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About the Accreditation Report 
Health Sciences North/ Horizon Santé-Nord (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 June 2019. 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. 

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. 

© Accreditation Canada, 2019 
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A Message from Accreditation Canada 

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 Program Manager or Client Services Coordinator 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, 

Leslee Thompson 
Chief Executive Officer 
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Qmentum Program 

Executive Summary 
Health Sciences North/ Horizon Santé-Nord (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. 

Accreditation Decision 

Health Sciences North/ Horizon Santé-Nord's accreditation decision is: 

Accredited (Report) 

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

Accreditation Report Executive Summary 
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About the On-site Survey 
• On-site survey dates: June 9, 2019 to June 13, 2019 

• Locations 

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

1. Health Sciences North/ Horizon Santé-Nord 

2. HSN, Cedar Street 

3. HSN, Kirkwood 

4. HSN, Notre Dame Ave (NESGC) 

5. HSN, Sudbury Outpatient Centre 

• Standards 

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

System-Wide Standards 

1. Governance 

2. Infection Prevention and Control Standards 

3. Leadership 

4. Medication Management Standards 

Service Excellence Standards 

5. Ambulatory Care Services - Service Excellence Standards 

6. Biomedical Laboratory Services - Service Excellence Standards 

7. Cancer Care - Service Excellence Standards 

8. Community-Based Mental Health Services and Supports - Service Excellence 
Standards 

9. Critical Care Services - Service Excellence Standards 

10. Diagnostic Imaging Services - Service Excellence Standards 

11. Emergency Department - Service Excellence Standards 

12. Inpatient Services - Service Excellence Standards 

13. Mental Health Services - Service Excellence Standards 

14. Obstetrics Services - Service Excellence Standards 

15. Perioperative Services and Invasive Procedures - Service Excellence Standards 

Accreditation Report Executive Summary 
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16. Point-of-Care Testing - Service Excellence Standards 

17. Rehabilitation Services - Service Excellence Standards 

18. Reprocessing of Reusable Medical Devices - Service Excellence Standards 

19. Substance Abuse and Problem Gambling - Service Excellence Standards 

20. Transfusion Services - Service Excellence Standards 

• Instruments 

The organization administered: 

1. Worklife Pulse 

2. Canadian Patient Safety Culture Survey Tool 

3. Governance Functioning Tool (2016) 

4. Physician Worklife Pulse Tool 

5. Client Experience Tool 

Accreditation Report Executive Summary 
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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) 62 0 0 62 

Accessibility (Give me timely and equitable 
services) 122 1 0 123 

Safety (Keep me safe) 
732 18 18 768 

Worklife (Take care of those who take care of me) 
147 11 1 159 

Client-centred Services (Partner with me and my 
family in our care) 492 2 1 495 

Continuity (Coordinate my care across the 
continuum) 100 1 4 105 

Appropriateness (Do the right thing to achieve 
the best results) 1166 12 5 1183 

Efficiency (Make the best use of resources) 

 

71 1 0 72 

Total 2892 46 29 2967 

Accreditation Report Executive Summary 
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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

High Priority Criteria * Other Criteria
Total Criteria

(High Priority + Other)

Met Unmet N/A

# (%) # (%) #

Met Unmet N/A

# (%) # (%) #

Met Unmet N/A

# (%) # (%) #

Governance 50
(100.0%)

0
(0.0%)

0 36
(100.0%)

0
(0.0%)

0 86
(100.0%)

0
(0.0%)

0

Leadership 49
(98.0%)

1
(2.0%)

0 94
(97.9%)

2
(2.1%)

0 143
(97.9%)

3
(2.1%)

0

Infection Prevention
and Control Standards

39
(97.5%)

1
(2.5%)

0 30
(96.8%)

1
(3.2%)

0 69
(97.2%)

2
(2.8%)

0

Medication
Management
Standards

73
(100.0%)

0
(0.0%)

5 63
(100.0%)

0
(0.0%)

1 136
(100.0%)

0
(0.0%)

6

Ambulatory Care
Services

38
(84.4%)

7
(15.6%)

2 61
(83.6%)

12
(16.4%)

5 99
(83.9%)

19
(16.1%)

7

Biomedical Laboratory
Services **

72
(100.0%)

0
(0.0%)

0 105
(100.0%)

0
(0.0%)

0 177
(100.0%)

0
(0.0%)

0

Cancer Care 99
(100.0%)

0
(0.0%)

2 127
(100.0%)

0
(0.0%)

1 226
(100.0%)

0
(0.0%)

3

Community-Based
Mental Health Services
and Supports

45
(100.0%)

0
(0.0%)

0 94
(100.0%)

0
(0.0%)

0 139
(100.0%)

0
(0.0%)

0

Executive SummaryAccreditation Report
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Standards Set 

High Priority Criteria * Other Criteria 
Total Criteria 

(High Priority + Other) 

Met Unmet N/A 

# (%) # (%) # 

Met Unmet N/A 

# (%) # (%) #

Met Unmet N/A 

 # (%) # (%) # 

Critical Care Services 60 
(100.0%) 

0 
(0.0%) 

0 105 
(100.0%) 

0 
(0.0%) 

0 165 
(100.0%) 

0 
(0.0%) 

0 

Diagnostic Imaging 
Services 

67 
(100.0%) 

0 
(0.0%) 

1 68 
(100.0%) 

0 
(0.0%) 

1 135 
(100.0%) 

0 
(0.0%) 

2 

Emergency 
Department 

72 
(100.0%) 

0 
(0.0%) 

0 107 
(100.0%) 

0 
(0.0%) 

0 179 
(100.0%) 

0 
(0.0%) 

0 

Inpatient Services 56 
(94.9%) 

3 
(5.1%) 

1 85 
(100.0%) 

0 
(0.0%) 

0 141 
(97.9%) 

3 
(2.1%) 

1 

Mental Health Services 50 
(100.0%) 

0 
(0.0%) 

0 92 
(100.0%) 

0 
(0.0%) 

0 142 
(100.0%) 

0 
(0.0%) 

0 

Obstetrics Services 71 
(100.0%) 

0 
(0.0%) 

2 88 
(100.0%) 

0 
(0.0%) 

0 159 
(100.0%) 

0 
(0.0%) 

2 

Perioperative Services 
and Invasive 
Procedures 

112 
(97.4%) 

3 
(2.6%) 

0 109 
(100.0%) 

0 
(0.0%) 

0 221 
(98.7%) 

3 
(1.3%) 

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 42 
(93.3%) 

3 
(6.7%) 

0 80 
(100.0%) 

0 
(0.0%) 

0 122 
(97.6%) 

3 
(2.4%) 

0 

Reprocessing of 
Reusable Medical 
Devices 

86 
(97.7%) 

2 
(2.3%) 

0 40 
(100.0%) 

0 
(0.0%) 

0 126 
(98.4%) 

2 
(1.6%) 

0 

Substance Abuse and 
Problem Gambling 

46 
(100.0%) 

0 
(0.0%) 

0 81 
(100.0%) 

0 
(0.0%) 

1 127 
(100.0%) 

0 
(0.0%) 

1 

Transfusion Services ** 71 
(100.0%) 

0 
(0.0%) 

5 68 
(100.0%) 

0 
(0.0%) 

1 139 
(100.0%) 

0 
(0.0%) 

6 

 

 

Total 1236 
(98.4%) 

20 
(1.6%) 

18 1581 
(99.1%) 

15 
(0.9%) 

10 2817 
(98.8%) 

35 
(1.2%) 

28 

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

Patient safety incident disclosure 
(Leadership)

 Met 4 of 4 2 of 2 

Patient safety incident management 
(Leadership)

 Met 6 of 6 1 of 1 

Patient safety quarterly reports 
(Leadership)

 Met 1 of 1 2 of 2 

Patient Safety Goal Area: Communication 

Client Identification 
(Ambulatory Care Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Biomedical Laboratory Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Cancer Care)

 Met 1 of 1 0 of 0 

Client Identification 
(Critical Care Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Diagnostic Imaging Services)

 Met 1 of 1 0 of 0 

Accreditation Report Executive Summary 
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Required Organizational Practice Overall rating 

Test for Compliance Rating 

Major Met Minor Met 

Patient Safety Goal Area: Communication 

Client Identification 
(Emergency Department)

 Met 1 of 1 0 of 0 

Client Identification 
(Inpatient Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Mental Health Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Obstetrics Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Perioperative Services and Invasive 
Procedures)

 Met 1 of 1 0 of 0 

Client Identification 
(Point-of-Care Testing)

 Met 1 of 1 0 of 0 

Client Identification 
(Rehabilitation Services)

 Met 1 of 1 0 of 0 

Client Identification 
(Substance Abuse and Problem Gambling)

 Met 1 of 1 0 of 0 

Client Identification 
(Transfusion Services)

 Met 1 of 1 0 of 0 

Information transfer at care transitions 
(Ambulatory Care Services)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Cancer Care)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Community-Based Mental Health 
Services and Supports)

 Met 4 of 4 1 of 1 

Accreditation Report Executive Summary 
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Required Organizational Practice Overall rating 

Test for Compliance Rating 

Major Met Minor Met 

Patient Safety Goal Area: Communication 

Information transfer at care transitions 
(Critical Care Services)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Emergency Department)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Inpatient Services)

 Unmet 3 of 4 0 of 1 

Information transfer at care transitions 
(Mental Health Services)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Obstetrics Services)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Perioperative Services and Invasive 
Procedures)

 Met 4 of 4 1 of 1 

Information transfer at care transitions 
(Rehabilitation Services)

 Unmet 1 of 4 0 of 1 

Information transfer at care transitions 
(Substance Abuse and Problem Gambling)

 Met 4 of 4 1 of 1 

Medication reconciliation as a strategic 
priority 
(Leadership)

 Unmet 0 of 3 0 of 2 

Medication reconciliation at care 
transitions 
(Ambulatory Care Services)

 Unmet 4 of 5 0 of 0 

Medication reconciliation at care 
transitions 
(Cancer Care)

 Unmet 7 of 9 0 of 0 

Accreditation Report Executive Summary 
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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 

  Met 3 of 3 1 of 1 

(Community-Based Mental Health 
Services and Supports)

Medication reconciliation at care 
transitions 
(Critical Care Services)

 Unmet 2 of 4 0 of 0 

Medication reconciliation at care 
transitions 
(Emergency Department)

 Met 1 of 1 0 of 0 

Medication reconciliation at care 
transitions 
(Inpatient Services)

 Unmet 2 of 4 0 of 0 

Medication reconciliation at care 
transitions 
(Mental Health Services)

 Met 4 of 4 0 of 0 

Medication reconciliation at care 
transitions 
(Obstetrics Services)

 Unmet 2 of 4 0 of 0 

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

 Unmet 2 of 4 0 of 0 

Medication reconciliation at care 
transitions 
(Rehabilitation Services)

 Unmet 0 of 4 0 of 0 

Safe Surgery Checklist 
(Obstetrics Services)

 Met 3 of 3 2 of 2 

Accreditation Report Executive Summary 
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Required Organizational Practice Overall rating 

Test for Compliance Rating 

Major Met Minor Met 

Patient Safety Goal Area: Communication 

Safe Surgery Checklist 
(Perioperative Services and Invasive 
Procedures)

 Met 3 of 3 2 of 2 

The “Do Not Use” list of abbreviations 
(Medication Management Standards)

 Unmet 4 of 4 2 of 3 

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 

Infusion Pumps Training 
(Ambulatory Care Services)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Cancer Care)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Critical Care Services)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Emergency Department)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Inpatient Services)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Mental Health Services)

 Met 4 of 4 2 of 2 
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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 
(Obstetrics Services)

Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Perioperative Services and Invasive 
Procedures)

 Met 4 of 4 2 of 2 

Infusion Pumps Training 
(Rehabilitation Services)

Met 4 of 4 2 of 2 

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 

Patient safety plan 
(Leadership)

 Met 2 of 2 2 of 2 

Patient 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 

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 
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Required Organizational Practice Overall rating 

Test for Compliance Rating 

Major Met Minor Met 

Patient Safety Goal Area: Infection Control 

Infection Rates 
(Infection Prevention and Control 
Standards)

 Met 1 of 1 2 of 2 

Patient Safety Goal Area: Risk Assessment 

Falls Prevention Strategy 
(Cancer Care)

Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Critical Care Services)

 Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Inpatient Services)

Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Mental Health Services)

 Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Obstetrics Services)

Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Perioperative Services and Invasive 
Procedures)

 Met 2 of 2 1 of 1 

Falls Prevention Strategy 
(Rehabilitation Services)

Met 2 of 2 1 of 1 

Pressure Ulcer Prevention 
(Cancer Care)

 Met 3 of 3 2 of 2 

Pressure Ulcer Prevention
(Critical Care Services)

 Met 3 of 3 2 of 2 

Pressure Ulcer Prevention 
(Inpatient Services)

 Met 3 of 3 2 of 2 

Accreditation Report Executive Summary 

13 



Qmentum Program 

Required Organizational Practice Overall rating 

Test for Compliance Rating 

Major Met Minor Met 

Patient Safety Goal Area: Risk Assessment 

Pressure Ulcer Prevention 
(Perioperative Services and Invasive 
Procedures)

 Met 3 of 3 2 of 2 

Pressure Ulcer Prevention 
(Rehabilitation Services)

 Met 3 of 3 2 of 2 

Suicide Prevention 
(Community-Based Mental Health 
Services and Supports)

 Met 5 of 5 0 of 0 

Suicide Prevention 
(Emergency Department)

 Met 5 of 5 0 of 0 

Suicide Prevention 
(Mental Health Services)

 Met 5 of 5 0 of 0 

Suicide Prevention 
(Substance Abuse and Problem Gambling)

 Met 5 of 5 0 of 0 

Venous Thromboembolism Prophylaxis 
(Cancer Care)

 Met 3 of 3 2 of 2 

Venous Thromboembolism Prophylaxis 
(Critical Care Services)

 Met 3 of 3 2 of 2 

Venous Thromboembolism Prophylaxis 
(Inpatient Services)

 Met 3 of 3 2 of 2 

Venous Thromboembolism Prophylaxis 
(Perioperative Services and Invasive 
Procedures)

 Met 3 of 3 2 of 2 
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Summary of Surveyor Team Observations 

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

Health Sciences North (HSN) and Health Sciences North Research Institute (HSNRI) provide health care as well 
as academic and research opportunities to north eastern Ontario. HSN is a regional tertiary care centre that 
has been a research hospital for several decades. Over the past few years there have been significant changes 
to the organization as the board of directors has led a strategic planning process with the CEO that resulted in 
a joint 2019–2024 strategic plan for both organizations. The governance committee approved the new 
strategic plan in February 2019, reaffirming the commitment to provide high-quality health services and 
support education and research to improve health care outcomes for the communities served. 

Since its last on-site survey, HSN has undergone an external review with a third party to understand and 
provide recommendations in light of its financial deficit of $11 million. The results of the review provided the 
organization with an opportunity to benchmark programs and services and identify areas for efficiencies. 
Careful consideration was given to address the deficit. Reductions were made and the executive reviewed the 
impact of the changes and made adjustments where necessary. Over the past 20 months there have been 
many transitions in the executive team and a new CEO was appointed. These changes are having a positive 
impact in the organization and relationships with external providers have improved. The board of directors 
acknowledges the accomplishments made with regard to hiring the new CEO, achieving a balanced financial 
position, and developing the strategic plan. 

The members of the board of directors are very committed to supporting the hospital and have worked to 
restore the health of the hospital and its reputation in the community. There has been a turnover with new 
board members coming onto the board in the last few months. The board is aiming to be a skills-based board. 
Given the relationships with education and research there are key positions on the board that represent the 
universities and colleges. Diversity on the board is important and the board is encouraged to identify future 
board members who represent individuals from vulnerable and Indigenous communities. 

The community partners session was well represented by partners who deliver and receive critical health and 
social services throughout the region and satellite sites, including providers for mental health, addictions, 
senior services, emergency medical services, family health team, community development and housing, 
Indigenous services, rehabilitation services, AIDS, HIV, Hepatitis C network, the North East Local Health 
Integration Network, and universities and educational institutions. 

An overall statement that was supported by many health and social service providers reflected the view that 
there has been a concerted effort by senior managers to reach out to community partners to listen to the 
needs of the community, develop solutions, and implement change. In particular, these changes have been 
focused on addressing historic barriers in the response to patients with mental health and addictions 
challenges and discrimination based on sexual orientation or identity. The community partners welcome the 
organization’s attendance at community tables, the support for joint initiatives, the development of 
innovative and patient-focused service approaches, and an action focus on areas requiring improvements. 

Accreditation Report Executive Summary 
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innovative and patient-focused service approaches, and an action focus on areas requiring improvements. 
HSN senior staff also provide consultation services, organization expertise, and presentations and advice to 
community groups on strategic directions and joint submissions for new services. Indigenous partners note 
the proactive involvement of over 50 Indigenous members from within the region and beyond in the strategic 
planning engagement and consultation process for the 2019–2024 strategic plan. 

HSN has an active partnership with Northern Ontario School of Medicine which is a feeder school for medical 
staff who complete placements and training to become staff members at HSN. This is a critical link for the 
development of the next generation of health care professionals as there is a need for education to support 
more vulnerable individuals in the community. 

While acknowledging the change in approach at senior levels in the organization, community partners 
strongly recommend that the organization place a greater focus on developing culturally safe practices for 
vulnerable patients at the front-line level and in particular at entry points such as the emergency department 
(ED). Community partners discussed the stigma and discrimination that patients with mental health and 
addictions issues face when seeking care in the ED, and indicated that change is needed to reduce the long 
history of stigma. They also discussed the stigma that impacts care for elderly patients and those who are 
openly gay or transgender, and stress that an ongoing commitment to promoting and ensuring equity for all 
patients in accessing services is required, to reduce current and historic deterrents. This could include an 
enhanced communication strategy and potentially a targeted recruitment of patient advisors from these 
communities as consultants to support this initiative. Community members advise HSN to continue its work 
on the use of plain language as a key enabler to support inclusive patient communication and further reduce 
barriers for those with communication challenges, which often includes the frail elderly. 

HSN has an opportunity to move forward with the support and engagement of its community partners in 
providing high-quality health services to all of its community members. Great work has been undertaken. The 
community partners recognize this as early steps in a journey that will take time, effort, and commitment 
from all parties to succeed. 

Quality and safety are priorities of the leadership team and there is a commitment to bring the voice of the 
patient deeper into the operations with the addition of the patient advisors. Despite the challenges with the 
$11 million deficit, the team has worked to stay focused and achieve the goals related to outcomes for care. 
Further efforts are needed to address the results from the Worklife Pulse Tool survey. Physician engagement 
in the survey was very low (8 respondents) and further effort is needed to identify ways to engage the 
physicians, perhaps through another survey or through focus groups. 

The new strategic plan has been in place for three months and the leadership team continues to work 
through the planning process and structures that are necessary to meet the key goals over the six years. The 
implementation plan was approved at the end of May 2019. As well, resources have been approved for years 
one to three based on recommendations from the executive to the board. 

With the new strategic plan and ongoing changes that will be occurring across the organization, the 
leadership team, along with human resources, are encouraged to develop a change management strategy to 
support individuals, teams, and leadership as they move forward. Also, enhancing the internal and external 
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support individuals, teams, and leadership as they move forward. Also, enhancing the internal and external 
communication plan with respect to the new strategic plan and messaging for staff, leadership, and the board 
will support and facilitate alignment in messaging for staff and the community. There continue to be issues 
with the completion of performance appraisals and this is an important area to address to ensure staff have 
feedback on their performance and career development. 

The new CEO has embraced the accreditation process and the standards have been used with individuals and 
teams across the organization to advance quality and safety and meet the goals of the organization during a 
period of transition. The CEO and staff from across the hospital are commended for their work to meet and in 
several areas exceed the standards. 

In November 2018, the organization completed the Accreditation Canada Worklife Pulse Tool survey and was 
able to compare results from the last six years starting in 2012. Thirty-nine percent (1,470 individuals) of staff 
completed the survey. Since 2012 ,there has been a consistent decline in results in many areas. Higher scores 
were seen in relation to co-worker respect and feeling part of a team; however, staff perception of senior 
management was lower in relation to communication regarding organizational goals, commitment to 
providing high-quality care, acting on staff feedback, and providing a safe and healthy workplace. Staff were 
less than favourable about rating the organization as a good place to work. 

In response to the Worklife Pulse Tool survey results, the leadership has made efforts to make improvements. 
With the changeover in the leadership team and CEO they have worked to address staff safety and are 
actively identifying ways to support staff with education and support for their roles and leadership 
development. Confounding the results of the Worklife Pulse Tool survey is the fact that the organization had 
to address the deficit, and the difficult decisions that were made regarding resources are in all likelihood 
reflected in the results. Ongoing work will be needed to address the areas in the survey results and improve 
staff worklife. Only eight physicians responded to the survey and feedback on the low engagement rate is 
mixed given that over 500 physicians work at HSN. The organization is encouraged to find a more appropriate 
tool or format to obtain physician feedback about their quality of worklife. 

During the on-site survey, there were many opportunities to meet with staff, physicians, volunteers, and 
patients who all provided information on the quality of care. Overall, there is positive feedback regarding care 
delivery and services at HSN, and patients appreciate the ability to receive care close to home that is 
specialized and good quality. The introduction of the people-centred care model and the role of the patient 
advisors, who are gradually being introduced to teams and quality projects, is having a positive impact. 
Pressures related to access and patient flow are impacting care and the leadership team is encouraged to 
review the practices and processes related to patient access and flow to identify internal and external system 
changes, to ensure patients receive the right care in a timely manner. 

Ongoing engagement with community partners is critical and at some level the hospital may need to be more 
involved leading projects and strategies outside the community to create capacity and reduce alternate level 
of care pressures. With this consideration, the concept of patient flow needs to be seen as a systems issue 
and not just a problem with a particular service such as medicine or emergency. Several areas would benefit 
from an external review to identify ways to improve service delivery, team function, and best practice. 
Initially, the medicine and psychiatry services would benefit from external consultation to identify ways to 
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Initially, the medicine and psychiatry services would benefit from external consultation to identify ways to 
improve their service delivery and, in the longer term, all areas would benefit from a review of their 
operations. 

Over the last few years the organization has been planning for and focusing on providing clarity and a clear 
roadmap for the organization and its approach to health care to meet the needs of the community. The new 
CEO and leadership team are committed to providing high-quality care that is embedded in research and best 
practices. The alignment with HSNRI and the academic institutions in Sudbury will strengthen the directions 
that have been identified. Ongoing partnerships and building a community of care that is integrated and 
aligned with the patient first will need to be at the centre of decision making. 
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Detailed Required Organizational Practices 

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

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

Unmet Required Organizational Practice Standards Set 

Patient Safety Goal Area: Communication 

Information transfer at care transitions 
Information relevant to the care of the client is 
communicated effectively during care transitions. 

· Inpatient Services 10.16 
· Rehabilitation Services 9.12 

The �Do Not Use� list of abbreviations 
A list of abbreviations, symbols, and dose designations that 
are not to be used have been identified and implemented. 

· Medication Management Standards 14.6 

Medication reconciliation as a strategic priority 
A documented and coordinated medication reconciliation 
process is used to communicate complete and accurate 
information about medications across care transitions. 

· Leadership 15.7 

Medication reconciliation at care transitions 
Medication reconciliation is conducted in partnership with 
clients and families to communicate accurate and complete 
information about medications across care transitions. 

· Perioperative Services and Invasive 
Procedures 11.6 
· Cancer Care 15.5 
· Ambulatory Care Services 8.5 
· Obstetrics Services 8.5 
· Rehabilitation Services 8.5 
· Critical Care Services 8.6 
· Inpatient Services 9.7 
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Detailed On-site Survey Results 
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. 

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: 

High priority criterion 

ROP Required Organizational Practice 

MAJOR Major ROP Test for Compliance 

MINOR Minor ROP Test for Compliance 
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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. 

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 Governance Committee has been active over the past few years with the recruitment of a new CEO, 
overseeing the financial recovery plan for an $11 million dollar deficit, and releasing a new five-year 
strategic plan for HSN and HSNRI. These changes have occurred at a time when the hospital is under 
increased pressure related to overcapacity as a result of alternate level of care patients who cannot be 
transitioned in a timely manner into the community. Despite these challenges there is a sense of 
optimism that the organization now is prepared to advance forward with the changes that have occurred, 
restored financial health, and a roadmap for the future. 

The development of the integrated strategic plan with the hospital and the research institute is a new 
approach that the two organizations have undertaken to further integrate the work related to the hospital 
and research that is complementary in advancing patient care. The board described the high level of 
engagement and community involvement to develop the plan as well as the support of key individuals 
from Queen’s University that enabled them to advance their thinking for the future of the organizations. 
Given that the plan was just released in the last three months, further work is encouraged to fully develop 
the external communications plan to report back to the individuals and communities that were involved. 
Board members would benefit from key briefings on communications that can be relayed back to their 
communities of interest. 

Implementation of the new strategic plan is underway at HSN, and, with the support of the board, 
approval of the recommendations of allocated funding for $6 million over the next three years. The 
support for the new plan and associated funding allocation will ensure the plan is actioned with seed 
funds for operational projects in year 1. Additionally, over the next three years, $12.1 million has been 
identified for the operating fund. Key areas that are supported related to the future capital plan are the 
integrated regional electronic medical record and the human capital management system. 

Board members are very committed to the hospital. Despite the capacity issues there is a sense of pride 
and recognition of the quality care that is provided by the health care team members. Several board 
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members describe a turning point in the community at business meetings where they discuss the restored 
faith in the hospital due to the new CEO, leadership, and balanced budget position. 

The introduction of the Ontario Health Teams and the concept of integrated health is welcome and the 
organization recognizes that it provides leadership in this area in the north to its communities. Ongoing 
work is needed to support the consistent pressures related to access and flow for the communities 
served. 

The HSN governance body consists of a broad range of individuals from various backgrounds and 
communities from across the region. The Governance and Nomination Committee works to create a skills-
based board with representatives from professions that support the activities of the board and the 
populations served. There is an Indigenous member on the board. 

Several new members have been added to the board over the past few months and succession planning 
will need to maintain a balance blend of longer standing and new members. Subcommittees of the board 
serve as an opportunity to introduce members to the hospital who can be later considered for board 
positions. The board members describe the activities related to the subcommittees of the board and 
there is a sense of ownership for the work that is completed to advance the organization. Further efforts 
are needed to consolidate strategic approaches to engage the Indigenous community. 

There is a robust process to review policies and procedures with the board of directors and the supporting 
subcommittees. The chair and the vice chair of the board described the three-year process in which the 
board is engaged to ensure all policies are reviewed and updated or new polices developed to guide the 
board in decision making. Using these policies and other decision-making frameworks are considered 
critical success factors to enabling the board to make decisions, and it addressed these challenges over 
the past year. The board is encouraged to make ongoing use of the ethics framework for decision making. 

The role of the patient advisor is becoming established at HSN and the board is encouraged to consider 
integrating this role into the membership of the board. The value of this position is to bring the voice of 
the patients to the board and have then be involved in all aspects related to strategic directions and board 
decisions. 

The board members are committed to quality, safety, and improving outcomes for the communities 
served. The hospital is the largest employer in the region and the commitment to developing partnerships 
with education and research while being socially accountable to the vulnerable members in the 
community is evident. 
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Priority Process: Planning and Service Design 

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

Unmet Criteria High Priority 
Criteria 

Standards Set: Leadership 

6.5 Formal strategies or processes are used to manage change. 

Surveyor comments on the priority process(es) 

HSN and HSNRI underwent a significant planning exercise to determine their roadmap for the future, and 
this resulted in a capital master plan for the organization and the new strategic plan. Clinical leadership, 
physician directors, and the executive team have worked together to complete many touch points, with 
30 user groups, to plan for the future site. The goal was to determine what existed and what would be 
needed for the next 20 to 25 years. Corpus Sanchez was hired to lead the programs and services through 
the planning exercise to identify what the community needs would be. In the end, several priorities were 
identified in relation to increasing bed capacity, supporting the mental health population better, 
improving wayfinding and patient centredness, and supporting children and youth and the community. 

The capital master plan is an important step future planning. While the vision extends several decades, 
short-term or phase 1 projects are being implemented to support capacity, learning, and speciality 
recruitment. One of the successful short-term projects led to the opening of transitional support beds in 
the community, with staffing from the March of Dimes. The leadership is encouraged to continue to 
advance partnerships with the community for additional capacity as well as provide additional leadership 
or support as needed to create innovative solutions for community capacity, to alleviate alternate level of 
care pressures. Projects with the Canadian Mortgage and Housing Corporation to support mental health 
patients are good examples of ways to engage the community and municipality on inclusive housing in the 
city. To address the systemic pressures related to access and flow, more transitional beds and supports are 
needed in the community to alleviate the alternate level of care pressures related to seniors and mental 
health. 

HSN’s new learner centre will be a model for other organizations, integrating teaching and research into 
one facility and supporting recruitment of staff in speciality areas. This centre is planned to open at the 
end of the year. There has been great support from the foundation and the community, with funds 
coming from the foundation and $5.4 million in private donations. The expansion for nuclear medicine is 
going well with the development of new space for a PET scanner that will be completed in 2019. Funding 
for this is coming from the provincial government ($4.6 million) and private donations. Planning for 
children’s health for HSN by the Ministry of Health and Long-Term Care will elevate programming and care 
for those individuals who are impacted by mental health. 
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The clinical leadership teams have been part of the capital master planning process, representing their 
particular areas of service an incorporating information from population growth and trends. Of note are 
the cyclical challenges that present with hiring certain medical speciality areas; leadership are attentive to 
these and continue to plan for them. IT services have a strong history of partnership in the region and 
beyond and has demonstrated an ability to achieve integrated networks for radiology and the picture 
archiving and communications system. In the next months, radiology services will be partnering with 
hospitals in southern Ontario for sub-speciality radiology support. These examples of the integrated IT 
networks are good examples that serve the organization well in the Ontario health system transformation 
on achieving integrated care. 
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Priority Process: Resource Management 

Monitoring, administering, and integrating activities related to the allocation and use of resources. 

The organization has met all criteria for this priority process. 

Surveyor comments on the priority process(es) 

The organization has been under financial pressures related to the $11M deficit that currently has been 
managed with a balance financial position restored. The impact of the deficit and resulting third party 
external review has been beneficial in identifying opportunities for receiving additional $4.5M related to 
clinical activities. The organization has been thoughtful in reducing the necessary 100+ FTEs that has 
mostly impacted non-clinical roles. In addition, in areas where the reductions resulted in negative impacts 
to clinical roles, such as laundry, funds have been restored. 

One of the significant outcomes that has resulted from managing the deficit position has been the 
changes in roles, team function and interdepartmental activities to change practices regarding financial 
management organizationally. The members of the resource team described the cross director group that 
has resulted where leaders work together to plan for efficiencies and savings. Additionally, the financial 
round table provides an opportunity for learning with directors and vice presidents regarding 
organizational effectiveness related to resource utilization. At Health Science North there is more 
confidence in the individuals, teams and departments with respect to financial management and 
education has been a key success factor. All new managers are provided with education regarding 
financial management and longer term managers / directors are also receiving more education on 
financial management. 

Overall, the is enhance accountability related to financial planning and management. Team members 
work together to plan for capital with prioritization that ensures the right projects and capital equipment 
is purchased. There is more synchronization with respect to forecasting and new adaptive software has 
been added to support budgeting. Planning has taking more importance especially with respect to the 
capital master plan. Team members are proud of the work that has occurred related to IT integrations 
with 21 organization with Meditech as well as the integrated PAC systems with 74 organization. 
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Priority Process: Human Capital 

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

Unmet Criteria High Priority 
Criteria 

Standards Set: Leadership 

10.11 Policies and procedures for monitoring team member performance align 
with the organization's mission, vision, and values. 

10.12 Policies and procedures regarding performance monitoring include how 
to deal with performance issues in an objective and fair way. 

Surveyor comments on the priority process(es) 

The human resources leadership have been balancing many activities and supporting the organization 
during the changes at the CEO and executive levels, as well as supporting departments that have been 
impacted by the role reductions. The leaders are collaborative and work well with key executives and the 
medical staff office leadership to advance initiatives and strategies at HSN. In addition, collaboration with 
the union leadership is seen an important area as there are many changes occurring with the unions that 
represent the hospital workers. 

The organization is encouraged to consider an organizational approach to change management that 
supports key leaders, both administrative and physician, as they move past the challenges of the last few 
years and build organizational capacity to elevate the key goals in the strategic plan. Additionally, this 
could be achieved with work related to developing leadership capacity with the leadership development 
program; however, it would be beneficial to have focused leadership development for the clinical 
programs and the physician/administrative leader dyad. Ongoing education with staff and community will 
be important as related to advancing the roadmap for the future and with regard to human resources. 

The team is excited about the plan to implement an integrated human resource management system. This 
will improve operational functions related to human resources management and planning. The potential 
siting of the human resources function is an opportunity for improvement, as the team is spread across 
several locations and this creates inefficiencies that reduce productivity and add to overall costs. In 
addition, the personnel files are incomplete in relation to key documents such as learning and 
performance management. Further review of the personnel files and consideration of potential e-file 
could benefit team members who are working in different locations. 

Performance appraisals are an important aspect of any organization, as regular feedback to staff helps 
them understand performance and role expectations. At HSN, many files do not have performance 
appraisals, or, if the ones that were there were outdated. The organization is encouraged to develop a 
solid process for performance appraisal across the HSN and to conduct appraisals consistently. 
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There are many impressive front-line leaders, managers, and directors, which is note-worthy given the 
internal changes and at the executive level. Quality outcomes have continued, and this reflects the depth 
in the middle management leadership and interprofessional teams. In addition, the occupational health 
and safety team is recognized as it continues to support the organization with changes in its resources. 

Collaboration with the medical staff office leadership and the human resource team is evident and this 
work is important to reduce silos and improve processes. Progress has been made on providing safe 
environments for staff, free from unacceptable behaviour from colleagues and/or patients. These changes 
are progressive and recognize the importance of providing a safe environment for all staff. Of note is the 
senior leadership team’s daily huddle that incorporates staff safety and incident management related to 
this area. 
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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 

15.7 A documented and coordinated medication reconciliation process is used 
to communicate complete and accurate information about medications 
across care transitions. 

ROP 

15.7.1 There is a medication reconciliation policy and process to 
collect and use accurate and complete information about 
clients' medication at care transition. 

MAJOR 

15.7.2 Roles and responsibilities for completing medication 
reconciliation are defined. 

MAJOR 

15.7.3 An organizational plan to sustain medication reconciliation is 
led by an interdisciplinary coordination team. 

MINOR 

15.7.4 There is documented evidence that team members 
(including physicians) who are responsible for medication 
reconciliation are provided with relevant education. 

MAJOR 

15.7.5 Compliance with the medication reconciliation process is 
monitored and improvements are made when required. 

MINOR 

Surveyor comments on the priority process(es) 

The integrated quality management team has reorganized its services with a reduction in its full-time 
equivalent complement that has resulted in departmental enhancements for patient care. Through 
restructuring, the team has integrated patient experience, process improvement, and safety and this has 
enhanced its focus and its ability to support the organization. Daily huddles with key players, including 
patient experience, enable the team to re-think its approach and become more integrated with respect to 
quality, safety, and patient experience. 

The organization uses quality boards to educate and refocus individuals and teams on achieving quality 
outcomes. Areas of the hospital are aligning unit-and program-specific goals with corporate key goals and 
measurements. The quality team is encouraged to create a standardized approach to the quality boards to 
help units with development and process for daily engagement with the boards. A review of the boards in 
different units shows that some areas are advancing this work while others need support to develop and 
understand quality measurement. 

The critical event process has been revamped and there is more attention given to the response with the 
critical event response team (CERT). The leadership and the quality team members have a greater 

Accreditation Report Detailed On-site Survey Results 

28 



Qmentum Program 

understanding of the critical event process, including definitions and process. Targets have been set with a 
goal of closing the loop on critical events in 30 days; however, some events, depending on their nature, 
take much longer to close. 

Alignment with respect to quality and safety is clear. Quality and safety are identified as key priority areas 
and the board is kept well informed through quarterly reports. Daily huddles occur across inpatient areas 
as well as administrative and senior leadership areas, demonstrating the organizational commitment to 
measuring and monitoring quality. Rounding has been enhanced with input from the surgical lead for the 
morbidity and mortality rounds. As well, the Amazing and Awesome Rounds (A and A) have re-energized 
staff and physicians with a focus on positive deviance. 

Medication reconciliation continues to be a challenge for the organization with respect to achieving full 
implementation on admission, transition, and discharge. A standard form for medication reconciliation on 
admission has been developed but this is not fully implemented across the organization. Medication 
reconciliation on transfer and discharge will require further support to determine how these can be 
standardized across the organization. The plans for electronic health record will address many of these 
issues, but at this point many areas remain unchanged with regard to the organization’s progress with 
medication reconciliation. 

Patient advisors are embedded into key improvement projects and the quality team actively invites 
patient advisors to choose which projects they want to be part of. The process of engaging patient 
advisors in quality projects has been positively received and gains have been made that improve care for 
patients. 
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Priority Process: Principle-based Care and Decision Making 

Identifying and making decisions about ethical dilemmas and problems. 

The organization has met all criteria for this priority process. 

Surveyor comments on the priority process(es) 

Ethics and principle-based care and decision making have been incorporated into the processes of the 
hospital since 2006. The ethics framework has evolved as have the committee structures that support 
ethics in clinical and research activities. Clinical ethics resides within HSN and there is a dedicated 
bioethicist who supports both clinical and research ethics. The HSN board uses the decision-making filter 
as a guide to making allocations and resource decisions, especially in the face of competing priorities. 

HSN’s Ethics Committee has many internal and external members who represent diverse groups of staff 
and populations. This unique membership brings individuals with various backgrounds together to elevate 
ethics discussions and further advance the use of the framework to discuss ethical issues. 

Collaboration between HSN and HSNRI is evident and there is a positive interface between clinical and 
research ethics. The bioethicist from HSN is a member of the HSN research ethics board and information 
is shared between the groups on areas of focus and interest. The new joint strategic plan between HSN 
and HSNRI provides further opportunities to work together on research initiatives that advance both 
organizations and their strategic directions. HSNRI has a separate research board to review research 
projects and this is evolving with collaboration from local universities. 

A good discussion was held on how HSN and HSNRI could elevate and use the ethics framework to 
address systemic issues such as stigma related to race, transgender, and certain mental health profiles in 
order to change the conversations with vulnerable populations. A strong history exists with certain 
marginalized populations, such as the transgender, gay, and Indigenous communities as well as those with 
mental health and addictions issues. The ethics framework could be an avenue for change in light of the 
new organizational focus on social accountability. Additionally, incorporating the new values of respect, 
quality, transparency, accountability, and compassion along with the goal of change around social 
accountability could help the organization reduce the stigmas that exist today. 

The wide representation on the Ethics Committee enables the members to have positive discussions 
about the focus of the committee and advance ethics at HSN. The committee has a co-chair model, with 
two directors from HSN. Having a member from decision support would be beneficial to support the 
presentation of information about organizational ethical dilemmas and approaches to address them. An 
example is the data from decision support that suggests that wait times for Francophone patients are 
longer than for non-Francophone populations. This information is of interest to ethics and potentially can 
generate research questions. Further efforts are encouraged to include vulnerable and at-risk populations, 
such as the Indigenous community, on the committee. 
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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 corporate communications and community engagement team has developed a communication plan 
for 2019 to 2024 that outlines excellent communication strategies with external and internal stakeholders. 
The plan is a comprehensive document that includes specific strategies and tools, objectives, and 
activities that are aligned with the organization’s strategic plan. 

Over the next five years the goals of the communication strategies are to “reach a variety of primary and 
secondary audiences, and to create opportunities to hear from these audiences.” Individual 
communications plans will define each project’s specific audiences, key messaging, and the most 
appropriate vehicles to reach these audiences based on identified goals and objectives. The plan will also 
emphasize the importance of storytelling around the 19 outcomes of the strategic plan. Storytelling will 
focus on quality of care that is delivered across the organization and will be facilitated by brand 
ambassadors and include an ongoing focus on patient stories. Communication strategies will be evaluated 
as the plan unfolds. 

Some of the strategies used to communicate in the organization include regular CEO blogs, screen 
monitors with information, committee meetings, social media, poster boards, the hospital website, face-
to-face communication, huddles, email, Twitter, teleconferences and webinars, and regular CBC news, to 
name a few. Community partners and patients and families report good two-way communications with 
the organization, which can include written reports and presentations by patient advisors to the board. 

Staff members have access to information on the intranet and the organization makes good use of posters 
for several initiatives and quality improvement. The strategic directions and the hospital’s values are well 
displayed. Communication strategies are activated when bad publicity puts the hospital’s reputation at 
risk. 

Communication approaches are monitored effectively with the use of a variety of targeted social metrics 
(LinkedIn, Facebook, Twitter, Instagram) and the results are used to enhance communication strategies. 
The organization may wish to share this innovative technique and the successes it produces. Although the 
organization uses several avenues to seek feedback and to engage in dialogue with external partners, it 
recognizes the importance of including patients and families’ voice and front-line staff to support quality 
and effective communication strategies. 

The organization is using paper charting but an electronic medical record is being developed and 
implemented. The impetus for setting this as a high priority came from patient feedback and the advice 
from the Patient and Family Advisory Committee (PFAC). Privacy and security of information are well 
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established. Patients can access their chart at any time and can be guided by expert hospital resources to 
review their chart if necessary. 
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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 team responsible for the physical environment is extremely impressive and all standards are met. The 
team has excellent redundancy systems and always relate their work to patient and staff safety and care. 

Maintenance and documentation of work for major equipment is carried out with required frequency, 
and the timing of maintenance is altered if necessary. Senior leadership is very responsive when the team 
identifies required resources. 

When future structural designs are considered, it is suggested that the lunch room be away from areas 
that are very close to operating rooms (ORs), and that a physical divider be placed between the three 
areas of restricted access. 
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Priority Process: Emergency Preparedness 

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

Unmet Criteria High Priority 
Criteria 

Standards Set: Infection Prevention and Control Standards 

13.7 Policies and procedures are regularly reviewed and improvements are 
made as needed following each outbreak. 

Surveyor comments on the priority process(es) 

HSN has developed an impressive and comprehensive disaster management plan includes all appropriate 
staff, leaders, physicians, and community partners. The emergency preparedness team is passionate 
about keeping people at the organization safe, secure, and well prepared to manage emergency 
situations. In particular, as a component of the disaster management plan, the disaster communications 
plan is exceptionally well developed. 

HSN plays a critical role in community-wide emergency planning, and the team focuses on ensuring that 
appropriate critical event responses are well known and implemented so staff feel safe. Based on 
evaluation of mock codes, senior staff must now be in a position to respond a code event within a one-
hour time frame. 

There is a good working relationship with the police for most of the emergency codes, in particular code 
purple and code silver. Police review code documents to ensure alignment with their responsibilities. 
Emergency pool binders that provide just-in-time checklists for managing codes are located throughout 
the hospital and at off-site locations. Command centres are identified for each hospital site. This is an 
excellent strategy to ensure immediate and deliberate implementation of the proper activities to be 
enacted by incident leaders for the various emergency codes. Twitter is the organization’s social media 
platform of choice during a disaster to communicate important information. 

There is a master plan for emergency code reviews with clear timelines and expectations. New staff and 
physicians receive training on the codes during orientation and all staff must complete annual reviews via 
computer-based training modules. Staff also have opportunities to discuss safety issues at daily and 
weekly safety huddles. 

The pandemic plan is developed in partnership with emergency preparedness, IPAC, and public health. 
The teams are encouraged to ensure they follow through on updating the pandemic plan since it has not 
been officially updated since 2012. 

Fire drills are conducted monthly and stage one alarms are tested weekly. The more than 350 fire 
extinguishers are tested monthly. A third-party contractor is responsible for testing the fire systems, 
including smoke detectors. Security personnel regularly test the fire stations. The fire department 
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including smoke detectors. Security personnel regularly test the fire stations. The fire department 
observes annual evacuation drills and HSN’s response time has been consistently positive. 

The organization is commended for the development and implementation of the hazard identification risk 
assessment that identifies the risk of various emergency situations or failures (e.g., floods, network 
outages, violence). This proactive approach to safety and risk is an excellent way to ensure organizational 
resilience and to ensure business continuity plans are in place. Well done! 

The security team is a third-party service; however, the emergency preparedness team works diligently to 
ensure members feel that they are staff. The security control centre is centrally located on the main floor 
of the hospital and an extensive suite of cameras are displayed with a security staff member monitoring 
both cameras and phone lines. A safety board displays profiles of persons of interest with photos and 
safety information. 

Outcomes that are monitored include emergency code response times, percentage of security staff 
trained to work in all areas of the hospital, and percentage of security checks in all of the various touch 
points for security throughout the hospital. The security team completes a threat risk assessment that 
uses an objective framework to clearly and concisely communicate the risk level for each security guard in 
their work assigned area. Each security guard reports out on their threat risk assessment every morning 
and these are posted in the control centre. 
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Priority Process: People-Centred Care 

Working with clients and their families to plan and provide care that is respectful, compassionate, culturally 
safe, and competent, and to see that this care is continuously improved upon. 

The organization has met all criteria for this priority process. 

Surveyor comments on the priority process(es) 

The organization has embedded key principles to support a people-centred care approach in its mission, 
vision, and values. The 2019–2024 strategic plan’s first strategic goal is “be patient and family focused,” 
demonstrating the primacy of this approach to the entire organization. The second strategic goal, “be 
digitally enabled,” was developed in response to patient demand and ongoing advocacy from PFAC 
presentations to senior managers and the board. 

The CEO PFAC is co-chaired by a PFAC member and the CEO, reflecting the high priority and significance of 
the work of patient advisors in advancing improvement and partnership in planning for the future of 
health services. PFAC members will play a significant role in the development of the capital master 
planning process that is being developed. 

Communication materials, leadership messaging, and staff interactions reflect a common understanding 
and adoption of a patient and family engagement vision and the importance of a proactive outreach to all 
community members with messaging that is respectful and inclusive. The CEO PFAC program has been in 
existence for over seven years and is experiencing a significant revival with the addition of newly recruited 
and oriented advisors to support the exceptional work done by long-standing members. 

The role of patient and family advisors is well understood by staff and physicians in all areas of the 
hospital, with frequent requests for patient and family advisors to support planning and initiatives. In 
addition to the orientation materials for patient and family advisors there is a strong focus on the ongoing 
development and attention to the three “C” s that patients and family members have identified as critical 
to receiving excellent care: communication, collaboration, and co-ordination. 

There are many examples of services that are co-designed with patients and family partners. These are 
best evidenced in pragmatic recommendations such as changing the exercise class time for geriatric 
patients to accommodate their preferences; adapting physical space and designs to meet patient and 
family preferences; purchasing a bariatric chair in the chemotherapy clinic to accommodate all patients; 
adjusting family visiting hours; and making extensive use of telehealth solutions to reach patients in more 
distant locations in the region to save time, reduce expenses, and ensure greater safety for these patients 
and increase their access. 

Throughout the organization staff, patients, and family members report excellent and respectful 
communication between patients and medical care providers. Complete, accurate, and timely information 
is shared with patients and families in a manner that they can understand and it reflects their concerns 
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and questions. Additional literature and educational tools are provided to support patients in developing 
their care plan and self-managing their conditions. There is an innovative approach to discharge planning 
in the oncology department and this has been presented to Cancer Care Ontario for adoption of the 
practices and documentation as a province-wide application. 

A very impressive feature is the public advertisement seeking patient and family advisors on a very large 
screen in the hospital lobby. This gives a high visibility to the role and sends a message that all patients 
and family members are welcome to apply to participate. The profile of patient and family advisors is also 
supported by the written and verbal presentations by PFAC members that include a presentation at the 
annual general meeting, provincial forums such as Cancer Care Ontario and the Ontario Renal Network, 
and community partner forums to advance patient-focused partnerships in the local community. 

It is suggested that the organization consider updating the ongoing training and renewed orientation for 
patient advisors who have been in the role for a number of years. Additionally, there could be an 
expanded role or a targeted recruitment for patient advisors specifically to address the community 
partners’ desire for the implementation of culturally safe and inclusive practices in all hospital services. 
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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) 

HSN has unique challenges when it comes to patient flow because it covers such a vast geographic area 
and provides important and expert services that are not available anywhere close by. There is a concerted 
effort by the patient flow team, physicians, nurses, and leaders to create capacity when needed. 

There is a significant number of patients in the ED waiting for beds. This demand for service has 
stimulated positive change in the organization to provide care by creating policies for hallway admissions, 
using creative spaces for care, and developing triggers for patient flow. Working to reduce alternate level 
of care numbers is also in process, along with documenting estimated date of discharge. The surgical 
program has a robust method to observe wait times and allocate time blocks to address the needs of the 
community. 

HSN meets all Accreditation Canada standards related to patient flow. 
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Priority Process: Medical Devices and Equipment 

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

Unmet Criteria High Priority 
Criteria 

Standards Set: Reprocessing of Reusable Medical Devices 

5.11 Team member performance is regularly evaluated and documented in an 
objective, interactive, and constructive way. 

5.12 Team members are supported by team leaders to follow up on issues and 
opportunities for growth identified through performance evaluations. 

Surveyor comments on the priority process(es) 

The medical device reprocessing department (MDRD), endoscopy, and biomedical teams were assessed 
during the on-site survey. Initial discussions occurred with the leadership team and the manager of 
infection prevention and control. The leadership team expressed pride in the accomplishments of the 
teams responsible for maintaining the quality of equipment and medical devices. The MDRD manager is 
responsible for reprocessing in all areas of the hospital. 

The MDRD is well designed and the pick area has natural sunlight and sufficient space for staff to do their 
work. The department supports a busy OR team and, since the hospital is a trauma centre, many complex 
surgeries and procedures are performed in addition to a busy labour and delivery department. 

Activity in MDRD during the on-site survey was non-stop. Two shifts are required to manage the volume 
of complex medical devices requiring reprocessing and several staff who work through the night. There is 
good work flow between MDRD and the ORs. 

Huddles occur around the team quality board twice daily. Several quality indicators and targets are posted 
and reviewed with staff. The team is commended for monitoring these meaningful indicators and they are 
encouraging and motivating for staff. Some of these indicators include cost per item reprocessed and 
error rates per 10,000 sets reprocessed. Staff are involved in determining the aggressive targets. The team 
is also involved in a quality improvement activity that is reviewing knee replacements in concert with the 
OR team and quality improvement. 

All reprocessing activities are well defined according to standard operating procedures. Team members 
must have appropriate certifications to work in the department. Safety education is provided annually. 
The staff take great pride in performing quality work to keep patients safe. Process challenging devices are 
equipped with a biological indicator and an internal chemical indicator is included in each sterilization 
load containing implantable devices. 

The leader follows up with individual staff when errors in reprocessing are made and addresses trends 
with the team as a whole. A camera mounted in the decontamination area displays activity in the OR’s 
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with the team as a whole. A camera mounted in the decontamination area displays activity in the OR’s 
dirty utility room and this assists in workflow. Workflow would be enhanced by having two non-
functioning washers repaired. Devices are backed up when they return from the OR throughout the day 
because the team only has two functioning washers. 

Occasionally, immediate use steam sterilization (IUSS, or formerly known as flash sterilization) occurs in 
the OR. Incident reports are completed when IUSS is used. A committee is in place that reviews the 
circumstances and frequency of IUSS. The MDRD manager is not a member of this committee and would 
benefit from participating and offering his expertise during these debriefing sessions. 

The endoscopy reprocessing area has windows and clean and soiled areas are well separated. Staff work 
in the various areas of both MDRD and endoscopy. Some staff report that they like the variability in their 
work assignments. Standard work is well defined and executed in this department. 

The biomedical engineering team is small but mighty. Many of the staff have worked in the department 
for more than 20 years. The team has exceeded its target in achieving the organization’s preventive 
maintenance volumes. Some policies need to have the review date documented on the policy because, 
without it, it appears as if the policies have not been reviewed. Including references on these policies to 
show they have been reviewed against best practices is also suggested. 

The units input work orders to notify biomedical engineering when equipment is broken or non-
functioning. Biomedical engineering inputs a work order when the equipment is repaired and returned. 
However, there is no visual indicator on the equipment to notify staff that the equipment is either broken 
or repaired. It is suggested that the organization consider using the tags that have already been created 
for use in the OR when they return equipment requiring repair. 

Diagnostic imaging reprocesses their probes in their department. The building management system 
monitors air quality and humidity 24 hours a day and if the result falls outside acceptable ranges an alarm 
sounds and a building services technician attends to the problem. In addition, annually in June the 
technician goes to each reprocessing area in diagnostic imaging and performs a manual test of air 
exchanges and humidity levels and issues a report to demonstrate compliance. 

All radiation therapy policies and procedures are followed for radiotherapy equipment. 
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Service Excellence Standards Results 
The results in this section are grouped first by standards set and then by priority process. 

Priority processes specific to service excellence standards are: 

Point-of-care Testing Services 

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

Clinical Leadership 

Providing leadership and direction to teams providing services. 

Competency 

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

Episode of Care 

Partnering with clients and families to provide client-centred services throughout the health care 
encounter. 

Decision Support 

Maintaining efficient, secure information systems to support effective service delivery. 

Impact on Outcomes 

Using evidence and quality improvement measures to evaluate and improve safety and quality of 
services. 

Medication Management 

Using interdisciplinary teams to manage the provision of medication to clients 

Organ and Tissue Donation 

Providing organ and/or tissue donation services, from identifying and managing potential donors to 
recovery. 

Infection Prevention and Control 

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

Diagnostic Services: Imaging 

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

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

Transfusion Services 

Transfusion Services 

Standards Set: Ambulatory Care Services - Direct Service Provision 

Unmet Criteria High Priority 
Criteria 

Priority Process: Clinical Leadership 

1.3 Service-specific goals and objectives are developed, with input from 
clients and families. 

1.4 Services are reviewed and monitored for appropriateness, with input 
from clients and families. 

2.3 An appropriate mix of skill level and experience within the team is 
determined, with input from clients and families. 

2.6 The effectiveness of resources, space, and staffing is evaluated with input 
from clients and families, the team, and stakeholders. 

2.7 A universally-accessible environment is created with input from clients 
and families. 

5.2 Work and job design, roles and responsibilities, and assignments are 
determined with input from team members, and from clients and 
families where appropriate. 

Priority Process: Competency 

3.9 Education and training are provided on information systems and other 
technology used in service delivery. 

3.10 Team member performance is regularly evaluated and documented in an 
objective, interactive, and constructive way. 

Priority Process: Episode of Care 

6.3 When scheduling services, same-day scheduling of multiple services for 
individual clients is coordinated with other service areas in the 
organization in partnership with the client and family. 
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8.5 Medication reconciliation is conducted in partnership with clients and 
families to communicate accurate and complete information at 
ambulatory care visits when medication management is a major 
component of care. 

ROP 

8.5.1 Ambulatory care clinics, where medication management is a 
major component of care, are identified by the organization. 
This designation is documented, along with the agreed upon 
frequency at which medication reconciliation should occur 
for clients of the clinic. 

MAJOR 

Priority Process: Decision Support 

11.1 An accurate, up-to-date, and complete record is maintained for each 
client, in partnership with the client and family. 

Qmentum Program 

11.7 The flow of client information is coordinated among team members and 
other organizations, in partnership with the client and in accordance with 
legislation. 

11.8 There is a process to monitor and evaluate record-keeping practices, 
designed with input from clients and families, and the information is 
used to make improvements. 

Priority Process: Impact on Outcomes 

14.1 A proactive, predictive approach is used to identify risks to client and 
team safety, with input from clients and families. 

14.2 Strategies are developed and implemented to address identified safety 
risks, with input from clients and families. 

14.3 Verification processes are used to mitigate high-risk activities, with input 
from clients and families. 

14.6 Safety improvement strategies are evaluated with input from clients and 
families. 

15.1 Information and feedback is collected about the quality of services to 
guide quality improvement initiatives, with input from clients and 
families, team members, and partners. 

15.2 The information and feedback gathered is used to identify opportunities 
for quality improvement initiatives and set priorities, with input from 
clients and families. 

15.4 Indicator(s) that monitor progress for each quality improvement 
objective are identified, with input from clients and families. 
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Surveyor comments on the priority process(es) 

Priority Process: Clinical Leadership 

The ambulatory care unit and nephrology and geriatric outpatient units were assessed during the on-site 
survey. 

There are exceptional teams that are totally engaged in education and in delivering safe, patient-centred 
care. A new walk-in wound clinic has been created in the ambulatory care unit to treat orthopaedic and 
plastic surgery patients who are seeking urgent wound care. T 

he hemodialysis unit in nephrology is in a sunny area with a beautiful view. Patients who spend several 
hours a week receiving treatment much appreciate the unit. 

In nephrology and the geriatric outpatient units, patient and family input is sought throughout the 
delivery of care services. The patient representative in nephrology is engaged in education and his 
experience and skills are used to support new and existing patients in this outpatient setting. As well, in 
the outpatient geriatric unit exercise classes were shifted from mornings to afternoons to better 
accommodate patients’ desires. 

The ambulatory care unit is encouraged to seek patient and family input with regard to the delivery of 
care and services. 

Patient and family feedback is regularly assessed and opportunities for improvement are carried out. 

The home dialysis program allows patients to receive treatment in the comfort of their home and the 
program has expanded over the years. There are solid communication tools to allow the patient and 
home care provider to reach competent resources when necessary. Unit goals and objectives as well as a 
number of quality improvement initiatives have been developed and are monitored. 

All teams that were met emphasized their appreciation of the newly developed strategic plan and were 
able to articulate the values that are disseminated across the outpatient clinics. 

In the geriatric clinic, work is ongoing to address wait times for service for new referrals. The screening 
tool that is used allocates patients in three categories (P1, P2, and P3) but safety concerns were expressed 
regarding category P3, where patients can be seen up to eight months after being referred to the clinic. 

Priority Process: Competency 

A documented and coordinated approach to infusion pumps safety is carried out throughout the ACU as 
well as in the geriatrics and nephrology clinics. Processes are in place to ensure regular infusion pumps 
reviews. 
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Performance appraisals have not been carried out in all three areas, but mechanisms are in place to begin 
this exercise in 2019. 

The organization supports training and education as well as ongoing professional development. 

Team members are recognized for their expertise in many ways. A “human touch” was awarded to the 
nephrology clinic staff for the exemplary care that they provide to patients. 

Patients met during the survey were able to identify a contact person they could reach if there was a 
need. 

The team seeks the expertise of a clinical ethicist when an ethical dilemma arises. 

Priority Process: Episode of Care 

Medication reconciliation is not met in the ambulatory care unit. It is met in the nephrology and geriatric 
outpatient clinics. A risk assessment tool was developed to assess the validity of conducting medication 
reconciliation in the outpatient ambulatory care setting; however, the organization is encouraged to 
implement medication reconciliation at each clinic visit. Although discrepancies are corrected and 
changes are documented, the organization is encouraged to conduct audits on medication reconciliation 
and use the findings to improve medication reconciliation processes. 

Two person-specific identifiers are used to confirm that patients receive the appropriate treatment. 

In nephrology and in geriatric outpatient clinics, patients confirm that they are encouraged to actively 
engage in their care and receive clear information about their plan of care. 

Priority Process: Decision Support 

Patient charts are paper, but the outpatient departments are in the process of preparing to transfer from 
a traditional charting model to an electronic one. There are policies and procedures to protect patient 
confidentiality. 

In the geriatric outpatient clinic, the variety of electronic medical charting models present a concern 
about patient safety and are a barrier to work-related efficiency and consistency of documentation. 

Priority Process: Impact on Outcomes 

Many quality improvement initiatives are being conducted throughout the outpatient clinics. These 
include monitoring catheter infection rates, wait times for first appointment, wait times for vascular 
access, patient and family satisfaction, to name a few. Teams engage in a daily huddle and opportunities 
for improvement are discussed. 

Patient and family input is sought in nephrology and in geriatric clinics throughout the care and service 
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delivery process. 

Adverse incidents and near misses are reported, tracked, and analyzed. 

Service delivery is guided by protocols and evidence-based guidelines. 
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Standards Set: Biomedical Laboratory Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Diagnostic Services: Laboratory

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Episode of Care

This standard was already completed.

Priority Process: Diagnostic Services: Laboratory

The department is led by an extremely dedicated, knowledgeable, and standards-oriented individual who
always keeps the patients’ care front and centre. Her team works together to meet all Accreditation
Canada standards and is constantly auditing and looking for opportunities to improve.

Daily huddles are used to look at data and determine what quality improvement projects will be
undertaken. There are many examples that demonstrate how the team goes beyond the standards to
provide diagnostics for patients over a vast geographical area. The hospital is usually at overcapacity with
inpatients and it is easy to forget that the laboratory and the department is also serving more and more
patients. The team has done an excellent job meeting the needs while still finding the energy to take on
quality improvement projects.
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Standards Set: Cancer Care - Direct Service Provision

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

15.5 Inpatient care only: Medication reconciliation is conducted in partnership
with clients and families to communicate accurate and complete
information about medications across care transitions.

15.5.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

15.5.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

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: Clinical Leadership

The cancer centre’s leadership and department members have a strong relationship with Cancer Care 
Ontario. Services are reviewed by patients and collected data and comments drive process improvement
projects throughout the department.

 

With a very engaged team and a resourceful, knowledgeable, and committed manager this service 
provides excellent care. The group has maintained its spot as one of the top five cancer centres in 
Ontario and continuously works to meet wait lists and provide patients with a good experience. 
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Priority Process: Competency

HSN not only provides cancer care locally but is responsible for providing chemotherapy at multiple sites
throughout Northern Ontario and radiation therapy in Sault Ste. Marie. The team energetically takes on
the challenge of training and maintaining competency with staff throughout the organization with road
trips and virtual communication.

A very high level of standard practice is expected and this culture permeates the program.

Priority Process: Episode of Care

HSN’s robust cancer care program includes diagnostic services, expert physician availability, radiation,
chemotherapy, and surgical treatment, accompanied by an extensive allied health team, residence lodge,
and significant patient partnership.

All areas of care meet Accreditation Canada standards.

This is a very hard working, caring, and knowledgeable team. The cancer care manager has an extensive
knowledge of standards, protocols, and guidelines and works to ensure the departments meet and exceed
benchmarks. Staff have annual performance reviews and competency is maintained, again demonstrating
the commitment of the manager. Physicians are very active in the department, managing a large case load
and also taking time to lead changes to work processes to improve patient safety and experience.
Throughout the department there are multiple examples of staff, with input from patients, taking the
initiative to use data collected to create goals and objectives to enhance care.

HSN provides excellent, timely service. It has the additional challenge of providing care over a large
geographical area, with numerous off-site locations, and has taken on this challenge with awe-inspiring
energy, providing standardized, up-to-date, effective care that is close to home for many patients. The
team is commended for what it accomplished and their desire to continuously improve is celebrated.

Priority Process: Decision Support

The cancer centre uses standardized charts and documentation to record patient’s demographics, plan, 
progress, and discharge plan. Patients may access their records by contacting the medical record 
department. There has been significant work done to improve the transfer of information to satellite sites 
where patients may be receiving treatment outside of the hospital.

HSN meets all the standards in this area.
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Priority Process: Impact on Outcomes

Collecting data, reviewing this information with patient input, and looking at outcomes is a standard 
workflow for the cancer care team. With the information received from Cancer Care Ontario, HSN stays 
up to date and improves wait times and outcomes.

The program is continuously evolving to provide the most current successful treatments while mitigating 
risk. Internally, multiple audits are carried out, data are displayed, and patient and front-line staff 
involvement is used to improve patient experience and timely access to care. Multiple projects have been 
successfully undertaken to improve flow and stop patients from “falling through the cracks.” The cancer 
care program is very outcome driven and can be used as an example of continuous quality improvement 
to other programs throughout the organization.

Priority Process: Medication Management

HSN has a robust training regime and ongoing teaching to maintain standards of care locally and at
satellite sites for administering systemic chemotherapy. Guidelines and safety protocols are taken
seriously and practiced with every patient. A very high level of professionalism permeates the culture of
the program.

Complete and documented instructions and safety measures are also exchanged with patients who will be
taking oral chemotherapy agents at home.



Qmentum Program

Standards Set: Community-Based Mental Health Services and Supports -
Direct Service Provision

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 mood and anxiety disorders clinic and the perinatal mental health clinics in the community were
assessed. The passionate and collaborative interprofessional team includes registered nurses, social
workers, psychiatrists, and a psychometrist in addition to administrative support staff. There are a variety
of other community mental health clinics and resources in the same building which enables collaboration
and referrals as needed. On the main floor there is a crisis intervention team that can respond to clients
who might require more intensive support during appointments or group sessions.

This group of professionals reports that their collaboration and teamwork are the main strengths of their
team. The commitment to the mental health and safety of the clients is palpable.

Group therapy and individual meetings are conducted Monday to Friday during the day. Based on
feedback from clients, group therapy sessions are also held into the early evening. Clients are provided
with alternative treatment strategies and contact information should they require support outside of
normal business hours.

Cognitive behaviour therapy is evidence-based and considered to be the most helpful treatment for
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clients with depression, anxiety, and many other mental health diagnoses. A comprehensive program has
been developed and well evaluated and there are very positive outcomes for the clients. Outcomes that
are assessed includes the frequency of accessing crisis intervention supports, ED visits, or hospitalizations.

Priority Process: Competency

Staff are well educated on current, evidence-influenced treatment strategies that are appropriate for the
clients and families. Standard work has been developed to introduce these new treatments and to ensure
staff have the appropriate training and certification. Many of the team members undergo the onerous
certification to train others for these treatments. The team is commended for its commitment to these
best practices.

Staff report that clients are experiencing excellent outcomes which reinforces that the team’s hard work
and dedication to quality care is making a difference. Team member’s spirit and joy in their work was
palpable during the on-site survey.

Staff also receive education on workplace violence and ethics, as well as updates about the strategic plan
and how their work and goals align with the overall hospital priorities. Documents have been developed
to ensure staff know the most important processes and to ensure they are implemented consistently, and
evaluations and audits are conducted.

Staff are well versed in how to report workplace violence and other incidents that might occur in the
workplace. They have access to panic buttons and report that they feel safe.

Standard work has been developed to document outcomes of each group session for each client. SBARD
(situation, background, assessment, recommendation, decision) is used to communicate important
information to care providers. Transfer documents are completed according to standard work processes.

Priority Process: Episode of Care

Once a referral has been made, clients are invited to attend an information session about the services and
types of programs that are offered. Approximately four weeks later, the client begins the appropriate
program, which could be group therapy or individual sessions based on their individual treatment plan.
Perinatal clients usually are treated in individual sessions. Wait times have been significantly reduced and
the team deserves recognition for its efforts to improve clients’ access to these much-needed treatment
programs.

The clinic space is well lit, clean, and easily accessible in the community.

Falls prevention posters and education are available to clients in the clinics, including the Stay on Your
Feet brochure. All clients are assessed for risk of suicide using the Osler suicide interview checklist. The
risk level is then assigned and a safety plan of care is developed and regularly updated. Standard work is
developed to ensure two client-specific identifiers are used when clients present at the clinic visits.
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Medication reconciliation is only implemented when clients are referred to psychiatrists and in these
cases a best possible medication history is obtained. This Required Organizational Practice is regularly
audited and the results are posted on the team quality board.

Safety huddles occur with regularity and risks and/or learnings from safety incidents are shared and
discussed. Resilience and shared learning is a key strength of the team. The team functions well and
although team functioning is not often formally evaluated, given the small size of the team and the nature
of the work, team members communicate well and respect each other so any issues or concerns are
discussed and addressed.

Priority Process: Decision Support

Documentation is done in an electronic health record and the B-Care system. This seems to create
additional work for the team. Once Meditech is the sole system used, it will reduce duplication and
apparent redundancies.

Internal audits are conducted to ensure data and documentation requirements are completed according
to the standard work processes.

Client privacy and confidentiality is a priority for the team. Clients are informed about who will be
involved in their circle of care when they are introduced to the program. Client information is shared
appropriately with family physicians or referring physicians. Follow-up phone calls are made at least one
month after a client transitions from the program.

Priority Process: Impact on Outcomes

The team has developed standard work to select appropriate evidence-based practices. There is also a
documented expectation about how and when to involve clients and families in the selection and/or
revision of evidence-based practices.

Safety and risk issues are identified for each client and risk level is assigned. Appropriate safety plans are
developed to address these risks.

Indicators are tracked and documented on the quality board. Audits are conducted and the results are
also posted on the quality board. During the on-site survey, an administrative support staff member
reported feeling pride in collecting and reporting these data, particularly when there are significant
improvements. This is an excellent example of how this team works together to improve care and
outcomes for clients and families.

It would be beneficial to share the indicator data with clients and families to demonstrate the team’s
vigilance and attention to quality and safety. Patient and family advisors and the advisory committee have
opportunities to provide input into the team’s quality improvement activities. Feedback is specifically
obtained from clients following each group meeting and improvements are often immediately
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implemented when appropriate. Perinatal clients often provide regular feedback at their individual
meetings so subsequent appointments can be more meaningful.

There is a process to report safety incidents in the electronic system. A debriefing protocol is to be
implemented following critical incidents and there are excellent resources for staff. When there is a critical
incident, members of the senior team are notified and they respond to the situation within one hour.

Client satisfaction is extremely high. Clients must now complete a formal satisfaction survey; the
organization uses the Ontario Perception of Care for Mental Health and Addictions. There is a standard
work document that ensures consistent implementation and administration of the survey with the
groups. Results are shared quarterly.

Staff satisfaction is also extremely positive. Team members report that collaboration among team
members coupled with trust and autonomy are some of the features that make working with this team a
positive experience.
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Standards Set: Critical Care Services - Direct Service Provision

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

8.6 Medication reconciliation is conducted in partnership with clients and
families to communicate accurate and complete information about
medications across care transitions.

8.6.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

8.6.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

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 critical care program has excellent leaders who know the standards of care, collect data, and enact
plans to improve patient care. The department works hard to provide care over a diverse and
comprehensive list of specialties. Movement into the intensive care unit and preventing admission is
appropriately managed with the critical care response team.

Critical care support is provided to satellite sites on a regular basis and this helps with repatriation. It is
suggested that the team’s success with video support be rolled out to other sites in the province.
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suggested that the team’s success with video support be rolled out to other sites in the province.

Priority Process: Competency

New nurses starting in the ICU have an extensive training program that is documented, step wise, and
comprehensive. All staff complete mandatory e-learning modules in areas such as violence risk and nurse
clinicians are very active in keeping this practice up to date. Infusion pump training is well done and
documented.

Performance appraisals are completed appropriately and in a timely manner.

Priority Process: Episode of Care

A lot of work has been done in the critical care program to ensure it meets all Accreditation Canada
standards. The patient and family voice has been incorporated into many process improvement projects.
HSN has been a pilot site in receiving real-time feedback from families and this has led to positive changes
in the department.

Staff are confident about who to approach when an ethical issue arises and know that they will be
supported. Patient and staff in the intensive care unit are involved in local and multi-site research
opportunities, and these opportunities are increasing.

Interdisciplinary rounds occur twice a day with all patients. Topics such as sedation, venous
thromboembolism prophylaxis, delirium, ulcer prevention, nutrition, falls prevention, and prevention of
ventilator pneumonia are discussed.

The best possible medication history (BPMH) is consistently done on admission and a dedicated
pharmacist ensures orders are safe. The program is working on BPMH at transfer; it is not done at
discharge. As digital order entry rolls out in the department, it is suggested that hard stops be placed in
the program so all practices that are proven to enhance patient care must be addressed at admission and
transfer.

Priority Process: Decision Support

A standardized set of health information is documented for each patient. This information is used at
handovers and then thrown out. It is suggested this sheet remain in the chart.

An up-to-date chart is kept for each patient and they may access this through health records. The
organization is moving to an electronic chart and this will be beneficial in this complex area of care.

Priority Process: Impact on Outcomes

There have been numerous projects auditing care, incorporating patient and family feedback, and
changing work flows to improve patient experience. Standardized handover documents, used routinely,
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have been helpful with nursing handovers and transfers to the floors. Standardized order sets incorporate
reminders to address venous thromboembolism prophylaxis, antibiotic stewardship, feeding, ulcer
prevention, and sedation monitoring. The organization is encouraged to continue this work and keep up
the culture of continuous process improvement.

Priority Process: Organ and Tissue Donation

There are appropriate policies concerning organ donation. Audits have been done to look at practices and
actions have been taken to improve participation with the Trillium Gift of Life program. Policies are
aligned with provincial documents and work has been done with patients requesting medical assistance in
dying to consider organ donation.
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Standards Set: Diagnostic Imaging Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Imaging

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Diagnostic Services: Imaging

The overall impression of the diagnostic imaging department at HSN is of a highly competent and
dedicated team that is fully engaged in the organization and committed to quality and patient safety. A
recent critical event resulted in a positive outcome for the patient and provided the team with a sense of
pride with regard to the way the patient was successfully managed.

The newly acquired PET scan has created excitement among the staff and is a testimony to community
support and engagement in fundraising. Patient satisfaction surveys are conducted; however, the team
may wish to include patient experience and input on diagnostic imaging quality and safety committees.

In terms of quality improvement and risk management activities, the team makes excellent use of quality
indicators and monitoring mechanisms that include patient satisfaction surveys, turnaround time for
imaging services, and wait times for MRI and CT services, to name a few. Quality improvement results are
displayed and staff huddles are conducted regularly to review the data and identify strategies for
improvement. The team cites the introduction of a Lean approach to clinical practice as an opportunity to
promote interprofessional collaboration.

Wait times for CT and MRI services are continuous challenges for the department and no-show rates are
monitored closely; there were 900 no-shows in past year. An approach to address no shows is underway.
The team is planning to work with the medical director to improve flow management and access issues
related to CT and MRI procedures. The medical director is fully committed to quality improvement and
her vision for quality and safety in 2019 includes a peer review process and learning.

In response to the last accreditation on-site survey in 2015, annual performance appraisals are now done
for all staff and the staff appreciate the educational opportunities that are offered to them.

Waiting areas are close to the treatment areas and a separate waiting room with lead-lined walls is
designated for patients receiving nuclear medicine testing. Signage is visible and patients commented on
the easy access to their treatment area. All restricted areas are clearly marked.

Falls prevention strategies are in place and patients are identified using two identifiers.
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Standards Set: Emergency Department - Direct Service Provision

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 ED has a very engaged leadership team including physicians and nurses. This team is fully aware of
the challenges involved in servicing such a large geographical area and providing so many complex
services to patients. The department has many examples of how it can change to meet the needs of the
patients and they work together to accomplish this goal.

Priority Process: Competency

The nurses and professionals working in the ED are aware of the unique environment of the department.
Their education is tailored to the extensive variety of work including paediatrics, trauma, and acute
cardiac care. Like many hospitals in the country, HSN has experienced an increase in patients who have
overdosed and others who have ingested drugs and become violent. The staff undergo safety training,
identify patients at risk, and make plans to reduce risk.
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Priority Process: Episode of Care

Patients are registered and triaged appropriately before moving into the ED where they may be placed in
a bed or in an internal waiting room where they can be monitored. Patients are happy with the
information they receive and know who to go to for help.

HSN is a trauma centre for adults and children, and appropriate equipment is available for all patients.

Changes are made in the department with input from patients and families, and patient advisors see their
comments affecting change.

The ED meets all criteria in this area.

Priority Process: Decision Support

The ED uses a chart that incorporates guidelines, assessment tools, and best practices. This individualized
yet standardized chart, developed in-house, accomplishes far more than the typical, new, expensive
electronic records sold to many hospitals. This chart is a gem, and it is suggested that it be rolled out to all
HSN sites. It not only records information but helps facilitate good care in a way that is unique and very
impressive. Great job!

Priority Process: Impact on Outcomes

The ED is very familiar with using data to drive process improvement. Recent data are displayed on the
whiteboard daily to inform all team members how the department is doing compared to other
organizations. This commitment to improvement has drastically improved the provincial ranking and the
patients are noticing a positive difference.

The ED surpassed the standards related to impact on outcomes.

Priority Process: Organ and Tissue Donation

HSN meets the standards related to organ and tissue donation. The emergency nurses are comfortable
speaking to families about this topic.
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Standards Set: Infection Prevention and Control Standards - Direct
Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Infection Prevention and Control

4.2 There are policies and procedures that are in line with applicable
regulations, evidence and best practices, and organizational priorities.

Surveyor comments on the priority process(es)

Priority Process: Infection Prevention and Control

The infection prevention and control (IPAC) team at HSN has successfully promoted the importance of
infection control practices. This is evidenced by nurses who are able to appropriately demonstrate the
four moments of hand hygiene on an inpatient care unit, and who are able to describe the actions to take
if they were exposed to a needlestick injury.

The IPAC team is led by an engaged and competent newly hired nurse manager. Under her leadership
structural changes were made to allocate IPAC nurses to work closely with specific units and services. The
IPAC nurses receive daily reports on the status of patients who are placed in isolation on the units they are
assigned to. Daily rounds with the IPAC nurse constitute ways to promote compliance with infection
control practices.

IPAC is actively involved in all hospital renovations. A recent outbreak of norovirus on an inpatient unit
was managed thoroughly and successfully.

The IPAC Committee is chaired by a fully engaged infectious disease physician who is respected by the
entire medical team at HSN. The committee has representation from across the organization, the patient
and family advisory committee (PFAC), and public health. Score board monitoring on infection rates is
discussed at the quarterly IPAC meetings.

Hand-hygiene compliance is monitored regularly by the IPAC nurse on inpatient care units. The team is
encouraged to monitor handwashing in all clinical care services. Creating handwashing champions might
be considered; this could be an excellent opportunity to enhance capacity with regard to infection control
practices.

Client survey data as well as retrospective and prospective data are collected. A recent change in practice
to "bleach cleaning' was an improvement that was recommended by the IPAC team.

Patients and families who were met during the on-site survey stated that the health care providers who
treated them were sensitive to the importance of handwashing. They also were satisfied with the material
on handwashing that was offered to them.
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on handwashing that was offered to them.

In nutrition services, hand hygiene and food temperature are carefully monitored. All staff in nutrition
services are trained on safe food handling processes. Housekeeping services comply with infection control
practices, as evidenced by audit reports in environmental services.

During the on-site survey it was noticed that a microwave and juice boxes were placed in the clean utility
in a medical unit. The organization may wish to conduct on-site audits to ensure that clean utility areas
are kept clean and free of food and drinks.
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Standards Set: Inpatient Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

3.11 Team member performance is regularly evaluated and documented in an
objective, interactive, and constructive way.

3.13 Team members are supported by team leaders to follow up on issues and
opportunities for growth identified through performance evaluations.

Priority Process: Episode of Care

9.7 Medication reconciliation is conducted in partnership with clients and
families to communicate accurate and complete information about
medications across care transitions.

9.7.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

9.7.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

10.16 Information relevant to the care of the client is communicated effectively
during care transitions.

10.16.1 The information that is required to be shared at care
transitions is defined and standardized for care transitions
where clients experience a change in team membership or
location: admission, handover, transfer, and discharge.

ROP

MAJOR
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10.16.5 The effectiveness of communication is evaluated and
improvements are made based on feedback received.
Evaluation mechanisms may include:
• Using an audit tool (direct observation or review of
client records) to measure compliance with standardized
processes and the quality of information transfer
• Asking clients, families, and service providers if they
received the information they needed
• Evaluating safety incidents related to information
transfer (e.g., from the patient safety incident management
system).

MINOR

Priority Process: Decision Support

12.6 Policies and procedures for securely storing, retaining, and destroying
client records are followed.

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 entire medicine program was represented at the introductory on-site survey meeting. The team is
extremely proud of its accomplishments and the impact of its services throughout the organization.

This is a very large program comprising four inpatient units and a level 2 intensive care unit, with a total of
130 beds. Palliative beds are located on one of the medicine units; however, given the needs of the
medicine patients, palliative care is also provided throughout the hospital. Although the respiratory and
clinical teaching units were the designated sites for the on-site survey, all medicine units were visited.

Managers are assigned to one unit and are supported by nurse clinicians (educators). There is also a
Clinical Teaching Unit that supports internal medicine as a result of the teaching relationship with
Northern Ontario School of Medicine. Medical coverage is provided by a combination of family physicians
and hospitalists. Consultations occur with internal medicine and other specialties when required.

The passionate and committed interprofessional team includes a patient and family advisor who has been
with the team for more than seven years. He reports that there has been a palpable cultural shift in the
involvement of front-line staff into decision making and engagement with patients and families.
Communication has improved. The medicine program has often piloted new projects and initiatives that
are intended to improve the quality and safety of patient care.

The respiratory unit recently changed its staffing model to incorporate registered practical nurses into the
model of care.
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model of care.

The team is challenged by the number of alternate level of care patients in the hospital. While there is a
hospital committee and focus on this issue, the team believes there are still opportunities that should be
investigated to improve hospital-wide processes. The organization might benefit from an external
operational review to identify new opportunities to improve access and flow.

Priority Process: Competency

Staff receive a comprehensive hospital- and unit-based orientation. the nurse clinicians complete a needs
assessment for each new staff member to ensure the orientation is personalized to the staff’s experience.
Staff have access to education funding to support their professional development needs. The respiratory
unit is commended for hosting many groups of nursing students.

Staff are very familiar with the ethics framework and how to access ethics resources.

Staff are recognized during huddles and on an individual basis for their contributions to excellence in
patient care. Several staff have received the Star award which is an HSN Foundation program where
patients and families can make donations to honour a staff member.

Attention has been recently given to providing staff with opportunities to engage in performance
appraisal management. While some staff who were interviewed report that they had recently received a
performance appraisal, many others had not. The managers have a plan to continue to engage in this
important staff feedback activity.

Priority Process: Episode of Care

This energetic and collaborative team provides evidence-based therapies and treatments according to
their professions and contributions to the patients’ care plans. Assessments (e.g., skin, falls risk,
swallowing, violence) are made to ensure the patients receive the services and therapies are appropriate.
Alerts are noted on whiteboards so all team members are aware of the special needs of the patients
based on these assessments.

The collaborative team conducts daily rounds to discuss patient treatment plans, progress towards goals,
and discharge plans. Repatriating many patients to their community health care agencies is often
problematic and this often leads to increased length of stay despite the patient being ready for discharge.
Partnerships and collaborations with community agencies support discharge plans for these patients. The
relationship between the program and home and community care team is effective and strong. Discharge
phone calls are conducted within 48 hours.

Medication reconciliation is a work in progress for the organization. The team conducts a best possible
medication history for patients who are admitted to the units from the ED. The team is very proud of its
work in completing the best possible medication history. Medication reconciliation is not in place for
transfers into the unit from other HSN units or on discharge, although the latter is planned to be
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transfers into the unit from other HSN units or on discharge, although the latter is planned to be
implemented in fall 2019.

Transfer of information between units is accomplished using SBARD. Transfer of information between
shifts does not use a standardized approach to communicating specific information nor is it documented
or a formal part of the chart. The team plans to move toward a standardized and documented transfer of
information process.

Paper orders are evaluated by pharmacy for the use of Do Not Use abbreviations. Follow-up is done with
the prescriber and the expectation is that the prescriber will rewrite the order properly. However, except
for orders for insulin using the “u” symbol that is considered a hard stop, the medication order will still be
processed. This is not best practice. The organization is encouraged to ensure that the order is not
processed until the abbreviation is re-written in its proper and accepted format.

There is a venous thromboembolism prophylaxis protocol in place with pre-printed orders. A review of
health records revealed that there is inconsistent use of the pre-printed orders and that physicians are
writing patient-specific orders. Consistent use of the pre-printed orders is encouraged.

Falls prevention is well integrated into patient care plans. The Morse scale is used to assess for falls risk on
admission. Education materials are provided to patients and families and there are classes for them to
attend to learn about ways to keep themselves safe. Pressure injury prevention is well done.

Priority Process: Decision Support

Health records are paper but they are consistently well organized and it is easy to find documents and
reports. The health record for each patient is kept either in the nursing station or at the unit server
outside each patient’s room. It is suggested that the team ensure that the charts are closed when they are
not being used to respect patient privacy and confidentiality.

Electronic tracking boards are being rolled out according to an implementation plan. These will replace
the manual patient tracking whiteboards.

Priority Process: Impact on Outcomes

Many indicators are tracked and posted on quality boards and principles of LEAN methodology, such as
using visual indicators (e.g., 94 percent and green or red based on achievement of targets) are used.

Practice changes are made based on reviews of the literature and best evidence. A large poster is
displayed in the stroke unit that displays the patient’s Road to Recovery. This poster is also used in the
rehabilitation unit to provide patients with a consistent message about where they are in their stage of
recovery.

Staff satisfaction is very high and they identify collaboration and teamwork as their main strength. Staff
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attend huddles daily and there are many opportunities to share information about education, changes in
practice, status of projects, and quality improvements.

Patient satisfaction surveys are distributed to random medicine patients. Results are positive and
interviews conducted during the on-site survey suggest that patients are treated with respect and feel
that they are partners in their care.
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Standards Set: Medication Management Standards - Direct Service
Provision

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

14.6 A list of abbreviations, symbols, and dose designations that are not to be
used have been identified and implemented.

14.6.7 Compliance with the Do Not Use List is audited and process
changes are implemented based on identified issues.

ROP

MINOR

Surveyor comments on the priority process(es)

Priority Process: Medication Management

The pharmacy department is staffed with qualified and enthusiastic pharmacists who are committed to
safe medication management and patient safety and who follow evidence best practices and standards.
The pharmacy department is bright and uncluttered, and the layout optimizes work flow. The pharmacy
department operates seven days a week and there is an on-call pharmacist from 10 p.m. to 7 a.m. every
day. All medications come in unit-dose packaging.

Clinical pharmacists are integral members of the interprofessional team and work collaboratively with
nursing and patient care services, the medical team, and the clinical ethicist. In response to the previous
on-site survey, the pharmacy department carried out a Do Not Use abbreviations campaign and
implemented a zero-tolerance policy for unacceptable abbreviations. The pharmacy department is
congratulated for its tremendous accomplishments since the last on-site survey.

The Pharmacy and Therapeutics Committee is well established and ensures that medication management
processes are in place and that necessary reviews and audits are regularly carried out.

In terms of patient safety, it was noticed that on one specialty unit the Pyxis ES medication cabinet is in a
busy corridor next to patients’ rooms. This is unsafe and the organization is encouraged to relocate the
cabinet to a closed and secure area that is only accessible to health care providers who are administering
medication.

All areas of access must be locked.

Computer physician order entry is planned for the future and its implementation will enhance workflow
efficiency and productivity and may prevent ordering and transcription errors.

The process of approving and adding new drugs to the medication formulary is clear. Efforts are made to
encourage the safe practice of using “one vial, one patient” in the OR.
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The organization’s antimicrobial stewardship program guides best practices. A process is in place to limit
unnecessary antibiotic therapy.

The medication room is equipped with locking doors and fingerprint access and meets best practices.
Standardized audits and compliance reports are completed and discussed with the clinical leaders. All
medication errors are reported and reviewed with the clinical leaders.

In the clinical units, Do Not Use abbreviations were found during the on-site survey, and, although the
most responsible physician was advised, the medication was still processed unless “u” was used. It is
strongly suggested that this practice be stopped and that all orders that contain Do Not Use abbreviations
not be processed.
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Standards Set: Mental Health Services - Direct Service Provision

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 leadership team in the inpatient mental health services, step-down unit, and psychiatry intensive care
unit is engaged and committed to providing passionate, professional care to the psychiatric population.

The primary role of the mental health unit is the provision of psychiatry evaluation, acute psychiatry
treatment, and intensive interventions. The unit consists of 28 beds for inpatient psychiatry and 12 beds
for step-down and psychiatric intensive care patients. The team is commended for establishing a
standardized approach and using standardized tools across the three units.

Significant progress has been made since the last on-site survey, especially with respect to the reduction
of wait times in the ED.

Reporting relationships are clearly defined and goals and objectives are aligned with the hospital-wide
strategic plan.

Priority Process: Competency

The approach to patient care is interprofessional. The team consists of registered nurses, psychiatrists, a
psychologist, social workers, occupational therapists, an educator, a unit administrative assistant, and a
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security agent. Huddle boards, wait times, and discharge planning are reviewed twice a day. The newly
hired liaison nurse brings an added value to the daily debriefings.

All team members encountered during the on-site survey showed a strong commitment to providing high
quality, evidence-based care. The approach to care is individualized and tailored to meet the needs of the
patients.

The relationship between the hospital leaders and the front-line staff is good. Professional development
and opportunities for growth are seen as being positive.

Performance appraisals are not conducted regularly; however, this exercise is planned to be rolled out
during the coming year.

The addition of a nurse educator provides professional practice oversight and is seen as an important
educational support for the entire team.

Priority Process: Episode of Care

Safety issues are discussed at each huddle and high-risk activities are identified and interventions to
mitigate the risks are determined. A thorough falls assessment tool is applied to every patient who is at
risk for falls. The effectiveness of the falls prevention program is assessed and the results are used to
make improvements.

Patients’ potential for suicide risk is closely assessed and patients are monitored for risk of suicide.

Two person-specific identifiers are used to confirm that patients receive the service and procedure
intended for them.

Information relevant to the care of the patient during transition is effectively documented and the team is
exploring the possibility of beginning the exercise of change of shift report at the bedside.

Audits are conducted to assess the quality of documentation, particularly with respect to medication
reconciliation at admission to the unit.

Staff express both exhaustion on a day-to-day basis and appreciation and pride when patient achieve their
goals and find success.

Patients are well informed of their treatment plans and are treated with respect and dignity.

The team expressed their appreciation for the critical event response team. Incident results with regard to
episodes of violence or self-harm are appropriately reported and monitored for improvements.
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Priority Process: Decision Support

Select staff members have received training on cognitive behavioural therapy, an evidence-based and
comprehensive approach that is effective for a specific group of individuals who experience intense
anxiety and emotional distortions.

There is hybrid documentation (Meditech and paper charting) on the unit and the team is aware of the
impact this can have on patient safety. Documentation audits are conducted regularly.

Priority Process: Impact on Outcomes

Wait times to be transferred from the ED to the inpatient unit are closely monitored. The newly hired
liaison nurse has had a positive impact on wait times. For example, in Q3 wait times were averaged at
54.9 hours and this decreased to 21.3 hours in Q4.

Infusion pump training is appropriately monitored and every nurse is assessed on a yearly basis with
regard to their infusion pump competencies.

On the inpatient unit, the organization is encouraged to remove the fridge in the medication room as it
can be a source of distraction during medication preparation.
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Standards Set: Obstetrics Services - Direct Service Provision

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

8.5 Medication reconciliation is conducted in partnership with clients and
families to communicate accurate and complete information about
medications across care transitions.

8.5.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

8.5.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

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 NeoKids and family program includes the birthing centre, neonatal intensive care unit, and
paediatrics. Although the on-site survey was focused on the obstetrics team, leaders from all areas in the
program attended the initial discussion. Although most of the on-site survey took place in the birthing
centre, the neonatal intensive care unit and paediatrics units were also briefly toured.

This passionate interprofessional team includes nursing and allied staff, obstetricians, family physicians,
and midwives. The staff take their role in developing and supporting learners very seriously. Dedicated
anaesthesia is available during days and on-call services are available after hours. A patient advocate is
also an integral member of the team.
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This high-functioning team reports that communication is excellent and that team members are
comfortable speaking up and sharing issues and concerns, even if they might be contrary. Nurse clinicians
support the clinical managers in providing front-line leadership together with medical leadership. The
program has 1,700 births annually (trending downward). It has five labour and delivery rooms, one
recovery room, one OR, two triage rooms, and a twelve-bed postpartum unit. The Level 2C plus the
neonatal intensive care unit have 350 annual admissions, with 12 beds and paediatrics. The unit
renovations are stellar.

Many supports for patients and families are available such as education materials and bereavement
resources. The space available for families to sleep and/or bond with their newborn is impressive and the
team is commended for this important patient- and family-centred practice. For example, there is a
Ronald McDonald room and hoteling space that can be accessed by families for visitation and rest
periods. There is also a Care by Parent room and accommodations in the neonatal intensive care unit and
paediatric area.

The team is working toward obtaining a baby-friendly designation so many of the quality initiatives are
related to this goal. BORN key performance indicators are monitored and drive much of the quality
improvement work conducted by the team.

Priority Process: Competency

This program is commended for 100 percent completion of performance appraisals. This was identified as
a priority for the teams and they successfully achieved this goal. Good job!

Staff have access to many educational programs. The neonatal resuscitation program and fetal health
surveillance are important courses for the birthing centre staff. Orientation is very comprehensive and
includes classroom education and buddy/mentor shifts. Staff will be able to attend a perinatal
bereavement workshop in October 2019, based on identified educational needs.

The nurse clinician in the birthing centre uses very innovative and creative strategies to engage staff and
encourage learning. She has created a theme of the day that helps encourage staff participation in
huddles: Meme Monday, Tips Tuesday, What’s New Wednesday, Thank You Thursday, and Fun Facts
Friday. Additionally, she has created a Huddles Highlight book that facilitates team communication. These
are fantastic ideas and kudos are extended for this creativity.

The team would benefit from more opportunities for simulation. There are many positive outcomes
associated with staff and teams that participate in critical thinking and problem-solving scenarios that
allow for learning in a safe way. The debriefing activities that are part of the simulation process enable
targeted learning and skill development.
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Priority Process: Episode of Care

There appears to be a positive working relationship between interprofessional team members, and staff 
report that teamwork is a strength of the program. They also appreciate the opportunity to share their 
knowledge with and support learners from a variety of disciplines, including medicine.

Patients with acting out behaviours are identified with an icon on their door, as per policy.

Medication reconciliation occurs at admission by collecting the best possible medication history. There is 
no for medication reconciliation process for when patients are transferred or discharged.

Transfer of information between shifts is in place using an SBARD tool. The team is encouraged to take
this practice further by including the SBARD in the patient record so there is a historical record of this 
transfer of information.

Falls prevention and safe baby handling is discussed with patients and families at admission to the unit.

Huddles occur around the quality board. If safety or risk issues are identified for the shift, they are 
discussed and strategies to address them are identified.

Caesarean sections are performed in the designated OR in the department, and the team adheres to 
appropriate policies and procedures. The surgical checklist and surgical pause are incorporated into 
standard work for this team.

There is good collaboration between team members to support deliveries. The layout of the department 
is designed to enable staff to work together and support one another when more resources are required.

In the neonatal intensive care unit and paediatrics unit, the nursing station has been relocated to
facilitate staffing and appropriate coverage for safe patient care.

During the on-site survey, a set of twins were delivered and the babies required admission to the 
neonatal intensive care unit. The resuscitation of the babies was smooth, collaborative teamwork was 
evident, and there was a controlled and professional approach to providing this exceptional care.

Priority Process: Decision Support

The team documents in the health record electronically using OB-TV for moms but documentation for
babies is done on paper. This hybrid strategy increases the potential for risk. Until the organization adopts
a comprehensive electronic health record, it is encouraged to monitor for any incidents that might be a
result of the two types of documentation.

Patient information is captured on an electronic board that is only visible to staff, physicians, and
midwives.
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Priority Process: Impact on Outcomes

In addition to unit goals and safety indicators, the team collects data on many clinical indicators as a result
of BORN requirements. There is excellent involvement with community agencies and partnerships
because the team provides clinical care for north east Ontario. The team participates in discussions and
collaborations with the North East Local Health Integration Network and also partners with the Provincial
Council for Maternal and Child Health.

Audits are conducted manually, which can be very time-consuming for the nurse clinician who would
otherwise be able to provide more education.

Daily huddles occur at the quality board. Indicators are documented and visually reported (i.e., green
paper for achieving target, red if below target) and the actual number is displayed and included in the
daily discussion.

Patients and families receive a satisfaction card to fill out at discharge and results are extremely positive.
Patients and families who were interviewed state that they are treated with respect and receive a lot of
education and support. Comments about their experience included “caring, understanding, they
anticipate needs, nothing was too much for them, they were calm, and they are angels.”

Although the team used to participate in MoreOB, it withdrew from the program due to resource
allocation decisions. The team is encouraged to consider re-engaging in the program to address safety and
risk opportunities for improvement.
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Standards Set: Perioperative Services and Invasive Procedures - Direct
Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

6.11 Team member performance is regularly evaluated and documented in an
objective, interactive, and constructive way.

Priority Process: Episode of Care

11.6 Inpatient care only: Medication reconciliation is conducted in partnership
with clients and families to communicate accurate and complete
information about medications across care transitions.

11.6.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

11.6.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

17.2 A dress code is followed within the surgical suite.

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

5.2 Medications in the surgical area are stored in a locked area or similarly
secured, as per the organization's policies regarding medication storage.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

Clinical leadership in the surgical program is highly engaged and uses feedback from patients to make
positive changes in the program. Resource gaps, such as aging equipment, are addressed and a plan put in
place for a solution. OR time is allocated in a thoughtful way, based on wait times and the needs of the
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place for a solution. OR time is allocated in a thoughtful way, based on wait times and the needs of the
community.

It is suggested that the main OR area be locked with ID badge access and that ID access be coordinated
with the ED to ensure a seamless flow of patients. The main door can blow open, altering the pressure in
the rooms.

Priority Process: Competency

Staff working in the day surgery unit, OR, and recovery room have a unique skill set. Training takes place
at a unit level and staff have required e-learning modules that include topics of safety.

Significant work has been done to successfully standardize handovers between units.

Infusion pump training is up to date.

The team knows how to report a critical incident and are that confident changes will be made where
appropriate.

Priority Process: Episode of Care

Considering that patients travel far distances to have surgery in Sudbury, the organization does an
excellent job of pre-operative assessment. Phone calls are made to patients if standardized assessment
tools determined if patients must come in for an anaesthesia consult. Documents and test results are
made available to the team on the day of surgery to allow for a pre-operative assessment.

Although best possible medication history is done at time of admission, it is not consistently done
between floor transfers and discharge.

Standardized tools have been developed and are used to facilitate patient transfers to the recovery room
and floors, and use of the tool has been audited.

There are displays that show auditing, process improvement projects, and results related to all of the
Required Organizational Practices. It is suggested that this display be moved to a more visible area so
patients and families may see it.

The surgical checklist and pause are routinely used throughout the department.

Significant effort has been made to maintain patient temperature during the perioperative period with
the use of personal warming devices.

Staff use protective equipment and laser protection and procedures are used routinely.
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Jewellery worn in the OR does not meet National Nursing Operating Room standards. While some
allowance is possible, large rings, necklaces, and earrings were observed in the OR.

When future structural designs are considered, it is suggested that lunch rooms be moved out of areas
that are very close to ORs and that physical divides be placed between the three areas of restricted
access.

It is suggested that the charge nurse have direct access to orange when trauma patients are being brought
in. This would allow accurate time of arrive data to be used when planning OR time.

Priority Process: Decision Support

The surgical charts are thorough, easy to read, and complete. HSN has the additional challenge of
compiling information from multiple sites to provide a complete chart, but the team seems to do this
well.

Patients can access their chart through Medical Records.

Priority Process: Impact on Outcomes

There have been many projects in the surgical program to improve patient care and experience. Feedback
from patients has led to direct improvements such as pacemakers being inserted in the catheter lab
instead of the OR. Other feedback has led to changing instructions to patients about when to arrive for a
procedure and this has improved the patient experience. Surgical marking has been audited and
guidelines were changed, and a plan rolled out with compliance documented to improve surgical safety. A
simple change on the surgical floor involving yellow socks has decreased falls by 80 percent. The team is
commended for these projects and is encouraged to continue the cycle of continuous process
improvement.

Priority Process: Medication Management

Necessary medications are made available to the OR in standardized distribution cabinets. Anaesthesia
carts are standardized and well stocked. Medications distributed to the sterile table are placed and
documented appropriately.

Narcotics are not locked in the ORs. As diversion becomes more and more of a problem in Canada, the
expectation is that lock boxes be made available in the rooms to allow easy lock up of narcotics and other
controlled substances.
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Standards Set: Point-of-Care Testing - Direct Service Provision

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

The Point-of-Care Committee is led by an engaged individual whose work has led to meeting all standards
in this area. The committee has looked at barriers to providing service and has developed and
implemented robust plans to improve standardization, documentation, and safe care.

Standard operating procedures are clear and have been rolled out to all sites where point-of-care testing
is done.
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Standards Set: Rehabilitation Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

3.11 Team member performance is regularly evaluated and documented in an
objective, interactive, and constructive way.

3.13 Team members are supported by team leaders to follow up on issues and
opportunities for growth identified through performance evaluations.

4.4 Standardized communication tools are used to share information about a
client's care within and between teams.

Priority Process: Episode of Care

8.5 Medication reconciliation is conducted in partnership with clients and
families to communicate accurate and complete information about
medications across care transitions.

8.5.1 Upon or prior to admission, a Best Possible Medication
History (BPMH) is generated and documented in partnership
with clients, families, caregivers, and others, as appropriate.

8.5.2 The BPMH is used to generate admission medication orders
or the BPMH is compared with current medication orders
and any medication discrepancies are identified, resolved,
and documented.

8.5.3 The prescriber uses the BPMH and the current medication
orders to generate transfer or discharge medication orders.

8.5.4 The client, community-based health care provider, and
community pharmacy (as appropriate) are provided with an
accurate and up-to-date list of medications the client should
be taking following discharge.

ROP

MAJOR

MAJOR

MAJOR

MAJOR

9.12 Information relevant to the care of the client is communicated effectively
during care transitions.

9.12.1 The information that is required to be shared at care
transitions is defined and standardized for care transitions
where clients experience a change in team membership or
location: admission, handover, transfer, and discharge.

ROP

MAJOR
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9.12.2 Documentation tools and communication strategies are
used to standardize information transfer at care transitions.

9.12.4 Information shared at care transitions is documented.

9.12.5 The effectiveness of communication is evaluated and
improvements are made based on feedback received.
Evaluation mechanisms may include:
• Using an audit tool (direct observation or review of
client records) to measure compliance with standardized
processes and the quality of information transfer
• Asking clients, families, and service providers if they
received the information they needed
• Evaluating safety incidents related to information
transfer (e.g., from the patient safety incident management
system).

MAJOR

MAJOR

MINOR

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

This 30-bed inpatient rehabilitation unit provides care to patients with a variety of clinical presentations 
stemming from stroke, spinal cord injuries, amputations, acquired brain injury, trauma, and joint 
replacement or hip fractures. The manager from the outpatient rehabilitation unit was also a participant 
during the on-site survey.

The interdisciplinary team members include a physiatrist who is the medical leader, registered nurses and 
registered practical nurses, occupational therapists, physiotherapists, registered dietitians, psychologists, 
speech language pathologists, recreation therapists, reactivation workers, pharmacists, and family 
physicians, as well as the ward clerk, team manager, and clinical educator. There is also access to other 
resources such as the bioethicist and spiritual care. 

he team collaborates well together and identifies this as a major strength. The team uses evidence-
influenced practices to ensure the most up-to-date therapies are implemented for the patients. Patient 
length of stay depends on underlying individual needs for rehabilitation management. There has been a 
change in the acuity and subsequent needs of the patients due to their increased complexity. This has 
resulted in a review of workflow and it is likely that staffing, the need for medicine specialities, and 
nursing workload intensity will also require review.
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Occupancy rates usually run at approximately 100 percent and recently this was exceeded by having 31
patients. The team works hard to ensure patient flow through the program is effective. The wait time for
admission to the program is approximately four days or less. This is an exceptional outcome for this
program and the team members are commended for their hard work in providing access to patients who
require rehabilitation services.

Priority Process: Competency

Some staff have received recent performance appraisals, but the majority have not. The manager has a
plan to schedule more regular performance appraisals with the staff.

The SBARD standardized tool is used when patients are transferred between units; however, shift report
still uses a traditional summary sheet for the entire unit. This method does not support accountability and
creates risk regarding the specific information that is shared from shift to shift since it is not kept in the
patient chart. It is suggested that a standardized and documented approach be adopted.

Priority Process: Episode of Care

Staff provide evidence-based therapies and treatments according to their professions and contributions to
the patients’ care plans. Assessments are made to ensure the patients are appropriate for the services
and therapies provided by this passionate and stellar team.

Partnerships and collaborations with external agencies inform many of the treatments offered by the
team, particularly for stroke and acquired brain injury patients. The stroke navigator follows up with
stroke patients for one year after the patient has been discharged. The team takes advantage of other
opportunities to determine the effectiveness of patients’ discharge plans, such as clinic follow-ups and
assessments by the physiatrist.

The relationship between the program and home and community care team is effective and strong.
Patients come to the program from all over northeast Ontario, and this sometimes creates challenges for
patients, families, and the team when rehabilitation science staff may not be available in the patients’
home community. This can result in a longer length of stay.

Medication reconciliation is a work in progress for the organization. The team conducts a best possible
medication history for patients who are admitted from home, so not all patients have medication
reconciliation completed at admission. Medication reconciliation is not in place for transfers into the unit
from other HSN units nor is it in place for patients when they are discharged. The latter is planned to be
implemented in fall 2019.

Paper orders are evaluated by the pharmacy for the use of Do Not Use abbreviations and pharmacy will
not fill orders if such an abbreviation is used. Follow-up is done with the prescriber and the expectation is
that the prescriber will rewrite the order properly.
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Venous thromboembolism prophylaxis is usually started on the unit from where the patient was
transferred. Patients who are transferred directly to the unit are assessed according to the venous
thromboembolism prophylaxis policy.

Falls prevention is well integrated into patients’ plans of care. The Morse scale is used to assess for falls
risk on admission. Education materials are provided to patients and families and there are classes for
them to attend to learn about ways to keep themselves safe. Pressure injury prevention is well done.

Transfer of information between units is accomplished using the SBARD methodology. Transfer of
information between shifts does not use a standardized approach to communicating specific information,
nor is it documented or a formal part of the chart. The team plans to move to a standardized and
documented transfer of information process. Once a documented shift-to-shift report is developed and
implemented, the team is encouraged to conduct audits or use other evaluation strategies to ensure its
effectiveness.

Priority Process: Decision Support

The health record is paper-based with some information available on the Meditech system. The
organization is encouraged to continue to rollout the electronic health record strategy that is part of its
strategic plan. This will improve the overall quality and safety of patient care and address the risks that are
associated with paper-based documentation.

Patients’ charts are kept either in the nursing station or locked in the cupboards outside patient rooms.
The organization is encouraged to ensure that patients and families do not watch staff enter the code to
the cupboard as they could then access medications and the chart. Internal audits of chart completion are
conducted.

Priority Process: Impact on Outcomes

Several outcomes are posted on the quality board and are reviewed at the daily huddles. The board is in
an area that can be viewed by patients and families. If they have questions about the content, patients say
they would speak to the manager or to their nurse. Audits for various safety activities such as Do Not Use
abbreviations and transfer decals are also posted on this board. The top three challenges for the day are
discussed. The huddle time also allows staff members to be recognized by either the team or the
manager, and patient thank you letters are also shared during this time.

Staff are familiar with the process to document incidents on the electronic reporting system. Patients and
families describe the care they receive as being excellent, respectful, and a true partnership between
them and the care team. Feedback is sought from patients and families and incorporated into
improvement activities.

Patient satisfaction surveys such as NRC Picker are not being distributed and the team is encouraged to
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develop its own just-in-time satisfaction tool to obtain objective data for program evaluation. The team is
also encouraged to advocate to be included in the NRC Picker surveys. Previously, it did not have a high
enough return rate from patients; however, the team could encourage patients to return the survey
should they receive one in the mail.

The team has made several quality improvements to the program based on feedback from patients and
families, such as changes to the stroke education program.
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Standards Set: Substance Abuse and Problem Gambling - Direct Service
Provision

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 leadership and staff for the substance abuse and gambling program are very dedicated and
committed to the program’s vulnerable population who have mental health and addiction problems. They
have worked to advance the program when there was limited support and funding and, over time, the
programming has become more comprehensive.

Engagement with key stakeholders within HSN and the community has been beneficial to increase
programming for individuals suffering from mental health and addiction problems. The program has
grown to have a community-based withdrawal program, the Safe Bed program with the police, and the
rapid access addiction medicine (RAAM) program. These services, in conjunction with the outpatient
addictions and gambling services, are extremely beneficial for patients and enable them to have the right
care in the community. In addition, the program diverts inappropriate activities from the ED and reduces
wait times and spaces for acute patients.

The RAAM clinic serves individuals from the community who have substance abuse issues such as opioids
and alcohol. The clinic is voluntary and provides quick access to care. Those who agree to participate in
the program have access to counselling staff in individual or group settings. The clinic also helps them
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navigate access to other addiction services in the community and provides support for transitions. HSN
served as one of the initial RAAM hubs and this has grown to be implemented provincially.

The team is encouraged to engage further with public health and the school systems to increase
awareness about issues related to addictions and gambling and the services available in the community.

Priority Process: Competency

The substance abuse and gambling program team is well educated in the competencies needed to care
for clients in these services. The interprofessional team consists of social workers, primary care, nursing,
and other professionals who have started their careers in addictions. Many staff are pleased with the
resources and growth that is occurring in this area as many years ago funding was difficult to obtain.

With time and resources, the program has grown to include outpatient services, withdrawal
programming, and the Safe Bed program. The growth in size and capacity has elevated the professionals
in the program and they serve as a specialized program and hub for other smaller programs.

Priority Process: Episode of Care

Patients who require access to programming and services for mental health and gambling are seen in a
timely way and barriers are removed to enable them to obtain care through self-referral.

The program is well organized. It is voluntary meaning that patients attend if they want to and can commit
to the program. They can leave at any time and are not held without consent.

There is good collaboration with the community police and emergency services to ensure care is timely
and supports patient needs. Funds were obtained for the Safe Bed program through collaboration with
the police.

Priority Process: Decision Support

The substance abuse and gambling program is one of the only areas that has automated patient
information. The B-Care documentation system gives professionals access to patient information when
they enter different access points in the system for service delivery and allows them to review the health
record. This impacts treatment decisions and timeliness to care.

Priority Process: Impact on Outcomes

The substance abuse and gambling program is strongly focused on safety for patients and staff.

Many of the innovative initiatives and changes in the program have been introduced out of need, such as
outpatient programming that focuses on getting individuals back on track with focused and individualized
counselling while recognizing that the person must want the change.
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Staff encourage patients to stay in contact and provide support and encouragement to help them stay on
track in the future.
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Standards Set: Transfusion Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Transfusion Services

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Episode of Care

This standard was already completed.

Priority Process: Transfusion Services

The Transfusion Committee is lead by a passionate expert who is extremely knowledgeable, knows the
standards, and ensures the department meets the standards. Audits are done as regular practice and
process improvement projects are a constant presence. The recently created massive transfusion protocol
has worked very well, and the front-line staff are happy with it.

The department cares about the patients and is aware of how important its processes are to the patients.
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Qmentum Program

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.

Governance Functioning Tool (2016)
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 16, 2018 to June 1, 2018

• Number of responses: 16

Governance Functioning Tool Results

% Strongly
Disagree /
Disagree
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Organization

% Neutral

Organization

% Agree /
Strongly

Agree

Organization

%Agree

* Canadian
Average

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

6 0 94 N/A

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

6 0 94 N/A

3. Subcommittees need better defined roles and
responsibilities.

56 19 25 N/A

4. As a governing body, we do not become directly
involved in management issues.

6 6 88 N/A

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

6 0 94 N/A



Qmentum Program

% Strongly
Disagree /
Disagree

% Neutral % Agree /
Strongly

Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

13 6 81 N/A

7. Individual members understand and carry out their legal
duties, roles, and responsibilities, including subcommittee
work (as applicable).

0 0 100 N/A

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

0 0 100 N/A

9. Our governance processes need to better ensure that
everyone participates in decision making.

50 25 25 N/A

10. The composition of our governing body contributes to
strong governance and leadership performance.

0 0 100 N/A

11. Individual members ask for and listen to one another’s
ideas and input.

6 0 94 N/A

12. Our ongoing education and professional development
is encouraged.

0 38 63 N/A

13. Working relationships among individual members are
positive.

0 0 100 N/A

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

0 0 100 N/A

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

0 0 100 N/A

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

0 0 100 N/A

17. Contributions of individual members are reviewed
regularly.

0 13 88 N/A

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

6 6 88 N/A

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

6 19 75 N/A

20. As a governing body, we regularly identify areas for
improvement and engage in our own quality improvement
activities.

0 6 94 N/A
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% Strongly
Disagree /
Disagree

% Neutral % Agree /
Strongly

Agree

Organization Organization Organization

* Canadian
Average

%Agree

21. As individual members, we need better feedback about
our contribution to the governing body.

19 6 75 N/A

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

19 6 75 N/A

23. As a governing body, we oversee the development of
the organization’s strategic plan.

0 0 100 N/A

24. As a governing body, we hear stories about clients who
experienced harm during care.

0 6 94 N/A

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

0 6 94 N/A

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

0 13 88 N/A

27. We lack explicit criteria to recruit and select new
members.

81 13 6 N/A

28. Our renewal cycle is appropriately managed to ensure
the continuity of the governing body.

0 0 100 N/A

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

0 13 88 N/A

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

6 0 94 N/A

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

0 6 94 N/A

32. We have a process to elect or appoint our chair. 6 0 94 N/A
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Overall, what is your assessment of the governing body’s
impact over the past 12 months, in terms of driving
improvements to:

% Poor / Fair

Organization

% Good

Organization

% Very Good /
Excellent

Organization

%Agree

* Canadia
Average

33. Patient safety 13 25 63 N/A

34. Quality of care 6 19 75 N/A
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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: October 16, 2017 to November 9, 2017

• Minimum responses rate (based on the number of eligible employees): 337
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Canadian Patient Safety Culture Survey Tool: Results by Patient Safety Culture Dimension
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*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from July to December, 2018 and agreed with the instrument items.
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Worklife Pulse
Accreditation Canada helps organizations create high quality workplaces that support workforce wellbeing
and performance. This is why Accreditation Canada provides organizations with the Worklife Pulse Tool, an
evidence-informed questionnaire that takes a snapshot of the quality of worklife.

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

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

• Data collection period: November 6, 2018 to November 30, 2018

• Minimum responses rate (based on the number of eligible employees): 348

• Number of responses: 1470
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Worklife Pulse: Results of Work Environment
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Client Experience Tool

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.

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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Appendix A - Qmentum

Qmentum Program

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.

Action Planning

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.
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Appendix B - Priority Processes

Qmentum Program

Priority processes associated with system-wide standards

Priority Process Description

People-Centred Care Working with clients and their families to plan and provide care that is
respectful, compassionate, culturally safe, and competent, and to see that
this care is continuously improved upon.
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