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Executive Summary

In April 2012, Ontario hospitals submitted their Quality 

Improvement Plans (QIPs) for 2012/13, the second year 

of provincially mandated QIPs under the Excellent Care 

for All Act (ECFAA), 2010. It was recommended that 

hospitals focus on five key attributes of quality care —  

safety, effectiveness, access, patient-centred and  

integrated — and to include at least one core recom-

mended indicator from each of these attributes.  

Indicators were to be assigned a priority of 1, 2 or 3. 

Hospitals’ executive compensation is linked to the 

achievement of quality improvement goals. This  

requirement drives both improvement and accountability 

for the delivery of QIPs, and increases motivation at 

all levels of the organization to achieve agrressive, but 

realizable, targets. Hospitals were also asked to provide 

a report on the progress made since the 2011/12 QIPs.

This analysis of the 143 QIPs submitted includes the 

background to QIPs under ECFAA, looks at the progress  

achieved over 2011/12 and outlines key findings regarding 

priority setting, detailing how many hospitals selected 

each indicator and how targets were set as compared 

to current performance. A selection of good change 

ideas is provided for four of the most selected indicators. 

In 2012, Health Quality Ontario (HQO) put forward a new 

Strategic Plan, or roadmap, to guide the agency as it 

works to achieve an overarching quality aim in Ontario’s 

healthcare system — better outcomes, better experience, 

better value for money. Analysis and feedback on QIPs 

are key ways that HQO can assist individual hospitals 

to achieve and exceed their improvement targets: If the 

majority of hospitals meet or exceed targets in key 

areas, there is an opportunity to push the provincial 

average to new (and better) levels of performance. For 

patients and staff, this means better patient outcomes 

and more reliable care delivery.

This analysis also serves as a learning tool for hospitals  

going forward: It will help them share innovative change 

ideas, effective strategies and success stories; commu-

nicate progress achieved; and highlight continued areas 

for improvement. The appendices include a summary  

of the suite of supports available to hospitals as they 

complete their QIPs, and a technical report.

Overall, hospitals made progress since the initial year 

for submitting QIPs under ECFAA, 2011/12. Three key 

areas of progress include:

•	 A perfect compliance rate with submitting QIPs and 

progress reports, as well as more consistency in  

completing specific elements of the QIPs.

•	 Clear aims aligned with hospitals’ strategic priorities, 

which were identified by a number of hospitals and 

included appropriate measures and motivational  

targets, and change plans that the hospitals intend  

to implement to achieve their aims.

•	 Innovative and thought-provoking change ideas, 

which were submitted by a number of hospitals. 

While the completeness of QIPs has improved this year, 

there were still gaps in some plans, including targets 

that did not appear to be stretch targets and instances 

where little or no detail was provided about change 

ideas. In the spirit of quality improvement, hospitals are 

encouraged to review their existing plans and compare 

them to the exemplary plans identified in this document, 

and to look for opportunities to adopt the best practices 

for QIP development that their peers are using.
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Background

Quality Improvement Plans (QIPs): What 

They Are, Why They Matter and HQO’s Role

Under the Excellent Care for All Act (ECFAA), 2010, 

every hospital in Ontario (as defined in the Public  

Hospitals Act) must submit an annual QIP. The QIP  

is a tool that enables hospitals to identify, report on  

and achieve QI objectives in a structured way. The  

improvement attained by hospitals is the result of  

clearly and consistently focusing on the principles  

outlined in the Model for Improvement (see page 4). 

Each hospital’s Quality Committee oversees the  

preparation of the QIP, which must be certified by the 

Board Chair and the Chief Executive Officer, submitted 

to HQO and made available to the public. The Ministry 

of Health and Long-Term Care (MOHLTC) has compiled 

a number of resources to support Quality Committees 

(see http://www.health.gov.on.ca/en/ms/ecfa/pro/ 

updates/qualitycommittee/bp_resources.aspx).

In 2012, HQO set in place a new Strategic Plan, or  

roadmap, for moving ahead with our mandate. This plan 

is a transformative document for HQO. It consolidates 

and makes explicit the agency’s raison d’être: to work 

with others to drive a quality agenda for Ontario that  

is provincial in scope, rooted in collaboration and  

supportive of integrated and coordinated efforts  

across all segments of the healthcare system. 

Hospital QIPs are the key way in which HQO works  

with its hospital partners to drive improvement in the 

system and to help hospitals measure success, introduce 

innovative change ideas and reach excellence in care. 

The transformative objectives outlined in the Strategic 

Plan include an overarching quality aim in Ontario’s 

healthcare system — better outcomes, better experience, 

better value for money. 

Health Quality Ontario, together with its partners 

across the system, has been the driving force behind 

making the quality of healthcare in Ontario an explicit 

and shared priority supported by system leaders,  

providers and patients. QIPs are one important  

component of change, but they are by no means 

the only one: HQO is a key catalyst of system-wide 

change. Moving forward, HQO will: 

•	 Focus the system on a common quality agenda 

(establish priorities, goals and targets and mobilize 

system leadership around a common agenda).

•	 Build evidence and knowledge (generate or access 

the evidence and knowledge needed to provide  

quality care and improve population health).

•	 Broker improvement (develop the tools and supports 

needed to accelerate the adoption of evidence-

based best practice, and foster the development of 

quality improvement capacity in the system).

•	 Catalyze spread (guide, support and collaborate 

within the system to spread knowledge about best 

practices, measurement tools and implementation 

strategies).

•	 Evaluate progress (provide timely and relevant health 

system monitoring, measurement and reporting, and 

assess progress and report to the public).

ECFAA lays the groundwork for a significant cultural 

shift in Ontario’s healthcare system. Excellent QIPs and 

well-executed improvement plans will strengthen the 

hospital sector’s ability to deliver high-quality patient 

care. The goal of the legislation is to blend quality and 

value in such a way that patients move to the centre of 

the healthcare system – their needs are prioritized and  

services are designed to meet these needs. Ontarians  

should expect high-quality, person-centred care now, 

and in the future. Patient outcomes, patient experiences 

and the quality of care delivered will drive the way  

services are delivered, the way the system plans  

services and how it is held accountable.

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualitycommittee/bp_resources.aspx
http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualitycommittee/bp_resources.aspx
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Developing and implementing QIPs should ultimately 

help create a healthcare system that focuses on keeping  

Ontarians healthy, provides appropriate and timely  

access to excellent primary healthcare, and provides  

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

while promoting focused improvement, building capacity  

to deliver person-centred care, and striving to meet 

theoretical best.

Quality Improvement Plans and the Model 

for Improvement

The concept and format of Ontario’s QIPs are based  

on the Model for Improvement framework for quality  

initiatives originally developed by thought leaders at the 

Institute for Healthcare Improvement (IHI). The Model 

asks three simple questions. The first two questions — 

“What are we trying to accomplish?” and, “How will  

we know if a change is an improvement?” — are  

embodied in ECFAA. Hospitals are required to set  

clear aims: a specific numeric target for improvement  

to be accomplished by a specific time frame in the  

fiscal year. Hospitals are also required to select process 

and outcome indicators to help them measure progress 

towards their aims and targets.

The answer to the third question — “What changes can 

we make that will result in improvement?” — describes 

the organization’s change strategy. When developing 

their change strategies, hospitals should consider two 

change dimensions:

•	 Specific changes to clinical practices or activities that, 

according to scientific evidence, will lead to improve-

ment (e.g., ordering the right drug or performing a test 

at the right time for a patient).

•	 Specific changes to organizational practices that will 

ensure best clinical practices are adopted not just some 

of the time but all of the time (e.g., ensuring that people 

have the right skills to perform a task or redesigning the 

way care is delivered to ensure that key information is 

always passed from one person to the next).

Setting Targets

Target setting is an important part of every hospital’s QIP. 

Part of HQO’s role is to provide guidance for hospitals 

on how they can set “stretch” targets — challenging, 

forward-thinking but achievable results that surpass  

a hospital’s past performance and set the stage for 

achieving their best possible performance in their  

priority areas for improvement. 

Although HQO works with hospitals to challenge them 

to meet excellent stretch targets, we do not decide what 

those targets should be. Every hospital must decide the 

stretch targets it will set for each fiscal year, according 

to the hospital’s strategic vision and the level of perfor-

mance it currently sits at and chooses to aspire to,  

or to attain. 

STUDY DO

ACT PLAN

Model for Improvement

What are we trying 
to accomplish?

How will we know if a 
change is an improvement?

What changes can we make 
that will result in improvement?
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Health Quality Ontario encourages hospitals to consider 

what level of performance is acceptable to them and to 

their patients, and what it will take to achieve this level. 

Hospitals need to ask themselves if maintaining the 

same level of performance from one year to the next is 

good enough: Is being at or below the provincial average  

acceptable to the patients they serve and the staff  

who provide these services? Hospitals will be asked to 

include their rationale for selecting targets on priority  

indicators. (Note: some thought-provoking questions 

can be found in the charts that are included for each  

of the indicators, beginning on page 31.)

For a more detailed understanding of stretch targets, 

and why they are important, see page 24. 

Analysis of 2012/13 QIPs: Year-Two Successes 

and Challenges

In this second year of ECFAA implementation, hospitals 

were asked to focus on five key attributes of quality 

care: safety, effectiveness, access, patient-centred and 

integrated. It was recommended that at least one core 

indicator be included from each of these attributes and 

that indicators be assigned a priority of 1, 2 or 3. Hospitals’ 

executive compensation is linked to the achievement of 

quality improvement goals. This requirement drives both 

improvement and accountability for the delivery of QIPs, 

and increases motivation at all levels of the organization 

to achieve agrressive, but realizable, targets. A description 

of planned improvement initiatives (change ideas) was 

requested for objectives where hospitals intended to 

improve quality. Hospitals were also asked to provide a 

report on the progress made since their 2011/12 QIPs. 

Health Quality Ontario received and reviewed the QIPs 

and progress reports submitted by 143 hospitals this 

year,i which provided a snapshot of hospital activity  

and performance across the province. 

This year’s plans were stronger overall than last year’s 

in terms of their completeness and the robustness of 

change plans; a selection of change ideas has been 

shared within this report. In the spirit of quality improve-

ment, we have also identified areas for improvement 

that could increase the impact of the QIP as a QI tool.

Purpose of the Analysis for Improvement

This analysis of the 2012/13 QIPs is designed to be  

a learning tool. Its purpose is to:

•	 Disseminate innovative change ideas, and highlight 

strong improvement plans and success stories from 

the field.

•	 Communicate progress achieved from year one 

(2011/12).

•	 Highlight examples of plans that fulfill the Model  

for Improvement’s components and adhere to quality 

improvement science.

•	 Highlight continued areas for improvement in QIPs.

The analysis examines the following aspects of quality 

improvement plans:

•	 Progress achieved: What improvements were  

sustained over 2011/12? What changes led to  

improvement?

•	 Priority setting: How many priorities did hospitals 

typically choose in their QIPs, and what topics did 

they choose?

•	 Target setting: What types of targets did hospitals 

set? Are there examples of well-articulated “stretch” 

targets? How can hospitals improve their target  

setting? 

•	 Change plans: What types of change ideas do  

hospitals describe? How can hospitals strengthen 

their change ideas?

i This number is lower than last year’s 152 plans due to a number of mergers in the hospital sector.



 

 

Hospital

Baseline  

(Jan.–Dec. 

2010)

 

Target for 

2011/2012

 

 

Change Ideas

Result  

(Jan.–Dec. 

2011)

The Scarborough 

Hospital* 

(large community)

1.93 0.75 •	 Ongoing monitoring of Safer  

Healthcare Now! insertion and  

maintenance bundle. 

•	 Chlohexidine dressings to help 

prevent CLIs. 

•	 Chlorhexidine baths for high-risk 

patients and those with central  

lines in situ. 

•	 Establish percentage of infected 

central lines by line type. 

•	 Establish percentage of infected 

central lines by patient type.

1.14

Table 1: Success Example† — Central Line Associated Blood Stream Infection 
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Progress Achieved Over 2011/12

Hospitals made progress this year. In April 2012,  

hospitals reported interim results on indicators chosen  

in their 2011/12 QIPs. The tables below highlight examples 

from those progress reports, where hospitals had  

clear strategies for change and achieved important  

improvements. Given that the reporting periods for 

some indicators fell within 2010/11 or Q1 2011/12 and  

would not have reflected changes implemented in 2011/12, 

some indicators — pressure ulcers, falls, HSMR and 

readmission — have not been included within this section  

of the report. A complete analysis of the progress 

achieved will be possible once end-of-fiscal-year data 

become available, and will be shared with hospitals in 

next year’s analysis. The final results will likely be even 

better than these interim results.

Central Line Associated Blood Stream  

Infection and Ventilator Associated  

Pneumonia Rates Improvement

Improvement in central line blood stream infection (CLI) 

and ventilator associated pneumonia (VAP) rates were 

noted when the best practice Safer Healthcare Now! 

bundles were applied consistently. Implementation  

challenges were overcome by providing ongoing  

practice evaluations, visual cues and frequent feedback 

to point-of-care staff (see Tables 1 and 2). Plans for  

improvement include change ideas that include the  

use of visual cues.

† Success examples were derived from the reports on progress that hospitals submitted on April 1, 2012. Success was acknowledged 
when significant progress against the targets set out in the 2011/12 QIPs had been achieved.
* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map
(www.hqontario.ca/en/ecfaa.html).
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* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map  
(www.hqontario.ca/en/ecfaa.html). 

 

 

Hospital

Baseline  

(Jan.–Dec. 

2010)

 

Target for 

2011/2012

 

 

Change Ideas

Result  

(Jan.–Dec. 

2011)

Kingston General 

Hospital*

(acute teaching)

2.02 1.82 •	 Consistent application of VAP  

prevention bundle.

•	 Checklist placed at every bedside 

and discussed on multidisciplinary 

rounds.

•	 Daily physician champion assigned.

•	 Preprinted admission order set 

developed.

•	 Oversight of data/trends by patient 

safety coordinator.

•	 Review on quarterly basis by critical 

care program, QI and safety  

committee.

•	 Celebration held during patient 

safety week

1

London Health 

Sciences Centre 

(acute teaching)

1.6 0.99 •	 Full implementation of the Safer 

Healthcare Now! bundle. 

•	 Statistics, checklists and case 

reviews by critical care staff and 

physicians.

0.31

Toronto East  

General Hospital

(large community)

4.47 4.25 •	 Publicly post hand hygiene audit 

rates in the ICU.

•	 Develop a strategy to identify points 

of transmission.

•	 Develop a strategy to standardize 

knowledge about and implementation 

of the sedation vacation protocol.

•	 Investigate the feasibility of using 

subglottic trach tubes.

•	 Determine incidence of ICU patients 

without oral gastric tubes.

1.96

Table 2: Success Examples — Ventilator Associated Pneumonia
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At times, significant change occurs as a result of  

a crisis, which generates the need for improvement;  

this is often the case with hospital-acquired infections.  

Muskoka Algonquin Healthcare, for example, success-

fully reduced its CDI rate (after experiencing its first 

outbreak in 2010) by undertaking major infrastructure 

changes and implementing the changes summarized  

in Table 3. Additionally, strategies employed to reduce 

one hospital-acquired infection will often result in  

improvements in all hospital-acquired infections, as was 

the case at Chatham-Kent Health Alliance. Chatham-Kent 

improved its CDI rate by investigating and acting on  

the root cause of the high rate of VRE. Chatham-Kent 

determined that the hospital’s bedpan management 

practices were contributing to higher infection rates,  

and put strategies in place to address the issue, resulting 

in a reduction in rates of both CDI and VRE (see “CDI  

Case Study: Chatham-Kent Health Alliance,” page 10). 

(Note: Case studies included in this analysis were gath-

ered by HQO from hospitals that were asked to complete 

success story templates and clarifying information based 

on those template submissions, when necessary.)
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Hospital

Baseline  

(Jan.–Dec. 

2010)

 

Target for 

2011/2012

 

 

Change Ideas

Result  

(Jan.–Dec. 

2011)

Muskoka  
Algonquin  
Healthcare*  
(large community)

0.51 Equal to or 
better than 
provincial 
rate (0.34 per 
1,000 patient 
days for 2011)

•	 Improve compliance with high-touch 
surface cleaning.

•	 Improve turnaround times for lab 
results.

•	 Consistent utilization of standard 
orders for the management of  
confirmed CDI patients.

•	 Monthly performance reviewed 
across the organization as a key 
corporate indicator linked to  
executive compensation.

•	 Updates on progress shared with all 
staff via an internal newsletter.

0.31

Chatham-Kent 
Health Alliance* 
(large community)

Chatham: 0.62;
Sydenham: 
0.81

Chatham: 
0.46;
Sydenham: 
0.55

•	 Use best practices for treatment 
when C. difficile is suspected by 
having the C. difficile order set print 
automatically in the ED every time 
an order is entered for a C. difficile 
specimen. 

•	 Initiate UV marker audits of patient 
room cleaning as a measure to ensure 
improved and appropriate cleaning 
in patient rooms. 

•	 Increase bedpan flusher units across 
hospital by seven units.

•	 Staff engagement for development of 
safer bedpan management methods.

Chatham: 0.50;
Sydenham: 
0.06

Royal Victoria 
Regional Health 
Centre 
(large community)

0.52 0.35–0.49 
per 1,000 
patient days

•	 Awareness: CDI rate reported publicly 
every month on website and annually 
on QIP.

•	 Screening: daily (Monday–Friday) 
review of IPAC admission screening 
tool completion on selected inpatient 
charts by IPAC practitioners.

•	 Surveillance: inpatient unit-specific 
rates posted monthly. 

•	 Corporate rate posted monthly on 
website. Quarterly rate shared with 
Board.

•	 Prevention: annual required hand 
hygiene and PPE education  
completed by direct care staff.

•	 Process: implementation of Infection 
Control Resource Team recommen-
dations wherever possible.

0.18

Table 3: Success Examples — Clostridium Difficile Infection 

* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map
(www.hqontario.ca/en/ecfaa.html).
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CDI Case Study: Chatham-Kent Health Alliance

Chatham-Kent Health Alliance (CKHA) is a large community hospital operating through three hospital sites. The 

Alliance serves the residents of Chatham-Kent, South Lambton and Walpole Island in Southwestern Ontario. 

Chatham-Kent’s battle against CDI began in 2009-10, when an investigation into high rates of hospital-acquired 

vancomycin-resistant enterococcus colonization led to the discovery of problematic bedpan management  

practices. It is well understood that the patient care environment can become contaminated during routine 

activities, and so a second focus — on environmental cleaning — became part of CKHA’s 2011/12 QIP.

Challenges and Strategies 

Environmental: The 60-bed patient care unit had only one bedpan flusher, and it was located quite far from many 

of the patient rooms. A multi-disciplinary team was formed to address bedpan management practices. After 

conducting a staff survey on infection prevention practices, and a literature review, a safer method of automated 

washer-disinfectors was adopted in 2010. Because of the prohibitive cost of adding washer-disinfectors in all 

patient care areas, a second, interim method — using bedpan liners — was also used over the 2–3-year period  

it took to purchase all of the capital equipment.

Behavioural: Many staff did not like the idea of walking down the hall with a full bedpan. Staff were shown  

videos outlining current bedpan management practices, in order to garner their support for change and to  

identify educational needs related to best practice bedpan management. Subsequently, 90% of the nurses  

stated that they wanted a safer, less time-consuming approach to managing bedpans. Complete removal of spray 

wands and bedpan holders from patient bathrooms also helped ensure the unsafe practice did not continue.

Knowledge: Personal protective equipment was not being used consistently. All units were provided education 

on the appropriate use of personal protective equipment, and a safe human waste-management policy has  

been developed. A UV marker auditing system was used to educate housecleaning staff, and to help improve  

the percentage of high-touch surfaces cleaned on a regular basis.

Mechanical: Many staff noted that the flusher was often out of service for maintenance and repair; this was 

mainly due to user error, however. 

Resources: The cost of additional washer-disinfectors was substantial. To secure leadership support for the 

capital equipment, a cost–benefit analysis was conducted, examining the cost of continuing to manually wash 

bedpans (while wearing personal protective equipment) versus the cost of purchasing washer-disinfectors.

Hand Hygiene Improvement

Hospitals with demonstrated success in improved hand 

hygiene had a strong organizational commitment to  

improvement. Characteristics of these hospitals included 

accountability for results at each level of the hospital, 

constant monitoring of their tests of change and  

accompanying results, and immediate and individualized 

feedback to staff (see Table 4). 

Bluewater Health’s change plan for improving compliance 

with hand hygiene protocol included the use of champions 

from nursing, physician and support services staff. These 

leaders were given formal hand hygiene auditor training —  

peers audited peers — and immediate feedback was 

given to the individual who may have missed one of 

the “Four Moments.” Including hand hygiene within 

the Most Responsible Physician (MRP) collaborative 

provided funding for additional handwash stations and 

facilitated physician participation (see “Hand Hygiene 

Case Study: Bluewater Health,” page 12).
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Hospital

Baseline  

(Jan.–Dec. 

2010, Unless 

Otherwise 

Indicated)

 

 

 

Target for 

2011/2012

 

 

 

 

Change Ideas

 

 

Result  

(Jan.–Dec. 

2011)

Baycrest 

(CCC & rehab)

30.67%

(2009/10)

70% •	 Implement patient empowerment on 

all patient care units. 

•	 Unit-specific hand hygiene results 

posted on patient care units.

75.70%

Bluewater Health*

(small community)

45% (2009/10) Increase 

compliance 

amongst 

nurses,  

support staff 

and physi-

cians within 

two targeted 

areas to 75% 

or better

•	 Increase rates through the imple-

mentation of a detailed action plan 

and campaign specific to each 

target group (nurses, physicians  

and support staff). This plan  

includes job-specific education  

and intervention auditing, in addition 

to other actions.

•	 Linked with the MRP physician 

collaborative for focused physician 

compliance. 

82.76%

Grand River  

Hospital 

(large community)

45%

(2009/10)

Improve by  

5% per 

quarter

•	 Hand hygiene audits with “real time”  

educational moments, publication of 

results by clinical program/service. 

•	 Develop marketing plan to increase 

awareness and compliance. 

•	 Implement hospital lead for hand 

hygiene. 

•	 Develop sustainability plan for 

late-career nurses’ engagement as 

champions. 

•	 Develop interactive hand hygiene 

education series.

79.78%

Holland Bloorview 

Kids Rehabilitation 

Hospital* (CCC & 

rehab)

53.6% 

(2009/10)

80% •	 Board-driven initiative after increased 

nosocomial outbreak episodes.

•	 Observation audits using MOHLTC 

“Just Clean Your Hands” protocols.

•	 Audits of completion of e-learning 

module, Hand Hygiene Awareness 

Day.

•	 All staff and families included in the 

hand hygiene strategy.

•	 Process control charts used to moni-

tor changes with results cascaded 

through all levels of the hospital.

•	 Initiative tied to the strategic plan.

•	 Dedicated auditor added to staffing.

90.75%

Table 4: Success Examples — Hand Hygiene 

* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map
(www.hqontario.ca/en/ecfaa.html).
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Hand Hygiene Case Study: Bluewater Health

Bluewater Health is a small community hospital comprising Bluewater Health in Sarnia and Charlotte Eleanor 

Englehart Hospital in Petrolia. 

Despite intensive efforts, year after year, Bluewater’s annual overall hand hygiene compliance rates remained 

stubbornly low. While numerous strategies to influence compliance had resulted in small gains, Bluewater was 

struggling to sustain those successes and achieve further improvements, including hand hygiene within the 

Most Responsible Physician (MRP) collaborative facilitated physician participation.

Challenges and Strategies 

Behavioural: It was difficult to change employees’ habits. The plan implemented in 2011/12 was different from 

previous approaches in that it had three distinct yet coordinated streams of focus, targeting the different employee 

groups — nursing, physician and support service staff. The hand hygiene initiative partnered with the MRP 

collaborative and developed a focused action plan to improve physician compliance. To test intensive actions 

across all three streams, Bluewater further focused on the rehab and surgical in-patient units. Hand hygiene 

champions were identified within each stream and provided with formal hand hygiene auditor training — peers 

audited peers, and immediate feedback was given to the individual who may have missed an opportunity.  

Leaders within the targeted areas were given specialized education on how to model the right behaviours,  

and a checklist was provided to the leaders to remind them of key activities. Hand hygiene reminders on the 

“Four Moments” were added to existing safety briefings, and the briefings’ data sheets were monitored to  

ensure hand hygiene was listed as a topic for discussion. A Pin Campaign was also added, to recognize good 

hand hygiene practices.

Environmental: The number and location of handwash stations were insufficient. Approximately 200 alcohol 

hand-rub stations were added throughout the organization. The locations of these stations were based on  

physician input, for improved visibility and ease of use. 

Knowledge: Many staff were unaware of their lack of compliance with the Four Moments. The infection  

prevention and control team (IPAC) provided targeted education for each stream on the importance and  

expectations for hand hygiene compliance. They also shared stories, to help convey why staff should  

be concerned. IPAC addressed specific questions pertinent to the staff group — for example, What are the 

hand hygiene expectations during delivery of meal trays? Education packages about hand hygiene were  

delivered to each physician. A new Winning with Hand Hygiene contest ran every three months; it drove  

staff to the Intranet, where they received information on the Four Moments before accessing and printing  

ballots. A standardized quarterly report detailing major activities and a summary of the compliance results  

by employee stream were broadly shared across the organization.

Resources: The cost of developing and implementing the QI project was re-examined. CEO and executive 

compensation was tied to improving hand hygiene compliance, which helped garner leadership support and 

interest in the progress of the initiative, including hand hygiene within the Most Responsible Physician (MRP) 

collaborative facilitated physician participation.
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Emergency Department Waits Improvement

Many emergency departments (EDs) in Ontario are  

challenged by wait times, with the lack of available  

beds for admitted patients playing a significant role  

in prolonged waits. Cambridge Memorial Hospital  

improved its wait times for admitted patients by imple-

menting a “pull philosophy” (in which the inpatient unit 

“pulls” the patient from ED by ensuring that his or her 

bed is ready exactly when needed), using flow coaches 

on patient units monitoring emergency patients. Cornwall 

Community Hospital invested in process improvement 

and project manager training for its middle managers, 

and Hawkesbury and District General Hospital encour-

aged teamwork between services (see Table 5).

 

 

Hospital

Baseline  

(Jan.–Dec. 

2010)

 

Target for 

2011/2012

 

 

Change Ideas

Result  

(Jan.–Dec. 

2011)

Cambridge  

Memorial Hospital

(large community)

42.9 hours 30 hours •	 Implement process to ensure  

discharge plan is completed for 

each patient on the medical unit 

within 48 hours of admission.

•	 Conduct a focused review of  

hospitals with leading performance 

to identify strategies for CMH.

•	 “Pull philosophy” implementing flow 

coaches and unit managers to moni-

tor emergency department patients.

•	 Email sent to flow coach automati-

cally when an inpatient is discharged.

•	 Weekly flow-operations meeting to 

review and resolve placement delays.

26.3 hours

Cornwall  

Community  

Hospital*

(large community)

72.9 hours 65.6 hours •	 CCH is a successful applicant to the 

Emergency Department Process  

Improvement Program (ED PIP) 

Wave IV Full Program (2011/12). 

ED PIP provides hospitals with an 

intensive structured approach and 

resources to improve patient flow 

from the point at which patients  

arrive in the ED through to discharge 

from inpatient units.

•	 Implementation of a rapid assess-

ment zone and daily access  

reporting tool.

•	 Manager training in Lean process 

improvement, project management 

and change management strategies.

•	 Emergency department waiting 

room rounds every hour.

42.2 hours

Table 5: Success Examples — Emergency DEPARTMENT Waits



14	 2012/13 Quality Improvement Plans: An Analysis for Improvement

Alternative Level of Care Days Improvement

Many hospitals in Ontario are struggling to place people 

who no longer require acute care into community-based 

or long-term care. Beginning at admission, planning for 

discharge using individualized care plans and involve-

ment of patient families has demonstrated success.  

For continued improvement, integration across the 

healthcare system is essential (see Table 6).

 

 

Hospital

Baseline  

(Jan.–Dec. 

2010)

 

Target for 

2011/2012

 

 

Change Ideas

Result  

(Jan.–Dec. 

2011)

Hawkesbury & 

District General 

Hospital

(large community)

57.4 hours 37 hours •	 Assisted-living initiative with LHIN.

•	 Bed-management meetings twice 

daily at change of shift to optimize 

bed utilization.

•	 Meet LOS benchmarks.

•	 Establish hospital avoidance initiative 

for the patients of FHT.

•	 Participate in ED/ALC LHIN steering 

committee.

•	 Ongoing GEM initiative with RGP, 

monitor and review ALC.

•	 Ongoing review of patient satisfac-

tion survey results for a patient 

perspective.

•	 Development of general clinical 

pathways for patients meeting  

CDU inclusion criteria.

•	 Organizational priority; leadership 

including MAC representation on 

the improvement committee.

36.7 hours

Table 5: Success Examples — Emergency DEPARTMENT Waits (continued)
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Hospital

 

 

 

Baseline  

(Q2 2010/11)

 

 

 

Target for 

2011/2012

 

 

 

 

Change Ideas

Result  

(Q2 2011/12,  

Unless  

Otherwise 

Indicated)

Leamington 

District Memorial 

Hospital

(small community)

31.60% 20% •	 Continue to implement flow initiatives 

on inpatient units.

•	 Focus the organization on discharges 

before 11 a.m.

•	 Implement regional utilization  

management system.

10.90%

North Wellington 

Health Care

(small community)

21.70% 15% •	 Participation in Home First program.

•	 Partnership with CCAC for all  

discharge planning. 

•	 Continue to support GEM Nurses in 

the ED.

•	 Advocate for continuity in rural  

community services.

11.80%

Northumberland 

Hills Hospital*

(large community)

17.50% 16.80% •	 Implement a restorative care  

program.

•	 Enhance staffing to enable seven-

day-a-week rehabilitation services.

•	 Implement the Hospital Elder Life 

Program (HELP).

•	 Implement the Home First philosophy 

hospital-wide.

•	 Develop and implement a formal 

discharge planning framework and 

processes. 

5.00%

Royal Victoria 

Regional Health 

Centre

(large community)

17.07% 13.8–16.3% •	 Admission management: partner-

ship with NSM CCAC for ED Client 

Care Coordinator seven days/week 

to reduce percentage of ED patients 

admitted primarily due to ALC status.

•	 Discharge management: partner-

ship with NSM CCAC to implement 

Home First approach to support 

discharge homes with community 

support where appropriate, to await 

choice of long-term care bed in the 

community.

•	 Appropriateness: work with regional 

partners to facilitate timely transition 

of CC patients at RVH to regional 

CCC beds.

11.88%

Table 6: Success Examples — Percentage of Alternate Level of Care Days

* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map
(www.hqontario.ca/en/ecfaa.html).
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Patient Experience Improvement

In order to achieve significant improvement in patient 

experience, hospitals are encouraged to focus on  

a handful of specific areas that correlate with the  

complaints and compliments they have received,  

as well as feedback from patient satisfaction surveys. 

There were several good examples where hospitals raised 

patient satisfaction scores by improving communication 

and coordination at discharge (see Table 7). 

 

 

 

 

Hospital

 

 

 

Baseline  

(Q2 2010/11)

 

 

 

Target for 

2011/2012

 

 

 

 

Change Ideas

Result  

(Q2 2011/12,  

Unless  

Otherwise 

Indicated)

West Lincoln  

Memorial Hospital* 

(small community)

15.40% 11% •	 Bed Management/Patient Flow 

Team implemented to enhance flow 

through entire hospital.

•	 Close collaboration with CCAC 

partners to assist the Home First 

process.

7.8%

(April 2011–

Feb. 2012)

Woodstock  

General Hospital 

(large community)

18% 15% •	 Continue to participate in FLO project 

in all acute in-patient units. 

•	 Maintain regular meetings with CCAC  

to investigate barriers to discharge 

of ALC patients.

•	 Develop education for ED physicians 

and nurses to increase knowledge 

of CCAC services and role within 

the hospital.

•	 Develop liaison role at WGH to liaise  

with CCAC to review patients  

who are waiting for admission in  

the community and to consider  

augmentation of CCAC services  

or geriatric assessment. 

13.60%

Table 6: Success Examples — Percentage of Alternate Level of Care Days (continued)

* Further details on change initiatives and contact information can be found at the HQO Quality Improvement Map
(www.hqontario.ca/en/ecfaa.html).
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Hospital

Baseline 

(Most Recent 

12-Month  

Period, Unless  

Otherwise 

Indicated)

 

 

 

 

Target for 

2011/2012

 

 

 

 

 

Change Ideas

Result  

(Most Recent 

12-Month 

Period, Unless 

Otherwise 

Indicated)

North Bay Regional 

Health Centre

(large community);

ED: “Would you 

recommend…?”

ED, Q2 2010/11:

54.1%

55.20% •	 Staff education on requirement of 

verbal/written patient safety teachings 

before discharge to home. 

•	 Update and make easily available  

to staff discharge instruction sheets 

and provide to patients at discharge.

•	 Revisit/research software programs 

for discharge instruction sheets. 

•	 Develop “drill-down” questions from 

the “discussed danger signals to 

watch for” survey question and  

add to NRC Picker ER survey to 

identify gaps. 

•	 Develop action plan to address any 

identified gaps and implement.

65.2%  

(Oct. 2010–

Sept. 2011)

Peterborough 

Regional Health 

Centre

(large community);

“overall care  

received”

93.60% ≥96% •	 Implement strategies to improve  

satisfaction with access to services  

and responsiveness. 2011/12 

initiatives include: (a) implementing 

new services such as the radiation 

bunker and cancer care navigator; 

and (b) regular rounding by staff and 

leaders in acute care patient areas. 

•	 Implement post-discharge phone 

calls in surgical services. 2011/12 

initiatives include implementing 

post-discharge phone calls with 

script for same-day surgery patients 

identified as high risk for admission 

and spread to inpatient area as  

appropriate. 

•	 Implement improved pre-admission 

and pre-discharge patient education 

and communication processes in 

Maternal Child Services. 2011/12  

initiatives include: (a) “Purple Crying”  

and (b) pre-admission education 

and electronic resources.

98.5% 

(Q1 2011/12)

Table 7: Success Examples — Patient Satisfaction 
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Hospital

Baseline 

(Most Recent 

12-Month  

Period, Unless  

Otherwise 

Indicated)

 

 

 

 

Target for 

2011/2012

 

 

 

 

 

Change Ideas

Result  

(Most Recent 

12-Month 

Period, Unless 

Otherwise 

Indicated)

St. Francis  

Memorial Hospital

(small community);

“Would you  

recommend…?”

80% (Q3 

2010/11)

≥80% •	 Promote a positive, patient-centred 

environment.

•	 Improve signage for patient instruc-

tions, wait times, etc. 

•	 Develop educational material for 

patients on discharge. 

90.1%

St. John’s Rehab 

Hospital

(CCC & rehab);

“Would you  

recommend…?”

94.7% >92% •	 Focus on three dimensions of care: 

participation in decision-making 

and goal setting; coordination; and 

continuity and transitions using a 

variety of written and verbal tools, 

e.g., whiteboards, documented  

explanation of meds, written med side 

effects, discharge checklist, etc. 

•	 Implement integrated goal sheet. 

98.9%  

(March–Sept. 

2011)

Table 7: Success Examples — Patient Satisfaction (continued)
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Overview: Priority Setting, Target Setting and Change Plans

Priority Setting

A QIP is an important place to identify key priorities for 

improvement. Priorities help organizations focus on what 

they want to accomplish. Hospitals have the option of 

designating a priority level of 1, 2 or 3 to the objectives 

identified in their QIPs. It is recommended that indicators  

where performance has been below organizational goals 

be given the strongest consideration as Priority 1 or 2. 

Priority 1 indicators must be closely aligned with orga-

nizational strategic priorities, and will receive a greater 

emphasis in terms of change plans and resources for 

implementation than lower-priority indicators. When 

results have been sustained at rates that are consistent 

with organizational goals, or performance is at or near 

theoretical best, a Priority 3 rating should be considered.

Considerations When Setting Priorities

Priority setting can be a complex process that requires 

organizations to consider and balance a number of  

different factors. Organizations often consider the  

following issues when choosing topic areas as priorities:

•	 How does the proposed topic align with our strategic 

objectives?

•	 In which areas are we currently performing below 

desired performance?

•	 Which quality problems are occurring most frequently, 

and what are the most serious consequences when 

they do occur? 

Many hospitals did a good job explaining how their QIPs 

aligned with their strategic priorities within the Part A 

Short Form, including Lady Minto Hospital, Lake of the 

Woods District Hospital, The Royal Ottawa Health Care 

Group, St. Joseph’s Continuing Care Centre of Sudbury, 

Listowel Memorial Hospital and Providence Care. (This 

is not a comprehensive list, but rather a selection of 

good narratives.)

Excerpts from QIP Part A Short Forms

The Quality Improvement Plan and selected 

indicators are aligned with the NELHIN [North 

East Local Health Integration Network]  

Integrated Health Services Plan, Hospital 

Service Accountability Agreement, Network  

13 Strategic Plan, our community partners’ 

strategic plans, Accreditation Canada and the 

MIC Group of Health Services Strategic Plan. 

– Lady Minto Hospital

The LWDH Quality Improvement Plan for 

2012/13 is in alignment with LHIN objectives 

and the H-SAA agreement with the MOHLTC. 

It is coordinated with organizational strategic 

goals, the mission/vision/values of the organi-

zation and the LWDH Integrated Quality/Risk 

Framework. It is also aligned with governance 

policies and ends of the Board of Directors. 

The Quality Improvement Plan supports best 

practices as defined by Accreditation Canada. 

The plan incorporates consultation with and 

participation by our health care partners to 

achieve the planned objectives. 

– Lake of the Woods District Hospital



Quality Attributes Core Indicators

Safety Clostridium difficile infection (CDI)

Ventilator-associated pneumonia (VAP)

Hand hygiene compliance before patient contact 

Central line associated blood stream Infection (CLI)

Pressure ulcers

Falls

Surgical safety checklist

Restraints

Effectiveness Hospital standardized mortality ratio (HSMR)

Hospital – total margin 

Access 90th percentile ED length of stay for admitted patients

Patient-centred Patient satisfaction

Integrated 30-day readmission rate to any facility (specific case mix groups)

Percentage of alternative level of care (ALC) days

Table 8: Core Indicators for 2012/13
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Most Common Priorities for Improvement
For 2012/13, it was recommended that hospitals include 

in their QIPs selections from a core set of indicators, with 

at least one indicator in each of the five quality attributes: 

safety, effectiveness, access, patient-centred and  

integrated (see Table 8). 

Figure 1 shows how often hospitals chose each core  

indicator as Priority 1, 2 or 3 in 2012. There was little 

variation in the choice of core indicators between  

acute care hospitals of different sizes. The most  

common topics were hand hygiene, total margin,  

patient satisfaction, emergency department (ED) waits 

and percentage of alternate level of care (ALC) beds. 

Among mental health hospitals, restraint use was one  

of the most common indicators. Falls and pressure 

ulcers were common topics among rehabilitation and 

complex continuing-care (CCC) facilities. 

In general, topics that hospitals can focus on  

independently (e.g., hand hygiene) were much more 

popular than topics that require coordination between 

hospitals and community-based services (e.g., ALC  

and readmissions). Hospitals have been working hard 

to improve outcomes and performance in these areas. 

In the future, it will be important for hospitals to work 

closely together, to develop community-wide quality  

improvement plans with these external partners if  

Ontario is to make progress on the most important  

challenges facing the healthcare system. 
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Quality Attributes for Core Recommended Indicators

Safety

Effectiveness

Access

Patient-Centred

Integrated

Quality Attributes for Core Recommended Indicators — Priority 1

■ Safety  

■ Effectiveness 

■ Access  

■ Patient-Centred 

■ Integrated

Quality Attributes for Core Recommended Indicators — Priority 2 or 3

■ Safety  

■ Effectiveness 

■ Access  

■ Patient-Centred 

■ Integrated

Pri 2 or 3 ■ ■ Pri 1 

Figure 1: Frequency of Indicators Chosen as Priority 1, 2 or 3 in 2012/13 Ontario Hospital  

Quality Improvement Plans (n = 143)

Among Priority 1 indicators chosen by hospitals, 57% 

were core indicators and 43% were additional indicators  

representing local priorities (see Table 9). The most  

frequently chosen additional indicator was medication  

reconciliation. Because medication management is a 

critical area of patient safety, HQO recommends that a 

core indicator for medication reconciliation be added for  

selection within the Quality Improvement Plan Guidance  

Document for 2013/14 (see http://www.health.gov.on.ca/

en/pro/programs/ecfa/legislation/qualityimprove/up-

date.aspx). Standardizing the definition of this  

indicator will be important, because hospitals used 

many different methods this year for tracking progress 

on medication reconciliation. 

http://www.health.gov.on.ca/en/pro/programs/ecfa/legislation/qualityimprove/update.aspx
http://www.health.gov.on.ca/en/pro/programs/ecfa/legislation/qualityimprove/update.aspx
http://www.health.gov.on.ca/en/pro/programs/ecfa/legislation/qualityimprove/update.aspx


Safety Medication reconciliation (29)

Medication incidents/errors (14)

Falls (14)*

Hospital-acquired infections (12)

VTE prevention (8)

Safe work environment (6)

Patient safety (8)

Pressure ulcers (5)*

Hand hygiene (4)*

Restraint (2)*

Integrated Improve discharge and transitions (13)

Effectiveness Increase efficiency and effectiveness (25)

Reduce non-value-added work in process (13)

Staff satisfaction (9)

Compliance with established guidelines (9)

Overtime pay, sick time, vacancy (7)

Length of stay (3)

Access Wait times (15)

Access to specialized services (16)

Patient-centred Patient satisfaction (17)*

Table 9: Additional Indicators Selected By hospitals for 2012/13 (Grouped by  

Quality Attribute)

22	 2012/13 Quality Improvement Plans: An Analysis for Improvement

Notes: Figures in parentheses indicate frequency. 
*These definitions differed from the definitions used for the core recommended indicator: e.g., falls — falls with injury; patient 
satisfaction — improve pain management.

Number of Priorities Selected
This year, Ontario hospitals selected a similar number of 

indicators as they did in 2011/12 — on average, between 

four and five Priority 1 indicators, four Priority 2 indicators 

and three Priority 3 indicators. The number selected did 

not differ significantly across different hospital types. 

Although the guidance document encourages hospitals 

to select at least one core indicator from each dimension, 

seven hospitals chose just one Priority 1 indicator,  

11 hospitals chose nine or more Priority 1 indicators and 

two hospitals chose no Priority 1 indicators. Some  

(but not all) of these hospitals have multiple sites,  

with priorities set across the sites.

We do not yet know if there is an “ideal” number of 

priorities for organizations to set. Future analyses could 

examine whether there is a relationship between the 

number of different priorities and success in implementing 

changes that have demonstrated improvement. 
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Target Setting

Target setting is an important component of QIPs:  

Organizations are more likely to achieve major  

improvement when they set a stretch target — that is, 

one that is challenging but achievable. Stretch targets 

can be inspirational. They motivate staff and, when  

accomplished, can engender confidence in staff’s  

ability to tackle the next major challenge. 

Determining an appropriate stretch target is a challenging 

exercise: What constitutes significant change, but not 

so much change that it will be impossible to implement? 

Hospitals are encouraged to develop target setting  

processes that engage all stakeholders, including  

front-line staff. Modelling of different scenarios may be 

helpful for hospitals to project the impact of planned 

changes, allowing hospitals to set targets with greater 

confidence.

The relentless pursuit of excellence underpins the  

Excellent Care for All Act and is a central tenet of quality 

improvement. Setting aspirational improvement and/or 

performance targets is a critical first step. Excellence can 

only occur when hospitals are fully accountable — to 

the public, their staff, their boards and their peers —  

to achieve the targets articulated in their QIPs and  

continually strive to achieve higher levels of performance.

Hospitals should distinguish target setting for  

accountability agreements from target setting for  

quality improvement. Targets contained in accountability 

agreements represent the basic level of quality for an 

organization that must be achieved. Setting targets for 

quality improvement is about challenging providers and 

staff, your organization as a whole and eventually the 

system to achieve higher levels of performance and to 

reliably deliver high-quality care.

Areas for Improvement Identified in Target Setting 

for QIPs

The careful consideration that went into target setting 

in many hospitals was evident within the 2012/13 QIPs. 

Some suggestions are offered for hospitals with plans 

that had missing baseline measures or targets, missing 

or unclear target justification or targets set at or below 

baseline performance.

1. Missing Baseline Measures or Targets

In some cases, hospitals did not provide a figure for 

baseline performance. This occurred most commonly 

when a hospital was aiming to improve in an area where 

no data had previously been collected. Lack of baseline 

data makes it difficult to set a realistic target.

In other cases, hospitals did not set a specific numeric 

target. Instead, they stated that the target was to be 

“better,” “meet the average” or, “reduce by X cases.”  

In most cases, the hospitals did not provide a clear  

justification for the lack of a numeric target.

Suggestions
If a hospital does not have baseline data, it could  

consider including a data collection plan in its QIP  

along with specific timelines pinpointing when it will  

finish collecting the baseline data, and make an updated 

plan with a numeric target available to the public and  

to staff. 

Having a clear, numeric target and setting a specific time 

frame within which to reach that target are essential to 

success. When the target is vague (e.g., “just do your 

best” or, “do better”), there is no shared understanding 

amongst staff of what success means. 

2. Missing or Unclear Target Justification

For some targets, hospitals did not provide a clear 

indication of how their target was selected. In some 

cases hospitals stated what target was selected but did 

not reflect on why the target was selected. For example, 

“We have set a target of 5% improvement” provides  

no information about how this target was selected.  

A well-written target justification might read as follows: 

“Given current performance of 60% for hand hygiene, 

we are targeting 80%, in order to cut our defect rate  

in half. We believe this is an aspirational target that  

can be achieved through concerted effort to implement 

our change plan.” 



24	 2012/13 Quality Improvement Plans: An Analysis for Improvement

Suggestions
It is recommended that hospitals clearly describe the 

rationale for the targets set in the target justification 

component of their QIPs, in order to ensure a consistent 

process for target setting.

3. Targets Set at or Below Baseline Performance

As Table 10 illustrates, several hospitals set targets 

for Priority 1 indicators that were below their baseline 

performance.

Hospitals provided a variety of different justifications for 

these targets:

•	 Some are anticipating that changing circumstances 

will make it more challenging to achieve a given  

performance, compared to the previous year. 

•	 Some are in a “monitoring stage” after concerted  

QI effort, and are focused on sustaining their  

changes and improvement.

•	 Some have set targets based on the Ontario or LHIN 

average, even though their performance was already 

better than average. 

Suggestions
In the spirit of improvement, it is suggested that indicators  

for Priority 1 should generally have stretch targets  

associated with them. Where performance is already 

better than average, organizations are encouraged to 

set targets that represent at least maintaining results, 

rather than accepting the average as a target. 

When hospitals believe that maintaining current  

performance will be a significant stretch due to  

changing circumstances, and they choose to target 

below baseline performance, is it particularly important 

to substantiate the target with a clear target justification. 

This will avoid sending an unintentional message to the 

public or to hospital staff about the hospital’s quality 

improvement goals.

HQO has developed six guidelines for hospitals to  

consider when setting stretch targets (see page 25),  

and has identified several examples chosen from the 

2012/13 QIPs of hospitals that appeared to follow  

these guidelines. 

 

Indicator

Direction 

Better

Hospital 

Type

Current 

Value

 

Target

 

Target Justification

Hand  

hygiene
h

Large 

community

 

84%

 

80% Exceed provincial rate of 72%

 

ED waits
i

Acute 

teaching

 

21.0 23.0

Maintain achievement of Toronto Central 

LHIN target

 

ED waits
i

Large 

community

 

10.6 23.0

LHIN goal has increased over the past  

year from 9.3 to 23 hours

 

ALC
i

Small  

community

 

11% 21.64%

Comparison with North West LHIN  

hospitals

Table 10: Examples of Targets Set Below Baseline Performance
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1: Aim for the Theoretical Best

Application Examples from 2012/13 QIPs

The theoretical best represents the maximum or optimal 

performance. It is most applicable in areas that measure 

defects, wait times or use of a best practice (e.g., aim 

for zero defects, zero wait time or 100% compliance 

with best practice bundle). 

•	 Stevenson Memorial Hospital set a target of 100% for 

hand hygiene compliance (baseline = 84%).

•	 Carleton Place & District Memorial Hospital set a target 

of 100% for surgical safety checklist compliance 

(baseline = 97%). 

2: Aim for Best Achieved Elsewhere

Application Examples from 2012/13 QIPs

Any organization may seek to match the best achieved 

elsewhere, but this may be of particular relevance to 

those organizations that already have above-average 

performance and still wish to do better. 

•	 Weeneebayko Area Health Authority, Moose Factory 

site, set a target of 92% for hand hygiene compliance, 

the best achieved to date in Ontario (baseline = 87%). 

•	 Kingston General Hospital set a target of 99% for the 

patient satisfaction indicator, the best achieved to date 

in an Ontario academic hospital (baseline = 94%).

3: Aim for 90th Percentile Among Peers

Application Examples from 2012/13 QIPs

The Centres for Medicare and Medicaid suggest aiming 

to be in the 90th percentile among peers as a stretch 

goal.ii This could be appropriate if the hospital’s baseline 

falls well short of this level; otherwise, a target of best 

achieved elsewhere or theoretical best may be a more 

appropriate stretch target. 

•	 There are no examples of this approach to date;  

examples may appear in the future as these data  

are not yet available to hospitals.

4: Aim to Cut a Defect or Waste in Half in the Current Planning Cycle

Application Examples from 2012/13 QIPs

An organization may decide that the theoretical best is 

not achievable in this year and so may target to reduce 

the gap between baseline and theoretical best by half 

(e.g., baseline = 90%, or a defect rate of 10%; target to 

improve by 5%). Mainly used with indicators for which 

the theoretical maximum can be readily defined, such 

as zero defects, zero wait times or 100% adoption of a 

best practice. 

•	 West Lincoln Memorial Hospital has a baseline  

of 79.3% for the surgical safety checklist, and is 

targeting to improve by 10% (half of the approximate 

20% room for improvement towards 100%).

ii U.S. Department of Health and Human Services. Report to Congress: Plan to Implement a Medicare Hospital Value-Based  
Purchasing Program. http://www.cms.gov/AcuteInpatientPPS/downloads/HospitalVBPPlanRTCFINALSUBMITTED2007.pdf.  
Accessed October 17, 2011.
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5: Aim to Match the Rate of Improvement Achieved by Other Organizations

Application Examples from 2012/13 QIPs

Looking at the best rates of improvement achieved by 

high-achieving organizations is useful when it is hard to 

compare performance to peers because of differences 

in case mix or where, historically, it has been difficult  

for organizations to achieve large improvements in a 

given year. 

•	 There are precedents in Canada and abroad of  

hospitals that have been able to achieve a 5- to 

10-point-per-year reduction in HSMR.

•	 Rouge Valley Health System is aiming to reduce 

HSMR from 102 to 90 by focusing on improving  

patient outcomes for CHF and COPD through  

standardized order sets and by developing a  

standard process for documenting and validating  

palliative status. 

6: Aim to Match the Average (Only in Situations Where an Organization is Far Below Average)

Application Examples from 2012/13 QIPs

Average or median performance in the sector may be  

an appropriate stretch when an organization’s baseline 

falls well below this figure. In most instances, however, 

average quality is not desirable and is far from the  

optimal or best demonstrated elsewhere

•	 One hospital set its target for hand hygiene at the 

provincial average of 72.1% (baseline = 57.7%.) 

Change Plans

Hospitals were asked to identify change ideas for all 

Priority 1 indicators in their QIPs. These change ideas 

are important, because they represent an organization’s 

strategy for improvement. There are many sources of 

change ideas, including:

•	 Evidence-based best practices;

•	 Creative thinking by front-line staff, providers and 

patients;

•	 Learning from others; and

•	 Using change concepts, which are general approaches 

that must be adapted according to circumstances in 

order to result in a situation-appropriate change idea. 

One of the most important steps in choosing the right 

change strategy is to first understand the root causes of  

quality problems. There are many tools available to assist 

with examining the root causes, including fishbone (cause 

and effect) diagrams or the “Five Whys” technique (see 

www.hqontario.ca/en/analysing_system.html). 

Once the root causes of quality problems have been 

identified, change ideas that correspond with the most 

important root causes should be selected. This is  

a logical approach to strategy development: linking  

specific system problems with targeted solutions.  

Table 11 lists some common generic root causes of 

quality problems and the change concepts associated 

with each root cause. 
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For more information on chance concepts, see The 

Improvement Guide: A Practical Approach to Enhancing 

Organizational Performance.iii 

Areas for Improvement Identified in Change Plans

The 2012/13 QIPs included a wide variety of change 

ideas that demonstrated the ways in which a number 

of hospitals have carefully examined their systems and 

processes and developed change plans that reflect both 

best practices and creative innovation. Some QIPs were 

not complete for reasons that include absent or limited 

change ideas, a lack of corresponding process measures 

and root cause analysis as the change strategy. 

The following suggestions are offered to assist hospitals 

with strengthening their QIP change plans.

1. Inclusion of Strong Change Ideas 

Some hospitals did not provide change plans for all  

of their Priority 1 indicators, or provided little detail. 

Specific examples include:

•	 Repeating the aim in the change section instead of  

a specific idea for improvement: e.g., “Maintain 0% 

CLI rate.”

•	 Including only one change idea or providing sparse 

detail on the change idea: e.g., “Processes to analyze 

and reduce readmission rates.”

Over-reliance on staff training as the sole change  

strategy deserves particular mention. Staff training, while 

important, does not necessarily lead to improvement. 

Not all staff will attend the training and, once the training 

is over, they may not necessarily implement the new  

skill or carry it out in the way it was intended. If staff 

skills are included in the change plan, it may be helpful 

to describe the methods that are in place to verify that 

the skill has been learned and applied consistently  

(see Table 12). 

In most instances, there is more than one root cause 

of a quality problem (see Table 11). The likelihood of an 

organization achieving breakthrough improvements is 

greatly increased when a clear strategy to address the 

most important root causes is well articulated. 

Health Quality Ontario strongly encourages hospitals 

to include more detail about their change ideas. This 

makes change plans more transparent to staff and  

to the public, and allows HQO to share knowledge  

between hospitals about what strategies other  

organizations are using; this facilitates peer-to-peer 

learning. 

Table 11: Root Causes and Corresponding Change Concepts

Root Cause Change Concepts

Providers unaware of how poor performance actually is Measurement and feedback systems

Easy to forget, busy, too complicated, unaware of best 
practice

Reminder systems, clinical decision supports

Poor processes, non-standardized Redesigned processes

Lack of skill to perform best practice, or deterioration 
over time

Training and skills verification, “on-boarding” of new 

staff or creation of specialized staff or teams

Wrong, or lack of, resources or capacity Targeted investments or shifting of capacity to where it 

is needed

Patients unaware of their role or options, not engaged Patient engagement — education, involvement in design

No incentive or motivation to change Recognition, rewards, inspiring leadership, account-

ability, executive compensation tied to quality

iii Gerald R. Langley et al. (2009), San Fransisco: John Wiley & Sons.
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See the “Quality Improvement by Indicator” section  

for examples of good change ideas submitted in this 

year’s QIPs for four of the most selected indicators: 

hand hygiene, patient satisfaction, ALC and ED waits.

2. Root Cause Analysis as a Key Part of the Change 

Strategy

In some QIPs, hospitals did not specify any change 

ideas. Instead, they set out a plan to collect data, do a  

root cause analysis and then identify change ideas — for 

example, “Analyze data from client experience survey.” 

While it is good practice to identify root causes before 

specifying a change strategy, we recommend that this 

process be done before hospitals complete their QIPs.  

If this is not possible, then hospitals may consider 

specifying a target date for when specific change ideas 

will be put forward, and then commit to making them 

public at that time. 

3. Inclusion of Process Measures to Support  

Implementation of Change Ideas

The Model for Improvement’s second question, “How 

will we know if a change is an improvement?” can be 

answered through measurement. There are two main 

types of measures for quality improvement: outcomes 

and process. An outcome measure is the measure of 

overall performance. It looks at high-level results: the 

effect of a number of things that have happened — e.g., 

patient satisfaction, hand hygiene rates or CDI rates. 

Isolated activities influence the outcome measure.  

A process measure describes how well an organization 

is executing a particular action or best practice that is 

known to have a positive impact on improving outcomes. 

In many instances, hospitals identified a change idea 

but did not link it to a process measure or a target  

that could measure success. Some hospitals listed 

a change idea instead of a process measure in the 

process measure column. This may have occurred 

because:

•	 Organizations may not be clear what information  

belongs in this column, or what a process measure is; 

or

•	 It may be difficult for hospitals to define these measures 

for their change ideas.

Process indicators are important for monitoring whether 

the change strategy is implemented according to plan, 

and whether a course correction in the middle of the 

year is needed. For example, an organization might  

decide to conduct staff training on “teach back,” a 

method of verifying that patients understand discharge 

instructions. A process measure might include the number 

of staff that have been observed to be using the method 

correctly, or an audit on a sample of patients, asking 

them if the teach-back method was actually used.  

Without such a process measure, a hospital will never 

know whether the staff training was effective or not. 

Table 12 lists some specific examples of process  

measures that organizations can consider. 
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Table 12: Examples of Potential Process Measures per Change Concept 

Change Concepts Example of Process Measure

Measurement and feedback 

systems

Number of leadership walkabouts per month, number of audits performed  

per month, number of on-the-spot feedbacks provided per month

Reminder systems, clinical  

decision supports

Percentage of time reminder system was used, number of times  

decision-support system used per day

Redesigned processes Percentage of time the “new” process was used appropriately, or  

implemented correctly the first time (i.e., first-time pass)

Training and skills verification, 

“on-boarding” of new staff or 

creation of specialized staff  

or teams

Percentage of staff that attend training, percentage of staff that pass  

the quiz/test, percentage of staff observed performing skill correctly  

“on the job”

Targeted investments or shifting 

of capacity to where it is needed

Percentage of patients admitted with assessments complete, percentage 

of patients seen by appropriate triage team, number of appropriate referrals 

received per month

Patient engagement —  

education, involvement  

in design

Percentage of patients that can “teach back” to healthcare provider,  

percentage of patients/families that receive educational brochure, number  

of outreach sessions provided per month

Recognition, rewards,  

inspiring leadership,  

accountability, executive  

compensation tied to quality

Number of rewards distributed quarterly, number of success stories printed  

in hospital newsletter per month, number of champion roles developed
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Quality Improvement by Indicator

This section provides an overview of how many hospitals 

selected each indicator and how targets were set as 

compared to current performance. 

For each indicator, we have included the following 

information  to assist hospitals in their target setting 

process: 

•	 How many hospitals chose the indicator as Priority 1, 

and as any other priority; 

•	 A definition of the indicator;

•	 A target setting table that includes best achieved 

performance to date (if available), the theoretical best, 

provincial average and relative improvement targets 

by hospitals (including the average target submitted, 

and the highest and lowest target submitted); and 

•	 A graph that allows hospitals to compare their  

current performance to their peers and to the  

provincial average, and to set targets that meet or 

exceed their peers’ performance or the provincial 

average.

Examples of change ideas provided within 2012/13  

QIPs have been included for four of the most-selected 

indicators: hand hygiene, patient satisfaction, ALC and 

ED waits. North Bay Regional Health Centre produced 

an excellent QIP in support of ALC reduction, which has 

been included in its entirety (see Table 31). These tables 

outline key change ideas proposed by different hospitals, 

and therefore illuminate how, by pooling ideas from  

different hospitals, we can see the full range of ideas 

that are available — an important way for hospitals to 

learn from their peers. See the HQO Quality Improvement 

Map (www.ohqc.ca/en/ecfaa.html) for further change 

ideas and links to useful tools and resources.

Some things to look for and consider when examining 

the tables and charts for each indicator include:

•	 Whether targets were set above current performance;

•	 How stretch targets were set (e.g., best achieved in 

Ontario, theoretical best, provincial average); 

•	 The relative improvement values that were set (i.e., the 

percentage increase/decrease that target represents 

relative to current performance); 

•	 Where your hospital sits in comparison to your peers; 

and 

•	 If your target is below current performance, or below 

the provincial average, whether this is an acceptable 

level of performance. 

For every indicator, each hospital’s current performance 

and target are identified, as well as the provincial average 

and benchmark (where they exist). Note that the number 

of hospitals that chose each indicator as a Priority 1 and 

the number of hospitals included in the graphs may  

differ slightly. This is due to insufficient data submitted 

by hospitals (missing or unclear data, or different  

reporting periods than what was recommended in the 

instructions outlined in the Quality Improvement Plan 

Guidance Document for 2012/13.) You will also note 

that the graphs contain guidance about how to interpret 

the information provided, as well as some thought-

provoking questions to consider.
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Safety: Clostridium Difficile Infection (CDI)
Thirty hospitals chose CDI as Priority 1 and 91 hospitals 

chose it as any priority.

Definition

The CDI rate is defined as the number of patients newly 

diagnosed with hospital-acquired CDI, divided by the 

number of patient days in that month, multiplied by 1,000, 

consistent with publicly reportable patient safety data.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Benchmarks under development
Approaching 

zero

0.36  

(Dec. 2011)
24% -88%* 100%*

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 13: CDI Target Setting, 2012/13 QIPs

Figure 2: CDI Rate — Current Performance and Targets within 2012/13 QIPs

A B C D A B C A B C D E F G H I J K L M N O A B C D E F G H 

Acute Teaching 
CCC and 

Rehab Large Community Small Community 

Current  Value 0.54 0.54 0.56 0.97 0.21 0.26 0.37 0.18 0.30 0.31 0.32 0.37 0.41 0.41 0.46 0.56 0.61 0.68 0.69 0.76 0.81 0.95 0.00 0.00 0.06 0.19 0.22 0.46 0.48 0.52 

Target 0.54 0.45 0.39 0.30 0.00 0.26 0.30 0.23 0.34 0.36 0.30 0.27 0.34 0.77 0.20 0.52 0.43 0.34 0.45 0.60 0.60 0.72 0.25 0.00 0.00 0.20 0.00 0.00 0.48 0.52 

0.00 

0.50 

1.00 

Ra
te

 

CDI Rate Per 1,000 Patient Days (by Hospital), 2012/13 QIPs 

BETTER

Provincial Average  = 0.36

Theoretical Best = 
Approaching 0

HQO recognizes that hospitals have worked 
hard to decrease infection rates and that 
these multi-faceted problems are very dif�cult 
to address. Ontario could eliminate CDIs if 
hospitals made it a Priority 1, set aggressive 
targets and dedicated suf�cient resources 
to eliminate these infections.
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Safety: Ventilator-Associated Pneumonia 
(VAP)
One hospital chose VAP as Priority 1 and 38 hospitals 

chose it as any priority.

Definition

The VAP rate is defined as the total number of newly 

diagnosed VAP cases in the ICU after at least 48 hours 

of mechanical ventilation, divided by the number of  

ventilator days in that reporting period, multiplied  

by 1,000, consistent with publicly reportable patient 

safety data.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Zero for teaching, large, and 

small hospitals; not applicable 

for CCC & rehab and mental 

health

Zero
1.26  

(Q3 2011/12)
19% 19% 19%

Table 14: VAP Target Setting, 2012/13 QIPs

Figure 3: VAP — Current Performance and Targets within 2012/13 QIPs

A 
Large Community 

  

Current Value 1.23 

Target 1.00 

0.6

1.4 

1.2 

1

0.8

0.4

0.2

0

Ra
te

 

VAP Rate Per 1,000 Ventilator Days (by Hospital), 2012/13 QIPs  

Provincial Average  = 1.26

Theoretical Best = 0

BETTER

HQO recognizes that hospitals have worked 
hard to decrease infection rates and that 
these multi-faceted problems are very 
dif�cult to address. Ontario could eliminate 
VAPs if hospitals made it a Priority 1, set 
aggressive targets and dedicated suf�cient 
resources to eliminate these infections. 
Only one hospital selected VAP as Priority 1, 
despite performing better than the provincial 
average. 
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Safety: Hand Hygiene
Eighty-five hospitals chose hand hygiene as Priority 1 

and 119 hospitals chose it as any priority. 

Definition

The hand hygiene compliance rate is defined as the 

number of times that hand hygiene was performed 

before initial patient contact divided by the number of 

observed hand hygiene indications before initial patient 

contact, multiplied by 100, consistent with publicly  

reportable patient safety data.

 

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

92% for teaching, large  

community, CCC, mental  

health hospitals; 100% for  

small hospitals.

100%
72%  

(FY 2010/11)
9% -19%* 40%

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 15: Hand Hygiene Target Setting, 2012/13 QIPs

Figure 4: Hand Hygiene — Current Performance and Targets within 2012/13 QIPs

A B C D E F A B C D E F G H A B C D E F G H I J K L M N O P Q R S T U V W X Y Z AA AB AC AD AE AF AG AH AI AJ A B C D E F G H I J K L M N O P Q R S T U V W X Y Z AA AB AC AD AE AF AG AH AI AJ AK AL AM AN AO AP AQ 

Acute 
Teaching CCC and Rehab Large Community Small Community 

Current Value 71 75 76 80 83 85 58 61 65 69 73 74 75 84 51 55 56 56 59 64 65 65 66 67 68 68 68 69 69 70 71 74 74 77 79 80 80 82 82 82 82 83 83 84 84 84 85 86 87 91 46 50 57 57 60 63 64 65 66 66 68 71 72 72 73 74 74 75 75 75 77 77 78 80 80 81 81 81 81 81 83 83 83 83 84 84 86 88 88 89 89 90 95 

Target 75 85 83 86 90 88 72 72 70 80 80 78 80 88 56 70 70 70 80 77 85 80 80 75 80 80 80 75 80 80 80 86 85 80 84 85 84 80 90 80 90 85 90 88 89 80 85 89 92 92 75 60 80 70 75 75 75 80 70 80 75 75 76 75 76 80 79 70 80 80 80 72 80 82 72 81 72 81 85 84 90 72 85 85 95 100 90 92 90 72 75 95 100 

0% 

50% 

100% 

Ra
te

Hand Hygiene Compliance Rate (by Hospital), 2012/13 QIPs 

Provincial Average  = 72%

Theoretical 
Best = 100%

BETTER

The most common indicator chosen, hand hygiene, 
was selected by 85 hospitals. Many organizations 
set stretch goals that either matched the best results 
(between 92% and 100%) or moved halfway towards 
the goal of 100% compliance. Some organizations 
set minimal or even negative goals, or goals that 
were still well below the provincial average of 72%. 
If their target was described as a rate of defects 
(e.g., we are willing to accept a failure rate of 28%), 
organizations should ask themselves whether this 
reality is good enough for their patients and staff.
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Safety: Central Line Associated Blood 
Stream Infection (CLI)
One hospital chose CLI as Priority 1 and 38 hospitals 

chose it as any priority. 

Definition

The CLI rate is defined as the total number of newly 

diagnosed CLI cases in the ICU after at least 48 hours  

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

of central line days in that reporting period, multiplied  

by 1,000, consistent with publicly reportable patient 

safety data.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Zero for teaching, large, and 

small hospitals; not applicable 

for CCC & rehab, and mental 

health

Zero
0.48  

(Q3 2011/12)
25% 25% 25%

Table 17: CLI Target Setting, 2012/13 QIPs

Figure 5: CLI — Current Performance and Targets within 2012/13 QIPs

A 
Large Community 

Current Value 0.4 

Target 0.3 

0 

0.25 

0.5 

Ra
te

 

Rate of Central Line Blood Stream Infections (by Hospital), 2012/13 QIPs   

BETTER

Provincial Average  = 48% (Q3)

Theoretical Best = 0

HQO recognizes that hospitals have worked 
hard to decrease infection rates and that 
these multi-faceted problems are very dif�cult 
to address. Ontario could eliminate CLIs if 
hospitals made it a Priority 1, set aggressive 
targets and dedicated suf�cient resources 
needed to eliminate these infections, as 
achieved by some hospitals already. This year, 
only one hospital selected CLI as a Priority 1 
indicator, despite performing better than the 
provincial average.
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Safety: Pressure Ulcers
Ten hospitals chose pressure ulcers as Priority 1 and  

44 hospitals chose it as any priority. This indicator was 

most selected by CCC and rehab hospitals.

Definition

The pressure ulcer rate is defined as the percentage of 

complex continuing care residents with a new pressure 

ulcer in the last three months (stage 2 or higher).

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Benchmarks under development
2.0%  

(Q2 2011/12)
20% 0% 49%

Table 18: Pressure Ulcers Target Setting, 2012/13 QIPs

Figure 6: Pressure Ulcers — Current Performance and Targets within 2012/13 QIPs

A B A B A B C D 

CCC and Rehab Large Community Small Community 

Current Value 2.1% 4.9% 4.4% 5.1% 0 0 2.6% 12.0% 

Target 1.1% 3.8% 3.6% 2.6% 0 0 2.4% 10.0% 

0% 

7% 

14% 

Pe
rc

en
ta

ge

Pressure Ulcers (by Hospital), 2012/13 QIPs 

Provincial Average  = 2% (Q2)

Although 10 hospitals chose pressure ulcers as Priority 1, 
only eight provided current performance and/or target data 
that can be included in this analysis. When developing their 
QIPs, hospitals should remember that, “You cannot manage 
what you cannot measure.” Two small community hospitals 
that achieved a current theoretical best value of zero still 
prioritized pressure ulcers as a Priority 1. Once the theoretical 
best has been achieved, an objective often can be monitored 
as a lower priority. It is recommended that hospitals explain 
their rationale in the comments section of the QIP. BETTER

Benchmarks are 
under development
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Safety: Falls
Twelve hospitals chose falls as Priority 1 and 40 hospitals 

chose it as any priority. This indicator was most selected 

by CCC and rehab hospitals.

Definition

The falls rate is defined as the percentage of complex 

continuing care residents who fell in the last 30 days.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Benchmarks under development
8.4%  

(Q2, 2011/12)
14% 2% 29%

Table 19: Falls Target Setting, 2012/13 QIPs

Figure 7: Falls — Current Performance and Targets within 2012/13 QIPs

A B C A B A B 

CCC and Rehab Large Community Small Community 

Current Value 4.6% 6.0% 6.5% 4.3% 6.3% 6.0% 14.0% 

Target  3.7% 5.5% 5.3% 4.0% 5.4% 5.9% 10.0% 

0.0% 

7.5% 

15.0% 

Pe
rc

en
ta

ge

Falls (by Hospital), 2012/13 QIPs 

BETTER
Although 12 hospitals chose falls as Priority 1, only seven included performance 
and/or target data that can be included in this analysis. When developing their 
QIPs, hospitals should remember that, “You cannot manage what you cannot 
measure.” 

Benchmarks are 
under development

Provincial Average  = 8.4% (Q2)
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Safety: Surgical Safety Checklist
Eight hospitals chose surgical safety checklist as  

Priority 1 and 60 hospitals chose it as any priority.

Definition

The surgical safety checklist rate is defined as the 

number of times all three phases of the surgical safety 

checklist were performed (“briefing,” “time out” and 

“debriefing”) divided by the total number of surgeries 

performed, multiplied by 100, Jan.–Dec. 2011, consistent 

with publicly reportable patient safety data.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

100% 100%
99.2% (Q2 to 

Q3 2011/12)
5% 0% 13%

Table 20: Surgical Safety Checklist Target Setting, 2012/13 QIPs

Figure 8: Surgical Safety Checklist — Current Performance and Targets within 2012/13 QIPs

 

 
 

  

 
 

  

 
  

Current Value 88.7% 97.7% 100% 100% 100% 79.3% 87.7% 97.7% 100%

Target 99% 99% 100% 100% 100% 90% 90% 95% 100%

A B A B C A B C D
Acute Teaching Large Community Small Community 

0% 

50% 

100% Provincial Average  = 
99.2% (Q2–Q3)

Theoretical Best  and  
Best Achieved =  100%

BETTER

Most Ontario 
hospitals have 
already achieved 
99–100% 
compliance; 
any hospital that 
has not achieved 
this yet should 
be aiming for full 
(100%) compliance.

Surgical Safety Checklist (by Hospital), 2012/13 QIPs  

Pe
rc

en
ta

ge
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Safety: Physical Restraints
Eight hospitals chose physical restraints as a Priority 1 

and 30 hospitals chose it as any priority. This indicator 

was most selected by mental health hospitals.

Definition

The physical restraints rate is defined as the number of 

patients who are physically restrained at least once in 

the three days prior to a full admission, divided by all 

cases with a full admission assessment. 

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Approaching zero
No data 

available
3% -25%* 20%

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 21: Physical Restraints Target Setting, 2012/13 QIPs

Figure 9: Physical Restraints — Current Performance and Targets within 2012/13 QIPs

A A B C 

Large Community Mental Health 

Current  Value 14% 2.8% 3.4% 6.8% 

Target 11% 3.5% 3.2% 6.0% 

0% 

8% 

16% 

Pe
rc

en
ta

ge

Physical Restraints (by Hospital), 2012/13 QIPs  

BETTER

No provincial average data 
are currently available.

Best Achieved to Date = 
Approaching 0%

While there may 
be reasons for 
setting the target  
below current 
performance, 
hospitals should 
include that 
rationale in 
their QIPs. 

Although eight hospitals chose physical restraints as Priority 1, 
only four included performance and/or target data that can 
be included in this analysis. One organization (Baycrest) has 
achieved near-zero restraint use.
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Effectiveness: Hospital Standardized Mortality 
Ratio (HSMR)
Six hospitals chose HSMR as Priority 1 and 41 hospitals 

chose it as any priority.

Definition

The HSMR is defined as the number of observed 

deaths/number of expected deaths, multiplied by 100.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

n/a n/a
100% (this is 

baseline)
5% 1% 12%

Table 22: HSMR Target Setting, 2012/13 QIPs

Figure 10: HSMR — Current Performance and Targets within 2012/13 QIPs

A B A B C D E 

Acute Teaching Large Community 

Current Value 101 101 84 90 101 101 102 

Target  100 97 94 81 100 98 90 

0 

60 

120 

Ra
tio

 

HSMR (by Hospital), 2012/13 QIPs 

Provincial Average  = 100%

BETTER

About half of organizations set reasonable improvement 
targets of between 4 and 11 points. Others, however, set 
very small improvement targets — so small that they are 
within the statistical margin of error.

One hospital set an HSMR target that indicates an 
increased mortality rate. When setting targets, ensure 
that the indicator components and the direction of 
improvement are clearly understood.
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Effectiveness: Hospital — Total Margin 
(OHRS)
Sixty-two hospitals chose total margin as Priority 1 and 

121 hospitals chose it as any priority.

Definition

The total margin is defined as the percentage by which 

total corporate (consolidated) revenues exceed or fall 

short of total corporate (consolidated) expenses, excluding 

the impact of facility amortization, in a given year.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

0.7%–1.7% for teaching;  

0.1%–1.6% for CCC; 0%–1.6% 

for large; 0%–1.8% for small; 

1.9% for mental

0%–2%
Data not 

available*
n/a n/a n/a 

*Data available on MOHLTC website; HQO cannot  access this data, however.

Table 23: Total Margin Target Setting, 2012/13 QIPs

Figure 11: Total Margin — Current Performance and Targets within 2012/13 QIPs

A B C A B C D E F A B C D E F G H I J K L M N O A B C D E F G H I J K L M N O P Q R S 

Acute 
Teaching CCC and Rehab Large Community Small Community 

Current Value -0.2 0.06 0.16 0% 0% 0.93 1.78 3.60 4.88 -2.3 -1.8 -1.7 -1.5 -1.2 -1.1 -1.0 -0.0 -0.0 0% 0% 0.50 0.90 1.01 2.29 -5.7 -3.3 -1.0 -0.4 -0.3 -0.1 0% 0.04 0.71 0.76 0.78 0.78 0.81 1.00 1.30 1.91 2.00 2.07 3.43 

Target 0% 0% 0% 0% 0% 0.50 0% 0% 0% -2.5 0.50 0.01 0% 0% 0% 0% 0% 0.00 0% 0.80 0% 0% 0% 0% -3.4 -3.0 -1.0 0% 0% 1.00 0.67 1% 0% 0% 0% 0% 0% 0% 0% 0% 0% 0% 1.00 

-8.00% 

0.00% 

8.00% 

To
ta

l M
ar

gi
n 

Total Margin (by Hospital), 2012/13 QIPs   

No provincial average data 
are currently available.

Most organizations set a target of 
between 0% and 2%, which is within 
suggested guidelines.

Theoretical Best = 
0%-2%

BETTER

BETTER
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Access: 90th Percentile ED Length of Stay 
for Admitted Patients 
Fifty-four hospitals chose 90th percentile ED length of 

stay for admitted patients as Priority 1 and 94 hospitals 

chose it as any priority.

Definition

The ED length of stay for admitted patients is defined 

as the time from triage or registration, whichever comes 

first, to the time the patient leaves the ED.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Data not available
Approaching 

zero

11.5 hours 

(FY 2010/11)
11% -117%* 68%

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 24: 90th Percentile ED Length of Stay for Admitted Patients Target Setting,  

2012/13 QIPs 

Figure 12: 90th Percentile Length of Stay for Admitted Patients — Current Performance 

and Targets within 2012/13 QIPs

A B C D E F G H A B C D E F G H I J K L M N O P Q R S T U V W X Y Z AA AB AC AD AE AF AG AH AI AJ AK A B C D E F G H 

Acute Teaching Large Community Small Community 

Current  Value 21.0 23.6 26.3 27.0 27.9 28.2 31.0 39.8 9.2 10.6 11.2 14.3 17.1 17.5 18.9 20.1 20.6 22.6 22.9 23.2 23.4 23.9 24.1 24.8 25.0 25.8 26.3 28.4 28.5 29.3 30.9 30.9 32.2 36.4 36.7 37.5 39.4 42.2 44.0 45.8 48.1 49.8 55.2 69.4 70.6 7.1 8.5 8.9 11.1 12.2 12.3 21.8 33.3

Target 23.0 22.0 25.0 25.0 25.1 25.0 29.0 36.0 8.0 23.0 19.8 8.0 12.2 15.9 18.0 19.0 18.5 20.4 19.0 21.0 20.0 20.8 21.9 22.0 8.0 23.2 20.0 25.0 24.0 25.0 27.8 29.0 29.0 34.0 36.0 37.4 23.0 40.1 42.0 34.4 35.2 39.0 40.3 45.0 47.0 6.0 7.5 6.0 10.0 11.0 14.2 18.9 22.5
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40 

80 

Le
ng

th
 o

f S
ta

y 
(H

ou
rs

) 

90th Percentile ED Length of Stay for Admitted Patients (by Hospital), 2012/13 QIPs 

BETTER

Provincial Average  = 
11.5 hours

Theoretical Best = 
Approaching 0

ED length of stay continues to affect most hospitals. 
Hospitals that had the longest waits had the biggest 
targets for improvement, which is encouraging. Some 
organizations, however, set very small improvement 
targets despite being far worse than average.
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Patient-Centred: Patient Satisfaction 
Fifty-nine hospitals chose patient satisfaction as  

Priority 1 and 129 hospitals chose it as any priority. 

Definition

Improving patient satisfaction involves asking patients 

questions about the care and services they have  

received at a hospital, and/or whether they would  

recommend the hospital to others. Most hospitals  

use NRC Picker Canada questions for both hospital  

in-patients and ED patients, but an in-house survey  

may also be administered.

Indicator
Best Achieved to 

Date in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

Percentage 

who would 

definitely 

recommend 

to others — 

inpatients

Benchmarks under 

development

Approaching 

100%

73.1%  

FY 2010
3% -20%* 23.0%

Percentage 

who would 

definitely 

recommend 

to others — 

EDs

Benchmarks under 

development

Approaching 

100%

58.2%  

FY 2010
11% 2% 20%

Percentage  

who rate the  

care they 

received as 

excellent, 

very good 

or good — 

inpatients

Benchmarks under 

development

Approaching 

100%

93.2%  

FY 2010
2% -15%* 15%*

Percentage  

who rate the 

care they 

received as 

excellent, 

very good 

or good — 

EDs

Benchmarks under 

development

Approaching 

100%

85.1%  

FY 2010
2% 0% 5%

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 26: Patient Satisfaction Target Setting, 2012/13 QIPs
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Figure 13: Patient Satisfaction — Current Performance and Targets within 2012/13 QIPs

A A B C A B C D E F G H I J K L M N O A B C D E F G H I 

Acute 
 Teaching CCC and Rehab Large Community Small Community 

Current Value 78% 82% 89% 98% 60% 61% 62% 63% 64% 68% 69% 71% 73% 75% 77% 82% 84% 86% 99% 52% 80% 85% 90% 92% 93% 94% 100%100%

Target 80% 85% 90% 100% 69% 75% 67% 67% 76% 75% 74% 74% 75% 77% 80% 85% 75% 87% 95% 63% 81% 88% 90% 92% 85% 85% 90% 80% 

0% 

50% 

100% 
Pe

rc
en

ta
ge

Percentage of Patients Who Would De�nitely Recommend This Hospital to Friends and Family 
(by Hospital), 2012/13 QIPs

Provincial Average  = 73.1%

Theoretical Best  = 
Approaching 100%

The majority of hospitals want to improve patient satisfaction, 
and have set stretch targets above current performance and 
the provincial average. Most hospitals set targets of 
approximately three percentage points; many organizations 
with lower baselines set more aggressive targets, and high 
performers had smaller targets. These targets appear to 
be appropriate and reasonable. Organizations that had set 
out to achieve zero or negative improvement, or minimal 
improvement despite being well below average, should ask 
themselves if their targets should be strengthened.

BETTER

A B A B A B C D E F G H I J K A B C A B C D E F G H 

Acute 
teaching 

CCC 
and 

Rehab 
Large Community 

Mental 
Health 

Small Community 

Current Value 94% 94% 71% 89% 79% 89% 89% 89% 90% 91% 91% 91% 92% 93% 94% 60% 80% 80% 61% 90% 92% 92% 94% 94% 96% 96% 

Target 95% 99% 80% 89% 81% 92% 92% 94% 90% 93% 92% 95% 93% 84% 97% 65% 80% 85% 70% 93% 97% 80% 96% 80% 96% 98% 

0% 

50% 

100% 

Pe
rc

en
ta

ge

Percentage of Patients Who Rate the Care They Received as Excellent, Very Good or Good 
(by Hospital), 2012/13 QIPs 

Hospitals generally achieve high satisfaction ratings 
on the overall care received. Most hospitals set targets 
of approximately three percentage points; many 
organizations with lower baselines set more aggressive 
targets, and high performers had smaller targets. 
These targets appear to be appropriate and reasonable. 
Organizations that had set out to achieve zero or 
negative improvement, or minimal improvement 
despite being well below average, should ask 
themselves if their targets should be strengthened.

Provincial Average  = 93.2%

Theoretical Best  = 
Approaching 100%

BETTER
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Figure 13: Patient Satisfaction — Current Performance and Targets within 2012/13 QIPs  

(continued)

A B C D A B 

Large Community Small Community 

Current Value 42% 47% 51% 50% 54% 60% 

Target 47% 54% 55% 57% 55% 72% 

0% 

50% 

100% 
Pe

rc
en

ta
ge

Percentage of Patients Who Would Recommend This Emergency Department to Friends and Family 
(by Hospital), 2012/13 QIPs 

 

BETTER

All but one hospital that chose this indicator as Priority 1 
are currently below the provincial average of 58.2%. 
Each has set a target (in red) above current performance. 
These efforts are encouraging, and HQO recommends 
that hospitals continue working towards the theoretical 
best. 

Provincial Average  = 58.2%

Theoretical Best  = 
Approaching 100%

A B C A 

Large Community Small Community 

Current Value 80% 81% 81% 90% 

Target 80% 85% 85% 90% 

0% 

50% 

100% 

Pe
rc

en
ta

ge

Percentage Who Rate the Care They Received as Excellent, Very Good or Good
(by Hospital), 2012/13 QIPs

 

BETTER

Provincial Average  = 85.1%

Theoretical Best  = 
Approaching 100%

Of the four hospitals that selected overall satisfaction with the 
ED as Priority 1, two hospitals elected to remain at their current 
level of performance. Maintaining the same level of current 
performance suggests that this indicator is not a Priority 1, so 
providing a rationale for this choice is imperative. 
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Integrated: 30-Day Readmission Rate to Any 
Facility (Specific Case Mix Groups)
Eighteen hospitals chose 30-day readmission rate to 

any facility (specific case-mix groups) as Priority 1 and 

74 hospitals chose it as any priority.

Definition

The 30-day readmission rate to any facility (specific 

case mix groups) is defined as readmission within  

30 days for selected CMGs to any facility.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

TBD
15.1%  

(Q4 2010/11)
18% 0% 35%

Table 28: 30-Day Readmission Rate to Any Facility Target Setting, 2012/13 QIPs

Figure 14: 30-Day Readmission Rate to Any Facility — Current Performance and Targets 

within 2012/13 QIPs

A A A B C D E F G H 

Acute 
Teaching 

CCC and 
Rehab 

Large Community 

Current Value 18% 29% 10% 11% 11% 13% 16% 18% 22% 13% 

Target 13% 20% 8% 6.9% 11% 13% 13% 15% 18% 12% 

0% 

15% 

30% 

Ra
te

 

 Readmission for Selected CMG+ (by Hospital), 2012/13 QIPs

Provincial Average  = 
15.1% (Q4)

Theoretical Best  =  TBD

BETTER

Evidence shows that readmission rates can improve through 
an integrated health focus and individualized transition planning. 
Additional resources, including two webinars on optimizing 
transitions, can be found on the HQO Quality Improvement Map. 
Note that Ontario’s small community hospitals are not included 
in this graph due to lack of data provided, or data that focused 
on speci�c conditions (e.g., COPD). 
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Integrated: Percentage of Alternative Level of 
Care (ALC) Days
Thirty-six hospitals chose percentage of ALC days as 

Priority 1 and 103 hospitals chose it as any priority.

Definition

The percentage of ALC days is defined as the total  

number of inpatient days designated as ALC, divided  

by the total number of inpatient days.

Best Achieved to Date  

in Ontario

Theoretical 

Best

Provincial 

Average

Relative Improvement Targets by  

Hospitals That Selected as Priority 1
Average 

Target

Lowest  

Target

Highest 

Target

0% for acute teaching, large 

community, small community and 

mental health; 2% for CCC (<5)

Zero 17% FY 2010 10% -97%* 64%

*Negative values reflect the fact that some hospitals set targets that were lower than baseline performance.

Table 29: Percentage of ALC Days Target Setting, 2012/13 QIPs

Figure 15: Percentage of ALC Days — Current Performance and Targets within 2012/13 QIPs

A A B A B C D E F G H I J K L M N O A B C D E F G H I J K L M N O 

Acute  
Teaching 

CCC and 
Rehab 

Large Community Small Community 

Current  Value 13.20%26.00% 52.00% 10.10% 11.41% 11.60% 11.88%13.60% 13.94% 15.00% 16.10% 19.60% 19.63%19.73% 20.18% 23.55% 26.40% 29.60% 9.10% 9.90% 11.00% 15.00% 17.00%17.68% 18.40% 18.75% 20.10% 21.40%26.00% 28.00% 33.00% 40.20% 68.00%

Target 11.00%22.00% 35.00% 9.00% 14.55% 9.00% 12.50% 15.00% 12.59% 12.50% 11.00%17.00% 17.00%17.73% 20.00% 21.20%9.46% 28.12% 9.10% 11.00% 21.64%13.60% 13.50%14.55% 17.00% 15.00% 11.00%19.30% 22.00% 17.00% 30.00% 38.00% 63.00%

0% 

40% 

80% 

Pe
rc

en
ta

ge

Percentage of ALC Days (by Hospital), 2012/13 QIPs 

Provincial Average  = 17%

Theoretical Best = 0

BETTER

Did you set a stretch target that is below and 
better than the provincial average of 17%? 
Are you collaborating with other healthcare 
sectors to reduce your rate?
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North Bay Regional Health Centre produced an excellent change plan in support of ALC reduction (see Table 31).
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Conclusion

This Analysis for Improvement highlighted many of  

the successes achieved across quality improvement  

domains over 2011/12 and the excellent work that  

hospitals put into creating their quality improvement 

plans for 2012/13, as required under ECFAA. Many  

hospitals developed effective QIPs that identified clear 

aims aligned with strategic priorities, included measures 

and motivational targets, and provided change plans 

that lead towards improvement.

Although a number of hospitals identified bold aims  

and innovative ideas for change, others did not set  

clear priorities or goals, achievable stretch targets  

or comprehensive change ideas. This analysis of the 

QIPs is a learning tool that will help all Ontario hospitals 

going forward — to share innovative change ideas,  

effective strategies and success stories, to communicate 

progress achieved and to highlight continued areas for 

improvement.

Moving forward, we hope to see greater improvements 

in hospitals’ QIPs, which will result in continued improve-

ment and success for hospitals: Patients will experience  

and receive better care and better outcomes, and  

hospitals will achieve success by providing the right 

care in the right place at the right time. In the future, 

more detailed change plans, stretch targets and better 

data quality will enable HQO to evaluate progress,  

broker improvement and catalyze spread.

HQO expects that hospitals will continue to use their 

QIPs to drive performance improvement, and to ensure 

that they are focusing on key priority areas.

Congratulations to all Ontario hospitals for their continued 

efforts this year. Their hard work and commitment to 

developing effective QIPs are laying the groundwork for 

improved quality across the Ontario healthcare system.
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Appendix A: Suite of Capacity-Building Supports

ECFAA (Excellent Care for All Act)

HQO Strategic Roles

•	 Focus system on common agenda

•	 Build evidence of knowledge

•	 Broker improvement

•	 Catalyze spread

•	 Evaluate progress

HQO Functional Roles for Capacity Building

•	 Facilitate

•	 Dissemination of change ideas, effective  

strategies and QI success stories through  

using the resources below

Resources for Capacity Building

HQO Quality Improvement Map: An online tool created to help hospitals develop their quality improvement 

plans. The Quality Improvement Map is a source for best practice change ideas and provides links to recom-

mended resources. See http://www.hqontario.ca/en/ecfaa.html.

2012/13 Quality Improvement Plans: An Analysis for Improvement: This report communicates progress 

achieved and highlights continued areas for improvement for hospital QIPs. 

HQO QIP Specialists: The QIP Specialist works with partners and hospitals to support the development of 

QIPs. To connect with a QIP specialist, send an email to QIP@hqontario.ca.

HQO’s live web-based learning opportunities: These sessions are facilitated on a variety of improvement 

topics. We encourage you to suggest topics of interest for the future. You can join our email list and receive 

notification of upcoming events by sending an email to QIP@hqontario.ca.

Peer-to-Peer QIP feedback: The proposed Plan–Do–Study–Act cycle is set to begin in fall 2012. HQO is 

working with partners to identify opportunities to facilitate regional peer-to-peer QIP feedback sessions. 

Institute for Healthcare Improvement (IHI) Open School: The school offers a vast array of QI supports 

through its website, www.IHI.org. HQO is providing an opportunity to enroll two employees from each hospital 

in IHI Open School improvement courses for health professionals, designed for the next generation of leaders. 

To enroll, contact us at QIP@hqontario.ca.

Mentorship Program: The Ontario Hospital Association (OHA) and the Canadian Health Care Risk  

Management Network (CHRMN) are offering individuals an opportunity to participate in a Patient Safety, 

Quality and Risk Management Mentorship Program. See www.oha.com/SERVICES/PATIENTSAFETY/ 

Pages/QualityandPatientSafetyMentorshipProgram.aspx.

www.oha.com/SERVICES/PATIENTSAFETY/Pages/QualityandPatientSafetyMentorshipProgram.aspx
www.oha.com/SERVICES/PATIENTSAFETY/Pages/QualityandPatientSafetyMentorshipProgram.aspx
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HQO Capacity-Building Linkages

•	 HQO Integrated Program Delivery Branch

	 –	� Access and Chronic Disease: As part of its work to foster quality improvement capacity in Ontario’s 

healthcare system, HQO offers improvement initiatives in Advanced Access, Efficiency and Chronic  

Disease Management in Primary Care. See www.hqontario.ca/en/supporting_qi_pc.html.

	 –	� bestPATH: Quality improvement coaches facilitate health system integration for participating communities. 

bestPATH products include evidence-informed best practices for transitions in care targeted to reduce 

avoidable rehospitalizations.

	 –	� Long-Term Care: Residents First is a provincial quality improvement initiative that supports all Ontario 

long-term care homes in providing safe, effective and responsive care to their residents. See  

www.hqontario.ca/en/supporting_qi.html.

•	 HQO Evidence Development and Standards Branch: HQO’s Evidence Development and Standards (EDS) 

team works with clinical experts, scientific collaborators and field evaluation partners to conduct evidence-

based analyses to evaluate the effectiveness and cost-effectiveness of health technologies and services in 

Ontario. Based on the results of EDS’s evidence-based analyses, the Ontario Health Technology Advisory 

Committee (OHTAC) — a standing advisory sub-committee of the HQO Board — makes recommendations 

about the uptake, diffusion, distribution or removal of health interventions to Ontario’s Ministry of Health and 

Long-Term Care, clinicians, health system leaders and policy-makers. See www.hqontario.ca/en/mas/mas.html.

•	 HQO Health System Performance Branch: As part of HQO’s mandate, the health system performance  

(HSP) team monitors and reports to the people of Ontario on access to publicly funded health services,  

health human resources in publicly funded health services, consumer and population health status and  

health system outcomes. The primary vehicles for evaluating progress are the Quality Monitor and the  

comprehensive suite of public reporting websites. HSP is also active with other projects related to  

primary care performance measurement, benchmarking of key quality indicators, and the development  

and alignment of indicators for monitoring and reporting on the quality improvement initiatives supported 

by HQO. See www.hqontario.ca/en/framework.html.

Other Support Organizations

•	 Local Health Integration Networks (LHINs) plan, fund and integrate health service locally and develop 

LHIN-specific Integrated Health Service Plans (IHSPs). Consequently, the LHIN IHSPs differ from one LHIN  

to the next, since each is tailored to local health services needs and priorities. See www.lhins.on.ca.

•	 Professional organizations, including the Ontario Hospital Association, Association of Family Health Teams 

Ontario, etc.

•	 The Quality Healthcare Network is a community-based, not-for-profit organization with a mission to elevate 

system performance through collaborative and innovation means. See www.QHN.ca. 

•	 Accreditation Canada provides program-specific standards, tools and processes. See www.accreditation.ca.

•	 The Canadian Patient Safety Institute is a national not-for-profit organization that raises awareness and  

facilitates implementation of ideas and best practices to achieve a transformation in patient safety. See  

www.patientsafetyinstitute.ca/English/Pages/default.aspx. 

•	 The Institute for Safe Medication Practices Canada is an independent, national not-for-profit organization 

committed to the advancement of medication safety in all healthcare settings. See www.ismp-canada.org.
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Appendix B: Technical Report

Introduction

The purpose of the Technical Report is to provide public 

access to details of the process used to generate indicator 

results. This information will be useful to others interested 

in replicating the indicators presented. Further details  

on the process and methods used to select the indicators  

on the Health Quality Ontario (HQO) website can be 

obtained from HQO.

Data Sources

The indicator results presented were provided to HQO 

by several sources, including the Canadian Institute  

for Health Information (CIHI), the Ontario Hospital  

Association (OHA) and the Ministry of Health and  

Long-Term Care (MOHLTC).

Discharge Abstract Databases (DAD)

DAD is a data collection tool used by CIHI to collect 

information on patients treated in acute care facilities. 

DAD contains administrative, clinical and demographic 

data. CIHI receives data directly from acute care facilities  

or from their respective health/regional authority or  

ministry/department of health. 

Ontario Mental Health Reporting System (OMHRS)

OMHRS data are sourced from the Resident Assessment 

Instrument-Mental Health (RAI-MH), a unique standardized  

data collection system for mental health. OMHRS contains 

data about individuals admitted to adult mental health 

beds in Ontario. The data are collected at admission, 

discharge and every three months for patients with 

extended stays.

National Ambulatory Care Reporting System (NACRS)

NACRS is a data collection tool developed by CIHI to 

capture information on patient visits to hospital- and 

community-based ambulatory care facilities. NACRS 

data used in this report are collected on a routine basis 

by all emergency departments (EDs) in Ontario. 

Continuing Care Reporting System (CCRS)

CCRS is a data collection tool developed by CIHI to 

capture demographic, clinical, functional and resource 

utilization information on individuals receiving continuing 

care services in hospitals or residential care facilities  

in Canada. Participating organizations also provide  

information on facility characteristics to support  

comparative reporting and benchmarking.

Critical Care Information System (CCIS)

CCIS is a data collection tool developed by MOHLTC to 

collect information on admitted ICU patients, interventions 

performed to address care needs and the utilization of 

critical care response teams. 

Web-Enabled Reporting System (WERS)

WERS is an easy-to-use online tool developed by 

MOHLTC for the complete preparation and tracking  

of reports prepared by hospitals and other institutional 

users.

Ontario Hospital Reporting System (OHRS)

OHRS databases developed by MOHLTC provide the 

only integrated source of data on the actual financial 

and operational activities of hospitals in the province.

NRC Picker/Hospital Consumer Assessment of 

Healthcare Providers and Systems (HCAPHS)

NRC Picker/HCAPHS uses standardized surveys to  

capture patients’ perspectives on the hospital care.  

This provides the public with comparable information  

on hospital quality. 
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■ Acute Teaching   

■ CCC and Rehab. 

■ Large Community  

■ Small Community  

■ Mental Health  
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17

51

Figure 1. Number of Hospitals by OHA Classification (Total = 145)

OHA Classifications

The following are brief descriptions of the five hospital 

types used in the current QIP report. 

1. Acute Teaching Hospitals

Acute teaching hospitals are defined as those acute  

and pediatric hospitals that are members of the Council  

of Academic Hospitals of Ontario (CAHO). Member  

hospitals provide highly complex patient care, are  

affiliated with a medical or health sciences school and  

have significant research activity and postgraduate  

training. (Source: www.hospitalreport.ca/downloads/2007/

AC/acute_report_2007.pdf.) 

2. Large Community Hospitals

Large community hospitals encompass those  

hospitals not defined as small or teaching. (Source: 

www.hospitalreport.ca/downloads/2007/AC/ 

acute_report_2007.pdf.) 

3. Small Community Hospitals

Small community hospitals are defined according to the 

guidelines set by the former Joint Policy and Planning 

Committee (JPPC). In general, these hospitals are  

a single community provider and the total inpatient 

acute, CCC and day surgery-weighted cases are  

under 2,700, based on 2005/06 data. (Source:  

www.hospitalreport.ca/downloads/2007/AC/ 

acute_report_2007.pdf.) 

4. �Complex Continuing Care Hospitals and  

Rehabilitation Hospitals

Complex continuing care (CCC) hospitals generally  

meet the following criteria: (a) do not have acute care 

patients; (b) report statistical, clinical and financial 

data separately (from other hospitals or facilities) to 

MOHLTC; (c) have their own chief executive officer (CEO) 

and board; and (d) are physically separate buildings. 

(Source: www.hospitalreport.ca/downloads/2007/CCC/

ccc_report_2007.pdf.) 

Rehabilitation hospitals provide rehabilitation in publicly 

funded designated adult rehabilitation beds, either in 

free-standing specialty inpatient rehabilitation hospitals 

or in beds or units designated for rehabilitation purposes 

that are part of a general hospital. This type of hospital 

does not include rehabilitation in acute care, outpatient 

settings or home-based settings. The facilities or units 

care for clients with a primary health condition that is 

physical in nature — e.g., stroke, orthopedic conditions, 

brain dysfunction, spinal cord dysfunction or amputation. 

(Source: www.hospitalreport.ca/downloads/2007/rehab/

rehab_report_2007.pdf.) 

5. Mental Health Hospitals

Mental health hospitals serve individuals with more 

complex treatment and behavioural-management needs, 

who typically require a longer length of stay. Specialty 

hospitals include both dedicated mental health hospitals 

and mixed-service hospitals (which also provide acute 

care for mental health and other conditions). Many  

specialty facilities are former provincial psychiatric  

hospitals. (Source: www.hospitalreport.ca/downloads/ 

2007/MH/2007_MH_techman.pdf.) 

www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/AC/acute_report_2007.pdf
www.hospitalreport.ca/downloads/2007/CCC/ccc_report_2007.pdf
www.hospitalreport.ca/downloads/2007/CCC/ccc_report_2007.pdf
www.hospitalreport.ca/downloads/2007/rehab/rehab_report_2007.pdf
www.hospitalreport.ca/downloads/2007/rehab/rehab_report_2007.pdf
www.hospitalreport.ca/downloads/2007/MH/2007_MH_techman.pdf
www.hospitalreport.ca/downloads/2007/MH/2007_MH_techman.pdf
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Attribute Indicator Numerator Denominator Data Source

Safety C. difficile infection (CDI) 

rate per 1,000 patient 

days

Overall

Acute teaching

Large community

Small community

Chronic/rehabilitation 

Mental health

Inclusion: The CDI 

count is the number of 

new nosocomial cases 

of CDI by month

Exclusion: children 

under one year of age

Inclusion: The denomi-

nator, patient days data, 

should be sourced from 

the hospital’s daily bed 

census data

Exclusion: children 

under one year of age

MOHLTC

Safety Ventilator-associated 

pneumonia (VAP) rate 

per 1,000 ventilator days 

Overall

Acute teaching

Large community

Small community

Chronic/rehabilitation 

Mental health

Inclusion: The total  

number of newly  

diagnosed VAP cases 

in the ICU after at least 

48 hours of mechanical 

ventilation

Exclusion: Any patient 

with a recorded incident 

of VAP within the first two 

calendar days of admis-

sion will be excluded

Inclusion: The number 

of ventilator days in that 

month

Ventilator days are the 

number of days spent  

on a ventilator for all  

patients in the ICU  

18 years and older

MOHLTC

Safety Hand hygiene  

compliance before  

patient contact

Overall

Acute teaching

Large community

Small community

Chronic/rehabilitation

Mental health

Number of times hand 

hygiene performed  

before initial patient/

patient environment 

contact by hospital type

Number of observed 

hand hygiene indications 

before initial patient/

patient environment 

contact by hospital type

MOHLTC

Safety Rate of central line  

associated blood stream 

infections (CLI) per 1,000 

central line days

Overall

Acute teaching

Large community

Small community

Chronic/rehabilitation 

Mental health

Inclusion: Total number 

of newly diagnosed  

CLI cases in the ICU after  

at least 48 hours of  

receiving a central line

Exclusion: Any patient 

admitted to the unit with 

an existing CLI

The number of central 

line days in that month, 

multiplied by 1,000 

Central line days are the 

total number of days a 

central line was used in 

ICU patients 18 years 

and older

MOHLTC

Table 1: Technical Information on Indicator Definitions
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Attribute Indicator Numerator Denominator Data Source

Safety Percentage of CCC  

residents with new 

pressure ulcer in the last 

three months (stage 2  

or higher)

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Inclusion: If any of the 

following apply:

•	 M1b>0 on the target 

assessment

•	 M1c>0 on the target 

assessment

•	 M1d>0 on the target 

assessment

Inclusion: All assess-

ments for chronic patients 

in fiscal 2011/12 that 

meet general inclusion/

exclusion criteria for 

incidence indicators

Exclusion: If any of  

the following apply:

M1b>0 on prior  

assessment

M1c>0 on prior  

assessment

M1d>0 on prior  

assessment

M1b, M1c or M1d is 

missing on the prior  

assessment

M1b, M1c or M1d is 

missing on the target 

assessment

CCRS, CIHI

Safety Percentage of CC  

residents who fell in  

the last 30 days

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Inclusion: If J4a=1 (fell 

in past 30 days) on the 

target assessment 

Inclusion: All assess-

ments for chronic  

patients in FY 2011/12 

that meet general  

inclusion/exclusion 

criteria

Exclusion: J4a is  

missing on the target 

assessment 

CCRS, CIHI

Safety Surgical safety checklist 

compliance

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Number of times all 

three phases of the 

surgical safety checklist 

were performed

Total number of surgeries MOHLTC

Table 1: Technical Information on Indicator Definitions (continued)
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Attribute Indicator Numerator Denominator Data Source

Safety Physical restraints in 

mental health

Number of patients who 

are physically restrained 

at least one of the three 

days prior to a full  

admission

Total number of cases 

with a full admission  

assessment

OMHRS, CIHI

Effectiveness Hospital standardized 

mortality ratio (HSMR)

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Observed deaths or  

actual number of  

in-hospital deaths that 

occurred  

Expected deaths or 

number of deaths that 

would have occurred  

in a hospital had the 

mortality of these  

patients been the  

same as the mortality  

of similar patients across 

the country, based on 

the reference year

Inclusion: 

1. �Discharge between 

April 1 of a given year 

and March 31 of the 

following year

2. �Admission to an acute 

care institution

3. �Discharge with 

diagnosis group of 

interest (i.e., one of 

the diagnosis groups 

that account for  

approximately 80%  

of in-hospital deaths)

4. �Age at admission  

between 0 and  

120 years

5. �Sex recorded as male 

or female

6. �Length of stay up to 

365 consecutive days

7. �Admission category is 

elective or emergent/

urgent

8. Canadian resident

DAD, CIHI

Table 1: Technical Information on Indicator Definitions (continued)
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Attribute Indicator Numerator Denominator Data Source

Effectiveness Hospital standardized 

mortality ratio (HSMR)

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health  

(continued)

Exclusion: 

1. Cadavers

2. Stillborns

3. �Sign-outs (that is, 

discharged against 

medical advice)

4. �Neonates (age of  

admission less than  

or equal to 28 days)

5. �Records with brain 

death as most  

responsible diagnosis 

code

6. �Records with palliative 

care as most respon-

sible diagnosis code

Effectiveness Total margin  

(consolidated) 

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Percentage by which total corporate (consolidated) 

revenues exceed or fall short of total corporate 

(consolidated) expenses, excluding the impact of 

facility amortization, in a given year

OHRS, MOHLTC

Access ER wait times: 90th  

percentile ED length 

of stay for admitted 

patients

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

90th percentile ED length of stay for admitted 

patients. 

ED length of stay is defined as the time from triage 

to registration, whichever comes first, to the time 

the patient leaves the ED 

NACRS, CIHI

Table 1: Technical Information on Indicator Definitions (continued)
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Attribute Indicator Numerator Denominator Data Source

Patient- 

Centred

Would you recommend 

this hospital to your 

friends and family? 

 

 

Overall, how would  

you rate the care and 

services you received  

at the hospital? 

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Number of respondents  

who responded “Yes, 

definitely” (NRC Picker) 

or “Definitely yes” 

(HCAHPS) to the  

question

Number of respondents 

who responded  

“Excellent, very good 

and good” (NRC Picker)

Number of respondents 

who registered any  

response to this  

question (exclude  

non-respondents) 

Number of respondents 

who registered any  

response to this  

question (exclude  

non-respondents)

NRC Picker/

HCAPHS

Integrated Readmission within  

30 days for selected 

CMGs to any facility

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

The sum of readmis-

sions for all index  

cases

Inclusion: Select all 

discharges among the 

selected CMGs with 

discharge dates for  

period in question and 

age restrictions as 

described in Inclusions 

section. Include only 

typical and outlier cases 

(based on DAD RIW  

exclusion indicator) 

among the index cases

Acute inpatients in the 

specified CMGs, age 

restrictions are cohort 

specific

The readmission  

hospitalization is 

deemed non-elective  

or unplanned if:

a) �the admission date is 

within 30 days of the 

index case discharge 

date

DAD, CIHI  

Table 1: Technical Information on Indicator Definitions (continued)
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Attribute Indicator Numerator Denominator Data Source

Integrated Readmission within  

30 days for selected 

CMGs to any facility

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health  

(continued)

b) �the DAD field  

“admission category” 

is urgent

Exclusion: Deaths, 

transfers, patient sign-

outs against medical 

advice, records with 

missing valid data on 

discharge/admission 

date, health number, 

age, gender  

Integrated Percentage of alternate 

level of care (ALC) days

Overall

Acute teaching

Large community

Small community 

Chronic/rehabilitation 

Mental health

Total bed days  

designated as ALC

Inclusion: Total inpatient 

days in the year

Exclusion: Invalid or 

missing discharge date 

from hospital, newborns, 

stillborns

DAD, CIHI

Table 1: Technical Information on Indicator Definitions (continued)
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Table 2: Frequency with Which a Topic was Chosen as Priority 1, for Different Types  

of Hospitals 

 
Priority 1

Acute 
Teaching

CCC and 
Rehab

Large 
Community

Small 
Community

Mental 
Health

 
Province

CDI rate per 1,000 patient 

days

4 3 15 8 0 30

ED wait times for admitted 

patients

0 0 1 0 0 1

Falls 0 0 1 0 0 1

Hand hygiene compliance 

before patient contact

0 2 3 5 0 10

HSMR 0 3 3 6 0 12

NRC Picker/HCAPHS or  

in-house survey (if available)

2 0 2 4 0 8

Percentage ALC days 0 2 1 2 3 8

Pressure ulcers 2 0 4 0 0 6

Rate of central line blood 

stream infections per 1,000 

central line days

5 8 24 24 1 62

Readmission within 30 days 

for selected CMGs to any 

facility

7 0 37 10 0 54

Total margin (consolidated) 0 0 1 0 0 1

VAP rate per 1,000 ventilator 

days

4 6 25 21 3 59
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Table 3: Frequency with Which a Topic was Chosen as any Priority (1, 2 or 3) for Different 

Types of Hospitals 

 
Any Priority

Acute 
Teaching

CCC and 
Rehab

Large 
Community

Small 
Community

Mental 
Health

 
Province

CDI rate per 1,000 patient 

days

11 12 34 34 0 91

ED wait times for admitted 

patients

7 0 25 6 0 38

Falls 8 0 24 6 0 38

Hand hygiene compliance 

before patient contact

2 8 15 19 0 44

HSMR 1 7 14 18 0 40

NRC Picker/HCAPHS or  

in-house survey (if available)

10 0 28 22 0 60

Percentage ALC days 1 4 16 5 4 30

Pressure ulcers 8 0 30 3 0 41

Rate of central line blood 

stream infections per 1,000 

central line days

13 15 37 52 4 121

Readmission within 30 days 

for selected CMGs to any 

facility

10 0 50 36 1 97

Total margin (consolidated) 10 0 48 35 1 94

VAP rate per 1,000 ventilator 

days

0 0 2 1 0 3
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