Accreditation Report
Prepared for:
Saskatoon Health Region
Saskatoon, SK
On-site Survey Dates:
November 21, 2010 - November 26, 2010

February 3, 2011

Accredited by ISQua

Accreditation Report

About this Report
The results of this accreditation survey are documented in the attached report, which was prepared by
Accreditation Canada at the request of Saskatoon Health Region.
This report is based on information obtained from the organization. Accreditation Canada relies on the accuracy
of this information to conduct the survey and to prepare the report. The contents of this report is subject to
review by Accreditation Canada. Any alteration of this report would compromise the integrity of the accreditation
process and is strictly prohibited.

Confidentiality
This Report is confidential and is provided by Accreditation Canada to Saskatoon Health Region only.
Accreditation Canada does not release the Report to any other parties.
In the interests of transparency, Accreditation Canada encourages the dissemination of the information in this
Report to staff, board members, clients, the community, and other stakeholders.

© Accreditation Canada, 2011

QMENTUM PROGRAM

Table of Contents

About the Accreditation Report.................................................................................................................
ii

Accreditation Summary...........................................................................................................................
1

Surveyor’s Commentary..........................................................................................................................
3

Organization's Commentary......................................................................................................................
5

Leading Practices..................................................................................................................................
6

Overview by Quality Dimension.................................................................................................................
8

Overview by Standard Section...................................................................................................................
9

Overview by Required Organizational Practices (ROPs).....................................................................................
10

Detailed Accreditation Results..................................................................................................................
13

Performance Measure Results...................................................................................................................
90

Instrument Results.............................................................................................................................
90

Indicator Results...............................................................................................................................
101

Next Steps..........................................................................................................................................
116

Appendix A – Accreditation Decision Guidelines..............................................................................................
117

Table of Contents

i

Accreditation Report

About the Accreditation Report
The accreditation report describes the findings of the organization's accreditation survey. It is Accreditation
Canada's intention that the comments and identified areas for improvement in this report will support the
organization to continue to improve quality of care and services it provides to its clients and community.

Legend
A number of symbols are used throughout the report. Please refer to the legend below for a description
of these symbols.
Items marked with a GREEN flag reflect areas that have not been flagged for
improvements. Evidence of action taken is not required for these areas.
Items marked with a YELLOW flag indicate areas where some improvement is required. The
team is required to submit evidence of action taken for each item with a yellow flag.
Items marked with a RED flag indicate areas where substantial improvement is required.
The team is required to submit evidence of action taken for each item with a red flag.



Leading Practices are noteworthy practices carried out by the organization and tied to the
standards. Whereas strengths are recognized for what they contribute to the organization,
leading practices are notable for what they could contribute to the field.
Items marked with an arrow indicate a high risk criterion.
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Accreditation Summary
Saskatoon Health Region
This section of the report provides a summary of the survey visit and the status of the accreditation decision.

On-site survey dates

November 21 to 26, 2010

Report Issue Date:

February 3, 2011

Accreditation Decision

Accreditation with Condition (Report)

Locations
The following locations were visited during this survey visit:
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23

Borden Primary Health Centre
Brief/Social Detox Unit
Calder Centre
Central Haven Special Care Home
Delisle Primary Health Centre
EMS - SHR Owned
Goodwill Manor (Duck Lake and District Nursing Home)
Humboldt District Hospital
Idylwyld Centre
Irene & Leslie Dubé Centre
Kinsmen Children's Centre/ABCDP
Lanigan Hospital
McKerracher Centre (Mental Health)
Mennonite Nursing Home (Rosthern)
NAW Building
Nokomis Health Centre
Our Neighbourhood Health Centre
Parkridge Centre
Pleasant View Care Home
Public Health South East
Quill Plains Centennial Lodge/Watson Health Centre
Rosthern Union Hospital
Royal University Hospital

Accreditation Summary
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24
25
26
27
28
29
30
31
32

Saskatoon City Hospital
Saskatoon Convalescent Home
St. Joseph's Home
St. Mary's Villa (Humboldt)
St. Paul's Hospital
Sturdy Stone
The Health Bus (Mobile Primary Health Team)
Watrous Hospital
Westwinds Primary Health Centre

Service areas
The following service areas were visited during this survey visit:
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18

2

Addictions/Gambling
Ambulatory Care
Cancer Care
Community Health Services
Emergency Department
Emergency Medical Services
Home Care
Hospice/Palliative Care
Intensive Care Unit/Critical Care
Long Term Care
Maternal/Perinatal
Medicine
Mental Health
Operating Room
Public Health
Rehabilitation
Sterilization and Reprocessing of Medical Equipment
Surgical Care
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Surveyor’s Commentary
The following global comments regarding the survey visit are provided:
The organization, Saskatoon Health Region is congratulated for its commitment to the accreditation
process. All staff including medical staff, have been most accommodating during the surveyor team
visit. All have openly shared information, successes and challenges and have demonstrated a
commitment to excellence despite the many changes and challenges that have occurred in the recent
past.
Numerous strengths have been observed across the region. Examples are the: Releasing Time to Care,
which is a proprietary quality improvement process, and the application of LEAN processes implemented
in numerous areas, with an aim to increase staff time at the bedside. It will be important to monitor the
progress of this work and ensure that sustainability plans are also designed and implemented. It will also
be important to consider all associated impacts on other areas of the system as this work evolves.
Another strength noted is the excellent links to academic institutions. The accommodation of many
students and commitment to teaching was evident in all team contacts and an atmosphere of learning is
evident.
The relationships established with affiliate organizations are commendable. The relationship between
the long term care (LTC) sites and the region has developed and mutual benefits have been realized.
The Saskatoon Health Region (SHR) has confirmed the need for partnerships to 'improve the health of
the community'. This is one of the key strategic priority areas for the organization. Extensive community
engagement processes have been undertaken in the development of the: Aboriginal Health Strategy
2010-2015, and the: Saskatoon Health Region's Rural Health Strategy 2010. Both of these reports identify
a series of recommendations. It will be important to begin implementation of these next steps as soon
as possible. The community partners interviewed confirmed that the content of these reports needs to
be respected.
The SHR staff, medical staff and volunteers are a key strength of this organization. Throughout the
organization are pockets of innovation. For example, the Public Health Observatory produced an
excellent Health Status Report in 2008. Health equity issues are highlighted in the report and the
continuation of the Health Care Equity Audit has provided evidence to inform many activities. Many
innovative strategies are underway, with a special note of community health services. The organization's
commitment to a population health approach, including chronic disease prevention and management is
commendable.
Also of note is the region's commitment to staff safety. Examples include the excellent working alone
strategies, the staff buddy system in community care, and the support to staff when they leave sites in
high risk areas.
As noted, many changes have recently occurred including budget reductions and service realignment.
There remains a need to continue to monitor and evaluate the impact of clinical services planning and
implementation to date. This monitoring and evaluation needs to include a review of bed utilization,
patient flow, risk management and resource allocation across the system of care. As ongoing service
demand stresses are experienced, it is increasingly important to address clinical service delivery across
the province and in collaboration within and across health regions. Delay of repatriation of patients was
noted to be an issue in several areas.
There is a need to ensure that ongoing communication takes place at all levels of the organization. This
is critical across the region and of particular concern is the need to enhance meaningful physician
engagement. As changes occur, it is also important for the board and senior leadership
to beCommentary
united in
Surveyor’s
support of a culture of caring and inclusion. An excellent video was produced in 2008, which portrayed
the desired culture and the values of the organization at that time. Communication strategies need to
ensure that these values are encouraged, supported and reinforced. This may be helpful in enabling all
levels of the organization to not only support change but also to embrace change.
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There is a need to ensure that ongoing communication takes place at all levels of the organization. This
is critical across the region and of particular concern is the need to enhance meaningful physician
engagement. As changes occur, it is also important for the board and senior leadership to be united in
support of a culture of caring and inclusion. An excellent video was produced in 2008, which portrayed
the desired culture and the values of the organization at that time. Communication strategies need to
ensure that these values are encouraged, supported and reinforced. This may be helpful in enabling all
levels of the organization to not only support change but also to embrace change.
Change can be expected to be an ongoing and dynamic occurrence in health care. While change is
essential, it is also important to balance the number of initiatives underway at any given time. The
effective management of information technology and information management across the continuum,
including the use of telehealth can be an enabling tool if planned in a coordinated and strategic manner
and in collaboration with provincial and federal initiatives. This coupled with cohesive governance and
leadership, meaningful staff and community engagement, and effective communication strategies will
assist the Saskatoon Health Region in realizing its vision.
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Organization's Commentary
The organization has no comment at this time.

Organization's Commentary

5

Accreditation Report

Leading Practices
Recognizing innovation and creativity in Canadian health care delivery
Leading practices are commendable or exemplary organizational practices that demonstrate high quality
leadership and service delivery. Accreditation Canada considers these practices worthy of recognition as
organizations strive for excellence in their specific field, or commendable for what they contribute to health care
as a whole. They may have been identified as a leading practice in a particular geographic region, or for a
particular service delivery area or health issue.
Leading Practices
• are creative and innovative
• demonstrate efficiency in practice
• are linked to Accreditation Canada standards
• are adaptable by other organizations

Saskatoon Health Region is commended for the following:
Creative Expressions of Loss and Healing: Bereavement Support
Throughout history, the expressive arts have been used in connection with bereavement, loss and
healing. The Creative Expressions of Loss and Healing support group offered by the Palliative Services
program at the Saskatoon Health Region has demonstrated that group participants are helped to
navigate through grief and loss by using music making (singing, improvisation, drumming), art (painting,
collage, mandalas), writing (journaling, letter writing, poetry) and storytelling to facilitate the process
of connecting with self and externalizing the internal experience. (Hospice, Palliative, and End-of-Life
Services)
Addiction and Mental Health Information System (AMIS)
The Addiction and Mental Health Information System (AMIS) is an integrated client registration system
and clinical information tool for Saskatoon Health Region (SHR) Mental Health and Addiction Services
(MHAS). It is used to collect, process, analyze and then use the information on the population it services
to improve the efficiency, effectiveness and the overall quality of care to clients and their families.
It supports the MHAS vision of working collaboratively with clients and service providers to provide
timely, appropriate and coordinated mental health and addiction services. AMIS facilitates the timely
access of pertinent information by services providers, supports continuous quality improvement
activities within MHAS, and enables regional and provincial reporting on service utilization information.
It clearly contributes to the organizational alignment as a fully integrated mental health and substance
abuse data system that allows all segments of MHAS to interact seamlessly. (Substance Abuse and
Problem Gambling Services)
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Primary Health Bus
The Primary Health Bus operates in areas of Saskatoon where the population often experiences
geographic, social, economic and cultural barriers. The goal is to provide high-quality care to
low-acuity clients. The intent is to bring services directly to under-served populations, reach those who
may not receive care, and provide an alternative for those seeking care for minor conditions at hospital
emergency rooms.
Reaching out to targeted populations such as aboriginal, newcomers, children, elderly, and transient
populations has been our focus. Our statistical summary clearly shows that this objective is being met.
Our targeted populations break-down indicates the following percentiles for 2848 visitations (excluding
immunization visits): Aboriginal 48%, Newcomers 9%, Children under 16 years 25% and elderly (65 years
and over) 7% of total visits.
During the H1N1 Pandemic of 2009, the Health Bus was utilized as a venue for the administration of
H1N1 inoculations in the core neighbourhoods. (Community Health Services)
Medication Reconciliation Implementation in Saskatoon Home Care
Nursing staff were ecstatic that documentation was decreased and physician orders are no longer
transcribed. Physicians, community pharmacists and Home Care nurses are all viewing the same
information regarding a client's medications. Physicians are now receiving an updated medication list
when a client is discharged from hospital. This is advantageous as previously this information was
fragmented. (Home Care Services)

Leading Practices
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Overview by Quality Dimension
The following table provides an overview of the organization’s results by quality dimension. The first column lists
the quality dimensions used. The second, third and fourth columns indicate the number of criteria rated as met,
unmet or not applicable. The final column lists the total number of criteria for each quality dimension.
Quality Dimension

Met

Unmet

N/A

Population Focus (Working with communities to anticipate
and meet needs)

178

2

1

181

Accessibility (Providing timely and equitable services)

160

5

0

165

Safety (Keeping people safe)

575

49

8

632

Worklife (Supporting wellness in the work environment)

217

9

2

228

Client-centred Services (Putting clients and families first)

283

5

1

289

Continuity of Services (Experiencing coordinated and
seamless services)

99

4

0

103

Effectiveness (Doing the right thing to achieve the best
possible results)

846

49

19

914

Efficiency (Making the best use of resources)

86

4

0

90

2444

127

31

2602

Total
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Overview by Standard Section
The following table provides an overview of the organization by standard section. The first column lists the
standard section used. The second, third and fourth columns indicate the number of criteria rated as met, unmet
or not applicable. The final column lists the total number of criteria for that standard section.
Standard Section

Met

Unmet

N/A

Sustainable Governance

90

0

1

91

Effective Organization

100

5

0

105

Infection Prevention and Control

100

0

3

103

Populations with Chronic Conditions

64

2

3

69

Mental Health Populations

68

1

0

69

Public Health Services

115

0

0

115

Ambulatory Care Services

105

10

5

120

Cancer Care and Oncology Services

102

8

0

110

Community Health Services

68

0

0

68

Critical Care

104

3

2

109

Emergency Department

98

9

0

107

Emergency Medical Services

155

5

0

160

Home Care Services

87

5

3

95

Hospice, Palliative, and End-of-Life Services

119

14

1

134

Long Term Care Services

114

7

0

121

Managing Medications

110

21

4

135

Maternal/Child Populations

45

1

4

50

Medicine Services

100

3

1

104

Mental Health Services

106

5

0

111

Obstetrics/Perinatal Care Services

106

12

1

119

Operating Rooms

99

2

0

101

Rehabilitation Services

99

4

0

103

Reprocessing and Sterilization of Reusable Medical Devices

94

2

3

99

Substance Abuse and Problem Gambling Services

100

3

0

103

Surgical Care Services

96

5

0

101

2444

127

31

2602

Total

Overview by Quality Dimension

Total
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Overview by Required Organizational Practices (ROPs)
Based on the accreditation review, the table highlights each ROP that requires attention and its location in the
standards.
Criteria
Effective Organization 6.6
Mental Health Populations 7.4
Ambulatory Care Services 8.3

Ambulatory Care Services 12.2

Cancer Care and Oncology Services 11.3

Cancer Care and Oncology Services 11.4
Critical Care 12.5

Emergency Department 11.5

Home Care Services 8.8
Hospice, Palliative, and End-of-Life Services
7.9
Hospice, Palliative, and End-of-Life Services
12.2

Hospice, Palliative, and End-of-Life Services
16.2
Hospice, Palliative, and End-of-Life Services
16.4

10

Required Organizational Practices
The organization reconciles clients’ medications at admission and
discharge, transfer, or end of service.
The interdisciplinary team transfers information effectively among
service providers at transition points.
The team reconciles the client’s medications with the involvement of
the client, family or caregiver at each visit if medications have been
discontinued, altered or changed.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team transfers information effectively among providers at
transition points.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team reconciles medications with the client at referral or transfer
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The organization implements and evaluates a falls prevention strategy
to minimize the impact of client falls.
The team reconciles the client’s medications upon admission to the
organization, with the involvement of the client, family or caregiver.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team implements and evaluates a fall prevention strategy to
minimize the impact of client falls.
The team informs and educates its clients and families in writing and
verbally about the client and family’s role in promoting safety.

Overview by Required Organizational Practices (ROPs)
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Criteria
Long Term Care Services 7.4
Long Term Care Services 12.3

Long Term Care Services 16.4
Managing Medications 7.2

Managing Medications 10.2

Medicine Services 11.3

Mental Health Services 11.3

Obstetrics/Perinatal Care Services 11.3

Obstetrics/Perinatal Care Services 11.4
Rehabilitation Services 7.4
Rehabilitation Services 11.3

Rehabilitation Services 15.4
Substance Abuse and Problem Gambling
Services 11.3

Surgical Care Services 7.12

Required Organizational Practices
The team reconciles the client’s medications upon admission to the
organization, with the involvement of the client, family or caregiver.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medication to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team informs and educates its clients and families in writing and
verbally about the client and family’s role in promoting safety.
The organization removes concentrated electrolytes (including, but not
limited to, potassium chloride, potassium phosphate, sodium chloride
>0.9%) from client service areas.
The organization has identified and implemented a list of
abbreviations, symbols, and dose designations that are not to be used
in the organization.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team transfers information effectively among providers at
transition points.
The team reconciles the client’s medications upon admission to the
organization, with the involvement of the client, family or caregiver.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team informs and educates its clients and families in writing and
verbally about the client's and family’s role in promoting safety.
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.
The team reconciles the client’s medications upon admission to the
organization, with the involvement of the client, family or caregiver.

Overview by Required Organizational Practices (ROPs)
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Criteria
Surgical Care Services 11.4

12

Required Organizational Practices
The team reconciles medications with the client at referral or transfer,
and communicates information about the client’s medications to the
next provider of service at referral or transfer to another setting,
service, service provider, or level of care within or outside the
organization.

Overview by Required Organizational Practices (ROPs)
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Detailed Accreditation Results
System-Wide Processes and Infrastructure
This part of the report speaks to the processes and infrastructure needed to support service delivery. In the
regional context, this part of the report also highlights the consistency of the implementation and coordination of
these processes across the entire system. Some specific areas that are evaluated include: integrated quality
management, planning and service design, resource allocation, and communication across the organization.

Findings
Following the survey, once the organization has the opportunity to address the unresolved criteria and provide
evidence of action taken, the results will be updated to show that they have been addressed.

Planning and Service Design
Developing and implementing the infrastructure, programs and service to meet the needs of the
community and populations served.
Surveyor Comments
The Saskatoon Health Region (SHR) has a clear vision, mission statement, values and promise
statement. These were developed in consultation with numerous stakeholders in 2007 when the
2007-2010 strategic plan was developed. The organization has elected to not revise the current
statements, as many citizens were actively consulted during the 'Patient First' commissioner's
report development. A renewed 2010-2011 strategic plan is in place and was developed after key
stakeholder consultations had occurred. The board also noted that consultations included rural
community input. Four key priority strategic areas have been identified. A defined process for
regional strategic planning is guided by the province's strategic and operational directions (SOD)
for the health sector. Key objectives have been developed for each of the goals and quarterly
progress reports are made. These reports not only note actions but also how each action is
progressing. Also of note is the work that has been accomplished in developing a regional
performance dashboard report. This report identifies key performance indicators for each of the
four strategic priorities and further, aligns each of these with quality dimensions. This is a job
well done!
The organization is committed to collaborate with its community in identifying priorities. The
Rural Health Strategy 2010, as well as the Aboriginal Health Strategy 2010 are excellent examples
of community consultation. There is a need to ensure that the recommendations noted in these
strategies are implemented. For example, although extensive consultation has occurred, during
the community partners' discussion, concern was expressed regarding a: "lack of input from First
Nations and Metis" people. A concrete suggestion noted is the desire to ensure community
collaboration with these partners during the planning of the new children's hospital. The
establishment of an Aboriginal Health Council that will work collaboratively with the Saskatoon
Regional Health Authority, Aboriginal communities and other health stakeholders may be a key
enabling step to begin this work.
The SHR is well on its way in the planning and the development of a project management office.
This will assist in providing a structured approach to not only managing projects but also, for
ensuring that inter dependencies/impacts between the many projects are tracked and managed.
The Community Health Assessment is refreshed on a regular basis and also as new
information/data is available. A full update is completed, as Statistics Canada census data is
made available.

Detailed Accreditation Results
Of particular note is the Public Health Observatory, which is staffed by an interprofessional team
including a medical health officer, epidemiologists, a library technician, data analysts and
others. This unit is focused on four key functions namely; Health Surveillance, Evidence
Gathering, Research and Evaluation and Bringing Knowledge to Action. Numerous examples were
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The Community Health Assessment is refreshed on a regular basis and also as new
information/data is available. A full update is completed, as Statistics Canada census data is
made available.
Of particular note is the Public Health Observatory, which is staffed by an interprofessional team
including a medical health officer, epidemiologists, a library technician, data analysts and
others. This unit is focused on four key functions namely; Health Surveillance, Evidence
Gathering, Research and Evaluation and Bringing Knowledge to Action. Numerous examples were
provided where not only does this unit provide reports and data analysis, but further, via
knowledge exchange has enabled practice and policy change. Excellent examples noted include a
"Health Bus" clinical service that is now in place to reach 'hard to reach' and high needs
community groups, based on health equity information. Another is infection control and medical
staff in a care area being alerted when the specific care area was noted to have statistically
significant higher rates of infection than another jurisdiction. A third example is the report:
Health Disparity in Saskatoon: Analysis to Intervention, which assisted the Saskatoon Regional
Intersectoral Committee in launching the Saskatoon Poverty Reduction Partnership.
Community health assessment information and all other reports are readily shared with many
partners, both internal and external. The 'Community View Collaboration' has been led by the
Public Health Observatory, which has further led to the development of a 'community view'
information system. This will afford the opportunity for all partners and stakeholders be they
internal or external to access community/neighbourhood profile data. This data can inform not
only service planning, but also, community development activities. This information system will
soon be implemented for public view. Again, this is a job well done!
No Unmet Criteria for this Priority Process.

Resource Management
Monitoring, administration, and integration of activities involved with the appropriate allocation
and use of resources.
Surveyor Comments
The board and leadership provided an example where community input informed a change in
resource allocation. Criteria used to guide these decisions are often difficult when budget
reductions are required. The organization is encouraged to continue its comprehensive and
thoughtful approach in managing its resources, while also meeting service demands and
addressing key priorities as outlined in the updated plan. Prior to implementation, the board and
senior management will jointly need to continue to consider the risks inherent in many decisions,
as well as a contingency plan.
Financial reporting is comprehensive and well done. All managers have access to pertinent
financial reports and variance reporting requirements are in place.
There remains a need to continue to monitor and evaluate the impact on and effect of clinical
services planning and implementation to date, which includes a review of bed utilization, patient
flow, risk management and resource allocation across the system of care.
Capital needs also require ongoing attention. Several sites visited require immediate support in
addressing capital issues. These needs include the affiliate organization sites.

14
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No Unmet Criteria for this Priority Process.

Human Capital
Developing the human resource capacity to deliver safe and high quality services to clients.
Surveyor Comments
The organization should continue its efforts at board skill assessment and need, which may assist
in informing the appointment of members.
The organization should explore opportunities to address work life balance, and increased
opportunity for staff to participate in decision making and orientation of newly appointed
managers. A large number of new managers were observed during the survey.
The organization is commended for its substantial efforts at developing management talent and
succession planning in advance of planned retirements.
Concerns were expressed about working alone support for employees in Rosthern.
The organization needs to undertake more regular evaluations of employee performance accross
the organization.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

Priority for
Action

Effective Organization
The organization monitors the quality of its worklife culture
using the Worklife Pulse Tool.

8.8

The organization does not have any unaddressed priority
for action flags based on their most recent Worklife survey
results.

8.8.2

Integrated Quality Management
Continuous, proactive and systematic process to understand, manage and communicate quality
from a system-wide perspective to achieve goals and objectives.
Surveyor Comments
The region has recently established a quality committee of the board. This committee is
encouraged to take a leadership role in fulfilling its responsibilities for overall responsibility of
quality across the region. This committee interacts with the quality and safety committee for
the organization. The quality and safety committee reports to the senior leadership team.
Resources have been allocated and authority has been delegated to collect data.
With the establishment of the board quality committee, performance measures are developed
and monitored to assess the organization's performance and the strategic plan. Various reports
are provided on a regular basis for instance, a summary of adverse events is provided on an
annual basis, critical incidents are summarized on a monthly basis, Safer Healthcare Now on a
quarterly basis, and dashboard information is also provided on a quarterly basis.
The region has developed a quality and safety plan for 2010/11.

Detailed Accreditation Results

Saskatchewan, as a province, has a number of mandatory reporting requirements for regional
authorities, including financial data and critical incident reporting. These mandatory
requirements are spelled out in accountability agreements. As such, both senior management
and the board receive this information on a regular basis.
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The region has developed a quality and safety plan for 2010/11.
Saskatchewan, as a province, has a number of mandatory reporting requirements for regional
authorities, including financial data and critical incident reporting. These mandatory
requirements are spelled out in accountability agreements. As such, both senior management
and the board receive this information on a regular basis.
Near misses and adverse events are reported to senior management and the board.
The board has adopted a number of strategic directions and patient safety has been identified as
a priority.
Again, at the provincial level there is provincial legislation for disclosure and reporting
requirements. The authority has hired two Risk Management Consultants that assist with
reviewing every incident and also assist with disclosure and reporting.
An opportunity for improvement exists with the manner in which contracts are administered. At
this time, this function is decentralized and consideration could be given to centralizing this
function. As well, a more thorough risk management assessment is suggested for all contracts to
ensure compliance with Accreditation Standards and all other legislation.
In the past year, the organization has completed two client safety related prospective analyses.
The first related to allergies in the emergency (ER) department and the second related to the use
of patient controlled analgesia (PCA) pumps.
The organization has instituted Patient Safety Leadership Walkrounds, which is commendable.
The organization has an annual SHR Quality and Safety Summit, which includes a quality awards
and poster fair, which is commendable. As such, recognition is offered for quality improvement
work. As well, the Lean Extravaganza provides a forum for recognition.
One of the strategic priorities for the region is to transform the work experience and ensure a
positive work life culture.
The organization has made investments in an Intranet to assist with dissemination of quality and
improvement activities, and other information. As well, the Intranet has assisted with education
and training of all staff, including orientation.
A major challenge for the organization given its size and the number of sites and employees is
the roll out of the quality plan. Efforts at ensuring compliance with reporting requirements are
supported. As part of the quality plan efforts to improve patient safety, including a clarification
of roles, responsibilities and priorities is encouraged. The evidence provided at this survey
suggests that there are variances on the degree of implementation and awareness of the quality
and safety plan across the region. As well, the board and senior management is encouraged to
ensure that its indicators are meaningful and support the system wide quality and patient safety
agenda.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

Priority for
Action

Effective Organization
The organization reconciles clients’ medications at admission
and discharge, transfer, or end of service.

6.6

Medication reconciliation is implemented in one client
service area at transfer, discharge, or end of service.
The organization has a documented plan to implement
medication reconciliation throughout the organization.
The plan includes locations and timelines for
implementing medication reconciliation throughout the
organization.

6.6.2

The organization monitors its client safety culture by using the
Patient Safety Culture Instrument.

6.8

6.6.3
6.6.4

The organization does not have any unaddressed priority
for action flags based on their most recent Patient Safety
Culture survey results.

6.8.2

Principle Based Care and Decision Making
Identifying and decision making regarding ethical dilemmas and problems.
Surveyor Comments
The values for the organization have not changed significantly for a number of years. When
originally developed, staff were consulted.
The region has a functioning ethics committee. As well, St.Paul's Hospital has its own ethics
committee. There is cross representation between the two committees.
The ethics committee is available for consultation services, which is commendable. On average,
the committee receives two requests a week to assist with clinical consults. The service is
available after hours via an on call system.
The committee also reviews all policies for the organization. Clinical policies such as for do not
resuscitate (DNR) and advance directives are reviewed by the ethics committee. As well, the
committee does review other corporate policies.
To date, the ethics committee has not been utilized for broader corporate issues, such as
resource allocation. As a suggestion, the committee is encouraged to continue to raise
awareness of its mandate. Whereas the ethics committee of St. Paul's has representation from
the board, consideration should be given to see how the authority's ethic's committee can be
better integrated with that of the board.
Resource allocation continues to be an issue for the ethics service. At this time, there is only
one ethicist, used predominantly at the St. Paul's site.

Detailed Accreditation Results

the ethics committee should receive a summary of all research projects approved for
participation by the authority through the university agreement.
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A framework does exist for reviewing the ethical implications of research. All research project
requests received by the authority are reviewed by the university. To assist with communication,
the ethics committee should receive a summary of all research projects approved for
participation by the authority through the university agreement.
No Unmet Criteria for this Priority Process.

Communication
Communication among various layers of the organization, and with external stakeholders.
Surveyor Comments
Minutes of all board and leadership meetings are recorded. In camera sessions are also recorded
as having occurred.
During the community partners' discussion, a basic understanding of the organization's vision and
strategic directions was noted by the group. It was suggested by the community partners
however, that further consideration be given to circulating these documents more broadly,
especially the strategic priority documents, to external stakeholders.
A clear information technology (IT) and management plan requires development. There is a need
to address this given the changes that are underway and the opportunities that present
themselves. Without a clear plan and priorities that are congruent with the organization's
priorities, there is a danger that IT solutions will not support future directions, be these local,
regional or system-wide. The staff are commended however, for their efforts at ensuring this
work is done in collaboration with other health regions, as well as provincial departments.
Discussion with staff revealed that excellent processes are in place to ensure information
security. Of particular note is the attention paid to the need for the ongoing development of
relevant policies and processes, which will ensure protection of personal information as the
technology continues to evolve. Examples include consideration of remote access to health
information and the use of e mail communication with patients.
A communication plan is in place and is aligned with the organization's strategic directions. Given
the many changes occurring across the region and the need to support all staff in managing the
changes, communication is paramount. It is imperative that the plan be implemented as quickly
as possible and then maintained.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Effective Organization
The organization’s leaders select and implement information
management systems that meet the organization’s current
needs, and anticipate future needs.
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The organization’s leaders provide staff and service providers
with access to research-based evidence and best practice
information.

13.4

Physical Environment
Providing appropriate and safe structures and facilities to successfully carry out the mission,
vision, and goals.
Surveyor Comments
The organization is operating a wide variety of buildings of various age and condition. The
facilities and engineering department has a single number to call for the three city hospitals for a
quick response to issues such as spills, hand washing refills, and housekeeping urgencies. There is
an organized preventive maintenance (PM) system and requests are in order of priority, based on
patient and staff safety.
At the primary care centres, maintenance support was excellent and considered part of the
team. However, there are some concerns about delays to repairs and renovations at some sites,
particularly at long term care (LTC) facilities. There are also significant structural deficiencies in
the C, D, and E wings of the Saskatoon City Hospital. The engineers and administrative staff are
aware of this and dealing with the serious problem. An engineer assured the Accreditation
Canada surveyor that all safety concerns have been temporarily addressed, while these major
repairs are being carried out. Several incidences of cracked wall tiles and flooring were noted,
particularly in reprocessing (SPD) areas at the Royal University Hospital (RUH) site.
It was observed that in renovation projects, air quality is constantly monitored to assure staff
and patient safety. Surveyors noted the facilities were generally clean, although storage is an
issue everywhere, which creates clutter that is difficult for housekeeping staff to work around.
The kitchen at RUH was clean and well organized. The kitchen staff were involved during the
survey in an education review around understanding of facility codes, hand hygiene and other
occupational health and safety (OHS) practices.
Bio medical engineering has a process to assess new equipment and a regular PM schedule, and
their record keeping is very good.
Linen shortages are a chronic problem at St. Paul's Hospital (SPH) site.
There has been concerted effort made to assure staff safety. Fire drills are regularly conducted.
The safety services department at SPH has recently acquired a late model, used police car for
use as their “safety vehicle”. It is used by security personnel as a patrol vehicle, and to
transport staff up to six blocks to their cars after hours.
Security services has installed sixty cameras to monitor activities in and around SPH's site, and
say more are required for adequate surveillance. There are some surveillance cameras at
Saskatoon City Hospital (SCH) site, but in the opinion of Safety services, there are not enough to
adequately monitor the entire facility.

Detailed Accreditation Results
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Priority for
Action

Emergency Medical Services
The team’s vehicle operators participate in regular training on
how to drive and operate EMS vehicles.

10.2

Emergency Preparedness
Dealing with emergencies and other aspects of public safety.
Surveyor Comments
The region has developed a comprehensive plan to address the risk of disasters and emergencies.
The organization is commended for its efforts to date. There is evidence of alignment between
the organization's disaster and emergency plan with those of partner organizations at the local,
regional and provincial levels. The plan clearly identifies who is responsible during regular hours
and after hours. The plan addresses back up systems, communications processes and emergency
response systems.
To date, considerable efforts have been made to educate staff, service providers and clients,
families about fire safety and the prevention of fire. Of note is that all information is on line and
available via the Intranet. Furthermore, all new staff, as part of their orientation are required to
complete an on line test before commencing employment, which is noteworthy. Consideration
should be given to auditing the degree to which staff take advantage of this resource.
The region does have a mechanism for verifying that externally used space in a public building
complies with safety precautions.
The organization regularly tests the organization's disaster and emergency plans, with drills and
exercises. It is suggested that the organization provide further clarification by defining the
regular testing of these plans.
A communication command centre has been built at the Saskatoon City Hospital site.
A comprehensive on call system for appropriate personnel is in place.
A very good debriefing process is in place, post exercise.
SHR has policies and procedures in place to meet federal and provincial guidelines to identify and
respond to outbreaks and pandemics. In 2009, the region did have a pandemic outbreak and all
plans were tested at that time. Good relationships exist with public health. As well, there are
good mechanisms to communicate with external agencies including university, and school boards.
During the outbreak, updates, time lines and other information was released on regular basis. All
policies and procedures are on line and available across the organization. There is good evidence
of partnerships with appropriate external stakeholders such as the City of Saskatoon.
Overall, the organization is commended for establishing a structure, which is four councils to
deal with emergency preparedness. These councils namely: acute, community, rural, and long
term care are responsible for planning. The second success has been the use of the Intranet and
in particular, e-learning opportunities for all staff.
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Challenges for emergency preparedness include closing the gaps. While there is good compliance
with testing of plans, there are still gaps, and more specifically, the organization is encouraged
to ensure that there is one hundred per cent compliance of testing in particular, in the direct
patient care areas. Another challenge, as mentioned previously, is for the organization to
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Challenges for emergency preparedness include closing the gaps. While there is good compliance
with testing of plans, there are still gaps, and more specifically, the organization is encouraged
to ensure that there is one hundred per cent compliance of testing in particular, in the direct
patient care areas. Another challenge, as mentioned previously, is for the organization to
further define the regular testing of plans. E-learning has been made available, and the
organization is encouraged to audit overall compliance with hospital staff, and physicians to
determine the actual number of those having used this module for education purposes.
Emergency medical services (EMS) is provided to the authority via a number of contracts. The
EMS is actively engaged with disaster planning, responses and exercises.
No Unmet Criteria for this Priority Process.

Patient Flow
Smooth and timely movement of clients and their families through appropriate service and care
settings.
Surveyor Comments
Access to services is clear for patients. The Intranet provides detailed information. As well,
there are other mechanisms in place to keep patients informed on how to access services,
including their clinical records.
Similar to most regional authorities in an urban centre, overcrowding and surges occur, and this
is primarily occurring in the City of Saskatoon. Admitted patients are held in the ER department
at both St. Paul's and RUH sites. The SCH site closes its emergency at 21:00 hours daily, and any
admitted patients are transferred accordingly. The organization has a mechanism in place to
manage overcrowding in the ER department. Protocols have been established to assist with the
movement of clients elsewhere in the organization.
A system is in place for timely initial assessments of patients.
Not withstanding the organisation's initiatives to date, there remain significant challenges with
patient flow. The hospitals in Saskatoon are in a constant over capacity situation and as is the
case for like organizations across the country, this does pose risks for clients, and for staff and
physicians trying to provide care. The authority is encouraged to develop and proceed to
implement strategies that will assist with this high occupancy. Some suggestions are as follows:
At this time, all client tracking is performed manually. Not only is this labour intensive, it does
not lend itself to proper communication of the challenges. The team is moving towards an
automated system and this is encouraged and supported. Delays in implementing an automated
system will continue to contribute to inefficiencies.
It appears an opportunity exists for enhanced relationships with home care services. Earlier
intervention, enhancement of services and a more seamless model with the hospital sector could
assist with the over census challenge.
Numerous opportunities exist for an expanded role for physicians as it relates to patient flow. An
expanded role will assist with bed utilization, overall engagement, and provide a sense of
ownership amongst the physician population of the census challenge and possible solutions.

Detailed Accreditation Results
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Priority for
Action

Operating Rooms
The operating room team contacts clients or follow-up service
providers to help evaluate the effectiveness of the procedure
and the post-surgical transition, and makes improvements to its
services as appropriate.

11.5

Medical Devices and Equipment
Machinery and technologies designed to aid in the diagnosis and treatment of healthcare
problems.
Surveyor Comments
The sterile processing (CSR) departments at the RUH, SCH, and SPH sites use the Extech Monitor
System to monitor and record relative humidity and temperature. Staff members that work in the
CSRs at RUH, SCH, and SPH sites are certified sterile processing technicians prior to being hired.
In addition, they undergo regular competency testing during their employment.
In terms of numbers, there is a lean management structure in the CSR's at RUH, SCH, and SPH
sites, which functions effectively despite the paucity of supervisory personnel.
All three CSR sites use heavy plastic transport trays to transport heavy items, thus maintaining
packaging integrity.
All three CSR sites use tap proportioner valves to assure the correct water/soap ratio when they
pre wash devices in the sink.
Concerns were identified as follows:
The dryer cabinets in the CSR department at the RUH site are aging to the point where they are
in poor repair and the organization should consider replacing them when funds become available.
The two washers in the CSR department at the RUH sites are aging to the point where they are in
poor repair and some replacement parts are no longer available. The organization should
consider replacing these units when funds become available.
The Accreditation Canada surveyor noticed an odour in the room at Saskatoon City Hospital site
where endoscopes are reprocessed. It is possible that this is coming from the gluteraldhyde based
disinfectant (Glutacide) that is used in that room. As this is a volatile and toxic chemical, it may
be prudent for the organization to make sure there are a correct number of air exchanges, in
accordance with the manufacturer's recommendations (see MSDS for Glutacide).
The stores department and the CSR department are separated by a doorway that has thick,
plastic strips that hang vertically. They are in disrepair and constitute a substandard barrier
between the two departments. A more efficient barrier would be provided by the use of a sliding
door, similar to the one in the Ethylene Oxide area of the CSR department.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Priority for
Action

Reprocessing and Sterilization of Reusable Medical Devices
The team works with others in the organization to properly clean
the sterilization unit or area.

3.7

The organization has a documented preventive maintenance and
cleaning program for its decontamination and sterilization
equipment.

7.2

Horizontal Integration of Care
Findings
Following the survey, once the organization has the opportunity to address the unresolved criteria and provide
evidence of action taken, the results will be updated to show that they have been addressed.

Chronic Disease Management
Integration of services to meet the needs of populations across the continuum of care.
Surveyor Comments
Note: The new LiveWell Diabetes Aim 4 Health Program, implemented in 2009 is an extremely
commendable initiative. Once it has been fully evaluated and sustained, it has the potential to
be a leading practice.
Organizational support is evident for Addiction and Mental Health services for example, capital
funding; resources across the continuum; funding for professional development for staff
education and supervision in the development of minimum competencies for staff to be
“concurrent capable”. The Addiction and Mental Health Information System (AMIS) registration
system is noteworthy .The team is highly commended for the development of this tool and
process and are highly encouraged to introduce formal evaluation/research to assess validity and
reliability with the use of this tool; as it is now being considered as an effective intake
procedure/process province-wide.
Excellent partnerships have been established with Acute + Primary care (e.g., postpartum
depression education & support group; obesity weight loss group; tobacco cessation; CARG - with
Chronic Disease Management as demonstrated at the Field House). Several key partnerships also
exist with housing services, and accountability processes are in place with review of quality and
safety. In the case of CARG, an exceptional collaboration exists - this organization assists with
advocacy and fund-raising and works to improve access. Peer support is provided via CARG with
their members visiting new cardiac patients in acute care.
Excellent interdisciplinary team focus and communication processes are evident in all service
areas - Nurses, NPs, Pharmacists, Dieticians, Kinesiologists, Social Workers and other Allied
Health Members work closely. Staff have clear roles and well defined responsibilities. Excellent
staff feedback re team functioning in all service areas. Clear reporting
and
accountability Results
Detailed
Accreditation
relationships are evident across the continuum of care.
Good coordination of service for clients within program area with the exception of transition and
consistent follow-up between inpatient acute care and community services in some aspects of
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Excellent interdisciplinary team focus and communication processes are evident in all service
areas - Nurses, NPs, Pharmacists, Dieticians, Kinesiologists, Social Workers and other Allied
Health Members work closely. Staff have clear roles and well defined responsibilities. Excellent
staff feedback re team functioning in all service areas. Clear reporting and accountability
relationships are evident across the continuum of care.
Good coordination of service for clients within program area with the exception of transition and
consistent follow-up between inpatient acute care and community services in some aspects of
Mental Health. Transfer of information at transition points could be improved within Mental
Health. In Cardiac Rehab/Live Well programs, some initial planning has taken place re
development of toolkit that could be used by practitioners in rural communities. Client and
family feedback is very positive in being provided with clear information to make informed
decisions and choices in care. Excellent support for families with options for family education;
support groups and counselling, as required.
Good access to staff and service providers with education and training; Addiction and Mental
Health as a program have focused on three priority areas and have developed a plan, focusing on
organizational priorities such as CPR, general mandated priorities; secondly, Addiction and
Mental Health specific priorities, such as Suicide Assessment and Risk Management; in addition to
program/specialty area priorities (addiction evidence based guidelines, etc.)
Good support for student practicums. Across the portfolio students and volunteers are well
integrated into the program.
Process for selected evidence-based guidelines is standardized across the program (e.g., the
team is developing a core competency program on Addiction content for Mental Health staff; and
alternatively on Mental Health content for Addiction staff).
Commitment to quality improvement with improvements and focus on evaluation. Good
collection of utilization indicators with the goal to focus on outcome measurement
collection/reporting across service areas.
There are 2 hemodialysis units at the SPH. The hospital site has an average of 110 clients and the
community site has an average of 96 clients. The staffing ratio at the hospital site is higher as
they accept clients with higher acuity. The staffing consists of Registered Nurses and dialysis
aides. The orientation for new staff is provided four times a year for 6 week blocks. Although
there is no quality structure formally in place, staff are encouraged to initiate improvements and
they actively engage in staff directed activities. The standardization of patient chart formats is
underway. The Registered Nurses provide care in a consistent manner in both sites. An access
nurse position has been added to support the patient dialysis line and proactively decrease
blockages and infection. The units have support from onsite pharmacists, dietician and social
work positions. The dialysis machines are regularly scheduled for preventative maintenance and
water testing is done monthly. The monitoring of incident reports and medication errors is not
done in the units. The community site does monitor one drug regularly. It is recommended that a
formal process be established for incident monitoring to include trend analysis, action plans, and
reporting back to the staff. Patient mobility is assessed on admission to the unit. It is suggested
that the units consider including the fall prevention strategy in their assessment and identifying
risk on the chart. The hospital site unit has been experiencing a number of vacant leadership
positions, particularly nurse clinician, clinical co-ordinators and social worker. The organization
is encouraged to fill these positions as quickly as possible given the complexity of the unit and
the need for continuity of leadership and support. The safety issues surrounding the community
hemodialysis site are a concern for the staff and patients. The organization is acknowledged for
its action to address the issue and encouraged to continue to assess the safety risks at the site.
The hemodialysis unit staff are recognized for their diligence and caring for their patient
population. Patient feedback was positive about their care.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Priority for
Action

Mental Health Populations
The interdisciplinary team transfers information effectively
among service providers at transition points.

The team uses mechanisms for timely transfer of
information at transition points (e.g. transfer forms,
checklists) that result in proper information transfer.
Staff is aware of the organizational mechanisms used to
transfer information.
There is documented evidence that timely transfer of
information occurs.

7.4

7.4.1

7.4.2
7.4.3

Populations with Chronic Conditions
The organization sets measurable and specific goals and
objectives for its services for populations with chronic
conditions.

1.4

Staff and service providers identify, report, record, and monitor
in a timely way sentinel events, near misses, and adverse
events.

14.3

Population Health and Wellness
Promoting and protecting the health of the populations and communities served, through
leadership, partnership, innovation, and action.
Surveyor Comments
Public Health
The Health Promotion Department's commitment to reducing poverty through a partnership
model is evident in work with the aboriginal community.
Another example of a partnership model was noted in the dental program through development
of a Oral Health Community Coalition to provide an advocacy role for targeted populations.
Partnerships with police, fire department, and many other community groups are integrated
across the programs .
The majority of staff in the Oral Health program reported a high degree of job satisfaction.
Evidence to research based practice in Public Health is clearly demonstrated.
Integration of lessons learned during H1N1has resulted in improved processes that have been
integrated ( ie, mass supply management, modification of clinics) post H1N1.
Continuing to strengthen resource materials in the language of new Canadians demonstrates
cultural sensitivity.
When resources are stretched, redistribution of resources happens. In many examples , service is
redistributed to those most in need.
Continue to strengthen resources on the web for the public will also add access for the
population.
Finalizing the performance dashboard will assist with performance management and further
demonstrate alignment with regional strategic plans.
Detailed Accreditation Results
Building Health Equity
Building Health Equity program demonstrates a strong interdisciplinary team approach. The
commitment to a representative workforce continues to strengthen the team. Targeted
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Continuing to strengthen resource materials in the language of new Canadians demonstrates
cultural sensitivity.
When resources are stretched, redistribution of resources happens. In many examples , service is
redistributed to those most in need.
Continue to strengthen resources on the web for the public will also add access for the
population.
Finalizing the performance dashboard will assist with performance management and further
demonstrate alignment with regional strategic plans.
Building Health Equity
Building Health Equity program demonstrates a strong interdisciplinary team approach. The
commitment to a representative workforce continues to strengthen the team. Targeted
approaches and innovative, creative staff are obvious and have dramatically improved access for
vulnerable families. Outcomes such as improved immunization rates are significant to overall
health of this community. Challenges identified with the Building Equity team include continuing
to work within regional frameworks while supporting the innovative ways of working with this
community. Continued efforts to analyze the structure and goals for the Building Health Equity
advisory committee are being sustained. Commitment to a client centred model of care and
demonstration of core values is evident. Staff go "the extra mile". Positive feedback was received
from clients accessing care as well as aboriginal partners. Clients and partners reported feeling
respected and safe accessing services in their home community. Feedback regarding the
Aboriginal Health Strategy included "good plan, no funding".
Sexual Health
Public Health response to rising HIV rates has included moving to point of care testing and using
an innovative social networking approach to case finding. The sexual health team has also been a
leader in partnership building around harm reduction strategies ( ie, Needle Safe Saskatoon) as
well as in social marketing activities like "Are you in the Dark about Syphilis?"
Evidence is incorporated in program plans and design. The team prepares an annual report on
STI's that informs the yearly workplan.
A street health data base also assists in informing strategies for targeting vulnerable populations.
Street Health , through their program and mobile van, provides daytime targeted outreach and
scheduled evening service within the context of a community approach including
immunization,counselling and needle exchange.
Sexual health clinic clients report satisfaction and appreciation for the services offered in a
confidential and non judgemental approach. The team is encouraged to continue to partner with
Primary Health, Mental Health,and addictions on coordination of services to at risk populations.
The region is encouraged to continue the work involving Primary Care, Addictions, Public Health,
Mental Health, Community Health in providing services to at risk populations.
Safe Communities
It was reported that injury prevention work is currently limited. Data from an evaluation
identified that the goals of information transfer and education were not being met and resources
were reallocated in other program areas.
The current pilot of an electronic system, Hedge Hog, is being welcomed by staff and managers.
The system has been built by inspectors for inspectors, been used in several other Canadian sites
and has shown value in the areas of client consistency, quality risk assessment, resource
management, increases in public safety, increased accountability, and decreases in liability.
Commitment to moving forward with this system in a timely way is encouraged.
The work on equitable services to rural/urban areas demonstrates strong commitment to
accountable resource management.
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Staff commented on this being "a good place to work with supportive management."
Maternal/child
Great strides have been made towards the WHO Baby Friendly designation West Winds Primary
Health Centre. The Healthy and Home Program has led this initiative.
Continue to build on the concept of the breast feeding cafe. Mothers interviewed there are very
pleased with the service.
Healthy and Home has partnered with Open Door Society to assist in provision of interpretation
for new Canadians.
The need to recruit aboriginal nurses has been identified at Healthy and Home to appropriately
support ongoing work with this community. Staff in this program are very passionate about their
work and committed to client centred service delivery.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Priority for
Action

Maternal/Child Populations
The organization maintains a clinical information system and
longitudinal client records.

10.1

Direct Service Provision
This part of the report provides information on the delivery of high quality, safe services. Some specific areas
that are evaluated include: the episode of care, medication management, infection control, and medical devices
and equipment.

Findings
Following the survey, once the organization has the opportunity to address the unresolved criteria and provide
evidence of action taken, the results will be updated to show that they have been addressed.

Ambulatory Care Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
At the RUH site in some cases, the clinical space is not as sufficient/well designed as it might be
in that hall ways are crowded, treatment areas are cramped, and patient privacy is
compromised. The number of hand washing sinks could be increased. There is reported
overheating of work spaces and patient care areas due to lack of air conditioning. In spite of
these issues, the staff have been creative in establishing workarounds and ensuring patient care
processes work as well as they can. In the medical day care program, there are no electronic call
bells, or piped in oxygen/suction, and patients often recover in a hall way before returning to
the unit care area.

space. Processes are efficient and physicians and staff work together collaboratively. Patients
are very pleased with the services they receive, although thereDetailed
were comments
about time
spent
Accreditation
Results
waiting in the reception areas. It was suggested that staff attempt to provide periodic updates as
to when they will be seen in the clinic. Occasionally, the "overflow" patients from the adjacent
ER department are seen in the out patient department. Staff are very accommodating, juggling
and shifting to make things work.
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At St. Paul's Hospital (SPH), the out patient department is located in clean, purpose designed
space. Processes are efficient and physicians and staff work together collaboratively. Patients
are very pleased with the services they receive, although there were comments about time spent
waiting in the reception areas. It was suggested that staff attempt to provide periodic updates as
to when they will be seen in the clinic. Occasionally, the "overflow" patients from the adjacent
ER department are seen in the out patient department. Staff are very accommodating, juggling
and shifting to make things work.
The Alvin Buckwold child development program at the Kinsmen Children's Centre serves children
with special health needs, including physical disabilities, intellectual disabilities and/or genetic
metabolic disorders. The site has been undergoing a number of new initiatives, which support a
child/family centred approach. The renovation and redecorating of the front entrance area has
created a welcoming area for children and their families and has been well received.
Multidisciplinary teams of healthcare professionals are in place to support the service needs of
the children. A patient and family advisory committee is active. Children are scheduled for
clinics at the site and are seen by the appropriate professional team members. While every team
member records their assessment findings, there is only inconsistent evidence that written
results and treatment plans are provided to families on a regular basis. It is recommended that
the organization implement processes for providing regular, written results and treatment plans
to families, including a summarized multidisciplinary plan of care. The practice of using pictures
of the child for therapy instructions for the family by physiotherapy is recognized as a creative
child/family centred approach to communication and care. The site plan to pilot an electronic
patient scheduling system in February is encouraged. The system should provide efficiencies in
patient scheduling, decrease the wait times and improve patient /family satisfaction. As this will
be a significant change to the site, there will need to be a focus on the change management
process, including communication with all stakeholders, families, physicians and staff.
At many sites and centres, community volunteers are actively engaged in programs and services,
which is commendable. Many have had long term serving relationships with the health region.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The team has access to designated, private treatment or service
areas.

10.1

The team retains preventive maintenance records for at least
two years.

13.3

Priority for
Action

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Competence is gained in the healthcare professions by way of pre service education, in service
training, and work experience. A high value is placed on continuing professional education.
Despite the constraints on resources, team members have been creative in accessing Webinars,
the internet, local workshops, and other means. Staff are eager to learn and to stay on top of
their particular specialties.
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regularly disseminates findings to colleagues. At the SPH site, staff commented that a portable x
ray machine would be very helpful to avoid ER department admission. The staff at SPH have the
opportunity to put in requests to the Foundation on an annual basis, and they keep a list of their
current outstanding "wish list" items.
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In the medical day care program at RUH site, an active quality safety council exists, and it
regularly disseminates findings to colleagues. At the SPH site, staff commented that a portable x
ray machine would be very helpful to avoid ER department admission. The staff at SPH have the
opportunity to put in requests to the Foundation on an annual basis, and they keep a list of their
current outstanding "wish list" items.
At all sites, staff take the time to nominate one another for annual Bravo Awards. These peer
nominated awards recognize team work, performance excellence and innovation across the
region.
At all sites the following key risk areas are monitored and patient and staff teaching is ongoing:
falls, mis labelling of medications and medication confusion.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The organization provides sufficient workspace to support
interdisciplinary team functioning and interaction.

Location

Priority for
Action

3.5

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
Mapping an episode of care via tracers is a process of following a client’s path in their healthcare
journey and included elements such as patient assessment, investigation, treatment, discharge
and follow up. During an episode of care, surveyors use direct observation and interaction with a
wide variety of staff, patients, and stakeholders to gather evidence about the quality and safety
of care and services provided by the organization. Mapping an episode of care is used to
evaluate clinical, direct client care processes. This included meeting patients and families.
The clinical treatment centre is located at the SCH site and was formed as a result of program
transfers from SPH, RUH, medical day care at RUH, and provides treatment for clients requiring
services such as phlebotomy, transfusion, specialized drug therapies and prostate biopsies. The
centre is well organized and managed and provides service to approximately 250 clients every
month. The centre maintains a strong focus on supporting the care and service experience for
clients, with an emphasis on building relationships with clients. Client satisfaction is high, as
evidenced in the on site interviews. Data are collected and monitored. Staff orientation and
ongoing education is in place. The centre is encouraged to incorporate the fall prevention
assessment strategy into the care management program. As the volumes of clients increase, it
will be important to monitor the scheduling to ensure that the client flow is consistent and
supportive of the staffing available.
In the various ambulatory care areas reviewed, the patient care delivery is excellent.
together to ensure optimal care. The surveyors met with patients, family members, staff,
supervisors, senior managers, and others and were impressed by the commitment culture of
patient centred care and the emphasis on quality and safety. Despite the absence of
sophisticated electronic medical record (EMR) technology, transitions/hand offs work well. In
some cases, laboratory work must be repeated unnecessarily because of misdirection of samples.
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Communication with patients and family members is a priority. Team members work well
together to ensure optimal care. The surveyors met with patients, family members, staff,
supervisors, senior managers, and others and were impressed by the commitment culture of
patient centred care and the emphasis on quality and safety. Despite the absence of
sophisticated electronic medical record (EMR) technology, transitions/hand offs work well. In
some cases, laboratory work must be repeated unnecessarily because of misdirection of samples.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team reconciles the client’s medications with the
involvement of the client, family or caregiver at each visit if
medications have been discontinued, altered or changed.

There is a demonstrated, formal process to reconcile
client medications at each visit if medications have been
discontinued, altered or changed.
The team generates or updates a comprehensive list of
medications the client has been taking prior to the visit
(Best Possible Medication History).
The team documents that if medications have been
discontinued, altered, or prescribed during the visit, that
appropriate modifications have been made to the new
medications list; and clients have been provided with clear
information about the changes.
The new medications list is retained for the next client
visit.
The process is a shared responsibility involving the client
and one or more health care practitioner(s), such as
nursing staff, medical staff, pharmacists, and pharmacy
technicians, as appropriate.
Medication reconciliation at each visit if medications have been
discontinued, altered, or changed.

The team follows Accreditation Canada’s protocols and
definitions to collect and submit data on medication
reconciliation.
The team does not have any unaddressed priority for
action flags based on their medication reconciliation
indicator results.
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Location

8.3

8.3.1

8.3.2

8.3.3

8.3.4
8.3.5

8.4

8.4.1

8.4.2

The team uses standardized clinical measures to evaluate the
client’s pain.

8.6

The team obtains the client’s informed consent before providing
services.

9.3

Detailed Accreditation Results

Priority for
Action
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The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
Following transition or end of service, the team contacts clients,
families, or referral organizations to evaluate the effectiveness
of the transition, and uses this information to improve its
transition and end of service planning.

12.2

12.2.1
12.2.2

12.2.3

12.2.4

12.2.5

12.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
At all sites, the teams are focused on quality, safety and evidence based practice.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The teams visited were very focused on quality and patient safety. In the medical day program
area, safety walk throughs are regularly scheduled and areas of deficit systematically tracked
and followed up. There is a focus on outcomes. Outcomes tracked across the ambulatory
programs focus on the following: functional status; therapeutic self care and readiness for
discharge; symptom management of pain, nausea, fatigue, et cetera, safety related to falls,
pressure ulcers, fatigue, depression, medication management; and, patient satisfaction with
care.
Across the board, patients and families were highly engaged with the program staff and were
very satisfied with the services they are receiving.

Accreditation
Results
The chronic kidney disease program has a link to the transplantDetailed
group. This
group collects
multiple data elements, which would be invaluable for research. To date, minimal research has
occurred however, the staff are aware of the potential opportunities. The chronic kidney disease
program is a Renal Services program and is located at SPH.
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Across the board, patients and families were highly engaged with the program staff and were
very satisfied with the services they are receiving.
The chronic kidney disease program has a link to the transplant group. This group collects
multiple data elements, which would be invaluable for research. To date, minimal research has
occurred however, the staff are aware of the potential opportunities. The chronic kidney disease
program is a Renal Services program and is located at SPH.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team monitors clients’ perspectives on the quality of its
ambulatory care services.

Location

Priority for
Action

18.2

Cancer Care and Oncology Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The team develops its quality improvement plan from the Quality Performance Roadmap (QPR)
provided by Accreditation Canada and includes the following initiatives: Patient assessment of
pain, change of reporting process at end of shift, implementation of a workload measurement
tool to support staff assignments, monitoring of patient access to services, review of use of
chemotherapy with patients within two weeks of death, development of standard pre printed
chemotherapy orders, development of written communication of chemotherapy orders to the
primary nurse at the Cancer Centre, and written information to be provided to the Cancer Centre
regarding patient management on in patient unit, as the patient records are separate and
distinct.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The interdisciplinary team on the in patient unit communicates regularly regarding services,
goals and outcomes; however, there is a marked lack of communication to the Cancer Agency.
Effort is required to implement a documented communication, which is shared between the
agency and the in patient unit so that collaboration and avoidance of duplication may be
accomplished.
The nursing staff completes annual recertification for chemotherapy. All nurses working in the
bone marrow transplant (BMT) unit have completed a two day in house training program.

administrative positions. It is open to application from all interested staff, who are then selected
and supported through a selection process.
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A leadership succession program provides education and support to individuals seeking
administrative positions. It is open to application from all interested staff, who are then selected
and supported through a selection process.
Staff indicate that a physician orientation program would be of assistance to inform new
physicians as to unit/ward practices.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The organization provides sufficient workspace to support
interdisciplinary team functioning and interaction.

3.6

Team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

4.8

The organization has defined criteria that are used to assign
team members to clients and other responsibilities in a fair and
equitable manner.

5.1

The team has a fair and objective process to recognize team
members for their contributions.

5.5

Priority for
Action

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
The team is participating as a lead for the Releasing Time to Care initiative and is keen to
proceed with processes to reduce duplication and increase efficiency.
The team has produced an excellent patient health information handbook for the oncology in
patient, and haematology and stem cell transplant clients.
Nurses have developed care plans for patients which resemble a Kardex system. There appears
to be difficulty in developing standard care management protocols in conjunction with the
Cancer Agency. It is hoped that this issue will eventually be resolved so that a continuum of care
may be established.
Chemotherapy is checked using three separate processes, beginning with the pharmacist in the
Cancer Agency, including the pharmacist in the hospital, and finally on the unit.
Incidents are reported using an on line system. Although the information is recorded, staff were
not aware of trends or an analysis of the results of the incident data for their unit.

discharge checklist be developed to assure completeness of discharge processes and referrals.
Oncology at the RUU site:
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Previously, there was a medical day room at the RUH. Most of this has been moved to the City
Hospital. Remaining is a unit that manages out patient oncology and pediatrics with oncology
making up the biggest component. This is where IV drugs and/or transfusions are given for the
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A discharge planner initiates the coordination of services prior to discharge. It is suggested that a
discharge checklist be developed to assure completeness of discharge processes and referrals.
Oncology at the RUU site:
Previously, there was a medical day room at the RUH. Most of this has been moved to the City
Hospital. Remaining is a unit that manages out patient oncology and pediatrics with oncology
making up the biggest component. This is where IV drugs and/or transfusions are given for the
most part. The challenge is that this unit is immediately adjacent to the pulmonary clinic.
There are no intervening walls and one unit runs into the other. The concern would be that
these oncology patients are immuno compromised. The risk would be that potential TB patients
may lead to 'aerosolization' of the TB, with risk to the oncology patients.
The plasma immunophoresis unit is in a different building by itself. The nurse is part time and
cross covers for endoscopy. There would be a risk to continuity of service if this individual was
unavailable for any reason. It would be reasonable to consider adjacencies for both this and the
out patient oncology program, moving forward. On the positive side, there are very dedicated
and committed staff. There might be opportunities for the staff in the out patient clinic to have
a greater integration with the program on the ward. Their technical skill set could be enhanced
by such sharing of resources.
The patient record for the Cancer Agency is not accessible by unit staff and as such, a source of
information which would be of benefit to the continuum of care is not available. It is suggested
that efforts be increased to address this gap.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
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Location

11.3

11.3.1
11.3.2

11.3.3

11.3.4

Priority for
Action
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The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.
The team transfers information effectively among providers at
transition points.

11.3.5

11.3.6

11.4

The team uses mechanisms for timely transfer of
information at transition points (e.g. transfer forms,
checklists) that result in proper information transfer.

11.4.1

There is documented evidence that timely transfer of
information occurs.

11.4.3

Following transition or end of service, the team contacts clients,
families, or referral organizations to evaluate the effectiveness
of the transition, and uses this information to improve its
transition and end of service planning.

11.5

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
The team is encouraged to work more collaboratively with its colleagues in the Cancer Agency so
that there is seamless care planning and implementation. At this time, there is a perception that
the clinical associates on the in patient unit support the care for in patients, while the staff
physicians provide care through the Cancer Agency.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The unit is involved in the Releasing Time to Care initiative and has identified signage, use of
trigger tools to identify patients at risk, and establishment of a patient family centred care
committee. The distribution of a staff satisfaction survey and initiatives to complete is noted.
There is no formal process to share information regarding event resolution. Staff indicate that
cultural norms present challenges for disclosure processes on the unit.
A need for an antibiotic initiation protocol has been identified. This is an example of the
difficulty experienced by staff in developing guidelines and protocols that are agreed upon by the
in patient unit and the Cancer Agency. A process for discussion and resolution of issues of
patient care involving the two entities is required.

Detailed Accreditation Results
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Staff and service providers participate in regular safety briefings
to share information about potential safety problems, reduce
the risk of error, and improve the quality of service.

Location

Priority for
Action

15.3

Community Health Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The teams have access to a variety of information about the populations they serve, including
provincial and regional health status indicators, and numerous community needs assessments.
They also access information and data from the Public Health Observatory. The teams obtain
feedback from their clients on a case by case basis and also via surveys and focus groups in the
communities they serve. They use story telling as a tool for listening and quality improvement.
The collaboration with partners is a foundational strength for these teams and while too
numerous to list all, this does include the Tribal Council, the Saskatoon Open Doors Society,
Academic Family Medicine, non government agencies (NGOs) , and government agencies both
municipal and provincial.
The primary health care/community teams' work is perfectly aligned with the region's mission
and values and the strategic pillars in particular, to improve the overall health of the population
and reduce health disparities.
The team is encouraged to continue to work across all program areas, finding ways to collaborate
across programs such as public health, mental health and addictions teams to wrap a
comprehensive strategy around individuals at risk .
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The teams use an interdisciplinary approach. Individuals know their roles and rely on team
members to fill any gaps in cultural or community knowledge.
Job descriptions and roles are clear, staff learn from one another and keep current through
networking and links to other community organizations. Best practices in Community Health in
inner cities are shared across Canada and beyond.
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immediately visible or measurable by usual quantitative methods. First person voice of clients
gives staff hope and joy that their work is actually improving the lives of the region's most
vulnerable people.
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Program evaluation and reporting is done, although in this work the results are often not
immediately visible or measurable by usual quantitative methods. First person voice of clients
gives staff hope and joy that their work is actually improving the lives of the region's most
vulnerable people.
No Unmet Criteria for this Priority Process.

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
The Healthy Mother, Healthy Baby program provides prenatal education, support, and nutritional
care to high risk mothers.
The team includes nurses and outreach workers that do home visiting and also travel into three
inner city high schools to keep pregnant youth supported to stay in school. They have many
community partners that link to the same families.
There is a strong network of care and collaboration among staff that work with the at risk
population to keep them from slipping through the cracks. The Food for Thought program is
another way that 'mums' can learn skills and stay connected with their community. Developing
peer leaders from this group increases the likelihood of successful parenting and life skills
development. The Kids First program provides parents with support to help them parent well and
safely and is focussed on early childhood development.
All of these programs are community based, meeting people where they live or hang out.
Community based staff have good policies to ensure personal safety when doing home visits.
The staff are culturally competent , knowledgeable and non judgemental. Clients in all these
programs reported satisfaction and high praise for the staff. While lots of attention has been put
into making sure other programs and agencies know about these programs, it was obvious that
the clients hear about them "on the street".
The primary health care team uses a formal team effectiveness tool to evaluate itself.
No Unmet Criteria for this Priority Process.

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
Manual record keeping in all community and primary health settings was exemplary. They are
starting to implement EMR at the primary health care sites. Team members share, or have
access to client files however, confidentiality of patient information was paramount.
Knowledge is exchanged via linkages with communities of practice, networks, and committees.
An association with University Family Medicine and the Public Health Observatory provide links to
research and best practice.
No Unmet Criteria for this Priority Process.

Detailed Accreditation Results
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Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The Bordon and Delisle sites are excellent examples of a successful transformation from a
hospital to a primary health care centre, with a true collaborative care model. Staff show
flexibility and partner with the community to improve services. Community appreciation and
satisfaction with these centres is high.
The roles of the community developer and community facilitator are key enablers for community
conversations and youth engagement strategies. Staff have skills in reducing barriers to
participation. For example, at the Delisle site, they used chronic disease indicators to design
programs targeted to diabetes and COPD, then they used a PDSA cycle with the community
partners to improve the programming.
A Kids First 2007 to 2010 evaluation has been done and published by the Saskatchewan Population
Health and Evaluation Research Unit, with positive findings.
The teams are encouraged to continue to showcase their work, link to researchers to help them
with program outcomes and to publish their excellent work.
No Unmet Criteria for this Priority Process.

Critical Care
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
Neonatal intensive care unit (NICU) - Royal University Hospital (RUH) site.
This is a very strong team that promotes family centred care. The team has developed a family
council. Families can apply to become a member of the council and the team ensures that
appropriate criminal checks are completed.
Families interviewed indicated that they were well orientated to the unit and how they could be
an active participant in their infant's care. They appreciate the support and guidance from the
family liaison nurse, which is a role that provides support and follow up with families while they
are in the unit and after they are discharged. The unit has developed a DVD entitled: "The
Parents" Journey. The unit provides families with an comprehensive orientation pamphlet
The NICU is involved in a number of LEAN initiatives as part of the planning for the new Children's
Hospital.
Intensive Care Unit (ICU) at RUH site, and ICU and Progressive Care at St. Paul's Hospital (SPH)
site.
This department has strong operational and clinical leadership. The critical care program
operates as one department on two sites. The staff truly function as an interdisciplinary team.
It was
was very
very evident
evident that
that managers
managers of
of the
the PCU
PCU and
and the
the adult
adult ICUs
ICUs work
work very
very well
well together.
together.
It
The RUH site is undergoing a major renovation and therefore, the team has had to adapt their
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consults on the units and in the ER department.
The ICU at SPH has an outreach program for which the team is monitoring specific indicators. The
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The RUH site is undergoing a major renovation and therefore, the team has had to adapt their
processes during this time. The team has introduced the second physician in order to avoid and
reduce interruptions when the first physician is doing rounds. The second ICU physician will do
consults on the units and in the ER department.
The ICU at SPH has an outreach program for which the team is monitoring specific indicators. The
team has demonstrated the benefit of this service at the SPH site. The RUH has a desire to have
an outreach team in the near future. With the challenges ICU is experiencing related to
capacity, outreach teams have proven their benefit in preventing admissions to the ICU. The
team has access to a clinical pharmacist who supports the medication reconciliation process.
The teams have appreciated the equipment they have received. They have excellent support
from clinical engineering.
The team takes great pride in the work it is doing. The team truly exemplifies family centred
care by inviting families to be at the bedside during clinical rounds. This has facilitated
communication between the team and family. It provides an opportunity for families to ask
questions and to be aware of the current plan of care. The "stop signs" have been removed.
The units are involved in Lean work.
The critical care department has recently launched its Web site, which will facilitate
communication within the department as well as provide access to information for staff and
physicians.
The team is very proud of the quality work it is doing. They are making good progress in many
areas. For example, central line infection and nosocomial infection rates are below the national
average.
The Progressive Care Unit (PCU) at SPH site successfully relocated from Saskatoon City Hospital
and works very collaboratively with the adult critical care units. The PCU and adult ICUs have
access to 24 hour care coverage. At SPH, the team benefits from a critical care associate who is
available 24/7. The team responds to codes and also supports the outreach team at SPH.
The PCU and the adult critical care units provide families with a very comprehensive Information
package.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
NICU - RUH:
A comprehensive orientation is provided to all nursing staff. Of note is the NICU competency
program, with levels of orientation to advance the knowledge and skills for nurses to care for a
higher acuity of infant. Staff commented that they are well educated in NICU care. Charge
nurses receive specialized orientation to ensure they are prepared to assume this role. The unit
also provides clinical placements for nursing students. This initiative has also been a successful
recruitment strategy.
The team also includes neonatal nurse practitioners (NPs) as well as a NICU transport team.
These individuals have been trained and certified in transfer of functions for chest tube
Detailed Accreditation Results
insertions, intubation, and so on. The transport team nurses also attend elective C-sections.
Progressive Care Unit and Adult ICUs:
The staff interviewed indicated that they are well orientated to fulfil their roles. They truly
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The team also includes neonatal nurse practitioners (NPs) as well as a NICU transport team.
These individuals have been trained and certified in transfer of functions for chest tube
insertions, intubation, and so on. The transport team nurses also attend elective C-sections.
Progressive Care Unit and Adult ICUs:
The staff interviewed indicated that they are well orientated to fulfil their roles. They truly
function as a team. These units have been able to successfully recruit into vacant positions and
have significantly reduced their overtime costs. The managers did indicate that there can be
significant delays in receiving the applications from Human Resources, after the posting has
closed.
No Unmet Criteria for this Priority Process.

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
NICU - RUHL
The NICU transport team has excellent processes in place to ensure a coordinated and responsive
response within the province and also when transferring neonates outside of Saskatchewan for
care. The team is often called to transport neonates to Saskatoon when the Regina NICU is at
capacity.
Excellent care plans are developed and updated on an ongoing basis. Staff participate in
interdisciplinary rounds. The team has appreciated the addition of a pediatric specialty
pharmacist and is looking forward to welcoming a pediatric palliative care physician in the very
near future.
The team indicated that it continues to be challenged with their ability to enforce the "scent
free policy" due to some physicians' use of colognes. The organization needs to pay attention to
compliance to this policy.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team uses standardized clinical measures to evaluate the
client’s pain on a continuous basis.
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10.5

Priority for
Action
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The team uses a delirium screening tool to assess clients for
delirium.

10.8

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

12.5

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

12.5.1
12.5.2

12.5.3

12.5.4

12.5.5

12.5.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
NICU - RUH:
Residents, attending neonatologist, and neonatal nurse practitioners are available to provide
clinical support to the unit 24/7. The team indicated that they have access to diagnostic tests
when required.
The team participates in clinical research and ensure appropriate ethics review and approval is
received.
All the critical care level, teams have access to a clinical ethics service and are aware of how to
contact this support.
The adult critical care team reports their quality activities to the senior leadership and the
board.

Detailed Accreditation Results
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No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
NICU - RUH:
The team monitors several clinical and utilization indicators such as surgical site infections (SSIs),
hand hygiene audits, safety reports, medication errors. They are well versed in how to manage
critical incidents. This was noted, based on a recent incident involving a few infants and total
parenteral nutrition (TPN) infusions.
Staff are involved in fire safety and receive annual training.
The ICUs and progressive care units are monitoring several quality and clinical indicators. They
are participating in Safer Health Care Now.
The family councils are an excellent mechanism to receive feedback and input from patients and
families. The teams are commended on promoting family/patient centred care.
No Unmet Criteria for this Priority Process.

Emergency Department
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
Accreditation Canada surveyed several different emergency (ER) departments in the region
including SCH, RUH, SPH, and the Humboldt District Hospital and Rosthern Hospital facilities.
In Saskatoon, at SCH, RUH and SPH, both the emergency leadership council (ELC) and the
emergency operations committee (EOC) meet regularly to review services and make evidence
based changes as needed, as does the ER regional quality committee. The three hospitals' ER
department committees work closely together to improve patient centred care and process of
care/patient flow. The ER optimization steering committee has been instrumental in utilizing a
project management approach to addressing numerous ER issues but primarily, for tackling the
omnipresent problem of overcrowding, length of stays (LOS) for "boarded" which are admitted
with no inpatient bed patients, and surrounding issues of patient flow. Congratulations are
extended for the interdisciplinary approach, dedication and ongoing enthusiasm in the face of
which is a major pan-Canadian emergency department problem.
At St. Paul's Hospital, it is suggested that a difficult airway "cart" and equipment be immediately
available in the resuscitation room rather than having to be borrowed from the operating room.
At Royal University Hospital, the general age and configuration of the ER department space is in
clear need of replacement and it recognized that a new and appropriately sized and equipped
pediatric and adult emergency department is to be completed by 2015. At the RUH site, the

42

Emergency Department" is a portable fragile device that was turned the incorrect way.
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Detailed
Accreditation
Results
same
entrance as EMS
vehicles, which is a crowded and unsafe approach. Indeed, this small area
for general entry is the only entrance to the entire hospital after hours. Further, if a trauma
patient needs a computerized tomography (CT) scan a long transport must ensue, using a busy
public elevator to a second floor and then back to the ER. This is unacceptable and will no doubt
be corrected in the new facility. The ER access to ICU and the OR is geographically good. Overall,
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At Royal University Hospital, the general age and configuration of the ER department space is in
clear need of replacement and it recognized that a new and appropriately sized and equipped
pediatric and adult emergency department is to be completed by 2015. At the RUH site, the
entrance to the ER is poorly marked internally, for example, the sign for the: "Children's
Emergency Department" is a portable fragile device that was turned the incorrect way.
Externally; the EMS patient delivery bay is used routinely for family/patient car drop off and
thus, may impede an EMS vehicle. Furthermore, patients and family must enter the ER using the
same entrance as EMS vehicles, which is a crowded and unsafe approach. Indeed, this small area
for general entry is the only entrance to the entire hospital after hours. Further, if a trauma
patient needs a computerized tomography (CT) scan a long transport must ensue, using a busy
public elevator to a second floor and then back to the ER. This is unacceptable and will no doubt
be corrected in the new facility. The ER access to ICU and the OR is geographically good. Overall,
the current ER department is a rambling ad hoc affair where issues of security could be an issue,
as distance to certain areas is long, with the Siemens ER area being just one example. It is also
noted that St. Paul's Hospital's ER has no formal dedicated ambulance bay, and that a general
common drop off area is used by both EMS and the public. It is acknowledged that a major
revision/renovation of the triage/registration area of St. Paul's ER will shortly occur, which will
ameliorate some of the congestion of the current area.
The Humboldt site's ER department is challenged by an aging building and access to the ER area is
clearly poor and unacceptable, with one way steep ramp that is used by both EMS and patients,
and with steep stairs at the general entrance. However, the new ER department and hospital is
to be opened in the spring of 2011. This new structure has a state of the art ED, which will
address all elements of weakness of the old structure. The only possible issue of concern in the
new ED is the triage desk area which as currently designed makes it difficult to physically access
the patient for vital sign ascertainment.
An exemplary practise at SPU site and predicated on staff safety, concerns potential for
violence/assault against staff members walking long distances to their parked cars. A dedicated
staff transfer car is used by the security staff to move staff to their cars at high risk times such as
the night time.
At Rosthern Hospital's ER department, staff members are trained to deal with work place
violence but there are no security personnel on site. The RCMP must be relied upon to respond to
dangerous/violent situations. Response times vary but can be up to one hour. Management
would like to have a security guard on site.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team identifies, manages, and isolates clients with known or
suspected infectious diseases.

Location

Priority for
Action

15.2

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The RUH site is congratulated on its integration of paramedics and nurses with physicians, which
occurs on night shifts. The collaborative nature of this care was noted to be relatively unique.

Detailed
Accreditation Results
ambulance program and the "Health Bus" primary care neighbourhood
initiative.
At both RUH and St. Paul's sites, the demonstration of "bed rounds" by the clinical coordinators to
improve patient flow and address boarded patients in the ER department was noted to be
collegial and professional and effective. It is suggested that the addition of a physician from
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This configuration of nurse/paramedic was also noted to be the configuration for the air
ambulance program and the "Health Bus" primary care neighbourhood initiative.
At both RUH and St. Paul's sites, the demonstration of "bed rounds" by the clinical coordinators to
improve patient flow and address boarded patients in the ER department was noted to be
collegial and professional and effective. It is suggested that the addition of a physician from
internal medicine or other key clinical physician lead would also greatly assist this
committee/group in its important work.
In the three city of Saskatoon hospitals, it was noted that there is now one department of
emergency medicine lead by one physician who has worked tirelessly to elevate the practise of
emergency medicine, unify the cities' emergency physicians and improve the provision of
physician (MD) patient care. As well, this person's vision of further developing the academic
component of emergency medicine is noted.
No Unmet Criteria for this Priority Process.

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
Of note, the SCH is open to the public from 0900 to 2030 and this access is clearly displayed
prominently at the ER department entrance. At Humboldt hospital, night access to the ER is
available to the public but physician availability is from home via a call from the ER nursing staff.
St. Paul's and RUH have 24 hour access and RUH has dedicated ER pediatric on site availability
from 0800-2400 hours.
Ambulance off load times have been a significant issue in the past but recent interventions and
measurements have combined to decrease this interval considerably. Currently the benchmark
for patient EMS off load is 20 minutes for urban and 30 minutes for rural transfers, and this is
being met the majority of times and is closely monitored.
Overcrowding and length of stay (LOS) of boarded patients in the ED is recognized as a
pan-Canadian problem and is a problem of a regular nature at both St. Paul's and RUH sites. An
overcapacity protocol is in place whereby an activation of the protocol occurs with
"overcrowding" characterized by "inability to make a monitored bed", which means that all
monitored beds are taken up by patients currently in the ER area. This activation criteria in not
entirely clear in the regional overcrowding activation protocol, which could be re written to
clearly and unequivocally identify the 'hard' activation criteria. As well, the purpose of the over
capacity process/protocol should be better defined to expedite ER admitted patient disposition.
The Canadian triage acuity scale (CTAS) time assessment guidelines are goals for the authority
and are improving, as noted in the ER optimization project but are not met at all times.
Notification of ER waiting times are performed on an informal basis by attending staff RNs and
are communicated to waiting clients in the appropriate area, with a review of CTAS, as
indicated.
Medication reconciliation is the standard for ER patients awaiting admission but is observed to
not always occur in a timely way for "admitted" patients who are boarded for long periods in the
ER department.
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Overall care of the major trauma patient remains problematic, with some concern regarding
roles and responsibilities during resuscitation, fragmentation of leadership, lack of dedicated
trauma team leaders, patient disposition and larger issues of trauma system configuration for the
region. Trauma system inadequacies were a common voiced concern by numerous health care
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Within the operating parameters of each of the individual ERs surveyed, access to diagnostic
imaging is appropriate.
Overall care of the major trauma patient remains problematic, with some concern regarding
roles and responsibilities during resuscitation, fragmentation of leadership, lack of dedicated
trauma team leaders, patient disposition and larger issues of trauma system configuration for the
region. Trauma system inadequacies were a common voiced concern by numerous health care
providers in this region during the survey process.
A regional process and policy exists to define the expectations of timely consultation by
specialists in the ER. There is a written expectation in this policy of: "admit or not" decision
within two hours of initial call. It is the impression of the ER providers (MD, RNs) that this policy
is routinely violated or ignored. The response is that the policy is being followed and that the two
hour benchmark is met the majority of the time. Unfortunately, accurate data to measure this
metric was not immediately available to the surveyor and is noted to be collected by hand, as
there is no computer time stamp. With the imminent institution of a computer based patient
flow and monitoring system in the ER, this metric should be easier to ascertain and analyse.
It is noted that left without being seen (LWBS) patient numbers are followed at all ER sites. It is
also noted that this well appreciated measurement varies from three percent at one site to
between nine and 11 percent at another ER site. No site has a policy or process in place to follow
up on high risk LWBS such as suicidal, chest pain, fever et cetera, and it would be a reasonable
risk management exercise to address this issue.
From the perspective of the rural component of this health region, the acute care access line
(ACAL) was considered an excellent service to assist in the timely disposition of patients, as well
as connection with specialists. Bed management personnel in the three city hospitals also work
closely with this team on a daily basis to expedite patient disposition, and bed allocation.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team measures ambulance offload response times, and sets
and achieves target times for clients brought to the Emergency
Department by EMS.

6.7

The team monitors ambulance offload response times and uses
this information to improve its services.

6.8

The team uses the Canadian Triage and Acuity Score (CTAS) to
conduct the triage assessment.

7.1

The team conducts a triage assessment for each client within
CTAS timelines.

7.2

Priority for
Action

Detailed Accreditation Results
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The team has a policy and process to ensure that client CTAS
scores are re-assessed.

7.8

The team records the CTAS and re-assessments in the client
record.

7.9

The team follows a process for staff and service providers to
communicate and validate client diagnoses when there is
discrepancy between the initial diagnosis and diagnostic imaging
or laboratory results.

8.7

The team reconciles medications with the client at referral or
transfer and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

11.5

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.

11.5.1

The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that differences
between the two lists have been identified, discussed, and
resolved, and that appropriate modifications to the new
medications have been made.

11.5.3

11.5.4

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
It is noted that IT is evolving in the city hospitals and that an electronic patient record (EPR)
system will be incorporated very soon, with a date of December 8, 2010 for some sites where the
old system of "white board" will be removed with improved issues of data, measurement,
confidentiality and benchmarking.
Emergency medicine research is in a nascent stage in the health region but participation in
externally coordinated research studies is performed under the appropriate ethics guidelines and
review and approval process via University of Saskatchewan.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
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Surveyor Comments
There is exemplary sharing of information, expertise, new evidence and patient care issues
occurring in the health region's three city hospitals, with collaborative practise committees on
which EMS also sits. Further refinement of service delivery occurs via the ER department
optimization steering committee.
It appears that the greatest challenge to successfully addressing the considerable challenge of ER
overcrowding and admitted "boarded" patients in the department is overall system engagement.
Specifically, the ERs and immediate partners are optimizing ER department operational
confounders that preclude optimal patient flow. However, overall institutional "buy in" especially
by internal medicine remains sub optimal at this time. It would seem that the recognition that ER
overcrowding is a hospital and region wide issue and not just an ER issue is less understood
outside of the emergency medicine leadership at this time.
No Unmet Criteria for this Priority Process.

Emergency Medical Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The SHR has eight "ambulance/EMS" providers, all under contract to the region and also directly
owns and operates another EMS service for a total of nine services. These services vary in size
from the large, with 110 providers for MD Ambulance, which is a primarily a ground based urban
system in Saskatoon, to smaller services in the rural areas surrounding Saskatoon. Accreditation
Canada specifically reviewed the SHR's EMS mandate and surveyed MD Ambulance and the
Humboldt EMS service.
MD Ambulance has a long history of EMS excellence and community commitment and a large
modern fleet, with a provider staff for ground ambulance, ranging from Primary Care Paramedics
(PCP) to Advanced Care Paramedics (ACP). As well, it manages a comprehensive computer based
communications and dispatch service for the entire region. Further, it provides paramedics with
advanced training to the provincial fixed wing air medical transport service. The Humboldt
service is smaller but provides a comprehensive community based EMS service, which includes
one ACP and performs numerous transfers to Saskatoon health facilities, as well as performing all
local EMS services in the Humboldt area.
The EMS agencies surveyed demonstrated exemplary participation in community injury
prevention initiatives and education.
There is a medical advisor for the EMS health region mandate, and while hired by the region
there is no formal medical director oversight for individual provider contractors. While the
region's medical EMS advisor was not available for interview by the surveyor team, the regional
manager and director greatly assisted with the survey process. On line medical control exists in
an informal manner and any paramedic can contact any emergency department and discuss
protocol violation or request advice. There is no specific requirement for physicians to have
dedicated EMS training or orientation to the region's EMS mandate and no formal
employment/requirement thereof, for on line medical support.
There is a new and functioning college of paramedicine, in existence for three years, which is
mandated to address all professional issues that are EMS/paramedic associated.
The EMS contracted providers and the region's EMS manager and director do sit on an ER
department optimization steering committee to improve care on
a systematic
basis. WhileResults
there
Detailed
Accreditation
is not a formal medical oversight committee, there is an inter professional committee dedicated
to improving care and patient flow.
Strategic plan alignment of EMS contractors with the regional health authority is in its nascent,
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The EMS contracted providers and the region's EMS manager and director do sit on an ER
department optimization steering committee to improve care on a systematic basis. While there
is not a formal medical oversight committee, there is an inter professional committee dedicated
to improving care and patient flow.
Strategic plan alignment of EMS contractors with the regional health authority is in its nascent,
but progressive stage.
Patient care and transport protocol development is the province's mandate and has been adopted
by all regional EMS providers.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The team has formal mutual aid policies and agreements with
neighbouring emergency medical services that describe how to
initiate and respond to mutual aid requests.

2.1

The medical oversight team is led by one or more licensed
physicians that have completed an orientation or training
program on how to provide EMS medical oversight.

4.1

The medical oversight team has formal agreements for accessing
and consulting with health service providers in areas of practice
where the team does not have expertise.

4.7

The team has a policy and a process to address continuous
physician responsibility and availability during all phases of the
patient’s care in the field and during transport.

4.8

Priority for
Action

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The regional EMS mandate includes, via MD Ambulance, a well established and exemplary
manifestation of inter professional delivery of emergency services, with the use of an ER
department based, paramedic and nurse collaboration for patient care, as well as the air medical
ambulance crew configuration of nurse and paramedic. The mobile health service known as the
Health Bus is a new and exciting primary health care initiative for disadvantaged neighbourhoods,
and is an inter professional collaboration of EMS and nursing.
The EMS services of MD Ambulance sit on the emergency operations committee, which is a group
representing ER departments, and their physicians and nurses, where a collaborative response to
problem solving occurs to improve service and patient care.
No Unmet Criteria for this Priority Process.
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Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
The communication and dispatch system for EMS for the region is managed by MD Ambulance and
is a state of the art and accredited facility staffed by dedicated trained providers. MD Ambulance
has 'geomatic' mapping of its fleet and such capabilities are soon to be implemented in the other
contractor's fleets in the health region.
New and updated radios for use in the ambulances have been implemented in all the region's EMS
vehicles, with success. At this time the EMS crews are using a paper PCR, but exploration of the
feasibility of an electronic patient record is ongoing. At this time, the highest recognized
professional level of paramedic in the region (province) is advanced care paramedic (ACP). The
ACPs that work in air medical transport have been trained to the level of critical care paramedic,
which is not currently recognized as such by the province. At the time of this survey, paralytics
and rapid sequence intubation, although used in the past, are not currently part of the
recognized skills and treatment mandate of paramedics. However, the practise may occur at
certain times such as for air medical transport with nurse/paramedic configuration.
The region and contracted EMS providers have developed a structured approach, metrics and
benchmarks regarding off load delays and significant improvement has occurred over the last
year in improving this quality measurement.
No Unmet Criteria for this Priority Process.

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
The process for evidence based guideline development is performed informally in the individual
contracted EMS services of the region and the main incorporation of selection and
implementation occurs at the provincial level.
Primary EMS research at the contractor level does not occur regularly but past participation has
been done with the use of the University of Saskatchewan Research Ethics Board approval.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
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Surveyor Comments
The EMS services in the health region appear dedicated to excellence and optimal provision of
care. The EMS does not, in general, possess pan Canadian national benchmarks but these are
currently in the early development phase. As well, the EMS services have considered
benchmarking some of their outcomes for cardiac arrest survival, to hospital discharge as per the
international Utstein criteria. However, EMS lacks capability to access the region's institutional/
hospital patient's outcomes after transfer.
No Unmet Criteria for this Priority Process.

Infection Prevention and Control
Measures practiced by healthcare personnel in healthcare facilities to decrease transmission and
acquisition of infectious agents.
Surveyor Comments
Regular immunizations are offered to the EMS team and acceptance thereof is voluntary for MD
ambulance personnel.
No Unmet Criteria for this Priority Process.

Home Care Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The organization needs to continue efforts at implementing the Inter rata resident assessment
instrument (RAI) tool. Encouragement is offered to explore opportunities to extend its use for
community assessment, as client population and diversity increases.
The organization needs to continue advancing partnerships that have been developed with
aboriginal groups to ensure culturally sensitive approaches.
The placement of home care (HC) staff in the ERs, to identify clients that can be better served
by HC is innovative.
Encouragement is given to continue exploring approaches to communicate services to minority
language groups.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Encouragement is offered to continue efforts at exploring creative scheduling and staffing
approaches to address appointment consistency for clients.
The HC services is encouraged to continue engaging HC pharmacist to support best possible
medication history (BPMH) reviews.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The organization regularly evaluates and documents each staff
member’s performance in an objective, interactive, and positive
way.

Priority for
Action

4.10

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
Home care (HC) staff have access to a multidisciplinary team that includes nursing, pharmacy,
nutrition, physiotherapy and occupational therapy to support an integrated approach to support
clients. Strong relationships with physicians were noted.
Encouragement is offered to continue development of relationship with the Urban Metis
organizational group and explore means to address unique needs of this population.
The organization is commended for the integrity of the medication reconciliation process and
efforts to drive this practice in the HC program across the region and among nursing staff.
The organization is encouraged to explore opportunities to offer emotional support and
counselling for clients, particularly complex clients, with partnering agencies.
The organization does not have a strategy to assess and address falls and should begin the
exploration of strategies around falls.
The team is encourage to explore opportunities for service improvement, generated from data
from recent client service summaries.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The organization facilitates access to emotional support and
counselling for clients and families.

7.6

The organization implements and evaluates a falls prevention
strategy to minimize the impact of client falls.

8.8

The organization has implemented a falls prevention
strategy.
The strategy identifies the populations at risk for falls.

Priority for
Action

8.8.1
8.8.2

Detailed Accreditation Results
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The strategy addresses the specific needs of the
populations at risk for falls.
The organization evaluates the falls prevention strategy
on an ongoing basis to identify trends, causes, and
degree of injury.
The organization uses the evaluation information to make
improvements to its falls prevention strategy.

8.8.3
8.8.4

8.8.5

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
Strong processes are in place for the management of privacy in view of delivery of services within
the home environment.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The organization is encouraged to continue with efforts at developing research on key indicators
for Home Care, and explore priority items for action and develop improvements.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The organization identifies and monitors process and outcome
measures for its services.

15.1

The organization uses the information it collects about the
quality of its services to identify successes and opportunities for
improvement, and makes identified improvements in a timely
way.

15.4

Priority for
Action

Hospice, Palliative, and End-of-Life Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
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Surveyor Comments
The Palliative Care Services team collaborates with a broad range of community agencies,
donors, long term care affiliates and regional departments to identify the needs of current and
future clients. In spite of its small size, the team has raised awareness of available services and
expertise of members by way of in services, presentations, written materials and responding to
requests for information and service. The team collaborates very closely and seamlessly with the
palliative home care program to facilitate client transitions along the continuum.
The team is encouraged to continue to improve relationships with the Saskatchewan Cancer
Agency and to advocate through the Saskatchewan Palliative and Hospice Association, for
improved services to surrounding regions, rural areas and Aboriginal populations across the
province.
Community donations and government programs enhance the availability of specialized
equipment, supplies and staff education. Consideration should be given to enhancing the range of
services and expansion of the interdisciplinary team.
The team is commended for continually looking for new ways to use the limited resources and
adopt best practices.
Reviews of service show evidence of growing needs in population
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The organization provides support to the team to deliver
high-quality hospice palliative and end-of-life services.

Location

Priority for
Action

2.11

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Palliative Care Services has a well functioning core in patient interdisciplinary team, which
includes nursing, medicine, social work, bereavement counsellor and volunteers. Consultation
services are provided in the three Saskatoon hospitals and long term care by Palliative Care
Coordinators that work collaboratively with an assigned palliative physician. Frequent rounds and
team meetings are held to focus on client needs, manage work load and improve team
functioning.
The team is encouraged to develop a more formal orientation to the program for new team
members, following regional orientation. It is recommended that the organization assign an
educator to the team to ensure that all required safety education is provided and the needs of
the program are met.
Students of all disciplines are welcome in the program.
The organization and team members support the staff and help them cope with their grief
experiences. It is suggested a more formal peer support or other approach be adopted.

Detailed Accreditation Results
support of donors.
In patient spaces are functional and pleasant for staff and patients/families. Creative touches
include art, quilts, and a bereavement stained glass lamp.
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Team members are supported in attending local and national educational opportunities, with the
support of donors.
In patient spaces are functional and pleasant for staff and patients/families. Creative touches
include art, quilts, and a bereavement stained glass lamp.
Daily rounds with core team members and weekly rounds, with the broader team facilitate good
team communication.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

Location

Priority for
Action

4.11

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
The team is commended for placing in priority order, urgent admissions to the in patient unit
from the community. The on call physician coverage is a strength.
The palliative resource manual is excellent and frequently used by staff at affiliate long term
care homes and hospital in patient units. In addition, written materials on a variety of topics are
readily available. The team is encouraged to continue to investigate the potential of a web site
for staff and members of the public. Decisions are reviewed and discussed regularly.
The organization is encouraged to finalize the development of the updated policy on advance
care directives, with the involvement of a representative of Palliative Care Services.
Palliative Care Services offers emotional support and counselling to clients and families based on
individual needs. The team responds to referrals for consultations in Saskatoon hospitals and 17
of the region's long term care homes in a timely way. Requests for admission to the in patient
unit cannot always be met so alternate methods of providing advice and expertise are offered.
The clinical coordinator, manager and medical director continually review the needs of those
waiting for in patient care to ensure the best use of the beds.
Families and patients are involved in care planning and those interviewed felt well informed and
their views heard. Assessments and care plans are holistic and include physical, psychological and
social components. The team has timely access to diagnostic and treatment services and other
consultations as needed. Assessments are updated on a regular basis, daily on the in patient unit.
The team monitors progress and documents all services in the client record.
Medication service needs are met in a timely way by either regional or community pharmacies,
depending on the site. After hours access to pain medications at Rosthern Mennonite Nursing
Home is currently unavailable but solutions are being investigated. The consistent involvement of
a clinical pharmacist as a member of the in patient unit team is encouraged.
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The team is commended on communicating information on resuscitation and other life supports
in a compassionate way to clients and families, using a benefit/burden approach.
Service settings are homelike, calm and comfortable. Clients and families were pleased with the
quality of the food and flexibility of the staff in addressing their preferences and wishes.
Bereavement services are offered to families and informal care givers by the bereavement
coordinator and/or spiritual care department. Bereavement support groups including the 'walking
group' and the 'creative expressions support group' were developed by palliative services team
staff and are available in Saskatoon. The coordinators offer book gifts to families and follow up
with bereavement cards to determine whether follow up contact would be welcome. Palliative
HC leads a community bereavement group for widows.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team identifies and removes, where possible, barriers that
prevent clients, families, service providers, and referring
organizations from accessing services.

6.1

24/7 Access.

6.3

The team collects data on the percentage of clients with
24/7 access to hospice palliative and specialized services,
both in person and by telephone.

6.3.1

If the team is unable to meet the needs of potential clients or
referring organizations, the team explains the reasons why,
facilitates access to services offered by other organizations, and
records the information for use in service planning.

6.12

Pain and Symptom Assessment.

7.7

The team collects data on the percentage of clients who
were administered the ESAS upon admission.

7.7.1

The team collects data on the percentage of clients where
a standardized pain assessment tool was used.

7.7.3

The team reconciles the client’s medications upon admission to
the organization, with the involvement of the client, family or
caregiver.

Priority for
Action

7.9
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The team documents that the BPMH and admission
medication orders have been reconciled; and appropriate
modifications to medications have been made where
necessary.
Medication Reconciliation at Admission.

The team follows Accreditation Canada’s protocols and
definitions to collect and submit data on medication
reconciliation at admission.
The team does not have any unaddressed priority for
action flags based on their medication reconciliation at
admission indicator results.
Documentation of client and family goals.

The team collects data on the percentage of clients where
client and family goals are documented.
Collaborative care planning.

The team collects data on the percentage of clients where
a collaborative care plan was documented.
The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

7.9.4

7.10

7.10.1

7.10.2

8.2

8.2.1
8.5

8.5.1
12.2

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.

12.2.1

The process includes a timely comparison of the
prior-to-referral or transfer medication list with the list of
new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications list have been made.

12.2.3

The organization has a documented plan to implement
throughout the organization and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

12.2.6

12.2.4

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
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Surveyor Comments
The organization is encouraged to continue to work toward electronic documentation. This would
facilitate timely access to the most recent information by all members of the care team and
would standardize documentation practices across the programs and locations served by
Palliative Care Services. As an interim measure, the Palliative Care Service is encouraged to
collect key service, quality and indicator information from client records to monitor its services.
The team is commended on identifying and pursuing opportunities for research in many
disciplines, in collaboration with educational institutions. Examples include delirium symptom
identification by unregistered staff, bereavement packages for parents to communicate with
children, access to palliative care by immigrants and bereavement support for elderly caregivers.
The team identifies new best practices and enhances its knowledge in many ways, including
attending and presenting at conferences and workshops and making connections with palliative
leaders for mutual benefit. It is suggested that a more formal process to evaluate and trial
emerging best practices be developed.
The team provides education and shares its knowledge with staff, partners and colleagues across
the province. The team is encouraged to explore greater use of technology for education such as
web casts, pod casts, and telehealth.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team has timely access to appropriate information
technology that impacts client care decisions.

Location

Priority for
Action

14.1

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The team shares best practice information with partners and other palliative organizations across
Canada. For example the creative expressions bereavement support group was presented at the
2010 Canadian Palliative Care Association conference.
In the LTC sites where consultation services are provided, the new welcome guide, soon to be
distributed to clients and families will provide information on safety.
The team is commended on its understanding and compliance with verification processes for high
risk treatments such as infusion pumps and pain medication.
The development of a formal approach to the identification, tracking and reporting of the
outcomes of palliative services is recommended, including the FAMCARE results, client feedback,
incidents, pain management and others to be defined by the team and the organization.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team implements and evaluates a fall prevention strategy to
minimize the impact of client falls.

Location

Priority for
Action

16.2

The team has implemented a fall prevention strategy.

16.2.1

The team uses the evaluation information to make
improvements to its fall prevention strategy.

16.2.5

The team informs and educates its clients and families in writing
and verbally about the client and family’s role in promoting
safety.

16.4

Written and verbal information is provided to clients and
families about their role in promoting safety.
Staff uses written and verbal approaches to inform and
educate clients about their role in promoting client safety.
Clients indicate that they have received written and verbal
communication about their role in promoting client safety.

16.4.1
16.4.2
16.4.3

Infection Prevention and Control
Infection Prevention and Control
Measures practiced by healthcare personnel in healthcare facilities to decrease transmission and
acquisition of infectious agents.
Surveyor Comments
The addition of a rural infection control practitioner (ICP) has proven to be of great benefit to
the region. Among other duties, the ICP visits LTC facilities, completes building audits,
educates and assists with special issues, and provides input to new construction projects.
Policies for long term care have been adapted to meet LTC needs such as methicillin resistant
staplycoccus aureus (MRSA), which are different than the needs in an acute setting.
Residents and families at LTC facilities are very aware of the hand washing initiative, of the new
booklet regarding this initiative, and of the fact that they are not to visit the facility when they
are ill. There is hand washing gel outside every room in these facilities or at least, at the sites
that were surveyed and some facilities have gloves on the wall as well.
The infection prevention and control (IPAC)committee is robust and has an excellent cross
section of professionals as its members.
The IPAC committee is involved from the onset of construction/renovation projects, from design
to monitoring during the construction phase.
Staff are educated about infection prevention and control and hand washing during their
orientation.
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After being disinfected, endoscopes are randomly re tested to ensure that they are free of
microbes.
Every employee in the dish room area of the kitchen at the Saskatoon City Hospital has his/her
own tray containing their individualized protective equipment (PPE).
There is a concern about dryer cabinets in the sterile processing department (CSR) at the RUH
site in that these are aging to the point where they are in poor repair. The organization should
consider replacing them as soon as funds become available.
Another concern is the two washers in the CSR at RUH, as they are aging to the point where they
are in poor repair and many replacement parts are no longer available. The organization should
consider replacing these units as soon as funds become available.
Some LTC homes do not give their staff vaccines. It was noted that last year, Public Health gave
the vaccine and it was readily available to staff. Some LTC facilities have the vaccine available
but do not have the staff to give the injections. It would seem that a standardized approach to
this initiative would be advantageous.
No Unmet Criteria for this Priority Process.

Long Term Care Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The establishment of regular meetings with the Saskatoon Regional Health Authority, and the
seventeen (17) affiliates is a worthwhile initiative.
The rural long term care (LTC) facilities reflect their communities, while realizing benefits from
the region. The integration of health centre, out patient clinic, laboratory and radiology allows
physicians to see and treat the local community as out patients while ensuring physicians are
available for providing services for the LTC facilities.
The waiting list in Saskatoon for long term care has been decreased from more than 100 clients
to 43 clients as a result of implementing a supportive housing program and a, "direct client
funding program" initiated as a pilot project.
The hiring of clinical practice leads, particularly for Central Parkland Lodge has been welcomed
by staff. This has increased education and the implementation of enhanced care standards such
as for skin care.
All LTC facilities visited commented on the benefits of the corporate "People Strategy" that is
assisting in human resource issues, such as hiring, discipline and attendance management.
Access to the infection control practitioner (ICP) for all sites to audit, educate and act as an
added resource has been welcomed by the facilities. This has also enabled information sharing
and the establishment of best practices. Staff commented on the increased education. Meetings
between administrators, clinical leads and care directors (DOCs) have enhanced communication.

have standard procedures in place if there is no physician response.

Detailed Accreditation
Results
Including LTC facilities in planning of initiatives prior to their implementation
would create
a
better sense of buy in to the programs and also allow for better planning since there are fewer
resources available to the LTC sites.
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An area for improvement concerns physician coverage, which has been challenging in the urban
areas so the draft policy to access a physician is a good initiative to ensure that the nursing staff
have standard procedures in place if there is no physician response.
Including LTC facilities in planning of initiatives prior to their implementation would create a
better sense of buy in to the programs and also allow for better planning since there are fewer
resources available to the LTC sites.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Parkridge Centre has initiated a training program for special care aides with a home care
organization thereby creating a partnership and a pool of staff from which they could hire.
Both residents and families commented on the caring staff at all the LTC facilities. Families and
residents felt safe, appreciated the home like environment and the connections to the local
communities.
The addition of 12 hour LPN shifts in Watson, and evening and night supervisors in Parkridge are
good initiatives. The Saskatoon Convalescent Home facility has incorporated the family and
resident story into the orientation process.
For all the homes, there is very limited access to S W, PT and OT services and no therapeutic
recreation services. The exceptions are Sherbrooke and Central Haven homes, which share OT
and PT resources because of the unique populations served at Sherbrooke. Consequently, when
residents choose to return to their local communities, they have no access to rehabilitation
services. The homes did have activity coordinators that provided programming however, it is
suggested that adding therapeutic recreation would result in a higher quality of service.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

Location

Priority for
Action

4.11

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
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Surveyor Comments
The 'All About Me' care plans are a good example in all facilities of a cooperative approach to
care planning involving, staff, residents and family members. The commitment to the gentle
persuasive approach, a time to care, and a snapshot of me, are demonstrations of the
commitment to client centrred care.
It is suggested the LTC homes work together to develop a template that will allow the nurse to
reconcile medication at admission and transfer in a formal process. It is further suggested that
this process be audited to ensure sustainability.
It is suggested that the LTC homes work on developing family/resident councils that reflect with
the needs of their community.
The homes and particularly Central Haven are encouraged to continue to work on the reduction
of restraints.
The implementation of a formal falls strategy that is being planned, is a good initiative.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team reconciles the client’s medications upon admission to
the organization, with the involvement of the client, family or
caregiver.

There is a demonstrated, formal process to reconcile
client medications upon admission.
The team generates a Best Possible Medication History
(BPMH) for the client upon admission.
Depending on the model, the prescriber uses the BPMH
to create admission medication orders (proactive), OR, the
team makes a timely comparison of the BPMH against the
admission medication orders (retroactive).
The team documents that the BPMH and admission
medication orders have been reconciled; and appropriate
modifications to medications have been made where
necessary.
The process is a shared responsibility involving the client
and one or more health care practitioner(s), such as
nursing staff, medical staff, pharmacists, and pharmacy
technicians, as appropriate.
Medication Reconciliation at Admission.

The team follows Accreditation Canada’s protocols and
definitions to collect and submit data on medication
reconciliation at admission.
The team does not have any unaddressed priority for
action flags based on their medication reconciliation at
admission indicator results.

Priority for
Action

7.4

7.4.1
7.4.2
7.4.3

7.4.4

7.4.5

7.5

7.5.1

7.5.2
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The team adheres to its policy and procedures for the use of
restraints.

10.13

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medication to the next provider of service at referral or transfer
to another setting, service, service provider, or level of care
within or outside the organization.

12.3

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or transfer medication list with the list of
new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The processes makes it clear that medication
reconciliation is a shared responsibility involving the client,
nursing staff, medical staff, and pharmacists, as
appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

12.3.1
12.3.2

12.3.3

12.3.4

12.3.5

12.3.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
Best practice guidelines are being implemented and imported as necessary from other
jurisdictions such as the Registered Nurses Association of Ontario (RNAO) Best Practice Guidelines
and the Release Time to Care from the United Kingdom. Saskatoon Convalescent Home staff are
eagerly anticipating the implementation of this initiative.
Minimum data sets (MDS) is in use in facilities however, several facilities are completing their
own MDS on admission. Home care (HC) is currently using the provincial forms, which are not as
comprehensive. The plans to have HC complete MDS on all new clients is a good one and will
assist with the admission process.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

Team members receive education and training on information
systems and other technology.

Priority for
Action

14.2

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
There is a quality committee, which includes a family member and has spearheaded quality
issues such as the LTC quality framework. Additional surveys and audits are being completed
regularly to augment this framework and the data are used to make improvements. Sharing
information with staff, residents and families routinely is a good direction. Auditing of critical
events has led to improvements such as door alarms, hiring of security and regular audits of bed
heights.
The new brochure entitled: "Welcome Guide to Long Term Care" has a section on general safety.
It is suggested that a component be added to include the resident and family role in safety such
as hand washing for visitors.
At St. Mary's Villa, the magnetic door lock has been out of order for three weeks and this is a
concern. Also the flooring in one wing namely the Dust Wing is in poor shape, with the result
that tape is being used in an attempt to keep the floor intact. This could be a tripping and
cleaning hazard.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team informs and educates its clients and families in writing
and verbally about the client and family’s role in promoting
safety.

Priority for
Action

16.4

Written and verbal information is provided to clients and
families about their role in promoting safety.

16.4.1

Clients consistently indicate that they have received both
written and verbal communication about their role in client
safety.

16.4.3

Managing Medications
Medication Management
Interdisciplinary provision of medication to clients.
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Surveyor Comments
Generally, pharmacists are involved with the interdisciplinary teams. There are potential
opportunities for clinical pharmacist input at some of the sites external to Saskatoon. Some sites
do not have any pharmacy staff on site.
When initiatives involving practice change are identified, formal, comprehensive consultation of
all stakeholders that will be affected in terms of impact should be considered.
The provincial spread of policies and protocols has provided significant support to smaller sites
and achieved standardization of practice. The health region is acknowledged for its movement to
a province wide formulary, which is available to all staff on the intranet.
The health region is commended for the all inclusive and robust approach to addressing
medication shortages.
Order legibility is greatest at the sites that have Centricty Connect. Consideration should be
given to ensuring all pharmacies using Centricity have access to this technology.
Within the parameters of the pharmacy hours of service, orders are reviewed and entered prior
to dispensing.
The SHR is commended for the extensive unit dose packaging of medication and especially the
residential multi-paks provided to Central Haven Lodge, which are the gold standard for
residential LTC facilities.
The recent hiring of a Medication Safety Officer is a wonderful step towards identifying labelling,
packaging and nomenclature problems. Consideration should be given to expanding this portfolio
to support the entire health region.
The Royal University Hospital and Humboldt Hospital pharmacies are challenged for space,
resulting in some inefficiencies in the work flow pattern and processes. A thorough review of
processes is required, including questioning the need for all tasks and the subsequent redesign of
the pharmacy structure and procedures.
The health region goes to great lengths to protect the stability/integrity of medications that are
being shipped between sites owing to the broad variation in summer versus winter temperatures.
The health region is commended for implementing standard policies such as ward stock criteria
for the province .
The implementation of Centricity in all pharmacies in SHR is an excellent opportunity to
standardize outputs for reports, MARs and labels.
Pre printed orders are more commonly utilized at the larger sites of RUH, SPH and SCH. The
health region is encouraged to share the pre printed orders (PPOs) with all sites in the SHR. In
order to maximize the safety associated with the use of PPOs, the health region is encouraged to
implement a system of version control to allow 100 percent assurance of the accuracy of the
computer entry, verification and outputs.
The health region has a five location allergy documentation process with one of the locations
being on every order form used during the patient's stay. The health region is encouraged to
develop a single location for documenting this critical information so that it is readily available
to all care providers.
Patients are provided with material on discharge.
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administering high risk medications.
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Patients are provided with material on discharge.
The health region encourages staff to work within their scope of practice. The nurses are very
diligent about waiting if necessary for, and requesting an independent double check before
administering high risk medications.
With the new medication safety officer, consideration could be given to developing a process to
identify when triggers are activated.
The SHR has supported sharing the outcome of safety review across the province and at times
across Canada.
The SHR has a regional drug utilization pharmacist that can facilitate this process.
Within pharmacy, and locally, the managers will work with staff to identify opportunities for
improvement. Ideally, this should be reviewed by an interdisciplinary team, if appropriate.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

Prescribing medical professionals and other service providers
have access to accurate medication-related information specific
to their client population/client care area.

1.3

The organization provides staff and service providers with access
to approved medication information tools.

1.4

The organization has a policy and process to manage the
availability of sample medications.

3.7

Medications are stored in secure areas accessible only by
authorized staff.

6.3

The organization removes concentrated electrolytes (including,
but not limited to, potassium chloride, potassium phosphate,
sodium chloride >0.9%) from client service areas.

7.2

There are no concentrated electrolytes stored in client
service areas.

Priority for
Action

7.2.1

Unit dose oral medications remain in the manufacturer’s or
pharmacy’s packaging until they are administered.

7.5

The organization securely stores cytotoxic agents in a
segregated area with adequate ventilation.

8.3
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The organization has identified and implemented a list of
abbreviations, symbols, and dose designations that are not to be
used in the organization.

10.2

The list is inclusive of the abbreviations, symbols, and
dose designations, as identified of the Institute of Safe
Medication Practices (ISMP) Canada’s “Do Not Use List”,
available at http://www.
ismp-canada.org/dangerousabbreviations.htm.
The organization implements the Do Not Use List and
applies this to all medication-related documentation when
hand written or entered as free text into a computer.

10.2.1

The organization educates staff about the list at
orientation and when changes are made to the list.
The organization updates the list and implements
necessary changes to the organization’s processes.
The organization audits compliance with the Do Not Use
List and implements process changes based on identified
issues.

10.2.5

10.2.2

10.2.6
10.2.7

The organization provides quiet work areas where medication
orders are written, transcribed, and entered into computer
systems.

10.12

The organization has a policy for body surface area prescribing
for chemotherapy that includes verification based on milligrams
per square meter.

11.6

The organization provides workspace to pharmacy staff to
support safe and effective preparation of medications.

12.1

Pharmacy staff compound sterile medications and intraveneous
admixtures in the pharmacy using aseptic technique and
appropriate safety materials and equipment.

12.3

Pharmacy staff prepare intravenous products in a segregated
admixture area using a certified laminar flow hood.

12.4

When there is no internal pharmacy or when the pharmacy is
closed, the organization provides designated staff and service
providers with controlled access to a night cabinet or a limited
selection of urgently required medications.

14.1

The organization has medication delivery turn-around times for
emergency, urgent, and routine medications.

15.2
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At the start of service, service providers educate clients and
families about how to take an active role in ensuring medication
prescribed for them is administered safely.

16.1

Service providers record in the client record verbal or written
information that is provided to the client.

16.5

Immediately after administration, the staff or service provider
documents the time of medication administration in the client
record.

18.7

The organization uses alarms on client monitoring systems to
alert staff and service providers immediately to potential
adverse drug events.

20.3

The organization provides staff and service providers with
regular feedback about adverse drug events, hazardous
situations, and risk reduction strategies that are being
implemented.

21.9

The organization has a quality control program for the
pharmacy.

22.3

Medicine Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
Neuroscience - RUH:
The team has a regular business meeting where they plan and monitor services. The team has
taken a lead role in the: "Releasing Time to Care" initiative. There is excellent staff involvement
in the various initiatives. The team is truly interdisciplinary. It is evident that team members
work together to meet the needs of the patient. The team has developed a resident orientation
program, which clearly outlines the operating procedures of the unit and the expectations of the
residents.
Respiratory Medicine - RUH:
The medical unit, with 39 beds and over capacity for three more patients on this unit/corridor,
also manages four extra medical beds on the surgical unit and four extra beds on the maternity
unit. During the surveyor team visit, the unit was caring for fifty patients. This unit is always at
capacity. The staff could not recall the last time that they were not at 100 percent occupancy.

residents in internal medicine taking a very active role. Residents are supported by internal
medicine physicians. The staffing model includes registered nurses (RNs) and licensed practical
nurses (LPNs). There is a multidisciplinary approach to care, with representation from
occupational therapy (OT), physiotherapy (PT), social work (SW),
dietician,
pharmacy andResults
home
Detailed
Accreditation
care (HC). Given the high census, overtime and sick time is rising. The unit is also seeing an
increase in C-Difficile and methicillin resistant staphlyoccocus aureus (MRSA) patients.
Cardiology Medicine - RUH:
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This is a typical medical unit, with an internal medicine focus. More specifically, the focus of the
unit is on respiratory, gastroenterology (GI) and so on. There is capacity for two chronic
ventilated patients. Acuity of patients continues to rise. This is a clinical teaching unit, with
residents in internal medicine taking a very active role. Residents are supported by internal
medicine physicians. The staffing model includes registered nurses (RNs) and licensed practical
nurses (LPNs). There is a multidisciplinary approach to care, with representation from
occupational therapy (OT), physiotherapy (PT), social work (SW), dietician, pharmacy and home
care (HC). Given the high census, overtime and sick time is rising. The unit is also seeing an
increase in C-Difficile and methicillin resistant staphlyoccocus aureus (MRSA) patients.
Cardiology Medicine - RUH:
This is a team that has a "can do and will do" attitude and philosophy. There is strong clinical
and operational leadership on this unit. The team benefits from the presence of an advanced
practice nurse, as well as the presence of an interdisciplinary team. Team members have a
regular business meeting where they set and monitor goals and objectives for the coming year.
They have an effective quality management program and are monitoring several clinical and
quality indicators. They are seeing many successes including their target for door to balloon time
of less than 90 minutes. The June time ranged from 22 to 82 minutes. Another initiative
concerns falls whereby the team is targeting a reduction of falls by 40 percent. Patients at risk
for falling are given a pair of "red slippers" in order to identify this risk. This is very innovative
and was initiated by staff on the unit. The unit is also involved in Safer Healthcare Now
initiatives. The staff are very proud of the new telemetry unit that was installed on year ago,
where monitoring is managed at the unit level rather than remotely in the CCU. The team works
very collaboratively with all components of Cardiac Medicine.
Some of the teams are currently involved or beginning their involvement in the Releasing Time to
Care initiative. The Neuro- Medicine Unit at the RUH has undertaken major Lean work on the
unit related to their equipment and supplies.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Interdisciplinary care was evident on the medicine units. The presence of a nurse educator
ensures that staff receive the required education and follow up to ensure they are equipped to
care for the patients on the various units. All staff receive a comprehensive unit orientation.
The annual education days have been reduced from two days to one day and therefore, it has
been a challenge for the educators to ensure staff receive the required annual education. Staff
education is documented and is available on the unit.
The cardiology service has created a position entitled: "acuity nurse" who is there to support
junior staff and also can provide augmented nursing care to higher acuity patients.
The medicine teams are very committed to family centred care. They utilize a minimal restraint
policy where units have access to the Pinel Restraint System.

68

care are not able to access the close observation unit. This has been a historical practice. The

Detailedunit
Accreditation
Results
may wish to revisit
the access criteria for this unit in order to optimize this level of care for
all cardiac patients that may require a higher acuity of care and not just limit it to the cardiac
surgery population. The staff in this unit have the knowledge and expertise and therefore, this
would support the right care, to the right patient at the right time.
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The cardiac medicine unit at the RUH site has a five bed observation unit, which is utilized only
for post cardiac surgery patients. The current practice has been to have the cardiac surgery
patients discharged directly home from this unit rather than being transitioned to the in patient
unit for the remainder of their care. Cardiac medicine patients who require a higher acuity of
care are not able to access the close observation unit. This has been a historical practice. The
unit may wish to revisit the access criteria for this unit in order to optimize this level of care for
all cardiac patients that may require a higher acuity of care and not just limit it to the cardiac
surgery population. The staff in this unit have the knowledge and expertise and therefore, this
would support the right care, to the right patient at the right time.
Access to general laboratory and diagnostics is generally good. With the increase in traffic
congestion in the city, there have been some perceived delays in receiving laboratory results in a
timely manner. As well, receiving results from nuclear medicine is not always timely. There is
also no dedicated OR time for pacemaker insertions and therefore, this can impact on patient
flow.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

Team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

Priority for
Action

4.8

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
Stroke Prevention Clinic - RUH:
The clinic, located at RUH provides diagnostic services for clients using a collaborative approach
for all services in the same day. Services such as echo cardiology, EEG, CT, ECG and laboratory
testing provide services to accommodate the clients in the same day, avoiding returns to
hospital. The clinic RN coordinates the client's tests and provides education to the clients about
the tests, potential causes and some prevention teaching. The clinic is located in a windowless
space located near to admitting and the diagnostic services. The setting is client focused, and
intended to provide a comfortable environment for the clients and families. The wait list is
closely monitored and clients are admitted to the clinic according to risk assessments. When
diagnostic tests are completed, educational materials are provided to the client and the
discharge occurs.
There is a concern about confidentiality in the dictation area. The plan to replace the curtain
with a pocket door is supported. The clinic is encouraged to consider expanding its prevention
education with the use of telehealth, on site video presentations, and other forms of support for
client self management.
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clinic has had a positive impact on reducing unnecessary in patient admissions.

All the medicine units provide the patients with a patient and family handout, which is
individualized to the specific unit and provides important information to the patient. The
cardiology and neuro medicine unit have particular attention to ensure patient safety including a
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Neuroscience - RUH:
The presence of the interdisciplinary team on this unit ensures that the holistic needs of the
patients are addressed. They are a well functioning team, as evident in the interdisciplinary
team rounds that the surveyor attended. The in patient team noted that the stroke prevention
clinic has had a positive impact on reducing unnecessary in patient admissions.
All the medicine units provide the patients with a patient and family handout, which is
individualized to the specific unit and provides important information to the patient. The
cardiology and neuro medicine unit have particular attention to ensure patient safety including a
focus on medication administration and falls prevention.
Medicine - SPH:
This unit offers a strong teaching environment. Students, physicians, nursing and allied health
feel welcome and respected for their contributions to learning and care. The team conducts
daily, interdisciplinary rounds. The unit is participating in the Releasing Time to Care initiative,
improvements are being tracked and posted so that staff can see progress.
The role of the clinical coordinator on all the medical units visited is seen as being most valued,
as this role keeps the unit 'afloat'.
All the medical units are experiencing flow issues. Over census patients are in hallways, in
unfunded bed spaces, or in converted storage rooms converted for beds. Bed rounds are held
daily and sometimes three times a day to map out discharges and to place admitted patients
from ER. At SPH, access to Echo is limited, with only having one machine and one technician. If
the machine is down then patient flow is hampered. Flow to LTC appears to be uncoordinated
and people fall through the gaps. There are not enough bariatric beds and not enough linen.
Medicine - Watrous Hospital:
Medication reconciliation on admission is initiated, using a standardized form however,
completion of the same is variable. Audits are completed for allergy notification, PIP, and
patient ID verification, which has demonstrated a need to focus on compliance with procedures
and policies. Incident reports identify the primary issue as patient falls and medication errors,
specifically incorrect medications administered.
Many of the public health services are housed in the hospital facility so that the concept of
comprehensive care management is realized. A client coordinator assesses appropriate
placement options, as well as the extent of HC services for patients preparing for discharge.
Palliative services are coordinated in the hospital, which provides respite as well as end stage
management if required. A new manager is attempting to implement many processes and
procedures, which are necessary for safe care however, some of the staff are resistant to
change. Efforts at ensuring basic standards such as annual recertification are being challenged.
It is important that the manager be supported in her attempts to review and improve basic
requirements in the hospital.
Medicine Pediatrics: RUH:
The Maternal and Children's Services have established a strategic and operational plan supporting
the regional strategic plan. Monthly meetings are held to share progress. The pediatric unit is
involved in the LEAN process and has made progress in completing process reviews and
implementing more efficient processes.
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In an attempt to address miscommunication issues between PICU and the unit, a pediatric early
warning score was instituted to consistently communicate patient status. In addition, a prompt
team was implemented to accomplish rapid response to changes in patient condition, which may
warrant admission to PICU.
As a result of a risk analysis, a security issue has been addressed by building two doors on either
side of the unit with security passes required for entry. Medication administration stations have
been built for easier access and more efficient delivery to patients.
A family advisory council has been established to provide an avenue for family input to planning.
Family representative have been included in site visits to US hospitals in preparation for the new
Children’s Hospital planning, as well as to participate in the selection of the unit supervisor.
Incident reports indicate that the medication management, particularly correct IV fluid selection
and correct medication dosage preparation are the primary issues.
Rounds are held regularly by interdisciplinary teams that are service specific. These services
make recommendations for care and the pediatric team directs the care plan, with service input.
It is suggested that when numerous services are providing input to care, the patients/families be
invited to participate.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

Priority for
Action

11.3

11.3.1
11.3.2

11.3.3

11.3.4

11.3.5

11.3.6
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Following transition or end of service, the team contacts clients,
families, or referral organizations to evaluate the effectiveness
of the transition, and uses this information to improve its
transition and end of service planning.

11.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
There is evidence that all teams ensure that a comprehensive patient record is kept. The teams
follow best practice guidelines. There are excellent processes in place for the sharing and
transfer of information.
The cardiac medicine program completes a cardiology discharge letter to family practitioners
following the discharge of all patients. This is completed at the time of discharge. The team
also conducts a follow up telephone call following discharge. In addition to doing medication
reconciliation upon admission, there is evidence that the cardiac medicine team also completes
medication reconciliation upon discharge.
The cardiac medicine program has also established expected lengths of stay (ELOS) for 16
diagnosis categories. They monitor this on a regular basis and each of the cardiologists receives
their individual ELOS data.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
The teams are monitoring several quality indicators. They receive ongoing data, post it, monitor
and make improvements, based on the data. They have quality and service teams for the various
clinical services and review data at their regular meetings.
The provision of information relative to patient safety is inconsistent. The organization needs to
ensure that patients and families receive written and verbal information about their role in
promoting safety. The cardiac medicine unit at RUH has truly embraced patient and family
safety in both written and verbal form. Posters are present in the unit and at the bedside. The
unit conducts patient satisfaction surveys.
Quality reports are sent up to the leadership team by the units but not all units receive
feedback. The organization needs to ensure that the communication loop is closed and that the
units receive feedback on their quality reports. The units involved in the Releasing Time to Care
initiative have been visited by the CEO, VP and Executive Directors. They have appreciated this
acknowledgement by the senior leadership.
It was observed that all teams promote a culture of safety. This was evident in the safe
administration of medication, their attention to hand hygiene and falls prevention.
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No Unmet Criteria for this Priority Process.

Mental Health Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The team collects information from external sources, including from CIHI, wait list data and
other sources.
Several examples were provided for the Youth Mental Health and Addiction team where
information is used to define services and set priorities. For example, provincial initiatives
focused on integration, housing, liaison with schools, tobacco reduction, and so on. The Child and
Youth and Adult Mental Health and Addiction programs collect and use several dashboard
indicators, such as access, wait times; suicide intervention and utilization indicators.
Several examples of key partnerships exist with the Mental Health and Addiction team. Examples
include education, housing, and community based organizations.
Good support is provided to the team, with policy standardization, professional development that
is organized and coordinated for the team based on priorities which are suicide assessment risk
training, organizational priorities such as CPR, and speciality area priorities as identified by the
team. A plan and process are in place with good support for staff to access.
Opportunities for improvement exist to improve transition services between acute care and
community services, specifically with follow up services, education, and communication
identified via client/family feedback in both the child and youth programs.
Within the Mental Health and Addiction program, staff identified that the organization's focus on
prevention and promotion as a strategic priority is not integrated with their current core service
priority areas.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team’s scope of services is aligned with the organization’s
strategic direction.

Location

Priority for
Action

1.3

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The team/program has a strong interdisciplinary focus inclusive of all key disciplines, which is in
addition to strong linkages with workers in other sectors such as justice, education, community
based organizations, and housing.
The teams have an excellent focus on integration of Mental Health and Addiction services. This
includes staff education and training to develop a concurrent capable
approach
and
Detailed
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competencies, and accessing the Centre for Mental Health and Addiction on line training program
at some locations. Professional development opportunities are regularly offered based on priority
areas for example, organizational, program and speciality focus areas such as cognitive
behavioural therapy, and community organizations. Overall, the program is focusing on this as a

73

Accreditation Report

The teams have an excellent focus on integration of Mental Health and Addiction services. This
includes staff education and training to develop a concurrent capable approach and
competencies, and accessing the Centre for Mental Health and Addiction on line training program
at some locations. Professional development opportunities are regularly offered based on priority
areas for example, organizational, program and speciality focus areas such as cognitive
behavioural therapy, and community organizations. Overall, the program is focusing on this as a
priority in the planning, and more access is requested by staff.
There is excellent focus on team functioning, with staff meetings, team meetings, and
professional development opportunities.
Consistent orientation processes are commendable via the WOW program. This is in addition to
program/team specific orientation and certification with physical assessment and restraint
training (PART) and suicide intervention training (ASIST).
The team incorporates regular meetings/discussion and annual retreats with all staff to regularly
evaluate its functioning, identify priorities, and make improvements. One example is establishing
a central triage/intake process and software registry for all Mental Health and Addiction services
for children, youth and adults across the continuum of care.
Opportunities for improvement exist, with the implementation of performance reviews for all
staff as currently, this is very inconsistent in the program areas.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

Location

Priority for
Action

4.10

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
There is excellent use of a central triage/assessment process registry with the AMIS system that
defines a priority rating scale, based on severity of symptoms, available supports, and ability to
cope elements. The team is highly commended for the development of this tool and process and
is highly encouraged to introduce formal evaluation/research to assess validity and reliability
with the use of this tool. It is now being considered as an effective intake procedure/process
province wide.
There exists excellent client and family feedback regarding their involvement in care,
recreational programs in both in patient and out patient services, including rural programs
(Rosthern), team and case manager relationships, and staff response to client requests for
information and service.
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There are opportunities for improvement in processes and communication with clients on wait
lists, and improved follow up and transition services between acute care and community
programs. As well, family education programs in the Child Mental Health and Addiction program
could improve. Standardized recording mechanisms for suicide assessment, along with an
enhanced addiction focus in service areas such as in patient programs require work.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team works with other teams, services, and organizations to
determine the client’s appropriate placement and develop a
comprehensive follow-up plan.

11.2

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

11.3

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.

11.3.1

The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

11.3.4

Following transition or end of service, the team contacts clients,
families, or referral organizations to evaluate the effectiveness
of the transition, and uses this information to improve its
transition and end of service planning, as appropriate.

Priority for
Action

11.3.2

11.3.5

11.3.6

11.5

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
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Surveyor Comments
The process for "selected" evidence based guidelines is becoming standardized across the
program for example, the team is developing a core competency program on addiction for
mental health staff and alternatively, on mental health content for addiction staff.
Opportunities for more formal evaluation exist in all program areas for instance, domestic
violence groups, addiction education and counselling sessions. In addition, it is suggested that
recording forms and processes be clear and standardized for staff.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
Surveyor Comments
There are good examples for use and monitoring of some outcome measurement and the team is
commended on their efforts to standardize this. One example is the use of the client directed
outcome informed approach to engage clients and measure service provider effectiveness in the
Child and Youth Mental Health and Addiction team. Clients are fully engaged to rate their own
functioning using the outcome rating scale and also, their rating of the session/provider rating
via the session rating scale. This is a highly client centred outcome web based system, which
allows service providers to enter the scores. It also allows the programs to track outcome data
for individuals, either staff and/or clients and the program. In addition, the Child and Youth
program uses the Child and Adolescent Functional Assessment Scale (CFAS).
All program areas/services are reviewing this approach and other potential outcome
measurement and striving to incorporate this into their program areas. A strong culture of quality
improvement exists in the program.
The team is encouraged to continue its use and monitoring of outcome measures in addition to
evaluation. Opportunity also exists to incorporate clinical care pathways in the development of a
more standardized and consistent approach in client care.
No Unmet Criteria for this Priority Process.

Obstetrics/Perinatal Care Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
The team collects information regarding birth rates, volumes and clinical co morbidities. In the
past two and a half years, the birth rate has increased by 20 percent. A coordinated assessment
using a classification system or workload measurement is not used to substantiate changes to
patient population. Comparison of C section rates with the Canadian Institute for Health
Information (CIHI) data indicate that the team's rate of C section is low, at 25.8 percent. The
definition of high risk patients is changing as more patients present with cardiac co morbidity in
pregnancy. The LEAN process was utilized to address the accommodation of increased volumes of
urgent C sections, which resulted in bumping of electives. A bundling process was used to book
elective C sections with the assistance of anesthesiology so that efficiencies were realized with
this patient group.
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Two committees operate to establish direction for the team. These include the obstetrics
operations committee and the department of obstetrics and gynecology. It is apparent that
efficiencies and a more clear direction for the team could be accomplished by integrating the
two committees.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The team works together to develop team goals and objectives.

2.1

The team’s goals and objectives for its obstetrics/perinatal care
services are measurable and specific.

2.2

Priority for
Action

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
The unit has a five ladder system of orientation, with progressively increasing responsibility for
more acute patient management. This provides opportunities for staff to progress to increasing
levels of competency.
Recently, the staffing complement has been increased following several years of sub optimal
levels, which resulted in staff fatigue and high turnover rates. The result of increased staffing
has been a stabilization of the turnover rate and improved staff morale.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Location

Criteria

The organization provides sufficient workspace to support
interdisciplinary team functioning and interaction.

3.5

Team leaders regularly evaluate and document each team
member’s performance in an objective, interactive, and positive
way.

4.10

Priority for
Action

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
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Surveyor Comments
The initiative to manage elective section cases has resulted in more efficient use of OR time.
The team has identified the need to improve the admission form to increase the check box
options to support more complete documentation, as well as to prepare for electronic health
records.
Dedicated sonographers are part of the obstetrics (OB) team and provide timely assessment of
fetal status.
The unit is participating in a region wide medication reconciliation process. All patients being
admitted via out patients (OPD) have a medication reconciliation sheet on their chart.
Five midwives provide integrated service to the OB team. These individuals are region employees
and work collaboratively with the obstetricians.
The OPD clinics are housed on the same floor as the OB unit and serve to reinforce the continuum
of care following discharge.
Medication incidents are tracked. The analysis reveals the use of verbal orders and non
compliance with double checks for specific drugs such as Magnesium sulphate. A person to
person transfer of information is being reinforced for pump infusions.
Flash sterilization is not used in OB.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team monitors its members’ fatigue and stress and works to
reduce associated safety issues.

5.5

Medication Reconciliation at Admission.

7.13

The team follows Accreditation Canada’s protocols and
definitions to collect and submit data on medication
reconciliation at admission.
The team does not have any unaddressed priority for
action flags based on their medication reconciliation at
admission indicator results.
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Location

7.13.1

7.13.2

The team provides clients and families with access to emotional
support and counselling.

8.7

The team follows the organization’s established policies on
storing and disposing of medications safely and securely.

9.7

Detailed Accreditation Results

Priority for
Action

QMENTUM PROGRAM

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a single documented,
comprehensive list all medications the client has been
taking prior to referral or transfer.
The process includes a timely comparison of the
prior-to-referral or transfer medication list with the list of
new medications ordered at referral or transfer.
The process requires documentation that differences
between the two lists have been identified, discussed, and
resolved, and that appropriate modifications to the new
medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.
The team transfers information effectively among providers at
transition points.

11.3

11.3.1
11.3.2

11.3.3

11.3.4

11.3.5

11.3.6

11.4

The team uses mechanisms for timely transfer of
information at transition points (e.g. transfer forms,
checklists) that result in proper information transfer.

11.4.1

There is documented evidence that timely transfer of
information has occurred.

11.4.3

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
The existence of a paper based chart presents difficulties in terms of information access and ease
of information retrieval. The staff look forward to implementation of an electronic health
record.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
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Surveyor Comments
It is clear that the team requires assistance to support its quality improvement initiatives in
terms of identifying and collecting data related to indicators, tracking and analyzing information
and reporting the same to the team. Education and training of staff for risk identification
management is advisable, if the continuum of quality improvement is to be promoted.
The Maternal and Children's Service strategic plan identifies the need to review the Healthy and
Home program effectiveness particularly as it relates to Bilirubin testing and follow up. The
program is moving toward a Baby Friendly Initiative and the organization is encouraged to
support this direction.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The team is trained to identify, reduce, and manage risks to
client and staff safety.

16.1

Staff and service providers participate in regular safety briefings
to share information about potential safety problems, reduce
the risk of error, and improve the quality of service.

16.3

Priority for
Action

Rehabilitation Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
Rehabilitation services is well organized and has a strong strategic approach to the provision of
services. Current activities such as the stroke strategy and fall prevention strategy align with the
organization's strategic goals. A patient/client/family advisory council will be initiated in
December. The in patient units are currently reviewing goal directed conferencing as a new
initiative. A quality council is in place. The council has used the feedback from the previous
accreditation survey to make improvements in the rehabilitation program.
No Unmet Criteria for this Priority Process.

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
Rehabilitation services has a strong interdisciplinary team. On the nursing units, the team meets
weekly to review the clients' progress with goals and suggests improvements and other strategies.
The acquired brain injury (ABI) team has case management teams and provides navigation and
support for 145 active clients in the community. The rehabilitation unit is spacious with good
therapy and recreational spaces available.
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The lack of a medication room is an issue. The medication cart is stored in the hall way, with the
drawers to the medications unlocked, except for narcotics. It is suggested that the medication
cart be placed in an enclosed room on the unit and close to the nursing station.
No Unmet Criteria for this Priority Process.

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
The rehabilitation program provides a comprehensive orientation to new patients. Upon
admission, the patient receives a tour of the unit and is given a personalized blue communication
book, which contains orientation information. The book remains in the patient's room. The
patient's care goals are also listed. The patients are encouraged to write questions to the care
team in the book. The questions are reviewed at the weekly care team meeting and answered. A
summary of the discussion at the care team meeting is placed in the book for review by the
patient and family. This approach is appreciated by the patients and supports the involvement of
the patient in the care plan. Each of the disciplines completes an admission assessment and
develops a plan. Interdisciplinary goals are discussed at the weekly team meeting.
Nursing/therapy rounds are held weekly to ensure clarity and understanding of the goals for
every patient.
In anticipation of discharge, a patient/family and team conference is held. A home visit is
conducted by the staff prior to discharge. If a visit cannot be arranged due to distance, pictures,
diagrams and measurements are used to plan the change needs and equipment requirements.
Once the patient is at home, a follow up visit is completed. A referral may be made to the
rehabilitation day services. There is good communication between the day services and the in
patient unit. Once in the day service program, new goals are set for the patient. The
rehabilitation services are commended for the comprehensive and patient focused approach to
the continuum of care. Feedback from patient interviews is positive.
The geriatric assessment program (GAP) at the Saskatoon City Hospital sees more than 200 clients
per month, with several different program initiatives. Geriatric assessment includes assessment
and treatment of complex medical issues, physical movement, cognition, mental health, social
support issues, medication issues, and so on. There are four components to the GAP namely:
day hospital program, with 12 patients per day; outreach, with three nurses working in the
community; in reach with three nurses providing consultation and support to other in patient
units; and, ambulatory assessment/rehabilitation clinic.
There is an interdisciplinary team of physicians, nurses including nurse practitioner, occupational
therapists, recreational therapists, physical therapists, social workers, pharmacist, dietician,
speech language pathologist, and others. Maximum scope of practice is optimized across all
disciplines. The in patient unit closed in May 2009 owing to a shortage of specialist physicians,
and the day hospital program was created to fill the gap. Currently, there is only one
geriatrician working in the program, who is also the only geriatrician in the province. A
standardized assessment tool is used by the team to gather information. The program links
patients to the chronic disease management program for congested obstructive pulmonary
disease (COPD), diabetes, and 1st Step.
and leave by bus each day, which creates challenges for staff, as they must escort patients from
the program area on the 8th floor to the main floor. A unique way finding system, using yellow
triangles suspended from the ceiling has been created to assist patients and families to access
the unit.
The team has created a resource room for families and caregivers, and a large screen TV has
Accreditation
Results
been purchased, which can be used to explain CT scan results toDetailed
patients/families.
Sustainability
and building capacity are key challenges faced by the team. The team is exploring the use of
Telehealth to expand capacity.
The program accommodates many learners from multiple university faculties. Research
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Follow up letters are sent to family physicians and specialists. The day hospital patients arrive
and leave by bus each day, which creates challenges for staff, as they must escort patients from
the program area on the 8th floor to the main floor. A unique way finding system, using yellow
triangles suspended from the ceiling has been created to assist patients and families to access
the unit.
The team has created a resource room for families and caregivers, and a large screen TV has
been purchased, which can be used to explain CT scan results to patients/families. Sustainability
and building capacity are key challenges faced by the team. The team is exploring the use of
Telehealth to expand capacity.
The program accommodates many learners from multiple university faculties. Research
initiatives are underway. Patient outcomes are tracked and shared. Patients interviewed were
very positive about their experience. They remarked on their remarkable progress, their
improved walking, increased stamina, decreased pain, and positive outlook gained while
participating in the program.
Given the shortage of geriatricians, the region is encouraged to seek alternatives such as care of
the elderly physicians to support the work of the geriatric program.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team reconciles the client’s medications upon admission to
the organization, with the involvement of the client, family or
caregiver.

There is a demonstrated, formal process to reconcile
client medications upon admission.
The team generates a Best Possible Medication History
(BPMH) for the client upon admission.
Depending on the model, the prescriber uses the BPMH
to create admission medication orders (proactive), OR, the
team makes a timely comparison of the BPMH against the
admission medication orders (retroactive).
The team documents that the BPMH and admission
medication orders have been reconciled; and appropriate
modifications to medications have been made where
necessary.
The process is a shared responsibility involving the client
and one or more health care practitioner(s), such as
nursing staff, medical staff, pharmacists, and pharmacy
technicians, as appropriate.
Medication Reconciliation at Admission

The team follows Accreditation Canada’s protocols and
definitions to collect and submit data on medication
reconciliation at admission.
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7.4

7.4.1
7.4.2
7.4.3

7.4.4

7.4.5

7.5

7.5.1

Priority for
Action
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The team does not have any unaddressed priority for
action flags based on their medication reconciliation at
admission indicator results.

7.5.2

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.
The process includes generating a comprehensive list of
all medications the client has been taking prior to referral
or transfer.
The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

11.3

11.3.1
11.3.2

11.3.3

11.3.4

11.3.5

11.3.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
The patient record in rehabilitation is up to date. Actions and plans are recorded and shared with
the patient in the blue communication book.
Weekly meetings occur to facilitate communication with the interdisciplinary team. Staff are
orientated to equipment, including infusion pumps during general orientation. A refresher on
infusion pumps is provided on the Infonet, with eighty percent completion to date.
Good support is provided by the nurse educator. A self directed skills fair is being used as a
strategy for staff education.The team is currently involved in the roll out of a stroke strategy,
which is based on best evidence.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
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Surveyor Comments
A falls prevention strategy is in place in Rehabilitation. When a fall does occur, a safety huddle
takes place in the patient's room. The staff, patient and family are included in the huddle. The
results of the safety huddle are reported and followed up. A new falls risk assessment is
completed for the patient.
Indicators are monitored regularly using the CIHI NRS data. The indicators include clinical
outcomes, client demographics, and discharge destination for a total of twenty three indicators.
The quality council is in place, with sub committees assigned for different strategies.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

The team informs and educates its clients and families in writing
and verbally about the client's and family’s role in promoting
safety.

15.4

Written and verbal information is provided to clients and
families about their role in promoting safety.
Staff uses written and verbal approaches to inform and
educate clients about their role in promoting safety.
Clients indicate that they have received written and verbal
communication about their role in promoting safety.

15.4.1

Priority for
Action

15.4.2
15.4.3

Substance Abuse and Problem Gambling Services
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Surveyor Comments
Several staff expressed that the loss of an aboriginal service worker had an impact on the ability
of the centre to include cultural aspects that complement the service delivery to aboriginal
clients.
Saskatoon Health Region's strategic priorities include prevention and promotion but this team
stated this was not a planned part of its services. However, at the detoxification centre, it was
noted that daily group sessions include several aspects of prevention/promotion subjects.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team’s scope of services is aligned with the organization’s
strategic direction.

Location

Priority for
Action

1.3

Competency
Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to
develop, manage, and deliver effective and efficient programs, services, and care.
Surveyor Comments
To further enhance the integration of mental health and substance abuse services, a trial of
switching two managers is beginning. The managers involved and other managers feel this is a
valuable mechanism for further enhancing this change process, with managers that have a
thorough understanding of the range of services.
At the Calder Centre, attendance to maintenance issues is slow. This is particularly difficult for
the centre when the issues are of a safety issue and/or inhibit service provision. For example, a
broken window has prevented them from using a client room that is most appropriate for
observation, for a number of days now.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Team leaders regularly evaluate the effectiveness of staffing
and use the information to make improvements.

Location

Priority for
Action

5.3

Episode of Care
Healthcare services provided for a health problem from the first encounter with a health care
provider through the completion of the last encounter related to that problem.
Surveyor Comments
Service plans are clear, comprehensive and clients are involved in their planning from the
beginning of service intake. Clients in all substance abuse and problem gambling programs
expressed a great deal of satisfaction with the services that they received, and in many cases
expressing that the services had gone beyond their expectations.
Wait lists have been reduced substantially over the last year or so, from several months to
approximately four weeks depending on program and specific needs.
Follow up is unlimited, and continues until a client says they do not require follow up any longer,
or they are in care of another program/service provider. Follow up in many instances is
extended to family members as well, within the confidentiality policy.
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The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

Location

Priority for
Action

11.3

There is a demonstrated, formal process to reconcile
client medications at referral or transfer.

11.3.1

The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

11.3.4

11.3.5

11.3.6

Decision Support
Information, research and evidence, data, and technologies that support and facilitate
management and clinical decision-making.
Surveyor Comments
The opportunity for training was noted by many staff as being excellent. Both the opportunity to
consult amongst themselves in the team, with others in the organization and with their
supervisors was noted as a strength that is valued. This is complemented by the AMIS software
program, allowing the integration of service information from a range of mental health and
addiction services where service providers are quickly able to find the services a client has
received, individual service plan, clinical information, and so on.
A number of staff were not aware of the code white process in their area, nor where they would
readily find the process. While codes have been recently reviewed, the information needs to be
more thoroughly disseminated to all staff.
Many examples of good practice were noted, including the 'severity of symptoms' scale for both
Child/Youth and Adult, the breadth of the detoxification programs, and the centralized intake
system.
No Unmet Criteria for this Priority Process.

Impact on Outcomes
The identification and monitoring of process and outcome measures to evaluate and improve the
quality of services to clients and the impact on client outcomes.
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Surveyor Comments
A notable client input opportunity called: 'Client Directed Outcome Inform' is an opportunity
where clients are able to determine if they received what was agreed for them as the outcome.
As well, the 'Taking Steps toward Stepped Care' is an innovative approach toward providing up
stream intervention at, or soon after intake, which can reduce service demand and increase
quality care.
Program evaluation is an area that could be improved. While it is clear many good changes have
occurred and people are cognizant of some of these, there is a general lack of effective
indicators. This is particularly noticeable with new initiatives such as the introduction of a street
nurse, which has the possibility of adding considerable value to the services.
No Unmet Criteria for this Priority Process.

Surgical Procedures
Delivery of safe surgical care to clients, from preparation and the actual procedure in the
operating room, to the post-recovery area and discharge.
Surveyor Comments
There is evidence the organization considers appropriate criteria in the layout of the newest of
the surgical facilities at the Saskatoon City Hospital in addition to the layout at the Humboldt
District Hospital that does incorporate thoughtful OR design.
An example of planning for the whole Region was identified with the willingness to move the
green light laser from one site to another where it could be more optimally used. There will be
challenges ahead as the Region looks to coordinate surgical care in Saskatoon amongst the three
sites but what I heard from staff and physicians was a willingness to be open and thoughtful in
moving forward to ensure the highest level of care would be provided to those in need. This
coordination will be essential in order to meet the expectations of the Saskatchewan Surgical
Initiative.At all the operating theatres in the rooms there was a white board where names of the
OR team were posted. This identification helped to facilitate communication in the operating
theatre.
One concern that should be addressed is the OR start times. The operating rooms do not start on
time as often as they should. At one site, the nurses were patiently waiting in the holding area
as the surgeon arrived to have a discussion with the patient. The estimate given was that the
percentage of ORs starting on time was about 55% within 15 minutes of schedule. There is an
additional focus in how many procedures are finishing early and how this time could be used
efficiently. The team is encouraged on continuing to discuss how to best utilize these times.
Management of additional cases has been given fair consideration. Some time slots a couple of
days a week are used for unscheduled procedures. Each site has a sort team to determine
priorities with transparent guidelines are in place. For those cases where there is an issue, the
sort team reviews. If there are additional concerns the department director decides. A
justification card is completed when changes to schedules are requested. Sort team also reviews
prolonged surgery to determine if surgeon requires additional time and adjustments are then
made. This process provides fairness and transparency that will assist in smooth flow of added
cases.
In regards to the Safe Surgery Check List – in its implementation there was a subcommittee
(surgical operations subcommittee) dealing with new recommendations. An expert from Toronto
came to the site to discuss protocol. At present St Paul's Hospital is on version 5 of the checklist.
A multidisciplinary team was involved in implementing. If non compliance,
a policy is being
Detailed Accreditation
Results
developed to address the issue and the intent is that if continuing non compliance, the surgeon
loses their privileges. This last version does mandate the surgeon is in the room for the checklist
- a deficiency that was seen in earlier versions of the checklist.
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In regards to the Safe Surgery Check List – in its implementation there was a subcommittee
(surgical operations subcommittee) dealing with new recommendations. An expert from Toronto
came to the site to discuss protocol. At present St Paul's Hospital is on version 5 of the checklist.
A multidisciplinary team was involved in implementing. If non compliance, a policy is being
developed to address the issue and the intent is that if continuing non compliance, the surgeon
loses their privileges. This last version does mandate the surgeon is in the room for the checklist
- a deficiency that was seen in earlier versions of the checklist.
The utilization of the site in Humboldt is to be applauded. Surgeons and anaesthesiologists go to
the site from Saskatoon. Local patients can be seen and accommodated in the OR at the site for
local care plus patients from Saskatoon can have quicker access. The patient interviewed was
delighted with the opportunity and the care. The team functions very well and the opportunity
to provide surgical care, endoscopy and see patients would be a very good opportunity for
surgeons. It is a very thoughtful use of resources which brings care closer to the patients. The
way this is being provided at this site is impressive.
Also to be applauded is the cooperative provision of anaesthesia services in the Region. The
flexibility this affords for both the providers and the system is immense. This was one highlight
of what was observed to consistently be an impressive degree of collegiality in the operating
room by all staff members and physician members. Such teamwork needs to be recognized and
applauded more visibly in some forum.
The table below indicates the specific criteria that require attention, based on the accreditation
review.
Criteria

Location

Operating Rooms
The surgical suite has three levels of increasingly restricted
access: accessible areas, semi-restricted areas, and restricted
areas.

3.4

Surgical Care Services
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The team has a fair and objective process to recognize team
members for their contributions.

5.5

The team reconciles the client’s medications upon admission to
the organization, with the involvement of the client, family or
caregiver.

7.12

The team generates a Best Possible Medication History
(BPMH) for the client upon admission.

7.12.2
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Depending on the model, the prescriber uses the BPMH
to create admission medication orders (proactive), OR, the
team makes a timely comparison of the BPMH against the
admission medication orders (retroactive).
The team documents that the BPMH and admission
medication orders have been reconciled; and appropriate
modifications to medications have been made where
necessary.
The process is a shared responsibility involving the client
and one or more health care practitioner(s), such as
nursing staff, medical staff, pharmacists, and pharmacy
technicians, as appropriate.
The team reconciles medications with the client at referral or
transfer, and communicates information about the client’s
medications to the next provider of service at referral or
transfer to another setting, service, service provider, or level of
care within or outside the organization.

The process includes a timely comparison of the
prior-to-referral or prior-to-transfer medication list with the
list of new medications ordered at referral or transfer.
The process requires documentation that the two lists
have been compared; differences have been identified,
discussed, and resolved; and appropriate modifications to
the new medications have been made.
The process makes it clear that medication reconciliation
is a shared responsibility involving the client, nursing staff,
medical staff and pharmacists, as appropriate.
The organization has a documented plan to implement
throughout the organization, and before the next
accreditation survey, a medication reconciliation process
at referral and transfer.

7.12.3

7.12.4

7.12.5

11.4

11.4.3

11.4.4

11.4.5

11.4.6

Following transition or end of service, the team contacts clients,
families, or referral organizations or teams to evaluate the
effectiveness of the transition, and uses this information to
improve its transition and end of service planning.

11.6

The team shares evaluation results with staff, clients, and
families.

16.5

Detailed Accreditation Results

89

Accreditation Report

Performance Measure Results
The following section provides an overview of the performance measures collected for the entire organization.
These measures consist of both instrument and indicator results, which are valuable components of evaluation
and quality improvement.

Instrument Results
The instruments are questionnaires completed by a representative sample of clients, staff, leadership and/or
other key stakeholders that provide important insight into critical aspects of the organization’s services. The
following tables summarize the organization’s results and highlight each item that requires attention. Results are
presented in three main areas: governance functioning, patient safety culture and worklife.
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Governance Functioning Tool
The Governance Functioning Tool is intended for members of the governing body to assess their own structures
and processes and identify areas for improvement. The results reflect the perceptions and opinions of the
governing body regarding the status of its internal structures and processes.
Summary of Results

Governance Structures and Processes

% Agree

% Neutral

% Disagree

Organization

Organization

Organization

1 We actively recruit, recommend and/or select new
members based on needs for particular skills,
background, and experience.

100

0

0

2 We have explicit criteria to recruit and select new
members.

50

0

50

3 Our renewal cycle is appropriately managed to
ensure continuity on the governing body.

100

0

0

4 The composition of our governing body allows us to
meet stakeholder and community needs.

100

0

0

5 Clear written policies define term lengths and limits
for individual members, as well as compensation.

80

0

20

6 We regularly review, understand, and ensure
compliance with applicable laws, legislation and
regulations.

67

0

33

7 Governance policies and procedures that define our
role and responsibilities are well-documented and
consistently followed.

100

0

0

8 We review our own structure, including size and
sub-committee structure.

100

0

0

9 We have sub-committees that have clearly-defined
roles and responsibilities.

100

0

0

10 Our roles and responsibilities are clearly identified
and distinguished from those delegated to the CEO
and/or senior management. We do not become
overly involved in management issues.

100

0

0

11 We each receive orientation that helps us to
understand the organization and its issues, and
supports high-quality decision-making.

83

0

17

Priority
for Action
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12 Disagreements are viewed as a search for solutions
rather than a “win/lose”.

100

0

0

13 Our meetings are held frequently enough to make
sure we are able to make timely decisions.

100

0

0

14 Individual members understand and carry out their
legal duties, roles and responsibilities, including
sub-committee work (as applicable).

100

0

0

15 Members come to meetings prepared to engage in
meaningful discussion and thoughtful
decision-making.

100

0

0

16 Our governance processes make sure that everyone
participates in decision-making.

83

0

17

17 Individual members are actively involved in
policy-making and strategic planning.

83

0

17

18 The composition of our governing body contributes
to high governance and leadership performance.

100

0

0

19 Our governing body’s dynamics enable group
dialogue and discussion. Individual members ask for
and listen to one another’s ideas and input.

83

0

17

20 Our ongoing education and professional development
is encouraged.

83

0

17

21 Working relationships among individual members and
committees are positive.

100

0

0

22 We have a process to set bylaws and corporate
policies.

100

0

0

23 Our bylaws and corporate policies cover
confidentiality and conflict of interest.

100

0

0

24 We formally evaluate our own performance on a
regular basis.

67

0

33

25 We benchmark our performance against other
similar organizations and/or national standards.

50

0

50

26 Contributions of individual members are reviewed
regularly.

20

0

80

27 As a team, we regularly review how we function
together and how our governance processes could be
improved.

17

0

83

28 There is a process for improving individual
effectiveness when non-performance is an issue.

0

0

100
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29 We regularly identify areas for improvement and
engage in our own quality improvement activities.

50

0

50

30 As a governing body, we annually release a formal
statement of our achievements that is shared with
the organization’s staff as well as external partners
and the community.

67

0

33

31 As individual members, we receive adequate
feedback about our contribution to the governing
body.

33

0

67

32 We have a process to elect or appoint our chair.

83

0

17

33 Our chair has clear roles and responsibilities and
runs the governing body effectively.

100

0

0
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Patient Safety Culture Survey
The patient safety culture survey results provide valuable insight into staff perceptions of patient safety, as well
as an indication of areas of strength, areas of improvement, and a mechanism to monitor changes within the
organization.
Summary of Results
Number of survey respondents = 1382 respondents
A. Patient Safety: Activities to avoid, prevent, or
correct adverse outcomes which may result from
the delivery of health care

% Disagree

% Neutral

% Agree

Organization

Organization

Organization

1 Patient safety decisions are made at the proper
level by the most qualified people

16

15

69

2 Good communication flow exists up the chain of
command regarding patient safety issues

24

16

59

3 Reporting a patient safety problem will result in
negative repercussions for the person reporting it

73

14

13

4 Senior management has a clear picture of the risk
associated with patient care

30

19

51

5 My unit takes the time to identify and assess risks to
patients

10

12

78

6 My unit does a good job managing risks to ensure
patient safety

9

10

81

7 Senior management provides a climate that
promotes patient safety

19

18

63

8 Asking for help is a sign of incompetence

91

5

4

9 If I make a mistake that has significant
consequences and nobody notices, I do not tell
anyone about it

94

3

3

10 I am sure that if I report an incident to our reporting
system, it will not be used against me

19

18

63

11 I am less effective at work when I am fatigued

5

6

90

12 Senior management considers patient safety when
program changes are discussed

17

25

58

13 Personal problems can adversely affect my
performance

15

15

70

14 I will suffer negative consequences if I report a
patient safety problem

81

12

7

Used with permission from York University. All Rights Reserved.
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15 If I report a patient safety incident, I know that
management will act on it

17

22

61

16 I am rewarded for taking quick action to identify a
serious mistake

31

38

31

17 Loss of experienced personnel has negatively
affected my ability to provide high quality patient
care

32

23

45

18 I have enough time to complete patient care tasks
safely

31

21

48

19 I am not sure about the value of completing incident
reports

67

17

16

20 In the last year, I have witnessed a co-worker do
something that appeared to me to be unsafe for the
patient in order to save time

44

17

40

21 I am provided with adequate resources (personnel,
budget, and equipment) to provide safe patient care

41

18

41

22 I have made significant errors in my work that I
attribute to my own fatigue

77

12

11

23 I believe that health care error constitutes a real
and significant risk to the patients that we treat

11

14

75

24 I believe health care errors often go unreported

17

18

65

25 My organization effectively balances the need for
patient safety and the need for productivity

23

25

51

26 I work in an environment where patient safety is a
high priority

9

15

76

27 Staff are given feedback about changes put into
place based on incident reports

30

23

47

28 Individuals involved in patient safety incidents have
a quick and easy way to report what happened

21

21

58

29 My supervisor/manager says a good word when
he/she sees a job done according to established
patient safety procedures

25

24

50

30 My supervisor/manager seriously considers staff
suggestions for improving patient safety

18

19

63

31 Whenever pressure builds up, my
supervisor/manager wants us to work faster, even if
it means taking shortcuts

68

18

15

32 My supervisor/manager overlooks patient safety
problems that happen over and over

70

16

14

Used with permission from York University. All Rights Reserved.
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33 On this unit, when an incident occurs, we think
about it carefully

10

19

71

34 On this unit, when people make mistakes, they ask
others about how they could have prevented it

19

23

58

35 On this unit, after an incident has occurred, we
think about how it came about and how to prevent
the same mistake in the future

11

14

75

36 On this unit, when an incident occurs, we analyze it
thoroughly

19

24

57

37 On this unit, it is difficult to discuss errors

62

21

17

38 On this unit, after an incident has occurred, we
think long and hard about how to correct it

17

27

56

B. These questions are about your perceptions of
overall patient safety

% Good/
Excellent

%
Acceptable

% Poor/
Failing

Organization

Organization

Organization

39 Please give your unit an overall grade on patient
safety

60

34

7

40 Please give the organization an overall grade on
patient safety

43

41

16

C. These questions are about what happens after a
Major Event

% Disagree

% Neutral

% Agree

Organization

Organization

Organization

41 Individuals involved in major events contribute to
the understanding and analysis of the event and the
generation of possible solutions

11

25

64

42 A formal process for disclosure of major events to
patients/families is followed and this process
includes support mechanisms for patients, family,
and care/service providers

13

31

56

43 Discussion around major events focuses mainly on
system-related issues, rather than focusing on the
individual(s) most responsible for the event

16

33

51

44 The patient and family are invited to be directly
involved in the entire process of understanding:
what happened following a major event and
generating solutions for reducing re-occurrence of
similar events

18

35

47

Used with permission from York University. All Rights Reserved.
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45 Things that are learned from major events are
communicated to staff on our unit using more than
one method (e.g. communication book, in-services,
unit rounds, emails) and / or at several times so all
staff hear about it

17

22

61

46 Changes are made to reduce re-occurrence of major
events

10

22

69

Used with permission from York University. All Rights Reserved.
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Worklife Pulse
The concept of ‘quality of worklife’ is central to Accreditation Canada’s accreditation program. The Pulse Survey
enables health service organizations to monitor key worklife areas. The survey takes the ‘pulse’ of quality of
worklife, providing a quick and high level snapshot of key work environment factors, individual outcomes, and
organizational outcomes. Organizations can then use the findings to identify strengths and gaps in their work
environments, engage stakeholders in discussions of opportunities for improvement, plan interventions to improve
the quality of worklife, and develop a clearer understanding of how quality of worklife influences the
organization’s capacity to meet its strategic goals.

Summary of Results
Number of survey respondents = 1421 respondents
How would you rate your work environment

98

% Disagree

% Neutral

% Agree

Organization

Organization

Organization

1 I am satisfied with communications in this
organization.

36

19

44

2 I am satisfied with communications in my work area.

25

15

60

3 I am satisfied with my supervisor.

17

17

67

4 I am satisfied with the amount of control I have over
my job activities.

22

15

63

5 I am clear about what is expected of me to do my
job.

11

10

80

6 I am satisfied with my involvement in decision
making processes in this organization.

33

20

47

7 I have enough time to do my job adequately.

39

17

44

8 I feel that I can trust this organization.

29

24

47

9 This organization supports my learning and
development.

19

19

61

10 My work environment is safe.

14

15

71

11 My job allows me to balance my work and
family/personal life.

19

16

65
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Individual Outcomes

12 In the past 12 months, would you say that most days
at work were…

% Not
Stressful

% A bit
Stressful

% Quite or
Extremely
Stressful

Organization

Organization

Organization

17

44

39

% Very
Good/
Excellent

% Good

% Fair/ Poor

Organization

Organization

Organization

13 In general, would you say your health is…

58

34

8

14 In general, would you say your mental health is…

60

29

11

15 In general, would you say your physical health is…

52

36

12

16 How satisfied are you with your job?

% Very
Satisfied

% Somewhat
Satisfied

% Not
Satisfied

Organization

Organization

Organization

85

12

% < 10

% 10 - 15

% > 15

Organization

Organization

Organization

84

8

8

18 During the past 12 months, how many days did you
work despite an illness or injury because you felt
you had to (counting each full or partial day as 1
day)?

83

10

7

% Never/
Rarely

%
Sometimes

% Often/
Always

Organization

Organization

Organization

5

20

Priority
for Action

Priority
for Action

3

17 In the past 12 months, how many days were you
away from work because of your own illness or
injury? (counting each full or partial day as 1 day)

19 How often do you feel you can do your best quality
work in your job?

Priority
for Action

Priority
for Action

Priority
for Action

75
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100

% Disagree

% Neutral

% Agree

Organization

Organization

Organization

20 Overall, I am satisfied with this organization.

23

25

52

21 Working conditions in my area contribute to patient
safety.

11

24

65

Performance Measures (Instruments and Indicators): Instrument Results

Priority
for Action

QMENTUM PROGRAM

Indicator Results
Indicators collect data related to important aspects of patient safety and quality care. The tables in this section
show the indicator data that has been submitted by the organization.
Medication Reconciliation at Admission
Transition points in the care continuum are particularly prone to risk, and the communication of medication
information has been identified as a priority area for improving the safety of healthcare service delivery. This
performance measure will provide a practical guide for organizations as medication reconciliation is conducted
more widely throughout the organization.

Medication Reconciliation at Admission
Flag

GREEN

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% Formal medication
reconciliation at
admission

Humboldt District
Hospital

General Medicine
(Medicine Services)

01/07/2010
30/09/2010

100

RED

Royal University Hospital

General Medicine
(Medicine Services)

01/07/2010
30/09/2010

15

RED

Saskatoon City Hospital

General Medicine
(Medicine Services)

01/07/2010
30/09/2010

57

RED

St. Paul's Hospital

General Medicine
(Medicine Services)

01/07/2010
30/09/2010

29

Threshold for Flags
RED:
< 75/100
YELLOW:
>= 75/100 AND < 90/100
GREEN:
>= 90/100

Performance Measures (Instruments and Indicators): Indicator Results
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Surgical Site Infection
Post-surgical infection rate is a key outcome measure that reflects process interventions.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Surgical Site Infection: Post-Surgical Infection - Cardiac Surgery
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% post-surgical
infections

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

1

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

1.3

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Surgical Site Infection: Post-Surgical Infection - Colorectal Surgery
Flag

Location

St. Paul's Hospital
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Team Name
(standard section)

Infection Prevention &
Control (Infection
Prevention and Control)

Dates
(dd/mm/yyyy)

% post-surgical
infections

01/04/2009
30/06/2009

17
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Surgical Site Infection: Post-Surgical Infection - Colorectal Surgery
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% post-surgical
infections

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

11

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

5.9

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

11

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

15

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

20

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Surgical Site Infection: Post-Surgical Infection - Total Joint Arthroplasty
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% post-surgical
infections

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0.64

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0.42

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

1.3

Performance Measures (Instruments and Indicators): Indicator Results
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Surgical Site Infection: Post-Surgical Infection - Total Joint Arthroplasty
Flag

104

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% post-surgical
infections

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

1.3

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

1

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0.87
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Surgical Site Infection
Timeliness of administering antibiotic prophylaxis is a universal process measure applicable to many surgical
procedures and with widely recognized benefits in reducing post-surgical infections in selected high risk
procedures.

Surgical Site Infection: Prophylactic Antibiotics - Cardiac Surgery
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% timely
administrations of
antibiotics

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

96

YELLOW

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

89

Threshold for Flags
RED:
< 80/100
YELLOW:
>= 80/100 AND < 90/100
GREEN:
>= 90/100

Performance Measures (Instruments and Indicators): Indicator Results
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Health Care Associated Infection Rates
Health care associated C. difficile and MRSA infections represent a significant risk to the individuals receiving
care and are a substantial resource burden to organizations and the health care system. Measuring infection
control performance measures has the additional benefit of informing and shaping the staff's view of safety.
Evidence suggests that as staff become more aware of infection control rates and the evidence related to
infection control there is a change in behaviour to reduce the perceived risk.

Health Care-Associated MRSA & C. difficile - C. difficile
Flag
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Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection /
10,000 patient days

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

4

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

8

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

7.7

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

Performance Measures (Instruments and Indicators): Indicator Results
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Health Care-Associated MRSA & C. difficile - C. difficile
Flag

Location

GREEN

Rosthern Union Hospital

GREEN

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection /
10,000 patient days

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

1.8

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

3.4

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

2.2

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

1.2

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0.28

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0.84

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

Performance Measures (Instruments and Indicators): Indicator Results
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Health Care-Associated MRSA & C. difficile - C. difficile
Flag

108

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection /
10,000 patient days

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

1.9

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0.74

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

1.6

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

2.3

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

1.7

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

7.4

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

10

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

6.4

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

8.1

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

4.5

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0
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Health Care-Associated MRSA & C. difficile - C. difficile
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection /
10,000 patient days

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0

Threshold for Flags
RED:
> 80/10,000
YELLOW:
<= 80/10,000 AND > 60/10,000
GREEN:
<= 60/10,000
Health Care-Associated MRSA & C. difficile - MRSA
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection +
colonization / 10,000
patient days

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

4.1

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

4.1

Performance Measures (Instruments and Indicators): Indicator Results
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Health Care-Associated MRSA & C. difficile - MRSA
Flag

110

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection +
colonization / 10,000
patient days

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0

GREEN

Humboldt District
Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

7.5

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0

GREEN

Rosthern Union Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

6.9

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

4.8

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

4.6
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Health Care-Associated MRSA & C. difficile - MRSA
Flag

Location

GREEN

Royal University Hospital

GREEN

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection +
colonization / 10,000
patient days

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

5.5

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

4.4

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

4.8

GREEN

Royal University Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

7.3

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

3.9

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

3.9

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

3.2

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

2.2

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

2.4

GREEN

Saskatoon City Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

3.1

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

10

Performance Measures (Instruments and Indicators): Indicator Results
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Health Care-Associated MRSA & C. difficile - MRSA
Flag
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Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

# cases of infection +
colonization / 10,000
patient days

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

13

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

6.7

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

10

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

5.2

GREEN

St. Paul's Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

9.6

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2009
30/06/2009

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2009
30/09/2009

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/10/2009
31/12/2009

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/01/2010
31/03/2010

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/04/2010
30/06/2010

0

GREEN

Wakaw Hospital

Infection Prevention &
Control (Infection
Prevention and Control)

01/07/2010
30/09/2010

0
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QMENTUM PROGRAM

Threshold for Flags
RED:
> 80/10,000
YELLOW:
<= 80/10,000 AND > 60/10,000
GREEN:
<= 60/10,000

Performance Measures (Instruments and Indicators): Indicator Results
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Hospice, Palliative, and End-of-Life Services: Availability of Services
Availability of Hospice Palliative Service indicator measures the availability of hospice palliative care services by
hospice palliative care staff members, consultants and volunteers to all potential and current clients and
families, as well as referring organizations.
This indicator will assist programs in the availability and responsiveness of their hospice palliative care services to
current and potential clients. It will be used to assess responsiveness to clients, and to ensure 24/7 access to
services.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Availability of Services: Immediate Access by Staff (In-person) - Acute Care
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% coverage of
hospice palliative
care team services
with 24/7 immediate
access

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/01/2010
31/03/2010

100

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/04/2010
30/06/2010

100

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Availability of Services: Immediate Access by Staff (By telephone) - Acute Care
Flag
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Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% coverage of
hospice palliative
care team services
with 24/7 immediate
access

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/01/2010
31/03/2010

100

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/04/2010
30/06/2010

100
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Availability of Services: Immediate Access by Care Consultants (In-person) - Acute Care
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% coverage of
hospice palliative
care team services
with 24/7 immediate
access

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/01/2010
31/03/2010

0

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/04/2010
30/06/2010

0

The thresholds for this performance indicator are currently in development. Performance ratings will be provided
when the thresholds are finalized.
Availability of Services: Immediate Access by Care Consultants (By telephone) - Acute Care
Flag

Location

Team Name
(standard section)

Dates
(dd/mm/yyyy)

% coverage of
hospice palliative
care team services
with 24/7 immediate
access

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/04/2010
30/06/2010

0

St. Paul's Hospital

Palliative Care (Hospice,
Palliative, and End-of-Life
Services)

01/07/2010
30/09/2010

0

Performance Measures (Instruments and Indicators): Indicator Results
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Next Steps
Congratulations! You have just completed your Qmentum on-site survey visit. Please note the following check list
items that you need to attend to in the coming days and months.
We ask that you review this report within the next five days for errors in titles of names of services. This will
help ensure the report and our records are accurate. Once you have reviewed, please send your requested
changes to your Accreditation Specialist.
In 10 business days, a letter outlining your accreditation decision and requirements will be e-mailed to your
Chief Executive Officer. If revisions to the report were required, a copy of a revised report will be sent
along with that letter.
You are required to submit your quarterly reports on indicators on May 31st, every year. If you have any
questions regarding this submission, please contact your Accreditation Specialist.
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Appendix A – Accreditation Decision Guidelines
Quality improvement continues to be a key principle of Accreditation Canada’s Qmentum program.
Accreditation Canada’s standards assess the quality of services provided by an organization and are
constructed around eight dimensions of quality:
1.
2.
3.
4.
5.
6.
7.
8.

Population focus
Accessibility
Safety
Worklife
Client-centred services
Continuity of services
Effectiveness
Efficiency

Each standard criterion is related to a quality dimension. Organizations participating in Accreditation
Canada’s Qmentum program are eligible for the recognition awards: Accreditation; Accreditation with
Condition (Report and/or Focused Visit) and Non-accreditation.
Under the Qmentum accreditation program, Accreditation Canada High Priority Criteria and Required
Organization Practices (ROPs) are the two main factors that are considered in determining the appropriate
recognition award.

Accreditation Canada High Priority Criteria
Accreditation Canada identifies high priority criteria by their alignment with several key areas:
•
•
•
•

Quality Improvement
Safety
Risk
Ethics

Required Organization Practices (ROPs)
A Required Organizational Practice is defined as an essential practice that organizations must have in
place to enhance patient/client safety and minimize risk. It is a specific requirement for healthcare
organizations in the accreditation program.
Based on the above, the three accreditation decisions for 2010 Qmentum surveys are:

Appendix A – Accreditation Decision Guidelines
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Option 1: Accreditation
An organization is eligible for full accreditation (with a resurvey in three years) if all of the
following criteria are met:
(a) 90% or more of high priority criteria met per standard section, AND
(b) Compliance with all of the Required Organizational Practices, AND
(c) Compliance with collection of all the performance measures,
If the organization is a CSSS, participating in the Joint Program with Conseil québecois d’agrément
(CQA) and Accreditation Canada, the following additional criteria are required, which are specific
CQA indicators relating to customer service and worklife:
(d) Compliance with ≥66.6% of Client Satisfaction Indicators AND
(e) Compliance with ≥66.6% of Employees Mobilization Indicators

Option 2: Accreditation with Condition: Report and/or Focused Visit
An organization will receive Accreditation with Condition: Report and/or Focused Visit if any of
following criteria is met:
(a) More than 10% and less than 30% of high priority criteria unmet in any standard section,
OR
(b) Non-compliance with any one of the Required Organizational Practices
OR
(c) Non-compliance with the collection of any one of the performance measures
If the organization is a CSSS, participating in the Joint Program with CQA and Accreditation Canada,
the following addition criteria apply:
(d) Compliance with less than 66.6% of Client Satisfaction Indicators,
OR
(e) Compliance with less than 66.6% of Employees Mobilization Indicators
The condition, i.e. submission of a report or focused visit; and timeframe, i.e. 6 months or 12 months; is
based upon the nature of the recommendations. If the organization is a CSSS, and their compliance with
the Client Satisfaction Indicators OR Employees Mobilization Indicators is less than 66.6%, they must
conduct the survey(s) again within 18 months following the onsite visit as a condition of accreditation.
Organizations are required to submit follow-up reports as a condition of maintaining accreditation status.
If a satisfactory report is not submitted within the required timeline, Accreditation Canada may grant a
one-time extension of 6 months, based on surveyor input, proof of progress, and a plan to meet the
conditions. Failure to comply with these requirements within the maximum allotted time extension will
result in removal of accreditation status, at the discretion of Accreditation Canada.
For organizations that fail to complete a satisfactory focused visit within the required timeline,
Accreditation Canada may grant a one-time extension of 6 months, based on surveyor input, proof of
progress and a plan to meet the conditions. Failure to comply with these requirements within the
maximum allotted time extension will result in removal of accreditation status, at the discretion of
Accreditation Canada.

118

Appendix A – Accreditation Decision Guidelines

QMENTUM PROGRAM

Option 3: Non-accreditation
An organization will NOT be accredited if the following conditions exist:
(a) One or more ROPs not in place
AND
(b) 30% or more high priority criteria unmet in one or more standards sections
AND
(c) 20% or more criteria unmet overall for all standards applied to the organization
Should an organization wish to have their non-accreditation status reviewed within 6 months post survey,
they are required to complete a focused visit within 5 months. Organizations that fail to complete a
satisfactory focused visit within the required timeframe will maintain a non-accreditation status.
If the organization is a CSSS, and their compliance with the Client Satisfaction Indicators OR Employees
Mobilization Indicators is less than 66.6%, they must conduct the survey(s) again within 18 months
following the onsite visit as a condition of accreditation.
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