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In 2016, Bluewater Health revealed the 
“Kaleidoscope of Care,” an innovative Strategic Plan 

centred by our patients, whom we call “Emily.”

STRATEGIC PLANOUR
2016-2021

Quality 
Care

Assure the right care, 
in the right place, 
at the right time, 

by the right provider

Exceptional 
Relationships  

Expand innovative 
partnerships and 

collaborations to improve 
experiences, services, 

transitions and community 
health

Inspired People  

Advance our culture 
of kindness with an 
intention to learn, 

lead, collaborate and 
celebrate

Outstanding
Performance

Optimize roles, resources, 
revenues, technology  

and innovation

Ingrain 

patient 

safety

Improve access to care 
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Promote 

individual, te
am, 

and professional 

development

Focus on 
the experience 

of care and caring
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EMILY

We know Emily deserves high quality care 
that is safe and reliable. Bluewater Health 
utilizes a Health Quality Ontario–endorsed 

framework to reach these goals. 

Every staff member at Bluewater Health 
pledges four promises to Emily.
I will:
•  Respect you as an individual on a    
 unique healthcare journey
•  Take time to address your concerns   
 and fears
•  Involve you whenever decisions are   
 being made about you
•  Be your advocate

She is the image of every patient and family member cared for in 
the past, present and future. Each of us has an influence on 

Emily’s experience of care. As we go about our day-to-day work, 
we are invited to consider, “ How does what I am doing help 

Emily?” and “Will, what I’m doing, make it better for Emily and 
her family?”

3



Quality Framework

www.hqontario.ca

A just, patient-centred health system committed to relentless improvement. Let’s make it happen. 

Read our vision for achieving a quality health system
Quality Matters: Realizing Excellent Care For All

Ensure technology 
works for all

Build a quality-driven 

culture

Engage 

patients and 

the public

Redesign the 
system to support 
quality care

Help professionals 

and caregivers 

thrive

Support innovation

and spread 

knowledge

Monitor 

performance

with quality in mind

Effective

Safe

Timely

Equitable

Patient-centred

A health system with a culture 
of quality is. . . 

. . . and can only happen when we

...stays true to these principles

Commits 
to ongoing 
quality 
improvement

Embrace Health Quality

Achieves 
healthy 
populations

Ensures 
accessibility
for all

Partners with 
patients

Balances 
priorities

Uses 
resources 
wisely

Extrapolated from Health Quality Ontario (HQO) 

4



11

2018/2019 QUALITY
IMPROVEMENT INDICATORS

#1 Workplace Violence

When our staff are free from workplace violence, they 
are able to focus all their attention to the care and 

experience of patients.  We are encouraging all staff to 
report any incidence of violence, and hope to see an 

increase in reports.  There is no excuse for abuse, and 
everyone has a right to a respectful workplace.



#2 ED Length of Stay for Admitted Patients

20 hrsTARGET
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#3 Decrease Patient Readmission

Decrease Hospital Readmission Rates 
to Mental Health Within 30 Days

Decrease Hospital Readmission 
Rates of Chronic Obstructive 
Pulmonary Disease (COPD) Patients 
Within 30 Days

14.1%
Readmitted

TARGET

16.4%
Readmitted

TARGET
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#4 Improving the Patient Experience

On a scale of 0 to 10, what is your overall rating of 
experience at Bluewater Health?

Before you left the Emergency Department, did you 
understand what symptoms or health problems to 

look out for?

Did you receive enough information from hospital 
staff about what to do if you were worried about your 

condition or treatment after you left the hospital?

We ask our patients...

83%
Say Yes

61.6%
Say Completely

EMERGENCY DEPT. TARGET

TARGET

TARGET

TARGET

INPATIENT AREAS

EMERGENCY DEPT.

INPATIENT AREAS

72%
Say 9 or 10

50.6%
Say 9 or 10



The Patient Safety Institute of Canada defines 
Just Culture as the ability to balance system 

failure with professional accountability

Just Culture Decision Tree
*Based on James Reason’s Culpability Model

Consult relevant regulatory 
body
Advise individual to consult 
Union Representative
Consider:
 • Suspension/Termination
 • Referral to police and    
  disciplinary/regulatory    
  body
 • Occupational Health
  referral

Consult relevant regulatory 
body
Advise individual to consult 
Union Representative
Consider:
 • Occupational Health
  referral
 • Reasonable adjustment  
  to duties
 • Leave of absence

Advise individual to consult 
Union Representative
Consider:
 • Corrective Training
 • Improved supervision
 • Occupational Health
  referral
 • Reasonable adjustment   
  to duties

Consult relevant regulatory 
body
Advise individual to consult 
Union Representative
Consider:
 • Referral to disciplinary/    
  regulatory body
 • Reasonable adjustment   
  to duties
 • Occupational Health
  referral
 • Suspension/Termination

System Failure
  Review Sysytem

Deliberate Harm Test
Were the actions as intended?

Incapacity Test
Does there appear to be
evidence of ill health or
substance abuse?

Foresight Test
Did the individual depart from
agreed protocols or safe
procedures?

Substitution Test
Would another individual 
coming from the same 
professional group, possessing 
comparable qualifications and 
experience, behave in the same 
way in similar circumstances?

Were adverse consequences 
intended?

Does the individual have a 
known medical condition?

Were the protocols and safe 
procedures available, workable, 
intelligible, correct and in 
routine use?

Were there any deficiencies in 
training, experience or 
supervision?

Were there significant 
mitigating circumstances?

Is there evidence that the 
individual took an unacceptable 
risk?

START HERE
Work through the tree separately for each Individual Involved

Highlight any System 
Failures Identified

Highlight any System 
Failures Identified

Highlight any System 
Failures Identified

Highlight any System 
Failures Identified

PROMOTING A JUST CULTURE
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METHOD OF IMPROVEMENT

Bluewater Health is a LEAN organization and 
promotes the use of daily huddle boards.

Staff meet daily to propose quality improvement 
ideas and create action plans.

What are we 
trying to 

accomplish?

How will we 
know a change 

is an 
improvement?

What change 
can we make 

that will result 
in real 

improvement?

Before any project starts,
we ask ourselves these three questions:

PLAN

STUDY

DOACT
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OUR COMMITTEE STRUCTURE
At Bluewater Health, our quality improvement initiatives 

begin with our frontline employees. They are connected to the 
patients and family we serve, and create exemplary 

healthcare experiences with patients and families every time.

The Front Line

Quality and Patient Experience Committee

Board Quality
and Safety

Daily Team Huddles Quality
Department

Performance and
Transformation

Program Specific
Quality Scorecards

Risk Management
and Patient
Experience

Senior
Management

Team

Medical
Advisory

Committee
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Bluewater Health has an annual 
patient safety training for all staff 
physicians and volunteers. You 
can find it in your Learning Hub



QUALITY IMPROVEMENT
THROUGH RISK MANAGEMENT

2015-2019 2017-2019

RAC IRM

RISK ASSESSMENT CHECKLIST
A streamlined approach to 

self-assessing and prioritizing top 
risks that have the biggest impact 

on patient harm and claims.

INTEGRATED RISK MANAGEMENT
A robust system for identifying, 

assessing and acting on key risks 
will help to drive an organisation 

towards high reliability and 
resiliency – aspects of corporate 

performance not strictly related to 
the financial bottom line.

MAINTAINING EXCELLENCE

QUESTIONS ABOUT OUR PLAN?
Email: Quality@Bluewaterhealth.ca
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