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This document is intended to provide public hospitals with guidance as to how they can satisfy the requirements related to quality 
improvement plans in the Excellent Care for All Act, 2010 (ECFAA). While much effort and care has gone into preparing this document, this 
document should not be relied on as legal advice and hospitals should consult with their legal, governance and other relevant advisors as 
appropriate in preparing their quality improvement plans. Furthermore, hospitals are free to design their own public quality improvement 
plans using alternative formats and contents, provided that they comply with the relevant requirements in ECFAA, and provided that they 
submit a version of their quality improvement plan to HQO in the format described herein. 
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Part A:  
Overview of Our Hospital’s Quality Improvement Plan 
 
Purpose of this section:  Quality Improvement Plans (QIPs) are, as the name suggests, all about improvement. They are an 
opportunity for hospitals to focus on how and what to improve, in the name of better patient-focused care. As such, they will be 
unique documents, designed by, and for, each individual hospital.   Overall, a QIP should be seen as a tool, providing a 
structured format and common language that focuses an organization on change.  The QIP will drive change by formalizing a 
plan and facilitating shared dialogue to support continuous quality improvement processes.  This introductory section should 
highlight the main points of your hospital’s plan and describe how it aligns overall with other planning processes within your 
hospital and even more broadly with other initiatives underway in your hospital and across the province.  In addition, this 
section provides you with an opportunity to describe your priorities and change plan for the next year. 
Please refer to the QIP Guidance Document for more information on completing this section. 
 
 
Overview of our Quality Improvement Plan for 2012-13 
The mission of Bluewater Health is “We create exemplary healthcare experiences for patients and families every time” and our 
vision is “Exceptional Care-Exceptional People-Exceptional Relationships”.  From experience, we know that the development 
of a quality improvement plan ensures that we remain on track to meet these high standards and expectations.     
 
Building on the successes and learnings from the 2011-12 QIP and through the engagement of our staff, physicians, and 
community partners, we will achieve excellent outcomes in the following quality dimensions: 
• Safety – A reduction in clostridium difficile infections, improved hand hygiene practices, a reduction in patient falls, and 

improved medication reconciliation reliability. 
• Effectiveness - Improved financial management. 
• Access - Reduced Emergency Department wait times and faster access to surgery for patients with cancer. 
• Patient- and Family Centred Care – Improved respect for patient preferences. 

 
For 2012-13, Bluewater Health will add improvement strategies that reach out even further “beyond the hospital walls” to 
support the following dimension of quality: 
• Integrated—A reduction in unnecessary hospital readmissions. 

 
 

Objectives of the QIP and how the quality of services and care will be improved 
Bluewater Health has developed quality improvement plans around “priority 1” measures, or those measures that have the 
highest priority because they align with our local and strategic priorities or accreditation priorities, are supported by external 
funding, or demonstrate an opportunity for us to improve from our current performance.   Specifically, by March 31, 2013, we 
will: 
• Reduce the number of patients newly diagnosed with hospital-acquired clostridium difficile infections by 55% by: 

o Monitoring antibiotic utilization and reporting to the Antibiotic Stewardship Committee, reporting infection rates 
regularly to clinical staff and leaders, and improving hand hygiene (below). 
 

• Improve the percentage of times staff and physicians clean their hands before coming into contact with a patient or patient 
environment (room) to 90% by: 

o Increasing auditing, providing regular reports, and establishing a feedback and recognition system. 
 

• Reduce the number of patient falls that cause permanent harm/damage by 50% by: 
o Increasing reporting, establishing a task force to support and guide the implementation of falls preventions best 

practices, and ensuring thorough case reviews and root cause analyses on all fall incidents. 
 

• Improve the percent of medication reconciliations completed within 24h of inpatient admission from 75%  to 90% by: 
o Implementing a Pharmacy Medication Reconciliation Technician, evaluating incomplete reconciliations, and 

supporting further education of software to document processes. 
 
 
 

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualityimprove/qip_update_20111122.pdf
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• Maintain Bluewater Health’s percent by which total revenues exceed total expenses above -0.5% and achieve a balanced 
budget by: 

o Effective management of expenses, diligent monitoring of efficiency, and variance analysis and recovery planning 
practices.   
 

• Reduce the time admitted patients spend in the Emergency Department (ED) waiting for an inpatient bed by 15% from 
22.9h to 19h by: 

o Improving bed utilization and bed availability by reducing Alternate Level of Care (ALC) census through the 
support of Home First initiatives and by reducing avoidable hospital readmissions. 

 
• Improve the percent of patients able to access surgery for their breast, bowel, or prostate cancer diagnosis within the 

guidelines for priority access timeframes to 90% by: 
o Reducing diagnosis to treatment wait times through collaborative efforts of surgeons and the nurse 

practitioner/navigator and by analyzing and reporting on outlier cases.  
 

• Improve patients’ perceptions that their preferences have been respected while in hospital by : 
o Implementing a Patient Advocate role, spreading a Patient- and Family-Centred Care philosophy and best 

practices, and improving information sharing in preparation for discharge through Releasing Time to Care™ 
initiatives. 

 
• Reduce the number of hospital readmissions for chronic obstructive pulmonary disease (COPD) and congestive heart 

failure (CHF) by 35% by: 
o Maximizing discharge follow-up arrangements with the Community COPD Team, creating a comprehensive 

chronic disease management strategy including the implementation of standard order sets, and optimizing 
discharge follow-up arrangements by a nurse practitioner for patients with heart failure.  

 
 
How the plan aligns with the other planning processes  
Bluewater Health’s strategy map (below) highlights that the dimensions of quality healthcare are fundamental to our strategic 
priorities and strategic plan.  The quality improvement plan (QIP) is also very much linked to the following: 
• H-SAA (Hospital Service Accountability Agreement) - ED Wait Times, Readmissions, Cancer Surgery Wait Times, Margin, 

Pressure Ulcer Incidence, ALC days. 
• Bluewater Health’s Safety Plan and Accreditation Canada Required Organizational Practices - C. Difficile rates, Ventilator 

Associated Pneumonia (VAP) rates, hand hygiene compliance rates, Central Line Infection (CLI) rates, fall rates, and 
medication reconciliation completion rates. 

 
The majority of indicators are also monitored through balanced scorecards reported to our Medical Quality and Utilization 
Committee and Quality and Performance Committee and many are also reported on our website for the public to access 
(http://www.bluewaterhealth.ca/Performance_Reporting).  Similarly, many are reported on the Ontario Hospital Association 
(OHA) website (http://www.myhospitalcare.ca) or Ministry of Health and Long-Term Care website 
(http://www.health.gov.on.ca/en/public/programs/waittimes/  or http://www.health.gov.on.ca/patient_safety/ ).    
 
The QIP serves not only as a means of communicating our plans to improve and deliver high quality healthcare experiences at 
Bluewater Health, but also as an indication of our commitment to accountability and transparency to our community, patients, 
and staff.  
 
 

Challenges, risks and mitigation strategies 
Changes and improvements are not always easy to implement and are even more difficult to sustain1.  The following are some 
potential challenges that Bluewater Health may encounter in working on our Quality Improvement Plan (QIP) activities and 
strategies to mitigate these challenges: 
 
 
 
 
 
 

                                                           
1 Ontario (January 2011). Quality Improvement Plan Guidance Document.  Available online: Ontario.ca/ExcellentCare 

http://www.bluewaterhealth.ca/Performance_Reporting
http://www.myhospitalcare.ca/
http://www.health.gov.on.ca/en/public/programs/waittimes/
http://www.health.gov.on.ca/patient_safety/
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Potential Challenges: Mitigating Strategies: 

• Competing priorities: local and 
organizational needs and priorities 
versus ECFAA QIP measures 

• Strategic plan devised based on balanced scorecard perspectives to ensure efforts 
remain balanced in achieving quality care, exceptional relationships, inspired 
people, and outstanding performance. 

• Limit improvement efforts and plans to target a manageable number of priority 1 
measures (9). 

• Optimize alignment between ECFAA QIP measures and strategic priorities. 
• Develop “energy grid” to monitor and plan for optimal use of human resources.  

• Not all changes lead to improvement 
in outcome measures 

• Develop leadership skills in continuous quality improvement, including measuring 
and monitoring outcomes. 

• Not all ideas from other organizations 
can be adapted locally 

• Continue spread of Releasing Time to Care™ program and learn from participation 
in ThedaCare Improvement System pilot to teach continuous quality improvement 
skills and engage frontline staff in idea generation, problem solving, and decision 
making. 
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Part B: 
Our Improvement Targets and Initiatives 
 
Purpose of this section:  Please complete the “Part B - Improvement Targets and Initiatives” spreadsheet (Excel file). Please 
remember to include the spreadsheet (Excel file) as part of the QIP Short Form package for submission to HQO 
(QIP@HQOntario.ca), and to include a link to this material on your hospital’s website. 
 

Part B: Improvement Targets and Initiatives attached 

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualityimprove/qip_update_20111122.xls
mailto:QIP@HQOntario.ca


PART B: Improvement Targets and Initiatives 2012/13

Bluewater Health, 89 Norman St. Sarnia, ON

Please do not edit or modify provided text in Columns A, B & C

AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Safety 1) Provide monthly data to the Antibiotic 

Stewardship Committee and the Medical 

Quality and Utilization Committee 

regarding antibiotic usage for specified 

group of antibiotics

# of months data is provided to 

the committees and included in 

minutes.

Agenda item 

at 100% of 

meetings.

Measurement 

& Feedback

2) Provide quarterly data to the Infection 

Control Committee and Clinical Leads 

Group regarding the amount of time 

elapsed from onset of diarrhea (as per 

definition) and initiation of precautions for 

patients with confirmed CDI.

# of quarters data is provided to 

the committees and included in 

minutes.

Agenda item 

at 100% of 

meetings each 

quarter.

Measurement 

& Feedback

3) Improved hand hygiene compliance 

(see below)

1) Provide standardized quarterly reports 

to each inpatient department by provider 

type (physician, nursing, and support 

services).

# months data is reported to 

each department.               

Inclusion in departmental 

meeting minutes.

Agenda item 

at 100% of 

meetings each 

quarter.

Measurement 

& Feedback

2) Increase the number of audits within 

each provider category - identify and 

obtain specified number of audits  - 

monthly and quarterly targets.                                                        

Provide monthly report identifying status 

of acheivement of audit numbers. 

100% of audit targets 

established.                                                        

# months data has reached 

established target thresholds by 

department.       

100% of 

targets 

established.                

Quarterly 

audit targets 

achieved 100% 

of the time.

Measurement 

& Feedback

3) Recognition - Identification and public 

posting of hand hygiene champion 

posters.

Hand hygiene champion posters 

will be hung in 3 public space 

locations.

A minimum of 

4 champions 

will be 

identified in 

each stream.               

100% of 

posters 

mounted.

Incentives/ 

Motivation

1

1

Improve provider 

hand hygiene 

compliance

Hand hygiene compliance before patient contact: The 

number of times that hand hygiene was performed 

before initial patient contact divided by the number of 

observed hand hygiene indications for before initial 

patient contact multiplied by 100 - Jan-Dec. 2011,  

consistent with publicly reportable patient safety data

Reduce clostridium 

difficile associated 

diseases (CDI)

CDI rate per 1,000 patient days: Number of patients 

newly diagnosed with hospital-acquired CDI, divided by 

the number of patient days in that month, multiplied by 

1,000 - Average for Jan-Dec. 2011, consistent with 

publicly reportable patient safety data

0.200.46

Approximate 

55% decrease 

from 2011 

performance 

organizationally 

and 

approximate 

40% reduction 

from provincial 

trend in 2011 

which was 

between 0.3 

and 0.4 each 

month (average 

was 0.34)

90%                                       

(for each of 3 

streams: 

nurses, 

physicians, 

support 

services)                                   

(corporate-

wide inpatient 

rate)

Will include 

proportionately 

more audits of 

non-nursing 

groups than 

current 

performance 

reflects (greater 

improvement 

opportunity)

82.76%                             

(corporate-

wide inpatient 

rate)

(see below)

version Mar 29, 2012



AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Safety (cont.)
1)

2)

… N)

1)

2)

… N)

1)

2)

… N)

1)

2)

… N)

1) Provide standardized monthly reports 

to each inpatient department regarding 

fall occurrences.  Inclusion of falls data on 

departmental meeting agendas quarterly.  

Continued use of safety crosses to 

communicate and discuss incidents. 

Reports generated and sent 

within 7 days of month's end.                 

Safety crosses posted on 

inpatient units and updated 

daily.

Reports sent 

reliably 100% 

of the time.   

Safety crosses 

posted & 

updated on 

100% of RTC™ 

units.

Measurement 

& Feedback

2) Establish a formal task force to review 

and support implementation of selected 

falls prevention strategies from RNAO and 

other best practices.    

2 new falls prevention strategies 

tested in 1-2 units. 

2 new 

strategies by 

fiscal year-end

Process 

Improvement

3) Ensure thorough case review of all 

category 3 falls to examine root causes 

and to align change ideas to reduce falls.

% of case reviews completed 

within 30 days of event.
100%

Measurement 

& Feedback

2

2

1

VAP rate per 1,000 ventilator days: the total number of 

newly diagnosed VAP cases in the ICU after at least 48 

hours of mechanical ventilation, divided by the number 

of ventilator days in that reporting period, multiplied by 

1,000 - Average for Jan-Dec. 2011, consistent with 

publicly reportable patient safety data

Rate of central line blood stream infections per 1,000 

central line days: total number of newly diagnosed CLI 

cases in the ICU after at least 48 hours of being placed 

on a central line, divided by the number of central line 

days in that reporting period, multiplied by 1,000 - 

Average for Jan-Dec. 2011, consistent with publicly 

reportable patient safety data

Reduce incidence of 

new pressure ulcers

Reduce rate of 

central line blood 

stream infections

Avoid patient falls

<=8.4% 2

Reduce incidence of 

Ventilator Associated 

Pnemonia (VAP)

0
Theoretical best 

and achievable

Represents 

improvement 

from current 

performance to 

meet or exceed 

provincial 

average.

<=2.1%

Represents 

stretch to 

improve/ 

maintain rate 

consistent with 

provincial 

average.

50% reduction 

(25% reduction 

from 3 year avg)

2
Q3: Sarnia: 2.4%; 

CEEH: 2.5%

Q3: Sarnia: 10.1%; 

CEEH: 8.3%

Theoretical best 

and achievable

4.01

0 0

12 <=6

**Falls: Number of Category 3 falls by inpatients across 

entire organization.  Category 3 - Event/error results in 

permanent harm/damage.  Additional monitoring, 

prolonged stay and extensive follow-up required. - Total 

reported events for Jan-Dec 2011

Falls: Percent of complex continuing care residents who 

fell in the last 30 days - FY Q3 2011/12, CCRS- adjusted 

rates

Pressure Ulcers: Percent of complex continuing care 

residents with new pressure ulcer in the last three 

months (stage 2 or higher) - FY Q3 2011/12, CCRS - 

adjusted rates

version Mar 29, 2012



AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Safety (cont.)
1)

2)

… N)

1)

2)

… N)

1) Implementation of 1 FTE Med Rec 

Pharmacy Tech to assist in ED and on 

inpatient units

# med recs completed by Tech 8 per day
Targeted 

Investment

2) Evaluate incomplete Med Recs to 

understand how to improve, including 

where further resources may be required.

monitor and audit incomplete 

Med Recs beyond 24 hr
monthly audits

Measurement 

& Feedback

3) Provide Iatrics Med Rec education to 

new, returning, and existing staff who may 

require further training and development.

# of educational offerings
14 per year 

minimum

Skills 

Development

Effectiveness 1)

2)

… N)

1)  Set departmental budgets informed by 

efficiency measures and projected activity.

Budgets completed before start 

of fiscal year.
100% 

completed

Measurement 

& Feedback

2) Optimize use of BudMan system to 

provide timely reports of performance. 

Use of new indicator report 

incorporating statistics and 

financials.  

50% of 

Managers & 

Directors using 

new report

Measurement 

& Feedback

3) Continue monthly variance analysis and 

recovery planning.

Directors submit variance 

analysis/recovery plans monthly.

100% of 

Directors 

submitting 

each month

Accountability

1

2

1

2

3

Reduce rates of 

deaths and 

complications 

associated with 

surgical care

Considered 

balanced by H-

SAA guidelines.

Total Margin (consolidated): Percent by which total 

corporate (consolidated) revenues exceed or fall short 

of total corporate (consolidated) expense, excluding the 

impact of facility amortization, in a given year.  Q3 

2011/12, OHRS

Improvement to 

current rate and 

signficantly better 

than peer rate of 

6.6%.

100%

<=4% 

99.60%

4.4%

Theoretical best 

and achievable

90% is 

Accreditation 

Canada target

HSMR: number of observed deaths/number of expected 

deaths x 100 - FY 2010/11, as of December 2011, CIHI

Remain below 

the overall 

national average 

rate.

<100

75.13%                                                 

(corporate-

wide)

90%                                 

(corporate-

wide)

88

> -0.5%

Reduce unnecessary 

deaths in hospitals

Surgical Safety Checklist: number of times all three 

phases of the surgical safety checklist was performed 

(‘briefing’, ‘time out’ and ‘debriefing’) divided by the 

total number of surgeries performed, multiplied by 100 - 

Jan-Dec. 2011, consistent with publicly reportable 

patient safety data

Improve reliability 

with medication 

reconciliation process

**Medication Reconciliation: % of medication 

reconciliations completed within 24hr of admission - Q3 

FY 2011/12

0.51%

Improve 

organizational 

financial health

Reduce use of 

physical restraints

Physical Restraints: The number of patients who are 

physically restrained at least once in the 3 days prior to 

initial assessment divided by all cases with a full 

admission assessment - Q4 FY 2009/10 -  Q3 FY 2010/11, 

OMHRS 

version Mar 29, 2012



AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Access
1) Improve bed utilization and bed 

availability for admissions by reducing 

ALCs through Home First initiatives.

# of new Home First initiatives 

developed

3 new 

initiatives by 

fiscal year-end

Process 

Improvement

2) Improve bed utilization and bed 

availability for admissions by reducing 

readmissions (see below).

1) Implementation of surgeon and Nurse 

Practitioner/Navigator seeing patients 

with possible cancer diagnosis in 

Ambulatory Care and reducing diagnosis 

to treatment wait times. 

% of referrals seen by NP and 

surgeon team
100% of 

referrals seen

Process 

Improvement

2) Chart reviews of patients receiving 

treatment outside of target wait times to 

understand contributing factors. Data 

collection tool for OR booking clerk and 

physician office clerk will support reviews. 

# of cases reviewed by Surgical 

Program Council (SPC)

100% of cases 

treated 

outside of 

target wait 

times 

reviewed

Measurement 

& Feedback                            

and                                       

Skills 

Development

3) Improved feedback re: a) group and b) 

individual surgeon performance

a) report to SPC, Medical 

Advisory Committee (MAC), and 

Quality & Performance Council 

(QPC) b) report to Medical 

Director and Business Director

SPC-monthly; 

MAC & QPC- 

quarterly; 

Medical Dir. & 

Business Dir- 

monthly

Measurement 

& Feedback

Patient- & 

Family- 

Centred

From NRC Picker / HCAPHS: "Would you recommend 

this hospital to your friends and family?"

Q2 Inpatient: 

77.3
81

return to 

previously 

achieved high 

score of 81  

which is stats. 

sig higher than 

ON comm. hosp 

avg of 69.2%

2 1)

From NRC Picker: "Overall, how would you rate the care 

and services you received at the hospital?"

Q2 Inpatient: 

94.4
97

return to 

previously 

achieved high 

score of 97 

which is stats. 

sig higher than 

ON comm. hosp 

avg of 92.4%

2 1)

1

Reduce wait times in 

the ED

ED Wait times: 90th Percentile ED length of stay for 

Admitted patients. Q3 2011/12, NACRS, CIHI (ED Process 

Improvement Program (PIP) Site)

Reduce wait times for 

Cancer Surgery for 

Breast, Bowel, and 

Prostate

**Wait Times for Cancer Surgery: % of surgeries 

completed within priority access targets for breast, 

bowel, and prostate cancer surgery.  Q3 FY 2011/12

85%                           

(Breast 92%, 

Prostate 64%, 

Colorectal 85%)

90%

1

Provincial target 

= 90%

19.0 hr22.9 hr

Greater than 

15% 

improvement 

from current 

and below 

Ontario target 

to reduce to 

under 25h.

(see below)

Improve patient 

satisfaction

version Mar 29, 2012



AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Patient- & 

Family- 

Centred 

(cont.)
1) Implement Patient Advocate role to 

establish Patient- & Family-Centred Care 

Steering Committee.

Steering Committee established 

by Sep 2012 and regularly 

reviewing survey data including 

in-house survey question re: 

"The amount of time staff spend 

discussing your 

concerns/questions with you?"

Data review 

included in 

100% of 

monthly 

Steering 

Committee 

meetings

Targeted 

Investment                         

and                                  

Measurement 

& Feedback

2) Pursue Lean/ThedaCare pilot to develop 

capacity in supporting patient- and family-

centred care initiatives.

Site visits to ThedaCare, 

participation in Lean coaching 

and workshops

90% of 

Executive 

Council trained

Leadership and 

Skills 

Development

3) Continue spread of Releasing Time to 

Care™ strategies (bullet rounds, patient 

room whiteboards, discharge checklists & 

pamphlets etc.) that focus on improving 

discharge preparedness and information 

sharing.

Monitor in-house survey 

question re: "How involved you 

are with your plan for 

discharge?"

Data review 

included in 

50% of 

monthly 

reports (i.e. 

every other 

month) to 

RTC™ 

Executive 

Steering 

Committee

Process 

Improvement                         

and                                  

Measurement 

& Feedback

4) Review and plan to adopt selected 

RNAO Best Practice Guidelines for Client-

Centred Care

Adopt 3 new strategies.
3 new 

strategies by 

fiscal year-end

Process 

Improvement

In-house survey (if available): provide the percent 

response to a summary question such as the 

"Willingness of patients to recommend the hospital to 

friends or family" (Please list the question and the range 

of possible responses when you return the QIP)

n/a n/a n/a n/a 1)

**From NRC Picker: Respect for Patient Preferences 

Dimension Score (roll-up score of "Treated you with 

respect/dignity", "Enough say about treatment", Drs & 

Nurses did not talk in front of you as if you weren't 

there"

Q2 Inpatient: 

79.8
1

Improve patient 

satisfaction

83

5% 

improvement 

and higher than 

comm. hosp avg 

of 77.9

version Mar 29, 2012



AIM MEASURE CHANGE 

Quality 

dimension
Objective Measure/Indicator

Current 

performance

Target for 

2012/13

Target 

justification

Priority 

level

Planned improvement initiatives                                          

(Change Ideas)
Methods and process measures

Goal for 

change 

ideas 

(2012/13)

Comments

Integrated 1)

2)

… N)

1)

2)

1) Maximize discharge follow-up 

arrangements with Community COPD 

Team.

# of referrals made to COPD 

team
25 patients

Process 

Improvement

2) Create comprehensive chronic disease 

management strategy including 

implementation of standard order sets for 

patients with heart failure.  

% of CHF patients with CHF 

standard order sets on chart
50%

Clinical 

Supports

3) Optimize discharge follow-up 

arrangements (by Nurse Practitioner) for 

heart failure patients

% discharged with follow-up 

arrangements made
50%

Process 

Improvement

**Added by Bluewater Health

2<9%

Q2: Sarnia 

10.68%; CEEH 

6.98%

MLPA target 

and a stretch to 

achieve 

consistently

35% reduction 120.3% 13%

Reduce unecessary 

time spent in acute 

care

Percentage ALC days:  Total number of acute inpatient 

days designated as ALC, divided by the total number of 

inpatient days. Q2 2011/12, DAD, CIHI

most recent 

release of 

expected 

readm. rate = 

13.9% 

2

Reduce unnecessary 

hospital readmission **Readmission to Bluewater Health within 30 days for 

Chronic Obstructive Pulmonary Disease (COPD) and 

Congestive Heart Failure (CHF) : The per cent of 

patients with specified COPD or CHF CMGs readmitted 

to Bluewater Health within 30 days of discharge.  Jan-

Dec 2011, DAD, CIHI

Readmission within 30 days for selected CMGs to any 

facility: The number of patients with specified CMGs 

readmitted to any facility for non-elective inpatient care 

within 30 days of discharge, compared to the number of 

expected non-elective readmissions - Q1 2011/12, DAD, 

CIHI

Q1: 14.71% <13.5%

version Mar 29, 2012
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Part C:  
The Link to Performance-based  
Compensation of Our Executives 
 
The purpose of performance-based compensation related to ECFAA is to drive accountability for the delivery of quality 
improvement plans (QIPs).  By linking achievement of targets to compensation, organizations can increase the motivation to 
achieve both long and short term goals.  Performance-based compensation will enable organizations to ensure consistency in 
the application of performance incentives and drive transparency in the performance incentive process.  

 Please refer to Appendix E in the QIP Guidance Document for more information on completing this section  
of the QIP Short Form. The guidance provided for executive compensation is also available on the ministry website. 

 
Manner in and extent to which compensation of our executives is tied to 
achievement of targets 
 

Purpose of Performance-based compensation: 
The purpose of performance-based compensation related to ECFAA is to drive accountability for the delivery of 
quality improvement plans.  Performance-based compensation can help organizations to achieve both short and 
long-term goals.  Performance-based compensation will enable organizations to: 

1. To drive performance and improve quality care 
2. To establish clear performance expectations 
3. To create clarity about expected outcomes 
4. To ensure consistency in application of the performance incentive 
5. To drive transparency in the performance incentive process 
6. To drive accountability of the team to deliver on the Quality Improvement Plan 
7. To enable team work and a shared purpose 

 
Organizational positions to which performance-based compensation applies: 
Compensation for the following executive positions at Bluewater Health will be linked to our organization’s 
achievement of quality improvement targets set out in our annual Quality Improvement Plan: 

- Chief Executive Officer 
- Chief of Professional Staff 
- Vice President, Medical Affairs/Chief Quality, Patient Safety, Risk Management 
- Vice President, Operations/Chief Operating Officer 
- Vice President, Operations 
- Chief Nursing Executive, Interprofessional Practice, Organizational Development 
- Chief, Communications and Public Affairs 

 
Linking compensation to the Quality Improvement Plan 
Our 2012-13 Pay for Performance Plan is in compliance with ECFAA and the Public Sector Compensation 
Restraint to Protect Public Services Act, 2010.  
 
For all of our executives, 2% of their current base salary will be withheld and will now be “at risk” and linked to 
Bluewater Health achieving the targets set out in its 2012-13 Quality Improvement Plan on the indicators outlined 
below.   Specifically, the linkages are with the following: 
 
Quality Dimension   Objective    
Safety     Improve provider hand hygiene compliance 
Safety     Improve reliability with medication reconciliation process 
Effectiveness    Improve organizational financial health 
Access     Reduce wait times in Emergency Department 
Access Reduce wait times for Surgery for Breast, Bowel and Prostate Cancers 
Patient-centred Improve patient satisfaction 
 

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualityimprove/qip_update_20111122.pdf
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It is intended that the hospital must achieve 100% of the targeted improvement set out in the QIP for an objective 
in order for the performance-based compensation for that objective to be earned. Each objective is weighted at 
0.5% of current salary, so that the full 2% of base salary can be earned back if the hospital achieves or exceeds 
its QIP targets in 4 of the 6 objectives. In no circumstances will the payout of performance-based compensation 
exceed 2% for the 2012-13 fiscal year.  
 
The Board of Directors has the residual discretion to modify the amount of performance-based compensation 
(subject to the 2% maximum) following assessment of the Hospital’s performance related to the QIP, in the event 
that there has been significant achievement of the objectives specified above but the targets set out in the QIP 
have not been achieved. 
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Part D: 
Accountability Sign-off

[Please see the QIP Guidance Document for more information on completing this section.]

I have reviewed and approved our hospital's Quality Improvement Plan and attest that our 
organization fulfills the requirements of the Excellent Care for All Act. In particular, our 
hospital's Quality Improvement Plan:

1. Was developed with consideration of data from the patient relations process, patient and 
employee/service provider surveys, and aggregated critical incident data

2. Contains annual performance improvement targets, and justification for these targets;

3. Describes the manner in and extent to which, executive compensation is tied to 
achievement of QIP targets; and 

4. Was reviewed as part of the planning submission process and is aligned with the 
organization's operational planning processes and considers other organizational and 
provincial priorities (refer to the guidance document for more information).


	Overview of our Quality Improvement Plan for 2012-13
	Objectives of the QIP and how the quality of services and care will be improved
	Challenges, risks and mitigation strategies
	Manner in and extent to which compensation of our executives is tied to achievement of targets
	partB.pdf
	Overview of our Quality Improvement Plan for 2012-13
	Objectives of the QIP and how the quality of services and care will be improved
	Challenges, risks and mitigation strategies
	Manner in and extent to which compensation of our executives is tied to achievement of targets


