
 

 

Excellent Care for All Act 
Quality Improvement Plans (QIP): Progress Report for 2018/19 QIP 

Brockville General Hospital 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

1 "Would you 
recommend this 
emergency 
department to your 
friends and family?" 
( %; Survey 
respondents; April - 
June 2017 (Q1 FY 
2017/18); EDPEC) 

619 46.80 50.00 40.3 While we did not meet our 
target for the 2018/19 QIP, 
we believe it to be due to the 
significant disruption from 
the construction during the 
redesign of Triage, 
Registration, and the waiting 
room. We have included this 
indicator on our 2019/20 QIP 
to ensure that the changes 
we made continue to have a 
positive impact on the 
experience of our patients, 
families, and staff. 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 
were your key learnings? Did the change ideas make 
an impact? What advice would you give to others? 

Redesign of ED 
Triage and 
Registration area. 

Yes After we completed the redesign, patients and staff 
provided feedback that the space needed more privacy 
and a better line of sight to the triage section. Our "would 
recommend" scores initially dropped after the redesign, 
but then improved once further improvements were 
made to the area based on the feedback we had 
received. 

Patient experience 
debriefs. 

Yes The Unit Manager provides both compliments and 
concerns to the department on a monthly basis, as well 
as doing individual debriefs when appropriate. 
Compliments have increased through the year, so this 
initiative will continue into our 2019/20 QIP to ensure 
they continue to be a priority. It's important for staff to 
hear both where the patient & family experience was 
positive and where there was room for improvement. 
Focusing only on the negative is deflating to staff, and 
doesn't reinforce the positive. 

Implementation of 
Permanent Team 
Leads in ER 

Yes As of November 23, 2018 we have implemented 9 new 
permanent Team Leads in the ER. This will help to 
provide leadership and role modeling. The 9 Team leads 
have many years of experience and will be helpful to roll 



 

 

out initiatives, support staff development and work with 
the rest of the organization to provide safe patient care. 

Application for 
volunteer services to 
the ER waiting room 

Yes Working with the Director of Volunteer services at BGH, 
the recruitment of volunteers to work in the ER waiting 
room is under way. The application is in place. Planned 
roll out for April 2019. 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

2 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; 
April - June 2017(Q1 FY 
2017/18); CIHI CPES) 

619 50.00 52.50 44.60 Since we did not meet our 
target for 2018/19, we are 
continuing our work on 
this indicator in 2019/20. 
Change ideas have been 
adjusted to support a 
stabilized Hospitalist 
program, and we are 
piloting a new discharge 
model that includes the 
charge nurse. Please see 
our work plan for a 
complete description of 
these change ideas and 
how we expect them to 
impact patient 
satisfaction. 

Change Ideas from Last Years 
QIP (QIP 2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with 

this indicator? What were your key 
learnings? Did the change ideas make an 
impact? What advice would you give to 

others? 

Utilize online resources available 
to all users of our network, such 
as Up to Date or Elsevier, to 
provide written information to 
patients about their condition. 

No Due to some Hospitalist staffing disruptions 
and resulting workload, it was not possible 
for the team to provide written information to 
patients about their condition. 

 

 

 

 

 

 

 

 



 

 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

3 Number of workplace 
violence incidents 
reported by hospital 
workers (as by defined 
by OHSA) within a 12 
month period. 
( Count; Worker; 
January - December 
2017; Local data 
collection) 

619 CB CB 42.00 Despite some staffing 
challenges, we made 
good progress with tools 
to help keep our staff, 
patients, and families safe 
while they are at our 
hospital. We will continue 
to work on change ideas 
for further reporting 
awareness, Code White 
training, and risk 
mitigation for the 2019/20 
QIP. 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Promote the reporting of 
incidents of workplace 
violence, to ensure 
accurate 

No Due to some staffing changes throughout 2019/20, 
this change idea was not implemented. 

Revise our Workplace 
Violence Risk 
Assessment Tool. 

Yes With the new tool, we expect to see better and earlier 
identification of situations that may give rise to 
workplace violence, which we hope will both reduce 
incidents and lessen severity when they do occur. 

Monthly departmental 
education on Code 
White response plan. 

No Due to some staffing changes throughout 2019/20, 
this change idea was not implemented. 

Promote the completion 
of debriefs immediately 
following any incident of 
workplace violence. 

No Due to some staffing changes throughout 2019/20, 
this change idea was not implemented. 

Develop “Notice of No 
Trespass” policy. 

Yes This policy will allow us to place restrictions on 
individuals who present a high risk of being violent 
while on hospital grounds. When the individual must 
be on the premises, due to an emergency or booked 
appointment, this policy also ensures a safety plan is 
put into place during their visit. 

  



 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

4 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. 
( %; Discharged patients ; 
most recent 3 month 
period; Hospital collected 
data) 

619 55.00 60.00 64.40 We were pleased with 
our Acute Inpatient team 
for exceeding this year's 
target of 60%. We know 
there is room for further 
improvement, so are 
continuing with this 
indicator in 2019/20 with 
a target to achieve 
approximately 6% 
improvement. 

Change Ideas from Last 
Years QIP (QIP 2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with 

this indicator? What were your key 
learnings? Did the change ideas make an 
impact? What advice would you give to 

others? 

Implement Chart Completion 
Policy. 

No The policy that was initially drafted was 
ultimately felt to be punitive in nature, rather 
than empowering, so was not put into force. 

Implement Active Problem 
Sheets to capture the patient 
condition at the time of 
admission, and to update the 
team on active problems 
throughout the admission. 

No Originally when we proposed implementing 
Active Problem Sheets, it was to support the 
physicians in the transition to eliminate the face 
sheet. However, the transition to discharge 
summaries went smoothly and the physicians 
felt that an Active Problem Sheet was 
unnecessary. 

Finalize the elimination of the 
Face Sheet that is currently 
used by some services in 
place of a discharge summary 
for admissions that are 3 days 
or less. 

Yes The transition to discharge summaries for all 
admissions, rather than a less-informative face 
sheet for shorter admissions, was completed 
without complications. 

 

 

 

 

 

 

 

 

 

 



 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

5 Rate of psychiatric 
(mental health and 
addiction) discharges that 
are followed within 30 
days by another mental 
health and addiction 
admission 
( Rate per 100 
discharges; Discharged 
patients with mental 
health & addiction; 
January - December 
2016; CIHI DAD,CIHI 
OHMRS,MOHTLC 
RPDB) 

619 12.04 11.00 13.80 The result of 13.8 is from 
January - December 
2017, as pre-populated by 
Health Quality Ontario. In 
order to access more 
timely results, BGH 
tracked the readmission 
rate back to our own 
facility. For April - 
December, 2018, the 
most complete quarterly 
data for 2018/19 available 
a this time, our result was 
12.4%. We had assigned 
a target of 12.5% to this 
internally available data, 
and therefore this target 
was met for the 2018/19 
QIP year. In order to 
focus on other priority 
indicators in our 2019/20 
QIP, we will retire this 
indicator from our QIP at 
this time. 

Change Ideas from Last 
Years QIP (QIP 2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Develop a Discharge 
Policy. 

Yes The Discharge Policy was developed and 
implemented as planned. The policy incorporates the 
five key pieces of information identified within 
Evidence-Informed Best Practices (Quality 
Compass). Impact and effectiveness will be 
evaluated by surveying aftercare providers within 
Q1, 2019/20. 

Create process for 
ensuring primary care 
providers receive the 
discharge medication 
reconciliation. 

Yes This is embedded within pre-discharge planning 
process: the ward clerk faxes the medication 
reconciliation to the primary care provider. Impact 
and effectiveness will be evaluated by surveying 
aftercare providers within Q1, 2019/20. 

Reinstate weekly case 
review with community 

Yes Weekly case review conferences with community 
partners focusing on successful community 



 

 

partners to better 
coordinate discharge. 

reintegration have been reinstated. Impact and 
effectiveness will be evaluated by surveying 
aftercare providers within Q1, 2019/20. 

 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

6 Risk-adjusted 30-day 
all-cause readmission 
rate for patients with 
COPD (QBP cohort) 
( Rate; COPD QBP 
Cohort; January - 
December 2016; CIHI 
DAD) 

619 17.41 16.50 18.50 Our result of 18.5% is the 
"current result" as per 
HQO's timeframe of Jan - 
Dec 2017.  Due to the time 
lag in receiving the final data 
from Canadian Institute for 
Health Information (CIHI), 
we made the decision to 
monitor our results based on 
our internal readmission rate 
data for 2018/19.  Our April - 
December 2018 results for 
readmissions back to BGH 
for patients with COPD was 
13.3%.  Our target for this 
internal data was to attain 
less than 13.5% (down from 
14.4% for the previous 
year).  Therefore, we met 
our target for this indicator. 

Change Ideas from Last 
Years QIP (QIP 2018/19) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with 

this indicator? What were your key 
learnings? Did the change ideas make an 
impact? What advice would you give to 

others? 

Standardize and implement 
best practices in COPD care 
and treatment using pre-
printed order set. 

Yes This change was implemented in Winter 
2017/2018. Changing the hospital model to 
include the Admissionist as well as the 
introduction of CPOE has increased the 
physician uptake of the CPOD order set. We are 
seeing positive impact on admission rates with 
the use of the Best Practice Order set. Advice 
for others wanting to implement a similar change 
would be to ensure all order sets are available 
electronically as implementing online ordering 
stream lines the process away from multi paged 
order sets. 

Through Health Links, Yes Health Links has a nurse navigator in hospital 



 

 

implement an RN coordinator 
that will initiate and update 
Coordinated Care Plans 
(CCPs). Patients with COPD 
will be a priority for this 
resource. 

that updates the coordinated care plans for 
complex patients that receive care from the 
Upper Canada Family Health team as well as 
Dr. Torres and Dr. Naug’s offices. Unfortunately, 
this group does not capture the COPD patients 
not followed by these physician teams. 

 

 


