Lennox and Addington County General Hospital

2021-22 QUALITY IMPROVEMENT PLAN (QIP)
NARRATIVE
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 2021/2022 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 underserviced 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.

SIGNIFICANT QI ACHIEVEMENTS FROM THE PAST YEAR
There are two QI achievements that stand out in the 2020-21 FY: caregiver IDs and Colonoscopy
Quality Program Improvement.
Caregiver IDs
At LACGH, it is critical that we keep patients, staff and the Hospital environment safe. As such,
during the COVID-19 pandemic we put in place additional precautions to reduce the transmission
of the COVID-19 virus including temporary changes visitation practices.
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We recognized the importance of caregiver support when patients are in hospital and in June 2020
the policy visiting during COVID-19 (CPR-131) was updated to include Designated Care Partners
(DCP) as essential visitor to patient’s physical care and mental well-being. The presence of Care
Partners an important strategy or reducing the risk of preventable harm.
To highlight the importance of DCPs and allow them be easily identified by the care team, with the
support of PFAC and clinical teams, Caregiver ID badges were adopted from The Change
Foundation’s Caregiver ID initiative. Along with the badges the electronic health record was
modified to capture caregivers identified by the patient and produce a daily report for the front
door screener to facilitate entry and badge provision. Initiating this process at LACGH allowed for
improvement in the patient, caregiver and provider experience.
Colonoscopy Quality Improvement Program
The Canadian Global Rating Scale Quality Survey (cGRS) CQI cycle was completed in accordance
with the Colonoscopy Quality Management Partnership and Canadian Association of
Gastroenterology Quality Programs. The C-GRS examines 12 items related to Clinical Quality and
the Quality of the Patient Experience including: consent process, safety, comfort, appropriateness,
equality of access, timeliness, and privacy and dignity. This year’s QI activities increased quality in
the areas of safety, comfort, communicating results, booking and choice, and aftercare.

In recognition of the LACGH’s continued dedication to quality in endoscopy, through the CanadaGlobal Rating Scale (C-GRS), the Canadian Association of Gastroenterology (CAG) presented
LACGH with a 2019 gold sticker to append to our initial 2018 Recognition Award.
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COLLABORATION AND INTEGRATION
LACGH is a partner in the Frontenac, Lennox & Addington OHT (FLA-OHT). As regional partners,
we show a common commitment to support a sustainable acute care system in the face of
significant challenges facing hospitals in our region, challenges such as, an aging population and
patients with an increasing number of chronic diseases; and, fiscal restraints on all government
funded health care programs, especially hospitals.
With the emergence of Ontario Health Teams and our local success in developing the Frontenac,
Lennox and Addington Ontario Health Team (FLA-OHT), we are optimistic in being able to share in
the benefits of being an active member of the Ontario Health Team. It will be necessary for all
members of the OHT to understand what role, function and the style in which we participate in
this system wide approach to caring for our populations.

PATIENT/CLIENT/RESIDENT/CAREGIVER 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 involved as partners in
driving quality and safety in all aspects of the patient experience. PFAC is represented in
membership on our Board, as well as the Acute Inpatient Emergency, Ambulatory, and
Convalescent Clinical Teams.
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. The PFAC reflected this year on how to improve engagement and in March 2021
summarized some contributions over the last two years in the table below.
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PFAC Policy CoDesign

PFAC Project
Engagement

Resuscitation

Ongoing PFAC Activities
PODS Design and
Implementation
PFAC Terms of Reference

End of Life Discussion

Inspire Program: Breathe
Program
Health Hub/Home and
Community Care, Chronic
Disease Clinic, Hip Fracture
Project, Diabetic Education
Patient Electronic Resources

Patient Satisfaction Surveys

Senior Friendly Project

Variety of Patient Surveys: ER,
Acute Care, Patient Safety, NRC

Restroom Symbols
(Transgender Sensitivity)

ER Admit Project

QIP (Annual)

Cannabis Use

Cardiorespiratory Rehabilitation

PFAC Annual Evaluation

Patient Valuables Storage

Accreditation Preparation: ACER,
Med. Safety Committees

Opioid Safety

Virtual Care Project

LACGH Communication Plan:
Strategies for Informing Patients
and Families
Ontario Health Team Initiatives

Rounding Process

Snoezelen Sensory Room

Strategic Plan

Patient Community Roundtable

Terminal Illness Support
Pamphlet

- Ontario Health Team
Implementation

Patient Safety Survey

- Hospital Website Re-design

COVID-19 Visitation Policy,
Family Presence/Palliative
Patients
Full Disclosure Policy

- Medication Management,
Vanessa’s Law

Restraint Prevention,
Application and Management

Mammography Patient
Experience Evaluation
Ethical Decision Making
Framework

PFAC Recruitment

Expanded involvement in LACGH
Clinical Teams: Convalescent
Care/LTC, Ambulatory Care
Patient Information Brochures
(COPD, Falls, Discharge)

- Hospital Information System
(HIS)
Patient Room Evaluation
Provincial PFAC Analysis

Green Zone, After Hours
Patient Care Strategies
Patient Engagement Webinar

Caregiver IDs

Client Safety Plan
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WORKPLACE VIOLENCE PREVENTION
Workplace violence prevention is a priority for LACGH and this year our focus is building our
reporting culture. 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.
This last year the Security Assessment Action Plan derived from LACGH’s completion of the Public
Services Health & Safety Association’s Violence, Aggression & Responsive Behavior (VARB)
Workplace Violence Risk Assessment tool in 2019 was completed. Most notably in March the
Hospital implemented 24/7 security coverage with a new command hub in the emergency room.

VIRTUAL CARE
LACGH is further enhancing the traditional care model to deliver a more integrated virtual hospital
experience. In 2019-2020 we were able to rapidly expand virtual service to meet patient and
caregiver needs during the pandemic outside of the bricks and mortar of the hospital by utilizing
remote clinical monitoring and offering a variety of communications tools in the home.
We look forward to building on last year’s success to provide improved equitable access to
services; reduced readmissions; and improved patient self-management with the following five
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
Increase caregiver connection to patients
Provide 80 percent of our patient education session on-line through web streaming and
video production
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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:
•
•

•

23% reduction in total number of alternate level of care (ALC) days contributed by ALC
patients (Rate per 100 inpatient days / all inpatients).
15% 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?
30% increase in the number of reported workplace violence incidents and near-misses.
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2021/22 Quality Improvement Plan
"Improvement Targets and Initiatives"
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Custom Indicator
Tied to Execitive Compensation

C
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AIM

Change

Issue

Measure

Quality
dimension
Timely

Efficient
Theme I: Timely
and Efficient
Transitions

Patientcentered

Theme II: Service
Excellence

T
y
p
e

Measure/Indicator

Unit /
Population

Source / Period
CIHI NACRS, CCO
/ Oct 2019– Dec
2019

Current
performan
ce
Target

Target
justification

External
Collaborators

Planned improvement initiatives (Change
Ideas)
Methods

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

4.58

3.18

25% Reduction

1. Continue to improve timeliness of transfer
admitted patients from the ER to the ICU.
2. Improve time to OR disposition for ER
admits.

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

WTIS, CCO, BCS, 58%
Rate per 100
inpatient days / MOHLTC / Jul
2020 - Sep 2020
All inpatients

35%

HSAA Target

Optimize patient experience for ALC and
Implement a sensory suite to stimulate cognitive development
patients who are at high-risk of becoming ALC and Leverage Senior Friendly resources to optimize mobility
to prevent de-conditioning.
while in Hospital

Unconventional spaces

P

Count / All
inpatients

Daily BCS / TBD

1.29

0.6

Reduce to count
at peak COVID
period

Leverage the learnings gained through COVID Analyze ALC LOS data, LTC data, and historical CVC data
related to reserve capacity to understand flow
barriers and opportunities.

Level of Choosing Wisely Canada Hospital designation achieved

C

Level/3

Hospital
collected data /
Baseline Year

CB

3

Highest Level of
Designation

Reduce unnecessary tests, procedures,
1. Participate in the Choosing Blood Wisely Campaign
medication or treatment by implementing two 2. Establish a physician champion the lead the analysis of
Choosing Wisely recommendations.
current gaps and implementation of countermeasures

Number of ED visits for modified list of ambulatory care–sensitive
conditions* per 100 long-term care residents.

P

Rate per 100
residents / LTC
home residents

CIHI CCRS, CIHI
NACRS / October
2019 September 2020

0.02

0

Stretch Target

Use case level analysis to trend root cause of
ER visits.

Percentage of residents and caregivers responding positively to: "What
number would you use to rate how well the staff listen to you?"

P

rank/4

In house survey
January 2021

3.6

4.0

Stretch Target

1. Sustain improvement 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.

Implement one change idea that results from trended data.

Percentage of residents and caregivers who responded positively to the
P
statement: "Were you and your family encouraged to participate in decision
making about your care?"

rank/4

In house survey
January 2021

4.0

4.0

Sustain Success

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

Percentage of respondents who responded “completely” to the following
P
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?

% / Survey
respondents

CIHI CPES / Most
recent 12
months

58.0%

73.10%

NRC 90th
percentile

Engage with the PFAC to monitor, evaluate,
and improve PODS.

Front line staff will engage patients and families to evaluate and
improve the newly implemented PODS.

Issue

Quality dimension

Measure/Indicator

Safe

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

M

Effective

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

P

Proportion of hospitalizations where patients with a progressive, lifelimiting 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 of hospitalizations where patients with a progressive, lifelimiting 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 of patients served by virtual means.

C

Theme III: Safe and
Effective Care

Equitable

Equity

T
y
p
e

Unit /
Population

Source / Period

Count / Worker Local data

Current
performan
ce
Target

Target
justification

External
Collaborators

Planned improvement initiatives (Change
Ideas)
Methods

G4S

Build a reporting culture.

17

24

Focused on
building our
reporting
culture. (30%
increase)

13%

10%

25% Reduction AMHS

Increase access to mental health and addiction 1. Perform case level root cause analysis on repeat MH visits to
resources in the ER.
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.

Proportion / All Local data
CB
LTC Residents collection / Most

CB

CB

Document the proportion of patients who are 1. Optimize the HIS documentation to increase the appropriate
identified with palliative care needs and
identification.
initiate ACP.

Proportion / All Local data
97%
collection / Most
patients

100%

Stretch Target

Regional COPD Increase the proportion of patients who are
Working
identified with palliative care needs and
Group
initiate ACP.
Palliative Care
Network

Local data
% patients in
rural postal code collection
who access care
remotely/patient
s who access
virtual care

CB

New Indicator

FLA OHT
partners

collection / Jan Dec 2020

% / ED patients CIHI NACRS /
April - June 2020

recent 6 month
period

recent 6 month
period

CB

Standardize virtual care and influence
equitable access and positive outcomes for
patients.

1. Trend effectiveness of LACGH security initiatives (% of nearmiss incidents)
2. Promote a just culture of patient safety

1. Optimize the HIS documentation to increase the appropriate
identification.
2. Engage other care practitioners in assessment.
3. Evaluate feasibility to expand population.
4. Optimize admissions to palliative care
5. Increase awareness of palliative care resources in the
community
1. Use chronic pathway algorithms.
2. Use population health data (i.e.. Postal codes) to evaluate
effectiveness

Quality Improvement Plan
2020-21 YEAR IN REVIEW
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Patient Centered
LTC Satisfaction Survey Results

◦ Goal: Baseline measurement (stretch target 4/4)
PERCENTAGE OF RESIDENTS AND
CAREGIVERS RESPONDING POSITIVELY TO:
"WHAT NUMBER WOULD YOU USE TO RATE
HOW WELL THE STAFF LISTEN TO YOU?"

3.6

PERCENTAGE OF RESIDENTS AND
CAREGIVERS WHO RESPONDED POSITIVELY
TO THE STATEMENT: "WERE YOU AND YOUR
FAMILY ENCOURAGED TO PARTICIPATE IN
DECISION MAKING ABOUT YOUR CARE?"

4.0
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Equitable
Increase the accessibility for patients and caregivers to connect to the Hospital from home

◦ Goal: Increase the number of patients who access diabetes care remotely from 1 to 10 and explore
virtual care to other care streams.

DEP

vCRR

Urgent
Care

Caregivers

PostDischarge
COVID
Assessment
Follow-up

Virtual Visits = 1683
Lennox & Addington County General Hospital

Efficient
Total number of alternate level of care (ALC) days
◦ Goal: meet target identified in the HSAA (35%)

The cumulative ALC rate as of Feb
2020 was 58.18%

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.
99%

95%
85%

The YTD average of patients receiving
care in unconventional space was
1.29

75%
65%
55%
45%
35%
25%

54%

51%

49%

40.08%

Baseline

Apr

47%

43%

39%

May

Jun

Jul

Aug

ALC Rate

Sep

Oct

42%

38%

Nov

Dec

38%

Jan

35%
Feb

HSAA Target
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Safety
Percent of unscheduled repeat emergency visits following an emergency visit for a mental
health condition
◦ Goal: Reduce By 10%

25%

Percent of unscheduled repeat emergency visits
following an emergency visit for a mental health
condition
22.55%

20%
17%
15%

10%
8%

7%
5%

7%
5%

5%

6%

5%

5%

6%

5%

 Mental Health and
Addiction Resources
available in the ER
 Case level root cause
analysis

0%

Readmission Rate

10% Reduction Target
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Executive
Compensation

Improvement
Initiatives
linked to
compensation
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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.

Health System Efficiency
METHOD:

Sustain the downward trend achieved in 2019-20 that was gained
through increased real-time awareness of barriers to patient flow.

#1

PROCESS MEASURE:

Percentage of ICU and ACER clinical team meetings where
improvements in flow are discussed based on monitoring of timeliness
data by RN change and team.

TARGET MEASURE:

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.
Lennox & Addington County General Hospital

Health System Efficiency
WORK RELATED
TO COVID-19

10

Relocating
Patients

Optimizing
Discharge

LACGH
COVID-19
Surge
Strategy

Reducing
Length of
Stay

Reducing
Inflow of
Patients & ER
Diversion

90TH PERCENTILE DISPISITION TIME (HOURS)

9
8

ICU Workgroup as a
standing ACER
agenda item
implemented in Sept
2020

The time interval between the Disposition
Date/Timeand the Date/Time Patient Left Emergency
Department (ED) for admission to an inpatient bed or
operating room.

9.43

8.39
7.9

7.53

The YTD 90th percentile
disposition time as of Feb
2020 was 4.58 hours.

7
6
5

5.37

4.92

4

4.17

3.9
3.1

3

3.53

87.5% of inpatients
indicated feeling that they
waited an appropriate
amount of time for a bed

3.53

2.69

2
1
0

Baseline Apr

May

Jun

Jul

90th % Disposition Time (Hours)

Aug

Sep

Oct

Nov

Dec

Jan

Feb

25% Reduction Target (Hours)

10% Reduction Target (Hours)
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Effective Transition Home
METHOD:

Front line staff will engage patients and families to evaluate and
improve the newly implemented Patient Oriented Discharge Sheet
(PODS).

#2

PROCESS MEASURE:
1.
2.

Percentage of discharged patients with a PODS.
Patient use of their PODS after discharge

TARGET MEASURE:

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?
.
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Effective Transition Home

PODS implemented
in January 2021

Lennox & Addington County General Hospital

Effective Transition Home
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?
100.0%

Patient Feedback

100.0%

90.0%
80.0%
70.0%
60.0%

66.7%

63.8%

66.7%
51.9%

50.0%

40.7%

40.0%
30.0%
20.0%

Baseline

Oct

Nov

% patients who responded "completely"

Dec

Jan
NRC 90th % Target

The YTD satisfaction results as of Feb 2020
was 65.2% (4.3% increase from baseline)

Feb

Evaluation
Implemented in
March 2021

◦ It's really good, there are phone
numbers on there and good info.
◦ I need in there I needed a bit more information
about what to do for pain and how to sleep
properly.
◦ There's all the information right there.
◦ The doctor was very clear and helpful but it's nice
to have the paper in case I forget what she told
me.
◦ I need in there I needed a bit more information
about what to do for pain and how to sleep
properly.
◦ Very. I took Dad back in 2 days after his discharge
because "he was being stubborn" and it said on
the summary that we should return if he was
having those difficulties.
◦ Very good. I have follow up appointments that
are on there too.
◦ I've been following it closely - how to take my
pills and everything.
Lennox & Addington County General Hospital

Safe Workplace
METHOD:

Use the results from Public Services Health & Safety Association’s
Violence, Aggression & Responsive Behavior (VARB) Workplace Violence
Risk Assessment Security Assessment to focus improvement efforts.

#3

PROCESS MEASURE:

Complete/Implement the items identified in the 2019 Security
Assessment Action Plan

TARGET MEASURE:

Completion/implementation of the 5 2019 Security Assessment Action
Plan items by Dec 31, 2020.
.
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Safe Workplace
Violence, Aggression & Responsive Behavior (VARB) Workplace Violence Risk
Assessment Security Action Plan
Hazard
Security Equipment

Documented Program

Documented Program

Documented Program

Client Management

Risk
Level
High

High

High

Current State
Robust inside/outside video
camera surveillance of all areas
of the Hospital
Influenza Pandemic - Infection
Control, P5-30
Pandemic Plan - Emergency
Preparedness, EP-11
Policies reviewed annually
Risk assessment completed in
June 2018. No high risk areas
identified, however, three areas
identified a moderate risk. Action
Plan created to address these
risks.

Measures and Procedures
Video camera surveillance

Status

All Action Plan items
completed by
December 2020.

Quality Improvement Activity

Additional video surveillance to be installed at
Completed both the Westdale and Lenadco facilities.
Policies reviewed annually

Infectious disease outbreak /
pandemic procedures

Completed
Action Plan created in 2018 with all items
completed in calendar 2019

High-risk areas

High

Robust inside/outside video
camera surveillance of all areas
of the Hospital

High

The Area Manager will ensure
that all contracted guards are
trained, as a minimum, in Mental
Health Act, Minimization Restraint Security training aligns with skills
Act, Crisis Communications.
and experience required for client
These individuals have the
management
authority to address an imminent
threat of danger and will call for
support, if necessary.

Physical security systems — e.g.,
electronic security, video
surveillance

Completed

Additional video surveillance has beem installed
at both the Westdale and Lenadco facilities.
Completed
These areas will be monitored by the 24-hour
Security Team.
Ensure that the new third party regional security
program outlines the training requirements

There were 23
Workplace Violence
incidents reported
in 2020-21.

Completed

Lennox & Addington County General Hospital

How did we do?

14

#1

Support health system flow by improving the timeliness of
patients transitioning from the ER to the Inpatient Units

#2

Make discharge information available to patients in a way
that helps them understand what to do f they are worried
about symptoms at home

#3

Implement changes to increase security measures
and keep the people who work here safe.

ACCOMPLISHED

Partially
IMPLEMENTED

IMPLEMENTED
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