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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 
“Integrity, Respect, Excellence, Patient Centeredness, Innovation, 
Collaboration” into all the services we provide.  Our Quality 
Improvement Plan (QIP) is driven by our corporate mission “to be a 
progressive rural health system, dedicated to improving the health 
of our patients and our communities”.  Our 2022/2023 QIP sets out 
key strategies to enhance our quality of care, improve safety, 
increase satisfaction and achieve better clinical outcomes for 
patients and residents.

This year, we have created a custom QIP which is aligned with our 
strategic plan priorities of Patients, People, Population and Value; 
and, our 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 
people's satisfaction and outcomes.  Furthermore, our QIP 
highlights how we are prioritizing the safety of patients and staff as 
well addressing health system issues such as overuse and 
emergency room congestion. 

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.
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REFLECTIONS SINCE YOUR LAST QIP 
SUBMISSION
Throughout the pandemic years LACGH maintained its focus on 
Quality by maintaining the QIP cycles and associated continuous 
improvement work.  

In the 2020-21 year, QIP work drove the implementation of our first 
Patient Oriented Discharge Summary (PODS) with the support of 
LACGH PFAC and clinical teams.  The PODS tool was built into the 
electronic patient record and pulled discharge information from 
allied, nursing, and physician discharge recommendations as well as 
the patient's chart. The implementation of this tool drove patient 
satisfaction rates related to how much information they received at 
discharge up 4.3%.  Optimization of PODS occurred through the 
2021-22 QIP year with an additional 5% increase in patient 
satisfaction rates related to how much information they received at 
discharge. Furthermore, the LACGH version of PODS was leveraged 
by the Patient Discharge working group of our FLA OHT and has 
been further optimized for regional implementation. 

At the start of the 2020-21 QIP year the percent of unscheduled 
repeat emergency visits following an emergency visit for a mental 
health condition was 22.55%. Implementation of Mental Health and 
Addictions personnel resources in the Emergency Department and 
the initiation of a case level root cause analysis of repeat visits 
initially drove unscheduled repeat visits down to 13.9%.  This QIP 
indicator was carried forward to the 2021-22 QIP and resulted in 
with an additional 50% reduction from 13.9% to 6.7%.  This 
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continued improvement can be attributed to the ongoing 
collaboration with the community Mental Health and Addiction’s 
Team.

PATIENT/CLIENT/RESIDENT PARTNERING AND 
RELATIONS
With the challenges of limited on-site access and off-site visiting 
restrictions, partnering with patients, residents, and caregivers has 
evolved throughout the pandemic. 

In 2019-2020 we were able to rapidly expand virtual service to meet 
patient, resident, and caregiver needs during the pandemic outside 
of the bricks and mortar of the hospital.  We utilized remote clinical 
monitoring platforms and offered a variety of communication tools 
for use in the home. 1683 virtual visits occurred in the first 
pandemic QIP year compared to 1 virtual visit the previous QIP 
year. In year two, we focused our QIP efforts on sustaining virtual 
programming and increasing access to Hospital programs for 
patients and caregivers in rural areas resulting in a 10% 
proportional increase in rural to local virtual visits. 

At LACGH, it is critical that we keep patients, residents, 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 in visitation 
practices. We recognized the importance of caregiver support when 
patients are in hospital, or residents in LTC, 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 or 

resident'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, or resident, 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, resident, caregiver and provider experience.  

At the beginning of the pandemic the population of residents 
within the LTC Home of LACGH temporarily transitioned from short-
stay rehabilitation to a long-stay population. The resident surveys 
were adapted to better reflect the new resident experience. As well 
the resident survey was adapted for the caregiver as well, such that 
both experiences could be captured independently and used to 
inform change ideas. The mode of survey was adapted to meet 
each of the resident's and caregivers needs whether it be electronic, 
paper, telephone, or virtually based. Resultantly in the first survey 
year 100% of residents and caregivers responded positively to the 
question "were you and your family encourage to participate in 
decision making about your care?"

PROVIDER EXPERIENCE
One of the challenges that healthcare providers at LACGH have 
faced since the initiation of the pandemic is the rising acts of 
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violence by patients.   

In the 2021-22 QIP year the number of workplace violence incidents 
reported rose 74%.  The main contributing factor to this rise was the 
achievement of a reporting culture in 2021 (initiated in 2019).  The 
second contributing factor is the rise in aggressive responses to ED 
wait time and COVID related processes (i.e. screening and 
visitation).  With the gains made in reporting of incidents, the 
proposed focus of the 2022-23 QIP will be to evaluate and improve 
the effectiveness of measures taken to mitigate and manage 
episode of workplace violence in the emergency room.  

The most recent recent change idea implemented to mitigate 
episodes of workplace violence is the implementation of all Security 
Assessment Action Plan Items derived from LACGH’s completion of 
the Public Services Health & Safety Association’s Violence, 
Aggression & Responsive Behavior (VARB) Workplace Violence Risk 
Assessment Tool. Most notably in March 2021 the Hospital 
implemented 24/7 security coverage with a new command hub in 
the emergency room. Staff access the Hospital report an increased 
feeling of safety and support since the security resources have been 
on site. Their training in de-escalation has been crucial in 
preventing moderate and severe violence incidents from occurring.

The organization has also enhanced it's EAP program during the 
pandemic year by bringing EAP providers in site for drop-in 
sessions and facilitating free webinars addressing resilience, 
burnout, fatigue, and financial acumen. EAP reports indicate that 
use of EAP services has increased throughout the pandemic year.

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 
2022/2023 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:

• Percentage of staff who, because of measures put in place to 
address workplace violence, strongly agree that they feel safe at 
work increases from 45% to 60%

• Implement an ER wait time dashboard that compares the variable 
factors linked to wait time (HR resource details, ancillary testing, 
admission process, discharge resources etc.) and initiate 3 quality 
process improvements

• Percentage of Patients who respond "completely" to the survey 
question "Before you left the hospital, did you have a clear 
understanding about all of your prescribed medications, including 
those you were taking before your hospital stay" increased from 
78% to 84%.
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CONTACT INFORMATION
Erin Brown, MRT(R), MA(Leadership), LTCA
Chief Diagnostic and Therapeutic Services Officer
Patient Relations, Quality, and Accreditation Lead
Lennox & Addington County General Hospital
8 Richmond Park Drive, Napanee, ON K7R 2Z4
T. (613) 354-3301 x 406
E. 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 April 5, 2022

Deb Lowry, Board Chair

Lori Francis, Board Quality Committee Chair

Wayne Coveyduck, Chief Executive Officer

Erin Brown, Chief Diagnostic & Therapeutic Services Officer (Quality Lead)
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Theme I: Timely and Efficient Transitions

Change Ideas
Change Idea #1 1. Increase access to echocardiography 2. Coordinate resources to implement an arrhythmia management clinic/program

Methods Process measures Target for process measure Comments

1. Find space and create process for 
daytime access for co-located Echo, 
stress testing, etc.). 2. Virtual Cardiac 
clinic model created, with lean processes 
(occupancy) 3. Create a lean process for 
short term admission avoidance related 
to modifiable cardiac events (Assess 
balancing measure of occupancy)

1. Space Changes Complete 2. 
Implementation Plan Drafted 3. 1st 
patient through Clinic 4. Evaluation 
Metrics assessed

1. Space Changes Complete by Aug 30 
2. Implementation Plan Drafted Oct 30 3. 
1st clinic patient seen by Nov 30 4. 
Evaluation Metrics assessed 
(Er/admissions/pt satisfaction) by Feb 
2023

Measure              Dimension: Efficient

Indicator #1 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of patients re-admitted 
for cardiac related conditions 

C % / Hospital 
admitted 
patients

Hospital 
collected data
 / 2022-23

18.40 13.80 Reduce recurrently high proportion 
of readmits by 25%

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Leverage engagement from year one to apply for high designation 2. Continuously monitor performance and optimize outcome

Methods Process measures Target for process measure Comments

1. 
Pharmacy/Surgical/Nursing/Lab/DI/Physi
cians et al. engaged as a work group 2. 
Develop CW scorecard to continuously 
monitor performance and optimize 
outcome

1. Workgroup formed 2. Scorecard 
developed 3. Application Submitted

1. Workgroup formed by May 31 2. 
Scorecard developed by Aug 31 3. 
Application Submitted by Feb 2023

Measure              Dimension: Efficient

Indicator #2 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Choosing Wisely Level Achieved C Number / N/a Other / 2022-
23

CB 3.00 Highest Level

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Assess current state perception of safety 2. Assess root causes of wait time 3. Assemble interdisciplinary workgroup to consider type, variability, and 

transparency of the indicators

Methods Process measures Target for process measure Comments

1. Assess current state perception of 
safety with staff using a survey - focus on 
the ER first as highest concentration of 
reported events (consider Accreditation 
Canada Work life Pulse Survey) and 
assess involvement of police/charges as 
a balancing measure 2. Implement an ER 
wait time dashboard that compares the 
variable factors linked to wait time (HR 
resource details, ancillary testing, 
admission process, discharge resources 
etc.) and initiate 3 quality process 
improvements 3. Assemble 
interdisciplinary workgroup, including 
PFAC representative, to develop/test 3 
change ideas to reduce ER wait time 
(consider variability data and 
transparency to the community). 4. 
Assess patient safety incidents related to 
wait times (i.e. falls)

1. Survey completed 2. Action Plan from 
Survey developed and initiated 3. 
Dashboard created 4. Interdisciplinary 
workgroup recommendations to 
leadership/clinical teams 5. Incident data 
related to falls

1. Survey completed by Aug 30 2. Action 
Plan initiated by Sep 30 3. First iteration 
of the dashboard completed by Aug 15 4. 
Workgroup first assembly by Aug 30th 
with recommendations by Sept 30 5. 
Incident data related to falls by Jan 2023

Measure              Dimension: Timely

Indicator #3 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Emergency Department Wait Time 
CTAS 3-5 

C Hours / ED 
patients

CIHI CCRS, 
CIHI NACRS
 / 2022-23

5.43 4.00 Many patient frustrations/complaints 
can be linked back to the perception 
of waiting longer than appropriate - 
HSAA target = 4 hr avg

Local Primary Care,
Home and Community Care

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Optimize flow between 3 OR rooms to address significant OR waitlist for General Surgery 2. Assess true current state wait time and project catch-up 

time frame

Methods Process measures Target for process measure Comments

1. Leverage one-time funding 
opportunities 2. Include data metrics 
highlighting variability and DARTs 3. 
Standing Agenda item at SCT to review 
data and make recommendations 4. 
Initiate process changes is need is 
identified in standard OR efficiency 
metrics 5. Optimize data quality and 
reporting (leverage Novari/WTIS)

1. Surgical Scorecard shared 2. Standing 
Agenda item and review 3. Change 
Implemented 4. Annual Data Quality 
Audit Process Created

1. Surgical Scorecard shared Sept 30 2. 
Standing Agenda item and review by 
Sept 30 3. Change Implemented by Dec 
30

Measure              Dimension: Timely

Indicator #4 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

General Surgery Wait 2 C % / Patients Publicly 
Reported, 
MOH / 2022-
23

83.00 95.00 COVID Recovery Kingston Health Sciences 
Centre

Report Access Date: June 30, 2022
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Theme II: Service Excellence

Change Ideas
Change Idea #1 1. Ensure all surveys have the "would recommend" question 2. Plan change initiatives that address the poor performing areas of the most recent 

surveys

Methods Process measures Target for process measure Comments

1. Review all survey templates and 
timelines, and make modifications where 
gaps are present 2. Develop an action 
plan based on the deficiencies identified 
in the surveys (IP = room quietness, 
admission process to floor) 3. Modify the 
discharge phone calls to allow for short 
term measurement of changes 
implemented

1. Survey review and roadmap 
completed 2. Action Plan developed 3. 
Improvement by 10% demonstrated

1. Survey review and roadmap 
completed by Aug 30 2. Action Plan 
developed by Sep 30 3. Improvement by 
10% demonstrated by next survey 
period.

Measure              Dimension: Patient-centred

Indicator #5 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of respondents who 
would "always" recommend LACGH 
to family 

C Number / 
Survey 

respondents

Other / 2022-
23

70.20 80.20 10% increase  
All Hospital Survey Results

Report Access Date: June 30, 2022
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Theme III: Safe and Effective Care

Change Ideas
Change Idea #1 Increase the proportion of patients who receive medication education from a pharmacist at discharge.

Methods Process measures Target for process measure Comments

1. Create a details med rec report with 
qualitative indicators including 
pharmacist involvement 2. Engage a 
small working group to map current state 
and develop lean future state for 
pharmacist involvement at discharge 3. 
Develop educational materials for 
Staff/Patient/Family to be shared at 
admission

1. Report disseminated 2. New Process 
Implemented 3. Educational Material 
available 4. Proportion of patients who 
received education from a pharmacist at 
discharge increases

1. Report disseminated by Aug 31 2. New 
Process Implemented by Nov 30 3. 
Educational Material available by Nov 30 
4. Proportion of patients who received 
education from a pharmacist at discharge 
increases by Jan 2023

Measure              Dimension: Effective

Indicator #6 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of Patients who respond 
"completely" to the survey question 
"Before you left the hospital, did you 
have a clear understanding about all 
of your prescribed medications, 
including those you were taking 
before your hospital stay?" 

C 90th 
percentile / 
All inpatients

NRC Picker / 
2022-23

78.00 84.00 Published Pharmacy Clinical KPI & 
NRC 90th% small community 
hospital

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Address process for timely transfer to KHSC 2. Optimize by-pass process

Methods Process measures Target for process measure Comments

1. Set up process with Paladin to track 
LWBS counts for patients with a form 1 in 
place. 2. Engage with the OPP and 
KHSC to set up a By-Pass protocol

1. Reporting process in place 2. 
Engagement with OPP initiated 3. Action 
Plan created 4. Change identified in 
action plan implemented

1. Reporting process in place by August 
30 2. Engagement with OPP initiated by 
August 30 3. Action Plan created by 
November 30 4. Change implemented by 
Feb 30/23

Measure              Dimension: Safe

Indicator #7 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Count of events where patients, 
under the highest level of 
observation (Form 1), leave the ED 
without the knowledge of staff 

C Number / ED 
patients

In house data 
collection  / 
2022-13

CB 0.00 Never Event Paladin,
Kingston Frontenac Lennox & 
Addington Mental Health,
Ontario Provincial Police,
Kingston Health Sciences 
Centre

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Develop a data collection plan 2. Review all medications of residents for effectiveness 3. Increase Staff/Resident/Family knowledge in regards to 

psychotropic medications 4. Incorporate palliative care concepts in work.

Methods Process measures Target for process measure Comments

1. Engage Senior Friendly working group 
regarding the behavioral management 
related to the use of anti-psychotic 
medication in older adults and patients 
with dementia. 2. Engage 
Medisystems/Pharmacy Team to review 
and analyze anti-psychotic medication 
use; and, review long-standing 
prescriptions of anti-psychotics of 2 
months or greater for indication, 
effectiveness and safety. 3. Implement 
deprescribing pathway 4. Provide 
educational opportunities and add 
education to Moodle to increase 
Staff/Resident/Family knowledge in 
regards to anti-psychotic medications. 5. 
Develop Delirium Order Set

1. Drug report distributed 2. Assessment 
of patient/resident population complete 3. 
Electronic education made available 4. 
Workgroup assembled and 
recommendations provided to CVC 
clinical team 5. Order set created

1. First report disseminated by August 30 
2. Assessments completed by Sept 30 3. 
Education added by Oct 31 4. Summary 
of Changes and recommendations 
completed by Jan 2023 5. Order set 
implemented March 2023

Measure              Dimension: Safe

Indicator #8 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of long-term care home 
residents not living with psychosis 
who were given antipsychotic 
medications (Lennox And Addington 
County General Hospital)

C % / LTC home 
residents

In house data 
collection  / 
2022-23

22.00 11.00 Reduce inappropriate use of 
antipsychotics by 50%

Medisystems,
The John M. Parrott Centre

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Develop a data collection plan 2. Review all medications of residents for effectiveness 3. Increase Staff/Resident/Family knowledge in regards to 

psychotropic medications 4. Incorporate palliative care concepts in work.

Methods Process measures Target for process measure Comments

1. Engage Senior Friendly working group 
regarding the behavioral management 
related to the use of anti-psychotic 
medication in older adults and patients 
with dementia. 2. Engage 
Medisystems/Pharmacy Team to review 
and analyze anti-psychotic medication 
use; and, review long-standing 
prescriptions of anti-psychotics of 2 
months or greater for indication, 
effectiveness and safety. 3. Implement 
deprescribing pathway 4. Provide 
educational opportunities and add 
education to Moodle to increase 
Staff/Resident/Family knowledge in 
regards to anti-psychotic medications. 5. 
Develop Delirium Order Set

1. Drug report distributed 2. Assessment 
of patient/resident population complete 3. 
Electronic education made available 4. 
Workgroup assembled and 
recommendations provided to CVC 
clinical team 5. Order set created

1. First report disseminated by August 30 
2. Assessments completed by Sept 30 3. 
Education added by Oct 31 4. Summary 
of Changes and recommendations 
completed by Jan 2023 5. Order set 
implemented March 2023

Measure              Dimension: Safe

Indicator #9 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of patients who are ALC 
and not living with psychosis who 
were given antipsychotic medications
 

C % / ALC 
patients

Hospital 
collected data
 / 2022-23

CB CB Significant ALC population in 
inpatient unit

The John M. Parrott Centre

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Develop a data collection plan 2. Develop process to review BSH medication initiated in hospital regularly to assess indication, effectiveness and 

safety. 3. Increase Staff/Resident/Family knowledge in regards to BSH medications.

Methods Process measures Target for process measure Comments

1. Engage Senior Friendly working group 
regarding the management of insomnia 
and BSH medication use in older adults. 
2. Engage Pharmacy Team to review and 
analyze BSH medication use. 3. Provide 
educational opportunities and add 
education to Moodle to increase 
Staff/Resident/Family knowledge in 
regards to BSH medications. 4. Remove 
BSH orders from order sets.

1. Drug report distributed 2. Assessment 
of patient/resident population complete 3. 
Electronic education made available 4. 
Workgroup assembled and 
recommendations provided to ACER 
clinical team

1. First report disseminated by Sept 30 2. 
Assessments completed by Oct 30 3. 
Education added by Dec 31 4. Summary 
of Changes and recommendations 
completed by Jan 2023 5. Order set 
changes implemented March 2023

Measure              Dimension: Safe

Indicator #10 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of patients newly 
prescribed benzodiazepine or 
sedative/hypnotics (BSH) for 
insomnia 

C % / All 
inpatients

Hospital 
collected data
 / 2022-23

CB CB Significant ALC population in 
inpatient unit
Fall prevention strategy

Report Access Date: June 30, 2022
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Change Ideas
Change Idea #1 1. Assess current state perception of safety 2. Assess root causes of wait time 3. Assemble interdisciplinary workgroup to consider type, variability, and 

transparency of the indicators

Methods Process measures Target for process measure Comments

1. Assess current state perception of 
safety with staff using a survey - focus on 
the ER first as highest concentration of 
reported events (consider Accreditation 
Canada Work life Pulse Survey) and 
assess involvement of police/charges as 
a balancing measure 2. Implement an ER 
wait time dashboard that compares the 
variable factors linked to wait time (HR 
resource details, ancillary testing, 
admission process, discharge resources 
etc.) and initiate 3 quality process 
improvements 3. Assemble 
interdisciplinary workgroup, including 
PFAC representative, to develop/test 3 
change ideas to reduce ER wait time 
(consider variability data and 
transparency to the community). 4. 
Assess patient safety incidents related to 
wait times (i.e. falls)

1. Survey completed 2. Action Plan from 
Survey developed and initiated 3. 
Dashboard created 4. Interdisciplinary 
workgroup recommendations to 
leadership/clinical teams 5. Incident data 
related to falls

1. Survey completed by Aug 30 2. Action 
Plan initiated by Sep 30 3. First iteration 
of the dashboard completed by Aug 15 4. 
Workgroup first assembly by Aug 30th 
with recommendations by Sept 30 5. 
Incident data related to falls by Jan 2023

Measure              Dimension: Safe

Indicator #11 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of staff who, because of 
measures put in place to address 
workplace violence, strongly agree 
that they feel safe at work. 

C % / Survey 
respondents

Staff survey / 
2022-23

45.00 60.00 Increase Effectiveness Paladin

Report Access Date: June 30, 2022
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Equity

Change Ideas
Change Idea #1 1. Assess current state perception of DEI with staff 2. Assess current state perception of DEI with patients 3. Assess staff, leadership, governance, 

patient, and resident demographic data 4. Initiate the development of a long-term diversity and inclusion strategy, including cultural education, 
unconscious bias training, measurable success metrics, inclusion monitoring and review.

Methods Process measures Target for process measure Comments

1. Create a staff survey, disseminate the 
survey , review the survey results, and 
draft and action plan based on gaps 
identified in the results. 2. Develop a DEI 
custom survey question to be included in 
patient surveys, disseminate the survey , 
review the survey results, and draft and 
action plan based on gaps identified in 
the results. 3. Leverage HR and HIS data 
to create a current state report and 
compare it to the community 
demographics. 4. Assemble a DEI 
workgroup

1. Staff survey disseminated 2. Staff DEI 
Workgroup Assembled 3. Action Plan 
Created 4. Patient Survey Questions 
developed 5. Demographic Analysis 
completed

1. Staff survey disseminated by Aug 30 2. 
Staff DEI Workgroup Assembled by Sept 
30 3. Action Plan Created by Oct 30 4. 
Patient Survey Questions developed by 
Nov 30 5. Demographic Analysis 
completed by Dec 30

Measure              Dimension: Equitable

Indicator #12 Type
Unit / 

Population
Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of people who feel 
LACGH adequately support diversity, 
equity, and inclusion (DEI). 

C % / Survey 
respondents

In house data 
collection  / 
2022-23

CB CB Collecting Baseline Kingston Health Sciences 
Centre

Report Access Date: June 30, 2022
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