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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a Quality Improvement 
Plan.  While much effort and care has gone into preparing this document, this document should not be relied on as legal advice and 
organizations should consult with their legal, governance and other relevant advisors as appropriate in preparing their quality improvement 
plans. Furthermore, organizations are free to design their own public quality improvement plans using alternative formats and contents, 
provided that they submit a version of their quality improvement plan to Health Quality Ontario (if required) in the format described herein. 
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Overview 
Hôtel-Dieu Grace Healthcare is located in Windsor, Ontario within the Erie St. 
Clair Local Health Integration Network.  In October 2013 when the Windsor hospitals 
went through realignment, Hôtel-Dieu Grace Healthcare became responsible for all 
non-acute care services and relocated from the Ouellette building to the Tayfour 
Campus on Prince Road.  It is a unique community hospital offering Rehabilitation 
Services; Specialized Mental Health & Addictions; Complex Medical and Palliative 
Care; and Children and Youth Mental Health Services. HDGH has a unique blended 
model of specialized inpatient beds; outpatient residential beds; as well as 
outpatient and community services.    
 
The mission of HDGH is to serve the healthcare needs of the community including 
those who are vulnerable and/or marginalized in any way be it, physically, socially 
or mentally.  As a Catholic sponsored organization we provide patient-centered care 
treating the mind, body and spirit.  We do this by providing holistic, 
compassionate and innovative care to those we serve. 
 
HDGH’s vision “as a trusted leader transforming healthcare and cultivating a 
healthier community” conveys a strong commitment to providing safe, high quality 
patient and family centered care and services.  HDGH is dedicated to improving the 
quality of life for patients across the continuum of institutional and community 
settings. 
 
The hospital’s 2018-19 Quality Improvement Plan, continues to be driven by three 
strategic drivers: Our Patients; Our People; and Our Identity. The 2018-19 18 QIP 
builds on the fourth year of our five year strategic plan. We are currently going 
through a refresh of our current strategic plan to ensure continue relevance, 
address any gaps and to enable continued stakeholder connectivity.  The mission, 
vision, values and strategic drivers will all remain intact with only the strategic 
priorities and objectives being updated.  As part of this process, extensive 
stakeholder engagement has been done at all levels and across the organization and 
with both internal and external stakeholders including patients and families.  The 
refreshed Strategic plan will be approved at the March board meeting with roll out 
anticipated for April.  We have completed development of our Quality Framework and 
Quality Structure and supporting Shared Governance model that encourages all staff 
to embed quality into their everyday practice.  We also implemented balanced 
scorecard structure across our key Strategic Programs and key quality committees 
through our dedicated leadership to Quality.   Our evidence-informed practice 
ensures compliance with accreditation standards and Required Organizational 
Practices and we have started preparation for Accreditation, which is scheduled for 
June 2019.   We continue to use multiple forums and are engaging all levels of 
staff in venues such as our Board of Directors, Quality Committee, Strategic 
Advisory Committee, Director’s Council,  Medical Advisory Committee, Medical 
Quality Advisory (MQA), Patient Family Engagement Council (PFEC), Interprofessional 
Practice Quality Council (IPQC), Creating Tomorrow Together Advisory Committee,  
Executive Leadership Team, Ethics Committee, and Unit Based Councils - to provide 
oversight to our quality operations across the organization and ensure all 
committees are aligned.   
  
https://qipnavigator.hqontario.ca/images/NarrativeImages/48308_201832793016_1.jpg 
 
We continue to move forward in expansion of our Unit Based Quality Councils in all 
programs, as well as implementation this year of Program Councils within 
Restorative Care and Mental Health & Addictions portfolios.   These Program 
Councils will focus on metrics and quality improvement projects using a patient and 
family centered approach at the point of care.  We have built supporting Program 
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and Committee scorecards that provide transparency to the monitoring of key quality 
indicators across the programs /units and to the corporate and board levels.    We 
have introduced and supported a Program Management model which will provide us with 
two key Strategic Programs:  Mental Health & Addictions (which is Specialized 
Mental Health and all MH & Addiction services) and Restorative Care (which is 
Rehabilitation, Complex /Medical Care and Palliative Care).  Hotel Dieu has also 
taken on the role of Lead Agency for this region in Children’s Youth and Mental 
Health (MCYS) with four participating agencies within Windsor Essex.  We are in 
process of movement to a common electronic system and common business intelligence 
reporting as Lead Agency for this region. 
 
Continuing to leverage the shared decision making model within a Shared Governance 
Framework, will help to support a truly engaged front line staff; resulting in 
clinical outcome excellence as well as advancing a culture of patient safety and 
quality of work life.  The focus on the first two drivers of Our Patients and Our 
People, and their inherent synergy, is at the core of our QIP key initiatives and 
the resultant success of our organizational strategy. 
 
This year, we carried out two major pieces of work within the Restorative model 
programs.  We have implemented clinical benchmarking in order to be in alignment 
with our comparator organizations and have taken steps to also move the 
organization to a Restorative Model of Care in our Complex Continuing Care program.  
We have provided dedicated resources to understanding MDS /NRS nursing assessment 
tools, supporting streamlining of documentation and education to front line staff 
on both these clinical assessment tools. These tools will assist in elevating our 
ability to support improvement initiatives in care planning with our patients 
/families and standardize rounds processes across the organization.   
 
In the driver of “OUR PATIENTS” – we are committed to improving patients’ quality 
of life through an evidence informed culture of quality and safety.  We continue to 
work on enhancement and connection of the patient experience and safety within our 
clinical operations.   As leaders in the community through the delivery of post-
acute and community services our key initiatives for this year will be related to 
patient safety and quality indicators, as well as embedding engagement activities 
within our real time survey strategies and expansion of Patient /Family 
representatives in an increasing number of key committees and quality improvement 
initiatives.  
 
In the driver of “OUR PEOPLE” – we are committed to engaging, supporting and 
developing our people within a safe workplace. We are a leader in advancing the 
public conversation around staff injury as a result of violence at work.  We are 
pioneers in having a robust and comprehensive Workplace Violence Prevention Policy 
firmly in place and supporting the commitment to a safe workplace with ongoing 
comprehensive education.  This aligns well with our corporate focus and strategic 
priority on our People, their safety and well-being.    Our 2018-19 QIP will 
continue to include our indicator of “Incidents without Injury”, as well as the new 
Mandated QIP indicator from HQO related to tracking the number of incidents within 
the OH & S definitions.  Our focus for this initial year of this new indicator will 
be around accurate collection of this data and interpretation of the definition to 
ensure consistent and standard tracking of incidents across the province.    We 
recognize that incidents do occur, however, our focus is to train staff and support 
a safety oriented work environment in order to minimize the occurrence and severity 
of incidents.   We are also focused on our people development through a robust 
performance management program, opportunities for learning for front line staff and 
continued leadership development.  We are developing a Workplace Violence/Lockdown 
Video for staff and looking towards an install of PAL technology solution in 18-19.  
We have a commitment from our Board of Directors who have identified safety as a 
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strategic priority as well as our CEO who also is an active member of the 
leadership table for the Provincial Committee for workplace violence.   
 
Focus on our third strategic driver of “OUR IDENTITY” – so that those in need 
understand who we are, the services we provide and our vision for a healthier 
community.   This is highlighted in our QIP by specific strategic planning in the 
area of research, innovation, partnership and ensuring that we are a learning 
organization.  Contributing to these endeavors will help to build upon our medical 
programs and services; thereby, strengthening our value to the patients and 
community that we serve.  We have linked the patient experience indicator related 
to information received at admission with the intent and goal of patients that are 
informed and prepared for their non-acute care stay with us.   This will be done 
through integration with our intake staff, acute care partners and patient /family 
engagement and focus on education around who we are, what programs and patients we 
serve in understanding this critical step with us in their journey.   
 
 
The 2017-18 QIP for the hospital is comprised of the following key improvement 
areas:  
 
• Improve Patient experience and satisfaction - we are aiming to improve 
responses to key patient experience indicators rating their satisfaction as 
“excellent “.  We are one of the increasing numbers of Ontario hospitals who will 
focus on improving the “top box” score of “excellent “.  Our goal is to improve 
this performance organization wide over the next 3-5 years. Our focus in 18-19 will 
be :  
o Coordination of Care - Information at admission so patients know where they 
are going, what to expect and feel well-informed before they arrive. This will 
involve partnership with acute care and HDGH intake team as the majority of our 
admissions come from acute care facilities. 
o Improvement strategies on Information at discharge so patients feel informed 
and prepared to leave HDGH with partnership with CCAC who largely impact our 
results.  
o Overall experience that results in Yes, definitely recommend HDGH through an 
overall patient experience work plan which is driven by our PFEC team and their 
feedback on results and action plans. 
 
• Maintain provincial levels and continue a focus on reduction of  ALC days 
and facilitation of timely discharges through partnership with CCAC  
 
• Increase proportion of patients receiving medication reconciliation upon 
admission and discharge- we will continue to work on all transition points in a 
patient’s journey, organization wide over the next year in preparation for 
accreditation and to address key medication risk factors involved in transitions 
and medication reconciliation.   
 
• Reduce employee related workplace violence incidents & injuries - we will 
continue to be a leader in Workplace Violence Prevention programming and invest in 
education and training for our staff as well as ensure robust and accurate 
reporting. 
 
• Reduce the use of physical restraints in Mental Health – we commit to 
education for our staff and focus on alternative options to physical restraints in 
a recovery based model of care  
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These are some of the highlights that took place over the last year. 
 
OUR PATIENTS 
• Our wait times were maintained at 95% meeting target for the year end.  
Strategies were  put in place to create capacity to assist with increased 
complexity and increased volumes 
• Establishing an ALC avoidance framework assisted in achieving better than 
target ALC rates over this last fiscal year, 15.9%  overall which is below our 
target of 19.9%.  The provincial levels for post-acute care is around 16%.  Intake 
guidelines were implemented reinforcing restorative model of care assists 
throughput and ALC avoidance.   
• Our Hand Hygiene Compliance continues to improve at 93% overall. Many 
strategies in place for positive reinforcement and education to staff, patients and 
families on the importance of hand hygiene to keep our patients safe.   
• Rehab FIM Efficiency showing continued improvement over the last year.  All 
front line nursing staff on Rehab received FIM education.  Revised documentation 
tools to assist with the accuracy and timeliness of FIM scores to assist with care 
planning and improve understanding of Restorative model of care. 
• Continued improvement in overall scores for receiving enough information 
during the admission process however still below target so we will carry this work 
forward to our next QIP.  A pilot position for Quality Improvement Advocate was 
initiated to meet with all newly admitted patients in our Restorative inpatient 
programs within 48 to 72 hours of admission.  This is providing real time feedback 
on our patient’s transition to HDGH, learnings on what our patients require and 
their critical feedback that is being shared with our clinical teams so that we can 
address any concerns and share positive comments with their staff. 
• Medication Reconciliation on Admission is trending upwards in our 
Restorative Program.  Additional Resources were approved to assist in our plans for 
a new model for completing Medication Reconciliation not only on Admission but on 
transfer and Discharge as well.   
• Our Falls Committee has progressed on an improvement plan for standardizing 
our investigation process for incidents that occur so that we can identify the 
principle contributing factors of the fall.  Identifying trends and assist with 
developing further fall prevention strategies.  Investment in the purchase of new 
beds, equipped with alarms, as well as personal alarms for all newly admitted 
patients to asses fall risk in the first 48 hours  
• Our Patient Family Engagement Council (PFEC) members are becoming more 
immersed in different councils within our organization.  They have assisted in 
revising our Family Presence and Visiting Philosophy, our website design, 
development of a family satisfaction survey for those who required our palliative 
services and also on the development of our 2018-2019 QIP Indicators and important 
advice on strategies to improve patient experience metrics.  We are presently 
looking to increase our membership and will be involving them in working groups to 
assist us in preparing for our next Accreditation. 
We will also be looking to include patient family advisors as members of our 
Quality Board, Board Governance Committee and other councils in the future. 
 
OUR PEOPLE 
 
 
Our goal at Hôtel-Dieu Grace Healthcare is to establish an engaged and accountable 
culture focused on quality and safety for our patients. As such, a quality 
improvement plan has been developed that links committees, the Board of Directors, 
Senior Leadership, staff and patients to ensuring quality remains at the forefront 
of everything we all do.  
The Quality Framework serves as the foundation for quality improvement throughout 
Hôtel-Dieu Grace Healthcare. This includes, the areas to monitor and improve, 
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developing an annual improvement plan, involving staff and assigning 
responsibility, monitoring and evaluating outcomes and communicating the results.  
Each council is linked by a reporting structure that allows information to be 
shared at each level to improve communication and assist in information sharing and 
spread of initiatives.  
 
  
• Our Shared Governance Model for Unit Based Councils has shown success on our 
two demonstration councils over the last year and has led our organization to 
further invest in the spread of this initiative.  We provided education and 
training for over 50 new members and created Unit Based Councils on our three 
inpatient rehabilitation units, Regional Children’s Center and our Food and 
Nutrition Services.   
Each of these Inter-Professional councils have been holding monthly meetings since 
November and have received 94 Opportunities for Improvement from front line staff 
in their areas. 
 In 2018-2019 we will look to support our Unit Based Council Structure in our 
remaining programs and services to further align our organization’s quality 
improvement structure. 
• The development of our 2 Program Councils in our Restorative and our Brain 
and Behavior council to further link our programs and services within our quality 
framework.   
• We continue to focus on education for Staff on Workplace violence training, 
code white training and improvements in Incident Investigation Process.  
• Revisions to policies to enhance the safety of our staff who travel to our 
off-site programs as well as our outpatient programs and services. 
• Our Pro-active Ergonomic Assessment Program continues to minimize the risk 
and injury to our staff 
• Pre-Inspection of all of our ceiling lifts and floor lifts are in place and 
being monitored to ensure safe use 
• Implementation of new Leader orientation program, as well as implementation 
of Leads 360 program to Physicians and Executive leadership.  This will be expanded 
to Director level in 18-19.  
 
 
OUR IDENTITY 
 
Quality through Our Identity ensures that our community knows where to find us, is 
connected to the right service, that knowledge is spread, and our services are 
sustained and Hôtel-Dieu Grace Healthcare is always operating at its best.  
Highlights for 17-18 include:  
 
• Ongoing work to create a Center of Excellence for Mental Health.  
Establishment of  six Implementation Teams in the following areas:  1) Access and 
Equity 2) Integration and Coordination 3) Professional Development and Engagement 
4) Patient/Family Engagement 5) Research/Evaluation 6) Quality Improvement.  
• Our Regional Children’s Center underwent a Program Review and from some of 
those recommendations various improvement opportunities were identified.  Current 
state mapping session was completed and a grant was obtained from CHEO to complete 
a full mapping of Crisis Services in the Windsor Community in order to streamline 
services and provide the best outcome for youth and families.  Staff in our RCC 
program have also had numerous training opportunities provided to them on Trauma, 
CBT, Supervision and Consultation and Emotional Intelligence. 
• Completion of an Operational Review - The review allowed us look closely at 
our decision making, our operations and our priorities. After more than 50 staff 
interviews and 23 focus groups, 57 key findings were acknowledged with 58 
recommendations made. The review provided us with a detailed examination of HDGH at 
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18-19  with a focus on the “Would you Recommend “ as an overall indicator and 
enough information on admission and discharge indicators to support feedback on 
need to improve information received on those two critical transition points – into 
our non-acute setting and when patients are leaving our organization into the 
community .  These will form the focus of our work with our patient /family 
partners and the organization plans to create and roll out a supporting Patient 
Experience Framework and scorecard structure to support robust monitoring of these 
results and transparency around sharing of results with patient /families (and 
staff).  We will be expanding NRC surveys to our MH & Addictions population through 
the OPOC survey tool in 18-19.    
 
We also implemented this year a very successful real time survey process as part of 
an improvement initiative in which patients who are ready for discharge have a 
visit from our Quality Volunteer (a retired nurse) just prior to discharge so that 
we can obtain real time feedback from patients and evaluate unit and program based 
improvement projects, and understand any gaps the patient is feeling just prior to 
transition to home /community.    We also will have a supporting process so that 
any patient who identifies a quality or safety concern during the survey can be 
linked to our Patient Advocate prior to discharge where possible – so that concerns 
can be addressed prior to discharge and our patient concerns addressed in a timely 
manner.   This has already shown a reduction in the number of formal complaints 
after discharge to our Patient Advocate and provides valuable real time experience 
information that can be used to enhance real time improvements  
 
We will be working closely with leadership and our PFEC team to establish our 
custom questions for our NRC survey’s for 2018-19 to ensure it fully links to our 
QIP initiatives and action plans for patient experience indicators. We will also be 
developing a Patient Experience Framework that is in alignment with NRC dimensions, 
Health Quality Ontario and Patient’s First Initiative – our PFEC will be our key 
stakeholder and advisor in the Patient Experience Framework development and 
monitoring of experience metrics.  Their feedback and suggestions will be 
instrumental in determining corporate wide improvement initiatives.   
Collaboration and Integration 
As a leading provider of post-acute services of specialized mental health and 
restorative care, as well as community and outreach programs, our management of 
transitions and integration of care for a broad range of medically complex patients 
is critical.   We see our strategic partnerships as critical in the development of 
an integrated health care system.  We continue to work closely with our community 
partners and ensure our planning is supportive of regional and provincial 
strategies.  We meet regularly with acute care & CCAC partners in managing patient 
flow and access and participate in all provincial and regional networks including 
the Rehabilitation Care Alliance Networks task and Advisory groups.      
 
We strive for seamless, safe and effective transitions from acute care /community 
to HDGH, and from HDGH back to our community with a “home first” and restorative 
philosophy.  
 
IN development of this year’s QIP, we took into consideration our partner’s 
feedback over the year and have incorporated it into our quality improvement action 
plans through action plans and specific reference to partnership initiative and 
supporting operating plans.     In order to continue to improve upon the continuity 
of integrated care, we will:  
 
• Focus on continued improvements, monitoring of flow and readmission rates 
and working closely with acute care partners in relation to patient flow and 
access, including access to the right information on admission and transition. 
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• Continue with strategic partnership with CMHA in delivery of Mental Health & 
Addictions outpatient services to our community  
• Continue to focus on partnerships with CCAC to ensure patient flow and 
maximization of discharge planning strategies addressing barriers to improve the 
patient journey home. 
• Continue to expand our Telemedicine program to support community needs and 
maximize programming available to patients  
• Partnership within  our Lead Agency Role in Children & Youth Mental Health 
and continue as lead partner with Lutherwood on implementation of the MCYS Business 
Intelligence system for EMHWARE agencies and establishment of a central access 
model for children’s services to improve wait times and access to services for our 
community  
 
This fiscal year, the five hospitals within the ESCLHIN will embark on a Regional 
Health Information System clinical transformation and become one of the first 
occupants of the CPRM (Cerner Provincial Reference Model), along with Grand River 
Hospital.  This will take significant collaboration and standardization of key 
clinical workflows across the organizational, regional and provincial levels, 
working in cooperation with multiple Cerner hospitals across the province through a 
regional and provincial governance model.  This will involve the planning and 
implementation stages with a planned go live of fall 2019 which includes a fully 
electronic record, electronic documentation and CPOE modules.  
 
The organization will also be preparing for Accreditation in June 2019 using 
updated Accreditation Canada ROP’s and Standards.  
Engagement of Clinicians, Leadership & Staff 
Selected indicators reflect organizational and sector /program specific priorities 
as well as system-wide transformational priorities where improvement is co-
dependent on collaboration with other sections.  The development and endorsement of 
the HDGH QIP is a shared responsibility and includes involvement and engagement at 
all levels of the organization through a number of committees and teams.  This 
includes direct consultation with the Board Quality Committee and high level 
strategic directions related to the selection of indicators and target setting.     
 
 Following the endorsement of the selected indicators, the most responsible 
clinical and support teams set targets and identified planned improvement 
initiatives including methods, process measures and specific goals for change 
ideas.   
Final endorsement of the Quality Improvement Plan for 18/19 went through our Senior 
Management Team prior to approval at the IPQC, MQA and Quality Committee of the 
board and the Board of Directors. 
 
In addition, to assist in fostering a culture of quality , patient safety and 
recognition, a robust communication plan to launch our 18-19 QIP will be developed 
and a celebration of our 17-18 successes through our Accreditation Kick off . 
 
Population Health and Equity Considerations 
HDGH provides leadership and services to inpatient and outpatient specialized 
mental health and children’s mental health, including outreach and residential 
services, rehabilitation and restorative care services, cardiac wellness, 
psychiatry and bariatric programs.  
 
The Mental Health and Addictions portfolio has partners across all sectors- 
judicial system/police, welfare-housing and homelessness, education, as well as 
partner organizations that provide mental health/addiction services; such as 
Windsor-Essex Canadian Mental Health Association (WECMHA) The Downtown Mission, 
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Brentwood Recovery Home, House of Sophrosyne, and Maryvale Adolescent and Family 
Services.  
 
We have created a structure within the organization to support ongoing quality 
improvement initiatives that support Equity strategies.  We have a Mission 
Achievement Committee which has three sub-committees:  
• Accessibility Workgroup  
• Diversity Workgroup  
• French Language Services Advisory Committee  
 
In the previous year, the focus was on the establishment of our structure to 
support these initiatives and consultation with our community partners to 
understand the true needs of our community, employee groups and patients. These 
workgroups include front line staff and patient/family representatives.   
 
Some of the key initiatives for 18-19 are:   
• The French Language Services (FLS) working group transitioned to an Advisory 
Committee in January 2018 including addition of 2 francophone volunteer community 
members – will have oversight and advisory capacity for the  implementation of 
approved FLS Plan for HDGH   
• Accessibility Working group developing Multi-Year Accessibility Plan (2019-
2022) – group now includes two volunteer community members  
• Joint venture of the FLS Advisory, Accessibility Working Group and 
Communications Team to review way-finding signage across the campus, including 
French translation and use of universal symbols where appropriate is underway. 
 
Two specific educational initiatives for 18-19 are:  
 
• All Board, executive level and Director Level will participate in Indigenous 
Cultural Safety Training offered via the Ministry of Health and ESCLHIN, trough the 
Southwest Ontario Aboriginal health Access Centre.  This will be extended to a 
larger number of management in the coming year.  The goal is to promote an 
understanding and awareness and encourage a culture of inclusivity and improve 
access to health services.  
 
• We will also be partnering with WETransSupport ( local support group for 
Trans individuals) and Windsor Pride ( support organization for the LGB community ) 
to provide education for leadership, conduct policy audits and be called upon to 
support LGBT patients in an effort to foster a culture of inclusivity and improve 
access to health service.  
Access to the Right Level of Care - Addressing ALC 
ALC volumes continue to be a challenge across all sectors of healthcare.  HDGH 
continues to implement hospital operational best practice in ALC avoidance by 
conducting twice weekly Complex Discharge Rounds (CDR’s) to identify barriers for 
discharge as well as patients who are at risk to become ALC.  HDGH works 
collaboratively with ESCLHIN Home and Community Care ( CCAC ) to review active ALC 
waitlists to maximize opportunity for community transitions, as well we hold 
monthly ALC deep dive reviews.  These are particularly helpful to identify and 
escalate resource gaps and discharge barriers for our ALC population.  We have 
implemented processes to identify Estimated Date of Discharge (EDD) on every Rehab 
patient and this coming year we will expand that to initiatives related to 
communication and partnership with our Patients/families. This is an operational 
best practice and has contributed to a reduction in the active LOS in our rehab 
programs.  This strategy will be rolled out in CMC as well.  As part of ALC 
avoidance strategy we will be implementing ALC bi-weekly rounds.  In collaboration 
with the operation managers and front line team, physicians, and community 
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partners, a framework for ALC rounds was developed and implemented this year and 
will continue to enhance these rounds and ensure all policies and principles are 
implemented to mitigate ALC issues.  To better transition our patients and reduce 
ALC days, a patient/family letter is being developed to help improve understanding 
and expectations in post-acute care, estimated length of stay, goals and discharge 
planning.  
Opioid Prescribing for the Treatment of Pain and Opioid Use Disorder 
We have seen quite a few successes over the past year or so and our improvement 
have been focused on the following:  
 
• We have removed all opioids on all the order sets for CMC and Rehab. 
• If opioids are prescribed, it should be done with the lowest dosage and 
shortest frequency and re-evaluated regularly 
• When removing and discarding fentanyl patches, staff are required to have a 
witness to remove & discard patch.  Both staff must sign the CMAR to indicate 
removal and appropriate wastage to prevent diversion 
• All prescription pads are secured within the automated dispensing machines 
and are accounted for upon removal to prevent diversion 
• Developed Suspected Diversion Checklist to assist managers with assessment 
of their staff that might have opioid addiction  
• Purchased the CII Narcotics safes within the pharmacy department that 
require Bio ID for any narcotic removals  
• Daily printing of any narcotic discrepancy reports from the automated 
dispensing cabinets with immediate follow-up for resolution of all discrepancies  
 
HDGH is currently working on development of medical directive for administration of 
naloxone for inpatient as well as availability as part of an emergency response 
throughout the organization.  We are working with the Windsor Essex Public Health 
Unit to develop process for distribution of Naloxone to all patients upon discharge 
to all our Mental Health and Addictions outpatient programs.  HDGH is responsible 
for the Withdrawal Management Program in Windsor and as such, policy and process 
improvements are always top of mind. 
 
Future process improvements being evaluated at HDGH include:  
• Assess data to see how many patients are ordered two or more opioids and 
length of time prescribed and develop process for pharmacy consult to review opioid 
needs with physician 
• Work toward limiting amount of opioids prescribed at discharge and if 
prescribed setting limit as to total number of the opioid. 
 
 
 
Workplace Violence Prevention 
It is well documented that Healthcare workers are at high risk of injury due to 
aggression and for this reason; the Minister of Health and the Minister of Labour 
created provincial committees to study what else can be done by organizations to 
reduce/eliminate these injuries in the future.  The CEO of HDGH, Janice Kaffer 
continues to be involved in the provincial strategy through her role now on the 
leadership table representing the hospital sector HDGH is a leader in development 
of Workplace Violence Policies and Procedures and Staff Safety is a key strategic 
goal under our Driver of “Our People”.   Our goal is to prevent incidents and 
injuries due to violence through various initiatives and processes.  In particular, 
by implementing mandatory non-violent crisis intervention training programs that 
are refreshed annually and de-briefing each and every incident to analyze root 
causes and put measures in place to reduce the likelihood of a similar injury 
occurring again.   We will continue to monitor through our QIP, our HDGH custom 
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indicator related to injuries against incidents.  We will also be including the new 
mandated Workplace Violence indicator related to total incidents, as in accordance 
with the OH & S definition. 
 
 We have established the Workplace Violence Prevention Committee and are 
establishing metrics for this committee to monitor.  In addition, we have partnered 
with both ONA and PSHSA to update and introduce the VARB tools into our workplace, 
including the chart flagging process and tool.  We will conduct a refreshed 
violence risk assessment this year using the PSHSA online tool.  A broad 
communications plan has been established that will include on-line and poster 
publication to educate our staff, patients and public that we have zero tolerance 
for violence, aggression or disrespect of health care workers and to encourage 
employees to report incidents of violence or aggression.  This is to be rolled out 
in Q1. 
 
As for metrics on the mandatory indicator, we can report the total number of 
incidents that meet the OHSA definition of violence.  We are in the process of 
tracking these in RL6 via safety/security incidents and cross checked against the 
data that our Safe Workplace Advocate maintains in RL6 as well to ensure accuracy 
and standardization of reporting.  
Performance Based Compensation 
In 2014, the Province began the process of developing public sector compensation 
frameworks to manage executive compensation in the BPS. The Broader Public Sector 
Executive Compensation Act of 2014 (BPSECA) authorized the government to establish 
frameworks, and set out principles that all designated employers must follow. These 
included ensuring that there is a consistent and evidence-based approach to setting 
compensation, ensuring that there is a balance between managing compensation costs 
while allowing employers to attract and retain the talent they seek, and ensuring 
that there is transparency in how executive compensation decisions are made. 
 
Following consultation with multiple stakeholders in the BPS, in 2016 the Province 
introduced Ontario Regulation 304/16 in support of the BPSECA, effective September 
6, 2016. This Regulation lays out the details and implementation timelines for 
executive compensation for all employers within the BPS. 
 
The Regulation states that all BPS employers must have a compensation framework in 
place for designated executives. The framework must be compliant with the 
Regulation, and have been available for community feedback for a thirty-day period.  
 
The requirements of the BPSECA and Ontario Regulation 304/16 have been considered, 
and the Policy developed to ensure that HDGH is compliant with the requirements.  
HDGH Compensation plan was approved by the Ministry of Health in February 2018.   
 
Positions included:   
The following positions at HDGH are included in the Performance-based compensation 
plan as described herein:  
 
 President & Chief Executive Officer; 
 Vice President, Medical Affairs; 
 Vice President, Clinical Programs; 
 Vice President, Corporate Services, Business Development & Chief Financial 
Officer; 
 Vice President, External Affairs & Executive Director, Foundation; and 
 Chief Human Resources Officer 
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Each of the above named executive’s compensation is linked to the achievement of 
specified performance targets which are reflected in the annual Quality Improvement 
Plan (QIP).  
 
Achievement of performance targets is evaluated annually the period of April 1- 
March 31of the given year to determine executive compensation.  All the executives 
are evaluated against the same performance indicators and targets.  
 
The performance indicators are selected as follows:   
 
• Number of Code Whites without Injury (healthcare and lost time) as a 
percentage of total incidents 
• “Did you receive enough information on discharge?” – percent excellent score 
• “Would you recommend this Hospital to your friends?” 
• Medication reconciliation on discharge – The total number of patients with 
medications reconciled as a proportion of the total number of patients discharged 
from Hospital. 
• Readmission Rate for Mental Health/RCC  
Each indicator is weighted equally (20% each). 
If less than 50% of the target is achieved, no P4P is paid. 
If more than 50% of the target is achieved, that percent of the P4P is paid out 
(for example, if a target is 60% achieved, then 60% of the P4P for that indicator 
would be paid out. 
Note 1: The new mandatory violence indicator was not chosen because HDGH is 
collecting baseline for the first year.  Year 2, the new indicator will be used. 
Note 2: ALC rate was not chosen as an indicator for P4P as HDGH does not have 
control over performance against this target. 
 
 
 
 
 
 
 
 
 
 
Contact Information 
We fully support learning from each other and working collaboratively on quality 
improvement activities.  For information, questions, consultation or innovative 
regional or system quality improvement opportunities, please do not hesitate to 
contact:  
 
Alison J. Murray  
Director, Quality, Health Information Management & Technology  
Alison.murray@hdgh.org 
519-257-5111 x 73096 
 
 
Dr. Andrea Steen  
Vice President, Quality & Medical Affairs, Chief of Staff  
Andrea.steen@hdgh.org 
519-257-5111 x 76930 
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Other 
In addition to our Quality Improvement Planning , there will be two major 
integrated initiatives occurring over the next year:  
 
1.  Regional Implementation of our new Health Information System which will include 
preparation for the movement to provincial HUB and sharing of information systems 
across our region ( ESCHLIN ) , as well as the province .  This includes 
preparation for transition of HIS system , CPOE ( Computerized Physician Order 
Entry ) and Electronic Documentation across the organization.  Current Go -Live is 
targeted for Fall 2019.  
 
2.  Preparation for Accreditation in Summer 2019.   
 
 

 
 
 
Approved by Board of Directors – March 28t, 2018h  
Signature Page to Follow .  


