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OVERVIEW
The Lennox and Addington County General Hospital is committed 
to providing the highest quality of care possible for the 
communities we serve.  Our goal is to embed our core values 
“Teamwork, Respect and Communication” into all the services we 
provide.  Our Quality Improvement Plan (QIP) is driven by our 
corporate mission “To be a progressive hospital meeting the needs 
of our local communities through our people”.  Our 2020/2021 QIP 
sets out key strategies to enhance our quality of care, improve 
safety, increase satisfaction and achieve better clinical outcomes for 
patients and residents.

Again, this year, we have aligned our QIP with our strategic plan, 
service accountability agreements, accreditation standards and best 
practices.  This alignment allows better use of resources to the areas 
where they will have the greatest impact on improving patient 
satisfaction.  Furthermore, our QIP highlights how we use 
technology to reach our patients in rural under-serviced area; and, 
how we engage with community partners to increase access to 
services for patients of varied socioeconomic status. 

Our Quality Improvement Plan was developed in consultation with 
clinical teams, staff, patients, residents and members of our Patient 
and Family Advisory Council.  Feedback from Patient/Resident 
Surveys, Incident Reviews and the Patient Relations Process were 
reviewed and informed the development of change ideas in the 
QIP.

DESCRIBE YOUR ORGANIZATION'S GREATEST 
QI ACHIEVEMENT FROM THE PAST YEAR

There are two QI achievements that stand out in the 2019/2020 FY: 
patient oriented discharge summaries & the disposition time 
interval improvement from ER to the OR/ICU/IPU. 

Building on the momentum from the 2018/19 FY, the PFAC 
reviewed results of the patient satisfaction surveys and discharge 
phone call results. Considering the feedback obtained in these tools 
and the media around challenges with the transition for patients 
and caregivers from hospital to home, the PFAC committed to co-
designing a solution for LACGH patients and families when 
discharged from hospital.  The key focus was to find a way to 
provide patients with the information that they needed to reduce 
the ambiguity following an inpatient discharge in a format that was 
easily understood for the average patient.  The members of PFAC 
formed a workgroup who voluntarily met outside of regularly 
scheduled council meetings to discuss their research pertaining to 
best practice discharge processes in centers both nationally and 
internationally.  In the end, PFAC members felt that the HQO ARTIC 
project PODS aligned closely with the needs of LACGH patients. The 
Council presented their findings and recommendations to LACGH 
senior leadership and Clinical Teams to improve the information 
that patients receive at discharge.  The clinical teams worked in 
collaboration with information systems staff and partner hospitals 
to adopt and format the PODS template into the local HIS. Front 
line staff received training and helped to refine the implementation 
of PODS in Q4 of the 2019/20 FY.  PODS will go-live was in April 
2020. 

The time interval between the admission to an inpatient, intensive 
care, or operating room unit from the emergency department was a 
mandatory indicator in 2019/20. To address this indicator LACGH 
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formed a workgroup to address the target of a 90 min time interval 
for patients awaiting an ICU bed since time is crucial to the 
effectiveness and outcome of patient care, especially for these 
emergency patients. The workgroup engaged in root cause analysis 
to explore why the time interval consistently exceeded the target. 
There were multiple PDSAs to address this indicator including: 
dedicated patient transfer resource, data quality audits, education 
with admitting physicians, staffing analysis, and case level analysis. 
Ultimately the case level analysis was adapted to nursing shift 
reports that reviewed the admission time intervals versus target 
transfer time for each patient.  These reports were reviewed by the 
dedicated charge nurse with the shift team and all outliers 
discussed in detail.  It was found that this engagement led to 
awareness of patient flow barriers that staff were able to address in 
real time to improve the transfer time.  The momentum of 
influencing change in real time led to a significant shift in this lead 
indicator with a 48% reduction in time interval overall from the 
emergency department to an inpatient/surgery bed. The staff are 
energized to continue this momentum into 2020/21.

COLLABORATION AND INTEGRATION
LACGH was a partner in the original ‘RFLA-OHT' application. The 
'South East-OHT’ and ‘RFLA-OHT', because of a shared attributed 
population, are now working together as a single Frontenac, Lennox 
& Addington OHT (FLA-OHT) in development.  In collaboration with 
the FLA-OHT steering committee and partners, LACGH will 
participate in refining the list of partner organizations as the year-1 
target populations take shape, together we are currently working 
with the full list of partners from the original RFLA-OHT self-
assessment, as well as those from the central zone of the original 
SE-OHT self-assessment. In addition to the Ministry's attributed 
population data, we are also using the data from our colleagues at 
the Ontario Health East Region and KFLA Public Health, to 
understand the specific health characteristics of the FLA area as we 
collaborate and identify OHT priorities.

PATIENT/CLIENT/RESIDENT PARTNERING AND 
RELATIONS
We have a variety of methods to engage patients and families in 
our quality improvement planning and our quality improvement 
activities.  Information is gathered through:

• Patient satisfaction surveys from various departments in the 
organization
• Post discharge phone calls to ask about their total care 
experience.  A scripted dialogue encourages feedback about their 
hospital stay, what we could improve on as well as confirming 
whether they are settling in well at home and whether they feel they 
had all the resources they needed when they arrived home.
• Patient and Family Advisory Council (PFAC), who are actively 
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involved as partners in driving quality and safety in all aspects of 
the patient experience.  PFAC is represented in membership on our 
Board, the Quality Committee, and our Acute Inpatient, and 
Emergency Clinical Team. 
• Feedback received through compliments and complaints.

The information gathered from our patients, residents, caregivers 
and family members is used to identify successes and opportunities 
for improvement.  Suggested improvements are used to identify 
areas of focus, which drives the development of our QIP and quality 
improvement activities. For example, this year the PFAC organized 
an annual work plan (September 2019 – July 2020) around three 
improvement goals: question development for the inpatient and 
emergency department satisfaction surveys; co-development of the 
electronic patient oriented discharge summaries (PODS); and 
regional HIS evaluation.  The Council formed three workgroups to 
address these goals. The survey workgroup co-developed 
additional questions for the implemented inpatient and emergency 
department surveys.  The discharge workgroup reviewed current 
processes; researched national discharge practices; reviewed patient 
survey feedback to identify gaps and identify focus of improvement; 
came to consensus on a change idea and proposal to LACGH 
clinical teams; and, co-designed the initial PODS that was 
implemented in March 2020. The PODS PFAC workgroup will 
continue to be involved in the PODS PDSA process over the next 
year.

WORKPLACE VIOLENCE PREVENTION
Workplace violence prevention is a priority for LACGH.  It is 
embedded in our Hospital orientation and reviewed annually by all 
staff.  Furthermore, each incident and the improvements identified 

are reviewed by a multidisciplinary group at every JOHSC meeting, 
clinical team meeting, Quality Committee meeting, and included in 
the Board package monthly.  Quarterly review of the incident and 
prevention initiatives are trended in the Hospitals Balanced 
scorecard.  

In Q3 of 2019, the Public Services Health & Safety Association’s 
Violence, Aggression & Responsive Behavior (VARB) Workplace 
Violence Risk Assessment tool was used to complete a hospital 
wide security assessment.  There were a total of five (5) items 
identified and none were high risk. An action plan developed based 
on the assessment findings. 
oWork on each of the action plan items will reinforce to our valued 
staff, that their safety and the safety of all visitors, is a priority to the 
Senior Leadership Team.

•  All Action Plan items have a target completion date on or before 
the end of the 2020 calendar year.
•  The first item to be completed will be the installation of 
additional exterior video camera surveillance.
•  With respect to security equipment, e.g. security staff personal 
protective equipment, the Hospital is currently engaged in a 3SO 
regional program for security. The personal protective equipment 
that is currently used, is site specific. The new contract will ensure 
that all hospitals develop a standardized approach to staff personal 
protective equipment. There is currently an RFP process underway 
for a new security contract and this contract will be operational in 
June 2020.
•  Risk assessments of environmental security will now be 
introduced into the regularly scheduled JHSC monthly departmental 
inspection forms to ensure that environmental security remains a 

 4  NARRATIVE QIP 2020/21 Org ID 592  | Lennox And Addington County General Hospital 



focus for the organization.
•  With the introduction of a new regional security contract, the 
Hospital Administrator will be responsible for ensuring that the 
security training aligns with the skills and experience required for 
the Hospital. Specifically, the Hospital will request that all 
contracted security guards are trained, as a minimum, in the Mental 
Health Act, Minimization Restraint Act, and Crisis Communication.

VIRTUAL CARE
LACGH is enhancing the traditional care model to deliver a more 
integrated virtual hospital experience. We are able to increase the 
level of support provided to the patient outside of the bricks and 
mortar of the hospital by utilizing remote clinical monitoring and 
offering a variety of communications tools in the home. This model 
provides improved equitable access to services; reduced 
readmissions; and improved patient self-management.

The virtual care program at LACGH has been focused on the care of 
patients with medium to severe COPD. The success of the COPD 
program has enabled our team to expand our virtual care program 
to include other chronic conditions including: diabetes, chronic 
heart disease, and other complex cases requiring frequent 
monitoring and follow up.

The Virtual Care Working Group has the following four goals 
addressing equitable access:
• Increase the use of chronic pathway algorithms within the system 
to standardize care and influence positive outcomes for patients.
• Develop protocols to deliver patient care plans, reports and 
indicators directly to the patient.
• Increase the use of the more flexible mobile app for patient self-
management
• Provide 80 percent of our patient education session on-line 
through web streaming and video production 

Through improved access to a standardized digital toolbox for care 
we intend to improve the health and experience of both patients 
and clinicians.
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EXECUTIVE COMPENSATION
It is mandatory under the Excellent Care for All Act (ECFAA) to link 
compensation for the Chief Executive Officer (CEO) and other 
executives reporting to the CEO to the achievement of performance 
targets in our organizations Quality Improvement Plan (QIP).  
Performance-based executive compensation is linked to achieving 
specific QIP targets, as well as achieving success on selected 
corporate goals and objectives.  The amount of compensation that 
is performance-based for the executive team has been set at 3% for 
2020/2021 year.  The performance-based compensation will be tied 
to the achievement of the following QIP indicators as well as the 
achievement of selected corporate goals and objectives:

• 10% reduction in the 90th percentile time interval between the
disposition date/time for admission to an ICU bed and the
date/time the patient left the emergency department.
• 6.7% increase in the percentage of IPU survey respondents who
responded ‘completely” to the following question: Did you receive
enough information from hospital staff about what to do if you 
were worried about your condition or treatment after you left the 
hospital?
• Completion/implementation of the 5 2019 Security Assessment
Action Plan items by Dec 31, 2020.

CONTACT INFORMATION
Erin Brown
613.354.3301 x406
ebrown@lacgh.napanee.on.ca

SIGN-OFF

It is recommended that the following individuals review and sign-off on your 
organization’s Quality Improvement Plan (where applicable):

I have reviewed and approved our organization’s Quality Improvement Plan 

on ______________________

Board Chair

Board Quality Committee Chair

Chief Executive Officer

Chief Nursing Officer
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Theme I: Timely and Efficient Transitions | Efficient | Priority Indicator

Change Idea #1
Prevent deconditioning of ALC patients.

Target for process measure

•   1. Monthly reporting to clinical teams 2. Med Pass implemented by Dec 31, 2019. Targeted compliance rate is 90%. 3. Evaluation 
completed by Sept 30, 2019

Lessons Learned
The CVC med pass program was spread to the Acute and ICU Units to decrease malnutrition and establish a sustainable nutrition routine for 
hospital patients.

Last Year This Year

Indicator #10

Total number of alternate level of care (ALC) days contributed 
by ALC patients within the specific reporting month/quarter 
using near-real time acute and post-acute ALC information and 
monthly bed census data. (Lennox And Addington County 
General Hospital)

41.39 35
Performance Target

(2019/20) (2019/20)

39.33 35
Performance Target

(2020/21) (2020/21)

Last Year This Year

Indicator #11

Unconventional spaces (Lennox And Addington County General 
Hospital)

2.74 2.47
Performance Target

(2019/20) (2019/20)

1.60 CB
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Change Idea #1
1. Improve timeliness of transfer admitted patients from the ER to the ICU. 2. Evaluate the time interval between ER 
admission to the operating room.

Target for process measure

•   1. First PDSA cycle complete by January 31, 2020. 2. Monthly review will be commence by the June 2019 Quality Committee 
Meeting.

Lessons Learned
1. Timeliness of transfer of admitted patients from the ER to the ICU was implemented as described in the QIP indicator. 
2. The ER time to the OR was evaluated with the ER to impatient time as it was discovered that these patients shared the disposition state in 
the electronic record with all admitted patients; therefore, there were already captured.

Report Accessed: May 11, 2020
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Theme I: Timely and Efficient Transitions | Timely | Mandatory Indicator

Change Idea #1
1. Improve timeliness of transfer admitted patients from the ER to the ICU. 2. Evaluate the time interval between ER 
admission to the operating room.

Target for process measure

•   1. First PDSA cycle complete by January 31, 2020. 2. Monthly review will be commence by the June 2019 Quality Committee 
Meeting.

Lessons Learned
A workgroup was formed to address the target of a 90 min time interval for patients awaiting an ICU bed since time is crucial to the 
effectiveness and outcome of patient care, especially for these emergency patients. The workgroup engaged in root cause analysis to explore 
why the time interval consistently exceeded the target. There were multiple PDSAs to address this indicator including: dedicated patient 
transfer resource, data quality audits, education with admitting physicians, staffing analysis, and case level analysis. Ultimately the case level 
analysis was adapted to nursing shift reports that reviewed the admission time intervals versus target transfer time for each patient.  These 
reports were reviewed by the dedicated charge nurse with the shift team and all outliers discussed in detail.  It was found that this engagement 
led to awareness of patient flow barriers that staff were able to address in real time to improve the transfer time.  The momentum of influencing 
change in real time led to a significant shift in this lead indicator with a 48% reduction in time interval overall from the emergency department to 
an inpatient/surgery bed. The staff are energized to continue this momentum into 2020/21.

Last Year This Year

Indicator #9

The time interval between the Disposition Date/Time (as 
determined by the main service provider) and the Date/Time 
Patient Left Emergency Department (ED) for admission to an 
inpatient bed or operating room. (Lennox And Addington 
County General Hospital)

11.70 9.95
Performance Target

(2019/20) (2019/20)

6.15 5.74
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme II: Service Excellence | Patient-centred | Custom Indicator

Change Idea #1
Use the SfCare Self-Assessment Report Card to guide staff education.

Target for process measure

•   Re-assessment complete by March 15, 2020

Lessons Learned
The Senior Friendly Car Self Assessment report was used to guide the following implementations:
1. Senior friendly educational session provided to the Quality Committee of the Board and the Patient & Family Advisory Council (PFAC)
2. All staff provided with training sessions on senior friendly care handouts.
3. An education series was provided on each of the 7 care topics (delirium, continence, mobility, nutrition, pain, polypharmacy, social 
engagement)
4. A PFAC Senior Friendly Champion was identified.

Last Year This Year

Indicator #6

Percentage of staff training requirements implemented 
pertaining to the Older Adult Strategy. (Lennox And Addington 
County General Hospital)

0 100
Performance Target

(2019/20) (2019/20)

100 --
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme II: Service Excellence | Patient-centred | Priority Indicator

Change Idea #1
1. Align LACGH standard practices with their revised OHA recommended practices for managing patient feedback. 2. 
Improve 90th percentile of time acknowledged and agreed upon follow-up plan from 3 days to 2 day. Patient and 
Hospital agree on next steps/plan for concern resolution.

Target for process measure

•   1. All process measures implemented by May 31, 2019 2. Ongoing monitoring of compliance by Quality Committee

Lessons Learned
1. The LACGH policy for patient feedback management was co-revised with PFAC using the OHA recommended practices. 
2. The 90th percentile of time acknowledged and agreed upon follow-up plan improved from 3 days to 0 days with all complaints acknowledge 
by the care team in CVC on the same day. Most resident complaints were also resolved on the same day and at most within 3 days.

Last Year This Year

Indicator #3

Percentage of complaints received by a LTCH that were 
acknowledged to the individual who made a complaint within 
10 business days. (Lennox And Addington County General 
Hospital)

100 100
Performance Target

(2019/20) (2019/20)

100 --
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme II: Service Excellence | Patient-centred | Priority Indicator

Change Idea #1
Engage with the PFAC to improve the information received prior to patient discharge.

Target for process measure

•   1. Plan developed by June 30, 2019 2. Change testing to begin by November 31, 2019 3. Improvement of monthly indicator by 
March 31, 2020

Lessons Learned
Together with a PFAC a patient discharge workgroup was coordinated to design a patient and family centric discharge process that focuses on 
patient self-advocacy.  The discharge workgroup reviewed current processes; researched national discharge practices; reviewed patient survey 
feedback to identify gaps and identify focus of improvement; came to consensus on a change idea and proposal to LACGH clinical teams; and, 
co-designed the initial PODS. The PODS PFAC workgroup will continue to be involved in the PODS PDSA processes over the next year. 

Of note, the workgroup and the clinical team worked with our regional partner KHSC on the clinical component of PODS to increase 
consistency across the region.

Last Year This Year

Indicator #5

Percentage of respondents who responded “completely” to the 
following question: Did you receive enough information from 
hospital staff about what to do if you were worried about your 
condition or treatment after you left the hospital? (Lennox And 
Addington County General Hospital)

60 63
Performance Target

(2019/20) (2019/20)

63.77 71.90
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Change Idea #1
1. Align LACGH standard practices with their revised OHA recommended practices for managing patient feedback. 2. 
Improve 90th percentile of time acknowledged and agreed upon follow-up plan from 3 days to 2 day. Patient and 
Hospital agree on next steps/plan for concern resolution.

Target for process measure

•   1. All process measures implemented by May 31, 2019 2. Ongoing monitoring of compliance by Quality Committee

Lessons Learned
1. The LACGH policy for patient feedback management was co-revised with PFAC using the OHA recommended practices. 
2. The 90th percentile of time acknowledged and agreed upon follow-up plan improved from 3 days to 0.4 days.

Last Year This Year

Indicator #2

Percentage of complaints acknowledged to the individual who 
made a complaint within five business days. (Lennox And 
Addington County General Hospital)

100 100
Performance Target

(2019/20) (2019/20)

100 --
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme II: Service Excellence | Patient-centred | Custom Indicator

Change Idea #1
Increase communication between care team and resident regarding preparation for discharge early in the resident's 
stay.

Target for process measure

•   Audit completed within three months of implementation.

Lessons Learned
The CVC clinical team considered booking a standard care conference within 2 weeks of resident admission.  The standard nature of this did 
not suit the individual needs of the CVC residents. Instead, the care team worked interdependently with the residents to set individualized 
goals and discharge plans soon after admission and routinely evaluated readiness to discharge.  Co-establishment of discharge readiness with 
the resident and their home supports was key in improving resident satisfaction with readiness to discharge.

Last Year This Year

Indicator #4

Percentage of residents responding positively to: "Did you feel 
prepared to go home?" (Lennox And Addington County General 
Hospital)

90 100
Performance Target

(2019/20) (2019/20)

99 --
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme III: Safe and Effective Care | Safe | Mandatory Indicator

Change Idea #1
1. Improve the effectiveness of the LACGH security program. 2. Improve the incident reporting system.

Target for process measure

•   1. Complete by June 30, 2019 2. Implemented by Nov 30, 2019. 3/4. Implemented and Staff educated by Jan 31, 2020

Lessons Learned
1. A Security Self Assessment was conducted using the Public Services Health & Safety Association’s Violence, Aggression & Responsive 
Behavior (VARB) toolkit.  Subsequently an action plan was developed based on the 5 low risk findings for areas to improve and completion of 
the action items is December 2020. One implemented action item was the introduction of risk assessments of environmental security into the 
regularly scheduled JHSC monthly departmental inspection forms to ensure that environmental security remains a focus for the organization.
2. The incident management system was updated in Q3. With all staff completing training in Q4. The new system allows users to input more 
detailed information and create custom reports allowing for easier trending of incident data - like WPV. A WPV activity alert was created in the 
system to flag leaders if there is a spike or trend in WPV incidents through automated email notification.

Last Year This Year

Indicator #1

Number of workplace violence incidents reported by hospital 
workers (as defined by OHSA) within a 12 month period. 
(Lennox And Addington County General Hospital)

9 9
Performance Target

(2019/20) (2019/20)

27 35
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme III: Safe and Effective Care | Effective | Priority Indicator

Change Idea #1
Collect baseline measures

Target for process measure

•   1. Completed by May 31, 2019 2. Completed by Aug 31, 2019 3. Begin collecting by Sept 1, 2019.

Lessons Learned
A clinical working group identified the population of patients and collect baseline measures early identification of palliative care needs: COPD 
population.  
The patient's electronic patient record template was modified to capture baseline measure. As the year progressed the baseline measures 
were included to capture: the initiation of palliative conversations, the surprise question, and patient preference to participate in an assessment 
of palliative care needs.

Last Year This Year

Indicator #8

Proportion of hospitalizations where patients with a progressive, 
life-limiting illness, are identified to benefit from palliative care, 
and subsequently (within the episode of care) have their 
palliative care needs assessed using a comprehensive and 
holistic assessment. (Lennox And Addington County General 
Hospital)

CB CB
Performance Target

(2019/20) (2019/20)

0.68 0.80
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020
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Theme III: Safe and Effective Care | Safe | Custom Indicator

Change Idea #1
Collect baseline measures of residents documented that exceed the normal weight variance. Implement a change that 
reduces the number of outliers.

Target for process measure

•   1. Baseline audit completed by July 31, 2019. 2. One improvement idea developed and implemented by November 15, 2019. 3. 
Collection and study of the change data completed by Feb 28, 2020. Improvement is expected with the implemented change.

Lessons Learned
The consistency of resident weekly weights with case review of accuracy outliers was reviewed by the CVC Clinical Team. A standardized 
process of obtaining a resident's weight was established and shared with the team. From baseline the accuracy improved by 3.4% ( from 8% 
to 4.6%). It was determined by the team that the problem of inarticulate weights was more perceived that actual and that the outliers did not 
have an impact on the care of the patient. This measure will not be captured in the next QIP.

Last Year This Year

Indicator #7

Percentage of weekly weights of residents documented that 
exceed the expected weight variance. (Lennox And Addington 
County General Hospital)

CB CB
Performance Target

(2019/20) (2019/20)

0.05 --
Performance Target

(2020/21) (2020/21)

Report Accessed: May 11, 2020

 11  Progress Report QIP 2020/21  Lennox And Addington County General Hospital 



Theme I: Timely and Efficient Transitions

Change Ideas
Change Idea #1 Prevent de-conditioning of ALC patients and patients who are at high-risk of becoming ALC.

Methods Process measures Target for process measure Comments

Improve weekend activation of ALC 
patients by leveraging the Senior Friendly 
Work group to implement standard work 
for a weekend activation program.

Count of inpatients who participate in the 
Senior Friendly weekend activation 
program.

1. Reach count of 1 by July 1, 2020 2. 
Reach count of 40/month by Dec 31, 
2020

Measure              Dimension: Efficient

Indicator #1 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Total number of alternate level of 
care (ALC) days contributed by ALC 
patients within the specific reporting 
month/quarter using near-real time 
acute and post-acute ALC 
information and monthly bed census 
data. 

P Rate per 100 
inpatient days

 / All 
inpatients

WTIS, CCO, 
BCS, 
MOHLTC / 
Jul 2019 - 
Sep 2019

39.33 35.00 HSAA Target

Change Ideas
No Data Available

Measure              Dimension: Efficient

Indicator #2 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Unconventional spaces P Count / All 
inpatients

Daily BCS / 
TBD

1.60 CB Collecting Baseline

Report Access Date: May 11, 2020
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Change Ideas
Change Idea #1 1. Continue to improve timeliness of transfer admitted patients from the ER to the ICU. 2. Improve time to OR disposition for ER admits.

Methods Process measures Target for process measure Comments

1. Sustain last year's improvement 
trajectory through daily monitoring of 
timeliness data by RN change and team. 
2. Conduct a LEAN QI project in the OR 
to assess and improve patient flow from 
ER.

1. Percentage of ICU and ACER clinical 
team team meetings where 
improvements in flow are discussed 
based on monitoring of timeliness data 
by RN change and team. 2. Count of 
improvements identified through QI 
project that are implemented.

1. The percentage of ACER & ICU 
clinical team meetings that address 
disposition timeliness increases from 
17% to 100% by March 31, 2021. 2. 
Identify and implement 1 of the OR flow 
improvements identified through the OR 
LEAN QI project.

Measure              Dimension: Timely

Indicator #3 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

The time interval between the 
Disposition Date/Time (as 
determined by the main service 
provider) and the Date/Time Patient 
Left Emergency Department (ED) for 
admission to an inpatient bed or 
operating room. 

M Hours / All 
patients

CIHI NACRS, 
CCO / Oct 
2019– Dec 
2019 

6.15 5.74 25% reduction from performance in 
January 2020 (7.65)

Report Access Date: May 11, 2020
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Theme II: Service Excellence

Change Ideas
Change Idea #1 Engage with the PFAC to monitor, evaluate, and improve PODS.

Methods Process measures Target for process measure Comments

Front line staff will engage patients and 
families to evaluate and improve the 
newly implemented PODS using a 3 
month PDSA cycle.

Percentage of discharged patients with a 
PODS.

90% of patients by Dec 31, 2020 Total Surveys Initiated: 138

PODS will be a staged role out with a 
small cohort of patients first and then 
growing to a larger cohort until full 
saturation.

Measure              Dimension: Patient-centred

Indicator #4 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of respondents who 
responded “completely” to the 
following question: Did you receive 
enough information from hospital 
staff about what to do if you were 
worried about your condition or 
treatment after you left the hospital? 

P % / Survey 
respondents

CIHI CPES / 
Most recent 
12 months

63.77 71.90 NRC 90th percentile Kingston Health Sciences 
Centre

Report Access Date: May 11, 2020
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Change Ideas
Change Idea #1 Increase patient voice in program development.

Methods Process measures Target for process measure Comments

1. Add resident/family membership to the 
CVC clinical team to better engage with 
CVC residents and families to 
understand the gaps in information and 
generate improvement ideas. 2. Improve 
information provided to residents that 
outlines their roles/responsibility in 
program participation.

1. Complete the CVC accreditation action 
plan items. 2. Implement change ideas 
suggested by the residents and families 
in collaboration with the clinical team.

1. Complete all action plan items by Dec 
31, 2020. 2. Implement patient and family 
ideas within 60 days of agreement.

Measure              Dimension: Patient-centred

Indicator #5 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of residents responding 
positively to: "Did you understand 
your roles and responsibilities 
around participation in the program?"
 (Lennox And Addington County 
General Hospital)

C % / LTC home 
residents

In-house 
survey / 2019
-20

92.00 98.00 Stretch Target
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Change Ideas
Change Idea #1 Increase resident and family voice in program development.

Methods Process measures Target for process measure Comments

1. Add resident/family membership to the 
CVC clinical team to better engage with 
CVC residents and families to 
understand the gaps in information and 
generate improvement ideas. 2. Improve 
information provided to patients that 
outlines their roles/responsibility in 
program participation.

1. Complete the CVC accreditation action 
plan items. 2. Implement change ideas 
suggested by the residents and families 
in collaboration with the clinical team.

1. Complete all action plan items by Dec 
31, 2020. 2. Implement patient and family 
ideas within 60 days of agreement.

Measure              Dimension: Patient-centred

Indicator #6 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of residents who 
responded positively to the 
statement: "Were you and your 
family encouraged to participate in 
decision making about your care?" 
(Lennox And Addington County 
General Hospital)

C % / LTC home 
residents

In-house 
survey / 2019
-20

92.00 96.00 Sustain trajectory of 4% 
improvement from 2018.
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Theme III: Safe and Effective Care

Change Ideas
Change Idea #1 Increase the proportion of patients who are identified with palliative care needs and initiate ACP.

Methods Process measures Target for process measure Comments

1. Optimize the HIS documentation to 
increase the appropriate identification. 2. 
Engage other care practitioners in 
assessment. 3. Evaluate feasibility to 
expand population.

1. Complete HIS optimization 2. Increase 
disciplines involved in formation 
documented assessment. 3. Complete 
feasibility report.

1. Optimize HIS by Sept 30, 2020. 2. 
Increase comprehensiveness of team 
members by Oct 31, 2020. 3. Complete 
feasibility report by Dec 31, 2020

Measure              Dimension: Effective

Indicator #7 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Proportion of hospitalizations where 
patients with a progressive, life-
limiting illness, are identified to 
benefit from palliative care, and 
subsequently (within the episode of 
care) have their palliative care needs 
assessed using a comprehensive 
and holistic assessment. 

P Proportion / 
All patients

Local data 
collection / 
Most recent 6 
month period

0.68 0.80 12% improvement Regional COPD Working 
Group,
Palliative Care Network
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Change Ideas
Change Idea #1 Increase access to mental health and addiction resources in the ER.

Methods Process measures Target for process measure Comments

1. Perform case level root cause analysis 
on repeat MH visits to determine 
adjustment to in-house resources. 2. 
Complete a longitudinal study of the 
small cohort of patients who have repeat 
emergency visits to assess visits to 
emerge outside of the 30 days and 
evaluate the effectiveness of the 
interventions during their care journey.

1. Percentage of case level analysis 
completed for MH visits. 2. Count of 
patients in the longitudinal study.

1. 100% 2. 10 patients

Measure              Dimension: Effective

Indicator #8 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percent of unscheduled repeat 
emergency visits following an 
emergency visit for a mental health 
condition. 

P % / ED 
patients

CIHI NACRS
 / April - June 
2019

22.55 20.30 10% reduction AMHS-KFLA
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Change Ideas
Change Idea #1 Build a reporting culture.

Methods Process measures Target for process measure Comments

1. Improve the effectiveness of LACGH 
security initiatives 2. Promote a just 
culture of patient safety

1. Complete Security Assessment Action 
Plan Items 2. Educate staff on the use 
and the impact of using the new reporting 
system.

1. Action items completed by Dec 31, 
2020. 2. Complete an annual summary 
and refresher course on the use of RL6 
by Dec 31, 2020.

FTE=192

Measure              Dimension: Safe

Indicator #9 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Number of workplace violence 
incidents reported by hospital 
workers (as defined by OHSA) within 
a 12 month period. 

M Count / 
Worker

Local data 
collection / 
Jan - Dec 
2019

27.00 35.00 Focused on building our reporting 
culture.
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Equity

Change Ideas
Change Idea #1 Standardize virtual care and influence equitable access and positive outcomes for patients.

Methods Process measures Target for process measure Comments

Use chronic pathway algorithms. 1. Scale up the home monitoring 
diabetes education program. 2. Study the 
effectiveness of the CHF virtual program 
and recommend improvement. 3. Explore 
other areas of virtual expansion.

1. Scale up the diabetes program from 1 
to 10 patients. 2. Complete CHF 
evaluation and recommendation by 
September 1, 2020. 4.. Expand virtual 
care to one other care stream or partner.

Measure              Dimension: Equitable

Indicator #10 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Proportion of the RFLA population 
with chronic disease who have 
access to primary care. 

C Count / at-
risk cohort

Hospital 
collected data
 / 2019-2020

CB CB New Indicator FLA OHT Partners
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Theme II: Service ExcellenceWe are
collaborating
with a total of

organization(s)

Measure/Indicator Current 
Performance

Target for 
2020/21 I am collaborating with:

Percentage of respondents who 
responded “completely” to the following 
question: Did you receive enough 
information from hospital staff about 
what to do if you were worried about 
your condition or treatment after you left 
the hospital?

63.8 71.9

[1] Kingston Health Sciences Centre5

To review our current planned 
actions for improvement:

DOWNLOAD OUR WORKPLAN

QIP Collaborative Report 2020/21
 1

Accessed: May 11, 2020

Lennox And Addington County General Hospital
External Collaborators Report

https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public
https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public


Theme III: Safe and Effective CareWe are
collaborating
with a total of

organization(s)

Measure/Indicator Current 
Performance

Target for 
2020/21 I am collaborating with:

Proportion of hospitalizations where 
patients with a progressive, life-limiting 
illness, are identified to benefit from 
palliative care, and subsequently (within 
the episode of care) have their palliative 
care needs assessed using a 
comprehensive and holistic assessment.

0.7 0.8

[2] Palliative Care Network (custom) 
Regional COPD Working Group (custom)

Percent of unscheduled repeat 
emergency visits following an 
emergency visit for a mental health 
condition.

22.6 20.3
[1] AMHS-KFLA (custom)

5

To review our current planned 
actions for improvement:

DOWNLOAD OUR WORKPLAN

QIP Collaborative Report 2020/21
 2

Accessed: May 11, 2020

Lennox And Addington County General Hospital
External Collaborators Report

https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public
https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public


EquityWe are
collaborating
with a total of

organization(s)

Measure/Indicator Current 
Performance

Target for 
2020/21 I am collaborating with:

Proportion of the RFLA population with 
chronic disease who have access to 
primary care. CB CB

[1] FLA OHT Partners (custom)5

To review our current planned 
actions for improvement:

DOWNLOAD OUR WORKPLAN

QIP Collaborative Report 2020/21
 3

Accessed: May 11, 2020

Lennox And Addington County General Hospital
External Collaborators Report

https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public
https://qipnavigator.hqontario.ca/ExcelWorkplan.aspx?sid=17312&lang=en-US&type=public


My organization 
has been
included in

QIP(s) as a
collaborator

1

[1] The John M. Parrott Centre
a) Number of ED visits for modified list of ambulatory care–sensitive conditions* per 100 long-term care residents. 
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