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AIM Measure

Issue Quality dimension Measure/Indicator Type Unit / Population Source / Period Organization Id
Current 
performance Target

M = Mandatory (all cells must be completed) P = Priority (complete ONLY the comments cell if you are not working on this indicator) C = custom (add any other indicators you ar   

30-day QHC 
Readmission Custom 
Rate for Patients with 
COPD from NACRS

C Rate / All 
inpatients

CIHI NACRS / 
April 1 - March 31

957* 20 18.30EfficientTheme I: Timely and 
Efficient Transitions



  
  

    
  

      
    

Percentage of 
patients discharged 
from hospital for 
which discharge 
summaries are 
delivered to primary 
care provider within 
48 hours of patient’s 
discharge from 
hospital.

P % / Discharged 
patients 

Hospital collected 
data / Most 
recent 3 month 
period

957*Timely

    
 

CB CB



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
A
N
D
A
T
O
R
Y

Hours / All 
patients

CIHI NACRS / 
October 2018 – 
December 2018

957* 22.05 20.00

    
 



50.5 57.10Percentage of 
respondents who 
responded positively 
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

Patient-centredTheme II: Service 
Excellence

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.

P Rate per total 
number of 
discharged 
patients / 
Discharged 
patients 

Hospital collected 
data / October - 
December 2018

957* CB CBEffectiveTheme III: Safe and 
Effective Care

CIHI CPES / Most 
recent 
consecutive 12-
month period

957*



 
  

  
   
    

  
  

     
   

   

   
  

 
  

 
 

  
    

 

    
 

103 103.00Safe Number of 
workplace violence 
incidents reported 
by hospital workers 
(as defined by 
OHSA) within a 12 
month period.

M
A
N
D
A
T
O
R
Y

Count / Worker Local data 
collection / 
January - 
December 2018

957*



    
 

  
  

  
   
   

    
 

    
  

  
 



Change
Target 
justification External Collaborators

Planned improvement 
initiatives (Change Ideas) Methods

1)Confirmation of COPD 
diagnosis

Increase the use of spirometry to diagnose COPD by 
raising awareness through education for physicians. 
Explore the development and implementation of a 
medical directive for spirometry based on CLHT/MRC 
assessment results.

2)Timely screening of 
patients with 
suspected/confirmed 
respiratory disease to 
facilitate appropriate 
management and followup

Use the Medical Research Council (MRC) Dyspnea scale 
to screen patients with suspected/actual respiratory 
disease while in hospital

3)In-person follow-up 
assessments completed in 
the community within 7 
days of discharge.

Explore opportunities for notification to primary care 
providers of the admission of their patient to facilitate 
primary care provider ability to use existing methods 
(SHIIP and Clinical Viewer) to obtain relevant 
information for timely discharge follow-up.

                                e working on)

18.3 was the 
target for 
2018/19 and we 
did not meet it.

Brighton Quinte West Family 
Health Team, Prince Edward 
FHT, Belleville and Quinte 
West Community Health 
Centre, Belleville Led NP 
Clinic



4)Follow-up assessments 
completed using OTN within 
7 days of discharge for 
patients with no primary 
care provider.

Create a report to identify admitted COPD patients 
without a primary care provider and arrange for follow-
up post discharge using OTN.

1)Creation and 
implementation of a 
standard discharge template 
for physicians to reduce the 
incidences of missing 
information and associated 
rework and follow-up

Health Records will work with key physician champions 
to create a standardized template for implementation.

2)Create and distribute a 
physician report card 
outlining discharge to 
dictation time frames 
(average, median, min/max)

Report cards will be distributed to department chiefs on 
a monthly basis as a communication tool.

3)Reduce the transcription 
turn around time for 
discharge summaries.

Eliminate current backlog; adjust the time constraint 
applied in the system to dictated discharge summaries 
so that they enter the queue within 6 hours of 
discharge; utilize speech recognition licenses for 
physicians with a high volume of dictations.

4)Obtain a clear picture of 
how discharge summaries 
are currently sent to 
primary care providers and 
identify how each method 
impacts delivery time

Complete a process mapping exercise to explore current 
variation. Explore technologies available that support 
standardization and the ability to monitor delivery time.

   
  

   
   

    
    

    
   

    

Work needs to 
be done to 
understand the 
various methods 
by which 
discharge 
summaries are 
sent to primary 
care providers 
and the impact 
this variation has 
on overall 
metric.



1)Optimize use of surge 
funding to open 
additional beds and add 
allied resources.

Develop a planning team to optimize use of surge 
funding and capacity planning.

2)Continued support of the 
early ED assessment team 
(PT/OT) to assess for and 
manage opportunities for 
admission diversion

Continue work with early ED assessment team and 
monitor metrics

3)Monitor pull times for 
admitted patients from ED 
in real time to identify 
patterns and opportunities 
for process improvement

Monitor and discuss pull times from ED for admitted 
patients during daily bedscrum (facilitated by the Bed 
Traffic Controller) and identify opportunities for 
improvement. Develop a real time tracking solution for 
bed empty time.

4)Verify accuracy of 
reported wait times related 
to decision to operate and 
transfer to the OR.

Examine current data collection points and complete an 
assessment to determine any data collection points that 
would increase reporting accuracy.

Realize a 10% 
improvement 
in wait times.



1)Provide patients with 
diagnosis specific 
information and teaching 
prior to discharge.

Ensure all current PODS have been implemented on 
units where applicable. Focus on sustainability of 
current PODS with plans to begin review and 
development of additional diagnosis specific PODS. 
Explore the development of an automated report that is 
diagnosis specific. Managers to use the automated QBP 
compliance report to ensure patients are placed on 
appropriate pathway and intervention.

2)Follow-up with patients 
who received a Patient 
Oriented Discharge 
Summary (PODS) to 
determine if content and 
preparation for discharge 
were adequate.

PODS follow-up phone calls identified as a staff 
assignment each day to increase reliability of 
completion. Revise the phone-call survey questions to 
ensure the survey accurately evaluates desired areas.

1)Develop a strategy to 
reliably measure percentage 
of medication 
reconciliations completed 
on discharge

Build a medication reconciliation intervention that 
includes a question to confirm that medication 
reconciliation is complete

2)The current vendor for the 
software in which BPMH is 
collected has discontinued 
the application so a change 
in the software is required 
in order to maintain a stable 
and consistent location for 
BPMH to be captured.

Pharmacy and IS collaboration to build the application in 
Meditech.

Same target as 
set in 2018/19 as 
we have not yet 
reached this 
target

Unreliable 
method at 
present to 
measure 
medication 
reconciliation 
completion on 
discharge. 
Moving to new 
system for BPMH 
collection which 
will impact 
process. We will 
be focusing on 
developing 
baseline metrics 
for med rec on 
admission, 
t f  d 

  
 

 
 



3)Implement a 
multidisciplinary approach 
to obtaining BPMH with a 
focus on timeliness and 
consistency.

Provide training for nursing staff in selected units 
(Maternal/child, Oncology, ICU, pre-op teaching) so that 
they can confidently and accurately collect BPMH's.

1)Sustain the work from 
18/19 focused on 
reporting and root cause 
analysis of all workplace 
violence incidents.

OH&S staff will work with QHC staff and 
leadership to ensure timely reporting and analysis 
of all workplace violence incidents.

2)Enhance the awareness 
and knowledge of QHC staff 
and volunteers specific to 
responsive behaviours.

Provide training through the use of online learning and 
small group sessions to all QHC staff on responsive 
behaviours and de-escalation techniques.

 
  
  
 

 
 

  
 

   
   

  
  

   
   

 
  

    
 

transfer, and 
discharge and 
process 
standardization 
where possible.

Focus on 
understanding 
causes of 
workplace 
violence 
incidents and 
reducing harm 
rather than 
reducing 
reported 
incidents



3)Continuation of work 
from 18/19 focused on 
appropriate identification of 
patients with a 
potential/actual risk for 
violence.

In all ED's the Dynamic Appraisal of Situational 
Aggression (DASA) is used to identify patients with an 
actual/potential risk of violence and this risk is identified 
consistently with a recognized flag.

  
 

  
 

 
  
  

  
 
 



Process measures
Target for process 
measure Comments

Collecting baseline Collecting baseline

Percentage of COPD patients with COPD classification by 
MRC score

75% of COPD 
patients have a 
MRC assessment 
and score during 
admission by Q4.

Potential methods for notifying primary care providers 
of an admission of their patient are identified.

Potential methods 
are identified by 
Q2.

                                  



Orphaned COPD patients receive follow-up within 7 
days post discharge

50% of orphaned 
COPD patients 
receive follow-up 
within 7 days of 
discharge using 
OTN.

Reduce the rework associated with missing discharge 
summary queries by determining baseline and 
monitoring trends. Implement standard discharge 
summary template.

Discharge summary 
implemented in 5 
areas by the end of 
Q4

Implementation of a physician report card for discharge 
to dictation times

Physician report 
cards will be 
implemented by 
end of Q1

Reduction in turn around times for discharge summaries 
(dictation to transcription).

30% of discharge 
summaries 
transcribed within 
48 hours of 
discharge.

Complete a process mapping exercise with key 
stakeholders.

Define potential 
improvements to 
process by end of 
Q2.



A planning team will be identified and convene for 
planning prior to predicted high volume 
timeframes.

A planning team 
that includes 
representation 
from 
stakeholders will 
be identified by 
the end of Q1.

Monitor number of Admission diversions supported by 
the early ED assessment team.

Monitor trends and 
and analyze 
peaks/dips for root 
causes

Daily identification of prolonged pull times for causation 
and trending.

By the end of Q1 
discussion of bed 
empty time is a 
component of the 
Standard Work for 
Bed Traffic 
Controllers during 
every bedscrum.

Current measurement methods will be assessed to 
optimize reporting.

Assessment and 
optimization will be 
completed by Q3



Percentage of patients discharged with PODS 90% of appropriate 
patients will 
receive a PODS at 
discharge

Percentage of PODS patients who received a follow-up 
phone call.

85% of PODS 
patients will 
receive a follow-up 
phone call.

consistent and reliable method for monitoring 
compliance with discharge medication reconciliation 
completion.

A consistent 
process will be 
established by the 
end of Q1.

BPMH platform in Meditech is operational. The Meditech 
BPMH platform will 
be in use by the 
end of June 2019



Percentage of admitted patients with completed BPMH 80% of admitted 
patients will have a 
BPMH completed 
within 2 days of 
admission by Q4.

Percentage of workplace violence incident reviews 
signed off by the Vice President within 10 business 
days of submission.

Each quarter a 
minimum of 75% 
of workplace 
violence incident 
reviews are 
completed 
(includes VP sign-
off) within 10 
business days of 
submission.

FTE=1408

Percentage of staff and volunteers who have completed 
de-escalation training.

By the end of Q3 
85% of QHC staff 
and volunteers will 
have completed de-
escalation training 
using either QHC's 
online de-
escalation training 
module or have 
obtained de-
escalation training 
in a small group 
session.



Percentage of patients who are flagged appropriately as 
a result of a DASA assessment

100% of flags 
applied in the ED's 
are appropriate 
and a result of a 
DASA assessment.
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