 42
(100.0%)

0
(0.0%)

0 32
(100.0%)

0
(0.0%)

0 74
(100.0%)

0
(0.0%)

0

Leadership 45
(97.8%)

1
(2.2%)

0 85
(100.0%)

0
(0.0%)

0 130
(99.2%)

1
(0.8%)

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

73
(98.6%)

1
(1.4%)

4 61
(100.0%)

0
(0.0%)

3 134
(99.3%)

1
(0.7%)

7

Ambulatory Systemic
Cancer Therapy
Services

49
(100.0%)

0
(0.0%)

1 97
(99.0%)

1
(1.0%)

1 146
(99.3%)

1
(0.7%)

2

Biomedical Laboratory
Services **

71
(100.0%)

0
(0.0%)

0 103
(100.0%)

0
(0.0%)

0 174
(100.0%)

0
(0.0%)

0

Critical Care 34
(100.0%)

0
(0.0%)

0 93
(100.0%)

0
(0.0%)

2 127
(100.0%)

0
(0.0%)

2

Diagnostic Imaging
Services

66
(98.5%)

1
(1.5%)

0 66
(98.5%)

1
(1.5%)

1 132
(98.5%)

2
(1.5%)

1

Emergency
Department

45
(95.7%)

2
(4.3%)

0 78
(97.5%)

2
(2.5%)

0 123
(96.9%)

4
(3.1%)

0
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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)

# (%) # (%) #

Medicine Services 30
(100.0%)

0
(0.0%)

1 69
(97.2%)

2
(2.8%)

0 99
(98.0%)

2
(2.0%)

1

Mental Health Services 35
(100.0%)

0
(0.0%)

1 87
(98.9%)

1
(1.1%)

0 122
(99.2%)

1
(0.8%)

1

Obstetrics Services 62
(100.0%)

0
(0.0%)

2 79
(100.0%)

0
(0.0%)

1 141
(100.0%)

0
(0.0%)

3

Perioperative Services
and Invasive
Procedures Standards

100
(100.0%)

0
(0.0%)

0 87
(98.9%)

1
(1.1%)

0 187
(99.5%)

1
(0.5%)

0

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

Rehabilitation Services 31
(100.0%)

0
(0.0%)

0 70
(100.0%)

0
(0.0%)

0 101
(100.0%)

0
(0.0%)

0

Reprocessing and
Sterilization of
Reusable Medical
Devices

50
(98.0%)

1
(2.0%)

2 60
(98.4%)

1
(1.6%)

2 110
(98.2%)

2
(1.8%)

4

Transfusion Services ** 70
(100.0%)

0
(0.0%)

5 66
(100.0%)

0
(0.0%)

1 136
(100.0%)

0
(0.0%)

6

880
(99.3%)

6
(0.7%)

18 1210
(99.3%)

9
(0.7%)

13 2090
(99.3%)

15
(0.7%)

31Total

* 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).

Executive Summary 6Accreditation Report



QMENTUM PROGRAM

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
(Ambulatory Systemic Cancer Therapy
Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Critical Care)

 Met 2 of 2 0 of 0

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
(Mental Health Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Obstetrics 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

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

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Rehabilitation Services)

 Met 2 of 2 0 of 0

Dangerous Abbreviations
(Medication Management Standards)

 Met 4 of 4 3 of 3

Information Transfer
(Ambulatory Systemic Cancer Therapy
Services)

 Met 2 of 2 0 of 0

Information Transfer
(Critical Care)

 Met 2 of 2 0 of 0

Information Transfer
(Emergency Department)

 Met 2 of 2 0 of 0

Information Transfer
(Medicine Services)

 Met 2 of 2 0 of 0

Information Transfer
(Mental Health Services)

 Met 2 of 2 0 of 0

Information Transfer
(Obstetrics Services)

 Met 2 of 2 0 of 0

Information Transfer
(Perioperative Services and Invasive
Procedures Standards)

 Met 2 of 2 0 of 0

Information Transfer
(Rehabilitation Services)

 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
(Ambulatory Systemic Cancer Therapy
Services)

 Met 7 of 7 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

Medication reconciliation at care
transitions
(Critical Care)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Emergency Department)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Medicine Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Mental Health Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Obstetrics 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

Medication reconciliation at care
transitions
(Rehabilitation Services)

 Met 5 of 5 0 of 0

Safe Surgery Checklist
(Obstetrics Services)

 Met 3 of 3 2 of 2

Safe Surgery Checklist
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Two Client Identifiers
(Ambulatory Systemic Cancer Therapy
Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Biomedical Laboratory Services)

 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
(Critical Care)

 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
(Mental Health Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Obstetrics 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

Two Client Identifiers
(Rehabilitation Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Transfusion Services)

 Met 1 of 1 0 of 0

Patient Safety Goal Area: Medication Use

Antimicrobial Stewardship
(Medication Management Standards)

 Met 4 of 4 1 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
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Medication Use

Infusion Pumps Training
(Ambulatory Systemic Cancer Therapy
Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Critical Care)

 Met 1 of 1 0 of 0

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
(Obstetrics Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Perioperative Services and Invasive
Procedures Standards)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Rehabilitation Services)

 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

Workplace Violence Prevention
(Leadership)

 Met 5 of 5 3 of 3
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

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: Falls Prevention

Falls Prevention Strategy
(Ambulatory Systemic Cancer Therapy
Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Diagnostic Imaging Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Emergency Department)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Medicine Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Mental Health Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Obstetrics Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Rehabilitation Services)

 Met 3 of 3 2 of 2

Patient Safety Goal Area: Risk Assessment

Pressure Ulcer Prevention
(Critical Care)

 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

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

Pressure Ulcer Prevention
(Rehabilitation Services)

 Met 3 of 3 2 of 2

Suicide Prevention
(Mental Health Services)

 Met 5 of 5 0 of 0

Venous Thromboembolism Prophylaxis
(Critical Care)

 Met 3 of 3 2 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

 Met 3 of 3 2 of 2

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, Bluewater Health, is commended on preparing for and participating in the Qmentum survey
program. The board of directors is commended for its focus, initiative and dedication to Bluewater Health.
There is a commitment to the community and ensuring that the organization’s programs and services meet the
needs of the population of the area. The mission, vision and values of the organization reflect this commitment.
Also noteworthy is the board members’ commitment to continuous quality improvement including patient safety
and risk management.

Organizational leaders and the board have placed much effort in ensuring the board is high functioning. The
board is using a modified Pointer-Orlikoff governance model to perform the governance role. Recruitment and
retention of competent executive staff and board members is an important issue for them and it is addressed
within their governance processes. The board receives considerable education on the tools and techniques to
perform their role effectively and efficiently. In addition, they receive education at the beginning of most board
meetings. They perform their fiduciary role with due diligence and there is an established process for financial
planning and the submission of annual budgets.

The relationship between the board and their two employees namely the chief executive officer (CEO) and the
chief of professional staff is positive and supportive. There are established bylaws and policies which govern
board functioning, committee structure, and recruitment. The board’s work is clearly outlined in an annual work
plan which divides the required tasks into the 10 board meetings per year. The plan is comprehensive and
monitored on a regular basis. The board has a major role in developing, approving and monitoring the strategic
plan. There is extensive consultation with stakeholders, including partners and patients in the development of
the plan. There is also environmental scanning. Information for board decision-making is thorough and provided
on a timely basis.

The ethics framework is adopted by the board and is used in making board decisions. The development and
oversight of the ethics process for the board and the organization as a whole is under the direction of the vice
president of medical affairs and chief quality/ patient safety/risk management. Quality Improvement, risk
management and patient safety receive significant focus by the board. There is regular reporting to the board on
these matters. This includes a review of the frequency and severity of adverse events.

The organization has placed considerable focus on building community partners and involving stakeholders in
various areas of its operations, and it has achieved significant success in these relationships. There is a strong
focus on patient engagement with the patient advocate that recruits the patient experience partners. A review
of community collaborative relationships is currently being conducted with a view to clarifying roles, formalizing
the process, and forging new relationships to address the organization’s desire to ensure transparency in the way
the business of health programs and services under their mandate are designed and delivered.

Community partners speak highly of their relationship with Bluewater Health. They are supportive of the
organization; the approach to patient engagement; the significant effort of the hospitals to ensure they are
delivering high quality care, and the good communication that exists. Community stakeholders speak of the
noticeable effort of the organization to ensure it is a collaborative partner for the betterment of the community
it serves.

Community representatives speak of the significant positive change in relationship between the organization and
the rural communities. They value this relationship and speak highly of the organization’s leaders including the
CEO. The CEO meets with the community to ensure that information is disseminated and to show there is a
respectful ear to community members regarding the needs of each of these areas. During the surveyor team
meeting one community member was able to state the history of the relationship between the organization and
the community. There has been significant improvement during the past five years and this is appreciated. This
improvement can also be attributed to the presence of a strong communication team with a board endorsed
communication plan.

Community partners also appreciate the significant achievement of the organization in its work on patient flow
and other quality initiatives. They are aware of the initiatives being researched and implemented to make
improvements in patient engagement which, they acknowledge, is already good.

Partners such as the Lambton College, Emergency Medical Services (EMS), Canadian Mental Health Association
(CMHA), Kidney Foundation, Cancer Care Ontario (CCO), London Health Sciences Centre and others speak
positively about their relationships with the organization and of the mutual dependencies and collaborative
relationships. These partners had several suggestions to share at the meeting. They believe communication back
to advisory councils on responses to issues raised could be improved. Patients being dropped off for dialysis
sometimes have difficulty getting from the main entrance to the dialysis unit and return. Improvements are
needed in the discharge process for mental health clients returning to the community from the emergency
department.

Improvements to Emergency Medical Services (EMS) offload times are required. The strong positive relationship
between the emergency planning of the city of Sarnia and the hospital is appreciated. There is confusion at
present as to who the Bluewater contact is. The scope of practice of paramedic education is beyond what they
are allowed to do in their practicum at the hospital.

There is need to maintain the relationship between the community and Bluewater Health, especially in the rural
areas. The relationship is greatly appreciated and efforts should continue to sustain it. Waiting times in
ambulatory care require review. The organization is encouraged to consider implementation of a common health
information system (HIS) between and among the 10 hospitals in this area of Ontario including London.
Bluewater Health is urged to address difficulties caused by the geographic boundaries within the Local Health
Integrated Network (LHIN) versus the boundaries served by the hospital.

The leadership of the organization is commended for the competency, knowledge, commitment, and focus on
delivering quality patient care. This is characteristic of many levels across the organization. There is a good
relationship between leaders and staff members in many of the areas observed during the survey. Many
interdisciplinary teams collaborating with one another were observed across the organization. Recent
organizational changes related to service planning are having an impact on the culture of the organization.

Integrated quality management has been strategically implemented across the organization and is demonstrating
early positive results. These positive elements include the focus on Lean initiatives, the integrated risk
management (IRM) initiative, and the use of indicators. The leadership is commended for investing significantly
in quality management. While the work in the area of quality improvement, risk management and patient safety
is comprehensive, there is a need to ensure that system-level process and outcome measures are prioritized to
evaluate the organization's performance at a strategic level. This will streamline the reporting process and
ensure that senior management and the board are focused at the strategic level.

The organization recently received an award from the Registered Nurses' Association of Ontario (RNAO). The
award is in recognition for the implementation of evidence-based practice (Best Practice Spotlight
Organization). Commendation is given for receiving this award.

Leaders have contributed significantly to the development of the mission, vision and values of the organization.
Strategic planning is well-established and its implementation is monitored using regular progress reports. There
is an organizational focus on staff and worklife at Bluewater Health. Initiatives are in place to demonstrate this
and include involvement of front-line staff in Lean initiatives and rewards for their contributions to the
organization.

An employee survey has been conducted and analyzed to understand the issues that affect staff and work-life
balance in the organization. A process has been developed and implemented that identifies main areas of focus,
with a plan put in place to address these. There is also emphasis on creating a healthy workplace, beginning
with the formation of a team to oversee this initiative. There is also an emphasis on wellness, rewards and
recognition, staff safety and education. A new performance appraisal system has been developed and will be
rolled out soon. The new system is more comprehensive than previous methods and is aimed at growth and
development of employees.

As already noted, there is a focus on continuous quality improvement in this organization. Some of the methods
used to make this operational are evidence-based practices, clinical care pathways and Lean methodology. The
practice of surgical nurses calling patients at home following discharge is an example of this patient focused
approach.

Patients speak highly of the staff of the organization. When patients and families were interviewed, words like
"kind, polite, attentive, caring" were frequently heard. While most patients spoke positively about their
experience, there were opportunities for improvement identified such as: opening visiting hours in the intensive
care unit (ICU); transitions to community; speaking directly to patients rather than their relatives, and for
in-patients to have easy access to their own records.

Staff members demonstrate an enthusiasm for their work with patients. This enthusiasm exhibits in the form of
positive relationships between staff and patients and contributes to the provision of quality care. Patient
engagement contributes positively to patient satisfaction. The Learning Management System (LMS) system is
used effectively to track all staff education. The organization provides numerous e-learning, webinars and
in-service opportunities for staff.

Bluewater Health needs to continue to focus on alternate level of care (ALC) patients in the organization as this
is negatively affecting flow. Working with partners including the LHIN is recommended.

The implementation of medication reconciliation on admission, transfer and discharge in all programs of
Bluewater Health is commendable. The collaboration among physicians, nursing, and pharmacy is foundational
to the success of this program. The software utilized is seamless and facilitates the process.

The model of physician practice where family physicians follow their patients into the hospital is a noted
strength of the organization. The integration of the palliative care physician with the oncologist to support the
holistic approach to care is exemplary.

The continued designation of Charlotte Eleanor Englehart Hospital (CEEH) Petrolia site emergency room needs
review from a patient safety and risk perspective. For instance, there are a number evenings and nights each
month when the physician is not physically present in the hospital. In addition, laboratory services during the
same time are on an on-call basis only. This can pose significant variance in access and care during these hours.
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CEO. The CEO meets with the community to ensure that information is disseminated and to show there is a
respectful ear to community members regarding the needs of each of these areas. During the surveyor team
meeting one community member was able to state the history of the relationship between the organization and
the community. There has been significant improvement during the past five years and this is appreciated. This
improvement can also be attributed to the presence of a strong communication team with a board endorsed
communication plan.

Community partners also appreciate the significant achievement of the organization in its work on patient flow
and other quality initiatives. They are aware of the initiatives being researched and implemented to make
improvements in patient engagement which, they acknowledge, is already good.

Partners such as the Lambton College, Emergency Medical Services (EMS), Canadian Mental Health Association
(CMHA), Kidney Foundation, Cancer Care Ontario (CCO), London Health Sciences Centre and others speak
positively about their relationships with the organization and of the mutual dependencies and collaborative
relationships. These partners had several suggestions to share at the meeting. They believe communication back
to advisory councils on responses to issues raised could be improved. Patients being dropped off for dialysis
sometimes have difficulty getting from the main entrance to the dialysis unit and return. Improvements are
needed in the discharge process for mental health clients returning to the community from the emergency
department.

Improvements to Emergency Medical Services (EMS) offload times are required. The strong positive relationship
between the emergency planning of the city of Sarnia and the hospital is appreciated. There is confusion at
present as to who the Bluewater contact is. The scope of practice of paramedic education is beyond what they
are allowed to do in their practicum at the hospital.

There is need to maintain the relationship between the community and Bluewater Health, especially in the rural
areas. The relationship is greatly appreciated and efforts should continue to sustain it. Waiting times in
ambulatory care require review. The organization is encouraged to consider implementation of a common health
information system (HIS) between and among the 10 hospitals in this area of Ontario including London.
Bluewater Health is urged to address difficulties caused by the geographic boundaries within the Local Health
Integrated Network (LHIN) versus the boundaries served by the hospital.

The leadership of the organization is commended for the competency, knowledge, commitment, and focus on
delivering quality patient care. This is characteristic of many levels across the organization. There is a good
relationship between leaders and staff members in many of the areas observed during the survey. Many
interdisciplinary teams collaborating with one another were observed across the organization. Recent
organizational changes related to service planning are having an impact on the culture of the organization.

Integrated quality management has been strategically implemented across the organization and is demonstrating
early positive results. These positive elements include the focus on Lean initiatives, the integrated risk
management (IRM) initiative, and the use of indicators. The leadership is commended for investing significantly
in quality management. While the work in the area of quality improvement, risk management and patient safety
is comprehensive, there is a need to ensure that system-level process and outcome measures are prioritized to
evaluate the organization's performance at a strategic level. This will streamline the reporting process and
ensure that senior management and the board are focused at the strategic level.

The organization recently received an award from the Registered Nurses' Association of Ontario (RNAO). The
award is in recognition for the implementation of evidence-based practice (Best Practice Spotlight
Organization). Commendation is given for receiving this award.

Leaders have contributed significantly to the development of the mission, vision and values of the organization.
Strategic planning is well-established and its implementation is monitored using regular progress reports. There
is an organizational focus on staff and worklife at Bluewater Health. Initiatives are in place to demonstrate this
and include involvement of front-line staff in Lean initiatives and rewards for their contributions to the
organization.

An employee survey has been conducted and analyzed to understand the issues that affect staff and work-life
balance in the organization. A process has been developed and implemented that identifies main areas of focus,
with a plan put in place to address these. There is also emphasis on creating a healthy workplace, beginning
with the formation of a team to oversee this initiative. There is also an emphasis on wellness, rewards and
recognition, staff safety and education. A new performance appraisal system has been developed and will be
rolled out soon. The new system is more comprehensive than previous methods and is aimed at growth and
development of employees.

As already noted, there is a focus on continuous quality improvement in this organization. Some of the methods
used to make this operational are evidence-based practices, clinical care pathways and Lean methodology. The
practice of surgical nurses calling patients at home following discharge is an example of this patient focused
approach.

Patients speak highly of the staff of the organization. When patients and families were interviewed, words like
"kind, polite, attentive, caring" were frequently heard. While most patients spoke positively about their
experience, there were opportunities for improvement identified such as: opening visiting hours in the intensive
care unit (ICU); transitions to community; speaking directly to patients rather than their relatives, and for
in-patients to have easy access to their own records.

Staff members demonstrate an enthusiasm for their work with patients. This enthusiasm exhibits in the form of
positive relationships between staff and patients and contributes to the provision of quality care. Patient
engagement contributes positively to patient satisfaction. The Learning Management System (LMS) system is
used effectively to track all staff education. The organization provides numerous e-learning, webinars and
in-service opportunities for staff.

Bluewater Health needs to continue to focus on alternate level of care (ALC) patients in the organization as this
is negatively affecting flow. Working with partners including the LHIN is recommended.

The implementation of medication reconciliation on admission, transfer and discharge in all programs of
Bluewater Health is commendable. The collaboration among physicians, nursing, and pharmacy is foundational
to the success of this program. The software utilized is seamless and facilitates the process.

The model of physician practice where family physicians follow their patients into the hospital is a noted
strength of the organization. The integration of the palliative care physician with the oncologist to support the
holistic approach to care is exemplary.

The continued designation of Charlotte Eleanor Englehart Hospital (CEEH) Petrolia site emergency room needs
review from a patient safety and risk perspective. For instance, there are a number evenings and nights each
month when the physician is not physically present in the hospital. In addition, laboratory services during the
same time are on an on-call basis only. This can pose significant variance in access and care during these hours.

Executive Summary 15Accreditation Report



QMENTUM PROGRAM

Strategic planning is well-established and its implementation is monitored using regular progress reports. There
is an organizational focus on staff and worklife at Bluewater Health. Initiatives are in place to demonstrate this
and include involvement of front-line staff in Lean initiatives and rewards for their contributions to the
organization.

An employee survey has been conducted and analyzed to understand the issues that affect staff and work-life
balance in the organization. A process has been developed and implemented that identifies main areas of focus,
with a plan put in place to address these. There is also emphasis on creating a healthy workplace, beginning
with the formation of a team to oversee this initiative. There is also an emphasis on wellness, rewards and
recognition, staff safety and education. A new performance appraisal system has been developed and will be
rolled out soon. The new system is more comprehensive than previous methods and is aimed at growth and
development of employees.

As already noted, there is a focus on continuous quality improvement in this organization. Some of the methods
used to make this operational are evidence-based practices, clinical care pathways and Lean methodology. The
practice of surgical nurses calling patients at home following discharge is an example of this patient focused
approach.

Patients speak highly of the staff of the organization. When patients and families were interviewed, words like
"kind, polite, attentive, caring" were frequently heard. While most patients spoke positively about their
experience, there were opportunities for improvement identified such as: opening visiting hours in the intensive
care unit (ICU); transitions to community; speaking directly to patients rather than their relatives, and for
in-patients to have easy access to their own records.

Staff members demonstrate an enthusiasm for their work with patients. This enthusiasm exhibits in the form of
positive relationships between staff and patients and contributes to the provision of quality care. Patient
engagement contributes positively to patient satisfaction. The Learning Management System (LMS) system is
used effectively to track all staff education. The organization provides numerous e-learning, webinars and
in-service opportunities for staff.

Bluewater Health needs to continue to focus on alternate level of care (ALC) patients in the organization as this
is negatively affecting flow. Working with partners including the LHIN is recommended.

The implementation of medication reconciliation on admission, transfer and discharge in all programs of
Bluewater Health is commendable. The collaboration among physicians, nursing, and pharmacy is foundational
to the success of this program. The software utilized is seamless and facilitates the process.

The model of physician practice where family physicians follow their patients into the hospital is a noted
strength of the organization. The integration of the palliative care physician with the oncologist to support the
holistic approach to care is exemplary.

The continued designation of Charlotte Eleanor Englehart Hospital (CEEH) Petrolia site emergency room needs
review from a patient safety and risk perspective. For instance, there are a number evenings and nights each
month when the physician is not physically present in the hospital. In addition, laboratory services during the
same time are on an on-call basis only. This can pose significant variance in access and care during these hours.
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Detailed On-site Survey ResultsSection 2

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
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2.1 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.

2.1.1 Priority Process: Governance

Meeting the demands for excellence in governance practice.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The board of directors of Bluewater Health is high-functioning, with members performing their governance
functions in a thorough manner. They are clearly focused on achieving the vision, mission mandate. Board
members reflect on the significant growth in positive relations with the community which has occurred during
the past seven years.

Organizational leaders and the board have placed much effort on ensuring the board is high functioning, with
the overall aim to ensure that the organization is responsive to the community it serves. From the governance
perspective, they took several strategic steps to ensure this outcome. This included the adoption and
implementation of the modified Pointer-Orlikoff governance model, the implementation of board processes
to ensure that each of the board’s major functions were handled in a structured way and the recruitment and
retention of competent executive staff and board members.

The relationship between the board and its two employees, the chief executive officer (CEO) and the chief of
professional staff is positive and supportive. There is also a conscious effort to make sure there is clear
delineation of responsibility between the board and these two senior leaders. Job descriptions are approved
for each of these two positions and there is regular evaluation.

There are established bylaws and policies which govern board functioning, committee structure, and
recruitment. The board’s work is clearly outlined in an annual work plan which divides the required tasks into
the 10 board meetings per year. The plan is comprehensive and monitored on a regular basis.

The board is involved in the process for developing, reviewing and revising the mission, vision and values of
the organization. The board has a major role in developing, approval and monitoring of the strategic plan.
There is extensive consultation with stakeholders, including partners and clients in development of the plan.
There is also environmental scanning. A monitoring tool is used to record progress and report on the
implementation of actions required to achieve the strategic directions. The board are kept up-to-date on
human capital issues that the organization faces and ensures that a plan is developed to address future
needs.

The board is commended for the commitment to the community and the health services for which it is
accountable. Board members spend a significant amount of time focusing on board functioning including,
continuing education, committee work, representing the organization at community functions and preparing
for, and attending, board meetings.

The ethics framework is adopted by the board and is used in making board decisions. The development and
oversight of the ethics process for the board and the organization as a whole is under the direction of the
vice president of medical affairs and chief quality/ patient safety/risk management.

Information for board decision-making is thorough and provided on a timely basis. Quality improvement, risk
management and patient safety receive significant focus by the board, and there is regular reporting to the
board on these matters. This includes a review of the frequency and severity of adverse events.
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The ethics framework is adopted by the board and is used in making board decisions. The development and
oversight of the ethics process for the board and the organization as a whole is under the direction of the
vice president of medical affairs and chief quality/ patient safety/risk management.

Information for board decision-making is thorough and provided on a timely basis. Quality improvement, risk
management and patient safety receive significant focus by the board, and there is regular reporting to the
board on these matters. This includes a review of the frequency and severity of adverse events.
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2.1.2 Priority Process: Planning and Service Design

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

There is strong leadership across the organization. Senior leaders are skilled and intentional in their approach
to leadership within their portfolios and in the organization. Managers and senior leaders are committed to
communicating and modelling the values and have demonstrated how they do so across the organization.
There is excellent communication throughout and collaborative relationships are evident across the
organization.

There has been significant involvement of staff members, managers and external stakeholders in the
development, revision and updating of the mission, vision and values of the organization.

The strategic plan is carefully crafted and has clear goals and objectives that have measurable outcomes.
There is an action plan that describes the measurable indicators for each of the strategic directions, the
anticipated time for implementation, who is responsible and status. The strategic plan is made operational at
the department level and used to guide the department in establishing priorities.

The organization is active in strengthening its relationships with the community whether it is for planning
purposes, collaboration in service delivery and other relationships. There is already very strong community
collaboration between many agencies and groups in the community, at least nineteen, and various
departments and services across the organization.

As of January 14 2015 a "Community Collaboration Policy" has been in place. The organization is currently
conducting a review of collaborative relationships. This review will analyze the type of relationships that
exist, will look at the 'value add' and the potential risks. This review will also consider potential new
relationships as the organization takes a proactive step towards further extensive relationships with its
stakeholders and partners. This is a positive initiative. The organization is encouraged to continue this for
many reasons including the assurance that the organization not only understands and is reflective of the
needs of the broader community but also that it assists the organization in fulfilling its mandate to the
community. In addition, it will clarify the rights and responsibilities of the stakeholder group and the
organization. The end result will be formalized processes which clarify the understanding between each of
the collaborative partners and the organization.
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2.1.3 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)

There is a regular budget planning cycle including the development of planning principles, input from the
front-line managers and working through the steps to approval by the board. Resource allocation is based on
several factors including benchmarking with peer hospitals and an analysis of internal factors that are
highlighted in the budget planning process. Financial planning and budget allocation sometimes becomes a
challenge if the funding from government is late.

There is an education program that is integrated in the overall education program for managers, on how to
manage and monitor their budgets. The education program, aimed at teaching new and existing managers the
elements of financial management, is creative, innovative and is considered interesting and innovative by
many that take the course. The program has been developed by the finance department in co-operation with
organizational development.

A lot of information is gathered from internal and external sources when making allocation resource
decisions. External resources include neighbouring health services such as Chatham-Kent Health Alliance,
Canadian Mental Health Association, Community Care Access Centres and others.

There is set criteria for making financial allocation decisions in operational budgets and capital equipment.
There is a process for moving resources to where they are most needed within and across operational and
service or program areas.

There is significant effort to ensure that the organization meets its financial obligations. There is a lot of
creative planning by the organization to ensure that it fulfils the responsibilities for fiscal management. This
planning is comprehensive and aims to ensure that quality care is maintained while, at the same time,
different ways to deliver that care are explored and implemented.

There is regular monitoring and reporting on financial performance across the organization and by the board.
An annual audit is conducted by an external auditor.
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2.1.4 Priority Process: Human Capital

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has a robust human resources (HR) department. In 2013 an employee satisfaction survey was
conducted. It yielded a 67% response rate and employees indicated three areas of focus: quality of care
should be the goal; staff members wanted more involvement in decision making, and there needed to be a
focus on a positive work environment. In response, many initiatives were started or continued as a result of
the learning from this survey. Employee engagement ambassadors were tasked to go back to their units and
develop unit-specific initiatives to address these concerns. Some of these initiatives included team building
exercises and Lean huddle boards. Other tools such as the decision-making continuum (RACED) have been
developed to assist managers in helping staff members understand the decision-making process in the
organization.

A healthy workplace team comprised of four sub-committees is in place. The four sub-committees are
employee engagement, reward and recognition, wellness and the quality workplace award. There are
numerous development offerings for both staff members and management. These include the innovative
management program (core and advanced), webinars and e-learning. Physician leadership education is also
provided as are other offerings for physicians as determined by physicians themselves.

Safety is a focus of orientation. Managers receive specific training on how to focus on safety with their staff.
Occupational health and safety committees are in place at the sites. Regular inspections are carried out.

There are numerous policies focused on the prevention of workplace violence. Staff members wear a badge
behind their identity badges which identifies the code of conduct and strategies for handling behavioural
concerns. Safety plans have been developed for staff members that fear for their safety. Safe rooms are
available across the organization. Personal alarms are used by staff members that consider themselves at
risk.

Schedulers monitor fatigue and stress of unionized staff. Recently, there has been a focus on the stress
created by change and mechanisms have been developed to educate managers on how to support staff
members throughout the change process.

Significant work has occurred since the previous survey regarding the performance management system. Two
tools; one for managers and one for staff members have been developed and piloted and are in the process of
being rolled out. The focus of these new tools is on the development of the employee. The continuation of
this work is encouraged.

A number of staff, volunteer and physician human resource records were reviewed during the on-site survey.
All the information was contained in these files however, it is recommended that it be organized by use of
cover sheets and an identification of the order of all documents contained within the file.

Last year, approximately 250 to 300 volunteers are onsite monthly and a total of  45,600 hours were
completed at Bluewater Health.
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2.1.5 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 follow a defined process to select and monitor
system-level process and outcome measures to evaluate the organization's
performance at a strategic level.

16.2

Surveyor comments on the priority process(es)

The organization has invested significantly in quality improvement. This includes commitment, support and
involvement of the board, leadership, physicians and staff members across the organization. Quality
Improvement knowledge, activities and ongoing improvement initiatives are clearly evident in every area of
the organization and all initiatives seem to be supported by a backdrop of enthusiasm at all levels.

Health and safety is threaded throughout all aspects of the organization and there is commitment and
support provided by senior leaders and the board in this regard. There have been several resources
committed to improving quality. Examples within the past four years are a manager of best practice, two
specialists for performance and transformation, a project manager, patient advocate and quality manager in
diagnostic imaging. There has also been a significant investment in education at all levels of the organization.
Front-line staff members are engaged in quality improvement initiatives in many departments and services.

There are multiple examples of learning that has occurred from quality improvement results where decisions
and changes have been informed by research and evidence. One example is the implementation of
medication reconciliation, as led by the pharmacy department. The medication reconciliation process was
implemented and targets were set. The targets were not being met. Thus, corrective action was taken and
now the targets are being met. The team is now considering raising the targets. This is only one of multiple
examples where this kind of improvement has resulted from the utilization of quality improvement methods.

There is significant use of the Lean methodology across the organization. There are at least fifty seven (57)
Lean initiatives currently in place in addition to multiple other initiatives. These include increased training in
Lean and multiple applications of value stream mapping.

The organization has adopted the Integrated Risk Management (IRM) Initiative to ensure a comprehensive
approach to risk management across the organization. When risks are identified, contingency plans are
developed for example, there is a plan in the event of loss of water and electricity, and there are some
contingency funds held back for emergency equipment, and there is a pandemic plan, just to name a few.

There is a deliberate effort to ensure that risk management, quality improvement and patient safety are
integrated. This starts with the organizational chart where these three areas fall under the responsibility of
the vice president of medical affairs and chief quality/ patient safety/risk management. The implementation
of the IRM is relatively new so there has been no opportunity to evaluate the effectiveness of the program.
The organization is encouraged to ensure that this evaluation does occur over time to determine that the
program is achieving the intended results.

While the work in the area of quality improvement, risk management and patient safety is quite outstanding,
there is a need to ensure that system-level process and outcome measures are selected and monitored to
evaluate the organization's performance at a strategic level. Doing so will streamline the reporting process
and ensure that senior management and the board are focused at the strategic level.

The organization has documented support to demonstrate application of the reporting policy regarding
adverse events, sentinel events and near misses. The organization also demonstrates a process for making
improvements following investigation and follow up. These areas are supported by systems such as the: "Risk
Monitor PRO".

The organization works hard to ensure a no-blame culture is in place in the organization. This parallels with
an accountability culture which is also in place. A prospective analysis was implemented using the failure
modes effects analysis (FMEA) approach. The project was entitled: “MHAS CDMR MHIP Medication Delivery
Project Plan (Post ISMP)”. It focused on providing safe and efficient medication administration. The stated
objective/milestone was that: “all inpatient mental health nursing were to have the knowledge and skills
necessary to provide primary medication delivery to their patients. Processes and procedures are managed in
a manner that reduces risk and promotes safe practice.  The project was conducted in 2013 and 2014.

The organization recently received an award from the Registered Nurses' Association of Ontario (RNAO) as a
Best Practice Spotlight organization for its work in the area of patient focus. The work was focused on six
areas namely: client-centred care; establishing therapeutic relationships; strengthening and supporting
families through expected and unexpected life events; prevention of falls and fall injuries in the older adult;
assessment and management of pain and integrating smoking cessation into daily nursing practice.  The
organization is commended for not only placing this significant focus on these important patient outcomes
but also for nursing practice with established best practice.

There are several examples of how staff members and volunteers are recognized for their work in quality
improvement. These include: “Mission Moments” where peers nominate staff members; “Bright ideas” where
staff members are recognized for ideas that are focused on safety; “bridging excellence awards” which are
awarded yearly to acknowledge outstanding contribution that matches the mission, vision and values, and the
annual physician recognition event. In addition, there are events for all staff members such as the summer
barbecue, thanksgiving breakfast and a Christmas tea.
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While the work in the area of quality improvement, risk management and patient safety is quite outstanding,
there is a need to ensure that system-level process and outcome measures are selected and monitored to
evaluate the organization's performance at a strategic level. Doing so will streamline the reporting process
and ensure that senior management and the board are focused at the strategic level.

The organization has documented support to demonstrate application of the reporting policy regarding
adverse events, sentinel events and near misses. The organization also demonstrates a process for making
improvements following investigation and follow up. These areas are supported by systems such as the: "Risk
Monitor PRO".

The organization works hard to ensure a no-blame culture is in place in the organization. This parallels with
an accountability culture which is also in place. A prospective analysis was implemented using the failure
modes effects analysis (FMEA) approach. The project was entitled: “MHAS CDMR MHIP Medication Delivery
Project Plan (Post ISMP)”. It focused on providing safe and efficient medication administration. The stated
objective/milestone was that: “all inpatient mental health nursing were to have the knowledge and skills
necessary to provide primary medication delivery to their patients. Processes and procedures are managed in
a manner that reduces risk and promotes safe practice.  The project was conducted in 2013 and 2014.

The organization recently received an award from the Registered Nurses' Association of Ontario (RNAO) as a
Best Practice Spotlight organization for its work in the area of patient focus. The work was focused on six
areas namely: client-centred care; establishing therapeutic relationships; strengthening and supporting
families through expected and unexpected life events; prevention of falls and fall injuries in the older adult;
assessment and management of pain and integrating smoking cessation into daily nursing practice.  The
organization is commended for not only placing this significant focus on these important patient outcomes
but also for nursing practice with established best practice.

There are several examples of how staff members and volunteers are recognized for their work in quality
improvement. These include: “Mission Moments” where peers nominate staff members; “Bright ideas” where
staff members are recognized for ideas that are focused on safety; “bridging excellence awards” which are
awarded yearly to acknowledge outstanding contribution that matches the mission, vision and values, and the
annual physician recognition event. In addition, there are events for all staff members such as the summer
barbecue, thanksgiving breakfast and a Christmas tea.
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2.1.6 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)

The organization has an established multidisciplinary ethics committee, with members from a broad spectrum
of hospital services. The committee holds regular meetings and has recently developed: "Ethics Snappers" as a
method to educate and increase staff awareness about ethics-related issues in the organization. The ethics
committee includes a patient advocate and patient experience partner to ensure there is perspective from
the patient point of view.
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2.1.7 Priority Process: Communication

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The communications team is guided by a document entitled: "Global Communication and Community
Engagement Plan (2013-15)."  This team has been recognized with seven awards in the recent six years. The
team is supported with sound policies and procedures which guide communications strategies for print, social
media, video and media relations. The team members monitor their engagement in the form of Facebook hits
(2500 in past week), intranet sessions (29,000 page views in one month) and website use (69,000 views in one
month). The team value of transparency has created a trusting relationship in the organization and the
community. The sign-in page of the intranet reminds staff members of their accountability in maintaining
privacy for patients.
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2.1.8 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 hospital site in Sarnia is a composite of three structures. There is the Norman building, the London
building and the Russell building. The Norman facility is a three hundred and fifty thousand square foot new
build completed in 2010. At around the same time the London building received a facelift and the Russell
building was renovated.

In recent years the hospital site in Petrolia has also undergone and extensive renovation. The organization
has spent significant dollars in recent years to upgrade their plants. New air handling units have been
installed and one boiler has been replaced. Currently the organization is developing a plan to address
redundancy issues.

Facilities are maintained by qualified tradespersons and also by building operators. Security is staffed by
individuals that have a duel security/porter role.

Preventive maintenance is done daily. Lists are generated by a system called Vision FM and are assigned to
the appropriate personnel by the clerk in the maintenance department. External contractors carry out
inspections on some larger systems or pieces of equipment yearly.

Any staff member can place a work order electronically. These are prioritized by the maintenance
department, and STAT orders are responded to within 24 hours.

Infection prevention and control (IPAC) is involved with the housekeeping department regarding the purchase
of cleaning chemicals to reduce the spread of infections and diseases. The IPAC is also involved in all capital
construction projects and renovations.

The organization has been involved in a number of green initiatives including the replacement of three
heating ventilation and air conditioning (HVAC) units. They are currently looking at the feasibility of building
a co-generation plant. These initiatives and others are designed to more efficiently use resources and to
reduce operating costs. Next steps in green initiatives are to look at ways to recycle operating room (OR)
wraps and to reduce food waste.
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2.1.9 Priority Process: Emergency Preparedness

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization uses code orange as its external disaster plan. The plan has recently been revised and is
before senior leadership for approval.

For significant internal disasters the organization would use the Sarnia site's disaster plan. The Sarnia disaster
plan is tested annually.
In the immediate past the organization has had two internal floods. Codes were called in both cases. Learning
from the first flood code was incorporated into the response to the second code.

Code orange uses the incident management system to direct and co-ordinate the code. The incident
management system also has a robust communications plan embedded in it.

The organization has a robust pandemic plan which has been revised a number of times after drills have been
carried out. Fire drills are carried out regularly at both sites.

The organization has not had an outbreak in a number of years. The involvement of infection prevention and
control (IPAC) in working with other departments such as housekeeping is a key indicator in prevention.
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2.1.10 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)

There is a well-coordinated multidisciplinary team involved in patient flow across the organization. In
January 2015, Lean improvement events were introduced to improve patient flow in the organization, and
this program will run until 2017 when evaluation an will be conducted.

A significant issue that is common to this organization, and others in the country, is the number of alternate
level of care (ALC) patients in beds on the clinical floors. At time of survey there were 67 out of 320 waiting
for placement in chronic care beds in the community, this constitutes an issue for patient flow in the
organization. There is a well-coordinated effort and co-operation in the organization and with community
partners to handle surges and disasters.
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2.1.11 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: Diagnostic Imaging Services

All diagnostic imaging reprocessing areas are equipped with separate clean
and decontamination work areas as well as separate clean storage,
dedicated plumbing and drains, and proper air ventilation and humidity
levels.

8.7

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices

The designated person reports directly to the organization's senior
management or the executive office.

1.5

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

Surveyor comments on the priority process(es)

Medical devices and equipment (MDR) at the Sarnia site is a centralized service that incorporates all
reprocessing and sterilization needs of the site. The site has recently acquired the equipment to support
diagnostic imaging and other probes. Endoscopy has been centralized to the Sarnia site and all colonoscopes
are sent to the MDR for reprocessing.

At the Charlotte Eleanor Englehart Hospital (CEEH) site, there are three areas where reprocessing and/or
sterilization are performed.  On the day of the survey, a decision was made to decommission one of the areas
where MDR took place and to align reporting to the same manager for all MDR at Bluewater Health. The
organization is congratulated for making this change as it aligns with Accreditation Canada standards.
Encouragement is offered the organization to maintain this reporting structure and to ensure all MDR staff
members have the same manager.

The organization is encouraged to review the environment and the processes in diagnostic imaging at the
CEEH site. The MDR in the Cataract Centre at CEEH site is staffed with an individual that is part of the main
Sarnia MDR team. There is a rotation of staff members that provide MDR services at this site, which operates
two days per week. This is a good model to ensure standardization and quality of care.

There is an excellent process for supporting staff engagement with documentation of their ideas on the
huddle board. Safety crosses enable the team to have a documented process for improving key processes that
require attention. The staff members are proud of their contributions to the organization and there is good
retention of staff.

prevention and control (IPAC).
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Scheduling is on a rotational basis throughout the MDR which helps build teamwork. The manager is
knowledgeable and is attentive to ensuring adherence to standards. There is a culture of continuous quality
improvement. There is a collaborative working relationship with surgery, occupational health and infection
prevention and control (IPAC).
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2.2 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:

Episode of Care - Ambulatory Systemic Cancer Therapy

Healthcare services provided for a health problem from the first encounter with a health care provider
through the completion of the last encounter related to that problem.

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
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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

Transfusion Services

Transfusion Services

2.2.1 Standards Set: Ambulatory Systemic Cancer Therapy Services

Unmet Criteria High Priority
Criteria

Priority Process: Episode of Care - Ambulatory Systemic Cancer Therapy

The organization has met all criteria for this priority process.

Priority Process: Clinical Leadership

The team has sufficient space to accommodate its clients and to provide
safe and effective services.

2.5

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: Medication Management

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Episode of Care - Ambulatory Systemic Cancer Therapy

Patients are positive about their experience. They are knowledgeable about the signs and symptoms and their
chemotherapy, and know who to call and what to look for after leaving the clinic.

Physician order entry is done using the Oncology Patient Information System (OPIS). The drug access
facilitators meet with every patient to complete medication reconciliation on admission. Tumour boards are
done with London Health Sciences and the interdisciplinary team regularly has opportunities to meet with
other organizations to learn. In isolated occasions, patients may be referred to Windsor for central line
access. Patients receive radiation in London.

There is positive teamwork among the interdisciplinary team. There have been new roles added to the team.

After learning that psycho-social support for sexual health was a gap in patient satisfaction, the team of
about 40 professionals attended an in-service by the Lambton Public Health team on sexual health. This
enabled the team to provide their patients with appropriate support for sexual health.
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Physician order entry is done using the Oncology Patient Information System (OPIS). The drug access
facilitators meet with every patient to complete medication reconciliation on admission. Tumour boards are
done with London Health Sciences and the interdisciplinary team regularly has opportunities to meet with
other organizations to learn. In isolated occasions, patients may be referred to Windsor for central line
access. Patients receive radiation in London.

There is positive teamwork among the interdisciplinary team. There have been new roles added to the team.

After learning that psycho-social support for sexual health was a gap in patient satisfaction, the team of
about 40 professionals attended an in-service by the Lambton Public Health team on sexual health. This
enabled the team to provide their patients with appropriate support for sexual health.

Priority Process: Clinical Leadership

The ambulatory cancer therapy program at the Sarnia site has experienced 5% growth year-over-year for the
past five years. The team has been able to add additional resources to improve the patient experience and to
keep up with volumes. Their space however, is limited and will require further evaluation to maintain patient
privacy and appropriate clinical assessment space. The additions of the navigator role as well as the drug
access facilitator role have proven welcome additions to the comprehensive team. The integration of
palliative care with acute treatment is an excellent model. There is strong clinical leadership in this program.

Priority Process: Competency

The orientation process is comprehensive. The new-grad initiative training includes orientation at the
regional centre in London as well as local training. Staff members are knowledgeable and competent. The
goal is to have all staff certified by 2017. There is a recruitment strategy in place. There are many
opportunities for staff members to receive in-services and education, in Canada and the United States.

Priority Process: Decision Support

After receiving patient feedback on the frustrations with the gaps in care between surgery and acute
oncology, the organization supported the introduction of a navigator role. The role has proven instrumental in
helping patients transition from one location of care to another. The organization now has a smooth
continuum of care from surgery to acute oncology to palliation via this role. Patients are better prepared for
their transitions.

The team is integrated with the regional centre in Windsor as well as London. Evidence-based practices are
discussed and implemented via network meetings.

Priority Process: Impact on Outcomes

The team monitors information on patient satisfaction, wait times, infection rates, and reaction to
medications. There have been focused attention to the quality-based procedure (QBP) for systemic therapy.
The team has improved their processes for patients in response to patient satisfaction results. There is
regular presentation at tumour boards in London. There has been significant improvements in the clinic with
the regular attendance of a palliative care physician. This ensures there is an integration of palliation and
acute oncology for appropriate patients.

This team forms partnerships with external networks on cancer care to ensure evidence-based practice is
consistently applied.
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Priority Process: Medication Management

Pharmacy is a core member of the oncology team. Chemotherapy is prepared by two pharmacy technicians
with oversight from a dedicated pharmacist. This is adjacent to the chemotherapy suite.

Recently, two drug access facilitators were added to the team and they do medication reconciliation on
admission as well as helping patients navigate the system to obtain financial support when needed for any
drug therapy not covered.

Computerized physician order entry (COPE) is to be done via Oncology Patient Information System (OPIS).
There are appropriate double-checks between pharmacists and nurses. Although identification bracelets are
not used in the clinic, the patients are asked for their name and date of birth at all the appropriate times.
Patients receive their prescriptions printed from the system and the pharmacy provides medication for
patients to take home. This ensures a smooth transition to home after chemotherapy.
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2.2.2 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 has recently received a four-year award from the Institute for Quality Management in Health
Care (IQMHC). This is the highest award offered by the IQMHC and the organization is commended for this
achievement.

Management of the laboratory is thorough in the approach to ensure that quality and safe procedures are
maintained and delivered on a consistent basis. The team regularly reviews information it collects to identify
strengths and areas to improve and to make changes if needed. Data are obtained from the out-patient
survey and the physician survey. There are other data collection points such as the occurrence management
system (RIS-PRO). There is a quality management review every year. In the organ donations program a lipase
test was recently implemented as a result of the need to ensure that the donated organ was suitable for
implant.

The team ensures that emergency back-up equipment is available, functioning and linked to the
organization’s safety system. For example, biomedical engineering services are integrated in this process. In
addition, service agreements with the manufacturer are structured to address this issue.

There is an organized policy system in the department that covers both hospitals. These policies are
comprehensive in the management and delivery of laboratory services. Standard operating procedures (SOPs)
are in place and updated on a regular basis.

The team maintains a respectful relationship with the clients. This is monitored on a regular basis by a review
of complaints and compliments, the incident reporting system and focus groups from time to time.

Laboratory supplies are purchased via “TransForm”, the group purchasing system, and this ensures there is a
list of suppliers for all supplies, reagents and media.

There are established procedures for requesting laboratory services. Quality assurance processes are in place
to measure compliance to these procedures.

The team uses universal precautions for safely handling leaking samples and contaminated forms. The team
also uses a unique bagging system for forms and samples to be transported safely.

The team regularly monitors the use of its services via its quality and patient experience committee.
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The team regularly monitors the use of its services via its quality and patient experience committee.
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The team has a process to receive, document and follow-up on all medical alerts and safety notifications
issued by Health Canada and regulatory bodies. It is noted “TransForm” plays a significant role in receiving,
and disseminating these notification to the laboratory.

The team regularly monitors the use of its services via its quality and patient experience committee.
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2.2.3 Standards Set: Critical Care

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

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 team reviews utilization and quality data via the Provincial Critical Care Information System.  By way of
the analysis of information, the team recently reduced their unit size from 16 beds to 14 beds. To date, there
have no patient flow issues arising out of this recent change. The team also introduced the capacity to
perform hemodialysis in this unit, which has improved access to care for critical care patients that require
dialysis. These improvements have been made with analysis of data and an understanding of key ways to gain
efficiency and patient-centred care.

Priority Process: Competency

There is a documented process to support staff education and in-services. There is a comprehensive
interdisciplinary team that 'rounds' regularly every morning. The team members are proud of the teamwork
between disciplines and the care provided to their patients.

The huddle boards are just beginning in critical care, with a goal to huddle two times per week. There may
be benefit to consider having regular staff meetings. Performance evaluations are in process, with a new
framework.
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Priority Process: Episode of Care

The staff members report noted improvements in care since establishing the closed intensive care unit (ICU).
Physicians are engaged and available 24/7. Participation in organ donation and retrieval is notable.

Criteria are used consistently for admission and discharge from the unit. Medication reconciliation is
performed on admission, transfer and for the occasional discharge.

Staff members document all processes using Meditech. There is a formal method of documenting information
at transfer using the situation background assessment recommendation (SBAR) approach. Rounding occurs
every morning with the entire interdisciplinary team. Pharmacy presence has led to establishing an antibiotic
stewardship process. There is notable activity related to early mobilization of patients. Many patients were
out of bed.

When interviewing a family member during the on-site survey concern was raised about the documented
restriction to visiting hours.  Visiting is not encouraged from 0800 hours to noon daily. The organization is
encouraged to change this practice and the communication to patients. The organization is also encouraged
to audit the pressure ulcer strategy by way of a prevalence review.

Priority Process: Decision Support

The critical care team has noted an improvement in the support the team and patients receive in a closed
intensive care unit (ICU) environment. Nurses report immediate access to physician support when they need
it and that is 24/7. There are adequate resources available to staff members in terms of equipment,
education and supplies.

Priority Process: Impact on Outcomes

The critical care team monitors the indicators from the provincial critical care information system data base
to compare results with their peers, and by monitoring utilization it was determined that two beds could
close without impact to the community.

There is a Local Health Integrated Network (LHIN) critical care committee where best practices are
monitored. The team is engaged in early mobilization of patients and participates in best practices for
feeding. Best practice guidelines are followed for ventilator associated pneumonia (VAP) and central line
infections (CLI).

The team is encouraged to audit pressure ulcer rates annually using a formal prevalence process. This will
allow the organization to compare these results with those captured through documentation and incident
reporting. This is a gold standard approach for ensuring optimal patient care.

The team is also encouraged to review the visiting hours practices.

Although white boards in patient rooms include daily goals, this information was missing from the rooms
visited during the on-site survey.
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Priority Process: Organ and Tissue Donation

Bluewater Health supports organ and tissue donation via the Trillium Gift of Life Network (TGLN). The
organization participates in routine notification, organ donation and organ retrieval. The critical care team in
particular are active participants in identifying potential organ donation opportunities. The organization is
commended for their active participation in TGLN.
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2.2.4 Standards Set: Diagnostic Imaging Services

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Imaging

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

17.15

Surveyor comments on the priority process(es)

Priority Process: Diagnostic Services: Imaging

All three of Bluewater Health's diagnostic imaging (DI) sites were surveyed. This included the hospital in
Sarnia, the one located in the North Lambton Community health centre in Forest and the Charlotte Eleanor
Englehart Hospital (CEEH) in Petrolia. All three diagnostic imaging (DI) sites are managed by the same
director which ensures a consistent approach to policy development and implementation, program delivery,
quality monitoring, patient safety and equipment purchasing and evaluation.

There is good communication between the DI department and referring medical professionals. The
department seeks input from them about how to improve access to diagnostic imaging services and to address
delays in reporting DI results. This input is on an informal basis. The department has expanded services in
some modalities to provide service on evenings and weekends.

The department is analyzing processes to ensure that physicians are selecting appropriate diagnostic imaging
examinations. The medical director of DI is researching this and working with physicians to address this issue
for certain modalities. Included in this review is choosing the least invasive diagnostic technique.

Physicians, staff and managers participate in professional development activities on a regular basis to ensure
they are up-to-date in changing modalities, best practices and leadership and quality improvement.

The layout and design of the department demonstrates a client-focused approach. There are waiting areas
for each modality and discreet areas for changing to ensure privacy. There is a concerted effort to emphasize
safety in the department.

The Canadian Nuclear Safety Commission recently completed the compliance inspection, which was focused
on the storing, handling, and disposing of radioactive material.

There has been a concerted effort to ensure that the policy and procedure manual for the department is
updated. The process for doing this has been enhanced by the addition of a quality improvement manager for
the department.

There are established processes for the team to review information about the diagnostic imaging examination
with clients and their families. Results are communicated in a timely manner. For breast screening the results
are communicated immediately following the procedure. This is done by a navigator that meets with the
radiologist immediately following the procedure and then meets with the patient to explain the results and
establish a follow-up plan with the patient if required. This is an initiative of the Ontario Breast Screening
Program.

The team is encouraged to review indicator data to determine the effectiveness of the quality improvement
activities. Quality improvement initiatives in the department may need to change if, for example, the
indicators being collected do not reflect the areas that need to be improved.

Performance appraisals are not up-to-date. The organization has developed a comprehensive new system that
incorporates multiple aspects of employee performance, including goal setting and professional development.
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The team is encouraged to review indicator data to determine the effectiveness of the quality improvement
activities. Quality improvement initiatives in the department may need to change if, for example, the
indicators being collected do not reflect the areas that need to be improved.

Performance appraisals are not up-to-date. The organization has developed a comprehensive new system that
incorporates multiple aspects of employee performance, including goal setting and professional development.
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2.2.5 Standards Set: Emergency Department

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The team has timely access to specialists with expertise in pediatric health.9.10

Priority Process: Episode of Care

The team has priority access to diagnostic services and laboratory testing
and results 24 hours a day, 7 days a week.

9.6

The team has priority access to consultation services 24 hours a day, 7 days
a week.

9.9

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team shares benchmark and best practice information with its partners
and other organizations.

15.5

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

Bluewater Health has two emergency departments (EDs), with one urban ED at the Sarnia site and a rural ED
located at the Petrolia site. Both sites have strong medical leadership and share a single leader at the nursing
management level. There is good communication and sharing of resources between the two sites.

It is suggested that consideration be given to the current designation of the Petrolia site as an ED emergency
room. There are a considerable number of nights in any month that a physician is not on site but rather, is
on-call from his/her home. In addition, laboratory services are on-call after hours. Access to and the quality
of care provided in emergency situations must be the same 24 hours per day.
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Priority Process: Competency

The well-trained multidisciplinary team is providing adult and pediatric emergency services to the
community. There is a well- established orientation process for new team members. Nursing staff members
receive specific training on how to handle workplace violence, but this specific training is not extended to
medical staff.

Regular yearly performance appraisal has been delayed as a new personalized assessment process is slowly
rolling out across the organization, and the ED personnel are gradually being assessed.

The Petrolia site offers comprehensive care to mostly rural community. Over the years there has been an
increasing integration of both services, with sharing of common protocols and guidelines and standardization
of a number processes and mainly, unified transfer policies, which has been facilitated by monthly joint
meeting between the two groups of staff.

Priority Process: Episode of Care

The Sarnia site has a fully functioning emergency department (ED) with access to full range of services. The
ED at the Petrolia site is in a small rural setting offering primary urgent care to the local population. There is
some concern regarding the team member roles during resuscitation at cardiac arrest. There have been rare
occasions where senior management team members (RNs) have been actively involved in cardiac resuscitation
of a patient during a cardiac arrest. The code team should have clearly defined roles and responsibilities for
all team members 24/7.

Priority Process: Decision Support

The two sites are working towards common clinical practice guidelines/protocols according to the needs of
the patient population seen that is, urban versus rural. A greater integration with common clinical care
pathways is the ultimate goal for the two emergency department (ED) sites.

Priority Process: Impact on Outcomes

Bluewater Health offers comprehensive emergency services at the Sarnia site and primary rural community
services at the Petrolia site. There is an efficient process to flow patients in the emergency department and
the organization is in the top 10% for wait times for services in the province, which is an excellent
achievement.

Priority Process: Organ and Tissue Donation

Potential organ donors are seen at the Sarnia site. The Petrolia site is a rural primary care service provider
and it refers complex patients to Sarnia. The Sarnia team coordinates with the intensive care unit (ICU),
Trillium Gift of Life Network (TGLN) and London Health Sciences Centre in London in cases of a potential
organ donor.
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2.2.6 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

Infection prevention and control (IPAC) is supported by 2.5 infection control practitioners, along with the
physician chair and manager. This is standardized for both Bluewater Health sites (Sarnia and Petrolia). There
is an interdisciplinary committee that provides oversight to IPAC related issues. There is a member from
Petrolia to represent that site. The agenda is comprehensive.

The organization monitors, communicates results and creates improvement plans when needed. The team
monitors surgical site infections daily with emergency department (ED) admissions.

There is a well-documented process for cleaning patient rooms and common areas. The housekeeping
department is commended for the organization-wide cleanliness noted. Floors are sparkling in areas. The
organization is encouraged to review the storage location of their clean urinals and basins. There is a good
working relationship with Public Health and internal partners. There is evidence that practices have been
standardized between Sarnia and Petrolia sites.

Leadership is driving the organization towards continuous improvement in measurement and outcomes
related to IPAC.
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2.2.7 Standards Set: Medication Management Standards

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

The organization regularly audits a sample of medication orders to verify
compliance with existing criteria and makes improvements as needed.

14.9

Surveyor comments on the priority process(es)

Priority Process: Medication Management

The pharmacy is well run with a capable leader in place. Pharmacy services have grown exponentially over
the past few years, from four pharmacists on staff to 12 in the past four years. A number of clinical areas
now have dedicated pharmacists namely, the intensive care unit, medicine telemetry and cancer care, and
more clinical areas are in need of clinical pharmacy coverage including out-patient clinics, rural areas, and
mental health, among others. However, this is not possible given the current staff complement. The new
drug storage/dispensing cabinet is currently being installed with capacity to stock 500 medications. The
Petrolia site has a small medication storage area and a medication dispenser in the clinical area.

The central pharmacy at the Sarnia site is responsible for all medication dispensing at the rural site and it has
the same processes and protocols in place with unified management.
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2.2.8 Standards Set: Medicine Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The team facilitates rituals for team members who wish to recognize the
death of clients.

5.5

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 organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

Comprehensive medicine care is delivered on three units namely, general medicine, medicine telemetry and
palliative care medicine for a total of 87 beds including alternate level of care (ALC) beds (between 4 and 14
depending on census). There are well-organized multidisciplinary teams in place.

Priority Process: Competency

Bluewater Health provides comprehensive medicine services delivery at Sarnia and Petrolia sites. The
organization has recently moved the model of care to one with more registered practical nurses (RPNs) taking
on more responsibilities and a full scope of practice. Initially, this initiative met with some resistance, but it
is gradually being integrated into patient care with success after the initial resistance.
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Priority Process: Decision Support

There are a number of clinical practice guidelines, protocols and clinical care pathways on the medicine
services. Order sets have been developed and are used widely in medicine.

Priority Process: Impact on Outcomes

The medicine service has introduced a number of quality improvement initiatives, and of note is the stroke
program at Bluewater Health. That program was chosen to be presented as the model of care at the 2012
Canadian Stroke Congress in Calgary.
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Priority Process: Episode of Care

Quality care is delivered on the medicine units at both Sarnia and Petrolia sites. There is seamless transition
of patients between the different levels of care in medicine including palliative. A number of
patients/families were spoken with during the survey and they are happy with the service received by the
health care providers. One patient had an observation that providers preferred to talk to her
husband/daughter when giving explanations than to the patient, and this lady also felt that despite a number
of blood tests that had been done the results were not communicated to her.
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2.2.9 Standards Set: Mental Health Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization maintains a safe and comfortable physical environment
that promotes client recovery.

2.6

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The mental health program has been involved in a comprehensive redesign of its program since 2011. The
redesign is called the mental health and addictions service care delivery redesign, and the plan outlines a
framework with a focus on the redesign of the in-patient  services. The redesign of the in-patient unit will
change the delivery of care from a custodial approach to one focused on the development of a therapeutic
relationship. Seven themes were identified in the plan. Work is also being undertaken on the redevelopment
of crises services. This plan will be revised as new developments emerge and will be in effect for the
long-term operational plan for mental health and addictions services. The plan is depicted pictorially and
updates on implementation of the plan are communicated to staff.

The organization knows the population it serves well. One example of this is the assessment community
treatment (ACT) team. This program serves a population of approximately 70 persons that have persistent
mental illness. This dedicated team has designed its service to respond to the needs of the population it
serves.

During the survey the medical director provided numerous reference documents which clearly defined the
population that should be focused on by the mental health team.

The organization has recently implemented the community component of a withdrawal management program
in direct response to community need. The residential component of this program is in development.

Staff members that work in mental health say their managers communicate well with them and that they are
approachable.
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Staff members that work in mental health say their managers communicate well with them and that they are
approachable.

Priority Process: Competency

All the programs of mental health services use an interdisciplinary approach. There appears to be excellent
relationships between and among all team members.

One of the psychiatrists in the outpatient program has provided mental health education to the mental health
program staff. Other psychiatrists provide education to their teams. Staff members indicate that they also
have access to online education and webinars.

Every year staff members refresh their ability to respond to crises situations using a non-violent approach.

Staff members indicate that they have input to their position descriptions. Managers have been given two
years to complete performance appraisals on all their staff.

Infusion pumps are not used on the mental health unit.

Priority Process: Episode of Care

The adult mental health unit and the child and adolescent mental health unit are on the same unit. The area
assigned to the three-bed child and adolescent unit is of small size, with little common space. The adult
mental health unit is virtually outside the door of the small child and adolescent unit. Staff members need to
be concerned not only about the care they provide to the children but also about protecting them from
possible safety risks that some of the adult population pose. Clients on the adult mental health unit do not
have a lot of common spaces and complain that there is no gym or a place to exercise.

The assertive community treatment (ACT) team is a dedicated cohesive team of professionals that provide
services to approximately 70 persons with persistent mental illness. This interdisciplinary team knows its
population well and provides an individualized approach. Every client has a primary provider and daily
discussions facilitate staff members being able to cover for one another. There is a superior relationship
between the team and the psychiatrists assigned to this service, and this serves to enhance the services
provided. Clients identify goals they want to work on and staff members facilitate the achievement of these
goals with the client.

The in-patient unit also operates from a primary provider model of care. The relationship between the
psychiatrists and the team is characterized by mutual respect. Recently, a new model of medication
distribution has been implemented on the unit which allows for more individualized interaction between the
patient and the assigned nursing staff member. Recreation therapy is provided on the unit but the unit could
certainly benefit from more space to provide fitness and sport activities.

Mental health assessment and consultation services are provided to the emergency department (ED) by
trained psychiatric nurses that are on call to the ED 24/7. They assess persons in the ED and provide their
assessment to the ED physician who determines whether or not an in-patient admission is required. If the
decision is made to admit then the mental health nurse will consult with the appropriate psychiatrist and
facilitate the admission. Clear written information is given to patients that are not admitted and they are
referred to other community services.

The outpatient addictions service provides individual and group counselling to clients referred from a number
of sources or that self-refer. All patients are assessed on admission to programs. All programs involve patients
and families in the development of treatment plans where appropriate.

Medication reconciliation is completed on admission, discharge and transfer on the in-patient unit. Suicide
risk is assessed in all programs and falls risk is assessed on the in-patient unit. The in-patient unit operates
from a least restraint policy.

There are minimal mental health resources in the community. One of the significant partnerships is with the
Canadian Mental Health Association (CMHA).

Overall, there appears to be significant collaboration between and among the various programs within the
mental health service.
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The outpatient addictions service provides individual and group counselling to clients referred from a number
of sources or that self-refer. All patients are assessed on admission to programs. All programs involve patients
and families in the development of treatment plans where appropriate.

Medication reconciliation is completed on admission, discharge and transfer on the in-patient unit. Suicide
risk is assessed in all programs and falls risk is assessed on the in-patient unit. The in-patient unit operates
from a least restraint policy.

There are minimal mental health resources in the community. One of the significant partnerships is with the
Canadian Mental Health Association (CMHA).

Overall, there appears to be significant collaboration between and among the various programs within the
mental health service.

Priority Process: Decision Support

Accurate and up-to-date records are kept on all patients in all programs. In the out-patient services and
assertive community treatment ACT team notes are made of every interaction. The in-patient unit notes are
done daily for every patient.

Priority Process: Impact on Outcomes

The mental health unit monitors two indicators for hand-hygiene compliance and medication reconciliation at
its weekly huddles. The unit has recently conducted a patient satisfaction survey and plans to use patient
responses to make quality improvements. Two client identifiers are used before medications are dispensed.
Clients are assessed daily for the risk of suicide and are assessed regularly for falls risk. Incident reports are
trended by the manager.
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2.2.10 Standards Set: Obstetrics Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

Bluewater Health provides level 2 comprehensive obstetrics care to the community with slightly more than
1000 deliveries per year. There are strong linkages with the level 3 referral centre at London Health Sciences
Centre for high-risk pregnancies, referral and consultation and high-risk newborn care.

Priority Process: Competency

Excellent level 2 care obstetrics care is provided along with a level 2 neonatal unit with strong linkages to the
level 3 regional centre in London for high-risk pregnancies and infants. The huddle board offers an
opportunity for staff members to come up with ideas and suggestions for improved care and patient safety.
This has been enthusiastically embraced by all members of the team, with great ideas generated from the
collective wisdom of the team members.

Priority Process: Episode of Care

Quality level 2 obstetrics care was observed at the Sarnia site, delivered by a multidisciplinary well-trained
team. The huddle board which displays a number of obstetrics indicators is a constant reminder to staff
members to continue to work hard to improve outcomes and increase patient safety.
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Priority Process: Decision Support

Bluewater Health benchmarks its obstetrics activities with other centres in the province, and the service
compares well with other like centres, except for a high episiotomy rate of 20% compared to a provincial
average of 8-9%.

Priority Process: Impact on Outcomes

The team collects and analyzes a number of obstetrics indicators for cesarean section rates, and induction
and episiotomy rates and uses this information to make improvements to the services provided to patients.
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2.2.11 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

Point-of-Care Testing (POCT) devices currently include glucometers on all units. There is urinalysis at the
Sarnia and Petrolia sites. Blood gases in the intensive care unit (ICU) in Sarnia are conducted by the
respiratory technologists. Hemoglobin A1C is conducted in the diabetes and clinical nutrition area, and
Troponins at Petrolia site, and occult blood test in the emergency department in Sarnia.

There is a Point-of-Care advisory committee which addresses all requests for Point-of-Care Testing.

There is a deliberate attempt to prevent reuse of single use devices. There is only one in the department and
that is lancets. The machine being used restricts a second use by automatically extracting the lancet once it
is used.

Formal written agreements with point-of-care equipment manufacturers and suppliers are addressed via
TransForm, the group purchasing program. These agreements address several issues including prompt
reporting of adverse events and recalls.

All reports are electronically produced with the exception of one (occult blood) which assists in the
elimination of hand writing errors.

There is written protocol on universal precautions for addressing spills.

Professionals administering the Point-of-Care Testing receive instructions from the laboratory staff members
on administering the test, the safety precautions and labelling, recording and reporting.

Informed consent is usually unwritten.

There is a robust set of policies governing Point-of-Care Testing.
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2.2.12 Standards Set: Rehabilitation Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The complex continuing care (CCC) units in Sarnia were assessed under the rehabilitation standards. These
are really not rehabilitation units rather, they are units where medically or cognitively compromised patients
wait primarily for long-term care placement. For some of these patients, specifically ventilator dependent
patients and dementia patients with behavioural issues, there are no potential placements in the community
at all. In fact, these patients remain living on these units for years.

The rehabilitation unit has strong medical and nursing leadership and a skilled multidisciplinary team. The
team works with a number of community partners including the Brain Injury Association, Stroke Recovery and
the March of Dimes to facilitate the transfer of patients to the community.

The team has weekly huddles where staff members identify and work on improvement opportunities. Hand
hygiene and medication reconciliation are two indicators that are being monitored.

Staff members and management report that they have benefited from generous donations of equipment from
the community.

Volunteers are used on the unit and also in physiotherapy and occupational therapy (OT). The volunteer in
the OT department identified that she is well-utilized by the therapists.
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Priority Process: Competency

The complex continuing care (CCC) units at the Sarnia site use interdisciplinary teams to deliver services.
Rounds are held weekly. There is a CCC unit in Sarnia that serves the cognitively impaired population
(CCCOG) and it is staffed by registered practical nurses (RPNs) but has a registered nurse (RN) charge nurse.
The CCOM unit uses infusion pumps and staff are trained annually via an online module with respect to these
pumps. Staff members that work with the CCCOG population have a good relationship with the Alzheimer
Society and training is offered regularly to the unit from this organization.

The rehabilitation unit has a strong interdisciplinary team. Rounds are held two times per week. Staff
members receive a robust orientation and shadow existing staff members for a minimum of four shifts. Staff
members have access to many e-learning opportunities including training in infusion pumps. Recently, the
educator in response to an identified need, arranged for an external neuro nurse educator to speak to staff
members and as a result, a new neurological assessment tool has been adopted.

Bluewater Health has recently adopted a new performance appraisal system and this is being rolled out
across the organization.

Priority Process: Episode of Care

The care provided on the CCCOG and CCCOM units is really not goal-directed care. Both these units are caring
for medically or cognitively compromised patients that have multiple needs. Most patients come to these
units from other units within Bluewater Health and treatment plans have already been developed by the time
they transfer to these units. There is a nursing assessment carried out on admission as well as medication
reconciliation. Family members are informed when the patient is moved to one of these units and are
updated regularly with respect to care. Recently, recreation therapy services have been discontinued on the
CCCOG. This has apparently resulted in increased restlessness among patients and more code whites.
Consideration needs to be given to determining a way to increase planned activities on this unit.

The rehabilitation unit receives most of its referrals from other units of the hospital. Upon admission to the
unit a comprehensive multidisciplinary assessment, using functional independence measure (FIM) is
conducted. At that time the anticipated length of stay and projected date of discharge are identified.

Every patient has a care plan. Patients and family are involved in the development of the plan and are given
regular updates.
There are strong physiotherapy and occupational therapy programs for patients both on the unit and off unit
in a larger outpatient area.

Medication reconciliation is completed on admission, transfer and discharge.

The rehabilitation staff members assess each patient's risk of developing pressure ulcers and of falls. There is
a robust falls prevention program on the unit which uses an armband for patients, and identification on the
status board, the patient room door and above the patient bed.

Priority Process: Decision Support

In the two continuing complex care (CCC) units up-to-date charts are kept for every patient. Nursing staff
members chart daily on every patient. Multidisciplinary rounds are conducted weekly.

The rehabilitation unit keeps up-to-date charts on every patient. Most of the chart is kept electronically.
Staff members do receive education on how to use the electronic system. The rehabilitation unit is involved
in research and the research is vetted using the proper channels.

The rehabilitation unit is involved in the provincial stroke initiative and via this initiative, and evidence-based
guidelines for stroke care are identified and monitored.
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The rehabilitation unit keeps up-to-date charts on every patient. Most of the chart is kept electronically.
Staff members do receive education on how to use the electronic system. The rehabilitation unit is involved
in research and the research is vetted using the proper channels.

The rehabilitation unit is involved in the provincial stroke initiative and via this initiative, and evidence-based
guidelines for stroke care are identified and monitored.

Priority Process: Impact on Outcomes

Nursing staff members use two identifiers when dispensing medications. There is a robust falls prevention
program including assessment on admission, reassessment when appropriate, the use of armbands, and
identification on status boards, the patient room door and over the bed.

Safety briefings are held two times per day on the rehabilitation unit. Falls and incident reports are reported
at these briefings. Incidents are reported and trended by the manager as are complaints. With respect to
complaints the biggest recent issue has been patient and client expectations related to their outcomes and
the team is developing a handbook that will outline reasonable expectations with respect to the program.

The rehabilitation program has a province-wide standardized assessment tool called function independence
measure (FIM). A number of indicators are monitored and reported on as a result of the use of this
standardized tool. Comparisons are also made with other programs across Ontario. This organization is a
leader for a number of provincial and regional indicators.

On this unit as well as on a number of other units across the organization the model of nursing care has been
reviewed and revised. There has been an increase in the number of registered practical nurses (RPNs) and a
decrease in the number of registered nurses (RNs). Management reports that this has resulted in a positive
evolution of the rehabilitation program.
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2.2.13 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

Transfusion services for both sites operated by Bluewater Health are managed by the diagnostic imaging (DI)
department. There is a standardized approach in policy development, equipment, quality improvement,
approach to patient safety and leadership.

There are efforts to ensure that the team regularly reviews the demand for transfusion services. Turnaround
times and other indicators are regularly reviewed to determine changing trends and whether changes should
be made. The transfusion committee meets regularly and this is one of the issues discussed. One of the
outcomes of a recent workload review that used value stream mapping resulted in changes in hours for the
service.

Competency testing is completed on a regular basis.

In terms of regular follow-up to ensure that education on safety is continuous, the laboratory staff members
employ a number of initiatives including: “Follow the bag” process. This is a process whereby the laboratory
staff member that fills a request for blood, flows/follows the bag until it is administered to the patient.
During this process all safety checks are reviewed and additional education provided as required.

A great deal of effort is made to ensure that all staff, including nursing and others that administer
Point-of-Care Testing, follow the standard operating procedures (SOPs) for administering blood components
and blood products, as well as for using infusion devices and any other transfusion-related equipment.

The team regularly monitors the effectiveness of its procedures for responding to look-back notifications and
recalls and makes changes as needed. The laboratory sometimes uses a student to collect the data for this
monitoring process.
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2.2.14 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's goals and objectives for its surgical care services are measurable
and specific.

2.2

Surveyor comments on the priority process(es)

The surgical program at the Sarnia site provides a comprehensive surgical program with eight operating
rooms. The main services include orthopedics, general surgery, urology and gynecology. The only surgical
program at the Petrolia site is at the Cataract Centre.  This five-year old facility provides care for 1400
patients annually, operating two days per week.

Leadership in surgery is standardized across both sites ensuring appropriate standardization in best practices
and the ability to share resources (staffing).

The program continues to improve its services both in quality and utilization by implementation of the
quality-based procedure framework. This is achieved using order sets and clinical pathways. Patients for
elective hip and knee replacements are well prepared with written material as well as pre-operative classes.
A three-day length of stay (LOS) has been implemented with good physiotherapy follow-up in the community.

The processes supporting cataract surgery have undergone continuous improvements and are efficient, with
between 18 and 22 patients operated on per day. Follow-up visits are done the same day by the
ophthalmologist. On usual days, there is no anesthetist on site for this procedure.

The operating rooms (ORs) are well-organized and have good resources. The preventive maintenance program
and centralized monitoring of humidity are well supported. There are standardized anesthesia carts in each
OR. Little to no flash sterilization is reported.

Medication reconciliation occurs on the first pre-operative visit and is supported by both nursing and
pharmacy technicians.

A review of recent utilization data demonstrated a reduction of five blocks could be achieved for similar
activity. The quality board is utilized and tracks progress towards quality goals. Start times at 0800 hours is
one example, although little progress was noted for improvement.

The team members work well together in an interdisciplinary way. There is no assigned educator to the
operating rooms. This resource may be of benefit, particularly to support robust orientation of new staff.
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Instrument ResultsSection 3

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.

3.1 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: May 26, 2014 to June 11, 2014

•  Number of responses: 15

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.

7 13 80 93

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

0 0 100 95

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 20 80 95

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

7 0 93 92
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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.

0 0 100 98

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

0 13 87 96

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.

7 20 73 94

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

7 7 87 89

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

0 7 93 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 20 80 96

14 Our ongoing education and professional development
is encouraged.

0 7 93 88

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 7 93 95

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

0 0 100 97

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

0 7 93 82

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

7 20 73 72

20 Contributions of individual members are reviewed
regularly.

13 27 60 64
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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.

7 13 80 81

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

0 33 67 64

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

7 7 87 80

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.

7 13 80 84

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

13 20 67 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.

7 0 93 84

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

0 0 100 95

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

7 7 87 85

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

0 0 100 92

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

0 7 93 87

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

0 7 93 84

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

0 7 93 90
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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.

7 0 93 94

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

0 0 100 94

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

0 13 87 89

37 We have a process to elect or appoint our chair. 0 0 100 95

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from July to December, 2014 and agreed with the instrument items.
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3.2 Canadian Patient Safety Culture Survey Tool

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: May 26, 2014 to June 11, 2014

•  Number of responses: 331

•  Minimum responses rate (based on the number of eligible employees): 286
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Canadian Patient Safety Culture Survey Tool: Results by Patient Safety Culture Dimension
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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.

3.3 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 Met
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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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