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About the Accreditation Report
Saskatoon Health Region (referred to in this report as “the organization”) is participating in Accreditation
Canada's Qmentum accreditation program. As part of this ongoing process of quality improvement, an on-site
survey was conducted in September 2013. Information from the on-site survey as well as other data obtained
from the organization were used to produce this Accreditation Report.
Accreditation results are based on information provided by the organization. Accreditation Canada relies on the
accuracy of this information to plan and conduct the on-site survey and produce the Accreditation Report.

Confidentiality
This report is confidential and is provided by Accreditation Canada to the organization only. Accreditation Canada
does not release the report to any other parties.
In the interests of transparency and accountability, Accreditation Canada encourages the organization to
disseminate its Accreditation Report to staff, board members, clients, the community, and other stakeholders.
Any alteration of this Accreditation Report compromises the integrity of the accreditation process and is strictly
prohibited.

© Accreditation Canada, 2013

QMENTUM PROGRAM
A Message from Accreditation Canada's President and CEO
On behalf of Accreditation Canada's board and staff, I extend my sincerest congratulations to your board, your
leadership team, and everyone at your organization on your participation in the Qmentum accreditation program.
Qmentum is designed to integrate with your quality improvement program. By using Qmentum to support and
enable your quality improvement activities, its full value is realized.
This Accreditation Report includes your accreditation decision, the final results from your recent on-site survey,
and the instrument data that your organization has submitted. Please use the information in this report and in
your online Quality Performance Roadmap to guide your quality improvement activities.
Your Accreditation Specialist is available if you have questions or need guidance.
Thank you for your leadership and for demonstrating your ongoing commitment to quality by integrating
accreditation into your improvement program. We welcome your feedback about how we can continue to
strengthen the program to ensure it remains relevant to you and your services.
We look forward to our continued partnership.
Sincerely,

Wendy Nicklin
President and Chief Executive Officer

A Message from Accreditation Canada's President and CEO
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Section 1

Executive Summary

Saskatoon Health Region (referred to in this report as “the organization”) is participating in Accreditation
Canada's Qmentum accreditation program. Accreditation Canada is an independent, not-for-profit organization
that sets standards for quality and safety in health care and accredits health organizations in Canada and around
the world.
As part of the Qmentum accreditation program, the organization has undergone a rigorous evaluation process.
Following a comprehensive self-assessment, external peer surveyors conducted an on-site survey during which
they assessed this organization's leadership, governance, clinical programs and services against Accreditation
Canada requirements for quality and safety. These requirements include national standards of excellence;
required safety practices to reduce potential harm; and questionnaires to assess the work environment, patient
safety culture, governance functioning and client experience. Results from all of these components are included
in this report and were considered in the accreditation decision.
This report shows the results to date and is provided to guide the organization as it continues to incorporate the
principles of accreditation and quality improvement into its programs, policies, and practices.
The organization is commended on its commitment to using accreditation to improve the quality and safety of the
services it offers to its clients and its community.

1.1 Accreditation Decision
Saskatoon Health Region's accreditation decision is:

Accredited (Report)

The organization has succeeded in meeting the fundamental requirements of the accreditation program.
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1.2 About the On-site Survey
• On-site survey dates: September 29, 2013 to October 4, 2013
• Locations
The following locations were assessed during the on-site survey. All sites and services offered by the
organization are deemed accredited.
Bethany Pioneer Village
1
Brief/Social Detox-Saskatoon Health Region
2
Calder Centre
3
Cudworth Nursing Home/Health Centre
4
Goodwill Manor (Duck Lake and District Nursing Home)
5
Home Care - Saskatoon
6
Humboldt District Hospital
7
Humboldt Home Care
8
Idylwyld Centre
9
10 Irene and Leslie Dubé Centre
11 Kids First (Station 20 West)
12 Lakeview Pioneer Lodge
13 Langham Senior Citizens Home
14 Lanigan Hospital
15 Luther Care Communities
16 McKerracher Centre (Mental Health)
17 MD Ambulance
18 Oliver Lodge
19 Our Neighbourhood Health Centre
20 Parkridge Centre
21 Primary Health Centre South East
4XLOO3ODLQV&HQWHQQLDO/RGJH
2 Riversdale Child Health Clinic
2 Rosthern Community Services Building
2 Rosthern Union Hospital
2 Royal University Hospital
2 Samaritan Place
2 Saskatoon City Hospital
2 School Wellness Team.
 Sherbrooke Community Centre
3 Spruce Manor Special Care Home
3 St. Ann's Home
3 St. Paul's Hospital
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3 Stensrud Lodge (Jubilee Residences)
6WXUG\6WRQH
3 Sunnyside Adventist Care Centre
3 The Health Bus (Mobile Primary Health)
3 Wadena Hospital
3 Wakaw Hospital
 Watrous District Road Ambulance
 Watrous Hospital
:DWVRQ+HDOWK&HQWUH
:HVW6LGH&RPPXQLW\&OLQLF
4 Westwinds Primary Health Centre
4 Wynyard Hospital
4 Youth Resource Centre

• Standards
The following sets of standards were used to assess the organization's programs and services during the
on-site survey.
System-Wide Standards
1

Leadership

2

Governance

Population-specific Standards
3

Populations with Chronic Conditions

4

Maternal/Child Populations

5

Mental Health Populations

6

Public Health Services

Service Excellence Standards
7

Managing Medications

8

Cancer Care and Oncology Services

9

Operating Rooms

10

Reprocessing and Sterilization of Reusable Medical Devices

11

Organ and Tissue Donation Standards for Deceased Donors

12

Organ and Tissue Transplant Standards

13

Surgical Care Services

14

Critical Care

15

Emergency Department

16

Infection Prevention and Control

17

Home Care Services
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18

Ambulatory Care Services

19

Community Health Services

20

Hospice, Palliative, and End-of-Life Services

21
22

Long-Term Care Services
Medicine Services

23

Rehabilitation Services

24

Substance Abuse and Problem Gambling Services

25

Mental Health Services

26

Organ Donation Standards for Living Donors

27

Obstetrics Services

28

Emergency Medical Services

• Instruments
The organization administer:
1

Governance Functioning Tool

2

Patient Safety Culture Tool

3

Worklife Pulse Tool

4

Client Experience Tool
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1.3 Overview by Quality Dimensions
Accreditation Canada defines quality in health care using eight dimensions that represent key service elements.
Each criterion in the standards is associated with a quality dimension. This table shows the number of criteria
related to each dimension that were rated as met, unmet, or not applicable.
Quality Dimension

Met

Unmet

N/A

Total

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

164

7

0

171

Accessibility (Providing timely and equitable
services)

146

3

2

151

681

35

9

725

Worklife (Supporting wellness in the work
environment)

236

3

1

240

Client-centred Services (Putting clients and
families first)

379

10

6

395

Continuity of Services (Experiencing coordinated
and seamless services)

107

3

0

110

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

1034

53

8

1095

108

6

0

114

2855

120

26

3001

Safety (Keeping people safe)

Efficiency (Making the best use of resources)

Total

Accreditation Report

Executive Summary

5

QMENTUM PROGRAM

1.4 Overview by Standards
The Qmentum standards identify policies and practices that contribute to high quality, safe, and effectively
managed care. Each standard has associated criteria that are used to measure the organization's compliance with
the standard.
System-wide standards address quality and safety at the organizational level in areas such as governance and
leadership. Population-specific and service excellence standards address specific populations, sectors, and
services. The standards used to assess an organization's programs are based on the type of services it provides.
This table shows the sets of standards used to evaluate the organization's programs and services, and the number
and percentage of criteria that were rated met, unmet, or not applicable during the on-site survey.
Accreditation decisions are based on compliance with standards. Percent compliance is calculated to the decimal
and not rounded.

High Priority Criteria *

Total Criteria
(High Priority + Other)

Other Criteria

Met

Unmet

N/A

Met

Unmet

N/A

Met

Unmet

N/A

# (%)

# (%)

#

# (%)

# (%)

#

# (%)

# (%)

#

Governance

43
(100.0%)

0
(0.0%)

1

32
(97.0%)

1
(3.0%)

1

75
(98.7%)

1
(1.3%)

2

Leadership

46
(100.0%)

0
(0.0%)

0

82
(96.5%)

3
(3.5%)

0

128
(97.7%)

3
(2.3%)

0

Populations with
Chronic Conditions

4
(100.0%)

0
(0.0%)

0

35
(100.0%)

0
(0.0%)

0

39
(100.0%)

0
(0.0%)

0

Mental Health
Populations

4
(100.0%)

0
(0.0%)

0

34
(97.1%)

1
(2.9%)

0

38
(97.4%)

1
(2.6%)

0

Public Health Services

47
(100.0%)

0
(0.0%)

0

66
(98.5%)

1
(1.5%)

1

113
(99.1%)

1
(0.9%)

1

Maternal/Child
Populations

3
(100.0%)

0
(0.0%)

0

28
(96.6%)

1
(3.4%)

0

31
(96.9%)

1
(3.1%)

0

Obstetrics Services

61
(100.0%)

0
(0.0%)

2

71
(94.7%)

4
(5.3%)

0

132
(97.1%)

4
(2.9%)

2

Infection Prevention
and Control

45
(88.2%)

6
(11.8%)

2

33
(76.7%)

10
(23.3%)

1

78
(83.0%)

16
(17.0%)

3

Ambulatory Care
Services

34
(94.4%)

2
(5.6%)

2

70
(94.6%)

4
(5.4%)

1

104
(94.5%)

6
(5.5%)

3

Cancer Care and
Oncology Services

29
(100.0%)

0
(0.0%)

0

72
(97.3%)

2
(2.7%)

0

101
(98.1%)

2
(1.9%)

0

Standards Set
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High Priority Criteria *

Total Criteria
(High Priority + Other)

Other Criteria

Met

Unmet

N/A

Met

Unmet

N/A

Met

Unmet

N/A

# (%)

# (%)

#

# (%)

# (%)

#

# (%)

# (%)

#

Community Health
Services

13
(100.0%)

0
(0.0%)

0

55
(100.0%)

0
(0.0%)

0

68
(100.0%)

0
(0.0%)

0

Critical Care

30
(100.0%)

0
(0.0%)

0

87
(93.5%)

6
(6.5%)

0

117
(95.1%)

6
(4.9%)

0

Emergency
Department

31
(100.0%)

0
(0.0%)

0

88
(92.6%)

7
(7.4%)

0

119
(94.4%)

7
(5.6%)

0

Emergency Medical
Services

39
(100.0%)

0
(0.0%)

0

126
(100.0%)

0
(0.0%)

0

165
(100.0%)

0
(0.0%)

0

Home Care Services

40
(100.0%)

0
(0.0%)

1

51
(98.1%)

1
(1.9%)

0

91
(98.9%)

1
(1.1%)

1

Hospice, Palliative,
and End-of-Life
Services

26
(92.9%)

2
(7.1%)

1

89
(87.3%)

13
(12.7%)

3

115
(88.5%)

15
(11.5%)

4

Long-Term Care
Services

24
(100.0%)

0
(0.0%)

0

71
(98.6%)

1
(1.4%)

0

95
(99.0%)

1
(1.0%)

0

Managing Medications

71
(94.7%)

4
(5.3%)

1

50
(96.2%)

2
(3.8%)

0

121
(95.3%)

6
(4.7%)

1

Medicine Services

27
(100.0%)

0
(0.0%)

0

64
(92.8%)

5
(7.2%)

0

91
(94.8%)

5
(5.2%)

0

Mental Health Services

28
(90.3%)

3
(9.7%)

0

64
(91.4%)

6
(8.6%)

1

92
(91.1%)

9
(8.9%)

1

Operating Rooms

68
(98.6%)

1
(1.4%)

0

29
(96.7%)

1
(3.3%)

0

97
(98.0%)

2
(2.0%)

0

Organ and Tissue
Donation Standards for
Deceased Donors

35
(100.0%)

0
(0.0%)

0

75
(97.4%)

2
(2.6%)

3

110
(98.2%)

2
(1.8%)

3

Organ and Tissue
Transplant Standards

59
(100.0%)

0
(0.0%)

0

80
(100.0%)

0
(0.0%)

0

139
(100.0%)

0
(0.0%)

0

Organ Donation
Standards for Living
Donors

40
(100.0%)

0
(0.0%)

0

76
(100.0%)

0
(0.0%)

0

116
(100.0%)

0
(0.0%)

0

Rehabilitation Services

27
(100.0%)

0
(0.0%)

0

68
(100.0%)

0
(0.0%)

0

95
(100.0%)

0
(0.0%)

0

Standards Set
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High Priority Criteria *

Total Criteria
(High Priority + Other)

Other Criteria

Met

Unmet

N/A

Met

Unmet

N/A

Met

Unmet

N/A

# (%)

# (%)

#

# (%)

# (%)

#

# (%)

# (%)

#

Reprocessing and
Sterilization of
Reusable Medical
Devices

37
(94.9%)

2
(5.1%)

1

47
(82.5%)

10
(17.5%)

2

84
(87.5%)

12
(12.5%)

3

Substance Abuse and
Problem Gambling
Services

27
(100.0%)

0
(0.0%)

0

71
(100.0%)

0
(0.0%)

0

98
(100.0%)

0
(0.0%)

0

Surgical Care Services

30
(100.0%)

0
(0.0%)

0

64
(98.5%)

1
(1.5%)

0

94
(98.9%)

1
(1.1%)

0

Total

968
(98.0%)

20
(2.0%)

11

1778
(95.6%)

82
(4.4%)

13

2746
(96.4%)

Standards Set

102
(3.6%)

24

* Does not includes ROP (Required Organizational Practices)
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1.5 Overview by Required Organizational Practices
A Required Organizational Practice (ROP) is an essential practice that an organization must have in place to
enhance client safety and minimize risk. Each ROP has associated tests for compliance, categorized as major and
minor. All tests for compliance must be met for the ROP as a whole to be rated as met.
This table shows the ratings of the applicable ROPs.

Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Safety Culture
Adverse Events Disclosure
(Leadership)

Met

3 of 3

0 of 0

Adverse Events Reporting
(Leadership)

Met

1 of 1

1 of 1

Client Safety Quarterly Reports
(Leadership)

Met

1 of 1

2 of 2

Client Safety Related Prospective Analysis
(Leadership)

Met

1 of 1

1 of 1

Client And Family Role In Safety
(Ambulatory Care Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Cancer Care and Oncology Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Critical Care)

Unmet

0 of 2

0 of 0

Client And Family Role In Safety
(Home Care Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Hospice, Palliative, and End-of-Life
Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Long-Term Care Services)

Met

2 of 2

0 of 0

Patient Safety Goal Area: Communication
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Communication
Client And Family Role In Safety
(Medicine Services)

Unmet

1 of 2

0 of 0

Client And Family Role In Safety
(Mental Health Services)

Unmet

0 of 2

0 of 0

Client And Family Role In Safety
(Obstetrics Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Rehabilitation Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Substance Abuse and Problem Gambling
Services)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Surgical Care Services)

Met

2 of 2

0 of 0

Dangerous Abbreviations
(Managing Medications)

Met

4 of 4

3 of 3

Information Transfer
(Ambulatory Care Services)

Met

2 of 2

0 of 0

Information Transfer
(Cancer Care and Oncology Services)

Met

2 of 2

0 of 0

Information Transfer
(Critical Care)

Met

2 of 2

0 of 0

Information Transfer
(Emergency Department)

Met

2 of 2

0 of 0

Information Transfer
(Home Care Services)

Met

2 of 2

0 of 0

Information Transfer
(Hospice, Palliative, and End-of-Life
Services)

Met

2 of 2

0 of 0

Information Transfer
(Long-Term Care Services)

Met

2 of 2

0 of 0
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Communication
Information Transfer
(Medicine Services)

Met

2 of 2

0 of 0

Information Transfer
(Mental Health Services)

Met

2 of 2

0 of 0

Information Transfer
(Obstetrics Services)

Met

2 of 2

0 of 0

Information Transfer
(Rehabilitation Services)

Met

2 of 2

0 of 0

Information Transfer
(Substance Abuse and Problem Gambling
Services)

Met

2 of 2

0 of 0

Information Transfer
(Surgical Care Services)

Met

2 of 2

0 of 0

Medication Reconciliation As An
Organizational Priority
(Leadership)

Met

4 of 4

0 of 0

Medication Reconciliation At Admission
(Cancer Care and Oncology Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Critical Care)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Emergency Department)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Home Care Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Hospice, Palliative, and End-of-Life
Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Long-Term Care Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Medicine Services)

Met

4 of 4

1 of 1
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Communication
Medication Reconciliation At Admission
(Mental Health Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Obstetrics Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Rehabilitation Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Substance Abuse and Problem Gambling
Services)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Surgical Care Services)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Cancer Care and Oncology Services)

Unmet

1 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Critical Care)

Unmet

0 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Emergency Department)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Home Care Services)

Met

3 of 3

2 of 2

Medication Reconciliation at Transfer or
Discharge
(Hospice, Palliative, and End-of-Life
Services)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Long-Term Care Services)

Met

4 of 4

1 of 1
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Communication
Medication Reconciliation at Transfer or
Discharge
(Medicine Services)

Unmet

1 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Mental Health Services)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Obstetrics Services)

Unmet

0 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Rehabilitation Services)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Substance Abuse and Problem Gambling
Services)

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Surgical Care Services)

Unmet

1 of 4

1 of 1

Surgical Checklist
(Obstetrics Services)

Met

3 of 3

2 of 2

Surgical Checklist
(Operating Rooms)

Met

3 of 3

2 of 2

Surgical Checklist
(Organ and Tissue Transplant Standards)

Met

3 of 3

2 of 2

Surgical Checklist
(Organ Donation Standards for Living
Donors)

Met

3 of 3

2 of 2

Two Client Identifiers
(Ambulatory Care Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Cancer Care and Oncology Services)

Met

1 of 1

0 of 0
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Met

1 of 1

0 of 0

Unmet

0 of 1

0 of 0

Two Client Identifiers
(Home Care Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Hospice, Palliative, and End-of-Life
Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Long-Term Care Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Managing Medications)

Met

1 of 1

0 of 0

Two Client Identifiers
(Medicine Services)

Unmet

0 of 1

0 of 0

Two Client Identifiers
(Mental Health Services)

Unmet

0 of 1

0 of 0

Two Client Identifiers
(Obstetrics Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Operating Rooms)

Met

1 of 1

0 of 0

Two Client Identifiers
(Rehabilitation Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Substance Abuse and Problem Gambling
Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Surgical Care Services)

Met

1 of 1

0 of 0

Patient Safety Goal Area: Communication
Two Client Identifiers
(Critical Care)
Two Client Identifiers
(Emergency Department)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Medication Use
Antimicrobial Stewardship
(Managing Medications)

Unmet

4 of 4

0 of 1

Concentrated Electrolytes
(Managing Medications)

Met

1 of 1

0 of 0

Heparin Safety
(Managing Medications)

Met

4 of 4

0 of 0

Infusion Pumps Training
(Ambulatory Care Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Cancer Care and Oncology Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Critical Care)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Emergency Department)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Home Care Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Hospice, Palliative, and End-of-Life
Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Long-Term Care Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Managing Medications)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Medicine Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Mental Health Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Obstetrics Services)

Met

1 of 1

0 of 0

Accreditation Report

Executive Summary

15

QMENTUM PROGRAM

Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Medication Use
Infusion Pumps Training
(Operating Rooms)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Rehabilitation Services)

Met

1 of 1

0 of 0

Infusion Pumps Training
(Surgical Care Services)

Met

1 of 1

0 of 0

Medication Concentrations
(Managing Medications)

Met

1 of 1

0 of 0

Narcotics Safety
(Managing Medications)

Met

3 of 3

0 of 0

Client Safety Plan
(Leadership)

Met

2 of 2

2 of 2

Client Safety: Education And Training
(Leadership)

Met

1 of 1

0 of 0

Preventive Maintenance Program
(Leadership)

Met

3 of 3

1 of 1

Workplace Violence Prevention
(Leadership)

Met

5 of 5

3 of 3

Hand Hygiene Audit
(Infection Prevention and Control)

Met

1 of 1

2 of 2

Hand Hygiene Education And Training
(Infection Prevention and Control)

Met

2 of 2

0 of 0

Unmet

1 of 1

2 of 3

Met

2 of 2

0 of 0

Patient Safety Goal Area: Worklife/Workforce

Patient Safety Goal Area: Infection Control

Infection Rates
(Infection Prevention and Control)
Pneumococcal Vaccine
(Long-Term Care Services)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Unmet

0 of 1

1 of 1

Falls Prevention Strategy
(Ambulatory Care Services)

Unmet

0 of 3

0 of 2

Falls Prevention Strategy
(Cancer Care and Oncology Services)

Unmet

3 of 3

0 of 2

Falls Prevention Strategy
(Home Care Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Hospice, Palliative, and End-of-Life
Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Long-Term Care Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Medicine Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Mental Health Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Obstetrics Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Rehabilitation Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Surgical Care Services)

Met

3 of 3

2 of 2

Home Safety Risk Assessment
(Home Care Services)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Cancer Care and Oncology Services)

Met

3 of 3

2 of 2

Patient Safety Goal Area: Infection Control
Sterilization Processes
(Infection Prevention and Control)
Patient Safety Goal Area: Falls Prevention

Patient Safety Goal Area: Risk Assessment
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Risk Assessment
Pressure Ulcer Prevention
(Critical Care)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Hospice, Palliative, and End-of-Life
Services)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Long-Term Care Services)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Medicine Services)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Rehabilitation Services)

Met

3 of 3

2 of 2

Pressure Ulcer Prevention
(Surgical Care Services)

Met

3 of 3

2 of 2

Unmet

2 of 5

0 of 0

Venous Thromboembolism Prophylaxis
(Cancer Care and Oncology Services)

Met

2 of 2

2 of 2

Venous Thromboembolism Prophylaxis
(Critical Care)

Met

3 of 3

2 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

Met

3 of 3

2 of 2

Venous Thromboembolism Prophylaxis
(Organ and Tissue Transplant Standards)

Met

2 of 2

2 of 2

Venous Thromboembolism Prophylaxis
(Organ Donation Standards for Living
Donors)

Met

2 of 2

2 of 2

Venous Thromboembolism Prophylaxis
(Surgical Care Services)

Unmet

2 of 3

1 of 2

Suicide Prevention
(Mental Health Services)
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1.6 Summary of Surveyor Team Observations
The surveyor team made the following observations about the organization's overall strengths,
opportunities for improvement, and challenges.
The organization, Saskatoon Health Region is commended on preparing for and participating in the Qmentum
program. The board members of Saskatoon Health Region (SHR) are dedicated community leaders and they are
appointed by the Government of Saskatchewan to oversee the organization. They are actively involved in
establishing the organization's mission, vision and values, as well as the strategic plan for SHR. They have
well-established policies in place for the orientation and education of board members and are diligent in
reviewing and revising these policies as required. In addition, the board members are active participants in the
ongoing monitoring and reporting of patient and staff safety and quality concerns. Board members spend the
first part of every board meeting hearing directly from client advisors, patients and staff members that have
used the health care system. They hear direct reports of what works well, and of situations where the outcome
for the person has been less than desirable. Their focus is on learning from these experiences and improving the
care everyone can expect to receive from the SHR. In addition, the board is fully immersed in the Lean
methodology and framework currently being implemented across the region. There is commitment to public
accountability and as such, all board meetings are public meetings. Any decisions made during the in-camera
session immediately preceding the board meeting are disclosed in the public session.
The SHR is currently experiencing financial difficulty. This has become a major focus for the organization and
the board is committed to returning SHR to a sound financial position. The board has requested the leadership
team of the organization to undertake a full analysis of current expenditures and to ensure that all areas are
operating as efficiently as possible. The expectation is that efficiencies will be maximized prior to any service
change decisions being made. There is a great deal of optimism that the Lean training and implementation of
the Lean framework will assist in changing how the organization does its business, and in helping it regain a firm
financial foothold.
The board is well aware of the physical plant limitations and needs. Board members are strong advocates for
resources to improve current facilities. There is much excitement and optimism around the planning for the new
Children's Hospital. This is seen as an opportunity to make advances in several areas, including safety and
security matters, as well as electronic medical record (EMR) capability in the organization.
Board appointments are done centrally by the government however, board members feel they can influence
these appointments by identifying to government any specific skills needed on the board, when new
appointments are being considered. There is currently no limit on length of appointments or renewals, and this
has not be a problem in the past. However, this is an area that the board can improve upon by establishing
recommended lengths of terms and number of terms for reappointments.
Business continuity concerns were expressed, and it was stated to be the most common issue cited by the
external auditors. There is an opportunity for the organization to develop a solid business continuity plan, in line
with the adoption of the Enterprise Risk Management strategy already in place. The board is encouraged to
oversee this important piece of work.
The organization has strong links to the community and uses these links to seek advice on programs, service
gaps, and service delivery. There are demonstrated partnerships with the City, Police, Fire and Emergency
Services in the emergency planning being undertaken across SHR. There are attempts being made to improve the
relationship with Aboriginal people in the region with formal links to the Tribal Councils as well as focus group
meetings in many parts of the region. While the recent community-wide Town Hall symposium was not well
attended, continued sessions like this are encouraged as a vehicle to solicit community feedback and support.
The use of client advisory committees is laudable. This is another mechanism of ensuring that SHR is connected,
in meaningful ways, to the people it serves. During the Community Partners' focus group meeting held by the
surveyor
team, there
was an expressed desire for the organization to continue to consult
and toSummary
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The use of client advisory committees is laudable. This is another mechanism of ensuring that SHR is connected,
in meaningful ways, to the people it serves. During the Community Partners' focus group meeting held by the
surveyor team, there was an expressed desire for the organization to continue to consult and to include the
community partners in respectful, regular discussions about plans for services, programs and initiatives at SHR.
Many examples were raised of successful partnering and positive outcomes for the community as a result.
Examples are a shelter for the intoxicated individual, emergency planning, partnering with community health
centres and improving services to francophone clients.
The leadership team at SHR is a talented, dedicated and committed team. The team is juggling many balls with
major projects currently underway. There is a financial imperative that is demanding time and effort from the
senior team members to help establish corrective action. There are many other resource challenges to contend
with as well, such as facilities challenges, planning for a new hospital, information management and technology
issues, human resource challenges, and the introduction of a significant new business methodology using Lean.
Even with all these challenges, the team remains optimistic and enthusiastic about the future.
There is a general belief that the end point for the Lean program will significantly alter what and how of the
current organizational activities. The expectation is that better and quicker decisions will be made, by the right
person and at the right level in the organization. The training and implementation of Lean is human resource
intense. The surveyor team heard from many people about the gains they were expecting, the anticipation and
excitement of being involved, as well as the overall fatigue some were experiencing. It is important for
leadership to keep a close watch on the effects of the change process and to monitor staff for increased stress
and fatigue.
One of the issues heard and observed during the on-site survey visit was the amount of time being dedicated to
the Lean processes and education and how it was an add-on right now to an already heavy workload. It is
important for the leadership team to be aware of the risks associated with that environment, either things being
missed, or people suffering from high degrees of fatigue. For example, a quick calculation of the number of
person days being expended on Lean processes in an eight-day work period was around 639 days. This work is in
addition to the regular work commitments that individuals had during that same time frame. With that kind of
resource intensity it will be necessary to have excellent monitoring capabilities of routine work expectations and
deliverables to ensure high priority items are not overlooked or lost.
The organization-wide examples of Lean initiatives such as the wall projects, the action templates, the
monitoring of risk issues and so on are well done and informative. These were viewed as helpful new initiatives
and as being important to the individual program and service areas. The organization's stated desire to have
people able to "focus and finish" is being aided significantly with these tools.
Physical plant and equipment issues are a risk to the organization. Leadership is aware and is looking at ways to
mitigate these risks. Several areas visited during the survey were in need of patching and repair work. Staff
members in the affected areas were concerned about the length of time it was taking to see action on these
problems. In addition, the lack of an equipment renewal plan was seen to be problematic. Equipment is not
routinely upgraded and is only replaced when it fails. This can lead to excessive downtime in some services and
again staff members were concerned about having access to properly functioning equipment in their areas.
Many communities in the region are undergoing significant change. Growth in population in some areas is
expected with the establishment of potash mines. Many of the program areas are involved in planning for their
own program needs and based on community assessments. There is an identified need for the organization to
engage its stakeholders and do a broader health systems plan incorporating the anticipated community changes
and program delivery services. Using the existing rural strategy plan and making appropriate revisions might be a
good place to start.
Insofar as staffing and worklife, the SHR staff members are working hard to help the organization brings its
financial house in order. Significant gains have been made in controlling costs related to staff hours of work,
overtime and sick time. There still remain many opportunities to see additional results in these areas. Lean
training is being offered
speak positively
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Insofar as staffing and worklife, the SHR staff members are working hard to help the organization brings its
financial house in order. Significant gains have been made in controlling costs related to staff hours of work,
overtime and sick time. There still remain many opportunities to see additional results in these areas. Lean
training is being offered on a planned basis to all staff. Those that have been exposed speak positively for the
most part. Others remain somewhat sceptical but are willing to give it a chance to work through the
organization.
There are many policies and procedures in place to keep staff members safe at work, and to help reduce
occupational risks.
One source of concern for staff members is the issue of infrastructure in their work environments. There is a
need to develop a schedule of planned maintenance and repairs and renovations for the facilities across the
SHR. An organization-wide approach to equipment repair and replacement would also be beneficial. Some of the
sites such as the Royal University Hospital are consistently operating at more than 100 percent capacity. This
makes it difficult to find time to provide routine maintenance or repairs. However, a process must be
established to ensure that things such as testing of back-up generators and duct and vent cleaning, and general
environmental repairs can be accomplished.
Staff members reported having performance reviews done although the regularity varied amongst areas. The
board recently met with union representatives from all the unions and had an opportunity to hear firsthand from
point of care staff as to what are some of the issues and concerns. Leadership team members were also in
attendance at this unique meeting.
Patient safety is a strategic priority for the organization. There is a strong focus on ensuring that the patient
experience is the best possible experience. Services are offered across the sites at varying levels of complexity.
A scope of service document identifying appropriate levels of care for each of the sites would be beneficial to
the organization.
The infrastructure in some sites is in need of repair. In addition, some services have expanded and are existing
in cramped physical space. In some cases, makeshift systems such as the ambulatory call bell system are being
used due to lack of appropriate space for the service delivery.
Outcomes are monitored and reported in an organized manner. Corrective action is taken and documented
where adverse events occur. The patient advisors and patient/family councils are well-received and
incorporated in determining care and services across the organization. Every service delivery program is
embracing the role of patient advisors and the organization has engaged a total of 180 advisors to date. The
recruitment and orientation process for these advisors is thorough, and ensures that both the advisors and the
program staff know and understand the role.
A review of services is currently underway and will help to identify those that need changes in resource
allocation due to growth, downsizing or filling the gaps that exist. This process is multidisciplinary and is led by
the chief executive officer of St. Paul's Hospital and is incorporating staff, physicians, ethicists and
organizational leaders.
Satisfaction surveys are available in almost all programs. The outliers are mental health and emergency
departments. In these areas there is some rudimentary information collected but it is not detailed enough or
reliable enough to actually be useful in measuring client satisfaction. There is a formal complaints program in
the organization however, it was not seen as being well known to patients and families. The organization could
improve access and utilization for clients by disseminating the complaints process. Overall however, clients that
were met with during the survey week are satisfied with the care and services provided by SHR.
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Section 2

Detailed Required Organizational Practices Results

Each ROP is associated with one of the following patient safety goal areas: safety culture, communication,
medication use, worklife/workforce, infection control, or risk assessment.
This table shows each unmet ROP, the associated patient safety goal, and the set of standards where it appears.
Standards Set

Unmet Required Organizational Practice
Patient Safety Goal Area: Communication

Client And Family Role In Safety
The team informs and educates clients and families in
writing and verbally about the client and family's role in
promoting safety.

· Medicine Services 15.4
· Mental Health Services 15.5
· Critical Care 16.3

Medication Reconciliation at Transfer or Discharge
The team reconciles the client's medications with the
involvement of the client, family or caregiver at transition
points where medication orders are changed or rewritten
(i.e. internal transfer, and/or discharge).

·
·
·
·
·

Two Client Identifiers
The team uses at least two client identifiers before
providing any service or procedure.

· Emergency Department 10.4
· Mental Health Services 9.7
· Medicine Services 9.8

Obstetrics Services 12.3
Cancer Care and Oncology Services 11.3
Medicine Services 11.3
Surgical Care Services 11.4
Critical Care 12.5

Patient Safety Goal Area: Medication Use

Antimicrobial Stewardship
The organization has a program for antimicrobial
stewardship to optimize antimicrobial use. Note:
Beginning in January 2013, this ROP will only apply to
organizations that provide inpatient acute care services.
For organizations that provide inpatient cancer, inpatient
rehab, and complex continuing care services, evaluation of
this ROP will begin in January 2014.

· Managing Medications 1.3

Patient Safety Goal Area: Infection Control

Infection Rates
The organization tracks infection rates; analyzes the
information to identify clusters, outbreaks, and trends;
and shares this information throughout the organization.
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Standards Set

Unmet Required Organizational Practice

Sterilization Processes
The organization monitors its processes for reprocessing
equipment, and makes improvements as appropriate.

· Infection Prevention and Control 12.22

Patient Safety Goal Area: Falls Prevention

Falls Prevention Strategy
The team implements and evaluates a falls prevention
strategy to minimize client injury from falls.

· Cancer Care and Oncology Services 15.2
· Ambulatory Care Services 17.2

Patient Safety Goal Area: Risk Assessment

Suicide Prevention
The team assesses and monitors clients for risk of suicide.

· Mental Health Services 7.3

Venous Thromboembolism Prophylaxis
The team identifies medical and surgical clients at risk of
venous thromboembolism (deep vein thrombosis and
pulmonary embolism) and provides appropriate
thromboprophylaxis.

· Surgical Care Services 7.7
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Section 3

Detailed On-site Survey Results

This section provides the detailed results of the on-site survey. When reviewing these results, it is important to
review the service excellence and the system-wide results together, as they are complementary. Results are
presented in two ways: first by priority process and then by standards sets.
Accreditation Canada defines priority processes as critical areas and systems that have a significant impact on the
quality and safety of care and services. Priority processes provide a different perspective from that offered by
the standards, organizing the results into themes that cut across departments, services, and teams.
For instance, the patient flow priority process includes criteria from a number of sets of standards that address
various aspects of patient flow, from preventing infections to providing timely diagnostic or surgical services. This
provides a comprehensive picture of how patients move through the organization and how services are delivered
to them, regardless of the department they are in or the specific services they receive.
During the on-site survey, surveyors rate compliance with the criteria, provide a rationale for their rating, and
comment on each priority process.
Priority process comments are shown in this report. The rationale for unmet criteria can be found in the
organization's online Quality Performance Roadmap.
See Appendix B for a list of priority processes.

INTERPRETING THE TABLES IN THIS SECTION: The tables show all unmet criteria from each set of
standards, identify high priority criteria (which include ROPs), and list surveyor comments related to
each priority process.
High priority criteria and ROP tests for compliance are identified by the following symbols:

High priority criterion
ROP

Required Organizational Practice

MAJOR

Major ROP Test for Compliance

MINOR

Minor ROP Test for Compliance
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3.1 Priority Process Results for System-wide Standards
The results in this section are presented first by priority process and then by standards set.
Some priority processes in this section also apply to the service excellence standards. Results of unmet criteria
that also relate to services should be shared with the relevant team.

3.1.1 Priority Process: Planning and Service Design
Developing and implementing infrastructure, programs, and services to meet the needs of the populations and
communities served
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
The organization has a well-articulated mission, vision, values and strategic direction. There are many
opportunities for the internal and external stakeholders to offer input and advice to the organization. There
has been significant work done to standardize all policies and procedures across the region. In addition, there
has been particular attention paid to how the organization makes decisions, includes the voice of the patient
and families it serves, and how it communicates decisions inside and outside the organization. Rights and
responsibilities are discussed, and may be written for some areas but not for all programs. Ethics has a
prominent place in decision-making and service discussions. The ethicist is readily available for consultation
and the process for involving that department is widely known.
Hard-to-serve populations have been identified and while not always successful, efforts are made to reach
these populations when looking at service introduction, revisions or major changes.
Goals and objectives are established for every program area and are evaluated annually. The key questions
asked in the evaluation are: how did you contribute this year to our overall strategies; what barriers were you
confronted with; and how can you contribute this year. Two major priorities for the current and next year are
patient flow and infrastructure issues.
There are good examples of how the organization has worked with its community in resolving service delivery
issues, shortfalls and gaps. For example, the recent work to establish a shelter for intoxicated individuals was
showcased as one such case of a community and health region working together. This was confirmed at the
Community Partners' focus group discussion as well. Much of the success of this project rested on grant
acquisitions and broad community partner participation.
The SHR has struck a steering committee chaired by the CEO of St. Paul's Hospital and is responsible for doing
a service and program review. The committee is intended to flag areas where possible de-investment might
occur, where gaps in services might exist, and where additional investments might be needed. This is a
multidisciplinary group and includes physicians, ethicists, public health representatives, clients, and others.
Much attention has been given to the Lean process and some of the changes in management style, decision
making and feedback loops that has occurred as a result of the organization's journey in Lean. There was an
expressed sense of being intimately connected to the organizational priorities and a sense of being part of a
bigger plan. In addition, particular mention was made of the fifteen plus client and family advisory
committees that have been struck and that help inform the organization on current and needed service
delivery.
delivery.
There is a sense of increased accountability building amongst managers, directors and staff members relative
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There is a sense of increased accountability building amongst managers, directors and staff members relative
to organizational performance. Some of that was attributed to the tracking mechanisms being used, the
wall-walks, the need to have corrective action plans for anything tagged as red in the regular reviews of the
operational plans, and in the follow-up reviews being done.
Public Health has an active role in community needs assessments and in the Health Equity audits. The Public
Health Observatory was seen as a very useful tool for establishing community needs.
Information technology infrastructure and its usability were cited as an area requiring some significant
improvement and investment. It was seen as a deterrent in some of the communication, data collection and
data dissemination that should be occurring.
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3.1.2 Priority Process: Governance
Meeting the demands for excellence in governance practice.
Unmet Criteria

High Priority
Criteria

Standards Set: Governance
2.8

The governing body's membership policies and/or by-laws address term
lengths and limits, attendance requirements, and compensation.

Surveyor comments on the priority process(es)
The governance and leadership teams at the Saskatoon Health Region (SHR) are committed to and
knowledgeable about their roles. As a governing body, the board members have put patient and staff safety
at the top of their priority list. They are making great efforts at understanding the risks in the organization,
and ensuring that mitigation strategies are being developed and implemented for those risks identified.
The entire organization is being indoctrinated into the Lean methodology and framework, as identified by the
province. This requires a new approach to problem solving and to systems thinking. During the past three
years, significant strides have been made in incorporating the Lean methodology, language and approach into
the everyday work life of an increasing number of people. A "just do it" approach has developed for a number
of minor improvements. Staff members are being encouraged to identify those areas where they can apply
this attitude and improve the workplace, patent and staff safety conditions and improve outcomes.
There is a substantial amount of change occurring and all the training that goes along with that change takes
time and effort. Leaders are tired, and there is some organizational fatigue evident amongst the enthusiasm
for the new methodology approach to problem solving. To help mitigate that fatigue, leadership has carved
out some protected times, which are meeting 'free zones' in the hopes of establishing time for standard work
to be accomplished.
The Health Equity audits are a noted strength for the organization and offer guidance in setting strategic
priorities for the provision of health services. The Ethical Decision Framework is also an exceptional tool and
has been embraced at all levels to assist in decision-making initiatives. The ethics framework encompasses
organizational ethics, and it is that application that has seen the largest growth.
The patient advisory approach at Saskatoon Health Region (SHR) is also a noted strength. This is a program
firmly rooted across the organization and supported by dedicated staff. Staff members and patient advisors
tell their stories directly to the board at the beginning of every full board meeting.
The organization has been dealing with deficits, and accumulated debt for a couple of years. The SHR is
currently undergoing a value stream process to ensure that they are offering the correct type and level of
service. The board is expecting that all efforts to maximize efficiency are undertaken, while simultaneously
asking that a "solid plan B' be established to ensure financial viability and sustainability.
The board as a whole conducts 360-degree evaluation of the chief executive officer (CEO) every two years. In
the intervening year, the board chair completes an evaluation and offers the board opportunity for input, as
well as sharing the results with them. Pay for performance has been introduced and the CEO's goals and
objectives are established annually with these parameters and organizational priorities in mind.
Infrastructure needs are great across the region. It is well-recognized by the board and leadership team and
others as a risk issue and a high priority area. However, the organization's ability to invest in infrastructure
repairs and improvements is controlled by the Ministry of Health and funding made available for these
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Infrastructure needs are great across the region. It is well-recognized by the board and leadership team and
others as a risk issue and a high priority area. However, the organization's ability to invest in infrastructure
repairs and improvements is controlled by the Ministry of Health and funding made available for these
initiatives. Close attention and monitoring must be maintained as some of the infrastructure issues pose risk
to business continuity and the provision of best possible outcomes for patients and staff. Budgets for repairs,
routine maintenance, new investments, and information technology (IT) support are integral to a safe,
high-performing organization.
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3.1.3 Priority Process: Resource Management
Monitoring, administration, and integration of activities involved with the appropriate allocation and use of
resources.
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
8.7

When allocating resources, the organization's leaders have a process to
move resources to where they are needed most within and across
operational and service or program areas.

Surveyor comments on the priority process(es)
The organization has many challenges to deal with in resource allocation. There is a defined process which is
centrally held in the Ministry of Health, with little opportunity for individualization at the regional health
level. For example, budgets are set out in detail by the ministry with constraints on the organization's ability
to move it around. Capital budgets are determined by the ministry and allocated to specific areas, or
projects. Operating budgets are established on historical data and utilization and are determined on a status
quo and plus or minus percentage change on that historical pattern.
The capital equipment expenditure is a reactive process and while information exists to be able to be a
proactive system it has not occurred. Equipment replacement is almost entirely limited to replacement of
failed equipment and not on a routine equipment renewal plan.
Managers are responsible for controlling their operating budgets and are given support with education on
orientation to their new position, relationships with their financial manager advisor (FMA) and in regular
sources of data/information transfer to them. As much as possible, decisions for resource allocation take into
account life safety issues, the risk matrix that has been established, occupational health and safety standards
and documented need.
All the hospital sites are extremely busy and working at, or over capacity which makes routine maintenance
difficult to schedule and enact. With financial constraints in place, and with the limited ability to respond to
needs, wants and desires, there is some cynicism and resignation amongst the managers, with an attitude of
why bother submitting equipment lists, if equipment is not forthcoming.
There seems to be acceptance that once the Hoshin Kanri Lean methodology is fully implemented lots of
these factors will improve. However, it is difficult for some managers to see that far into the future.
There is recognition of the need to be more efficient and an understanding that improved efficiency is
possible. However, there is a paucity of information readily available to help managers decide what, where
and how to get there.
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3.1.4 Priority Process: Human Capital
Developing the human resource capacity to deliver safe, high quality services
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
The organization has a strong focus on quality of worklife and a healthy and safe environment. A healthy
workplace leadership team is in place with representatives from staff members, managers and unions.
Examples of actions taken as a result of a staff survey include: the creation of quiet and restful spaces around
the buildings; provision of cost effective fitness facilities and the provision of mindfulness sessions for
physicians and staff.
There is a major focus on violence prevention in the workplace. Workplace Assessment and Violence
Education (WAVE) is a creative program that provides for risk assessments at the unit/workplace. Every area
is assigned one of three risk levels and a specific e-learning program is provided.
Management huddles with staff focus on harm reduction to patients and staff. Safety plans are developed
annually and signed off by the directors. Psychological safety has been addressed by the development of a
respectful people document. The organization is recognized for its thoughtful and active approach to
supporting the well-being of the staff.
The organization has developed workforce action plans for 2012-2016. There are a variety of approaches for
the recruitment and retention of staff members, leaders and volunteers. Recruitment strategies include: new
graduate internship programs; the utilization of a mentorship program which matches staff with new
employees benefiting both in the partnership; working with urban and rural high schools to provide an
opportunity to learn about the health professions; partnership with First Nations groups to provide funding for
healthcare students and supporting cultural awareness programs and an 'earn while you learn' program. The
organization is also focusing on the recruitment and retention at the management level. A Lean Depth Study
is underway to look at management roles. There is a strong emphasis on physician recruitment and a redesign
of the organization's physician recruitment and forecasting process has been undertaken. The organization
provides a values-based orientation to new staff members called WOW. New staff members are introduced to
the organizational values and culture of safety. They learn about the inter-generational workforce and how to
maintain their personal safety in the workplace. The organization is recognized for this orientation approach
which forms the foundation for cultural integration in the workplace.
There is a strong emphasis on learning in the organization. A Dyad leadership learning program is in place for
management partners both physician and administrative. The organization provides the project lead for a
provincial leadership program namely, Leads in a caring environment, which is a unique program aligning
Lean and Leads training. The e-learning program for mandatory learning is proving very successful.
There is a significant emphasis on cultural diversity relating the changes in the population as increasing
numbers of new Canadians settling in the province. The organization has recently been awarded the
International Award of Excellence for Diversity in the Workplace. The organization is commended for the
development of the First Nations and Metis Health Service which provides an integrated and culturally
respectful approach to First Nations and Metis people coming into the Saskatoon health region for treatment
and other services.
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3.1.5 Priority Process: Integrated Quality Management
Using a proactive, systematic, and ongoing process to manage and integrate quality and achieve organizational
goals and objectives
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
The organization is strongly focused on patient safety and quality improvement as strategic priorities. In
alignment with provincial direction, the SHR has implemented the Lean management system. The
organization's strategic plan aligns with the provincial health system plan and has five areas of focus: stop the
line/safety alert system; sooner, safer, smarter surgery; patient flow; Children's Hospital of Saskatchewan
and financial health.
The Kaizen promotion office was initiated to coordinate and ensure consistent application of Kaizen Lean
methodology across the region. There has been an emphasis on Lean leader certification for leaders and
Kaizen basic training for employees. Visibility walls are in place across the organization, displaying indicators
and results in areas such as quality and safety. At the unit and departmental level, managers regularly huddle
with the staff members to view the results and gather input. On a weekly basis, the CEO leads the regional
wall-walk to review goal progress by reviewing the regional visibility wall in the following areas: quality and
safety; delivery and engagement; strategic projects and cost. The organization is commended for its
dedicated approach to improving quality. There is evidence of steady improvement in a number of areas and
a growing maturity in the application of the Kaizen Lean processes. Recent improvements include reducing
waiting times for clients to be seen in emergency and enabling an increase in the number of clients being
registered without additional costs.
In addition to the Kaizen promotion office, there is the department of client family experience and safety.
The department provides oversight for client family-centred care, patient advisors, and client and patient
safety and ethics (operational oversight only). The client safety plan is focused on the strategic initiative of:
stop the line/safety alert system. There is a strong focus on utilizing patient advisors to support the
development of safety systems. There are currently one hundred and eighty patient advisors in the system.
The organization is commended for its utilization of patient advisors to support the improvement of quality
care. Recently, the client family advisory group members were surveyed and asked to respond to the
question" "is your voice bring heard?" As a result of their feedback, the organization now provides updates of
projects at every meeting showing how the patient advisor input was utilized.
Comprehensive reports on critical incidents and patient family concerns are developed and provided to the
senior management and board. Recently, it was decided that all critical incidents would be reported on the
visibility wall and discussed during the wall-walks. As a result, there has been improvement in the completion
of required actions related to the critical incidents.
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3.1.6 Priority Process: Principle-based Care and Decision Making
Identifying and decision making regarding ethical dilemmas and problems.
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
The SHR has engaged in a unique partnership with the Saskatchewan Cancer Agency to create a joint ethics
program, sharing resources to hire a bioethicist. A joint ethics committee is in place and includes the St.
Paul's Hospital bio-ethicist that works closely in collaboration. The organization is recognized for the
development of an excellent bio-ethics program. An ethical decision-making framework is in place to help
health care providers in addressing ethics issues. In 2012, the ethics committee conducted a health region
ethics needs assessment and received 2600 responses. As a result of feedback, the committee embarked on a
number of actions including the launch of a significant awareness campaign and the development of a
brochure entitled: "Bioethics and You: when practice meets principles." The number of ethics referrals has
increased as a result. Also, there have been a growing number of requests for ethics consultations on
organization-wide issues. The ethicist is an active member of the regional policy development committee.
There is an extensive process of collecting data about consultations. The data are presented at the monthly
meeting of the joint ethics committee and senior management. Education programs have been developed,
including the ethics consultant training program and the ethics facilitator course. The joint ethics committee
is encouraged to publish its organizational model and to share successes with other organizations.
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3.1.7 Priority Process: Communication
Communicating effectively at all levels of the organization and with external stakeholders
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
11.1

The organization's leaders select and implement information management
systems that meet the organization's current needs, and anticipate future
needs.

11.6

The organization's leaders regularly assess the quality and usefulness of the
organizations' data and information, and improve the organization's
information systems.

Surveyor comments on the priority process(es)
There has been a concerted effort in the Saskatoon Health Region (SHR) on improving communications
internally and externally. Stakeholder groups have been identified and different strategies have been
developed to deal with each of the groups. For example, a community-wide town hall symposium was held
recently. It was open to the public and advertised widely. There were several quick presentations on key
issues and then a general question and answer period scheduled. In addition, several information booths were
set up about the various programs, services and projects highlighted in the presentations. Board members,
CEO, and senior leadership members were in attendance. Public attendance at this first one was low
however; plans are underway to increase visibility and awareness of this type of forum in hopes of increasing
public participation.
There has also been a change in media relations with the SHR adopting a more transparent and publicly
accountable position regarding internal and external communications. There is a general feeling that media
relations have improved and this has been established by active monitoring of media stories, with a
substantive increase in proactive versus reactive stories being published.
Several tools have been used to garner input from all sources including an increased use of online surveys to
wider populations.
Communication education is provided to all persons speaking on behalf of the organization. There is no
formal policy yet available regarding spokespersons for SRH however, one is in draft at this time.
The current website, established in 2002, is outdated and is being repaired with input from internal and
external advisers. It is anticipated that web redesign will be completed sometime in 2014.
The planning for the redeveloped Children's Hospital is providing the organization with an opportunity to
move the e-health strategy forward. While it was originally planned as a fully electronic medical records
system, it is now being revised to be a hybrid of both electronic and paper chart organization.
Information management and technology is in constant over capacity mode in its ability to match demand and
ability to service. Small change requests like those taking less than two weeks and under $5000 are
prioritized weekly and attempts are made to service the requests. Those that exceed two weeks and are over
$5000 are prioritized by submission of "A3s" and review by the senior leadership team. At the time of the
on-site survey however, an information management and technology plan was not able to be articulated.
Privacy and confidentiality is part of all new employee orientation. New hires are required to sign oaths of
confidentiality.
However, many of the existing in-scope staff members
have not.
Breaches
in confidentiality
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Challenges still exist in getting internal messages out to all staff. A large number of employees do not have
access to e-mail while at work. The programs are using visibility walls, staff huddles, and the Region Weekly

QMENTUM PROGRAM

Privacy and confidentiality is part of all new employee orientation. New hires are required to sign oaths of
confidentiality. However, many of the existing in-scope staff members have not. Breaches in confidentiality
are investigated and corrective action is taken if indicated.
Challenges still exist in getting internal messages out to all staff. A large number of employees do not have
access to e-mail while at work. The programs are using visibility walls, staff huddles, and the Region Weekly
and the Kaizan Weekly as opportunities to share information with staff. Any and all avenues are being
explored to increase the staff communication systems.
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3.1.8 Priority Process: Physical Environment
Providing appropriate and safe structures and facilities to achieve the organization's mission, vision, and goals
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Saskatoon Health Region (SHR) is operating in a number of sites and buildings in both rural and urban
communities. The buildings vary significantly by age and condition. In the urban core, there is a central
number to log and request support for issues requiring housekeeping or maintenance. This allows the support
services to log demand requests and manage workload accordingly. In the rural communities, this system is
not utilized. Paper requisitions are submitted to the maintenance department for any demand service
requests. The paper requisitions are not logged in any information system and therefore, this makes it
difficult for the leaders to assess workload, review past demand maintenance requests for service trends, or
proactively plan replacement.
There is an electronic preventive maintenance (PM) system that spans the entire region and facilitates the PM
work that should occur at the various sites. The system has recently been implemented, so it only contains
the records from the past year. The records prior to system implementation were not entered into the new
system. Therefore, records (service, demand and PM) are not readily available beyond one year. The system
works well as a PM work order management system, but does not provide predictive reports to allow the
facility management team to proactively and easily identify areas of risk. Also, due to the workload
associated with the demand and PM work that is being conducted across the organization, the work orders
are not being closed immediately in the system so it is not possible for the facilities' maintenance team to
accurately pull statistics on break-fix turnaround time (TAT). The team is encouraged to more proactively
close-out requests in order to be able to determine their TAT across the various sites. This will allow them to
better allocate their resources across the organization.
Users at the various sites indicated that the maintenance and housekeeping response varied significantly.
Royal University Hospital (RUH) site appears to be the most challenged from a maintenance perspective,
while City Hospital and St. Paul’s Hospital sites appeared to be in good condition. The older facilities are
becoming increasingly difficult to maintain because of their age and the resource challenges that the
organization is facing. Several instances of cracked wall tiles and flooring were observed, particularly in
reprocessing (SPD) areas at the RUH site. There was also visible variability in the sites regarding cleanliness of
the areas. In the sites facing more challenge that is, at RUH and City Hospital sites, housekeeping and
end-user staff members indicated that housekeeping staffing often was “running short” with positions not
being back-filled. This has resulted in an environment that in some places looks to have been ignored for
some time.
There is significant variation across the long-term care (LTC) sector from new facilities such as Samaritan
Place to very old facilities such as Langham Senior Citizens Home. Some facilities provide a home-like
atmosphere, while others are institutional such as the Luther Place facility. Plus, in many of the older
facilities, there is no capacity to separate clean and dirty utility areas. There is limited storage space and the
bathing rooms are small. There was also some concern expressed by the clinical teams about delays to repairs
and renovations at some sites.
Staff members indicated that the organization has just completed a "VFA" review of its facilities. The
organization is encouraged to assess the information presented and take appropriate action to prioritize
investment in the areas with greatest need.
Given the rapid growth in the economy it has been quite difficult to recruit and retain skilled trades in the
facilities department. This appears to be especially challenging in the rural communities. The staff and
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members to perform routine maintenance work. Based on conversations with staff, there may be a business
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Given the rapid growth in the economy it has been quite difficult to recruit and retain skilled trades in the
facilities department. This appears to be especially challenging in the rural communities. The staff and
leadership of facilities management across the SHR are commended for their tireless efforts to keep the
buildings operating given the challenges associated with the recruitment and retention of skilled trades and
availability of financial resources, both operating and capital. There may be an opportunity for the
organization to assess its level of expenditure on external contractors, vis-à-vis recruiting internal staff
members to perform routine maintenance work. Based on conversations with staff, there may be a business
case to creating “mobile” teams of skilled journeymen that could support multiple sites. Of course, this is
dependent on the recruitment of staff.
In some sites such as St. Paul’s Hospital site, there is strong linkage between infection prevention and control
(IPAC) and facilities management. This has led to the excellent management of renovations to ensure that air
quality is constantly monitored and to also assure safety for patients and staff. The relationship between
IPAC is not consistent across the organization and could be strengthened through a stronger forging of this
relationship.
The facilities management team stated that given the current state of the facilities and their focus on simply
maintaining the assets. However there is a Sustainability Coordinator currently on maternity leave, who has
put in place some programs such as recycling and staff awareness of energy costs.
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3.1.9 Priority Process: Emergency Preparedness
Planning for and managing emergencies, disasters, or other aspects of public safety
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
The Saskatoon Health Region (SHR) has a well-documented region-wide emergency plan. There is an
expectation that each of the sites will practice fire drills on a regular basis and on rotating shifts and
weekends. These drills are centrally recorded and monitored by the emergency planner. The facilities' staff
members at St. Paul's Hospital site felt unable to do drills in the off-hours due to facilities' staff availability.
The SRH might want to add day and time of day to its monitoring system to ensure that all sites are able to
practice drills outside of normal working hours.
In the last six months SHR has had actual codes called in various sites for codes yellow, brown/white and
orange. These actual events provided an opportunity to test the plans and to provide follow up from the
lessons learned and observations made during the incidents. One example is adding a physical description to
the code white information where available.
There is an integrated city plan for disaster/emergency situations and the SHR is a full participant in the
planning and evaluation of these plans.
All staff members are introduced to emergency plans at their orientation. Education about the plans and staff
response to emergency situations is available online. All staff members are expected to complete the
education and compliance is tracked and monitored centrally.
Many of the sites are without capability to effectively "lock down" the facility. This should be considered
when physical plant renovations/renewal occurs.
Incident command policies and procedures exist for SHR. There is a protocol for determining when to
establish the emergency operations centre (EOC), with seven questions to be answered prior to making the
call. It was noted however that some management staff are unaware of how and when an EOC/incident
command is established.
Public Health has a central role in pandemic planning and coordinates plans with external stakeholders.
Business continuity planning is part of all emergency plans.
Hazardous materials education is coordinated by emergency planning. Personal protective equipment (PPE)
training is done by occupational health and safety.
Some challenges remain in this area. For example, staff members appear reluctant to call a code and may
delay the response as a result. Further incident command training is also required and should be planned.
Some recent successes include the development and deployment of the code brown policy. The
purpose-made door markers, for use in evacuation are a unique approach to indicating which rooms are
vacant or occupied.
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3.1.10 Priority Process: Patient Flow
Assessing the smooth and timely movement of clients and families through service settings
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
From a system perspective, patient flow has been determined as a primary focus for Saskatoon Health Region
(SHR) for the 2014-2015 fiscal and there is significant work going on in the region to improve patient flow.
The flow challenges are across the continuum of care. Interestingly, the volume of emergency visits in the
past year has minimally increased by only one percent. The challenges with patient flow have been identified
as the access to options for different levels of care and a high 30-day readmission rate. The SHR has been
creative were it can be in terms of options for patients such as direct client funding.
Just prior to arrival of the surveyor team, SHR opened an emergency operations centre (EOC) declaring the
need to have immediate intervention to improve patient flow and decompress the back log of inpatients
waiting in the emergency departments (EDs) in the city of Saskatoon. The was achieved by opening additional
beds, mobilizing community resources, improving normal discharge rates and a concerted effort to work as a
team. Opening the EOC was viewed by staff members as an important measure to ensure that everyone was
working to resolve the situation and that leadership was engaged to resolve the overcapacity state.
Interestingly, none of the staff members when questioned could identify what the triggers were to open the
EOC and while pleased that the focus was on flow, they encourage the organization to communicate the
triggers leadership utilized to enact such a measure. For consideration at what point is the system to be
deemed in an over capacity state that would warrant the EOC being opened, qualified targets need to be
identified and communicated.
Standards for patient flow have been met however, there are several opportunities for improvement
identified that the organization may want to consider as they focus on patient flow.
The over-capacity protocols (OCP) were last reviewed in 2010. A suggestion to include when reviewing these
triggers is to identify different levels (1, 2, 3) of over capacity. This would allow for a more proactive
response from the system. Questions to consider are how many inpatients waiting for beds in emergency
warrant an over capacity situation. Other indicators to consider in an OCP staged protocol are: number of
patients waiting to be seen; number of Canadian triage acuity scale (CTAS) 2 or 3 patients in the waiting
room; number of alternative level of care (ALC) patients in acute beds; number of patients in the community
waiting for long term care; and so on. Each of these situations may warrant different responses within the
system and dealing with them in an escalating process may provide a more proactive response for the
organization.
The cascading daily huddles and " wall walks" are excellent examples of the system working together to
address quality and improve patient flow. The SHR has definitely made improvements, and the following are
suggestions to consider:
The organization is encouraged to continue to develop accountabilities and articulate measures which can
improve flow for example, in the emergency department there is not a clear understanding of the expected
time for a consultant to present to the ED. For the inpatient units, systemic flow could be addressed ensuring
that the average length of stay is appropriate as measured in comparison to the Canadian Institute of Health
Information (CIHI) expected length of stay for different patient populations. When asked if this was utilized
opportunities at a more granular level are: to improve the expected discharge prediction to aid planning;
pre-booking inter-facility transports at least a day in advance to ensure better resource planning and reduce
waits for transport and the inappropriate use of "Stat" calls for transport. Encouragement is offered to
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From a patient-specific level during the episode of care in Watson, several long-term care patients were
housed on the acute side of the facility while they waited for a bed. It was noted that these patients did not
have access to activity or rehabilitation services that are in the same facility. This may be an area that the
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as a flow measure, many individuals thought it was but could not provide the information. Other
opportunities at a more granular level are: to improve the expected discharge prediction to aid planning;
pre-booking inter-facility transports at least a day in advance to ensure better resource planning and reduce
waits for transport and the inappropriate use of "Stat" calls for transport. Encouragement is offered to
consider reducing the long-term care turnover from 48 hours to 24 hours.
From a patient-specific level during the episode of care in Watson, several long-term care patients were
housed on the acute side of the facility while they waited for a bed. It was noted that these patients did not
have access to activity or rehabilitation services that are in the same facility. This may be an area that the
organization wants to review if more patients are waiting for a different level of service to maintain quality
of life and/or rehabilitation. Where possible, some of these services should be made available, particularly if
a long-term care facility is co-located with acute care.
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3.1.11 Priority Process: Medical Devices and Equipment
Obtaining and maintaining machinery and technologies used to diagnose and treat health problems
Unmet Criteria

High Priority
Criteria

Standards Set: Infection Prevention and Control
12.9

The organization appropriately contains and transports contaminated items
to the reprocessing unit or area.

Standards Set: Operating Rooms
12.5

The operating room team appropriately contains and transports
contaminated items to the reprocessing unit or area.

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices
1.1

The organization collects information at least annually about service
volumes and patterns of medical device use.

1.2

The organization reviews its operational plan and the information it collects
about service volumes and equipment use to decide which reprocessing and
sterilization services are offered within the organization.

1.4

The organization designates a trained and competent individual with the
accountability for coordinating all reprocessing and sterilization activities
across the organization, including those performed outside the medical
device reprocessing department.

1.5

The designated person reports directly to the organization's senior
management or the executive office.

2.5

The organization conducts baseline and annual competency evaluations of
staff members involved in reprocessing and sterilization.

3.6

The organization selects materials for the floors, walls, ceilings, fixtures,
pipes, and work surfaces that limit contamination, promote ease of washing
and decontamination, and will not shed particles or fibres.

3.7

The team works with others in the organization to properly clean the
sterilization unit or area.

5.2

The medical device reprocessing department's hand hygiene facilities are
equipped with faucets supplied with foot-, wrist-, or knee-operated
handles, or electric eye controls.

7.3

The organization has access to a complete record of maintenance and
inspection procedures for reprocessing and sterilization devices and
equipment.
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12.2

As part of the quality management system, the team engages in an annual
review of reprocessing and sterilization activities, with formal reports
provided to the organization's senior management.

12.9

The team participates in periodic audits.

12.10

The team identifies areas for improvement and makes appropriate changes
or improvements.

Surveyor comments on the priority process(es)
Despite facing limited capital funding, the organization has a good process for the prioritization, selection
and purchase of medical devices and equipment. The process is transparent and represents stakeholders
across the organization. The sterilization and reprocessing department (SPD) representation on this
committee ensures that the acquisition of any new devices or equipment will meet reprocessing needs in the
organization.
The biomedical engineering and physical plant teams are commended for their commitment and dedication in
maintaining medical devices and equipment, which in many circumstances are beyond their end of life. There
is an electronic preventive maintenance (PM) system in facilities and in biomedical engineering that spans the
entire region and facilitates the PM work that should occur at the various sites. The biomedical engineering
system has been in place for some time and has a good record of the devices and their maintenance. The
facilities system has recently been implemented and it only contains the records from the past year. Records
prior to the implementation of the system were not entered into the new system. Therefore, service,
demand and PM records for SPD equipment and other devices are not readily available from this system.
The medical device reprocessing team or SPD is a dedicated group of staff members committed to the
services that they provide. The staff members and leaders were engaged in the accreditation process and
committed to quality processes and evidence-based best practice. The team is proud of its program and the
services offered.
The staff members at all sites are aware of the need to use personal protective equipment (PPE) and do so
appropriately. They are aware of the hand-hygiene program and articulated the importance of hand hygiene.
The workstations at most sites have ergonomic features including being adjustable, having appropriate
lighting and fatigue mats.
Although there has been significant investment in equipment, the age and availability of some equipment still
poses challenges for the team. Numerous manual processes exist that could be automated by deployment of
an electronic instrument management system. The lack of a system limits the organization’s ability to
conduct an annual review of reprocessing and sterilization activities as they are only able to collect statistics
of the reprocessing and sterilization activities manually. While the Lean huddles allow for the identification
of local areas for improvement, the inability to capture electronic workload statistics and service volumes
and trends hampers the organization from being able to identify areas for broader system improvement or
optimization.
The physical plant also poses some opportunities for improvement as the SPD has numerous issues that could
be addressed to enhance quality of the service. The faucets do not meet the standard that they be equipped
with the necessary hands-free handles or controls. The Royal University Hospital (RUH) site is especially
challenged in terms of its physical environment. There are substantial issues relative to the wall coverings,
devices. Flash sterilization is only done in emergency situations.
Saskatoon Health Region (SHR) could have a more integrated and comprehensive approach to coordinating
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single individual was accountable for the coordination of reprocessing across the region. The accountability
for reprocessing of medical devices in the areas outside of the SPD lay with the department performing the
reprocessing for example, the accountability for the reprocessing of the Ultrasound probes lies with the
Medical Imaging department). This has led to sub-optimal practices in some departments. The SHR is
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with broken tiles and holes in the walls, ceiling tiles, and the flooring. There is no reprocessing of single use
devices. Flash sterilization is only done in emergency situations.
Saskatoon Health Region (SHR) could have a more integrated and comprehensive approach to coordinating
medical device reprocessing by re-assessing the oversight of the service. Staff members indicated that no
single individual was accountable for the coordination of reprocessing across the region. The accountability
for reprocessing of medical devices in the areas outside of the SPD lay with the department performing the
reprocessing for example, the accountability for the reprocessing of the Ultrasound probes lies with the
Medical Imaging department). This has led to sub-optimal practices in some departments. The SHR is
encouraged to create an organization-wide reprocessing committee with a single leader accountable to
better coordinate services across the region and ensure consistent reprocessing practice.
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3.2 Priority Process Results for Population-specific Standards
The results in this section are grouped first by standards set and then by priority process.
Priority processes specific to population-specific standards are:
Chronic Disease Management
Integrating and coordinating services across the continuum of care for populations with chronic conditions
Population Health and Wellness
Promoting and protecting the health of the populations and communities served, through leadership,
partnership, innovation, and action.

3.2.1 Standards Set: Maternal/Child Populations
Unmet Criteria

High Priority
Criteria

Priority Process: Population Health and Wellness
6.1

The organization maintains a clinical information system and longitudinal
client records.

Surveyor comments on the priority process(es)
Priority Process: Population Health and Wellness
Since the previous accreditation survey the organization has completed the Healthy Family + Healthy
Communities = Healthy Children Report and the Infant Mortality Report. The organization is commended for
using these documents to inform the population health work with regards to maternal and child health.
Understanding these complex issues and the inequity that exists in the RHA is essential in efforts to target
high risk and hard to reach populations. The organization is recognized by school administrators for the
Health Promoting Schools program. This is just one example of working with others to address the social
determinants of health and to commit resources to the most vulnerable children and youth.
The Healthy & Home program is challenged by the increasing number of births and has used a morning huddle
to prioritize home visits and optimize travel. The team is commended for working directly with post-partum
inpatient staff to assess clients for immediate need upon discharge and offering weekend home visiting.
There can be a multitude of health care staff and community partners interacting with families during the
maternal child continuum of care. The team is encouraged to look for opportunities to combine and/or share
the client record, plan together and ensure consistent messaging. The program would benefit from an
electronic scheduling system to automate child health clinic appointments.
The organization is involved in research with regards to bilirubin monitoring and working with partners to
establish a breast milk bank. They are acknowledged for obtaining BFI status and should make their
breastfeeding rates public.
The team is commended for using phone, texting, social media and online resources for prenatal and
postnatal support. The RHA website should be enhanced to host more interactive on-line resources for this
development in response to community need. Promotion of 811 is also encouraged as another avenue for
health education, service referral and consultation.
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program area. The Breastfeeding Cafe and the Post-Partum Depression group are examples of program
development in response to community need. Promotion of 811 is also encouraged as another avenue for
health education, service referral and consultation.
The Dental Clinic serves children and youth who do not have dental insurance coverage. This service is
critical to decreasing pain and suffering as well as the costs associated with paediatric dental surgery
requiring general anaesthesia. Dental staff also attend well child clinics offering fluoride varnish, oral health
instruction and resources to children with high risk for dental caries.
The organization has intentionally enhanced advocacy and community action by aligning some health equity
and social determinants of health work in the Health Promotion portfolio. The synergy this has created is
evident to and appreciated by community partners.
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3.2.2 Standards Set: Mental Health Populations
Unmet Criteria

High Priority
Criteria

Priority Process: Chronic Disease Management
4.7

The organization offers clients and families clinical education about mental
illness.

Surveyor comments on the priority process(es)
Priority Process: Chronic Disease Management
Managers of the services ensure that they have access to the information they require regarding the needs of
the people. They build strong relationships with partners and the non-institutional services are well
embedded in their communities.
Staff members are passionate and dedicated to their work. In the community, staff members will reach out
past their scope of service to ensure that the clients have access to the required support.
There is considerable interest by the managers to ensure that up-to-date information regarding promising and
evidence-practices are reviewed for use in their programs. Their enthusiasm and dedication is admirable and
evident in the programs being delivered.
A better sharing of information across the transition points would benefit clients. Written protocols would
eliminate confusion regarding the process and ensure that there is consistency in the system.
An electronic client file system would provide greater efficiency and effectiveness in the delivery of services.
Opportunities for individual feedback on services received would provide a broader evaluation perspective
rather than simply using groups as done by some programs.
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3.2.3 Standards Set: Populations with Chronic Conditions
Unmet Criteria

High Priority
Criteria

Priority Process: Chronic Disease Management
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Chronic Disease Management
Chronic Disease Management is part of an integrated division in the region with primary health. From a
leadership and management perspective there is a solid understanding of the importance of advancing a
philosophy of wellness, prevention and self-managed care that is based on partnership with many
stakeholders. A strategic goal identified by the region is to "Strengthen Patient-Centred Primary HealthCare
by Improving Connectivity, Access and Chronic Disease Management."
Clear targets have been established in terms of expected reductions related to diabetes, coronary artery
disease, chronic obstructive pulmonary disease, depression, congestive heart failure and asthma. It was noted
that data on incidence, prevalence and hospitalizations in these areas is being reviewed. Goals and strategic
objectives were also noted in terms of increasing the level of confidence of patients as it relates to
self-managed care. The LiveWell with Chronic Conditions and exercise programs are robust services that are
driving self-managed care and are well supported within the region.
There was clear evidence that there are a multitude of partnerships with a diversity of providers, associations
and with the government. The renal programs work very closely with the Kidney Foundation and of particular
note is the Family and Patient Advisory Council that provides regular input to the program staff. Similarly,
the Lung Association works very closely with the COPD programs and staff are commended on their work with
the Lung Association on the development of standards and practice guidelines. Cardiac, Diabetes and
Bleeding Disorders Program staff are also able to reference the significant and meaningful partnerships that
they have with provincial/national associations, stakeholders and clients. The LiveWell Diabetes Aim 4 Health
Program was awarded the Canadian Diabetes Association Partnership Award in 2010 and 2013 and is a
testament to the very active and successful partnerships that the Chronic Disease Management Program
engages in.
Regular program planning is occurring in all areas and staff are well aware of the areas program
enhancements or changes need to occur. Participation in multi-stakeholder planning tables is occurring at a
provincial level and is recognized as an integral part of the chronic disease management planning process.
The renal programs have been involved in a comprehensive provincial process to replace all haemodialysis
machines and have ensured that staff and clients were included in the evaluation process. The Ministry
representative interviewed in the survey identified that the partnership with the region has evolved and it is
now based on the notion that "we act as one". The renal program is viewed as a model that the Ministry
references in other areas of operation as a benchmark of excellence.
There is an overall CDM Operations Committee that is in place that defines priorities and monitors
performance on achieving strategic objectives. Staff are committed to the 4 Betters that have been adopted
by the region that focus on: Care, Value, Teams and Health. Performance metrics have been identified that
was noted that staff use the wall and huddles for the purposes of communication, planning and to discuss
improvement ideas. Examples were provided of several quality improvement activities in all areas. Staff are
committed to move forward with LEAN and believe that the pursuit of quality will bring further efficiencies.
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align with these dimensions and are reported regularly to the Chromic Disease Management Quality Team. It
was noted that staff use the wall and huddles for the purposes of communication, planning and to discuss
improvement ideas. Examples were provided of several quality improvement activities in all areas. Staff are
committed to move forward with LEAN and believe that the pursuit of quality will bring further efficiencies.
Of particular note, is the significant energy that the staff in these program areas commit to research and
evidence to advance quality. Several staff discussed research that they are involved in, publications that they
have authored and conferences where they have presented. The renal program is currently tracking on six
research projects that are now underway. The commitment to an evidence based approach is part of the
culture of the teams and is blended with a commitment to patient centeredness.
Patients interviewed in the program areas felt that they were consulted on a regular basis and felt that their
opinions and concerns really mattered. Examples were provided of the responsiveness of staff in addressing
their questions about programs and treatment. Surveys are provided periodically to families and patients and
the results are being reviewed by program staff with appropriate actions plans being adopted. Patients feel
that they are supported in the teaching that they receive on self-managed care and believe that support is
readily available if required. The recent expansion of the on-call coverage for the Bleeding Disorders Clinic is
welcomed by the patients.
There is an awareness of the challenges in reaching hard-to-serve populations in the rural areas and the
at-risk groups in the region. Satellite programs are in place for haemodialysis and other programs such as
Diabetes are connecting with First Nations communities to provide education. A manager for rural programs is
in place. It was noted that continued focus on the removal of the distance barrier is important and solutions
such as the increased use of telehealth for certain consults and teaching is being considered. The recently
developed single referral form for all Chronic Disease Populations will serve to eliminate numerous forms and
streamline the process for health care providers.
MQIS is an information system in the Renal Programs that is used for patient charting. It provides summary
reports for planning and operational purposes. Med Access is used in some of the other Chronic Disease areas.
It will be important to advance the use of information management in other chronic disease program areas
and integrate the acute care systems to ensure that the appropriate decision support can be provided to
staff.
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3.2.4 Standards Set: Public Health Services
Unmet Criteria

High Priority
Criteria

Priority Process: Population Health and Wellness
12.2

The organization's injury prevention activities are based on priorities
identified in the community health assessment.

Surveyor comments on the priority process(es)
Priority Process: Population Health and Wellness
The last Health Status Report was completed in 2008 with the next planned release in Dec 2013. Since 2008,
the Population and Public Health division has reported on issues of relevance to the health region and its
partners. The organization is commended for its excellent reports some of which include: The Rural Health
Status Report (2009), Community Food Access Report (2010) Immunization Report (2010), Diabetes Report
(2011), Healthy Families + Healthy Communities = Healthy Children (2012), and Infant Mortality Report
(2012). These reports are significant in that they incorporate health equity and the social determinants of
health as foundational to addressing health issues. The Health Disparity Report of 2012 is exceptional and the
organization is commended for a leading practice: Health Care Equity Audits.
Population and Public Health have created a Strategic and Operational Plan 2013-2015 which clearly defines
their purpose, addressing the "Betters", and the principles which will guide the work. They have succeeded in
incorporating quality improvement, cultural competency, health equity, the early years, support to staff and
integration of population and public health. They are commended for setting a target to work with partners
to increase the percentage of children ready to learn by kindergarten to 82% by 2018 as measured by the
Early Development Index (EDI).
The Positive Living Program has worked diligently with others to increase HIV screening by 60% since 2009. In
order to manage the volume of HIV positive clients and provide quality care they have successfully partnered
with primary care and First Nations organizations. The team was recognized with a leading practice - The HIV
Social Case Management Model.
The Tuberculosis (TB) program operates from several offices in Ellis Hall. The clinical area has no negative
pressure room for sputum induction, privacy is limited and there are infection control concerns. The
organization is encouraged to assess the physical environment and make improvements. The program uses the
provincial TB registry and a paper chart. The organization is encouraged to review documentation
requirements (health record and public health surveillance) for this program. Clients speak highly of the TB
program staff and gave examples of how they helped them in areas beyond disease control and management.
The organization is acknowledged for their involvement in the Saskatoon Regional Growth Strategy where
public health expertise can influence planning and the built environment. The Safe Communities Department
is recognized for their health risk communication. The team contributes to Environmental Impact Assessments
and in the future must be prepared for Health Impact Assessments. Finding safe, affordable housing is a
challenge for many people in the SHR. This issue came up in taxis, client interviews and community partner
conversations. The PPH team are acknowledged for their work on housing at many levels and at many tables.

of electronic and paper documents. There is limited band width to support some programs such as
e-scheduling and access to email off site is limited.
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There is a need for a comprehensive review of the IT/IM systems (including the interface with EMR's) in the
Population and Public Health programs. While some programs are only using paper, there is also duplication
of electronic and paper documents. There is limited band width to support some programs such as
e-scheduling and access to email off site is limited.
The organization is recognized for creating Community Program Builder positions who work with populations
who experience the most inequity. The staff in these positions have increased the level of trust with the
health care system, improved access to services and created new opportunities for service delivery.
The organization works with others in the review and updating of current regulations (Food Safety), advises
on issues that should be considered in future regulations and provides comment during the drafting of all new
Acts and Regulations (including amendments).
The Public Health Observatory provides and presents health information in ways that staff and community
can understand and use in practical ways. Having this team to inform decision-making and public health
practice is a powerful asset to the organization.
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3.3 Service Excellence Standards Results
The results in this section are grouped first by standards set and then by priority process.
Priority processes specific to service excellence standards are:
Organ and Tissue Transplant
Providing organ transplant services, from initial assessment of transplant candidates to providing follow-up
care to recipients
Organ Donation (Living)
Providing organ donation services for living donors, including supporting potential donors to make informed
decisions, conducting donor suitability testing, and carrying out donation procedures
Clinical Leadership
Providing leadership and overall goals and direction to the team of people providing services.
Competency
Developing a skilled, knowledgeable, interdisciplinary team that can manage and deliver effective programs
and services
Episode of Care
Providing clients with coordinated services from their first encounter with a health care provider through
their last contact related to their health issue
Decision Support
Using information, research, data, and technology to support management and clinical decision making
Impact on Outcomes
Identifying and monitoring process and outcome measures to evaluate and improve service quality and client
outcomes
Medication Management
Using interdisciplinary teams to manage the provision of medication to clients
Organ and Tissue Donation
Providing organ donation services for deceased donors and their families, including identifying potential
donors, approaching families, and recovering organs
Infection Prevention and Control
Implementing measures to prevent and reduce the acquisition and transmission of infection among staff,
service providers, clients, and families
Surgical Procedures
Delivering safe surgical care, including preoperative preparation, operating room procedures, postoperative
recovery, and discharge
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3.3.1 Standards Set: Ambulatory Care Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.6

The team regularly reviews its services and makes changes as needed.

2.1

The team works together to develop goals and objectives.

2.2

The team's goals and objectives for ambulatory care services are
measurable and specific.

13.2

The team has an equipment log in which to record maintenance and
downtime, and to identify problems.

13.3

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

Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
7.1

When scheduling services, the team follows set criteria and gathers input
from service providers so clients with the most urgent needs are seen first.

Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
17.2

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.

ROP

17.2.1

The team implements a falls prevention strategy.

MAJOR

17.2.2

The strategy identifies the populations at risk for falls.

MAJOR

17.2.3

The strategy addresses the specific needs of the populations at
risk for falls.
The team establishes measures to evaluate the falls
prevention strategy on an ongoing basis.
The team uses the evaluation information to make
improvements to its falls prevention strategy.

MAJOR

17.2.4
17.2.5
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Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
Ambulatory care services has a diverse number of ambulatory medical and surgical programs in the three
Saskatoon hospitals, which are St Paul's Hospital, Royal University Hospital and Saskatoon City Hospital. A
vision for the transformation of ambulatory care is in place. A resource utilization model for ambulatory care
was developed in 2011.
The ambulatory care services do align with the strategic goals of the organization but there are no specific
goals and objectives for ambulatory care services for the current year.
Requests for equipment are submitted yearly. An equipment replacement program is not in place. Equipment
is replaced when it is no longer able to be repaired. Clinical engineering maintains a preventive maintenance
(PM) schedule for clinical equipment however; the schedule is not available to the ambulatory service areas.
There does not appear to be a PM program for items such as wheelchairs and stretchers. Ambulatory care
services are required to do direct purchase for a variety of supplies which are not ordered via the supplies
purchasing department (SPD). It is suggested that the efficiency of the direct purchase system be reviewed to
consider the cost advantage and potential effect on patient services due to delays in delivery.
The geriatric evaluation and management unit is part of ambulatory care but reports to the acute care line. It
has an excellent physical facility on the seventh floor of Saskatoon City Hospital. The unit serves the entire
province. It has recently worked through a service reassessment to increase throughput by thirty percent.
There is a concern regarding the balance between numbers and quality.
Priority Process: Competency
There is a strong interdisciplinary ambulatory care team at each of the sites. The teams make best use of the
space provided and make adjustments at some locations to support patient privacy. New staff members are
provided with a comprehensive orientation. The staff members utilize the e-learning programs to complete
the required mandatory reviews such as education on infusion pumps. Approximately twenty five percent of
staff have attended the Kaizen basic training program and have been practicing the principles in their areas.
The re-organization of the medication cupboard to free-up space is one example of using the Kaizen learning.
Performance appraisals are conducted regularly.
The geriatric evaluation and management unit has a multidisciplinary team of one geriatrician, three nurses,
two nurse practitioners, occupational therapist and physiotherapist, care aide and social workers. The team
receives yearly performance reviews.
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Priority Process: Episode of Care
The team members follow specific protocols and processes for each client population in ambulatory services.
A urology nurse navigator supports and guides urology patients and their families in the Leslie and Irene Dube
Urology Centre of Health. In most areas, the booking and scheduling of client procedures is done by the
physician offices. Currently, there is no opportunity to measure wait-times for services or to align the number
of clients attending each of the clinics with the time available. The team does regularly monitor the number
of patient cancellations and the number of unused time slots. The organization is encouraged to review the
current patient scheduling system and identify ways to ensure that the most urgent clients are seen and that
the time and space in ambulatory care services is well utilized.
The endoscopy areas are well organized. Staff members responsible for cleaning endoscopy equipment have
been trained with one exception at the Royal University Hospital site.
The geriatric evaluation and management unit sees twenty to twenty five clients per week in twice-weekly
therapy sessions. There is a five hour assessment process for new clients. Referrals come from family
physicians both from the community and from inpatient units. The documentation is extensive for admission
including the full medical history, medication history and a computed tomography (CT) scan. Medications are
reviewed by the pharmacist. The team meets every six weeks for education and program changes and there is
a quality improvement meeting which meets monthly. The team also meets weekly at the visibility wall to
review hoisin data.
Priority Process: Decision Support
The patient records are current and safely stored in the clinical areas. Best practices have been reviewed for
areas such as pain management and conscious sedation. The nurse practice committee can be consulted for
specific areas of nursing practice. Other organizations are frequently scanned for best practices in
ambulatory care.
Priority Process: Impact on Outcomes
Ambulatory care is focused on reducing risk in the work environment. A quality and safety council is in place
with representatives from management and staff from each ambulatory care area. As a result of a
recommendation from the committee, safety belts and sliders are available at every bedside at the Saskatoon
City Hospital site.
Staff huddles are held regularly and discussions are held about staff and patient safety. Communication
boards are provided. While there is an awareness of falls prevention for patients, a specific program is not in
place in ambulatory care. Clients and families are informed of their role in promoting safety with the use of
posters. It is suggested that the locations of the posters be reviewed to verify that they are strategically
placed and readily visible for patient review.
Utilization data are monitored on a monthly basis. The absence of a patient scheduling system prevents the
acquisition of wait-list data for review.
Patient satisfaction surveys are utilized by the team. Endoscopy patients are surveyed yearly. An ambulatory
care survey of patients/clients was conducted at the St Paul's Hospital site. Parking was a major concern in
both surveys conducted.
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3.3.2 Standards Set: Cancer Care and Oncology Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
3.8

The interdisciplinary team follows a formal process to regularly evaluate its
functioning, identify priorities for action, and make improvements.

4.8

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

Priority Process: Episode of Care
11.3

The team reconciles the client's medications with the involvement of the
client, family or caregiver at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or discharge).
11.3.2

11.3.3

11.3.4

11.3.5

Depending on the model, the prescriber uses the Best Possible
Medication History (BPMH) and the active medication orders to
generate transfer or discharge medication orders (proactive),
OR, the team makes a timely comparison of the BPMH, the
active medication orders, and the transfer or discharge
medication orders (retroactive).
The team documents that the BPMH, the active medication
orders, and the transfer or discharge medication orders have
been reconciled; and appropriate modifications to medications
have been made where necessary.
Depending on the transition point, an up-to-date medication
list is retained in the client record (internal transfer), OR, the
team generates a Best Possible Medication Discharge Plan
(BPMDP) that is communicated to the client, community-based
physician or service provider, and community pharmacy, as
appropriate (discharge).
The process is a shared responsibility involving the client or
family, and one or more health care practitioner(s), such as
nursing staff, medical staff, and pharmacy staff, as
appropriate.

ROP

MAJOR

MAJOR

MAJOR

MINOR

Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
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15.2

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.
15.2.4
15.2.5

The team establishes measures to evaluate the falls
prevention strategy on an ongoing basis.
The team uses the evaluation information to make
improvements to its falls prevention strategy.

ROP

MINOR
MINOR

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
This 28-bed oncology unit has an integral, semi-isolated six bed bone marrow transplant (BMT) section. It
operates with essentially 100 per cent occupancy servicing the needs of northern Saskatchewan. It operates
in a partnership with the Cancer Agency, which really drives the services. The unit works with the Cancer
Agency to collect and utilize client and demographic information, mostly from the provincial database which
helps to plan and alter services as indicated by a common operations committee.
The team sets limited unit-based goals, and does support the overarching Hoshin Kanri goals. The team
collaborates in several areas including palliative medicine, several charitable agencies and the patient-family
centred care committee.
Priority Process: Competency
There is an extensive interdisciplinary team of physicians, nurses, care aides, social workers, pharmacists,
physiotherapists and others. The positive morale of the team members was obvious during the on-site survey
visit and was attested to by patients. There is a scripted orientation program that assures competency of the
staff members and a tiered progression of certification for the more complex, higher-risk procedures.
The team clearly functions well together on a day-to-day basis and it could benefit the members to develop a
formal means of evaluating their performance on a yearly basis, along with other outcome reviews. There is
some opportunity for continuing education, but funding is difficult to obtain. Some staff members have
pursued oncology certification on their own but balk at the cost of the exam fee. Within this unit there is
few, if any, performance reviews carried out on a regular basis. It is recommended that the unit consider
instituting regular performance reviews.
Priority Process: Episode of Care
Patients are referred for admission usually from the Cancer Agency clinic or through the emergency
departments (ED). Referring providers are well known to the medical associates that attend in the unit.
There are procedures in place for most contingencies and an extensive set of order sets for most aspects of
care processes.
Patients are assessed for risk of venous thromboembolism (VTE) and appropriate prophylaxis is given. This is a
relatively new process that will require some time to assess its contribution to the overall care process.
Medication reconciliation is in place on admission but not on discharge or transfer. Process development for
this process is under way and in the meantime, staff members are making use of the pharmacy record to
inform the transfer process. Pain management is a major part of the care and is well-managed, as attested to
by both patients and staff.

consent was an issue for a group of patients admitted via the Cancer Agency as it was not recognized by the
unit when it had actually been obtained but not documented. However, this has now been rectified. There is
a concern that there is not a private space for family discussions outside of patient rooms. It is strongly
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Ethics issues arise commonly in this patient group and are dealt with using established pathways. Obtaining
consent was an issue for a group of patients admitted via the Cancer Agency as it was not recognized by the
unit when it had actually been obtained but not documented. However, this has now been rectified. There is
a concern that there is not a private space for family discussions outside of patient rooms. It is strongly
suggested that the organization look to establishing such a space.
Priority Process: Decision Support
Record keeping is paper-based and is well maintained. There are some issues with information exchange with
the Cancer Agency due to privacy laws, but work-arounds are in place to assure continuity of care. The team
works with the Cancer Agency and the University of Saskatchewan to coordinate best practices and to ensure
these are followed. Staff members have access to online clinical guidelines and other pertinent support
information for service delivery. The adoption of an electronic medical information system would greatly
benefit both staff and patients.
Priority Process: Impact on Outcomes
The team has a set of quality indicators it is following for access, bone marrow transplant (BMT),
chemo-safety and other safety checks. There is an internal system of chart audits that are carried out by
staff members and posted regularly. Hand-hygiene audit results are posted.
A falls prevention strategy has been implemented, and it is in the early stages. There are issues with the
blanket adoption of the general falls strategy however, it does not address the particular needs of the cancer
population. The team is looking at this issue now in establishing an evaluation strategy.
There is excellent education material and individual education on safety issues and is made available to these
patients.
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3.3.3 Standards Set: Community Health Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The primary health care (PHC) utilizes the provincial framework to develop primary health care in the region.
The vision is clear and client centred. It includes the World Health Organization (WHO) principles. The
uniqueness and success is the customer/client focus. Planning is done with the community at their request
and is based on their needs and wants. This collaboration from the onset is considered key to the program's
success. The relationship builds trust and as a result the outcomes are positive. Advisory boards are in place
and support continued commitment to the process. The triple aim with the addition of access is part of the
development process.
The community engagement framework is an excellent resource to guide this process. Partnerships are
cultivated with all types of related agencies to ensure that all aspects required for the continuum of care are
in place. Goals are developed at the regional level and cascade down to be developed specific to the site.
The PHC structure with facilitators and community developers support daily operations, education
opportunities and other things. Several students from different disciplines are placed in the sites, and
include: Kids first, South East PHC - seniors' focus, Pleasant Hill School wellness program and the Primary
Health bus. Nurse practitioners are situated in the community health centres
There is a rural health strategy. A rural integrated director is accountable for this initiative and leads the
stabilization committee. With the expansion of rural areas with new mines, it is important that this strategy
constantly reviewed and updated, as PHC sees itself as a key player.
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Priority Process: Competency
There is a regional team to provide support to the specific sites. Team collaboration is evident. The team is
client focused and adaptable to the changing environment, for example, to move the bus to where the
population moved. Education is encouraged and new learning is shared at the sites with the team. Theory and
practice groups exist as well as other structures for professional development. The nurse practitioners (NPs)
meet monthly. Licensure is maintained.
The team effectiveness tool was developed to evaluate the inter-professional approach and its results are
targeted to guide future direction. A professional development plan is in place for employees. Planning and
coordination of services occurs at several levels. The visibility wall at St. Paul's Hospital site outlines the
overall goals, then each of the sites develops specific goals for the program focus, and display their own wall.
Outcomes measures are visually displayed. The personal thank-you between staff and clients speaks to the
positive culture in the program.
Priority Process: Episode of Care
At all sites visited during the on-site survey it is evident that the needs of the client come first. The services
vary dependent on the program developed with the community and are individualized for the client. Client
interviews speak to trust and respect as well as confidence that the team is there to help and support them.
If service cannot be provided at the site, alternatives are found and a referral made. Consistency in follow-up
helps to ensure better health outcomes. A large number of partnerships are in place with other community
agencies and an example is the OASIS project. Concerns can be raised and will be addressed. There is
adherence to confidentiality. The team understands what an ethics issue is and uses the services of the
ethicist when needed. What leads to success is the fact the centres are developed to meet the unique needs
of the community where it is based, including some in the rural areas as well.
Priority Process: Decision Support
Client confidentiality is in place. Charting varies dependent on the site. An upgraded information technology
(IT) system is needed to ensure connectivity between all of the various providers. This would also ensure
consistency and safety for care delivery. Evidence- based and/or leading practice guidelines are incorporated
into the programs to ensure quality care. Access to research results and participation in research is by way of
partnerships with the universities and the colleges.
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Priority Process: Impact on Outcomes
The primary health care (PHC) team plans with the community based on request, needs and wants. Part of
the process involves the sharing of information, including data such as prevalence rates of chronic disease. A
community advisory is developed and is in place, which from the start is key to the process being successful.
All of the appropriate community agency partners are also included.
Risk is evaluated, and safety for staff is in place. The workplace assessment and violence education (WAVE)
program is the workplace assessment for violence. Cellular telephones and electronic processes are used for
tracking of staff. Outcome measures are in place at the regional level. For some of the individual sites, the
development of outcome measures for the goals is new, and this is an area that will improve over time.
Program outcomes are shared with the communities, advisories and other partners via annual reports,
newsletters and other forms. The challenge will be the capacity to expand with a growing population, both
urban and rural, and balance supply with demand where outcome measures are seen in the longer term. This
requires an enhanced system to measure the outcomes specific to Triple Aim.
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3.3.4 Standards Set: Critical Care
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
3.8

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

4.6

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

Priority Process: Episode of Care
3.2

If the team offers outreach services in the form of a rapid response or
medical emergency team, it defines the role of this team and
communicates it to other teams in the organization.

6.3

When offering outreach services, such as a rapid response or medical
emergency team, the team provides other organizational teams with the
standardized criteria it uses to determine whether critical care services will
be provided.

12.1

The team uses standardized criteria when determining whether to discharge
clients from critical care.

12.5

The team reconciles the client's medications with the involvement of the
client, family or caregiver at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or discharge).
12.5.1

12.5.2

12.5.3

There is a demonstrated, formal process to reconcile client
medications at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or
discharge).
Depending on the model, the prescriber uses the Best Possible
Medication History (BPMH) and the active medication orders to
generate transfer or discharge medication orders (proactive),
OR, the team makes a timely comparison of the BPMH, the
active medication orders, and the transfer or discharge
medication orders (retroactive).
The team documents that the BPMH, the active medication
orders, and the transfer or discharge medication orders have
been reconciled; and appropriate modifications to medications
have been made where necessary.
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12.5.4

12.5.5

12.7

Depending on the transition point, an up-to-date medication
list is retained in the client record (internal transfer), OR, the
team generates a Best Possible Medication Discharge Plan
(BPMDP) that is communicated to the client, community-based
physician or service provider, and community pharmacy, as
appropriate (discharge).
The process is a shared responsibility involving the client or
family, and one or more health care practitioner(s), such as
nursing staff, medical staff, and pharmacy staff, as
appropriate.

MAJOR

MINOR

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.

Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
16.3

The team informs and educates clients and families in writing and verbally
about the client and family's role in promoting safety.
16.3.1
16.3.2

The team develops written and verbal information for clients
and families about their role in promoting safety.
The team provides written and verbal information to clients
and families about their role in promoting safety.

ROP

MAJOR
MAJOR

Priority Process: Organ and Tissue Donation
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
St Paul's Hospital and Royal University Hospital (RUH) sites:
There is strong coordination between the two adult intensive care units (ICUs) and joint planning sessions are
held annually to develop goals and objectives. The units are commended for the work they have done in
involving family members into the care of the patient. Family members actively participate in rounds with
the interdisciplinary team and information is shared with the family at a level that they can understand.
Families are deeply appreciative of this involvement and speak highly of the professionalism and caring
nature of the staff members and physicians.
Space is a significant issue at RUH site and having many family members in the unit at any given time can
create crowding and challenges the privacy of patients. The SPH site is congratulated for its flexibility with
the recent move to admit medical patients when the census of pediatric critical unit (PCU) will allow. This
has helped to ease the inpatient patient flow issue slightly.

keep up with the change projects and the demands of their units.
Neonatal intensive care unit (NICU) Royal University Hospital (RUH) site:
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Pertinent to all of the critical care areas is the significant workload that managers are experiencing trying to
keep up with the change projects and the demands of their units.
Neonatal intensive care unit (NICU) Royal University Hospital (RUH) site:
This unit has been experiencing significant overcapacity in the past few months, with a census well beyond
the expected occupancy. The program is encouraged to undertake planning for NICU care at a provincial level
in order to develop some referral or decanting opportunities.
The unit is commended for the work it is doing involving families in care. The unit is currently participating in
a research project named "Family Integrated Care" with Mount Sinai Hospital in Toronto to determine if
parental involvement for extended periods will improve infant weight gain. Again, families are pleased to be
involved in the care and speak highly of the caring and compassionate staff. The NICU has undertaken a
number of rapid process improvement workshops (RPIWs) and has also carried out Kanban in their supplies
rooms.
Priority Process: Competency
All critical care units have a strong 5-level orientation program and provide ongoing education to staff. The
interdisciplinary teams work well together and there appears to be good respect for one another's roles.
Recruitment of nursing staff is not an issue but there is some difficulty recruiting for the support roles. The
recent addition of medical residents/students at St. Paul's Hospital (SPH) site has added to the learning
opportunities for the entire team.
Completion of performance reviews has been a challenge given the workload of managers in these areas.
Priority Process: Episode of Care
The outreach team at St. Paul's Hospital site has been functioning for a number of years and is currently
being evaluated. It is seen as a valuable service and the unit is encouraged to develop specific criteria for
inpatient units to access the service.
All units are commended for their willingness to ensure access to care and the development of surge plans to
facilitate this. The organization is encouraged to look at provincial planning to assist in the support for the
growing need for neonatal intensive care.
All of the units are commended for their support for family-centred care. Families are appreciative of this
approach.
Priority Process: Decision Support
The recent addition of a second neonatologist to 'round' in the NICU will facilitate timely completion of these
rounds. Information flow in all of the units is paper based and the use of information technology IT) to
facilitate care has not occurred. The organization is encouraged to further invest in IT to enhance the team's
ability to work effectively and efficiently.
There is a strong focus on evidence-based practice and ongoing clinical learning by the entire
interdisciplinary team.
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Priority Process: Impact on Outcomes
The units are commended for their focus on safety. Staff members speak of the opportunity to review safety
at their daily or weekly huddles. Families receive detailed information about the intensive care units in order
to familiarize them to the activities in the unit. The units are encouraged to include information about the
client and family's role in promoting safety. A great deal of work has been done on implementing the Safer
Health Care Now bundles for ventilator associated pneumonia (VAP) and central line infection (CLI) and the
units have seen a decrease in incidence of these infections.
Priority Process: Organ and Tissue Donation
The structures and processes surrounding organ donation have been developed by the organization. The
appropriate policies and protocols are known to the units but the teams have been reluctant to approach
families. Recently, the units have taken a stronger focus on recognizing potential donors and approaching the
families. This effort has paid off with an improvement in the number of donors. The units are encouraged to
continue concentrating on organ donation.
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3.3.5 Standards Set: Emergency Department
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.9

The team has the workspace needed to deliver effective services in the
Emergency Department.

Priority Process: Competency
4.13

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

Priority Process: Episode of Care
7.7

The team informs clients in the waiting area of wait times for assessment
and treatment.

7.9

The team monitors possible progression of illness for clients waiting in the
Emergency Department.

Priority Process: Decision Support
12.2

The team meets applicable legislation for protecting the privacy and
confidentiality of client information.

13.2

Staff and service providers use information technology to share information
with the interdisciplinary team.

Priority Process: Impact on Outcomes
10.4

The team uses at least two client identifiers before providing any service or
procedure.
10.4.1

16.2

The team uses at least two client identifiers before providing
any service or procedure.

ROP

MAJOR

The team monitors clients' perspectives on the quality of Emergency
Department services.

Priority Process: Organ and Tissue Donation
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The clinical leadership at all of the emergency departments (EDs) is strong and there is obvious commitment
for the staff to be supported in their role. Both new staff members and longer term employees of the EDs felt
management boards are effective tools for communicating with staff. The staff members all commented their
appreciation of the boards and their effectiveness.
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supported and well prepared to provide care in a busy emergency setting. The daily huddle boards and safety
management boards are effective tools for communicating with staff. The staff members all commented their
appreciation of the boards and their effectiveness.
At the Royal University Hospital (RUH) site the emergency team is not aware of a process to identify and
prioritize the minor equipment needs such as intravenous (IV) pumps and wheel chairs required that would
service the entire hospital. The RUH site is encouraged to utilize the Lean management tools and have
equipment available when required in the various departments. The emergency team identified that there
are often shortages of equipment available when required. This will require a site-wide initiative to make the
necessary improvements.
Each of the EDs in Saskatoon has implemented changes in their departments to improve patient flow.
Notably, the RUH site has implemented a rapid assessment zone (RAZ). Saskatoon City Hospital (SCH) site has
implemented more proactive processes to close the facility on time at 2315 hours, thereby reducing
overtime. St. Paul's Hospital (SPH) site has implemented changes to download emergency medical services
(EMS) and this week, the week of the on-site survey, is conducting a Lean improvement project to improve
patient times from line-up at triage to treatment space. Each of the sites is monitoring key indicators on a
regular basis to continue to make improvements. The engagement of staff members is evident and all of the
staff members expressed that improvements to patient flow and care are being made.
The RUH site leadership may want to consider reviewing the role of the unit assistant. In an effort to release
nursing staff time to provide care at the bed side the unit assistant has been assigned many different duties
including processing orders and portering and stocking. The emergency team is encouraged to review these
job functions, which are varied and numerous. Staff members reported that bottlenecks often occur while
waiting for the unit assistant to complete many of the duties.
As the RUH site continues to plan for the new ED, including separate adult and paediatric facilities, different
staffing models will need to be considered. The current shared staffing model ensures that staff maintain
their competencies in both pediatric and adult care and that there is a large enough staffing pool to provide
the required coverage. This will be of particular importance if the pediatric emergency department is closed
during the night hours due to expected low volumes.
Priority Process: Competency
All staff members in the emergency departments (EDs) visited expressed satisfaction with the orientation
provided when they were new to the departments. Likewise, the staff members in both the rural and urban
emergency departments felt well prepared to care for patients with the provision and support from Saskatoon
Health Region (SHR) to take courses such as advanced cardiac life support (ACLS), pediatric advanced life
support (PALS) and trauma nursing core course (TNCC). What is lacking is appropriate training in case of a
hazardous material (Haz Mat) event. The staff members were not aware of any training that is available and
commented that they would utilize their EMS and Fire department colleagues for assistance if a Haz Mat
event was to occur. This is a potential risk for the organization if a patient was to self-present to the ED. If
contaminated, the patient is likely to present to the triage desk prior to being decontaminated in the
ambulance bay and thereby, placing the entire department at risk.
Priority Process: Episode of Care
Episodes of care were conducted in Rosthern, Watrous and Humboldt in addition to the emergency
departments (EDs) in Saskatoon. Staff members at each of the facilities expressed that the orientation
prepared them well and that there are ongoing learning opportunities supported by the region. Despite the
receive. When called to the EDs physicians respond appropriately and in a timely way. The EDs make good use
of their facilities and in those departments that have low patient volumes outpatient procedures are carried
out, providing service for the community.
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lower volumes in the smaller more rural EDs they felt well-trained to handle the emergencies they may
receive. When called to the EDs physicians respond appropriately and in a timely way. The EDs make good use
of their facilities and in those departments that have low patient volumes outpatient procedures are carried
out, providing service for the community.
Canadian triage acuity scale (CTAS) guidelines are widely utilized in all of the EDs and appropriate training is
provided. Rosthern and Watrous are relatively new to utilizing the CTAS system and are conducting regular
audits to ensure their appropriate usage.
In terms of patient flow in the EDs in Saskatoon, all of the teams are aware of the need to improve flow both
for admitted and discharged patients. Combining triage and registration in a more streamlined process,
although challenging, is a patient friendly system. While observing the dual triage and registration process it
appears to be working well and minimizing the need for the patient to repeat themselves during the process.
Patients also do not have to move from their location of initial presentation, which is another patient focused
endeavour. In order to improve the patient experience the organization is encouraged to ensure that the
patient understand the different roles. It was observed that patients may be confused with two individuals
namely registration clerk and triage nurse (RN) asking questions at the same time. Encouragement is offered
to consider obtaining patient feedback to refine the current process.
Timely off-loading of ambulances at all of the urban facilities is a challenge in the Saskatoon Health Region.
Recently, St. Paul's Hospital (SPH) site conducted a Lean workshop using rapid process improvement
workshops (RPIW) to improve the process in that facility. There has been a measured difference and many of
the Emergency Medical Services (EMS) providers interviewed noted a significant improvement. There are
plans to implement the lessons learned from SPH site to other sites during the fall of 2013. Standardization of
the process and the development of standard work are encouraged. Consistently throughout the various
tracers EMS commented on the inconstancies in triage nurse practice and to quote: "some make it a priority
to off-load us and others forget about us in the hallway." While this may not be the situation, there is a
perception and need to improve communication between both EMS providers and nursing.
Priority Process: Decision Support
The teams do utilize evidence-based guidelines and protocols where appropriate.
With the opening of the new Children's Hospital the organization may consider developing pediatric-specific
guidelines.
Priority Process: Impact on Outcomes
It is obvious from the Lean work that is being carried out across the organization that staff and patient safety
is a priority. On a daily basis, the emergency departments (EDs) conduct daily and cascading staff huddles
focusing on flow and safety. There are huddle boards located in the staff room. These boards are another
method of improving communication amongst all shifts to share information about potential and actual safety
problems, to reduce the risk of error and to improve the overall quality of service. Staff members find the
huddle boards extremely helpful. This is a definite strength of the organization.
Priority Process: Organ and Tissue Donation
Organ and tissue donations have increased across the region, as emphasis has been placed on this need.
There is an active organ and tissue donation team.
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3.3.6 Standards Set: Emergency Medical Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Priority Process: Infection Prevention and Control
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The Emergency Medical Services (EMS) surveyed was in Watrous and MD Ambulance (Saskatoon). There are
cohesive high-functioning teams that are part of an overall EMS system comprised of primarily private
ambulance operators, MD Ambulance being the largest provider in the region. Watrous is funded and managed
by Saskatoon Health Region. The leadership members for EMS in the region are new to their roles and they
are quickly gaining the experience necessary to lead this complicated system of ambulance and service
delivery.
In May 2013 Saskatoon Health Region (SHR) led the development of a strategic operations plan between the
EMS providers and the health region. The plan is comprehensive and detailed. The stakeholders are now in
the process of determining an implementation plan for the strategies identified. Carrying out the plan will be
important for the improved delivery of services for the region. There are several hurdles that must be
overcome when dealing with the different ambulance providers. Payment models will need to be considered
to ensure the service operates as one entity. For example, in the current model, MD Ambulance does not
assume the care of a patient that has been transported by a rural ambulance to a designated ED, if both
ambulances are waiting for a treatment space in the emergency. Efficiencies could be gained if an ambulance
that is not able to off-load was consolidated with another crew and thus, release a crew back to the
community.
community.
Despite funding challenges in the region, additional financial resources have been made available to the EMS

Detailed
Survey Results
Accreditation
Report
system to handle
increasing call volumes. These resources are currently
beingOn-site
deployed.
The EMS has implemented many of the tools presented in a Lean management system. Standard working
principles are utilized, and supplies and training are standardized.

67

QMENTUM PROGRAM

Despite funding challenges in the region, additional financial resources have been made available to the EMS
system to handle increasing call volumes. These resources are currently being deployed.
The EMS has implemented many of the tools presented in a Lean management system. Standard working
principles are utilized, and supplies and training are standardized.
The medical advisory team is commended. Without question all of the EMS providers, both administrators and
front-line staff members, find the quality of the advice and assistance provided to be exceptional. MD
Ambulance has initiated a web-based: "Ask the Doctor" and it has been well received amongst the EMS crews.
Priority Process: Competency
Both Watrous and MD Ambulance have a comprehensive system to review charting, conduct case reviews and
provide feedback to staff members to improve performance. There is an obvious emphasis on providing
feedback which is balanced and includes both positive and opportunities for improvement. The staff members
indicate that the quality efforts improve the level of care provided to their patients.
Priority Process: Episode of Care
There has been emphasis in the Saskatoon Health Region (SHR) to download/off-load ambulances to ensure
they can return to service in their local community. St. Paul's Hospital site has conducted a Lean process
improvement project referred to as a rapid process improvement workshop (RPIW) and it has seen success
and sustained many of their gains. The staff members at St. Paul's Hospital are committed to off-loading the
ambulances within the parameters identified. They have a keen understanding of the need to release the
ambulance crews to ensure that the community is serviced. There are plans to transfer the lessons learned
from St. Paul's Hospital to the other sites in the fall of 2013.
All of the Emergency Medical Services (EMS) personnel interviewed expressed concerns about the long
wait-times at the Royal University Hospital. In particular, the crews noted that upon arrival they are sent to
the hallway with the patient to wait. There is a feeling that they are often forgotten, being out of sight of
the triage desk. This practice was observed during the tracer. Long waits are often experienced by crews
waiting for a consulting service and/or direct admission. Implementing standard processes is likely to improve
the EMS off-load times similar to the success that St. Paul's Hospital has achieved.
Priority Process: Decision Support
This is an area of noted strength for Emergency Medical Services (EMS). There is good access to
evidence-based protocols and guidelines for EMS. The largest provider is MD Ambulance and as the largest
provider, it provides the leadership to ensure guidelines are evidence-based and best practice.
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Priority Process: Impact on Outcomes
In order to continue to improve Emergency Medical Services' (EMS) off-load times from a system perspective,
the organization is encouraged to consider developing guidelines. Guidelines are needed when a treatment
space in not available, to enable downloading of appropriate patients to the waiting room, and consolidation
guidelines amongst EMS providers are needed while waiting for a treatment space to release a crew back to
the community. Having established guidelines is likely to improve the working relationship between EMS and
emergency departments (EDs) and reduce the variability in practice that is often experienced.
It is suggested that the Saskatoon Health Region review how ambulance diversions are requested and
implemented and their impact on the system. The development and implementation of a diversion protocol
could be considered region wide so that all providers have an understanding of the circumstances when
diversion should be used. Similarly, there needs to be better clarity around a process when there are less
than the optimal numbers of ambulances available in the community they service. Currently, many rural
ambulances are held in the City of Saskatoon leaving the community they service with less than optimal or no
coverage. Insofar as Saskatoon and EMS coverage there is an over capacity protocol that considers when there
is zero ambulances available in the city. This protocol however, needs to be more proactive, with an
appropriate standard and work to release ambulances prior to reaching a critical state.
Priority Process: Infection Prevention and Control
There is good understanding of the infection prevention and control (IPAC) standards. The units are
appropriately cleaned and maintained. Staff members are aware of the precautions they require to protect
themselves and their patients. MD Ambulance has prepared some online learning tools and quick reference
guides for staff members to utilize.
It was observed at both the Royal University Hospital (RUH) and St. Paul's Hospital (SPH) that there is
equipment held in the ambulance bays/entrances, primarily from rural ambulance services. The staff
member informed the surveyor that they can sit for extended periods without being picked up. Furthermore,
the equipment prior to being placed in this holding area is not clean. The emergency staff members are
encouraged to clean the equipment to remove at least the visible soil prior to placing it in the holding areas.
It is acknowledged that MD Ambulance is currently setting up a system to more formally clean the equipment
and return it to the appropriate operator.
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3.3.7 Standards Set: Home Care Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
3.7

The organization follows a formal process to regularly evaluate the
functioning of the team annually, identify priorities for action, and make
improvements.

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The organization understands the community that it serves and their needs. This assists in the determination
of services needed in each specific community. Home Care (HC) services links to the facilities in their area to
raise awareness of the services that they provide
There are formal contracts with meal preparation for Meals on Wheels providers in four areas outside of
Humboldt.
Staff members are advised to report any unsafe conditions and are able to leave the home if they feel
uncomfortable, or unsure regarding their safety. This allows them to feel safe and supported while providing
the necessary care to the clients.
Given that the majority of the clients and staff members that are involved with Home Care speak and
understand English, translation services are not required.
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Priority Process: Competency
Staff members in home care (HC) all have job descriptions for the work that they perform. Annual
performance appraisals are completed. Education is seen as a priority so staff members are well-prepared to
provide the required care in the community in which they serve. Education is tailored to the individual needs,
taking into account formal education, background, experience, and other things. This begins at orientation,
continues with annual recertification and also happens as new things emerge. Several methods of training
including Telehealth, e-learning and one-on-one ways of teaching are utilized.
In the rural areas, a conscious decision has been made to only use one type of infusion pump making staff
education easier. This also leads to fewer errors in care delivery.
Staff members are recognized not only for length of service but also for exceptional work. These are called
Bravo awards and are keenly sought after. It was also noted that the HC managers were quick to recognize
their staff members for good work during the year.
Priority Process: Episode of Care
Home care services (HC) is provided using a multidisciplinary team approach. Given the close proximity to
acute care, LTC, public health, and so on in the rural areas, it is easy for transfer of information and
consultation with other specialties. There is also an ability to work closely with community partners to create
some unique programs to assist clients with healthy lifestyles. One example is teaming with community
partners for a "Falls" symposium; initiating a walking program for seniors with the ambulance service.
Communication is seen as excellent between disciplines where the services are co-located. Grand rounds
including acute care nurses, physiotherapy, occupational therapy, HC nurses and others was seen as
beneficial to ensuring appropriate discharge planning and a seamless move for clients between services.
For any ethical concerns raised by staff members, the ethicist in Saskatoon can be quickly contacted with
excellent advice being provided. Staff members are looking forward to training being offered by the ethicist
later this fall.
Medication reconciliation is occurring, but the process is relatively new and emphasis needs to continue on
the importance of this in order to ensure that it becomes embedded in practice.
In the same way, the falls prevention program seems to be in its infancy in some areas and needs to have
continued support for it to be sustained. Data gathering is being initiated to determine the number of clients
at risk for falls and subsequent education for staff members and clients will occur.
All clients interviewed were complimentary of the services they received and did not perceive that there was
any issue with the care they were given. Staff members were seen as superb, caring and well trained to
provide the necessary services they required. They indicated that they had participated in satisfaction
surveys to rate the service previously.
Comprehensive client assessments were included on all client files reviewed. From these, appropriate care
plans were written.
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Priority Process: Decision Support
Information technology (IT) is lagging behind and the organization is aware of this. It is important that this be
addressed to improve the efficiency and effectiveness of client care. All staff members in the Humboldt area
have access to computers and are aware this is an advantage that others may not have.
Humboldt has been participating in a research project in conjunction with others in the region. All ethics
protocols and standards were in place.
Priority Process: Impact on Outcomes
Saskatoon Health Region has no formal process in home care (HC) for evaluating the functioning of their
teams. However, it is apparent that this is done regularly, on an ad hoc basis, in each of the HC offices.
Incident reporting is evident and the learning from these is incorporated into changes in practices to ensure
safe client/staff care. Based on the incident reporting system, additional staff training may be done if
required. Managers are encouraged to continue to foster the no-blame environment for incident reporting in
order that improvements to care can continue.
Information flow amongst the providers of care is done at transition points, leading to a reduced risk of error
for client care.
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3.3.8 Standards Set: Hospice, Palliative, and End-of-Life Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.4

The team collaborates with other services, programs, providers and
organizations to identify, address and coordinate services across the
continuum of care.

1.6

The team regularly reviews its services and makes changes as needed.

2.3

The organization has policies and resources in place to support the
volunteer component of hospice palliative and end-of-life services.

2.4

The organization has a designated person to oversee and lead its hospice
palliative and end-of-life volunteer services.

2.7

The organization assesses its requirements for volunteers on an ongoing
basis in order to meet client service needs.

2.8

The organization has recruitment and retention strategies for volunteers.

2.10

The team has access to the supplies and equipment needed to deliver
hospice palliative and end-of-life services.

Priority Process: Competency
3.1

The organization identifies an interdisciplinary team to deliver hospice
palliative and end-of-life services.

3.5

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

3.6

The interdisciplinary team communicates regularly to coordinate services,
roles, and responsibilities.

4.11

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

5.7

The organization offers support to volunteers throughout the client
experience.

Priority Process: Episode of Care
10.11

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

11.6

The team provides a service setting that contributes to clients' and families'
well-being.
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Priority Process: Decision Support
14.1

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

Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
Volunteers play an important role in the delivery of quality palliative services. The part-time volunteer
coordinator position on the acute palliative unit has been discontinued with the resources allocated to
nursing. This is a concern and does not positively reflect on the comprehensiveness of palliative services
provided. The individual components of the palliative program are staffed with dedicated, experienced
professionals. Positive comments from clients and patients reinforced to the surveyor the effectiveness and
quality of the services provided in the individual programs.
Additional time and effort needs to focus on system integration and better communication between all the
providers of services that impact this service to ensure that there is seamless transition for the client.
It is noted that a community-based volunteer program, the Prairie Hospice Society commenced service since
the previous survey. Comments from providers and clients have been complimentary of the services provided
and the leadership in focusing attention on the need for a hospice facility.
There are gaps in the delivery of this service that should be addressed by the organization. For example, an
electronic medical record would facilitate accurate transfer of patient/client information between the health
professionals. A need for a free-standing hospice has been identified. However, evidence of actions taken to
address this identified need could not be found during the on-site survey.
Priority Process: Competency
The three program areas reviewed were home care palliative, consultation palliative team and the acute
palliative unit, and for the most part they are staffed with long-tern, experienced and dedicated staff.
Programs were in place to support their ongoing education. The area that needs additional attention is the
volunteer program. While components of the program are in place, there does not appear to be a strong
commitment to this service. Staff acknowledged their important contributions but the lack of dedicated
resources to this service likely is a key reason why there are so few volunteers assisting in this service. It was
noted that a community-based volunteer program has been started since the previous survey and did so
without any assistance from the Saskatoon Health Authority. Closer working relationship with this volunteer
group is encouraged.
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Priority Process: Episode of Care
The palliative home care team does make adjustments to the client's service plan however; it is
acknowledged that there are transitional obstacles as the client progresses along the illness trajectory. The
obstacles relate to facility placement challenges when home care (HC) services can no longer meet the care
needs of the client and family. The SHR is encouraged to establish a multi-program/agency committee to
address gaps in service transitions.
Infusion pump medications are mixed by nursing staff members on the acute palliative care unit. This does
increase the chance for errors to occur as well as possible sterilization issues. Pharmacy is encouraged to look
at this issue to determine if this service should be provided by the pharmacy department.
The programs use a paper-based system to transfer client information to the appropriate service. Time delays
can occur and there is an increased chance for errors when transposing information. Encouragement is
offered to pursue development of an electronic medical record.
Priority Process: Decision Support
The individual components of the palliative care program are aligned with best practice and the team is
working towards standardization of policy and practice with the other provincial health authorities.
Priority Process: Impact on Outcomes
Clients and patients that were interviewed are satisfied with the quality of services provided and the
dedication of staff. The program staff members share information in the program however; the surveyor
could not find examples of information sharing with other external organizations.
While the individual services are working at close to full capacity appear to be delivering high-quality
palliative services. Additional efforts and new structures need to be established for information sharing
amongst all partners of the SHR, and with other provincial health authority regions.
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3.3.9 Standards Set: Infection Prevention and Control
Unmet Criteria

High Priority
Criteria

Priority Process: Infection Prevention and Control
1.2

The organization tracks infection rates; analyzes the information to identify
clusters, outbreaks, and trends; and shares this information throughout the
organization.
1.2.3

Staff and service providers are aware of the infection rates
and recommendations from outbreak reviews.

2.1

The organization creates partnerships with organizations across the
continuum of care, including public health, to communicate infection
prevention and control information and coordinate strategies.

2.2

The organization collaborates with its partners to engage the community in
infection prevention and control initiatives and activities, including hand
hygiene initiatives, education, and awareness campaigns.

2.3

The organization regularly evaluates its partnerships and develops new
partnerships based on gaps, community needs, and emerging trends.

5.4

Staff, service providers, and volunteers attend the IPAC education program
at orientation and regularly thereafter.

5.5

The organization offers IPAC education and training to partners, other
organizations, and the community.

5.6

The organization provides its staff, service providers, and volunteers with
access to current IPAC education materials, resources, information, and
tools.

5.7

The organization monitors compliance with its infection prevention and
control policies and procedures.

7.1

The organization provides clients and families with information and
education about preventing infections in a format that is easy to
understand.

7.2

The information and education provided to clients and families about IPAC
covers hand hygiene and respiratory etiquette, e.g. coughing and sneezing.

7.3

Information provided to clients and families is documented in the client
record.

11.2

The organization considers used equipment and devices to be contaminated
and potentially infectious, and transports them appropriately to a
designated decontamination or disposal area.

12.3

If disinfection is required, a trained and competent staff member follows
detailed procedures for cleaning or disinfecting the reusable device.
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12.4

The staff member soaks, flushes, and cleans each device in a timely way to
remove inorganic and organic matter on the device.

12.10

The organization transports contaminated items separately from clean or
sterilized items, and away from client service and high-traffic areas.

12.22

The organization monitors its processes for reprocessing equipment, and
makes improvements as appropriate.
12.22.1

13.4

There is evidence that reprocessing processes and systems are
effective.

ROP

MAJOR

All endoscope reprocessing areas are equipped with separate clean and
decontamination work areas as well as storage, dedicated plumbing and
drains, and proper air ventilation.

Surveyor comments on the priority process(es)
Priority Process: Infection Prevention and Control
The Saskatoon Health Region (SHR) has a robust, multidisciplinary infection prevention and control (IPAC)
committee. The team provides IPAC information for staff and volunteersvia orientation and Infonet webpage.
Initial orientation is offered to all urban and rural owned and operated sites (acute care and LTC). However,
ongoing education is limited and varies significantly from unit to unit. The distribution of information to
patients and families has been delegated to staff at the site and unit level. As such, the information being
provided to patients and families about IPAC and their role in safety varies significantly by site and unit.
Some areas provide very good information and orientation, while others report no information being
provided. Good volunteer orientation and training is available at the urban centres. In the rural centres, staff
members reported limited orientation and training being provided to volunteers.
There are good processes for managing outbreaks and attempting to identify the root cause of the outbreak
utilizing Lean methodology. However, IPAC staff have encouraged the units with limited success to take
responsibly for leading the A3 process. A standard operating procedure (SOP) as to who should take the lead
on these types of A3’s should be developed.
Even though the IPAC regularly reports the infection rates, unit staff members exhibit inconsistent knowledge
of hospital infection rates. Reports from staff members and the results of the hand-hygiene audit suggest that
front-line staff members have a good understanding of the hand-hygiene protocol. Opportunities exist to
further enhance hand hygiene among staff members, patients, families, volunteers and visitors.
The IPAC team is encouraged to promote its relationships with organizational stakeholders such as facility
operations, the sterilization and reprocessing (SPD), the clinical units, and long-term care. This would
enhance infection prevention and control associated with the clinical care, new facilities projects and
medical devices.
The IPAC team indicated significant workload challenges given the number of facilities projects underway
across the organization. It was also observed that many of the IPAC practitioners had not had the opportunity
to visit some of the rural sites or meet the clinical staff members at those sites. They reported a travel
restriction that limited their visits across the region. The organization is encouraged to revisit this strategy to
ensure adequate support for the rural communities, especially given that the rural infection control
practitioner position has not been filled. Also, with the numerous facilities projects across the organization,
the organization is encouraged to ensure that the resources to ensure appropriate IPAC support are available
to support the renovations and capital projects.
There is a concern with the physical environment in the sterile processing department (SPD) at the Royal
University Hospital
(RUH) site. Numerous examples of cracked wall Detailed
tiles and floors
were
observed
in the 77
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There is a concern with the physical environment in the sterile processing department (SPD) at the Royal
University Hospital (RUH) site. Numerous examples of cracked wall tiles and floors were observed in the
decontamination area, along with deteriorating cabinetry. The sinks in the SPD are not equipped with faucets
that are hands-free. As funding becomes available, the organization is encouraged to replace the faucets in
this area.
The endoscopy units were visited at numerous hospitals in the region. Some of the endoscopy units did not
have adequate space. There were also a number that did not have a physically separate clean and
decontamination work area. The organization is encouraged to investigate plans to physically separate the
clean and decontaminated work spaces in these areas.
The ultrasound departments across multiple sites were also visited to review the reprocessing of ultrasound
probes. There is no standard process for the reprocessing of these probes across the region. Various practices
were observed. At some sites, the cleaning of the probes occurred in the same room where the patient
received the procedure. The organization is encouraged to undertake a thorough review of all areas outside
of SPD to ensure that the reprocessing practices are meeting IPAC standards.
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3.3.10 Standards Set: Long-Term Care Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
4.11

Each team member's performance is regularly evaluated and documented in
an objective, interactive, and positive way.

Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
Fourteen of thirty special care homes in Saskatoon Health Region were visited during this on-site survey. The
special care homes range in size from those supporting 17 residents to those with 263 residents in their
community. The homes surveyed represented a range of owned and operated and affiliate homes in both
urban and rural locations.
Access is guided by individual assessment using consistent eligibility criteria. Access may be from the hospital
or community. Access is a single entry system managed by the client patient access services (CPAS). Written
and online resources are available to potential residents, their families and other health care providers to
explain access process. Wait-times vary and this is a region-wide concern related to patient flow. At the time
of the survey, there were 80 patients awaiting long-term care (LTC) services from hospital and another 30
from the community. The capacity of LTC and the services available in LTC were subjects in local media
during the survey week.
Special care homes work closely with Saskatoon Health Region (SHR) staff members to align services with the
strategic direction of the region and province. Local cultures are nurtured and encouraged while also aligning
with regional programs and expectations. Special care home staff members indicated they work more closely
and co-operatively with one another and with the region since the previous survey. Most special care home
staff members indicated they did not set goals and objectives on their own, but rather worked with the
region to implement regional priorities. Several reported that although the support was appreciated, it was a
objectives is visible in all special care homes as information related to quality, safety, satisfaction and cost is
posted in public areas for residents, families, staff members and volunteers to review. Most expressed this
was a valuable direction encouraged and facilitated by the region.
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The SHR has shared demographic information about seniors and those with chronic illness with the special
care homes. Most residents are elderly however, there are a range of resident ages in most special care
homes. Two homes in particular, Parkridge Centre and Sherbrooke Community Centre, have younger
populations in their mixed communities. These two homes have additional on-site therapy staff members to
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challenge to keep up with implementation of regional initiatives. Measurement of specific goals and
objectives is visible in all special care homes as information related to quality, safety, satisfaction and cost is
posted in public areas for residents, families, staff members and volunteers to review. Most expressed this
was a valuable direction encouraged and facilitated by the region.
The SHR has shared demographic information about seniors and those with chronic illness with the special
care homes. Most residents are elderly however, there are a range of resident ages in most special care
homes. Two homes in particular, Parkridge Centre and Sherbrooke Community Centre, have younger
populations in their mixed communities. These two homes have additional on-site therapy staff members to
meet the needs of their communities. Residents, families and staff members in other homes requested more
access to rehabilitation as well.
There are close links to academic centres and students of all disciplines and roles are abundant and valued.
Volunteer involvement is encouraged in all special care homes.
The surveyor team visited both union and non-union special care homes. All homes surveyed have processes
in place to define roles and responsibilities. Most staff member that were interviewed indicated they had
some input to their roles and responsibilities.
There is considerable variation in role descriptions across the special care homes, particularly related to the
responsibilities of continuing care aides. Some aides have expanded roles including medication administration
and others have expanded and combined roles to assist residents with all activities of daily living (ADL)
including meal preparation, assistance with laundry and household cleaning. Variation also exists related to
the amount of staff support for continuing care aides. Some work in settings without an on-site registered
nurse or licensed practical nurse for the night shift. There is an opportunity to evaluate the varied staffing
models with a view to creating a more consistent resident and family experience across the region.
Priority Process: Competency
Infusion pump training is well documented. For special care homes that do not have many residents requiring
infusion pumps, the training is "just in time" prior to resident moving in.
Interdisciplinary teamwork is foundational to long-term care (LTC) and this was evident in all homes visited.
Many staff members indicated this was something they were particularly proud of. Residents, families and
staff also expressed satisfaction about the lack of hierarchy on their teams, and prided themselves in working
together regardless of role in their organization.
Teams in most homes stated they recently did not set their own goals and objectives as they worked to keep
up with implementation of regional initiatives. While they appreciate the support and the increased
consistency across special care homes in the region and province, many teams said they were stretched to
keep up. Few teams have formally evaluated their functioning but recognized the need to do so. Regional
support for this may be useful in the future. More use of technology such as video-conferencing for regional
support and committee involvement is encouraged.
Staff members interviewed indicated orientation to new organizations and roles was adequate and expressed
confidence that more would be offered if required. There was good evidence of staff training in the safe use
of equipment and medical devices. There was also evidence of training and follow-up related to workplace
violence.
Teams communicate well and huddles, shift reports and case conferences were observed in action. One
family member expressed satisfaction that shift reports had shortened since staff huddled during the day to
communicate and coordinate services.
Staff members reported there were adequate educational opportunities and were particularly interested in
opportunities to learn with the interdisciplinary team.
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Staff members reported there were adequate educational opportunities and were particularly interested in
opportunities to learn with the interdisciplinary team.
Performance appraisals are underway in all homes however, they were not up to date in some of the homes.
Staffing models vary considerably across the region. Dissatisfaction was expressed related to the present
regional staff scheduling system. Some homes expressed concern that regional posting processes were not
timely and delayed recruitment, resulting increased overtime, particularly for peak vacation times such as
summer.
Priority Process: Episode of Care
There is evidence of increased standardization with access and moving-in processes in all homes. There is
also more information about moving to a special care home for residents and families since the previous
survey. Families expressed satisfaction with the level of support they had moving in and for the first weeks in
a special care home. All residents and families indicated they knew who to talk with about their care and
that requests were followed up in a timely way.
Assessments are comprehensive and interdisciplinary in nature. Most documentation is paper-based so trends
related to the population served are difficult without chart reviews. Standardized assessment tools are well
used and consistent across the region, particularly for skin care, falls prevention, pain assessment and use of
restraints and antipsychotic medications with unrelated diagnoses.
Residents and families are involved in their assessments and express satisfaction about this. There is a
region-wide effort to make resident-directed care a reality. Residents and families particularly acknowledge
the 'All About Me' conversation. Other resources recognized as helpful by residents, families and staff
members were the document entitled: "There is Hope: Welcome Guide to LTC Communities" and new
discussion guides for advance directives. Residents and families expressed satisfaction about working
together to direct their care. This was particularly evident in homes using the Eden Alternative philosophy
where residents, families and staff talked about both body and spirit. Staff members using resident-directed
philosophies expressed confidence that all could do better to serve communities.
Medication reconciliation is well done across the region. Staff members expressed satisfaction with the new
30-day orders that arrive when a resident moves in directly from hospital. Various arrangements are made for
pharmacy support and all appear adequate. Some rural homes experience a delay of one day related to
delivery of narcotic medications, which may put residents at risk for inadequate pain management. Special
care homes are encouraged to minimize narcotic storage however, not all have same-day delivery service.
Overall, medication management processes are well documented and implemented.
Laboratory and other diagnostic supports are reported to be adequate. Physician services vary considerably
across the region however, most staff reported they experienced excellent support and valued collegial
relationships. Physician on-call services appear adequate as well.
Care plans are paper based in most special care homes and there is evidence they are done well to guide
service delivery. While assessments involve residents and families, not all care plan templates support
resident-directed goal setting and care or reflect when goals are achieved. Residents and families expressed
they were always informed about care however, were not as confident this translated into them being given
options to make informed choices. The SHR staff members indicate there is readiness to enhance
resident-directed care and this is encouraged.

are excellent resources. Staff members report they are supported to identify and resolve ethics issues. Most
had not formally used the framework or an ethicist, but were aware of these resources.
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There has been much work and discussion about resident rights. The calendar and brochure on resident rights
are excellent resources. Staff members report they are supported to identify and resolve ethics issues. Most
had not formally used the framework or an ethicist, but were aware of these resources.
The organization has done much region-wide work across sectors on least restraint. Restraint usage is tracked
and well documented. Resident and family feedback is encouraged. Resident and family councils are
established or being initiated in all special care homes. The recent brochure on Having Your Say is an
excellent resource, although not all are aware of it yet. Minutes of councils indicate concerns related to food
quality, delays in provision of care and resident mix. Residents and families who live in older special care
homes are aware of better environments in the newer and renovated homes. There is significant variation in
infrastructure across the region. Environments range from new best practice with household models with
access to safe outdoor space to neglected aging buildings that no longer meet resident, family or staff needs.
While residents and families expressed satisfaction with activities in their homes, all would appreciate more
meaningful activities, especially into the evening and on weekends. Residents and families expressed overall
appreciation for caring and competent staff. Satisfaction surveys are carried out in all homes and used as
guides for improvement.
Hand-hygiene audits are well done and compliance rates are improving. Staff members expressed satisfaction
in seeing the correlation of better hand hygiene with lower infection rates. Families are aware of their role
supporting hand hygiene.
There is evidence that families appreciate respectful end-of-life care.
Priority Process: Decision Support
Client records are comprehensive and up to date. Most are paper based. There is some use of electronic
medication recording and use of technology to support the resident assessment instrument-minimum data
sets (RAI/MDS) assessments. Staff members expressed the most value from RAI/MDS relates to quality
improvement.
Records are secure and meet all legislative requirements for privacy and security. In locations where efforts
are made to enhance home-like environments, nursing stations are out of sight and charts are locked in
cupboards with doors within the households.
Best practice guidelines are selected by the SHR using a collaborative practice and there is evidence of more
consistent practice since the previous survey. Policies and procedures are also becoming more consistent.
This is particularly evident with falls prevention and follow-up, where significant strides have been made to
track indicators and benchmark progress.
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Priority Process: Impact on Outcomes
Staffing and funding formulas are under review. Most residents and their families thought their care home
was understaffed. Staff members indicated more resources would assist them to meet goals and objectives.
Staffing models vary considerably given the eligibility requirements are consistent and populations served are
similar. More sharing of budgets and staffing levels across special care homes would allow sharing of
successes and efficiency initiatives. Staffing levels, particularly at night, vary considerably, ranging from
having a registered nurse (RN) on site to having continuing care aides only, with access to RNs.
Most staff members were observed using two client identifiers. Pictures on the medication administration
record (MAR) are standard as one identifier. Staff members report they are satisfied with efforts to help them
work safely. There is evidence on visual management boards to track and learn from work related injuries.
They reported having adequate access to lift and transfer training and that numbers and condition of
mechanical floor and ceiling lifts was improving.
Incident reporting is encouraged and follow-up is well done. Incident management was observed in huddles in
many locations. Risks are identified and mitigated by all levels of the organization. Many staff members
stated they thought there was a raised profile of both resident and staff safety since the previous survey.
Staff members are aware of disclosure processes. Again, the visual management boards track outcomes and
progress using established benchmarks. Most staff members have not had any training in Lean but are positive
about the openness of this process.
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3.3.11 Standards Set: Managing Medications
Unmet Criteria

High Priority
Criteria

Priority Process: Medication Management
1.3

The organization has a program for antimicrobial stewardship to optimize
antimicrobial use.

ROP

Note: Beginning in January 2013, this ROP will only apply to organizations
that provide inpatient acute care services. For organizations that provide
inpatient cancer, inpatient rehab, and complex continuing care services,
evaluation of this ROP will begin in January 2014.
1.3.5

The organization establishes mechanisms to evaluate the
program on an ongoing basis, and shares results with
stakeholders in the organization.

2.6

The organization educates staff and service providers about new
medications prior to their use.

2.7

The organization educates staff and service providers about new uses for
existing medications.

6.3

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

7.7

The organization has a policy and process to manage medications brought
into the organization by clients and families.

11.5

The organization has a policy for weight-based dosing in pediatrics that
includes verification based on milligrams per kilogram.

22.3

The organization has a quality control program for the pharmacy.

MINOR

Surveyor comments on the priority process(es)
Priority Process: Medication Management
The pharmacy service is a well-integrated regional program with a strong leadership team that supports rural
sites as well as the large acute care facilities. Some of the services are centralized at one of the main sites to
gain efficiencies in use of technology and human resources. The Humboldt pharmacy serves as a hub for the
other rural sites that do not have on-site pharmacies. Overall, the pharmacy program provides a diverse
range of services and excels at doing so.
The organization is to be acknowledged for the extensive work done in the medication safety area. New
medication carts that are locked have been implemented in all areas. In the large facilities there is only
limited ward stock available and the process for determining what medications should be added to ward stock
is rigorous. Commendation is given for having almost all medications including intravenous medications
dispensed in unit of use packaging on a 24 hour basis. This positions the pharmacy extremely well to take the
next step towards bedside bar coded medication administration. A standard allergy documentation form has
been implemented and is kept prominently at the front of the orders in the chart and reviewed and entered
into the pharmacy system before dispensing.
A state-of-the-art pharmacy is located in Humboldt. It has implemented inventory efficiencies using a Kanban
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significant amount of ward stock, and this will be minimized when the Kanban system is implemented shortly.
The pharmacy staff members have been actively engaged in the medication reconciliation process from its
inception and are commended at the progress to date with completion of medication reconciliation on
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A state-of-the-art pharmacy is located in Humboldt. It has implemented inventory efficiencies using a Kanban
system and has rolled this out at a few other rural sites. At some rural sites such as Lanigan there is a
significant amount of ward stock, and this will be minimized when the Kanban system is implemented shortly.
The pharmacy staff members have been actively engaged in the medication reconciliation process from its
inception and are commended at the progress to date with completion of medication reconciliation on
admission. With the current initiative to complete medication reconciliation on discharge, the Saskatoon
Health Region will have achieved significant success in managing patients' medications throughout the
continuum of care.
The pharmacists are integrated into the health care team and are valued for their contributions. They are
commended for the operation of an anticoagulation clinic, antimicrobial stewardship program, and other
clinical support on the patient care areas. In speaking with various health professionals in the organization
the clinical pharmacists are highly regarded for the work they do and supporting best practice. The pharmacy
department has embraced the visibility walls and daily huddles to make ongoing improvements and will often
participate in other program wall walks. The organizational ' stop the line' process as part of the safety alert
system was particularly useful in dealing with ongoing issues with Hydromorphone adverse events. All staff
members have stopped doing any other initiatives and made numerous improvements to labelling, pre-printed
orders, and forms to prevent future errors. The improvements were evident in all tracers that were
conducted.
With the opening of the new pharmacy at Royal University Hospital (RUH), the hours of service will be
extended to 27 hours seven days per week and will allow medication orders to be reviewed prior to
administration, which potentially will eliminate pharmacist on- call and night cupboards at the other sites.
The new facility will alleviate the crowded conditions of the current pharmacy, provide state- of-the-art
sterile manufacturing space and excellent work flow based on Lean design principles.
In the patient care areas, the nurses were knowledgeable and demonstrated good practice in administering
medications in all areas observed. The nurses at St. Paul's Hospital site on 4B surgery undertake regular
medication administration audits, post the results on their visibility wall and use the information to improve
practice. This is also done on other units at St. Paul's Hospital (SPH) site and would be a great practice for
other units/facilities to embrace. Having bedside reporting and involving patients was observed on one unit
at SPH site and this allows patients to be more involved in their care including medication safety.
For all long-term care (LTC) areas, pharmacy services are contracted to private retail pharmacies. Of those
observed during the on-site survey there was adherence to standards. Availability of a pharmacist for clinical
support is limited. Some improvements in technology might be considered to provide unit dose multi-dose
packaged medications. As these services are contracted, those developing the service contracts should
consider including language to address meeting the key quality elements of medication safety.
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3.3.12 Standards Set: Medicine Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
3.7

The interdisciplinary team follows a formal process to regularly evaluate its
functioning, identify priorities for action, and make improvements.

4.8

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

5.7

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

Priority Process: Episode of Care
7.8

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

11.3

The team reconciles the client's medications with the involvement of the
client, family or caregiver at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or discharge).
11.3.2

11.3.3

11.3.4

11.3.5

Depending on the model, the prescriber uses the Best Possible
Medication History (BPMH) and the active medication orders to
generate transfer or discharge medication orders (proactive),
OR, the team makes a timely comparison of the BPMH, the
active medication orders, and the transfer or discharge
medication orders (retroactive).
The team documents that the BPMH, the active medication
orders, and the transfer or discharge medication orders have
been reconciled; and appropriate modifications to medications
have been made where necessary.
Depending on the transition point, an up-to-date medication
list is retained in the client record (internal transfer), OR, the
team generates a Best Possible Medication Discharge Plan
(BPMDP) that is communicated to the client, community-based
physician or service provider, and community pharmacy, as
appropriate (discharge).
The process is a shared responsibility involving the client or
family, and one or more health care practitioner(s), such as
nursing staff, medical staff, and pharmacy staff, as
appropriate.
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11.6

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.

Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
9.8

The team uses at least two client identifiers before providing any service or
procedure.
9.8.1

15.4

The team uses at least two client identifiers before providing
any service or procedure.

The team informs and educates clients and families in writing and verbally
about the client and family's role in promoting safety.
15.4.2

The team provides written and verbal information to clients
and families about their role in promoting safety.

ROP

MAJOR
ROP

MAJOR

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
Two medicine units namely, cardiology and neurosciences and the pediatric unit at Royal University Hospital
(RUH) site were visited as well as Rosthern Hospital, Lanigan Hospital and Wadena Healthcare Centre.
The Saskatchewan Health Region (SHR) along with the province is heavily committed to a Hoshin Kanri
process that determines the region-wide strategic initiatives. Although there is a part of the process that
involves local units (catchball), there does not appear to be an in-depth understanding at the level of the
bedside. Many staff members describe frustration and an attitude of: "here we go again". Locally-evolved
goals are key to engagement of many workers and some allowance for this should be considered in the
required overarching strategic process.
The medicine units at the RUH site have recently revised the manager level positions to include two clinical
and one business leader for the three units on 6000. This trial has the two clinical managers jointly
responsible for the clinical aspects of three units and the 400-plus staff members, with the business manager
responsible for the financial and administrative aspects of the three units. This is a novel approach with the
intended outcome of allowing the clinical managers to spend more time on the units with their staff members
and the patients. It is too early yet to evaluate this trial, but it appears to be receiving positive comments
and could have broader application if successful.
The cardiology unit at RUH site has 40 beds which can expand to 44 beds for over capacity situations. Within
this bed allocation is a five-bed post-ICU sub-unit for cardiac surgery patients. A recent innovation is a
four-bed heart assessment unit established to speed admission of patients screened by a physician as
probably acute cardiac in nature. These patients are rapidly triaged in the ED and admitted directly to this
unit. The results to date underscore the value of the unit in faster, more appropriate care. A longer term
evaluation will make a more definitive assessment of this unit.
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The combined neurology/neurosurgery unit at RUH site has 45 beds with an integral eight beds, including
cardiac telemetry. The unit manages an essentially full occupancy with a mix of neuro patients. Lately, the
stroke population has been looked at with a view to developing a dedicated unit of 12 beds from within the
current mix including tissue plasminogen activator (tPA) administration. There is support in principle for this
move from SHR, but sustainable funding is the issue. Experience elsewhere strongly suggests improved
outcomes in dedicated stroke units and SHR is encouraged to continue its efforts.
Priority Process: Competency
The Royal University Hospital site medicine teams are multidisciplinary teams, are well-established and
working to full scope. The orientation process ensures that all team members are competent to carry out
their roles in their respective units. The teams' communication skills, interpersonal and group, such as
morning meetings, indicate a high-functioning team with the major focus on excellent care delivery. It would
be a further step for the team to develop an instrument to measure their functioning as a team to
complement its outcomes assessments.
The Saskatoon Health Region does support the teams in funding for continuing education beyond the yearly
refresher obligations, but the local initiatives to increase such support for its members is noteworthy, with
$3000.00 to date in 2013 for the cardiology team.
Performance reviews are not done consistently for the nursing staff, although they are done for the
inter-professional staff. This may be partly attributed to the span of control of the managers. Each of the
managers had up to 150 direct reports in the nursing stream. This is exceptionally wide and now with the trial
of two clinical managers, from three, it will entail about 400 reports for the two. This may prove even more
difficult. The organization is encouraged to reconsider its performance review process in light of the new
manager design in medicine services at RUH site.
Priority Process: Episode of Care
The care delivery processes across he region are well-developed, organized and delivered professionally.
From transfer into the units, to assessment and to the care plan to discharge, the care is guided by
committed staff members that are careful to involve the patients and their families. Patients' rights are
emphasized and there is access to ethics support should an issue arise.
There is a recently implemented venous thromboembolism (VTE) Prophylaxis policy that applies to all
admissions, with appropriate thromboprophylaxis started and patients followed. Although early in application
at this point, patients are being followed, with data being collected for evaluation. Information for patients
and staff is available and being refined.
Medication reconciliation is being done on admission and is being piloted at discharge on the cardiology unit.
It will be a while yet before the finalized process is established, but the organization is well under way with
it. The dispensing of medication follows good safety practices and is enabled with the use of the medication
carts at Royal University Hospital site.
All patients are screened for pressure ulcer risk and appropriate measures taken to prevent, or treat them
using established protocols. Data are kept on pressure ulcers and outcomes are evaluated, looking for ways to
improve.
There is some inconsistency in pain assessment across the medicine services in the Saskatchewan Health
Region.

effort as well as the arrangement of follow-up appointments. There is no follow-up process in place in
smaller hospitals, which is recommended to be done.
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The discharge process for complex patients in the large hospitals is extensive, involving much education
effort as well as the arrangement of follow-up appointments. There is no follow-up process in place in
smaller hospitals, which is recommended to be done.
Priority Process: Decision Support
The team uses a paper-based record system which serves its purpose quite well. The transition to an
electronic system is much anticipated by all staff members, but it will be some time in coming due to no
specific funding. The team uses current evidence-based guidelines and care plans. The team does take part in
research activities, and applicable protocols are followed in this regard.
Priority Process: Impact on Outcomes
Discussion of safety issues is a regular occurrence at Royal University Hospital site, both in the daily visual
wall briefings and at the monthly quality improvement meetings. The falls prevention strategy has been
implemented and data are being tracked on a regular basis, with an analysis of falls done monthly and
measures taken to improve.
Discussions with patients and families on safety occur as a regular part of the care processes, but the
emphasis appears to be on the specifics of the patients' clinical problem. For both large and small hospitals,
it is recommended that in addition to this important clinical information, the team members expand their
discussions to include the role of the patient and family in self-advocacy. Education of patients and families
to become an active part of the care team is important. Patients and families should be taught and
encouraged to question providers on such things as medications and hand washing.
Adverse event reporting via the organization's adverse event management system (AEMS) was deemed quite
poor by the neuroscience service staff members, as there were few reports being submitted and little
feedback on reports that were submitted. Investigation of this showed that staff members found the report
entry process cumbersome and time consuming, especially with little reinforcement as to feedback and
answers. A simple system of a one-page hand-written report was started as a trial and was found to much
more satisfying to staff members as it was easier to complete and had shorter turnaround time. This trial has
ended with the move of the manager, but requires reviewed as it could be a superior system for actually
engaging staff in adverse event reporting.
These teams monitor clinical patient outcomes via the physician leads and other outcomes as per the
Saskatoon Health Region (SHR) direction for hand hygiene, falls, satisfaction/engagement scores and
reduction in sick time. The results of all evaluations are posted on the visual wall and available to staff
members and patients/families.
There is some inconsistency in the use of two client identifiers noted across the medicine services in both
small and large hospitals. It is recommended that SHR reinforce the requirement for this required
organization practice (ROP).
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3.3.13 Standards Set: Mental Health Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
4.10

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

Priority Process: Episode of Care
7.3

The team assesses and monitors clients for risk of suicide.
7.3.2
7.3.4
7.3.5

ROP

The team assesses each client for risk of suicide at regular
intervals, or as needs change.
The team identifies treatment and monitoring strategies to
ensure client safety.
The team documents the implementation of the treatment
and monitoring strategies in the client's health record.

8.1

To help them make informed choices, team members provide the client and
family with timely, complete, and accurate information about services and
service delivery.

8.10

The team follows the organization's process to identify, address, and record
all ethics-related issues.

8.12

The team responds to client and family complaints in an open, fair, and
timely way.

9.5

The team follows the client's service plan when delivering services.

9.8

The team documents all services received by the client in the client record.

9.9

The team monitors whether clients achieve their service goals and expected
results, and uses this information to identify and address barriers that are
preventing clients from achieving their goals.

10.6

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

MAJOR
MAJOR
MAJOR

Priority Process: Decision Support
12.1

The team maintains an accurate and up-to-date record for each client.

Priority Process: Impact on Outcomes
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9.7

The team uses at least two client identifiers before providing any service or
procedure.
9.7.1

15.5

The team uses at least two client identifiers before providing
any service or procedure.

ROP

MAJOR

The team informs and educates clients and families in writing and verbally
about the client and family's role in promoting safety.
15.5.1
15.5.2

The team develops written and verbal information for clients
and families about their role in promoting safety.
The team provides written and verbal information to clients
and families about their role in promoting safety.

ROP

MAJOR
MAJOR

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The mental health and addiction services surveyed are aligned well with the organization's strategic
direction.
Specific goals with outcome measurements related to the success of the services provided would provide a
more accurate indication of the impact of the services.
Priority Process: Competency
The rural program in Rosthern has social workers and nurses. A broader consideration of disciplines such as
behaviour therapy or recreational therapy would assist in a more comprehensive array of services to help
people on their recovery journey.
For the community sites, the criterion 4.4 is not applicable.
Resources should be provided to ensure that every staff member can have a performance review done on a
regular basis.
Priority Process: Episode of Care
There is an incredible dedication of staff members to the health and well-being of the people that come to
them for assistance in their recovery journey. There is incredible work being done to support peoples' efforts
to become and stay healthy. Attention to reviewing goals and ensuring that there is documentation regarding
the progress made, will provide powerful data regarding the success of the programs.
Education on the philosophy of recovery and the opportunity to see people that are not in the chronic stage
of their illness might assist staff members at Irene & Leslie Dube Centre in understanding their role in the
continuum of care.
The assessment and monitoring of risk of suicide should be done on an ongoing basis and documented in the
client file. This was noted and needed at all of the sites involved in the survey.
An audit of medication services being done at the Rosthern Centre and the Youth Services Centre would
optimize client and staff safety.
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Priority Process: Decision Support
The staff members are aware of the clients' rights and work strongly to support them.
Increased use of timely documentation regarding goals would provide better information to support decisions
and identify progress in attainment of the client/patient goals. The use of progress notes need to be
supplemented with the key outcome measurements.
Priority Process: Impact on Outcomes
The criterion 15.3 is not applicable for the community sites.
The services provided are clearly focused on ensuring that clients have access to safety. The teams are
commended for the focus on the welfare of the people with whom they are involved.
A documentation of discussions of safety considerations when dealing with individual clients would provide
better guidance for all staff members. The reliance on the familiarity of staff members and clients should not
be used as the sole determinant of actions to deal with safety issues.
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3.3.14 Standards Set: Obstetrics Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.2

The team uses the information it collects about clients and the community
to define the scope of its services and set priorities when multiple service
needs are identified.

2.9

The team has access to the resources and infrastructure needed to clean
and reprocess obstetrics devices within the service area, as required.

Priority Process: Competency
3.7

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

Priority Process: Episode of Care
6.3

Clients and families can access essential services 24 hours a day, seven days
a week.

12.3

The team reconciles the client's medications with the involvement of the
client, family or caregiver at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or discharge).
12.3.1

12.3.2

12.3.3

12.3.4

There is a demonstrated, formal process to reconcile client
medications at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or
discharge).
Depending on the model, the prescriber uses the Best Possible
Medication History (BPMH) and the active medication orders to
generate transfer or discharge medication orders (proactive),
OR, the team makes a timely comparison of the BPMH, the
active medication orders, and the transfer or discharge
medication orders (retroactive).
The team documents that the BPMH, the active medication
orders, and the transfer or discharge medication orders have
been reconciled; and appropriate modifications to medications
have been made where necessary.
Depending on the transition point, an up-to-date medication
list is retained in the client record (internal transfer), OR, the
team generates a Best Possible Medication Discharge Plan
(BPMDP) that is communicated to the client, community-based
physician or service provider, and community pharmacy, as
appropriate (discharge).
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12.3.5

The process is a shared responsibility involving the client or
family, and one or more health care practitioner(s), such as
nursing staff, medical staff, and pharmacy staff, as
appropriate.

MINOR

Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
Obstetrics care is delivered at two sites in the Saskatoon Health Region (SHR). At the Royal University
Hospital (RUH) site in Saskatoon and at Humboldt District Hospital. The vast majority of births occur at the
RUH site, with only a small number of low-risk births occurring at the Humboldt site. The RUH site currently
sees approximately 5000 births per year, which represents an increase of 20 percent in the past five years.
The birth rate is expected to continue to rise and this is being taken into consideration with the planning of
the Children's Hospital.
The physical layout of the unit at RUH site is challenging and space is limited to support staff functions. The
Humboldt unit is new and birthing rooms are large and welcoming in supporting family-centred care.
The key leadership roles of medical director and nursing unit manager at RUH site are understood to be in
flux and the organization is encouraged to ensure there is strong clinical leadership for this growing program.
Priority Process: Competency
Both sites have strong competent staff. Orientation is lengthy and ongoing education is offered. The Royal
University Hospital (RUH) site has recently begun the managing obstetrical risk efficiently (MORE ob) program
and staff members are motivated to implement this program. The medical team includes a large number of
obstetricians, family physicians and midwives and leadership is encouraged to ensure that there is good
participation by these members of the team. In addition, it will be important for the organization to develop
a plan to sustain this learning.
Priority Process: Episode of Care
The Royal University Hospital unit includes birthing rooms and operating rooms (ORs) for cesarean sections.
Instruments from the delivery rooms and ORs are cleaned in the unit and then transported in covered carts to
sterilization and reprocessing (SPD) for reprocessing. The purchase of case carts is to occur in the near future
and the unit is encouraged to ensure that this occurs as quickly as possible. The Humboldt unit has large new
birthing rooms and cesarean sections are done off the unit in the OR
Medication reconciliation is being done on admission but not at time of transfer or discharge at either site.
Both units are encouraged to implement this as quickly as possible.
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Families are pleased with the caring and compassionate treatment they receive.
Priority Process: Decision Support
Information is paper based and there are few electronic documentation processes to support care. Managers
have access to data to review the performance of the units and to help them plan for future programs.
The team at Royal University Hospital is embracing the managing obstetrical risk efficiently (MORE ob)
program which is providing them with access to best practices and evidence-based protocols. The team is
engaged and interested in continuing with the implementation of this program. The organization is
encouraged to continue to support the implementation and put in place the resources to sustain the program.
Priority Process: Impact on Outcomes
The Royal University Hospital (RUH) site's obstetrics unit has undertaken a number of rapid process
improvement workshops (RPIWs) and staff members seem to be engaged in Lean processes. However, staff
members do comment on the amount of change that they are experiencing. Concerns were raised about
adequate staffing on nights for the RUH unit as volumes can fluctuate dramatically.
The obstetrical units have supported client care with a falls prevention strategy and by informing clients and
families of their role in promoting safety. The teams continue to look for opportunities to improve their
services and they are commended for their Lean work.
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3.3.15 Standards Set: Organ and Tissue Donation Standards for Deceased
Donors
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.1

Organ and tissue donation is part of the organization's strategic priorities.

1.3

The organization has a policy on donation after cardio-circulatory death
(DCD).

Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Priority Process: Organ and Tissue Donation
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
There is no determination of cardiac death (DCD) policy in place at this time, although the team is working
on a policy.
Saskatoon Heath Region (SHR) has a policy that every potential donor should be identified and the
Saskatchewan Transplant team notified.
Saskatchewan Transplant is embedded in the SHR. This means there is not a need for an outside organ
procurement organization (OPO) contract in Saskatchewan. Despite being affiliated with SHR, Saskatchewan
Transplant is responsible for services in Regina as well as Saskatoon.
All team members are supplied with cellular telephones.
The freezers for tissues were within accepted temperatures and are monitored continuously. There is a
back-up plan for any refrigerator which fails.
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The freezers for tissues were within accepted temperatures and are monitored continuously. There is a
back-up plan for any refrigerator which fails.
The standard operating procedure (SOP) manual is complete and up-to-date.
Tissue and organ transplantation does not exist as part of the strategic priorities of this health authority.
Despite the fact that the SHR is not included in the priorities, the overall success of the program is clearly
supported from senior management. The recent decision to make all situations of imminent death reportable
to the transplant team is an example of this support.
Priority Process: Competency
The team meets all standards for training and continuing education.
Priority Process: Episode of Care
The questionnaires are complete and are part of every donor's chart. Questions which arise from the
questionnaire are followed up. There are appropriate decisions made as to the suitability of an organ or
tissue donor.
Priority Process: Decision Support
The documentation for transplant and tissue donation is complete. Records are retained and it is possible to
trace any recipient back to the donor.
Priority Process: Impact on Outcomes
The transplant team deals with families in a compassionate and understanding manner. There is follow-up
with the donor families by letter at least annually.
Successes are shared with families and recipients as well as with staff. Staff members have full access to the
outcomes of their services.
Priority Process: Organ and Tissue Donation
There is excellent documentation of donor wishes and family wishes. Only those organs or tissues approved by
family are utilized.
The team has had to deal with ethics issues and with families in crisis. There is complete documentation of
the results of ethics deliberations and discussions with families where differences of opinion are expressed.
When a family member is adamantly opposed to organ or tissue donation, the team attempts to work with
the family members to come to some kind of compromise that is acceptable to all.
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3.3.16 Standards Set: Organ and Tissue Transplant Standards
Unmet Criteria

High Priority
Criteria

Priority Process: Organ and Tissue Transplant
The organization has met all criteria for this priority process.
Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Organ and Tissue Transplant
The team adheres to national standards of suitability for donation. A number of patient charts were reviewed
in which transplantation was deferred due to condition of the potential donor.
Potential recipients on the wait-list are reviewed at least annually for any change in condition and to bring
them up to date on current wait-times.
All exceptions to the usual transplant selection algorithm are reviewed by the entire team.
Complaints are dealt with by members of the team but there is a patient advocate that can be brought into
any discussions around complaints.
The surveyor observed the surgical checklist and surgical pause being utilized.
All potential recipients and living donors are provided with literature explaining the process for transplant
and risks and benefits to both recipient and donor.
There has been the need to involve the ethicist in some difficult situations. Staff members are fully aware of
the ethicist's availability as well as the ability to access the ethics committees.
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Priority Process: Clinical Leadership
The renal transplant goal for the team is 30 cadaveric and living donations per year. They have done 12 so far
this year and it is doubtful the team will meet its goal. With these small numbers there is the risk that the
team will have difficulty maintaining skills. The goal for corneal transplants is 60 per year and the team is
currently at 38.
Priority Process: Competency
This program underwent a period without transplant surgeons in the recent past. However, there are now two
transplants surgeons and the program has revived. There is clearly confidence among the team members that
numbers will rise to meet expectations.
Bravo awards are presented to staff members for special accomplishments related to the pillars of the
organization.
Nephrology days are held annually to show support for staff.
Priority Process: Decision Support
All organs and tissues transplanted can be captured according to donor, recipient and type of tissue or organ.
All research is coordinated via the University of Saskatchewan and must be approved by the research ethics
board of that university.
Benchmarks, results and outcomes are shared with the team on a weekly basis.
Priority Process: Impact on Outcomes
Team briefings are held weekly. Sentinel events are investigated by the whole team. Near misses and adverse
event reporting is active and anonymous. Internal chart auditing occurs weekly.
Patient follow-up is required for all recipients and the families of cadaveric donors. Current patient
satisfaction records are on the staff bulletin board, along with expected living transplant dates, and numbers
of transplants in the calendar year.
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3.3.17 Standards Set: Organ Donation Standards for Living Donors
Unmet Criteria

High Priority
Criteria

Priority Process: Organ Donation (Living)
The organization has met all criteria for this priority process.
Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Organ Donation (Living)
There is full disclosure of all the pros and cons of transplant and donation. The living donor is made fully
aware of potential adverse outcomes that may be suffered.
If a potential donor refuses to complete the assessment as a donor, that individual is expected to talk to the
proposed recipient. If a potential donor is found to be unsuitable, the potential recipient is made aware, and
confidential reasons for inability to donate are withheld.
A major delay in the process of assessing the potential donor is the appointment with psychiatry. This can
take up to seven months. A discussion between the team and the department of psychiatry should be held to
agree upon more rapid access to psychiatric assessment for potential donors.
Priority Process: Clinical Leadership
The standards operating procedures (SOP) manual is complete and comprehensive. It is reviewed regularly at
least annually and changes are appropriately noted.
Priority Process: Competency
The same team coordinates living donations and cadaveric donations.
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Priority Process: Decision Support
The team is able to trace according to organ, recipient and donor.
Priority Process: Impact on Outcomes
Safety briefings occur weekly. The team has learned from a previous sentinel event and has modified
practices to prevent its recurrence.
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3.3.18 Standards Set: Rehabilitation Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The rehabilitation services, located in Saskatoon City Hospital, serves residents of Saskatoon Health Region
(SHR) and the northern half of the province. While more demographic information is known about the SHR,
there is information available about other referring health regions. The majority of inpatients and
outpatients served by this program have had a stroke, followed by those with acquired brain injuries, spinal
cord injuries and other neurological diseases. Due to the large number of persons with stroke served by the
program, the rehabilitation team has focussed on implementation of the national stroke guidelines for the
past two years. The populations served have defined the scope of services.
A website has been developed to provide information on the rehabilitation centre at Saskatoon City Hospital
and is now part of the 811 information service.
All visual boards that guide the team's work are aligned with the strategic goals of the organization. The
rehabilitation teams work with referring organizations such as surgical centres and services where patients
are discharged from rural hospitals or home care to coordinate services across the continuum of care.
Partners in care include referring clinicians and organizations, Surgical Centres Incorporated (SCI) and
Workers Compensation Board (WCB), Kinetic and FIT, and Acquired Brain Injury Outreach and others.
Services are reviewed regularly. Changes are made when best practice changes or as a result of surveys.
Patient satisfaction surveys have been carried out however, response rates have not been as high as hoped
for. A new survey and format is being developed which will involve a telephone call or interview.
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Improvements in food service were made in response to the satisfaction surveys as patients reported food was
not hot when it was served.
The rehabilitation teams of in-patient nursing and therapy, and out-patient therapy determine annual goals
and objectives. Progress related to these goals and objectives is tracked on a monthly basis using visual
boards. Currently, teams are working on reducing sick and overtime and reduction of falls. Next year's goals
include reduction of medication administration errors. In addition, the teams reviewed their quality safety
road maps after the self-assessments and addressed all red and yellow flags.
Roles and responsibilities are well-defined and there is evidence of mutual respect across all roles. Patients
commented on this as well.
The rehabilitation unit is well equipped. There are large, bright therapy spaces as well as private offices for
others in the multidisciplinary team such as speech language pathology (SLP), social work and psychology.
Support from the Foundation is acknowledged for the well-equipped spaces. There is a suite for patients to
practice activities of daily living prior to a pass home or discharge home.
Students from all disciplines are welcomed and valued. Physician residents are present on a regular basis.
Volunteers are well utilized. For example, a resource library and website are supported by a volunteer.
Team members have input to the organization of their everyday work. There are brief daily huddles, using
visual management boards to plan and coordinate services.
Priority Process: Competency
The interdisciplinary team delivers coordinated services. Staff members have defined roles and all work to
full scope. All work well together to develop goals with the patient and family. The interdisciplinary working
groups, struck to guide work on goals and objectives set by the team foster best practice, understanding of
roles and scopes of practice and enhance team functioning.
The rehabilitation unit is located on one floor which promotes inpatient, outpatient and therapies
integration. Teams meet regularly to coordinate services and conference regularly about patient goals and
plans. Orientation is comprehensive and includes introduction to the Saskatoon Health Region and
rehabilitation services. Staff members shared that opportunities for secondment or temporary assignments
are encouraged.
Preventive maintenance was observed for rehabilitation equipment. Staff members report they receive
adequate orientation about the safe use of equipment, devices and supplies used on the rehabilitation unit.
Opportunities are created for staff to trial equipment prior to purchasing.
There is an educator and clinical coordinator resource on the in-patient unit. Training is documented. Some
training is mandatory on an annual basis, but most is tailored to the individual staff member's learning needs.
Staff members report satisfaction with the level of support they had to provide care and services. Therapy
staff members report there is good support to maintain best practice.
There is evidence of strong teamwork in this service and a real sense of "wall walk", with the organizational
value of respect. All roles are valued, including those of support and administrative staff. This has not gone
unnoticed by patients and families.
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Priority Process: Episode of Care
Processes related to access are standardized. Teams are clear on roles and responsibilities and eligibility
requirements are clear. Wait-lists for services are monitored. The team recognizes that many patients come
from outside Saskatoon and all efforts are made to coordinate services and remove barriers to their access.
Prior to an admission, there is a nurse to nurse discussion about patient needs. Referring physicians consult
with unit physiatrists. One physician and a nurse practitioner are dedicated to the unit and they clarify
medical orders and goals prior to admission.
Patients are introduced to their primary therapists. Nursing teams rotate in three units, and nursing staff
introduce themselves daily and names and roles are posted in the unit. All services are available 24/7.
Physiotherapists and respiratory therapists are on call to meet urgent respiratory needs during weekends.
Therapy services are available five days per week. Family members wondered if patients could go home
sooner if services were available at the weekend. Staff members report they have discussed this suggestion
however, budget limitations have prevented a pilot of weekend services.
People waiting for rehabilitation services are monitored by the referring care team and may request
consideration of greater urgency with physiatrists as required.
Pre-admission and admission assessments are thorough. Goal setting is collaborative and includes patients
and families. Assessment tools are standardized. Following the interdisciplinary assessments, the team
conferences about the patient and results are summarized in a goals' binder kept in the patient room. This
binder holds the unit orientation materials for the patient and family, along with conference summaries,
goals and progress toward the goals as well as a projected discharge date. The unit plans to move the
conference to the patient room in the future to include the patient and family in the conference. Goals form
the basis for the care plan. Goal setting is particularly well done across this service. Care plans are
pre-planned by population and populated by staff members conducting the assessment.
Staff members acknowledge excellent pharmacy support for medication management. Families report their
involvement in the best possible medication history process. Patient and family education and educational
materials are excellent. Patients expressed satisfaction about the level of teaching prior to a pass or
discharge. Staff members report they know who to approach if they have an ethical dilemma.
Hand-hygiene audits are well done and rates are improving. Patients and families are aware of their role in
safety.
Priority Process: Decision Support
The records that were reviewed were complete and comprehensive. Most recording is paper-based.
The rehabilitation quality council has recently adopted responsibility for overseeing decisions related to best
practice guidelines. This council also guides the stroke strategy, shares literature and reviews current
rehabilitation practice. Some practice initiatives are region wide, and least restraint is one such practice.
Falls prevention is particularly well done. Teams are working to reduce first-time falls dramatically. If a fall
occurs in any service, there is a huddle the next day at 11:30 hours to review the fall with the aim of
preventing another.
Much research occurs in this service as clients that attend clinics are participants in provincial and national
studies. Ethical reviews are carried out at the University of Saskatchewan as well as at the Saskatoon Health
Region.
Staff member seek opportunities to work together. Actions resulting from an exploration of improving team
functioning resulted in actions such as integrated education days, more interdisciplinary orientation, more
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Staff member seek opportunities to work together. Actions resulting from an exploration of improving team
functioning resulted in actions such as integrated education days, more interdisciplinary orientation, more
therapy presence on the unit and at bedside conferencing.
Priority Process: Impact on Outcomes
The team completed an "A3" or exploration of the standards relative to reducing staff injury. Staff members
were reminded that although injury rates were low at this time, the work is potentially dangerous and a
refresh of the safety profiles by safety champions was encouraged. Other actions included workplace
assessment and violence education "WAVE" training for all employees to be compliant with occupational
health and safety (OHS) regulations, introduction of safety training for supervisors, and implementation of
guidelines for working alone in clinic rooms. Staff members are commended for this thorough review of a
standard which impacts on their worklife and safety.
Falls prevention is a focus of this service and the program and initiatives have improved over time. Outcomes
are monitored monthly and post-fall interventions are implemented immediately. Incidents are recorded and
follow-up is tracked on an electronic region-wide system. Staff members report a culture of reporting and
indicate they are involved in follow-up of any incident. Staff members are aware of disclosure however, they
would turn to their supervisor for support, as this is a rare need.
Outcome indicators are collected and benchmarked with Canadian Institute for Health Information (CIHI)
information. Progress is reviewed weekly in the wall-walk, led by service leads. The data include information
about the populations served by diagnosis, change in functional improvement measures (FIM) including time
frames, onset and wait-list tracking and length of stay (LOS) by diagnostic group. Staff members report they
understand what they are working on and how it contributes to the goals of the health region. In a region
where flow is a significant issue, the team has started to track discharge delays in an effort to better
understand flow in and out of their service. Infection control and falls information are available to staff
members as well as patients and families. Families expressed satisfaction about the level of handwashing
and indicated they understood how important it was for them to be involved in monitoring this related to
their own care.
This highly functioning team is encouraged to share the successes. The team is relatively isolated and much
of their good work is not visible to other teams.
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3.3.19 Standards Set: Substance Abuse and Problem Gambling Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
The organization has met all criteria for this priority process.
Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
The organization has met all criteria for this priority process.
Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The province of Saskatchewan will complete a review to develop a province-wide strategic plan in 2014.
Currently, the province sets priorities for example, a suicide framework policy, with expectations that the
regional health authorities will implement. The region also sets priorities. Then the program, utilizing Lean
processes makes a decision as to the three priorities for the year.
Objectives are developed including outcome measures. The visibility wall is developed and actions begin.
Progress is monitored at all levels. Stop-the-lIne is also in place at sites. Staff members see this as a positive
step as improvements can be made safely and quicker than previously. Huddles are in place at all sites.
Requests for change are encouraged, discussions take place with evidence of action shared. Every site has
student placements. This is seen as a huge asset to the organization. The 'Brief and Social Detox' site is
looking forward to the planned installation of the Duress buttons to complete their safety planning.
It is clear that engagement of other programs, community, and other partners in developing the programs for
addictions such as the OASIS addictions recovery program is key to the success of it.
Planning for rural programs falls within the rural health strategy in which this program is a partner. This is
seen as a priority with the expansion underway with new industry being developed in the region, such as the
potash mine as one example.
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Priority Process: Competency
The interdisciplinary team is broad in composition and varies dependent on the specific needs of the client.
The links to the community partners are at all points of care delivery. Workplace violence protocols are in
place up to and including lockdown if needed in some sites. Incident reporting and debriefing is in place. A
culture of no-blame is in place. A culture review of the program by the Pacific Institute was completed and as
a result, there are site plans as well as personal development plans for employees underway
Staff members see this as a positive initiative. The program participates in the region-wide Bravo recognition
awards, years of service awards as well as individual site events. What was evident on the on-site visits was
the personal thank you between staff and clients, which speaks to the culture.
Recruitment and retention of staff members is a concern in the rural areas, especially from a consistency in
client service delivery perspective.
Priority Process: Episode of Care
Client care planning using mechanisms such as the pathways ensure service by the right person at the right
time agreed to by the client across the continuum of care. Referrals are made to the partners as needed.
There is a strong relationship with these partners which assists in the success of the care delivery system.
Client and caregivers if appropriate are part of and understand the care plan. Access is 24/7 if needed.
Admission criteria including triage steps 1,2 and 3 are developed but flexibility exists to meet the unique
demands of clients, which could be through central intake or immediate, or as walk in. Self-medication
practices are in place. Consent is received, either informed or written dependent on the circumstances.
Clients interviewed at all sites validated that they own the care plan and the role of staff members is to
support and guide them in that journey. Quality of service surveys are completed during and after transition
of care. There is a need for more transition beds for both youth and adult service and for enhanced resources
and support when transitioning back to rural communities, especially those areas in the north of the
province.
Priority Process: Decision Support
Individual service plans are developed for every client with the client. There are three phases in the
information technology (IT) development plan. Phase 1 is complete, with demographic information online and
accessible to all clinicians. Phase 2 is where the individual service plan (ISP) will be online is 60 percent
complete. This provides summarized service plans on the client and is accessible to all clinicians. The plan for
Phase 3 is automation of the client record, as this is currently done manually. Flow of information between
all service providers at all points of transition is a priority for all staff members as they understand the
significance of this to the client outcome. As new systems, including clinical pathways, Lean initiatives and so
on are being implemented, and staff members are provided with the education to effectively implement
them. Measures are put in place to evaluate the outcomes.
An excellent set of evidence-based clinical pathways for addictions has been developed for the province. The
project is in its final development, will be web-based and includes the references. Staff members at all levels
are involved in planning, with staff working directly for the province to ensure completion. Of note are the
developed pre-printed order sets for alcohol and opiate withdrawal, which are linked to the use of
withdrawal assessment scale to be completed before defining the specific treatment from the order set.
Research is invited and there is participation in it.
It would be beneficial to standardize the steps in service across the region once initial intake is complete.
The completion of the IT implementation would enhance critical transfer of information between service
providers.
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It would be beneficial to standardize the steps in service across the region once initial intake is complete.
The completion of the IT implementation would enhance critical transfer of information between service
providers.
Priority Process: Impact on Outcomes
Risk is well managed using policies and protocols for clients as well as staff. Suicide is assessed, alerts are
documented, lockdown procedures are in place, and there are links to community supports such as Police and
Ambulance.
Medication security is in place. Safety briefings are included in shift changes, and at huddles. A video on
medication dispensing has been developed to provide staff members with an up-to-date reference source.
Harm reduction and withdrawal management education is shared with all partners. Client surveys are
conducted during their and afterwards. The results are considered key to positive program changes. Several
Lean initiatives are underway. Measurement is built into the Lean work.
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3.3.20 Priority Process: Surgical Procedures
Delivering safe surgical care, including preoperative preparation, operating room procedures, postoperative
recovery, and discharge
Unmet Criteria

High Priority
Criteria

Standards Set: Operating Rooms
3.9

The team uses technology to effectively manage operating room resources,
including staff/service providers and equipment.

Standards Set: Surgical Care Services
7.1

The team uses a procedure-specific care map to guide the client through
preparation for and recovery from the procedure.

7.7

The team identifies medical and surgical clients at risk of venous
thromboembolism (deep vein thrombosis and pulmonary embolism) and
provides appropriate thromboprophylaxis.
7.7.2
The team identifies clients at risk for venous
thromboembolism (VTE), [(deep vein thrombosis (DVT) and
pulmonary embolism (PE)] and provides appropriate
evidence-based, VTE prophylaxis.
7.7.3
The team establishes measures for appropriate
thromboprophylaxis, audits implementation of appropriate
thromboprophylaxis, and uses this information to make
improvements to their services.

11.4

The team reconciles the client's medications with the involvement of the
client, family or caregiver at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or discharge).
11.4.1
There is a demonstrated, formal process to reconcile client
medications at transition points where medication orders are
changed or rewritten (i.e. internal transfer, and/or
discharge).
11.4.3
The team documents that the BPMH, the active medication
orders, and the transfer or discharge medication orders have
been reconciled; and appropriate modifications to medications
have been made where necessary.
11.4.4
Depending on the transition point, an up-to-date medication
list is retained in the client record (internal transfer), OR, the
team generates a Best Possible Medication Discharge Plan
(BPMDP) that is communicated to the client, community-based
physician or service provider, and community pharmacy, as
appropriate (discharge).

ROP

MAJOR

MINOR

ROP

MAJOR

MAJOR

MAJOR

Surveyor comments on the priority process(es)
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Surgical services were surveyed at Royal University Hospital (RUH), St Paul's Hospital (SPH) and Humboldt
District Health Complex (HDH) sites.
The RUH site visit was scheduled for the afternoon so opportunities to witness the surgical checklist in action
were limited. The one case witnessed did do the surgical checklist in full but not all members of the team
were paying full attention. The operating room (OR) is crowded but organized and the flow of traffic works
well. The OR standards for specific dress in specific areas is carefully scrutinised. The core of the OR is
designed so that the dirty equipment does not move through the clean area at all. The OR is well- serviced by
the central reprocessing team and has also intentionally purchased more equipment sets to ensure that the
flash sterilizer is not required at any time. A review of the log shows that no flash sterilization has occurred
in the last six months. It is unclear as to where an event record is submitted in order to better track the
details of the issue but it is recommended that it is done every time the sterilizer is used in the OR.
The post-anesthetic care unit (PACU) is extremely busy. There has been at least one occasion where
inpatients were housed in PACU due to severe over-capacity issues. Although the organization has likely
weighed the risks and benefits of this action, it is important that it is a last resort only.
The inpatient unit visited at the Royal University Hospital site was a general surgery unit. In speaking with a
surgeon on the unit as well as two patients, there is great satisfaction expressed regarding the
inter-professional team and the quality of care provided. An extensive orientation program is in place for new
hires and it is personalized according to whether the nurse has previous OR surgical experience or is new to
the regional health system. There are multiple nursing stations or mini-stations in the inpatient unit and for
an outsider, it may be confusing as to where to take concerns.
The continuum of care for surgical procedures and services is well developed. A patient at St Paul's Hospital
site was followed from the day surgery holding area to the OR then PACU and then back to the holding area.
It was evident that there is a consistent and inherent approach to patient care that includes compassion,
respect, high levels of competence and commitment to the patients the inter-professional team serves. One
patient stated that although the staff members were half her age she had the utmost confidence in their
knowledge, skill and judgement. The staff members recognized her anxiety and explained step-by-step as the
patient moved through the surgical experience of care. The whole team across the continuum lived the
motto: 'nothing about me without me'.
Team rounds are conducted two times per week at the in-patient unit visited at St Paul's Hospital and the
entire inter-professional team discusses every patient including not only immediate care needs but planning
as early as possible for discharge. It might facilitate the process if the team could implement outcome-based
clinical care plans which make it easier to see progress or challenges at a glance. There is calm about the
unit that is comforting and therapeutic despite of the fact that the unit is at full capacity and working
intensely. Work is still to be done in implementing medication reconciliation at transfer and discharge as well
as implementing the venous thromboembolism (VTE) prophylaxis protocol. It is clearly evident that hand
hygiene is a focus at St Paul's Hospital. The surgical checklist observed was extremely well done during a
plastics case.
The Humboldt Hospital (HDH) site is a beautiful two-year old facility. Staff members and physicians were
involved in the design of the building to ensure that the space met the clinical needs of the service provided.
There are two ORs, one of which is dedicated to endoscopy. There is a unique soft green light which
facilitates ease of viewing the monitors while providing light to work. The ORs have integrated boom arms,
which eliminates the presence of cords all over the floor and reduces the risk of fall dramatically. The staff
members in the inpatient unit, the OR, and PACU are highly skilled and experienced nurses. The range of the
clinical knowledge they possess is remarkable. The HRH is committed to ensuring staff members have all of
on-site support.
The surgical services'
staff members
are Survey
committed
to quality
On-site
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identified a surgical/OR IT solution and is in the process of building it. The organization is well aware of
information technology gaps and is committed to moving forward in this regard.
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the orientation, education and experience needed to be successful in such a small facility, with such little
on-site support.
The surgical services' members, from the directors to the front-line staff members are committed to quality
patient care and continuous quality improvement. The greatest gap is the lack of information technology (IT)
solutions including a clinical system, a pharmacy system to just name two. The surgical services have
identified a surgical/OR IT solution and is in the process of building it. The organization is well aware of
information technology gaps and is committed to moving forward in this regard.
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Section 4

Instrument Results

As part of Qmentum, organizations administer instruments. Qmentum includes three instruments (or
questionnaires) that measure governance functioning, patient safety culture, and quality of worklife. They are
completed by a representative sample of clients, staff, senior leaders, board members, and other
stakeholders.

4.1 Governance Functioning Tool
The Governance Functioning Tool enables members of the governing body to assess board structures and
processes, provide their perceptions and opinions, and identify priorities for action. It does this by asking
questions about:
•
•
•
•

Board composition and membership
Scope of authority (roles and responsibilities)
Meeting processes
Evaluation of performance

Accreditation Canada provided the organization with detailed results from its Governance Functioning Tool prior
to the on-site survey through the client organization portal. The organization then had the opportunity to address
challenging areas.
• Data collection period: June 9, 2013 to July 13, 2013
• Number of responses: 9
Governance Functioning Tool Results
% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

92

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

0

11

89

92

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

0

0

100

94

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

0

0

100

94

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

0

0

100

96
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

96

4 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.

0

0

100

95

4 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.

0

0

100

95

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

0

0

100

92

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

0

11

89

92

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

0

0

100

92

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

0

11

89

92

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

0

0

100

96

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

0

22

78

96

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

0

0

100

95

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

0

0

100

95

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

0

0

100

94
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

94

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

0

0

100

92

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

0

11

89

92

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

0

0

100

87

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

0

11

89

87

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

0

0

100

91

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

0

0

100

91

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

0

0

100

93

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

0

0

100

93

14 Our ongoing education and professional development
is encouraged.

0

0

100

86

14 Our ongoing education and professional development
is encouraged.

0

14

86

86

15 Working relationships among individual members and
committees are positive.

0

0

100

96

15 Working relationships among individual members and
committees are positive.

0

11

89

96

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

0

0

100

95

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

0

0

100

95
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

96

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

0

0

100

96

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

0

0

100

72

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

0

57

43

72

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

0

44

56

64

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

14

71

14

64

20 Contributions of individual members are reviewed
regularly.

0

22

78

58

20 Contributions of individual members are reviewed
regularly.

14

43

43

58

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

0

22

78

76

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

0

43

57

76

22 There is a process for improving individual
effectiveness when nonperformance is an issue.

0

83

17

52

22 There is a process for improving individual
effectiveness when nonperformance is an issue.

25

13

63

52

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

0

14

86

77

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

11

22

67

77

24 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.

17

33

50

82
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

24 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.

25

38

38

82

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

0

43

57

65

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

22

11

67

65

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

0

0

100

95

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

0

0

100

95

27 We receive ongoing education on how to interpret
information on quality and patient safety
performance.

0

11

89

80

27 We receive ongoing education on how to interpret
information on quality and patient safety
performance.

0

25

75

80

28 As a governing body, we oversee the development of
the organization’s strategic plan.

0

0

100

94

28 As a governing body, we oversee the development of
the organization’s strategic plan.

0

13

88

94

29 As a governing body, we hear stories about clients
that experienced harm during care.

0

0

100

83

29 As a governing body, we hear stories about clients
that experienced harm during care.

0

0

100

83

30 The performance measures we track as a governing
body give us a good understanding of organizational
performance.

0

0

100

90

30 The performance measures we track as a governing
body give us a good understanding of organizational
performance.

0

13

88

90
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

84

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

60

40

0

84

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

0

13

88

79

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

50

33

17

79

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

0

0

100

87

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

29

0

71

87

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

0

0

100

91

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

0

0

100

91

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

0

0

100

94

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

0

11

89

94

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

0

0

100

87

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

0

0

100

87

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

0

0

100

92

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

60

40

0

92

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from January to June, 2013 and agreed with the instrument items.
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4.2 Patient Safety Culture Tool
Organizational culture is widely recognized as a significant driver in changing behavior and expectations in order
to increase safety within organizations. A key step in this process is the ability to measure the presence and
degree of safety culture. This is why Accreditation Canada provides organizations with the Patient Safety Culture
Tool, an evidence-informed questionnaire that provides insight into staff perceptions of patient safety. This tool
gives organizations an overall patient safety grade and measures a number of dimensions of patient safety
culture.
Results from the Patient Safety Culture Tool allow the organization to identify strengths and areas for
improvement in a number of areas related to patient safety and worklife.
Accreditation Canada provided the organization with detailed results from its Patient Safety Culture Tool prior to
the on-site survey through the client organization portal. The organization then had the opportunity to address
areas for improvement. During the on-site survey, surveyors reviewed progress made in those areas.
• Data collection period: January 14, 2013 to March 8, 2013
• Minimum responses rate (based on the number of eligible employees): 363
• Number of responses: 744
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Patient Safety Culture: Results by Patient Safety Culture Dimension

100

90

80

Percentage Positive (%)

70

60

50

40

30

20

10

0

Senior leadership
support for safety
(valuing safety)

Communication
Supervisory leadership Patient safety learning
barriers/talking about
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* Canadian Average
*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from January to June, 2013 and agreed with the instrument items.
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4.3 Worklife Pulse Tool
Accreditation Canada helps organizations create high quality workplaces that support workforce wellbeing and
performance. This is why Accreditation Canada provides organizations with the Worklife Pulse Tool, an
evidence-informed questionnaire that takes a snapshot of the quality of worklife.
Organizations can use results from the Worklife Pulse Tool to identify strengths and gaps in the quality of
worklife, 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. By taking action to improve the determinants of worklife measured in the
Worklife Pulse tool, organizations can improve outcomes.
The organization used an approved substitute tool for measuring quality of Worklife. The organization has
provided Accreditation Canada with results from its substitute tool and had the opportunity to identify strengths
and address areas for improvement. During the on-site survey, surveyors reviewed actions the organization has
taken.
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Client Experience Tool
Measuring client experience in a consistent, formal way provides organizations with information they
can use to enhance client-centred services, increase client engagement, and inform quality
improvement initiatives.
Prior to the on-site survey, the organization conducted a client experience survey that addressed the
following dimensions:
Respecting client values, expressed needs and preferences,including respecting client rights,
cultural values, and preferences; ensuring informed consent and shared decision-making; and
encouraging active participation in care planning and service delivery
Sharing information, communication, and education,including providing the information that
people want, ensuring open and transparent communication, and educating clients and their
families about the health issues
Coordinating and integrating services across boundaries,including accessing services,
providing continuous service across the continuum, and preparing clients for discharge or
transition
Enhancing quality of life in the care environment and in activities of daily living,including
providing physical comfort, pain management, and emotional and spiritual support and
counselling
The organization then had the chance to address opportunities for improvement, and to discuss
related initiatives with surveyors during the on-site survey.
Client Experience Program Requirement
Conducted a client experience survey using a survey tool and approach that
meets accreditation program requirements

Met

Provided a client experience survey report(s) to Accreditation Canada

Met
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Appendix A

Qmentum

Health care accreditation contributes to quality improvement and patient safety by enabling a health
organization to regularly and consistently assess and improve its services. Accreditation Canada's Qmentum
accreditation program offers a customized process aligned with each client organization's needs and priorities.
As part of the Qmentum accreditation process, client organizations complete self-assessment questionnaires,
submit performance measure data, and undergo an on-site survey during which trained peer surveyors assess their
services against national standards. The surveyor team provides preliminary results to the organization at the end
of the on-site survey. Accreditation Canada reviews these results and issues the Accreditation Report within 15
business days.
An important adjunct to the Accreditation Report is the online Quality Performance Roadmap, available to client
organizations through their portal. The organization uses the information in the Roadmap in conjunction with the
Accreditation Report to ensure that it develops comprehensive action plans.
Throughout the four-year cycle, Accreditation Canada provides ongoing liaison and support to help the
organization address issues, develop action plans, and monitor progress.

Action Planning
Following the on-site survey, the organization uses the information in its Accreditation Report and Quality
Performance Roadmap to develop action plans to address areas identified as needing improvement. The
organization provides Accreditation Canada with evidence of the actions it has taken to address these required
follow ups.

Evidence Review and Ongoing Improvement
Five months after the on-site survey, Accreditation Canada evaluates the evidence submitted by the organization.
If the evidence shows that a sufficient percentage of previously unmet criteria are now met, a new accreditation
decision that reflects the organization's progress may be issued.
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Appendix B

Priority Processes

Priority processes associated with system-wide standards
Priority Process

Description

Communication

Communicating effectively at all levels of the organization and with external
stakeholders

Emergency Preparedness

Planning for and managing emergencies, disasters, or other aspects of public
safety

Governance

Meeting the demands for excellence in governance practice.

Human Capital

Developing the human resource capacity to deliver safe, high quality services

Integrated Quality
Management

Using a proactive, systematic, and ongoing process to manage and integrate
quality and achieve organizational goals and objectives

Medical Devices and
Equipment

Obtaining and maintaining machinery and technologies used to diagnose and
treat health problems

Patient Flow

Assessing the smooth and timely movement of clients and families through
service settings

Physical Environment

Providing appropriate and safe structures and facilities to achieve the
organization's mission, vision, and goals

Planning and Service Design

Developing and implementing infrastructure, programs, and services to meet
the needs of the populations and communities served

Principle-based Care and
Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

Resource Management

Monitoring, administration, and integration of activities involved with the
appropriate allocation and use of resources.

Priority processes associated with population-specific standards
Priority Process

Description

Chronic Disease Management

Integrating and coordinating services across the continuum of care for
populations with chronic conditions

Population Health and
Wellness

Promoting and protecting the health of the populations and communities
served, through leadership, partnership, innovation, and action.
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Priority processes associated with service excellence standards
Priority Process

Description

Blood Services

Handling blood and blood components safely, including donor selection, blood
collection, and transfusions

Clinical Leadership

Providing leadership and overall goals and direction to the team of people
providing services.

Competency

Developing a skilled, knowledgeable, interdisciplinary team that can manage
and deliver effective programs and services

Decision Support

Using information, research, data, and technology to support management
and clinical decision making

Diagnostic Services: Imaging

Ensuring the availability of diagnostic imaging services to assist medical
professionals in diagnosing and monitoring health conditions

Diagnostic Services:
Laboratory

Ensuring the availability of laboratory services to assist medical professionals
in diagnosing and monitoring health conditions

Episode of Care

Providing clients with coordinated services from their first encounter with a
health care provider through their last contact related to their health issue

Impact on Outcomes

Identifying and monitoring process and outcome measures to evaluate and
improve service quality and client outcomes

Infection Prevention and
Control

Implementing measures to prevent and reduce the acquisition and
transmission of infection among staff, service providers, clients, and families

Medication Management

Using interdisciplinary teams to manage the provision of medication to clients

Organ and Tissue Donation

Providing organ donation services for deceased donors and their families,
including identifying potential donors, approaching families, and recovering
organs

Organ and Tissue Transplant

Providing organ transplant services, from initial assessment of transplant
candidates to providing follow-up care to recipients

Organ Donation (Living)

Providing organ donation services for living donors, including supporting
potential donors to make informed decisions, conducting donor suitability
testing, and carrying out donation procedures

Point-of-care Testing
Services

Using non-laboratory tests delivered at the point of care to determine the
presence of health problems
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Priority Process

Description

Primary Care Clinical
Encounter

Providing primary care in the clinical setting, including making primary care
services accessible, completing the encounter, and coordinating services

Surgical Procedures

Delivering safe surgical care, including preoperative preparation, operating
room procedures, postoperative recovery, and discharge
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