
















Access and Flow

Change Ideas

Change Idea #1 Growth of community partnerships and resources to support patient transitions from acute care settings to alternate levels of care when deemed 
appropriate. Optimizing Stevenson@Home program enrollment and use of Transitional Care Unit (TCU) beds.

Methods Process measures Target for process measure Comments

Community and provider awareness of 
program services and resources available 
including patient criteria for eligibility.

Transition navigator and discharge 
planning staff will enroll all eligible 
patients for applicable services.

100% of all eligible patients will be 
enrolled and receiving services each 
fiscal quarter.

SMH continues to review patient and 
family feedback regarding ALC initiatives 
to ensure safety and quality of care are a 
priority.

Measure - Dimension: Efficient

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Alternate level of care (ALC) 
throughput ratio 

O Ratio (No 
unit) / ALC 

patients

WTIS / July 1 
2023 - 
September 
30, 2023 (Q2)

0.81 0.82 Implementation of an assessment 
tool (Blaylock) for earlier 
identification of complex discharges 
was an early success in positively 
impacting flow through the hospital.

Bayshore Healthcare,
Riverwood Senior Living
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Change Ideas

Change Idea #1 Sustain with intended growth of Stevenson@Home program with approximately 30 patients having been enrolled for varying services.

Methods Process measures Target for process measure Comments

Use of patient experience feedback to 
evaluate quality and effectiveness of 
services, providers and accessibility.

Incremental growth and sustainability of 
services with community partners to 
optimize flow through the emergency 
department, and use of acute care beds.

80% of all eligible for program are 
enrolled and services activated each 
fiscal quarter.

Measure - Dimension: Timely

Indicator #6 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

90th percentile emergency 
department wait time to inpatient 
bed 

O Hours / ED 
patients

CIHI NACRS / 
ERNI 
hospitals: 
December 1st 
2022 to 
November 
30th 2023. 
Non-ERNI 
hospitals: 
April 1st 2023 
to September 
30th 2023 
(Q1 and Q2) 

23.10 6.50 Early success with EMS Offload 
Nurse position to support flow, 
ongoing improvement with bed 
management strategies (ie: Team 
Leader staffing/flow calls twice 
daily, implementation of transition 
navigator, increase in 
Stevenson@Home program options, 
surge capacity contingency plan), 
and focus on patients identified to 
have a complex discharge 
(implementation of Blaylock tool).

County of Simcoe Paramedic 
Services,
Bayshore Healthcare
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Equity

Change Ideas

Change Idea #1 Introduction of mandatory annual EDIAR education for all current Full Time staff and new hires as they onboard.

Methods Process measures Target for process measure Comments

Best practice EDIAR content provided by 
SURGE through eLearning platform. 
Course module included in annual 
mandatory education package.

Completion report provided through 
SURGE eLearning portal.

80% of Full Time staff in all departments 
at fiscal year end; quarterly target of 
20% cumulative.

Education made available to ALL staff 
and mandatory for Full Time staff in all 
departments for first year while baseline 
data and feedback on course content is 
collected.

Measure - Dimension: Equitable

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of staff (executive-level, 
management, or all) who have 
completed relevant equity, diversity, 
inclusion, and anti-racism education 

O % / Staff Local data 
collection / 
Most recent 
consecutive 
12-month 
period 

CB 80.00 Introduction of mandatory annual 
EDIAR education for all Full Time 
staff with a quarterly completion 
target of 20% and year-end 
cumulative target of 80% 
completion rate.
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Experience

Change Ideas

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? 

O % / Survey 
respondents

Local data 
collection / 
Most recent 
consecutive 
12-month 
period 

CB 60.00 Collecting baseline data in 3 clinical 
areas (Emergency Department, 
Obstetrics, Inpatient Med/Surg) 
from Patient Experience survey 
question. Collaborating with 
regional hospitals on shared license 
to optimize limited available 
resources. Collection of top box 
answer: Completely

Royal Victoria Regional Health 
Centre,
Ontario Hospital Association
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Change Idea #1 Collection of baseline data on patient and family experience using standardized short-form surveys.

Methods Process measures Target for process measure Comments

Implementation of short-form survey for 
patients in obstetrics, inpatient 
med/surg, and emergency department 
through shared license and partnership 
with regional hospitals. Surveys will be 
delivered using patient email address 
collected at registration and have 
provided consent in which to receive. 
Surveys will be delivered by regular mail 
upon request. Patient Experience Office, 
under the Quality & Risk portfolio, will 
oversee the implementation and report 
to quality committees on the 
effectiveness of the new delivery 
method (email vs mail), response rates, 
trends and areas requiring further follow 
up.

Collect baseline data of new survey 
delivery method (number of surveys 
delivered, number of responses 
received) each fiscal quarter.

Collect baseline data with draft targets 
set at 90% delivery rate, 40% response 
rate, and 60% satisfaction rate (choosing 
Completely) each fiscal quarter.

Use of the short-form survey provides 
insight to leaders on key elements in a 
patient's hospital experience that are 
working well, and/or have opportunity 
for improvement.
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Safety

Change Ideas

Change Idea #1 Improve compliance of frontline provider completion of med rec process at discharge in areas identified where med rec occurs.

Methods Process measures Target for process measure Comments

Manual patient chart audits completed 
by pharmacy and dept leadership. 
Monthly reporting of findings to be 
shared at dept huddles and quality 
meetings for review and actioning where 
indicated.

Number of patient charts audited that 
are compliant with med rec process and 
were eligible for inclusion of the audit.

100% of all patient chart audits will have 
75% completion rate of med rec for 
patients eligible at time of discharge 
each quarter.

Med rec education refresh underway 
with training session integrated into 
clinical orientation and annual skill 
review.

Measure - Dimension: Effective

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Medication reconciliation at 
discharge: Total number of 
discharged patients for whom a Best 
Possible Medication Discharge Plan 
was created as a proportion the 
total number of patients discharged.
 

O % / 
Discharged 

patients 

Local data 
collection / 
Most recent 
consecutive 
12-month 
period 

70.70 75.00 Focused education, audits, and 
compliance reporting in all depts 
where med rec is required to occur. 
Manual validation of data remains 
ongoing however manageable at 
this time.
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Change Ideas

Change Idea #1 Track lost time incidents resulting from a WPV incident and identify contributing factors so QI action plans can be developed and put in place.

Methods Process measures Target for process measure Comments

Use of electronic incident reporting 
system to filter contributing factors, 
identify trends and themes for actioning.

Mitigate risk of WPV incidents resulting 
in lost time; # of frontline staff in 
designated areas, trained in MOAB skills.

60% completion of training of staff 
working in high risk roles (security, crisis 
intervention, emergency department 
providers) by fiscal year end.

Measure - Dimension: Safe

Indicator #5 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Rate of workplace violence incidents 
resulting in lost time injury 

O % / Staff Local data 
collection / 
Most recent 
consecutive 
12-month 
period 

CB 0.00 Previous fiscal year the focus was 
increasing awareness of what 
workplace violence is and 
encouraging staff to report these 
types of incidents without fear of 
reprisal.
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