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Health PEI (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
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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

Health PEI (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
Health PEI'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 15, 2013 to September 20, 2013
• Locations
The following locations were assessed during the on-site survey. All sites and services offered by the
organization are deemed accredited.
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

Addiction Services Provincial Addictions Treatment Facility
Addiction Services Talbot House
Beach Grove Home
Central Queens Family Health Centre
Colville Manor
Community Hospital O'Leary(CHO)
Eastern Kings Family Health Centre
Four Neighbourhoods Community Health Centre
Garfield Street (Health PEI headquarters)
Harbourside Family Health Centre
Hillsborough Hospital
Home Care Queens County
Homecare-Summerside
Kings County Memorial Hospital
Maplewood Manor
Montague Health Centre
Prince County Hospital
Public Health -Souris Hospital
Public Health -Summerside
Public Health-Douses Rd
Public Health-Sherwood Business CentreQueen Elizabeth Hospital (QEH)
Richmond Centre
Sherwood Home
Summerset Manor
Western Hospital
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• 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

Senior Populations

Service Excellence Standards
5

Managing Medications

6

Cancer Care and Oncology Services

7

Operating Rooms

8

Reprocessing and Sterilization of Reusable Medical Devices

9

Surgical Care Services

10

Critical Care

11

Emergency Department

12

Point-of-Care Testing

13

Infection Prevention and Control

14

Home Care Services

15

Ambulatory Care Services

16

Biomedical Laboratory Services

17

Community Health Services

18

Diagnostic Imaging Services

19

Laboratory and Blood Services

20

Long-Term Care Services

21

Medicine Services

22

Rehabilitation Services

23

Substance Abuse and Problem Gambling Services

24

Mental Health Services

25

Blood Bank and Transfusion Services

26

Obstetrics Services
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• 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)

113

15

1

129

Accessibility (Providing timely and equitable
services)

133

11

1

145

604

86

8

698

Worklife (Supporting wellness in the work
environment)

180

22

2

204

Client-centred Services (Putting clients and
families first)

246

10

7

263

Continuity of Services (Experiencing coordinated
and seamless services)

82

3

2

87

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

911

144

31

1086

87

6

1

94

2356

297

53

2706

Safety (Keeping people safe)

Efficiency (Making the best use of resources)

Total
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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
(97.7%)

1
(2.3%)

0

32
(94.1%)

2
(5.9%)

0

75
(96.2%)

3
(3.8%)

0

Leadership

37
(80.4%)

9
(19.6%)

0

61
(71.8%)

24
(28.2%)

0

98
(74.8%)

33
(25.2%)

0

Senior Populations

23
(88.5%)

3
(11.5%)

0

40
(97.6%)

1
(2.4%)

1

63
(94.0%)

4
(6.0%)

1

Populations with
Chronic Conditions

4
(100.0%)

0
(0.0%)

0

34
(97.1%)

1
(2.9%)

0

38
(97.4%)

1
(2.6%)

0

Diagnostic Imaging
Services

65
(97.0%)

2
(3.0%)

0

56
(93.3%)

4
(6.7%)

1

121
(95.3%)

6
(4.7%)

1

Obstetrics Services

63
(100.0%)

0
(0.0%)

0

72
(96.0%)

3
(4.0%)

0

135
(97.8%)

3
(2.2%)

0

Infection Prevention
and Control

45
(88.2%)

6
(11.8%)

2

37
(86.0%)

6
(14.0%)

1

82
(87.2%)

12
(12.8%)

3

Ambulatory Care
Services

34
(100.0%)

0
(0.0%)

4

62
(83.8%)

12
(16.2%)

1

96
(88.9%)

12
(11.1%)

5

Biomedical Laboratory
Services

10
(62.5%)

6
(37.5%)

0

33
(91.7%)

3
(8.3%)

0

43
(82.7%)

9
(17.3%)

0

Blood Bank and
Transfusion Services

35
(97.2%)

1
(2.8%)

6

14
(93.3%)

1
(6.7%)

2

49
(96.1%)

2
(3.9%)

8

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

# (%)

# (%)

#

# (%)

# (%)

#

# (%)

# (%)

#

Cancer Care and
Oncology Services

26
(92.9%)

2
(7.1%)

1

69
(93.2%)

5
(6.8%)

0

95
(93.1%)

7
(6.9%)

1

Community Health
Services

12
(100.0%)

0
(0.0%)

1

45
(81.8%)

10
(18.2%)

0

57
(85.1%)

10
(14.9%)

1

Critical Care

30
(100.0%)

0
(0.0%)

0

72
(84.7%)

13
(15.3%)

8

102
(88.7%)

13
(11.3%)

8

Emergency
Department

31
(100.0%)

0
(0.0%)

0

80
(93.0%)

6
(7.0%)

9

111
(94.9%)

6
(5.1%)

9

Home Care Services

39
(100.0%)

0
(0.0%)

1

44
(88.0%)

6
(12.0%)

2

83
(93.3%)

6
(6.7%)

3

Laboratory and Blood
Services

73
(93.6%)

5
(6.4%)

3

89
(93.7%)

6
(6.3%)

0

162
(93.6%)

11
(6.4%)

3

Long-Term Care
Services

24
(100.0%)

0
(0.0%)

0

70
(97.2%)

2
(2.8%)

0

94
(97.9%)

2
(2.1%)

0

Managing Medications

62
(81.6%)

14
(18.4%)

0

45
(86.5%)

7
(13.5%)

0

107
(83.6%)

21
(16.4%)

0

Medicine Services

24
(92.3%)

2
(7.7%)

1

57
(83.8%)

11
(16.2%)

1

81
(86.2%)

13
(13.8%)

2

Mental Health Services

31
(100.0%)

0
(0.0%)

0

67
(94.4%)

4
(5.6%)

0

98
(96.1%)

4
(3.9%)

0

Operating Rooms

68
(98.6%)

1
(1.4%)

0

29
(96.7%)

1
(3.3%)

0

97
(98.0%)

2
(2.0%)

0

Point-of-Care Testing

8
(21.1%)

30
(78.9%)

0

17
(37.0%)

29
(63.0%)

2

25
(29.8%)

59
(70.2%)

2

Rehabilitation Services

27
(100.0%)

0
(0.0%)

0

62
(91.2%)

6
(8.8%)

0

89
(93.7%)

6
(6.3%)

0

Reprocessing and
Sterilization of
Reusable Medical
Devices

38
(97.4%)

1
(2.6%)

1

53
(93.0%)

4
(7.0%)

2

91
(94.8%)

5
(5.2%)

3

Substance Abuse and
Problem Gambling
Services

26
(100.0%)

0
(0.0%)

1

67
(94.4%)

4
(5.6%)

0

93
(95.9%)

4
(4.1%)

1

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

# (%)

# (%)

#

# (%)

# (%)

#

# (%)

# (%)

#

Surgical Care Services

28
(100.0%)

0
(0.0%)

2

56
(86.2%)

9
(13.8%)

0

84
(90.3%)

9
(9.7%)

2

Total

906
(91.6%)

83
(8.4%)

23

1363
(88.3%)

180
(11.7%)

30

2269
(89.6%)

263
(10.4%)

53

Standards Set

* 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)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Diagnostic Imaging Services)

Met

2 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
(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)

Met

2 of 2

0 of 0

Client And Family Role In Safety
(Mental Health Services)

Met

2 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

Unmet

4 of 4

1 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

Unmet

0 of 2

0 of 0

Information Transfer
(Long-Term Care Services)

Met

2 of 2

0 of 0

Information Transfer
(Medicine Services)

Met

2 of 2

0 of 0

Dangerous Abbreviations
(Managing Medications)

Information Transfer
(Home Care Services)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Communication
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
(Ambulatory Care Services)

Unmet

1 of 5

0 of 2

Medication Reconciliation At Admission
(Cancer Care and Oncology Services)

Unmet

3 of 4

1 of 1

Medication Reconciliation At Admission
(Critical Care)

Met

4 of 4

1 of 1

Medication Reconciliation At Admission
(Emergency Department)

Unmet

2 of 4

0 of 1

Medication Reconciliation At Admission
(Home Care 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

Medication Reconciliation At Admission
(Mental Health 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
(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)

Unmet

4 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Ambulatory Care Services)

Unmet

0 of 4

0 of 1

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

Met

4 of 4

1 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)

Unmet

0 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Home Care Services)

Unmet

1 of 3

0 of 2

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

Met

4 of 4

1 of 1

Medication Reconciliation at Transfer or
Discharge
(Medicine Services)

Unmet

2 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
(Mental Health Services)

Unmet

1 of 4

0 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)

Unmet

0 of 4

0 of 1

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

Unmet

0 of 4

0 of 1

Medication Reconciliation at Transfer or
Discharge
(Surgical Care Services)

Unmet

4 of 4

0 of 1

Surgical Checklist
(Obstetrics Services)

Met

3 of 3

2 of 2

Surgical Checklist
(Operating Rooms)

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

Two Client Identifiers
(Critical Care)

Met

1 of 1

0 of 0

Two Client Identifiers
(Diagnostic Imaging Services)

Met

1 of 1

0 of 0

Two Client Identifiers
(Emergency Department)

Met

1 of 1

0 of 0

Two Client Identifiers
(Home Care 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

Patient Safety Goal Area: Communication
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)

Met

1 of 1

0 of 0

Two Client Identifiers
(Mental Health Services)

Met

1 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
(Point-of-Care Testing)

Unmet

0 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

Unmet

0 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

Patient Safety Goal Area: Medication Use
Concentrated Electrolytes
(Managing Medications)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Medication Use
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)

Unmet

0 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

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

Unmet

1 of 3

0 of 0

Met

2 of 2

2 of 2

Narcotics Safety
(Managing Medications)
Patient Safety Goal Area: Worklife/Workforce
Client Safety Plan
(Leadership)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Worklife/Workforce
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

Unmet

2 of 4

0 of 1

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

Unmet

0 of 1

1 of 1

Unmet

0 of 3

0 of 2

Falls Prevention Strategy
(Cancer Care and Oncology Services)

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Diagnostic Imaging Services)

Met

3 of 3

2 of 2

Unmet

3 of 3

0 of 2

Patient Safety Goal Area: Infection Control
Antimicrobial Stewardship
(Managing Medications)

Infection Rates
(Infection Prevention and Control)
Pneumococcal Vaccine
(Long-Term Care Services)
Sterilization Processes
(Infection Prevention and Control)
Patient Safety Goal Area: Falls Prevention
Falls Prevention Strategy
(Ambulatory Care Services)

Falls Prevention Strategy
(Home Care Services)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Met

3 of 3

2 of 2

Falls Prevention Strategy
(Medicine Services)

Unmet

0 of 3

1 of 2

Falls Prevention Strategy
(Mental Health Services)

Unmet

3 of 3

0 of 2

Falls Prevention Strategy
(Obstetrics Services)

Unmet

3 of 3

0 of 2

Falls Prevention Strategy
(Rehabilitation Services)

Unmet

3 of 3

0 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

Pressure Ulcer Prevention
(Critical Care)

Unmet

3 of 3

1 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)

Unmet

1 of 3

1 of 2

Met

5 of 5

0 of 0

Patient Safety Goal Area: Falls Prevention
Falls Prevention Strategy
(Long-Term Care Services)

Patient Safety Goal Area: Risk Assessment

Suicide Prevention
(Mental Health Services)
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Required Organizational Practice

Overall rating

Test for Compliance Rating
Major Met

Minor Met

Patient Safety Goal Area: Risk Assessment
Venous Thromboembolism Prophylaxis
(Cancer Care and Oncology Services)

Unmet

2 of 2

1 of 2

Venous Thromboembolism Prophylaxis
(Critical Care)

Unmet

3 of 3

1 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

Unmet

3 of 3

1 of 2

Venous Thromboembolism Prophylaxis
(Surgical Care Services)

Met

3 of 3

2 of 2
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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, Health PEI, is commended on preparing for and participating in the Qmentum program. Health
PEI is working within a model of oversight, with a board and senior leadership team and overarching policy
direction and support from the ministry. The board has a clear understanding of its roles and responsibilities and
has moved quickly to formalize processes including committee structures. A clear mission, vision and values
provides an overarching direction for the organization.
The organization has a clear vision of: "One Island Community, One Island Future, One Island Health System",
framing the future of Health PEI, as well as the scope of the services provided. To identify priority needs for
program delivery, community needs assessments were completed using public focus groups and staff input. Also
referenced were previous surveys such as the Primary Care survey recently completed. Public sessions with the
ministry, executive team and board were provided across the island for communities to share their needs and to
be recognized. Encouragement is offered for this public consultation and information to become a regular
process. Such a process will ensure communities are kept abreast of potential changes and ongoing operations of
Health PEI.
Health PEI is still in the process of stabilizing the merged organization and creating a common culture. The
leadership and board have a strong vision for the organization. Staff members in many areas still express feeling
disconnected and do not see that the organization is living its mission. Strong encouragement is given to begin to
move the foundational framework of the organization down into the organization. This will allow the
organization's values, expectations and culture to begin to blend into One Island Health as a single entity.
Communication from the board and executive leadership team requires enhancement to ensure all levels of the
organization understand the philosophy and operations of the newly formed Health PEI organization. This
increased communication, supplemented with additional change management education and support is critical
as the organization builds one culture across the organization, with a common vision and philosophy of care.
Refinement and reinforcement of clear lines of accountability, enhanced program collaboration, standardization
in policies and care protocols, and functional and operational lines of responsibility will further assist the
organization's functioning as one entity and moving strategic priorities ahead.
The organization is commended on having introduced the program budgeting marginal analysis (PBMA) budgeting
process for the organization. This allows the organization to make evidence-based decisions on resource
allocation. Risk assessment and impact analysis are considered for every initiative allowing for a fully informed
approach to managing resources. The process of staff education for this budgeting process needs to be offered
across the organization. All front-line staff members need to be aware of the process so they can provide input
to the budgeting process, as well as gain a clearer understanding of prioritizing programs and resource allocation
decisions.
The surveyor team met with a group of community partners. Partners expressed satisfaction with relationships
with Health PEI both at the leadership and community level. Although they feel things are starting to move in
the right direction but find themselves in a system that is still fragmented. A more formal process of regular
meetings, with additional sectors represented would enhance this joint planning. Also, additional community
partner collaboration would support development of emergency preparedness planning from a provincial
perspective and support many community-wide high-risk priority needs. Health PEI could become the leader for
various multi-sector initiatives, ultimately affecting the health and well-being of communities.

saw multiple examples of great interdisciplinary team work and patient-focused care across the organization.
Greater clarity in relation to strategies and direction will support staff members in understanding their roles.
Greater clarity will
also avoid confusion across the organization as Health PEI movesExecutive
to the One Summary
Island Health 1
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care system.
The organization has completed the Worklife Pulse Tool as part of this accreditation cycle. The results have
been shared with the board and the executive leadership team (ELT) in order to begin to formulate action plans
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Facility-site staff members are commended for the quality of care provided at the front lines. The surveyor team
saw multiple examples of great interdisciplinary team work and patient-focused care across the organization.
Greater clarity in relation to strategies and direction will support staff members in understanding their roles.
Greater clarity will also avoid confusion across the organization as Health PEI moves to the One Island Health
care system.
The organization has completed the Worklife Pulse Tool as part of this accreditation cycle. The results have
been shared with the board and the executive leadership team (ELT) in order to begin to formulate action plans
to address gaps. Dissemination of the results of the tool and proposed action plans to address them needs to
occur across the organization. Opportunity for feedback and input from staff members will build momentum and
provide employees with the reassurance of organizational and leadership commitment.
The organization has worked hard to develop frameworks for a variety of priorities. This includes having quality
and risk management teams across the continuum. Many of the frameworks and plans are still in draft.
Encouragement is given to the organization to finalize and roll these out across the sites, understanding that
improvements are done along the way. Encouragement is also offered to further enhance this work with
measurable indicators, focusing on outcomes. Developing clear time lines, expectations and responsibility and
their utilization will allow these plans to guide day-to-day work. Monitoring and measuring outcomes will allow
for opportunities of improvement to be highlighted and implemented for improved quality care across the
system.
As the organization continues to work towards a single health system, communication is paramount. The
organization is encouraged to develop a communication strategy that is more strategically focused, and ensure
that staff members and communities are well informed. There are many examples of excellent work and
program development underway. All this work needs to be communicated clearly and disseminated. Many of the
excellent quality initiatives and programs need to be highlighted and shared widely.
In general, clients across the system expressed satisfaction with their care. Clients felt the organization is still
trying to firm-up processes to move to one single entity. In turn, clients often feel transitions are disjointed,
with little information shared between providers. Additional focus on information sharing between providers and
facilities will enhance patient safety and patient confidence in the system. Many programs have conducted
individual client satisfaction surveys and are acting on the results. An organization-wide process to solicit client
feedback will greatly assist the organization in understanding client satisfaction. This would also identify
high-priority areas needing attention. Wait-lists and access were highlighted as areas needing attention. Some
areas are already prioritizing their work.
The organization is commended for undertaking the monumental task of moving to an electronic medical record
across the island. Early implementation has taken place at the acute care sites, with phased plans for roll-out
across the sectors. Staff training is being done to ensure employees are confident and comfortable with the
tools, and this needs to continue for all phases along the way. The organization is encouraged to focus on
accurate and timely information-sharing between sites. At the time of the on-site survey, both paper-based and
electronic charts were in use. Strategies to ensure accurate and timely information sharing and transfer of
patient information is critical as this work continues.
The organization is on its way to becoming a One Island Health system. The strong board and leadership have set
the overarching direction and values. The front-line staff members across the organization are committed to
providing quality care. Additional communication, sharing and measurement will help embed quality into the
day-to-day work, improving care to all communities on the island.
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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

Information Transfer
The organization transfers information effectively among
service providers at transition points.

· Home Care Services 11.3

Medication Reconciliation At Admission
The team reconciles the client's medications with the
involvement of the client, family or caregiver at the
beginning of service when medication therapy is a
significant component of care. Reconciliation should be
repeated periodically as appropriate for the client or
population receiving services.

·
·
·
·

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).

· Obstetrics Services 12.3
· Home Care Services 11.2
· Medicine Services 11.3
· Rehabilitation Services 11.3
· Substance Abuse and Problem Gambling
Services 11.3
· Mental Health Services 11.3
· Surgical Care Services 11.4
· Emergency Department 11.5
· Ambulatory Care Services 12.2
· Critical Care 12.5

Two Client Identifiers
Health care professionals delivering POCT use at least two
client identifiers before completing the test.

· Point-of-Care Testing 8.2

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

· Managing Medications 10.2
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Surgical Care Services 7.13
Cancer Care and Oncology Services 7.5
Emergency Department 8.3
Ambulatory Care Services 8.3
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Standards Set

Unmet Required Organizational Practice
Patient Safety Goal Area: Medication Use

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

· Managing Medications 7.2

Infusion Pumps Training
Staff and service providers receive ongoing, effective
training for service providers on all infusion pumps.

· Home Care Services 4.6

Narcotics Safety
The organization evaluates and limits the availability of
narcotic (opioid) products and removes high-dose, highpotency formats from patient care areas.

· Managing Medications 3.6

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.

· Infection Prevention and Control 1.2

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

· Infection Prevention and Control 12.22

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
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Standards Set

Unmet Required Organizational Practice
Patient Safety Goal Area: Falls Prevention

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

·
·
·
·
·
·

Obstetrics Services 18.2
Medicine Services 15.2
Rehabilitation Services 15.2
Mental Health Services 15.3
Ambulatory Care Services 17.2
Home Care Services 8.8

Patient Safety Goal Area: Risk Assessment

Pressure Ulcer Prevention
The team assesses each client's risk for developing a
pressure ulcer and implements interventions to prevent
pressure ulcer development.

· Critical Care 10.6
· Surgical Care Services 7.9

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.

· Cancer Care and Oncology Services 7.3
· Medicine Services 7.4
· Critical Care 7.5
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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
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
1.3

The organization's leaders develop and implement policies addressing the
rights and responsibilities of clients.

4.9

The organization's leaders communicate the strategic goals and objectives
to leaders throughout the organization, staff, and service providers and
verify that goals at the team, unit, or program level align with the strategic
plan.

4.10

The organization's leaders report on the organization's progress toward
achieving the strategic goals and objectives to internal and external
stakeholders and the governing body where applicable.

4.11

The organization's policies and procedures for all key functions, operations,
and systems in the organization are documented, authorized, implemented,
and up to date.

6.5

The organization's leaders develop and implement a process to manage
change.

Surveyor comments on the priority process(es)
This organization is working within a model of service delivery, with a board and senior leadership and
overarching policy direction and support from the ministry. Community needs assessments are gathered and
additional surveys utilized. Note is made of the recently completed Primary Care survey to identify priority
needs. Focus groups across the island occurred to ensure communities felt their needs were recognized.
Organizational priorities were then set from this work.
The organization has a clear vision of: "One Island Community, One Island Future, One Island Health System",
which is how it frames the future of Health PEI, as well as the scope of the services provided. The values
were developed jointly with the senior team and focus group input and guides the work of the organization.
Additional change management staff education and support are needed while the organization builds one
culture across the organization, with a common vision and philosophy of care.
The organization is encouraged to share the strategic plan and accompanying business plans widely, both
internally and externally for everyone to see how they fit in the plan. The strategic plan is based on four
goals including quality, equity, efficiency and 'sustainability'. Objectives and corresponding measures have
Detailed
On-siteand
Survey
Results
Accreditation
Report
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monitored
on a 2
regular basis. The indicators at the strategic level are well done and identify specific measurable indicators,
with baseline and benchmark information and tracking. Encouragement is offered to continue the
organization-wide spread of this indicator development, complete with measurable indicators and outcomes.
Every area and program should build their respective work plans in alignment with strategic goals and
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The organization is encouraged to share the strategic plan and accompanying business plans widely, both
internally and externally for everyone to see how they fit in the plan. The strategic plan is based on four
goals including quality, equity, efficiency and 'sustainability'. Objectives and corresponding measures have
been identified from which a series of key performance indicators (KPIs) are tracked and monitored on a
regular basis. The indicators at the strategic level are well done and identify specific measurable indicators,
with baseline and benchmark information and tracking. Encouragement is offered to continue the
organization-wide spread of this indicator development, complete with measurable indicators and outcomes.
Every area and program should build their respective work plans in alignment with strategic goals and
directions as well as ensure that outcomes are monitored and communicated.
Policies and procedures are available in most facilities in either paper or electronic format. Staff members at
some sites were unaware of where these were located, or how to access. The surveyor team noted there
were variations of policies across sites with many having outdated copies only. The organization is
encouraged to update all policies and develop a process for their regular review and refresh as needed. These
policies can then be disseminated across the organization, with steps taken to ensure all staff members are
using the same policies.
There has been some early draft work done on developing the clients' rights and responsibilities statement.
The organization is encouraged to continue this work, including input from staff and clients to ensure it
captures both organizational values and client needs. The ethics committee that is in place may be able to
assist with this important work.
The organization is still in the progress of stabilizing the merged organization. The leadership and board have
a strong vision for the organization. Staff members however in many areas still express feeling disconnected.
Strong encouragement is given to begin to move the foundational framework of the organization down into
the organization so that values, expectations and culture can begin to blend into realizing one island health
as a single entity.
Community partners feel well-connected informally to the organization. Community sessions are presented by
the board and executive leadership team (ELT) and on occasion, the minister. These sessions provide
communities with information regarding programming and upcoming changes. The efforts of Health PEI to do
this are well-received. An affiliation of non-profit groups namely, Health Partners, feel well-connected with
the facilities and programs in their respective areas. Examples of joint programs were provided such as Heart
and Stroke activities and Emergency Medical Services (EMS) planning.
The organization is encouraged to reach out farther into the community and engage additional stakeholders
such as education , police and municipalities to plan across services and programs A more formal structure of
pulling together external partners would benefit the organization and the communities it serves.
The Office of Public Safety is working with individual communities to support its 'All Hazards' planning. Health
PEI is encouraged to continue the work as an organization to develop a comprehensive organization-wide 'All
hazards' plan. There is an organized approach to quality and risk management, with long-term goals that
include a comprehensive risk assessment for the organization as well as individual client and program risk
assessment tools. The analysis of high-risk situations is regularly reported to the board and planning occurs to
mitigate them.
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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
10.3

The governing body works with the CEO to establish, implement, and
evaluate a communication plan for the organization.

10.4

The communication plan includes strategies to communicate key messages
to staff, stakeholders, and the community.

13.6

The governing body regularly evaluates the performance of the board chair
based on established criteria.

Surveyor comments on the priority process(es)
The board is a well-balanced and experienced board that is relatively new. The board has assumed
responsibility from the ministry during the past three years, and made good progress in its development and
structure. There are eleven board members that are appointed with cross-competencies to ensure that key
areas of expertise are at the table and that geographic and gender distribution is present. There is a formal
process to select and appoint board members, which is done between the organization and the ministry.
There are formal committee structures within the board that focus on quality and safety, public engagement
and compliance and monitoring. These board committees bring regular updates and seek input from the
larger board. These committees have terms of reference to support their functioning along with a yearly
schedule of priorities.
There is an orientation for new board members. The process includes written materials as well as
presentations by various staff groups to ensure the board members have a good understanding of the
organization. Ongoing education and board development plans and activities ensure the board keeps current
with new and emerging issues as well as leadership development opportunities.
A regular support person from Health PEI is available to the board.
The board has accepted and utilizes the ethics framework when making decisions. Education was provided to
the board on ethics which was well-received.
The organization is encouraged to develop strategic communication plan ensuring staff throughout are able to
provide input and regularly receive information. The organization has recently begun to utilize a program
budgeting marginal analysis (PBMA) budgeting process. The PBMA process identifies resources for various
programs and initiatives in a formal way. This information is shared via the leadership team to the board and
allows the board to use evidence-based information regarding resource allocation. This process also includes
a risk analysis of every initiative. Additional summary reports are provided to the board regarding indicators
around goals and key objectives. This information supports the decision-making process at the board level
and is subsequently communicated to the mInistry for final approval on program adjustments.

additional preparatory information well ahead of the meeting date. This need has been adjusted to ensure
the board is well-prepared for board discussions. The board has also completed the governance tool from
Accreditation Canada and is including their learning for future planning and work. The board is encouraged to
formalize a self-assessment
tool and a process for peer review and Detailed
feedback to
monitorSurvey
performance.
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chair appointment process. This should now be formalized into a process and policy document for increased
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The board has conducted some self-assessment on the meeting process and identified the need to receive
additional preparatory information well ahead of the meeting date. This need has been adjusted to ensure
the board is well-prepared for board discussions. The board has also completed the governance tool from
Accreditation Canada and is including their learning for future planning and work. The board is encouraged to
formalize a self-assessment tool and a process for peer review and feedback to monitor performance. This
can be used for identifying additional learning opportunities.
There is a written process that has been communicated between members and the ministry regarding the
chair appointment process. This should now be formalized into a process and policy document for increased
clarity. The board and executive leadership team work collaboratively together to understand program needs
and to ensure that strategic direction aligns with needs. Development of the strategic plan and goals was
done collectively with this group, with ministry support and guidance and some community input. Additional
community engagement prior to decisions being made would ensure the organization recognizes the
community perspective in their planning. This is turn would enhance community sense of input and
understanding as new initiatives are rolled out.
The chief executive officer (CEO) in addition to the senior team, provide the board with regular updates and
presentations. This assures that the board is kept abreast of operations. There is a well-developed set of
indicators regarding strategic plan and business plan implementation. These indicators have baseline data
and improvements are monitored against the benchmarks. This allows the board and executive leadership
team (ELT) to be well-positioned to understand alignment with strategic goals. The organization is
commended on developing and utilizing these detailed indicators. The organization is encouraged to further
develop measurable indicators across the organization to allow for monitoring of improvements against
defined and specific indicators. Further staff education is key.
The board members conduct regular 'board walk-abouts' in the organization. This helps to ensure that quality
conversation can occur with front-line staff. Plus, it builds relationships between the board and staff
members, and allows front-line employees the opportunity to have dialogue with the board. The intent here
is to ensure board policy is in alignment with and supports front-line work. The board is commended on
working to develop these relationships with programs and staff, as well as having a visibility in their
programs. The board is further encouraged to ensure a balance is identified, then communicated and
maintained between board governance level and involvement at the front lines. Additionally, this balance
needs to be maintained with management responsibilities for operations.
The organization has undergone some recent facility and organizational changes focused on the goals of
access, quality and efficiency. The board is encouraged to engage community members and stakeholders as
adjustments are made. This ongoing communication will ensure that communities feel they are a part of the
discussion and understanding of the changes and will also ensure the organization receives ongoing input and
feedback.
The board has open board meetings and the public is able to provide presentations to the board. The
organization's annual report provides public information about its operations and highlights the year's
activities and success. This is disseminated across the province. Board minutes are posted for staff.
The board has an informal evaluation process for both the chair and the CEO. Encouragement is given to
formalize this process for both positions to ensure that feedback and learning occurs. Tools form other
organizations are being explored in this regard.
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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
8.8

The organization's leaders regularly analyze the impact of resource
allocation decisions.

Surveyor comments on the priority process(es)
The organization has a formal process for budget preparation which is done in close consultation with the
minister. The chief executive officer (CEO) and chief financial officer (CFO) from the organization were
invited to the minister's retreat to better understand the budget process. The ministry provides an early
target for an overall budget for the organization to assist with planning, which includes all cost of living
allowances (COLA), any collective agreement increases and all programs. From this, the organization does its
projections based on current and upcoming priorities and begins to identify any gaps in funding that may
exist. The organization meets with the minister's office to begin the discussion of managing those gaps and
understanding impacts and organizational risk for potential mitigation strategies.
The guiding principles for budget development are set by the executive leadership team (ELT) and the board
and are aligned with the strategic priorities and focus on quality and safety. The organization is commended
for beginning to use the program budgeting marginal analysis (PBMA) process to more formally assess program
costs, risk and monitor impacts of each of the programs. The organization is encouraged to collect and
monitor utilization data and outcomes to ensure that the most appropriate resource allocation decisions are
made. This allows for an evidence-based process to ensure the organization and minister understand the risk
and more detailed analysis of program delivery and planned adjustments in service provision.
The managers have received additional training in managing and monitoring their respective budgets, as well
as becoming familiar with the PBMA process. While the initial PBMA cycle is a cost containment process, the
intent is to use this going forward to review and understand proposed program enhancements and reductions.
This work will review in terms of impact to the organization and overarching quality and safety. The
organization is encouraged to begin to share the training of PBMA across the organization. Staff members
need to be able to understand the overall process and provide input to potential programming adjustments.
Budget monitoring is provided to the ELT and the board regularly. Managers present quarterly forecasts,
expenditures and comparisons with program updates as well as identifying any hot spots from a budget
perspective. Any 'hot spots' are discussed at the ELT to try and manage them. The board subsequently
provides a monthly update to the Treasury Board. There is some preliminary work being done regarding
efficiencies and potential budget impact. The organization is encouraged to involve front-line staff members
and managers in discussions regarding efficiencies within their programs.
Budget information is shared with staff and public by way of the annual report. The organization's plan is to
begin to share additional information at the annual general meetings (AGMs), with more detail provided on
resource allocation. This will assist both staff and public in better understanding the organization's strategic
share information with staff and public for increased awareness and understanding of priorities and delivery
of services within the existing budget.
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There is a template to assist the organization in identifying the details regarding the capital and equipment
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Additional staff education regarding the process for equipment and capital requests would allow a smoother
more inclusive process to occur.
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priorities and how dollars are allocated. The organization is strongly encouraged to look for opportunities to
share information with staff and public for increased awareness and understanding of priorities and delivery
of services within the existing budget.
There is a five-year capital budget with allocation to facilities, and this is for both capital and equipment.
There is a template to assist the organization in identifying the details regarding the capital and equipment
requests. The template covers description, cost and impact and alignment with strategic initiatives.
Additional staff education regarding the process for equipment and capital requests would allow a smoother
more inclusive process to occur.
The requests are collated and reviewed by both the ELT and the compliance and monitoring committee of the
board. This is subsequently presented to cabinet with all other government requests. Once cabinet makes the
decision it is then communicated to the organization. The organization is encouraged to develop a more
detailed process around the capital requests, including a risk assessment, time lines of need for future
planning and a ranking assessment for priority or urgent capital items.
The audited statements meet legal requirements and are available both internally and externally. This will
provide additional education to staff and public about the organization. The organization is planning on
introducing an internal audit process as well to assist with financial planning.
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3.1.4 Priority Process: Human Capital
Developing the human resource capacity to deliver safe, high quality services
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
2.8

The organization's leaders develop a policy and procedure for staff and
service provider immunization that includes recommending specific
immunizations, as required.

2.9

The organization's leaders monitor staff and service providers' fatigue and
stress levels and work to reduce safety risks associated with fatigue and
stress.

2.11

The organization's leaders develop a confidential process for staff, service
providers, and volunteers to bring forward complaints, concerns, and
grievances.

10.2

The organization's leaders implement staff recruitment and retention
strategies for leaders, staff, service providers, and volunteers.

10.3

The organization's leaders use a staffing process that is evidence-based and
makes appropriate use of individual skills, education, and knowledge.

10.4

The organization's leaders establish a talent management plan that includes
strategies for developing leadership capacity and capabilities within the
organization.

10.6

The organization's leaders ensure that position profiles for each position are
developed and updated regularly.

10.10

The organization's leaders implement policies and procedures to monitor
staff performance that align with the organization's mission, vision, and
values.

10.11

The organization's policies and procedures to monitor performance include
how to deal with performance issues in an objective and fair way.

Surveyor comments on the priority process(es)
The human resources (HR) program is managed geographically by four managers, with both geographic and
defined program priorities. Every geographic division has developed its individual work plan for the area.
There has been a new director hired in the past eight months. A priority task for this group, under the
director leadership, is to collaboratively plan and implement a Health PEI work plan organization-wide for the
HR area, with drill down actions for each geographic quadrant. This will allow focus on consistent priorities
that align with the organization's strategic goals. Currently, there is little joint planning across the areas.

ensure alignment and collaboration between areas and across the continuum, with a focus on
standardization.
There are some
indicators monitored in HR such as sick time, retention
and vacancies.
This information
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to be tracked and trended to identify improvements. This information should then be shared with the
organization and staff to gather input on proposed solutions in a transparent manner. Workload analysis
needs to be utilized to determine appropriate staffing levels and mix.
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Geographic managers are individually responsible for specific program areas in their area which could lead to
fragmentation and lack of consistency. The organization is encouraged to explore HR workload divisions and
ensure alignment and collaboration between areas and across the continuum, with a focus on
standardization.
There are some indicators monitored in HR such as sick time, retention and vacancies. This information needs
to be tracked and trended to identify improvements. This information should then be shared with the
organization and staff to gather input on proposed solutions in a transparent manner. Workload analysis
needs to be utilized to determine appropriate staffing levels and mix.
The organization has a good policy and process to address violence in the workplace. Processes for reporting
and templates to assist are in place. The organization has an upcoming session planned for education on
bullying in the workplace. Staff members feel supported on this issue, both by their professional associations
and by the organization.
The organization is encouraged to formalize a concerns process for both patients and staff. Clients were
unaware of a formal process or of a client survey to express concerns. They indicated concerns could be
addressed by their member of the legislated assembly (MLA). While there were some 'concerns forms' visible
on some units and in some facilities this was not consistent. The organization is encouraged to formalize the
process, provide education to the public regarding this and ensure that a feedback loop is in place. This may
allow the organization to more effectively respond to a concern without the political arena being used for
every concern. Concerns need to be tracked and trended and the information utilized to improve services.
Communication of the concerns and improvements need to be shared with staff members to enhance learning
around the issues.
The organization has taken an important first step in developing the draft clients' rights and responsibilities
document. Encouragement is given to complete this work and embed the philosophy across the organization.
The organization has completed the Worklife Pulse Tool as part of this accreditation cycle. The results have
been shared with the board and the ELT to begin to formulate action plans to address the results.
Dissemination of the results of the survey and proposed action plans to address these should occur across the
organization. Opportunity for feedback and input from staff members will build momentum and provide them
with the reassurance of organizational and leadership commitment.
The organization is strongly encouraged to develop a standardized and organization-wide plan for staff
immunizations. The two current staff immunization nurses could be utilized as a resource for this
development and implementation across the organization. Immunization should be tracked and monitored
with uptake encouraged to ensure staff health and client safety. The occupational health and safety
committees are present at all facilities and regular meetings occur. Workplace hazardous management
information system (WHMIS) training occurs at orientation and is available on site and online.
General organization orientation occurs as well as site or program specific orientation. An employees'
handbook with supporting information is provided to new staff. All staff members, including new physicians
should be encouraged to attend.
While the organization participates in the interviewing and hiring of staff, including physicians, this process is
primarily led and conducted by the Public Service Commission. The organization is encouraged to explore the
opportunity of a larger role in this activity to ensure that the most appropriate candidates are hired and fit in
alignment with the organization's staffing needs and HR plan.

provide coverage.
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The organization is encouraged to formalize a regular performance appraisal (PA) process across the
organization. While many smaller acute care sites and rural facilities did conduct more regular appraisals this
is not a consistent practise. Discussions with staff members at Queen Elizabeth Hospital indicated that most
had not received a performance appraisal and often for many years. This was confirmed by a review of
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Vacancy management is handled with a pool of part-time and temporary personnel, with staff members often
placed in other facilities to assist with vacancy management. It is important to ensure that employees that
move between facilities have adequate training and on-site orientation for any new facilities for which they
provide coverage.
The organization is encouraged to formalize a regular performance appraisal (PA) process across the
organization. While many smaller acute care sites and rural facilities did conduct more regular appraisals this
is not a consistent practise. Discussions with staff members at Queen Elizabeth Hospital indicated that most
had not received a performance appraisal and often for many years. This was confirmed by a review of
personnel files. The organization has begun to introduce the new performance management plan to which
staff members are receptive. The organization is encouraged to formalize a consistent process and carry out
regularly scheduled performance appraisals and utilize them as an opportunity to explore staff development
needs.
Position profiles exist on the personnel files but many are outdated. The organization is encouraged to
update position profiles to ensure that roles and expectations of staff members are confirmed. The updating
of profiles will also assist the organization in moving forward with a performance management process.
The process for managing licences for professionals requires review to ensure the organization is protected.
Licences were not found on personnel files. The process of requesting and receiving current and updated
licensing and registration needs to become a standardized process, and consistent for all professions' licensing
and registration requirements.
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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
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
3.3

The organization's leaders support leaders throughout the organization to
develop the knowledge and skills necessary to carry out ongoing quality
improvement.

3.6

The organization's leaders promote and support the spread and
sustainability of quality improvement results.

3.8

The organization's leaders promote and support the consistent use of
standardized processes, protocols, or best practice guidelines to reduce
variation in and between services, where appropriate.

12.4

The organization's leaders disseminate the risk management approach and
contingency plans throughout the organization.

16.8

The organization's leaders communicate the results of quality improvement
activities broadly, as appropriate.

Surveyor comments on the priority process(es)
Health PEI's mission, vision and values identify quality as a key component in the organization. The board has
a quality and risk committee in place as well and that committee receives risk and quality reports regularly.
The organization is commended for implementing quality teams that are led by directors, and focus on each
area of care provision. These teams have established broad goals for the areas and indicator development has
been done in many. The organization is encouraged to further explore measurable indicators to monitor
trends and success in each of the areas. Encouragement is offered to share these quality initiatives broadly
across the organization and post them visibly for staff and public alike to view. This will begin to set the
stage of embedding quality into every part of the organization as well as highlight its importance.
Furthermore, additional staff education is required to ensure that front-line staff members are able to
connect their day-to-day work with the quality and the vision of the board and ELT.
There are some excellent examples of quality initiatives being completed, with results being used to improve
services and supports, which are shared at the senior table and board. The results now need to be shared
across the organization for front-line staff members to understand the linkages between their work and these
successes. Sharing of some quality events is currently done with the public by way of the annual report and
periodic newsletters.
There is some good work being done in developing protocols and care pathways at some sites however, this is
neither standardized nor consistent across the organization. The concept of One Island Health needs to be
incorporated as the organization moves to develop and implement standardized care. This will reduce
variation between sites and increase client and patient comfort and confidence.
The concept of the quality boards is a good one and some units are currently using this approach. This is an
excellent tool to begin to share the good work and results achieved and spread the quality processes across
Detailed On-site Survey Results 3
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The organization has recently implemented two quality awards, one for group and one for individual. This is
an important step in beginning to embed the quality focus across the organization. There is a formal process
to nominate and select recipients for these awards which will be presented at the upcoming annual general
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The concept of the quality boards is a good one and some units are currently using this approach. This is an
excellent tool to begin to share the good work and results achieved and spread the quality processes across
the organization.
The organization has recently implemented two quality awards, one for group and one for individual. This is
an important step in beginning to embed the quality focus across the organization. There is a formal process
to nominate and select recipients for these awards which will be presented at the upcoming annual general
meeting (AGM). Another award namely, good catch awards are also in place and reward staff members for
recognizing a potential issues or concern. This in turn, further reinforces the quality and safety focus.
There is a well-done risk management process with appropriate policy in place. Risk assessments are
conducted, with a ranking score identified. Tracking and trending are done and quarterly reporting is
provided to the board and ELT. Risk areas are prioritized and action plans are developed to mitigate.
The organization is encouraged to ensure that policies are readily accessible at all sites and all staff are made
aware of them and how to access information, including contingency plans that have been developed.
There is a formal process for managing contract services and it includes quality measures.
Programs have client safety plans incorporated as part of their planning. There is a falls program being
introduced in some facilities and programs. The organization is encouraged to implement this across all sites
as well as ensure that adequate staff training occurs.
The organization has developed and implemented a formal incident reporting system. Incidents are
documented and trended and a summary report is shared with ELT and the Board on a regular basis.
Follow-up occurs and improvements are made as identified. The organization is encouraged to close the
feedback loop for the staff member(s) that have brought the issue forward. This will ensure that learning
occurs at the front-line level and reinforces the focus on quality and safety.
The organization is supportive of a just culture. The organization is encouraged to use the results of the
Worklife Pulse Tool and develop a communication and education approach to ensuring that a just culture is
understood and embedded across the organization. There is a disclosure policy and process in place as well as
evidence that the disclosure process has been utilized in a number of 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.
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
1.8

The organization's leaders have a process for gathering and reviewing
information about trends in ethics issues, challenges, and situations.

1.9

The organization's leaders use information about trends in ethics issues,
challenges, and situations to improve the quality of services.

Surveyor comments on the priority process(es)
The organization has a well-developed ethics framework that encompasses both clinical and research ethics
components. There is a committee structure for each of the areas and it includes clinical, spiritual and
academic and risk membership as required. The ethics committee is commended for including public
membership to ensure that the client voice is represented.
The committee is available for staff members to discuss clinical ethics queries. This can occur in either
one-on-one discussion or the larger committee can pull together if needed. The organization is encouraged to
ensure staff members across the organization are aware of the committee structure and who to contact when
needed. While many staff members in the organization are broadly aware of the ethics committee and its
support, there does not appear to be a good understanding of who to contact or how the committee could be
utilized.
There has been a speakers' series and some requested ethics educational sessions provided. Additional and
ongoing ethics educational workshops should be offered to all facilities and sites to ensure that staff
members have increased understanding and comfort with the process.
The ethics committee should be considered a resource for the organization to assist in discussions regarding
critical incident debriefing or root cause analysis (RCA) discussions. This provides an additional layer of
support and guidance. There is a template to facilitate discussion and provide submission to the committee
for review however, many discussions are in the form of hallway or telephone conversations as opposed to
formal written documentation. Additional education and building awareness for staff members would ensure
they can be connected to appropriate ethical support in their care provision and decision making. It is noted
that speaking cue cards have been developed, which are an excellent tool to assist managers and staff
members in their ethical discussions and decision making.
The board uses an ethical decision-making approach when decisions are made and has participated in and
requested additional ethics education. The ethics committee is encouraged to begin to track ethics
conversations and requests for support to better understand trends that may be occurring. Trends can then
be shared with senior leadership and board to identify areas to improve in terms of policy development.
There is also a formal research ethics committee, with links to the University of PEI. There is clinical, legal
and academic membership in addition to community representation. There is a formal process for submission
required for approval is correctly completed. Either the full research ethics board or a sub-group reviews
proposals and determines approval, depending on the level of risk or clinical trial. Clients receive good
communication and information is shared extensively on any potential client involvement regarding research
Detailed On-site Survey Results 3
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and awareness. The organization is encouraged to expand the educational offerings and ensure that all areas
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of research projects. Support from the research coordinator is provided to ensure that documentation
required for approval is correctly completed. Either the full research ethics board or a sub-group reviews
proposals and determines approval, depending on the level of risk or clinical trial. Clients receive good
communication and information is shared extensively on any potential client involvement regarding research
trials.
The ethics committee has provided some staff education and speakers on ethics to promote understanding
and awareness. The organization is encouraged to expand the educational offerings and ensure that all areas
and programs become familiar with the framework and process.
The ethics committee could provide additional support to the organization during completion of the clients'
rights and responsibilities document.
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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
7.4

The organization's leaders work with the governing body to develop and
implement a communication plan to disseminate information to and receive
information from internal and external stakeholders.

11.4

The organization's leaders manage access to and support and facilitate the
flow of clinical and administrative information throughout the organization,
to the governing body, across sites or regional boundaries, and to external
partners and the community.

Surveyor comments on the priority process(es)
The board and senior team meet regularly with their communities in conjunction with the ministry to provide
open public forums for relaying information when significant changes are being proposed for the organization.
The board and executive leadership team (ELT) work closely together to make sure that the focus of priority
is consistent and captures the communities' priority needs. The organization is encouraged to continue to
meet in a variety of public forums and seek additional opportunities to invite and gather feedback from
stakeholders.
The organization is encouraged to develop a formal communication plan that focuses on exchange of
information across the organization. Information across all levels and between all sites will ensure that all
staff members begin to better understand the direction and priorities of the organization and successes
within it. This improved communication will begin to solidify the concept of One Island Health, as staff better
understand the complete picture.
The organization's communication plan is closely linked to the ministry plan and communication is often
developed and delivered jointly. Communication officers in the organization work closely with ministry
communication staff. Messaging and delivery are discussed and agreement on the plan to communicate
occurs.
The organization is currently implementing an electronic medical system, in phases. Some areas are in the
process of rolling out computerized physician order entry (CPOE) in this phase. This undertaking is
commendable and will lead to improved and timely communication across the organization. The organization
is encouraged to put in place processes for communication during the transition to ensure communication
between paper-based sites and the new electronic processes are able to exchange information in a timely
way. The step of 'read only' for some programs is a first step to sharing the communication. The organization
is encouraged to be aware of staff and system fatigue and put tools and resources in place to monitor and
support staff.
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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
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
9.1

The organization's leaders verify that the physical space meets applicable
laws, regulations, and codes.

Surveyor comments on the priority process(es)
Overall, all facilities are well-maintained and clean. Fire safety training, fire extinguishers and alarm systems
are in place. Preventive maintenance programs are well-established and back-up systems are in place and
generators are checked regularly. A three-year capital project and equipment has been completed. Services
for long-term care residents have been enhanced with the opening of four new, well-designed facilities.
Queen Elizabeth Hospital (QEH) site:
The QEH in Charlottetown has undergone significant renovations in the last few years, with enhancements to
the emergency department and a new ambulatory care facility. As the size of the facility grows,
consideration may need to be given to the human resources needed to maintain the physical plant.
Prince County Hospital site:
The Prince County Hospital is approximately ten years old and is in excellent condition. The hospital is bright,
clean, and pride of building shows in the staffing attitude and demeanour. A new cooling system was
recently installed in the server room to meet best practice standards. There is also a newly renovated and
state of the art water purification system that was completed one year ago for the dialysis unit.
Staff members identified an area of concern. There is no airborne isolation room available in the hospital.
The staff members do isolate patients with other isolation precautions and have private rooms available for
this purpose. They have purchased a portable HEPA filter for one room on one of the units that can be
converted to an airborne isolation room. This room is usually used for storage and when it is in use, it can be
a noisy room for the patient.
Summerside Public Health Office:
The facility is not accessible to all and has open stairwells that present risks for clients, families and staff.
The organization is encouraged to complete a hazard risk assessment of the site.
Western Hospital Alberton site:
There is a 27-bed acute care inpatient unit with a newly renovated nursing station which is spacious and
bright. There are four negative pressure rooms which have anterooms, with monitoring capability outside the
rooms to monitor the pressure. These rooms are available to share with the Prince County Hospital if required
by the system.
The emergency department is fragmented, with rooms and hallways and shared space with the ambulatory
care area. It has potential to become more efficient with a redesign and currently, it does not pose any
safety risks as each area is private.
Biomedical waste is picked up by an external contract provider that delivers the biohazard waste to be
destroyed.
The site is clean and well-maintained, although some areas would benefit from some refreshing.
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The Hillsborough Hospital has an aging infrastructure. The organization is encouraged to complete an
assessment of the Hillsborough site as the space may not meet current safety codes. Of significant concern is
the deadbolt locking mechanisms on rooms, locks on the unit entrances and the narrow hallways and door
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Biomedical waste is picked up by an external contract provider that delivers the biohazard waste to be
destroyed.
The site is clean and well-maintained, although some areas would benefit from some refreshing.
Hillsborough Hospital site:
The Hillsborough Hospital has an aging infrastructure. The organization is encouraged to complete an
assessment of the Hillsborough site as the space may not meet current safety codes. Of significant concern is
the deadbolt locking mechanisms on rooms, locks on the unit entrances and the narrow hallways and door
way, which may present a risk for patient movement and evacuation. A hazard/risk assessment should be
completed for this site
Home care staff members at Hillsborough Hospital also indicated that their physical space has limitations and
is in need of updating.
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3.1.9 Priority Process: Emergency Preparedness
Planning for and managing emergencies, disasters, or other aspects of public safety
Unmet Criteria

High Priority
Criteria

Standards Set: Leadership
14.2

The organization's leaders develop, implement, and evaluate an all-hazard
disaster and emergency response plan to address the risk of disasters and
emergencies.

14.3

The organization's leaders align the organization's all-hazard disaster and
emergency response plan with those of partner organizations and local,
regional, and provincial governments.

14.4

The organization's leaders provide access to education to support the
all-hazard disaster and emergency response plan.

14.5

The organization's leaders regularly test the organization's all-hazard
disaster and emergency response plans with drills and exercises to evaluate
the state of response preparedness.

14.7

The organization's leaders develop and implement an incident management
system to direct and coordinate actions and operations during and after
disasters and emergencies.

14.8

The organization's leaders develop and implement an emergency
communication plan.

14.9

The organization's leaders develop and implement a business continuity
plan to continue critical operations during and following a disaster or
emergency.

14.10

The business continuity plan addresses back-up systems for essential
utilities and systems during and following emergency situations.

Surveyor comments on the priority process(es)
The organization is moving to an incident command structure (ICS). Education for the team is well underway.
Emergency planning teams are in place at the site and provincial level to develop an All Hazards emergency
response plan. Specific action plans are developed or being developed to address all of the emergency codes.
The Hilllsborough Hospital site was identified as a beta site for the implementation of the ICS, and the site
has developed a draft All Hazards emergency response plan based on the ICS structure.
All sites have received fire safety training. Fire drills are being conducted on regular basis. Table top disaster
exercises have been held at the Queen Elizabeth Hospital (QEH) site. The team is partnering with external
organizations to conduct a mock exercise later this year. The Office of Public Safety also completed a hazard
risk assessment of the QEH in June 2013, and the team is using this information to create an action plan for
mitigation of the risks.
Site-specific fire safety and disaster plans are in place however, these plans require review and revision. The
organization needs to prioritize the development and implementation of an all-hazard disaster and
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Site-specific fire safety and disaster plans are in place however, these plans require review and revision. The
organization needs to prioritize the development and implementation of an all-hazard disaster and
emergency response plan. This should include business continuity and emergency communication plans. It is
recognized that significant work has been completed in this regard however, the leadership team needs to
prioritize this work has it appears to have stalled.
In addition, the provincial emergency planning team needs to provide support and direction for the ongoing
education and practice of all emergency codes.

Accreditation Report

Detailed On-site Survey Results

4

QMENTUM PROGRAM

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)
The main problems with patient flow have been identified and the organization is encouraged to continue to
work on them. These are: lack of family doctors; reducing preventable hospitalizations; discharge planning;
alternative level of care clients; psychiatry patients; physical environment; waiting times and systemic view.
Lack of family doctors: A referring system has been put in place, with one telephone number for patients to
call and ask to be placed on a registry. Patients are prioritized by their date of registry and not by the
severity of their medical problems. About half of the patients on the registry have a doctor assigned to them.
A new nurse practitioner has been seeing about twenty new patients from the list every week.
Reducing preventable hospitalizations for ambulatory care sensitive conditions: The rate of avoidable
hospitalisations is much higher in PEI than in the rest of Canada. Primary care has expended much effort in
managing chronic care patients with physicians, registered nurses, nurse educators and nurse practitioners
and teaching them also how to self-manage. Ambulatory care has been upgraded in the hospital setting.
Discharge planning: All physicians are asked to give an expected date of discharge at admission. White boards
by the bedside are used to improve communication with the clients and their families. A bed manager is
working weekdays, and weekends will be soon covered.
Alternate level of care (ALC) clients: A lot of patients are waiting to be transferred to long-term care. The
opening of some new long- term care beds in the near future will help alleviate the problem for the few next
months to come. It is suggested that the organization look at whether some of those patients could wait at
home with appropriate home care at a lower cost.
Psychiatry patients: There seems to be a long delay for psychiatry consultations in the emergency
departments.
Physical environment of the emergency departments: Some of the areas are spacious and some lack
functionality. The organization should look at the possibility of rearranging the spaces into functional pods.
Waiting times: Wait-times are monitored and show a decrease for surgeries and a computerized tomography
(CT) scan.
Systemic view: A provincial utilization management and patient flow is in place. This committee is
encouraged to continue to identify provincial long-term solutions.
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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: Diagnostic Imaging Services
8.1

The individual responsible for the overall coordination of reprocessing and
sterilization activities within the organization reviews and approves the
team's set up and policies and procedures for cleaning and reprocessing.

8.5

The team ensures the staff involved in cleaning and reprocessing diagnostic
devices and equipment are qualified and competent.

8.7

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

8.12

The individual responsible for the overall coordination of reprocessing and
sterilization activities within the organization oversees the team's
compliance with the organization's policies and procedures on cleaning and
reprocessing.

Standards Set: Infection Prevention and Control
12.6

For each disinfectant, the organization follows manufacturers'
recommendations for use, contact time, shelf life, storage, appropriate
dilution, and required PPE.

12.18

The organization has a quality control program for the cleaning, disinfection
and sterilization of reusable medical devices.

Standards Set: Operating Rooms
12.2

If disinfection is required, a trained and competent team member follows
the organization's detailed procedures for cleaning and disinfecting the
reusable device or equipment.

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices
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.
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2.4

Supervisors and staff members involved in reprocessing have completed a
recognized course in reprocessing and sterilization.

2.5

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

8.8

For each detergent, solution and disinfectant, the team follows
manufacturers' recommendations for use, contact time, shelf life, storage,
appropriate dilution, testing for appropriate concentration and
effectiveness, and required PPE.

Surveyor comments on the priority process(es)
Staff members report that biomedical services/clinical engineering is responsive to requests and needs. Staff
members that were interviewed demonstrated interest in their role and appeared to be motivated. Active
communication is evident when speaking with staff. Nursing staff members indicated they receive
appropriate communication/feedback regarding the status of equipment purchases and repairs.
The organization has a formal and open process for selecting and buying medical devices and equipment, and
for selecting suppliers. Procurement processes including many linkages are in place. Capital planning appears
to be well-developed. Staff members report that contract management processes are complex and many staff
reported this is not meeting their needs.
With new procedures, products and technologies, there appear to be mechanisms to allow for
multidisciplinary collaboration and appropriate input from various stakeholders.
The preventive maintenance (PM) program uses a risk-based approach for PM prioritization and
rationalization. Biomedical services is able to monitor performance. In general, preventive maintenance is
completed as planned on an annual basis. Likewise, equipment appears to be in good repair. There is a
mechanism to monitor the alerts and recalls and ensure appropriate follow-up.
Standard operating procedures (SOPs) are not standardized across sites and are in various formats, depending
on the site. There is shared content and collaboration for some policy development. Consideration for
increased collaboration and standardization with SOPs should result in more aligned care delivery and a
decrease in work effort across all sites.
The sterile processing department (SPD) has sound practices in place for reprocessing occurring in the SPD.
The SPD staff members are highly motivated and appear to understand the importance of their role and the
link to patient safety. Product recall processes are developed and understood by staff. Loaned equipment
appears to be handled appropriately
Staff members at the Queen Elizabeth Hospital (QEH) site reported the organization has not designated a
trained and competent individual with accountability for coordinating all reprocessing and sterilization
activities across the organization. This includes those performed outside the medical device reprocessing
department (SPD). In fact, several staff members at both hospital sites reported they are not sure who is
ultimately responsible for reprocessing. At QEH site and the Prince County Hospital site, reprocessing is
occurring outside the reprocessing department. Specifically it is occurring in oncology, the operating room,
medical imaging and in these cases, there does not appear to be clear accountability and/or established
procedures. Cleaning and reprocessing are not clearly defined and/or documented. Without appropriate
oversight and accountability, there is increased risk to the organization in this decentralized model. For
annual competency evaluations of staff members involved in reprocessing and sterilization was not found.
At the QEH site, staff members advised, and it was observed both in the medical device reprocessing unit and
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reprocessing that is occurring outside of the SPD, evidence that the organization conducts baseline and
annual competency evaluations of staff members involved in reprocessing and sterilization was not found.
At the QEH site, staff members advised, and it was observed both in the medical device reprocessing unit and
in areas outside this unit that staff members "eyeball" the dilution. For example, preparation of enzymatic
thus, processes are not in place to ensure team members follow manufacturers' recommendations for
detergent, solution and disinfectant for use, contact time, shelf life, storage, appropriate dilution, testing
for appropriate concentration and effectiveness and required personal protective equipment (PPE).
The SPD has a competency program in place. Knowledge sharing and best practice is evident. Staff members
are certified. There appears to be some confusion between the organization and the union regarding the
necessary qualifications and certification for the role. This outstanding issue needs a resolution to ensure
appropriate staff members are working in the SPD in future.
As part of the quality management system, an annual review of reprocessing and sterilization activities with
formal reports should be provided to the organization's senior management. Staff members report that they
test the eye wash stations. It is recommended that staff members document the testing of the eye stations.
Inventory control appears to be appropriate and demand-based throughput is in place. Decontamination,
assembly, packaging, sterilization and quality assurance processes are adequate.
Staff members report that ethylene oxide sterilization will be discontinued.
Flash sterilization occurs in the operating room. It is suggested that the process for formalizing and
developing SOPs for flash sterilization and scope reprocessing that occurs in the operating room be reviewed.
It must be assured that all staff members adhere to established practices, as variation was observed and
described during discussions with staff. Complete sets and implantable devices are not flashed
Overall, medical devices are well-maintained. Clinical engineering staff members were welcoming and
delightful to work with and provided for a wonderful experience. The SPD is an organizational strength. Staff
members take pride in their jobs and understand that they make a difference in ensuring quality and safety
in patient care delivery.
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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: Populations with Chronic Conditions
Unmet Criteria

High Priority
Criteria

Priority Process: Chronic Disease Management
6.7

The organization regularly reviews and improves its clinical information
system.

Surveyor comments on the priority process(es)
Priority Process: Chronic Disease Management
Strengths
The Chronic Disease and Prevention and Management Framework, titled Stemming the Tide, provides a
compelling platform to address the challenges facing PEI residents. The Chief Medical Health Officer's Report
and Health Trends provides information about the service needs of populations with chronic conditions and
used the information to classify populations according to the need for programs and services. While it is
acknowledged that progress has been made, the Framework recognizes continued efforts are required to
address the growing rates of chronic disease, enhance the quality of chronic disease care, improve patient
outcomes and reduce pressures on the health system as a whole. Goals of the Framework are to develop a
patient-centred, integrated and sustainable approach to the prevention and management of chronic disease,
create informed, engaged and activated patients and communities and prepared, proactive health teams and
community partners and reduce disparities to improve chronic disease prevention and management. This
evidence-based Framework is recognized as a key initiative by leaders of Heath PEI to address goals of quality
and efficiency (sustainability) and guide organization and delivery of services in the future. The recently
published paper on reducing preventable hospitalizations for ambulatory care sensitive conditions also
addresses the goals of efficiency and patient flow.
Much work has been done in the areas of hypertension, diabetes, COPD and stroke care since 2006. Efforts to
spread this work ,often initiated as pilot projects, is underway through five Primary Care Networks. The
Framework will enhance collaboration across the disease specific groups who are presently working
independently. Co-location at Four Neighbourhoods for the central program development staff is an asset.

experienced and well trained and network with national and international colleagues.
Staff and partners in the Networks work collaboratively to implement the Expanded Chronic Care Model of
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All programs and services are based on evidence-based guidelines. Provincial program development staff are
experienced and well trained and network with national and international colleagues.
Staff and partners in the Networks work collaboratively to implement the Expanded Chronic Care Model of
Care throughout primary care and community health settings. Primary care physicians are actively engaged
on the interdisciplinary teams. A Directory of Health and Community Service has been published to assist
health care providers to support Islanders living with chronic disease.
The Passport to Health has been instrumental in encouraging self-management and guiding personal skill
development to prevent and manage chronic illness. Clients involved in programs express satisfaction that
they have been in control of their goal setting and action plans. Individuals have been encouraged to adopt
healthier lifestyles through such programs as Go! PEI, smoking cessation, diabetes education, cancer
screening, and coping skills groups.
Areas for Improvement
Information system development need not be entirely dependent on implementation of an EMR. Continued
utilization of existing databases and surveillance systems is encouraged.
The Framework is newly published (June 2013). Broad distribution accompanied by discussion across all
programs is encouraged as all services are impacted by chronic disease.
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3.2.2 Standards Set: Senior Populations
Unmet Criteria

High Priority
Criteria

Priority Process: Population Health and Wellness
2.4

The organization provides seniors and their families with information and
support to aid in coordinated transitions between services.

4.8

The organization works with schools, youth groups, and seniors' groups to
develop programs for children and youths that foster positive attitudes
about aging.

6.3

The organization uses standardized care and service planning tools to
provide consistent care across the continuum of care and reflect the unique
needs and choices of individuals.

6.5

The organization has a falls prevention program for seniors and other at-risk
clients.

Surveyor comments on the priority process(es)
Priority Process: Population Health and Wellness
The organization has a newly established seniors care group with reps from various program areas which is
passionate and clearly focused on their client population. . Group membership includes LTC, Home care,
primary care, Adult Protection,Chronic disease ,in addition to others as well as additional external
supports .Although a new group ,this group is planning and working collaboratively , focused on care to
seniors .This group and the seniors population at large, would greatly benefit from additional regular
participation from the acute care. This will assist the organization in planning care for this population across
the continuum of services which has potential benefits across services.Based on current urgencies the
organization is struggling to undertake more proactive planning.
Increased collaboration involving all programs and services across the continuum would facilitate
this.Examples such as joint admission / discharge and transfer meetings would facilitate this .
Demographic information and trends about needs, services and gaps has been utilized to develop overarching
priorities for the seniors population.The group has come together and identified specific work plans with
goals objectives and measurable outcomes for their identified priorities based on the information .
Considerable development work has occurred including a comprehensive quality plan with joint strengths
and gaps identified and proposed solutions sought.
Careful monitoring and trending of the need and utilization across the system has allowed this team to match
programs closely with needs.Measurinng and monitoring are done to ensure improvements are
made .Encouragement is given to continue on this path and broaden the indicators to include processes in
and out of acute and higher needs facilities. Care coordinators could further assist with this process across
the continuum.
The principle of this group is integration .This is seem from communication across and between the programs
as well as to community partners and facilites.The organization is encouraged to continue to focus on
transfer of information between the paper based programs and the electronic system in the acute care. while
the implementation occurs. The concept of read only for non acute care providers is a good step and
informal .Formalizing these processes would ensure timely and accurate transfer of information follows the
client.
The organization
has just begun a falls program in some of the facilities
.The risk
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provides some improved transfer of information.The communication and transfer of information is often
informal .Formalizing these processes would ensure timely and accurate transfer of information follows the
client.
The organization has just begun a falls program in some of the facilities .The risk assessments and falls
prevention program implementation need to be done across the organization . STaff education on use of
these tools should be considered a high priority and will decrease number if incidents and potential
admissions.
The organization is commended on its development of ADult protection program and supports across the
organization. This inclusion of the positions into each Home care office ensures the issue and protection of
seniors is priorize.
The organization uses a standardized assessment tool which includes aspects of clients ADL and
independence. CLients are involved in discussions and planning regarding their care. Education and discussion
occurs with clients regarding care and impact of declining with patient choice remaining. The organization is
encouraged to formalize this process and have policy and documentation to accompany the discussion .
BOth respite and palliative care are provided and discussion and planning occurs with the client and family to
determine best location for this. Home supports are offered for those needing respite in the home setting.
There is a palliative pilot project underway ,providing palliative care in LTC. Bereavement support is offered
as a follow up to these programs.
DEmentia care in some facilities us provided under the Small Home Model-providing a more home like
environment with small patient numbers. Additional staff training for Behavioural response team ,Person
Centred Care and Gentle Personal Approach training allows staff to provide more specific care for these
populations.
Participation and presentation at conferences and working groups allows staff to understand best practise
and care guidelines and incorporate them into care.Sharing of information with other facilities and provinces
allows comparative information to be utilized in planning.
The are a variety of opportunities to share information with the community regarding seniors supports and
services. Public and community group sessions are provided , and multiple written material and brochures are
readily apparant.While these materials are targeted at the general population the organization is encouraged
to explore venues to reach other generations including youth. The soon to be opened 811 line will further
assist seniors in accessing care information,
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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:
Point-of-care Testing Services
Using non-laboratory tests delivered at the point of care to determine the presence of health problems
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
Diagnostic Services: Imaging
Ensuring the availability of diagnostic imaging services to assist medical professionals in diagnosing and
monitoring health conditions
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Diagnostic Services: Laboratory
Ensuring the availability of laboratory services to assist medical professionals in diagnosing and monitoring
health conditions
Blood Services
Handling blood and blood components safely, including donor selection, blood collection, and transfusions

3.3.1 Standards Set: Ambulatory Care Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
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.

Priority Process: Competency
3.5

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

3.7

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

Priority Process: Episode of Care
7.5

The team monitors and works to reduce the length of time clients wait for
services beyond the time the appointment was scheduled to begin.

8.3

The team reconciles the client's medications with the involvement of the
client, family or caregiver at the beginning of service when medication
therapy is a significant component of care. Reconciliation should be
repeated periodically as appropriate for the client or population receiving
services.
8.3.1

8.3.2

8.3.3

8.3.4

The team provides documented rationale for the selection of
target clients or populations to receive formal medication
reconciliation.
There is a demonstrated, formal process to reconcile client
medications at the beginning of service, and periodically as
appropriate for the client or population receiving services.
The team generates or updates a comprehensive list of
medications the client has been taking prior to the beginning
of services (Best Possible Medication History (BPMH)).
The team documents any changes to the medications list (i.e.
medications that have been discontinued, altered, or
prescribed).
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8.3.5

8.3.7

The team provides clients and their providers of care (e.g.
family physician) with a copy of the BPMH and clear
information about the changes.
The process is a shared responsibility involving the client and
one or more health care practitioner(s), such as nursing staff,
medical staff, pharmacists, and pharmacy technicians, as
appropriate.

9.6

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

12.2

The team reconciles the client's medications with the involvement of the
client, family, or caregiver at interfaces of care where the client is a risk of
medication discrepancies (transfer, discharge), when medication therapy is
a significant component of care. Reconciliation should be repeated
periodically as appropriate for the client or population receiving services.
12.2.1

12.2.2

12.2.3

12.2.4

12.2.5

The team provides documented rationale for the selection of
target clients or populations to receive formal medication
reconciliation, and the risk points during service delivery
where reconciliation will be conducted.
There is a demonstrated, formal process to reconcile client
medications at interfaces of care where the client is at risk of
medication discrepancies (transfer, discharge), and
periodically as appropriate for the client or population
receiving services.
The team documents any changes to the medications list (i.e.
medications that have been discontinued, altered, or
prescribed).
Upon transfer or discharge, the team provides clients and
their providers of care (e.g. family physician, next provider of
care) with a copy of the up-to-date medications list and clear
information about the changes.
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.

12.5

The team works with the client's other service providers to develop and
document a comprehensive and integrated follow-up plan.

12.6

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.

MINOR

MINOR

ROP

MAJOR

MAJOR

MAJOR

MAJOR

MINOR

Priority Process: Decision Support
The organization has met all criteria for this priority process.
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Priority Process: Impact on Outcomes
16.5

The team shares benchmark and best practice information with its partners
and other organizations.

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
18.1

The team identifies and monitors process and outcome measures for its
ambulatory care services.

18.3

The team compares its results with other similar interventions, programs,
or organizations.

18.5

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

MINOR
MINOR

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The ambulatory care services have both provincial and local teams that appear to be well integrated. Overall,
staff members are engaged and committed to continued improvement in patient care. This includes receiving
feedback from patients and the community both of which has been positive.
There is an increased focus on wait-times for services. Enhanced hours of service have been implemented.
Access to ambulatory care services at Queen Elizabeth Hospital (QEH) site in Charlottetown has significantly
improved and grown with the addition of the new centre. The new centre is patient and staff friendly and is
equipped to meet the growing increase in ambulatory services. The new space has also been planned with
future growth in mind. In particular, access to endoscope and hemodialysis services has increased
significantly
The team at QEH site needs to develop goals and objectives that are specific and measurable.
At Prince County Hospital (PCH) site both staff members and patients noted concerns with the ambulatory
care space. The organization is encouraged to review the ambulatory care space needs at PCH both in the
short-term and long term.
The team is encouraged to further collect and analyse data relative to waiting times to ensure that patients
are appropriately prioritized for service and to identify opportunities to decrease wait-times as needed.
priorities for action and make improvements.
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Priority Process: Competency
The team is encouraged to develop a formal process to regularly evaluate its functioning and identify
priorities for action and make improvements.
Priority Process: Episode of Care
Teams are professional and knowledgeable and have a strong focus on quality patient care. They have a good
understanding of the ethics process and supports are available. Feedback from patients was positive.
Teams at QEH site have completed significant work in preparation for implementing medication reconciliation
on admission and discharge. The team needs to prioritize this work and move forward with its
implementation. The teams need to complete the development and implementation of the required
organizational practice (ROP) for transfer of Information at transition points
The teams have had an increased focused on waiting times however, the team is encouraged to develop a
more formal process of analysing the data and identifying opportunities for improvements. The Lean projects
may be of assistance in this process.
The teams value interdisciplinary collaboration. The team in the oncology program at Prince County Hospital
(PCH) site has noted the need for a social worker on the team. The organization is encouraged to review this
need and determine if a social worker can be available to this patient population.
The process for intake of patients has not been standardized. The teams are encouraged to explore a
standardized process and tools/forms for intake of patients.
Priority Process: Decision Support
Staff members are cognizant of patient confidentiality and make great efforts to protect patient privacy in a
setting where this can be challenging.
The clinical record is a hybrid of manual and electronic documents. The organization is encouraged to move
forward with an integrated electronic record where possible, and has a transition plan to ensure the sharing
of information.
Priority Process: Impact on Outcomes
The team is encouraged to review utilization data and identify trends, establish benchmarks and to make
program changes as needed.
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3.3.2 Standards Set: Biomedical Laboratory Services
Unmet Criteria

High Priority
Criteria

Priority Process: Diagnostic Services: Laboratory
1.2

The laboratory has a written procedure for responding to verbal requests
for procedures.
ISO Reference: 15189-07, 5.4.13.

1.5

The laboratory follows a policy for identifying and handling urgent requests.
ISO Reference: 15189-07, 5.4.11.

2.3

The laboratory labels each sample with the relevant information.
ISO Reference: 15189-07, 5.4.3.

2.5

The laboratory has a policy that describes acceptance and rejection criteria
for a primary sample.
ISO Reference: 15189-07, 5.4.5, 5.4.8.

4.7

If tests are performed outside the laboratory, the appropriate individual
applies the same processes and procedures as used in the laboratory.

6.1

The organization has defined those situations in which testing and analysis
may occur outside the laboratory.

6.2

The laboratory has designated staff members to perform or monitor
point-of-care testing.

6.3

When monitoring point-of-care testing, the laboratory performs quality
control checks on each analysis.

7.12

The laboratory provides reports to the appropriate individuals within the
agreed upon turnaround time.
ISO Reference: 15189-07, 5.8.2, 5.8.11.

Surveyor comments on the priority process(es)
Priority Process: Diagnostic Services: Laboratory
The overall PEI Health laboratory structure is supporting laboratories in improving services. The
implementation of the provincial technical director position is supporting all laboratories and has improved
quality of service in small sites such as King County Memorial Hospital. The provincial discipline-specific
committees and implementation teams have provided all laboratories with an opportunity to communicate
with the other laboratories.
All sites would benefit from standardized policies and some standardized procedures. The implementation of
a document control system would improve access to the most current version of standard operating
procedures (SOPs). The laboratory has implemented a standardized template for SOPs and this template was
evident in many locations.

version would allow for improved access to the document. When revisions or updates are required, paper
copies are often difficult to control. The Laboratory Guide to Service would also be a benefit to health care
professionals working in hospitals to help them with proper specimen collection practices.
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The Laboratory Guide to Service is available to all sites and many clinics as a paper version. An electronic
version would allow for improved access to the document. When revisions or updates are required, paper
copies are often difficult to control. The Laboratory Guide to Service would also be a benefit to health care
professionals working in hospitals to help them with proper specimen collection practices.
Quality indicators were evident in many locations. Pathology at Queen Elizabeth Hospital has implemented a
quality check process where randomly identified specimens are sent for initial diagnosis by the pathologist
and then referred to another pathologist for general review. Follow-up is conducted on the results of the
quality checks with the pathologist.
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3.3.3 Standards Set: Blood Bank and Transfusion Services
Unmet Criteria

High Priority
Criteria

Priority Process: Blood Services
17.11

For each red cell component or whole blood unit selected, the team keeps
an aliquot of red cells and the recipient's pre-transfusion sample in
appropriate environmental conditions for at least seven days.
CSA Reference: Z902-10, 11.1.2.5.

18.2

The organization provides the recipient with information that includes a
description of the whole blood or blood component, the risks and benefits
associated with transfusion, and any alternatives including their risks and
benefits.
CSA Reference: Z902-10, 11.2.1, 11.2.2.

Surveyor comments on the priority process(es)
Priority Process: Blood Services
Laboratory staff members identified issues with missing patient arm bands. Unequivocal identification of
patients must be performed prior to blood collection, and arm bands must be in place.
In the blood bank laboratory, specimens collected at external sites for ambulatory care transfusion are
re-labelled with the laboratory information system (LIS) label. This re-labelling procedure is not documented
in a standard operating procedure (SOP). It is recommended that there be a more defined process including
second check.
The Queen Elizabeth and Prince County hospitals perform electronic cross-matching using their LIS system.
The storage of pre- admission samples are at risk of not meeting the seven day minimum for retention post
transfusion. Samples of 'aliquoted' plasma that are frozen after testing are retained for up to 21 days
however, the accompanying patient red cells specimen may be discarded prior to the transfusion.
The American Association of Blood Banks (AABB) states: "Specimen storage of recipient blood specimen for at
least seven days after every transfusion to allow for repeat or additional testing if investigation of transfusion
reaction." The organization does have a pamphlet of information for clients on the risks and benefits of
transfusion however, it was not demonstrated that the pamphlet is consistently given to clients.
It is recommended that Prince County Hospital implement a segregated area or box labelled as quarantine to
quarantine blood products.
The PEI Transfusion Medicine Laboratory Service has standardized its standard operating procedures (SOPs).
The leadership has implemented best practice and is a valuable resource for staff. The transfusion service
could conduct more audits to strengthen its quality management system. This may include transfusion audits
of the administration of blood products. It was identified that staff working in the small rural sites could
benefit from additional training on shipping and receiving of blood products. This increased training may open
opportunities to redirect unused products back to the original facility.

transport. Validation of the packing scheme used should provide an acceptable time for entry into inventory
at the receiving site.
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The SOP for receiving blood products does not state the acceptable length of time a shipment can be in
transport. Validation of the packing scheme used should provide an acceptable time for entry into inventory
at the receiving site.
The Provincial Blood Transfusion committee is a multidisciplinary committee and provides an excellent way
to promote best practice and implement new treatment plans.
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3.3.4 Standards Set: Cancer Care and Oncology Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.2

The team's goals and objectives for its cancer care and oncology services
are clearly written, measurable, and directly linked to the organization's
strategic direction.

Priority Process: Competency
4.2

The team orients new team members about their roles and responsibilities,
the team goals and objectives, and the organization as a whole.

4.3

The team orients new team members about the safe use of equipment,
devices, and supplies used in delivering cancer care and oncology services.

Priority Process: Episode of Care
6.2

From their first contact with the organization, clients and families are
informed of the team member who is responsible for coordinating their
service, and told how to reach that person.

7.3

The team identifies medical and surgical clients at risk of venous
thromboembolism (deep vein thrombosis and pulmonary embolism) and
provides appropriate thromboprophylaxis.
7.3.3

7.5

The team establishes measures for appropriate
thromboprophylaxis, audits implementation of appropriate
thromboprophylaxis, and uses this information to make
improvements to their services.

The team reconciles the client's medications upon admission to the
organization, with the involvement of the client, family or caregiver.
7.5.4

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

10.6

The team has a process to evaluate client requests to bring in or
self-administer their own medication.

10.9

The team monitors and reports its use of medications and other therapeutic
technologies through ongoing utilization reviews.

ROP

MINOR

ROP

MAJOR

Priority Process: Decision Support
14.1

The team has a process to select evidence-based guidelines for cancer care
and oncology services.

Priority Process: Impact on Outcomes
The organization has met all criteria for this priority process.
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Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The team works with community partners like the Cancer Society and a patient navigator to raise awareness
for its services.
Though some goals for certain groups such as palliative and radiology were described, the oncology team
would benefit from clearly written, measurable goals and objectives.
The lack of a full complement of oncologists presents a significant risk for the program.
Priority Process: Competency
The cancer care team lacks a formal orientation program for the new medical staff.
The team is congratulated on the completion of renovations to support safe delivery of oncology medications,
including a space that is equipped with a United States Pharmacopeia 'USP 797' compliant sterile room.
Priority Process: Episode of Care
Clients are not informed of the team member that is responsible for coordinating their service, nor told of
how to reach that person. Instead, clients are given a telephone number to the receptionist at the front desk
and this person then directs them to a nurse.
The team provides staff members with excellent printed information about their service and would benefit
from clarifying how to handle client requests to bring in, or self-administer their own medication.
Deep vein thrombosis (DVT) guidelines, including pre printed orders, have been implemented. However, there
is no evidence of audits and action plans for improvements.
Although the medication reconciliation process is in place, the process is compromised by inconsistent
involvement of physicians and lack of signatures on some of the best possible medication history (BPMH)
forms. The team is encouraged to monitor compliance of the medication reconciliation process.
Priority Process: Decision Support
Cancer protocols are adopted from the British Columbia Cancer Agency (BCCA's) website. These do not
undergo any formal approval process from the organization's interdisciplinary committee such as the regional
pharmacy and therapeutics or regional medical advisory prior to being implemented. The team is encouraged
to obtain organization approval for all pre-printed order sets and then include staff education prior to their
implementation.
Priority Process: Impact on Outcomes
Please refer to earlier comments made for the Cancer Care and Oncology Services.
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3.3.5 Standards Set: Community Health Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.1

The team works together to develop goals and objectives.

2.2

The team's goals and objectives for community health services are
measurable and specific.

Priority Process: Competency
3.7

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

5.5

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

Priority Process: Episode of Care
The organization has met all criteria for this priority process.
Priority Process: Decision Support
9.1

The team identifies its needs for new technology and information systems.

10.4

The team collects and uses other research and best practice information.

10.7

Staff and service providers communicate the evidence-based guidelines,
research, and best practice information to the community.

Priority Process: Impact on Outcomes
10.6

The team shares benchmark and best practice information with its
community partners and other organizations.

11.5

The team identifies and monitors process and outcome measures for its
community health services.

11.7

The team seeks feedback from community partners on the quality of its
community health services and referral practices.

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The community health quality team uses community health standards. The team is made up of
representatives from the nine community health centres in five primary care networks and three public
health programs across the province. The health centres bring together family physicians, nurse practitioners,
they collaborate to deliver first point of contact services to residents of geographic communities.
Services include a full range of primary care for acute and chronic illnesses, with an emphasis on diagnosis
and treatment,
health promotion by way of education, and illness prevention
and chronic
disease
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nurses and licensed practical nurses, other allied professionals, medical secretaries and educators. Together,
they collaborate to deliver first point of contact services to residents of geographic communities.
Services include a full range of primary care for acute and chronic illnesses, with an emphasis on diagnosis
and treatment, health promotion by way of education, and illness prevention and chronic disease
management. Health centres vary in size and caseload with the largest being Harbourside in Summerside with
7500 patients. Montague health centre has 5700 patients and Gulf shore health centre has 1200 patients. The
primary care centres are the delivery mechanism for chronic prevention and management across the
province.
Public health programs are situated across the province. Services include: immunization; prenatal and
postnatal follow-up; well baby clinics; preschool screening and therapy; school age immunization and
screening and adult immunization, and audiology. Providers include: public health nurses; dieticians; speech
language pathologists and occupational therapists. Dental services are also provided to children up to 17
years of age and without dental insurance.
A primary health care survey was conducted in the Fall 2011. Questionnaires were mailed to 63000
households for respondents 18 years or older. The response rate was 19 percent with 12000 Islanders
responding. Respondents identified gender, age, and whether they were urban or rural. Analysis continues
however, some results were released in March 2013. Islanders were asked for their opinions and experiences
with primary health care programs and services. Questions were asked about community health services,
preventive health, sharing of health information, management of chronic conditions and personal
information. Generally, results were positive. There were some suggestions for improvement in the areas of
access to family physicians, mental health and addictions and emergency services and communication across
programs.
Next steps at the provincial level include initiatives related to access such as: staff working to full scope;
responsive scheduling to create more options for same day service; increased utilization of the provincial
registry to support Islanders having a family physician. The Passport to Health was created to allow patients
to track and monitor their own health. Analysis continues in each of the community health centres and in the
public health area to explore opportunities for improvement in local areas and programs.
Information about the health of the population was published in June 2013 titled: "Stemming the Tide." This
publication reviews the health of islanders and introduces a framework and plan to prevent and manage
chronic illness.
Most programs and services support and value the student placements. Many students and volunteers were
present and fully engaged during the on-site survey.
Encouragement is offered the teams to review information about their communities and in alignment with
their provincial programs, develop measurable and specific goals and objectives. There are beginning efforts
in this direction however, more is needed.
Priority Process: Competency
Community Health services are traditionally interdisciplinary in nature. Both public health and primary care
programs are making significant efforts to identify an interdisciplinary team, clarify roles and responsibilities,
train to full scope and promote collaboration. Staff members spoke proudly of their teamwork in all programs
and services.
Most workspace is conducive to supporting an interdisciplinary team. Some staff members make teamwork a
priority despite the challenges of physical plants for example, Summerside Public Health.
Access is an organizational priority and staff members in health centres are making efforts to create more
flexibility to accommodate same-day appointments. Wait-lists are monitored in public health, particularly for
speech language pathology.
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Access is an organizational priority and staff members in health centres are making efforts to create more
flexibility to accommodate same-day appointments. Wait-lists are monitored in public health, particularly for
speech language pathology.
Teams are encouraged to provide orientation to community partners about their roles and responsibilities.
Community health staff members are encouraged to seek opportunities for further system integration in rural
settings where all services are co-located such as at the O'Leary Health Centre.
Development of a fair and objective process to recognize team members is encouraged.
Priority Process: Episode of Care
All community health programs are provincial in nature and staff members are working toward standardized
processes and procedures to improve teamwork and deliver consistent services.
There are written resources about community health services in English and French languages. Most programs
allow for self-referral as well as accept referrals from other providers or organizations. More analysis of
where referrals are generated is needed.
Wait-lists are monitored and if a wait-list becomes too long, boundaries are shifted to enable other workers
to assist from adjacent community health areas. This is a responsive action that promotes access.
Patients and clients commented positively about access to education and health advice. Community health
staff members also plan and deliver programs to meet stated unmet needs such as addressing obesity and
smoking cessation. Disease-specific chronic disease education is offered for diabetes, hypertension and
congestive obstructive pulmonary disease (COPD) in communities where incidence is high.
A recently published Directory of Health and Community Services is a resource aimed at health care providers
for them to be able to support islanders living with chronic illness. The new 811 service will also support a
referral network.
Client records reviewed in all locations visited during the on-site survey were accurate and securely stored.
The surveyor team found that not all patients and clients interviewed were aware of how or where to give a
compliment or make a complaint. Work has commenced to increase awareness in this regard.
Priority Process: Decision Support
Evidence-based guidelines are selected centrally for utilization in the entire province. In primary care,
guidelines are piloted in one health centre and then spread across the province. Staff members are
enthusiastic about contributing to the development of new initiatives by way of pilot testing and are proud to
spread their work province-wide.
Teams are encouraged to share best practices more widely in the community and generally, beyond the
clients and patients that participate in programs and services.

The attention to staff safety was often mentioned by staff members as a key strength of the organization.
Resources for safe lifts and transfers are valued. Staff members are aware of safeguards for working alone.
Incidents or events
are documented and followed up. Staff members
report satisfaction
with seeing
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Priority Process: Impact on Outcomes
The attention to staff safety was often mentioned by staff members as a key strength of the organization.
Resources for safe lifts and transfers are valued. Staff members are aware of safeguards for working alone.
Incidents or events are documented and followed up. Staff members report satisfaction with seeing
improvements.
While programs have not been evaluated, there is information being analyzed about client satisfaction. This
may lead to information about the appropriateness of existing services and the need for new ones. Most
programs and services do not collect process and outcome information. Preliminary work on reduced
emergency department (ED) visits by health centre patients is an excellent example of a promising outcome
measure.
Teams do share information across the province about results of their interventions and the immunization
rates are one example. There is much energy and enthusiasm in the public health and primary care programs
and staff members are proud to share results with one another and learn from each other. More sharing with
community partners and other organizations is encouraged.
There has been only preliminary analysis of the primary care survey. This should become an opportunity to
address key organizational objectives to improve access.
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3.3.6 Standards Set: Critical Care
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.5

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 its critical care services are measurable
and specific.

Priority Process: Competency
3.10

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

Priority Process: Episode of Care
6.2

The team uses standardized criteria to determine whether potential clients
require critical care services.

7.5

The team identifies medical and surgical clients at risk of venous
thromboembolism (deep vein thrombosis and pulmonary embolism) and
provides appropriate thromboprophylaxis.
7.5.3

10.6

The team establishes measures for appropriate
thromboprophylaxis, audits implementation of appropriate
thromboprophylaxis, and uses this information to make
improvements to their services.

The team assesses each client's risk for developing a pressure ulcer and
implements interventions to prevent pressure ulcer development.
10.6.5

The team has a system in place to measure the effectiveness
of pressure ulcer prevention strategies, and uses results to
make improvements.

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

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).
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12.5.2

12.5.3

12.5.4

12.5.5

12.7

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.

MAJOR

MAJOR

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
17.1

The team identifies and monitors process and outcome measures for its
critical care services.

17.2

The team monitors clients' perspectives on the quality of its critical care
services.

17.3

The team compares its results with other similar interventions, programs,
or organizations.

17.4

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

17.5

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

Priority Process: Organ and Tissue Donation
8.15

The organization has written protocols for donor management.

Surveyor comments on the priority process(es)
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Priority Process: Clinical Leadership
The Queen Elizabeth Hospital's intensive care unit (ICU) has a newly appointed clinical director that is
beginning to identify goals and objectives for the ICU. Both the Queen Elizabeth Hospital and Prince County
Hospital's ICUs have clear mandates for the Health PEI system and the larger system in the Maritimes. Neither
ICU manages neurologic intensive care. The main patient volume is cardiac and post-surgical patients. Within
this narrowed scope, both ICUs operate as 'open' units, with a variety of specialist physicians such as internal
medicine physicians, surgeons, anesthetists having admitting privileges and providing care for admitted
patients at any given time. While this permits reasonable coverage, it presents challenges with
standardization of care processes. At each of the sites, there appears to be a reasonably standardized
approach to treatment for common conditions. However, this is based on informal alignment between
physicians rather than a process for determining evidence-based guidelines for care.
Neither site has formal, written goals and objectives for its service. The goals for both clinical service
delivery and for quality improvement are implied and informal. The intensive care/critical care quality
improvement team does have improvement work plans for the coming year (2103-14). The indicators
however, do not have targets either absolute or fractile attached to them nor are there timelines for
completion.
Currently, neither the Queen Elizabeth Hospital (QH) or Prince County Hospital (PCH) critical care teams
routinely review their service delivery model in an objective manner. Such review is necessary in order to
determine that it fits most appropriately, efficiently and effectively within the overall mandate and service
delivery model of the hospitals. There is an acceptance expressed that care for post-surgical patients with
epidural anesthesia should be provided in the ICU without a process to determine if care for these patients
could be equally safely and effectively provided in a lower intensity environment such as the surgical ward.
The ICU/CCU quality improvement (QI) team does develop QI work plans. The overall teams however, in the
QEH and PCH ICUs do not have specific goals and objectives for the units' service delivery. The goals and
objectives are only for individual patients in the unit at a given time. The ICU/CCU quality team's goals are
based on a general improvement in process completion indicators such as the completion of Safer Healthcare
Now 'bundles' of clinical activities. These are appropriate process goals but are non-specific and do not have
targets attached.
The individual care delivered appears to be of high quality. However, the organization is encouraged to
develop a comprehensive set of critical care outcome indicators to complement the current focus on Safer
Healthcare Now clinical process indicators. These indicators are: acute myocardial infact (AMI), ventilator
associated pneumonia (VAP) bundle completion and medication reconciliation. There is need to link these
outcome indicators to objective clinical scoring tools such as Acute Physiology and Chronic Health Evaluation
11 (APACHE 11) for example to focus quality assurance and improvement activities on achieving the best
possible outcomes for patients in the context of the clinical profile of the patient population served.
Priority Process: Competency
There are clinical intensive care teams at Queen Elizabeth (QEH) and Prince County (PCH) sites. Both teams
provide consistent, high quality clinical care despite the potential for variation in care protocols between
physicians in the context of an 'open' intensive care unit (ICU). Only specialist physicians have admitting
privileges in the ICUs, although these physicians and surgeons come from a variety of specialties. Nursing
staff members have a defined specialty skill set and undergo formal orientation and mentorship prior to
taking on nursing duties in the ICU.

a dedicated clinical educator that provides support to the entire team and is instrumental in moving quality
improvement initiatives forward. The organization is encouraged to explore the key role that this clinical
education function plays in the complex interdisciplinary environment of the ICU, and to consider options for
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Both sites are well-supported by pharmacy and respiratory therapy. Only the QEH ICU however, has access to
a dedicated clinical educator that provides support to the entire team and is instrumental in moving quality
improvement initiatives forward. The organization is encouraged to explore the key role that this clinical
education function plays in the complex interdisciplinary environment of the ICU, and to consider options for
enhancing this function in the PCH ICU.
Neither ICU team has a formal process for evaluating their functioning on a routine basis. The intensive care
unit/critical care unit quality improvement team has taken on some of this role and developed process
improvement goals for both teams.
Priority Process: Episode of Care
Patients admitted to either of the two intensive care units are cared for by a highly competent clinical team
in a modern, well-equipped setting. These staff members, along with clinical staff members from other units
in both hospitals have developed a comprehensive process of medication reconciliation at admission. This
process involves several electronic 'forced functions' that ensure that this crucial safety step is consistently
and fully undertaken. The organization is commended for taking an early position on this clinical initiative
and for making it a priority in the development of the computerized physician order entry (CPOE) component
of the clinical information system.
The clinical teams function in a highly collaborative, respectful manner and provide comprehensive clinical
care.
It is not clear what criteria are used to determine the appropriateness of individual admissions to, nor of the
criteria for discharge from the intensive care units (ICU). Patient selection for ICU care is based on patterns
of local practice, such as the presence of an epidural for post-operative analgesia, rather than on objective
criteria. Individual admitting physicians can request ICU care for their patients based on their individual
preferences for location of care, independent of any formal screening or admission criteria.
The lack of objective criteria leads to questions about the appropriateness and use of the ICU. Specifically,
questions concern the length of stay for some patients and the use of the ICU as the location for providing
care to certain types of patients. Currently, the ICU is used for stable post-operative patients with epidural
analgesia and stable cardiac patients repatriated to the hospital following percutaneous cardiac
revascularization. The organization is encouraged to review the utilization data and trends to determine that
this resource is being optimally utilized.
Priority Process: Decision Support
The organization's investment in computerized physician order entry (CPOE) and the implementation of a
suite of clinical information system modules has embedded decision support into routine clinical care
planning. This is an effective tool for ensuring patient safety in the high-risk environment of intensive care
and for providing an environment for clinical quality improvement. The organization is encouraged to build on
this to develop audit and evaluation tools to ensure consistent adherence to clinical guidelines, with clear
documentation of exceptional variations.
Further, the organization is encouraged to align clinical care policies and processes between sites and to base
these policies and processes on clinical evidence and identified leading practices.
There is an opportunity for both sites to examine the common causes of intensive care (ICU) admissions and
to explore options for reducing ICU admissions. This can be address by active involvement of the ICU teams in
in the pre-ICU setting. Both sites are encouraged to examine their model of care and determine whether the
current 'open' model of ICU admissions by a broad range of specialist physicians is the most appropriate model
to employ on a long-term basis. As resources become constrained, it will be important to ensure that the ICU
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identification of patients with deteriorating medical status and interventions to prevent further deterioration
in the pre-ICU setting. Both sites are encouraged to examine their model of care and determine whether the
current 'open' model of ICU admissions by a broad range of specialist physicians is the most appropriate model
to employ on a long-term basis. As resources become constrained, it will be important to ensure that the ICU
beds are being optimally utilized. Likewise, it will become increasingly important to ensure that the clinical
care provided is consistent and is based on evidence-informed guidelines and clinical protocols.
Priority Process: Impact on Outcomes
The care provided in each of the two intensive care units (ICUs) to individual patients appears to be excellent
and patients appear to be highly appreciative of the care received. Staff members including medical staff are
dedicated, highly trained and competent and team oriented.
The organization is encouraged to support and enhance the capacity of staff members to provide consistently
excellent care by developing outcome measures for ICU care and using these indicators to identify
opportunities for quality improvement.
The current 'open' ICU model practiced in both sites presents challenges to standardization of care processes.
Individual physician preferences and choices of treatment protocols can lead to significant arbitrary variation
in the care provided. With arbitrary variation decisions, the variation is based not on evidence of improved
safety and clinical outcomes but on individual preference, training and experience. Such variations can
create confusion, increased workload and stress for other staff members as well as leading to potentially
sub-optimal outcomes for patients and increased resource utilization.
The organization is encouraged to review the existing model of ICU care and encourage standardization of ICU
care processes wherever possible.
Priority Process: Organ and Tissue Donation
The two intensive care units (ICUs) have a limited role in organ and tissue transplantation. Patients with
neurological (brain) death and considered to be candidates for organ donation must be transported to Halifax
for organ retrieval. More often than not, these same patients have been transferred to Halifax for a higher
level of care as the ICU services on the island do not include neurological intensive care.
The ICUs do participate in tissue retrieval for donation and under PEI provincial legislation, all patients are
considered to be potential tissue donors unless they meet specific exclusion criteria. Consequently, a number
of these standards do not apply. For the standards that do apply, the two ICUs screen all patients as potential
tissue donors and have processes appropriate to their mandate.
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3.3.7 Standards Set: Diagnostic Imaging Services
Unmet Criteria

High Priority
Criteria

Priority Process: Diagnostic Services: Imaging
2.4

The team identifies the resources needed to deliver efficient and timely
diagnostic imaging services.

12.3

The team informs the referring medical professionals immediately following
unusual, unexpected, or urgent findings.

Surveyor comments on the priority process(es)
Priority Process: Diagnostic Services: Imaging
The diagnostic imaging (DI) staff members are commended for their work and efforts in preparing for the
on-site survey. There is a breadth of imaging modalities provided including: nuclear medicine; computerized
tomography (CT), magnetic resonance imaging (MRI), mammography, ultrasound, bone mineral densitometry
and general radiography. There is strong technical knowledge and staff members are proud of the services
that are provided.
Staff members advise that there is no formal plan that identifies the resources needed to deliver efficient
and timely diagnostic services. There is no written plan identifying future priorities and/or goals for the
program. Contingency plans for major downtimes in CT and MRI should be considered, as downtime may place
the organization at risk for disruption of services.
There is a group of radiologists supporting D, and it is reported that there is good informal access with the
medical director. A formal medical liaison meeting/process to discuss such items as future planning, service
delivery and issues affecting the department and/or radiologists may prove helpful.
There appears to be a good understanding regarding the use of patient identifiers. Staff members are client
focused and these sentiments are echoed by the physicians, nursing and other stakeholders. There is a
general feeling of responsiveness and teamwork in DI. Hand-hygiene practices and equipment cleaning are
well-understood and practiced by staff. In general, staff members appear to be aware of policies and
procedures. A quality management/control program is developed. Repeat/reject analysis is completed.
Access to all diagnostic services is good. Wait-times are monitored and are low. In general, turnaround times
for reports are well within 48 hours and normally within 24 hours. The team informs the referring medical
professionals immediately following unusual, unexpected or urgent findings. Consideration of a standardized
list of instances when this notification should occur would prove beneficial. Patient booking and registration
is electronic. The department is fully digital with computed radiography (CR) digital radiography (DR) and a
picture archiving and communications system (PACS).

Cidex OPA daily using appropriate test strips.
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Equipment appears to be in good repair and under appropriate maintenance schedules. Reprocessing of
ultrasound probes is occurring in medical imaging. Corporately, there does not appear to be clear
accountability and/or established procedures for reprocessing outside of the sterile processing department
(SPD). There is no evidence that the organization or department verifies the qualifications and competencies
of staff members involved in reprocessing ultrasound probes. There is not a clearly defined process for
disinfectant (Cidex OPA) use. Diagnostic imaging staff advised that they do not verify the concentration of
Cidex OPA daily using appropriate test strips.

Accreditation Report

Detailed On-site Survey Results

7

QMENTUM PROGRAM

3.3.8 Standards Set: Emergency Department
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
5.4

Team members have input on work and job design, including the definition
of roles and responsibilities, and case assignments, where appropriate.

Priority Process: Competency
3.6

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

4.13

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

5.5

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

Priority Process: Episode of Care
6.2

The team works to ensure that clients and families can access Emergency
Department services 24 hours a day, seven days a week.

6.5

The team has a process to respond to all clients who present at the
Emergency Department.

8.3

The team reconciles medications for clients with a decision to admit, with
the involvement of the client, family or caregiver.
8.3.3

8.3.4

8.3.5

11.5

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

The team reconciles 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).
11.5.1

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).
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11.5.2

11.5.3

11.5.4

11.5.5

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.

MAJOR

MAJOR

MAJOR

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.
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 Queen Elizabeth Hospital's (QEH) emergency department team has a dedicated manager, medical leader,
clinical leader and educator. These persons make up the leadership team. There is participation in a
provincial quality improvement committee where other emergency departments (EDs) in Prince Edward Island
(PEI) also have representation. This committee and its members work jointly on quality improvement work
such as myocardial infarction indicators developed by Safer Healthcare Now, as well as stroke care criteria
waiting times and over capacity protocols and triage audits.
The ED at QEH site is approximately three years old and designed to meet best practice environments for
patient privacy, infection control and patient flow. The department has capacity to grow in the future as not
all rooms are currently funded but are in place for overflow and surge as needed. The QEH ED is
multidisciplinary in nature, with physicians, registered nurses, respiratory and pharmacy technicians, as well
as support staff members and access to other allied health professionals.
The ED at the PCH site does not have access to an airborne isolation room in the department. However, it
does have a room that is modified for use if needed. All criteria except the ante room are present. There is
also a storage room that can convert to an internal waiting room for patients with flu-like symptoms if it is
needed to separate
them from the general waiting room.
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The ED at the PCH site does not have access to an airborne isolation room in the department. However, it
does have a room that is modified for use if needed. All criteria except the ante room are present. There is
also a storage room that can convert to an internal waiting room for patients with flu-like symptoms if it is
needed to separate them from the general waiting room.
All ED teams have access to utilization and data about patient reason for visits which they use to evaluate
their services and set goals. The organization is commended for starting an island-wide quality improvement
team for emergency services and having common goals. The organization is encouraged to further ensure that
both EDs have measurable and time-sensitive goals as well. This will enable every department to focus on the
current objectives and enable staff members to be engaged.
The emergency department (ED) at Kings County Memorial Hospital (KCMH) provides service from 0800 hours
to 2200 hours daily. Patients requiring emergency care after hours would travel to Charlottetown. The ED is
staffed with RNs and local family physicians provide on-site medical coverage, with assistance from an
emergency physician in Charlottetown as required. The team is knowledgeable about the population being
served. The ED has approximately 20,000 visits.
At the Western Hospital site staff members state that the new model for delivery of emergency care to be
implemented end of October will be implemented without their input in role clarification and clinical
governance. The plan is to have a registered nurse (RN) and an advanced paramedic working together on
nights in the ED, but there will not be a doctor on site. The idea is that the RN and paramedic will assess the
patient together and make clinical decisions. If the physician is called it will be a three-way call. The ED
physician is not aware if the call will route to him and/or his team. The ED RNs are concerned that a start
date of October 31 2013 will not be enough time to establish a working relationship with clear roles and
responsibilities.
Priority Process: Competency
The emergency department teams at both sites namely, Queen Elizabeth Hospital and Prince County Hospital
have an orientation plan that meets the needs of the employees, as indicated by staff interviews on the unit.
There is evidence of documentation of infusion pump training and other training. There is training in
advanced cardiac life support (ACLS), trauma nursing core course (TNCC), pediatric advanced life support
(PALS) and Canadian Triage Acuity Scale (CTAS) scoring. This is all tracked by the educator dedicated to the
emergency department at Queen Elizabeth Hospital. Although the emergency department at Prince County
Hospital has no dedicated educator, certain staff members have been able to take the leadership required to
train two of their staff members to become instructors for ACLS, TNCC and train their staff in these
certifications. The same model of implementing this training has occurred in Alberton.
The manager for Queen Elizabeth Hospital's emergency department has around 100 employees to evaluate.
Completion of performance appraisals on a regular basis for so many employees is a challenge. These staff
members however, feel supported by the organization.
The staff members for both emergency departments (ED) have the capacity and authority to 'flex staff up' or
have staff reassigned to the ED if needed in times of increased acuity and volumes. The Western Hospital site
has created a decision document to assist the clinical leader in the ED to trouble-shoot before the approval
for overtime.
Staff members are concerned with the level of staffing for the EDs. The staffing in all EDs across the province
requires review as a group to ensure there is equity in the way staffing is assigned. A process to demonstrate
manner in which staffing levels are assigned to the EDs. During the on-site survey there was a sense of
unfairness on the part of staff members' interviewed, and it concerns acuity, volumes and resources among
other things.
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transparency and a just environment needs to be completed so that staff members are comfortable with the
manner in which staffing levels are assigned to the EDs. During the on-site survey there was a sense of
unfairness on the part of staff members' interviewed, and it concerns acuity, volumes and resources among
other things.
Priority Process: Episode of Care
The emergency department (ED) at Queen Elizabeth Hospital (QEH) site uses the Canadian Triage Acuity Scale
(CTAS) triage system to evaluate all patients that register for care. Nurses that have been trained and have at
least two years experience are assigned the triage position at the QEH site. The ED is open 24/7 and
occasionally, it diverts Emergency Medical Services (EMS) patients to the Prince County Hospital (PCH) site
once they are in an over capacity situation. In the last year, this diversion has occurred at least twice.
The QEH ED team has an excellent relationship with the EMS team.
All patients are evaluated using a standard assessment tool and there are standards for what is expected and
how frequently.
At the QEH site the ED has access to urgent ultrasound and computerized tomography (CT) in the morning for
those patients held overnight.
The Kings County Memorial Hospital ED is participating in ongoing education to keep their skills updated.
There was no documentation to confirm their participation in ongoing intravenous pump training. The time to
triage process is delayed as patients register first and then are triaged. The manager recognizes that this is
not best practice and continues to explore opportunity for improvement. Medication reconciliation is
completed on admission.
The greatest concern is with regard to the transfer of patients at 2200 hours to the inpatient area for
observation. The patients that are not admitted would be transferred back to ED in the morning. This
practice also has an impact on the workload for inpatient medicine staff. Concern was voiced by the medicine
unit staff members about the potential risk for errors.
Feedback from patients was positive.
The QEH site has an excellent simulation plan to exercise the code blue process with the multidisciplinary
team four times per year. This plan was reviewed by the educator and is comprehensive and complete. Staff
members are satisfied with the education results from this exercise.
Priority Process: Decision Support
Data are able to be produced to the managers as required from the health information unit (HIU).
Development of a regular report card of the indicators being monitored by the medical team is encouraged.
This way, managers do not need to ask for this every month or quarter. A trending of the data in bar graphs
or line chart is encouraged. This way, busy clinicians such as physicians and managers can see their trends
quickly without having to analyse data every month. Similar to licensed practical nurses working to full scope
of practice, managers and physicians should not be spending time analysing data, rather they should be given
information about their services.
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Priority Process: Impact on Outcomes
The staff members interviewed are aware of the processes to complete if there is a sentinel event. They all
feel very comfortable reporting and have participated in quality reviews. They are open to the
recommendations and there was evidence of changes in practice as a result of the reviews. The organization
is encouraged to widely share with other departments as appropriate, the recommendations in one place that
could improve care and practices in another place.
Data about length of stay (LOS), volumes, and left without being seen (LWBS) are shared with staff members
at Queen Elizabeth Hospital. It is recommended the data also be shared with the other emergency
departments in a similar manner.
All staff members receive training in non-violent crisis innovation.
Although data are shared, the next step is to clearly use the data to make specific targeted improvement
goals with timelines for all staff members to become engaged in working together in a concerted effort
towards the same goals. For example, LWBS is greater than 11 percent at Queen Elizabeth Hospital. It is at
eight percent at Prince County Hospital. A specific engagement plan with patients, staff members,
Emergency Medical Services (EMS) and physicians working towards changes in approach and ideas to get this
lower by a certain time is recommended. An example would be committing to the LWBS rate becoming less
than four percent by September 1 2014.
Priority Process: Organ and Tissue Donation
The staff members and physicians in the emergency department approach families when there are potential
organ or tissue donations, and do so in a sensitive and empathetic manner. Health PEI then transfers the
patient to Halifax for determination of neurological death (NDD) and retrieval. The consent, if needed, is
done by the Halifax coordinators.
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3.3.9 Standards Set: Home Care Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.3

The organization's goals and objectives are measurable and specific.

Priority Process: Competency
4.6

Staff and service providers receive ongoing, effective training for service
providers on all infusion pumps.
4.6.1

There is documented evidence of ongoing, effective staff
training on infusion pumps.

ROP

MAJOR

Priority Process: Episode of Care
2.1

The organization uses a team approach to develop its goals and objectives.

8.8

The organization implements and evaluates a falls prevention strategy to
minimize client injury from falls.
8.8.4
8.8.5

11.2

The team reconciles the client's medications at interfaces of care where the
client is at risk for medication discrepancies (circle of care, discharge) with
the involvement of the client and family or caregiver when medication
management is a component of care, or as deemed appropriate through
clinician assessment.
11.2.1

11.2.3

11.2.4

11.2.5

11.3

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

There is a demonstrated, formal process to reconcile client
medications at interfaces of care where the client is at risk of
medication discrepancies (circle of care, discharge).
The team provides the client with a copy of the up-to-date
medication list, clear information about the changes, and
educates the client to share the list when encountering
providers in the client's circle of care.
Upon notification that a client has been transferred or
discharged, the community care organization communicates
the most recent medication list to the next provider of care.
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.

The organization transfers information effectively among service providers
at transition points.
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11.3.1
11.3.2

The organization has established mechanisms for timely and
accurate transfer of information at transition points.
The organization uses the established mechanisms to transfer
information.

MAJOR
MAJOR

Priority Process: Decision Support
12.4

Staff and service providers have timely access to the client record.

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.

15.1

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

15.3

The organization compares its results with other similar interventions,
programs, or organizations, as appropriate.

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The home care programs in Charlottetown and Summerside have staff and services which include: nursing;
home support workers; social work; physiotherapy; occupational therapy; dietician; community development;
integrated palliative care; adult protection; tele- home care in rural areas; home care liaison and short term
equipment rental.
The teams are committed and eager to share about the work they do. The new model of intake, care
coordination and palliative care coordination has improved the services provided. The enhanced home care
program for the frail elderly has enabled clients to return home sooner, and remain safely art home longer.
Staff indicated that there are regular meetings to provide input and receive feedback.
The teams have developed some specific actions for ongoing improvement however, this needs to become
more formal with specific goals and objectives that are measurable.
All client brochures have the Health PEI identifiers, and each area program has their own pamphlet specific
to their area. There may be an opportunity to develop further consistency and provincial identity bus using
consistent client information.
Priority Process: Competency
The teams are interdisciplinary and have a collaborative model of practice. Staff members indicated that
they have opportunity to participate in training opportunities on a regular basis.
The value of the interdisciplinary team is recognized. However, the staff members in Queens Homecare noted
that there may be opportunity for additional collaboration and team building to ensure that full scope of all
members of the team is valued and utilized. It is suggested this opportunity be supported and encouraged.
In Queens Homecare the team indicated they were familiar with the clinical standard on the training and
maintenance of intravenous (IV) therapy infusion however, there was no documented evidence of completion
of a training program.
Detailed On-site Survey Results 7
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In Queens Homecare the team indicated they were familiar with the clinical standard on the training and
maintenance of intravenous (IV) therapy infusion however, there was no documented evidence of completion
of a training program.
Priority Process: Episode of Care
The home care teams are engaged and committed to providing quality care. Clients and families are positive
about the services received. Staff members indicated that client satisfaction surveys have been completed
however, the results have not been shared to date. Assessments and treatment plans are comprehensive and
interdisciplinary.
Staff members report they have good access to equipment and supplies but mentioned it is a hardship for
many clients to purchase their own specialized wound care dressing materials.
Great attention is paid to staff safety. Lifts and transfer training and monitoring is ongoing. Safety
assessment and working-alone policies are well done.
Staff meetings are held on a regular basis to plan however, the team is encouraged to develop specific goals
and objectives that are measurable.
The client record is currently a hybrid, with the nursing staff documenting on paper and the remainder of the
team documenting electronically. The organization needs to develop and prioritize a plan to move to a
complete electronic record. Staff members are encouraged to utilize the Integrated System Management to
its full scope.
Training for intravenous (IV) pumps need to be completed on a annual basis and when new equipment is
purchased. The completion of this training by staff members needs to be documented.
Significant work has been completed on the required organizational practice (ROP) for transition of
information. The working group is encouraged to complete this work and implement the formal protocols.
The falls strategy ROP has been implemented however, the team now needs to evaluate this strategy.
Priority Process: Decision Support
Staff members and service provider records are comprehensive. However, because the records are both
manual and electronic there are times when providers may be delayed in accessing the client file. The
organization is encouraged to move forward with an integrated record and ensure a process is in place for the
transition.
Priority Process: Impact on Outcomes
Staff members indicated that regular staff meetings are held and feedback is used to make improvements.
The team is encouraged to develop a formal process to evaluate the team functioning and identify priorities
for action and make improvements
The program is encouraged to formally identify process and outcome measures for its services and use these
results to compare to other services and organizations.
The organization is encouraged to share the results of staff and client satisfaction surveys.
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3.3.10 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.

4.3

Each policy and procedure includes up-to-date references to research and
best practice in infection prevention and control.

4.7

The organization reviews and updates its policies and procedures at least
every three years, and as new information becomes available.

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.

11.6

The organization uses safety engineered devices for sharps and other
high-risk materials.

12.1

The organization verifies the qualifications and competencies of staff
involved in reprocessing reusable medical devices.

12.3

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

12.7

The organization verifies the concentration of its disinfectants daily using
appropriate test strips, and disposes of disinfectants that are more than
two weeks old, even if the concentration is verified.

12.22

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

13.11

There is evidence that reprocessing processes and systems are
effective.

ROP

MINOR

ROP

MAJOR

The organization stores endoscopy devices in a manner that minimizes
contamination or damage.

Surveyor comments on the priority process(es)
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Priority Process: Infection Prevention and Control
The infection prevention and control (IPAC) program has grown since the previous survey and is becoming
integrated into clinical practice. The IPAC staff members support the organization in providing safe and
quality patient care. The IPAC staff members are engaged and are working to become active across the
organizatoin. Two noteworthy achievements are poster development for a Community Hospital Infection
Control Association (CHICA) conference and the Gem monthly newsletter in mental health.
Strategic planning and associated operational plans are in place. There are links to a number of external
bodies. Staff members identified that the link to the medical staff and a medical champion for the program
would be beneficial.
Education, training and orientation for staff members and volunteers are in place. A process to ensure that
policies and procedures are reviewed and up-to-date need to be put in place as many dated policies and
pending policies were noted. Resources for patient education have been developed. However, some patients
and families at both Queen Elizabeth and Prince County hospitals reported that information and education
about preventing infections in a format that is easy to understand was not available. Staff members at both
these hospitals report that they do not consistently document in the client record that information was
provided to clients and families.
Some compliance audits have been initiated and appropriate follow-up is in place. Infection prevention and
control (IPAC) is represented on various teams and committees across the organization. Representation and
engagement would be welcomed and beneficial in additional areas.
A vaccination program and influenza campaign is in place. Some areas have low influenza vaccination rates.
Continued initiatives to increase influenza vaccination rates across the organization should be pursued.
A surveillance program is in place and appropriate monitoring is evident. Staff members and service providers
at all sites were generally unaware of the infection rates and/or recommendations from outbreak reviews.
Operating room staff members were generally unaware of surgical infection rates and would welcome this
information.
The IPAC staff members take a proactive approach to cluster and outbreak investigation. Signage related to
precautions (contact, droplet, airborne) appears to be consistently adhered to and understood by staff.
Outbreak procedures are in place and outbreak stations have been developed to allow easy access to personal
protective equipment (PPE).
Hand hygiene appears to be a focus across the organization and staff members are seen practicing hand
hygiene across the organization. Staff members report that hand hygiene audits are limited to one month per
year. Increased frequency accompanied with reporting and education should be considered to help increase
hand-hygiene compliance.
Staff members appear to understand the need to clean equipment and ensure that this is completed after
and between patient use. Clean and dirty items and processes require some review. Clean items were found
in dirty utility rooms in a few areas. Cleaning and reprocessing is not centralized. This results in increased
risk for the organization as compared to a centralized model.
At Queen Elizabeth and Prince County hospitals, reprocessing is occurring outside the reprocessing
department. It is occurring in oncology, the operating room, medical imaging and emergency and in these
instances there does not appear to be clear accountability and/or established procedures. In areas where
organization verifies the qualifications and competencies of staff members involved in reprocessing reusable
medical devices. Similar issues exist for flash sterilization.
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reprocessing is occurring outside of the sterile processing department (SPD) there is no evidence that the
organization verifies the qualifications and competencies of staff members involved in reprocessing reusable
medical devices. Similar issues exist for flash sterilization.
The handling and reprocessing of scopes, in both SPD and in the scope suite, is well-understood by staff
members and appropriate processes appear to be in place for this area. Scope processing is organized and
able to handle the volume of scopes. Knowledge and skill amongst staff members in dedicated scope
reprocessing is high.
The transportation of dirty equipment is appropriate. Visual inspection of the sharps containers identified
appropriate use of sharps containers. The organization uses safety engineered devices for sharps and other
high-risk materials in many instances. At both Queen Elizabeth and Prince County hospitals there are
instances where safety engineered devices for sharps are not in use. Examples are retractable scalpels and
some needles in the operating room. It is unclear if there is a plan to fully implement safety engineered
devices across the organization.
The IPAC staff members feel supported and opportunities for development are in place. Engagement of IPAC
staff members in policy, procedure and process development is appropriate. Educators on the nursing units
help to support the IPAC initiatives.
Overall, IPAC is providing support and guidance for improved patient and staff safety. There are some items
that require senior administration direction and support to minimize risk and to assist staff with the
implementation of action plans.
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3.3.11 Standards Set: Laboratory and Blood Services
Unmet Criteria

High Priority
Criteria

Priority Process: Diagnostic Services: Laboratory
7.4

The laboratory has a formal program to assess competence.
CSA Reference: Z902-10, 4.3.3.1.

7.10

The laboratory keeps staff records for a minimum of 10 years after the
individual has left the employ of the laboratory.
CSA Reference: Z902-10, 4.3.4, 20.6.4.2.

10.2

The laboratory writes its SOPs clearly, concisely, and consistently.
CSA Reference: Z902-10, 4.2.2.2, 4.2.2.3.
ISO Reference: 15189-07, 4.3.3.

10.5

The laboratory reviews and updates the SOPs annually or more often if
needed.
CSA Reference: Z902-10, 4.6.1.6.

10.6

The laboratory tracks changes to SOPs using a document control procedure.
CSA Reference: Z902-10, 4.2.2.4, 4.2.3, 4.2.4.
ISO Reference: 15189-07, 4.3.1, 4.3.2.

12.3

The laboratory assesses the competency of all LIS users, and provides
additional training as needed.
CSA Reference: Z902-10, 21.5.

13.3

The laboratory's collection areas ensure client comfort and privacy, and
accommodate disabilities.
CSA Reference: Z902-10, 22.4.2.
ISO Reference: 15189-07, 5.2.3.

14.7

Staff has access to safety equipment and facilities.
CSA Reference: Z902-10, 22.1.6.

19.6

The laboratory assesses each lot of homemade media before it is used and
records quality control results.

21.4

The safety program includes a safety manual that is available to staff at all
times.

25.1

The laboratory has a formal quality management system.
ISO Reference: 15189-07, 4.1.5, 4.2, 4.12.4, 4.15.1, 4.15.3, 4.15.4.

Surveyor comments on the priority process(es)
Priority Process: Diagnostic Services: Laboratory
Laboratory staff members have benefited from the clinical leaders' knowledge and support in implementing
best practice. The laboratories across the province have good working relationships with other health care
Hospital (PCH) site commented on a discussion regarding consent that was discussed at the last Provincial
Blood Transfusion committee meeting. This demonstrates effectiveness of the work happening at the
committee. Report
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providers and this was evident during the on-site survey tracer process. Nursing personnel at Prince County
Hospital (PCH) site commented on a discussion regarding consent that was discussed at the last Provincial
Blood Transfusion committee meeting. This demonstrates effectiveness of the work happening at the
committee.
The use of cross-trained diagnostic imaging (DI) technologists in rural sites was observed. Variation in
laboratory practice education was noted however, as some had completed online training modules from the
Northern Alberta Institute of Technology. There is currently no legislation regulating laboratory professionals
in PEI.
There are opportunities to utilize medical laboratory assistants to their full scope of practice in the
laboratory services. Kings County Memorial Hospital (KCMH) site identified concerns over the upcoming loss of
clerical staff, and support for laboratory testing order entry would be beneficial. The organization has
supported the transition of licensed practice nurses (LPN) phlebotomists and clerical staff to certified
medical laboratory assistants.
The laboratory staff members are trained in the reporting of adverse events however, further training would
prove beneficial around the quality management system, quality initiative and internal audits. There is
variation in training in documentation, and the system should be standardized across all disciplines and sites.
The Prince County Hospital, Western Hospital and Queen Elizabeth Hospital (QEH) chemistry had evidence of
comprehensive training documents.
The College of American Pathologists online education modules allow staff to evaluate theoretical
knowledge. This program is available across the province. Accreditation Canada requires all employee records
to be retained for 10 years post employment. The laboratory quality manual states that staff records are
retained for two years post employment.
Standard operating procedures (SOPs) are being updated and implementation of a standardized template is
under way. Document control software would improve document tracking and allow for easier access to
required SOPs. Document control software will also allow the organization to track changes to documents and
allow for distribution of changes to staff members. This software will provide an automated format for
approving new SOPS. It was identified that staff members performing computerized physician order entry
(CPOE) could benefit from additional training. Laboratory staff identified concerns over order entry errors.
Although the KCMH laboratory has improved the collection area, the laboratory testing area would benefit
from the Lean process implemented in other departments at QEH. Improved space management at KCMH
would allow for better cleaning and disinfection of lab benches. The Lean project conducted at the QEH site
area has improved processes and optimized specimen sorting.
Some locations have received training in ergonomics however, not all areas have implemented appropriate
improvements. The QEH histology area has implemented motorized microtome to prevent repetitive stress
injuries. The QEH blood collection clinic is new however, it was not designed to ensure privacy of clients.
Blood collection chairs are in full view of each other and there is little opportunity for privacy for clients. The
QEH microbiology storage refrigerator stores both media and specimens and again, a Lean project may
identify ways to better organize the refrigerator to prevent contamination of products. It was noted that the
laboratories were well-signed for bio-hazards and the laboratories had controlled access.
The QEH site staff members raised concerns in regards to general housekeeping. It was identified that
employees cleaning the laboratory were inconsistent and garbage removal was not always timely. It was
identified that the QEH histology/gross room has air quality issues. The air quality was monitored and on two
occasions, levels of formalin exceeded maximum acceptable levels. An appropriate ventilation system and
grossing-station must be installed to prevent excessive exposure to formalin fumes.
The PEI laboratories have begun to coordinate provincial purchasing such as for chemistry controls and other
areas such as coagulation
reagents would also benefit from group purchasing.
This will Survey
allow forResults
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The PEI laboratories have begun to coordinate provincial purchasing such as for chemistry controls and other
areas such as coagulation reagents would also benefit from group purchasing. This will allow for
standardization of lot numbers.
At the QEH site, labelling of prepared media for microbiology is not put on the individual tubes of media
however, the box is labelled with media type and expiry. It is suggested that media be labelled at the tube or
plate level. Quality control is performed on the homemade media and this is recorded in a log sheet however,
there is no way to identify which media in the storage refrigerator has been quality controlled and which has
not. It is suggested that labelling be placed on the media at the time of quality control to indicate
acceptability.
The laboratory safety program is being implemented. A laboratory safety officer has been identified and
regular safety meetings are happening at most sites. The KCMH site should develop a safety manual for their
site and perform laboratory safety inspections. The laboratory does participate in the site's occupational
health and safety committee.
Implementation of a laboratory quality system for the PEI laboratory services has commenced. A person act
as quality coordinator has yet to be designated and/or hired. The quality coordinator or manager should be at
a manager level to ensure authority for full implementation of the quality management system. The system
has developed a provincial quality committee and this committee has supported implementation of a quality
manual, quality indicators and improved processes.
There is evidence of quality indicators around sooner-than-already-there (STAT) turn-around times, blood
culture contamination and blood product wastage. Communication of quality initiatives is provided to staff
members in the form of a newsletter. There were many examples of innovative ways to communicate with
staff. Staff newsletters and message boards were clearly evident.
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3.3.12 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
3.1

The organization identifies an interdisciplinary team to deliver long-term
care services.

4.3

New staff and service providers receive an orientation which addresses
their roles and responsibilities, the team goals and objectives, and the
organization as a whole.

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
Long-term care (LTC) leaders are passionate about delivering safe, high-quality care for their elderly
residents. The LTC sites are well connected with community partners including involvement of home care
staff members for day programs, respite beds and on placement teams.
Innovative, leading resident-focused practices and events were observed at some of the sites. For example,
at Colville Manor site there were photographs of a car show that had been organized for the male residents.
Volunteers from the local club put their vintage cars and trucks on display in the parking lot. Residents were
able to get into the vehicles that were familiar to them in their younger years. One of the male residents,
photographed in the driver's seat of a 1957 Chevrolet had never ventured outside of the facility until this
event. At Summerset Manor site a men's breakfast club has been formed, and the team is commended for
creating a French neighbourhood during the move to the new facility.
Priority Process: Competency
The organization is congratulated for opening new, well-designed, resident-focused facilities to replace aging
buildings.
Though interdisciplinary teams may be identified, leaders at sites all voiced concerns about the lack of access
to clinical pharmacists with geriatric training and/or experience when doing medication reviews. In addition,
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Though interdisciplinary teams may be identified, leaders at sites all voiced concerns about the lack of access
to clinical pharmacists with geriatric training and/or experience when doing medication reviews. In addition,
some sites lacked adequate occupational therapy and physiotherapy resources.
During the on-site survey evidence for the orientation of new physicians and locums was lacking. Orientation
should include guiding principles about prescribing medications in the geriatric population and information
about the number of residents receiving five or more medications and the risks that this presents to resident
safety.
Priority Process: Episode of Care
The use of standing orders on admission to long-term care (LTC) was observed in multiple facilities visited
during the on-site survey. Orders must be patient-specific and these can include instructions that are
pre-printed. Pre-printed orders set out the usual care for a particular patient grouping or patient problem.
They are made patient-specific by the ordering physician, adding the name of the patient, making any
necessary changes to the pre-printed order to reflect the needs of the individual patient, signing and dating
the order. The British Columbia (BC) College of Physicians and Nurses and the BC College of Registered Nurses
issued a joint statement prohibiting the use of standing orders.
Staff members voiced frustration about the lack of action for system-wide improvements to the card-based
medication distribution system and medication administration records (MARs). Despite being labour intensive
for both pharmacy and nursing staff, the current system has numerous vulnerabilities that increase the
likelihood of repeat medication errors. For instance, nursing staff members often use two distinct medication
systems for residents. These are the 35-day blister cards from the Provincial Pharmacy and bulk vials of
non-benefit drugs from the community drugstore. Both of these systems foster the unsafe practice of
pre-pouring medication doses at some distance from the resident. As noted in the previous survey report, the
ongoing need for nurses to manipulate fractional doses, such as half-tablets, creates opportunity for
inadvertent dosing errors. The team is strongly encouraged to develop a plan that involves using technology
for example, multi dose packaging to resolve these issues and significantly enhance system safety.
The team provides excellent support for family, friends, staff members and other residents during the death
of a resident. This is accomplished by allowing unlimited visitation, provision of nutrition to visitors and at
Summerset Manor, giving a sympathy card signed by all staff along with a compact disc (CD) that has pictures
taken of their loved one during their stay.
Priority Process: Decision Support
The team at Summerset Manor is complimented for its use of a leisure inventory assessment and the
comprehensive checklists. There are checklists for pre-move in, day of move-in, and six-week post move-in
which ensure a smooth transition for new residents.
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Priority Process: Impact on Outcomes
Although the team has identified needs to achieve the goals and objectives, frustration was voiced at
multiple sites about the lack of allied health, especially clinical pharmacists, to deal with the identified poly
pharmacy problem.
The falls prevention program has multiple strategies to reduce the likelihood of these events.
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3.3.13 Standards Set: Managing Medications
Unmet Criteria

High Priority
Criteria

Priority Process: Medication Management
1.1

Pharmacists and pharmacy staff are part of the organization's
interdisciplinary team.

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.
1.3.2
1.3.4

1.3.5

The program includes lines of accountability for
implementation.
The program includes interventions to optimize antimicrobial
use that may include audit and feedback, a formulary of
targeted antimicrobials and approved indications, education,
antimicrobial order forms, guidelines and clinical pathways for
antimicrobial utilization, strategies for streamlining or
de-escalation of therapy, dose optimization, and parenteral to
oral conversion of antimicrobials (where appropriate).
The organization establishes mechanisms to evaluate the
program on an ongoing basis, and shares results with
stakeholders in the organization.

1.7

The organization has access to a pharmacist on a 24-hour basis to answer
questions about medications or medication management.

1.10

The organization orients staff and service providers to the medication use
process before they are permitted to work independently.

2.1

The organization, including community-based organizations, follows written
criteria for adding medications to and removing medications from the
formulary.

2.4

Staff and service providers have access to the formulary, and are made
aware of which medications are included and excluded from the list.

2.8

The organization has a process to systematically and regularly review the
formulary and update safety or efficacy information accordingly.

3.6

The organization evaluates and limits the availability of narcotic (opioid)
products and removes high-dose, high-potency formats from patient care
areas.

Accreditation Report

MAJOR
MAJOR

MINOR

ROP

Detailed On-site Survey Results

90

QMENTUM PROGRAM

3.6.2

3.6.3

The organization has removed the following products:
hydromorphone ampoules or vials with concentration greater
than 2 mg/ml (exceptions include palliative care); and
morphine ampoules or vials with concentration greater than 15
mg/ml.
The organization standardizes and limits the number of
parenteral narcotic (opioid) concentrations available.

6.1

Medication storage areas are clean and orderly.

6.2

Medication storage areas are equipped with sufficient lighting.

6.3

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

6.5

The organization separates or isolates look-alike, sound-alike medications;
different concentrations of the same medication; high-risk/high-alert
medications; and discontinued, expired, damaged, and contaminated
medications pending removal.

7.2

The organization removes concentrated electrolytes (including, but not
limited to, potassium chloride, potassium phosphate, sodium chloride
>0.9%) from client service areas.
7.2.1

There are no concentrated electrolytes stored in client service
areas.

7.3

Medications for client service areas are stocked in ready-to-use formats,
where available.

7.4

Medications for client service areas are stored in labelled, unit dose
packaging.

7.5

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

7.7

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

10.2

The organization has identified and implemented a list of abbreviations,
symbols, and dose designations that are not to be used in the organization.
10.2.5
10.2.7

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

11.1

A pharmacist reviews prescription and medication orders prior to
dispensing.

11.4

The pharmacy computer system is used to perform dose range checks and
to warn staff and service providers about low and high doses for high alert
medications.
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11.5

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

13.3

The pharmacy dispenses medications in unit dose packaging.

14.1

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

18.2

Before administration, service providers verify that the correct medication
is being administered.

21.2

The organization's risk reduction strategies target the system, not the
individual.

Surveyor comments on the priority process(es)
Priority Process: Medication Management
The pharmacy team is committed to making quality improvements to medication use and medication
management processes that will enhance patient safety. The team is commended for dedicating a clinical
pharmacist to the interdisciplinary team in the intensive care unit (ICU). However, a majority of pharmacists
continue to perform distribution-related tasks such as order entry and verification and have limited time to
participate in clinical activities, as outlined in the Canadian Society of Hospital Pharmacists (CSHP) Vision
2015 objectives: Objective 1.3 states: "Pharmacists manage medication therapy for inpatients with complex
and high-risk medication regimens in collaboration with other members of the health care team." Objective
3.1states: "Pharmacists are actively involved in providing care to individual patients that is based on
evidence, such as the use of quality drug information resources, published clinical studies or guidelines and
expert consensus advice." The organization is encouraged to review the tool kits available from CSHP to
optimize the clinical practice of pharmacy.
As noted in the previous accreditation survey, there is a strong demand for clinical pharmacist resources in
long-term care to perform meaningful medication assessments in an effort to reduce the 68 percent of PEI
residents with polypharmacy, decrease the likelihood of drug related problems and reduce the workload
burden during medication administration.
A provincial antibiotic advisory team has been established. This team is co-chaired by a pharmacist, with a
provincial scope dedicated to the antimicrobial stewardship program and the medical microbiologist. An
anti-biogram was published in 2013. Guidelines have been established for treatment of urinary tract and
clostridium difficile infections. Pharmacists use these tools when making recommendations to optimize anti
microbial use. Currently, the program uses informal communication between pharmacists, physicians and the
medical microbiologist in Charlottetown. Formal accountability activities for antibiotic utilization audit and
feedback are in the planning stages.
The organization would benefit from a more formal orientation about the medication use processes for new
physicians and locums.
During the on-site survey numerous vulnerabilities were observed with the current medication distribution
system. Medication carts are not moved from their locations in the medication rooms. Nursing staff members
were observed to pour medications at the cart, which was located at some distance from the patient. Unit
insulin was prepared at the cart and then carried, unlabelled, down the hall to the patient's room. All
syringes containing medications should be immediately labelled with patient name and drug.
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dose medications should remain in their packages and only opened at the bedside. A syringe containing
insulin was prepared at the cart and then carried, unlabelled, down the hall to the patient's room. All
syringes containing medications should be immediately labelled with patient name and drug.
Medication storage areas lack adequate security and are accessible to unauthorized personnel. Keys to the
narcotic drawer for one of the ICU medication carts were missing and could not be found. Better
accountability for the management of narcotic keys is required. Targeted substances were observed on
shelves and in refrigerators that were not secure. The organization is strongly encouraged to consider the
role of technology such as automated dispensing cabinets for improving efficiencies while enhancing drug
security.
Oral solids are provided in unit dose packages. Oral liquids are not available in unit dose. The concentrated
electrolyte audit indicated that potassium chloride vials were stocked in patient care areas namely, operating
room, intensive care, and pediatrics. High-potency morphine vials were observed in the ICU. Hydro morphine
vials were observed on the patient care unit and that unit is not dedicated solely for palliative care at Kings
County Memorial Hospital. The team needs to reassess the intravenous (IV) admixture program with a goal to
providing additional high-alert, high-risk injectable medications in ready-to-use formats.
The organization is congratulated for the development and implementation of computerized physician order
entry (CPOE) at Prince County Hospital. Although audits were evident, some error prone abbreviations (u,
uts, OD) were observed. Despite impending implementation of CPOE, the organization should have a process
to engage clinicians identified in the pharmacy audits as continuing to use dangerous abbreviations when
writing orders.
The organization has received recommendations following numerous reviews of pharmacy operations by
Accreditation Canada's focused visit of September 28 2006), Consultants in March 16 2007, the Corpus
Sanchez Report of 2008, and the Accreditation Canada Qmentum Program September 2010. The organization
is strongly encouraged to fast track recommendations of these reports to reduce the likelihood of future
medication misadventures experienced by patients and residents.
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3.3.14 Standards Set: Medicine Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.5

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 its medicine services are measurable
and specific.

2.5

The organization provides support to the team to deliver quality medicine
services.

5.2

Team members have input on work and job design, including the definition
of roles and responsibilities, and case assignments, where appropriate.

Priority Process: Competency
The organization has met all criteria for this priority process.
Priority Process: Episode of Care
3.4

The team develops standardized processes and procedures to improve
teamwork and minimize duplication.

5.5

The team facilitates rituals for team members who wish to recognize the
death of clients.

7.4

The team identifies medical and surgical clients at risk of venous
thromboembolism (deep vein thrombosis and pulmonary embolism) and
provides appropriate thromboprophylaxis.
7.4.3

The team establishes measures for appropriate
thromboprophylaxis, audits implementation of appropriate
thromboprophylaxis, and uses this information to make
improvements to their services.

9.10

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.

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).
11.3.1

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).
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11.3.3

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.

MAJOR

Priority Process: Decision Support
14.1

The organization has a process to select evidence-based guidelines for
medicine services.

14.2

The team reviews its guidelines to make sure they are up-to-date and
reflect current research and best practice information.

14.3

The team's guideline review process includes seeking input from staff and
service providers about the applicability of the guidelines and their ease of
use.

Priority Process: Impact on Outcomes
14.5

The team shares benchmark and best practice information with its partners
and other organizations.

15.2

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.
15.2.1

The team implements a falls prevention strategy.

MAJOR

15.2.2

The strategy identifies the populations at risk for falls.

MAJOR

15.2.3

The strategy addresses the specific needs of the populations at
risk for falls.
The team uses the evaluation information to make
improvements to its falls prevention strategy.

MAJOR

15.2.5
16.5

ROP

MINOR

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

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The nurse manager on pediatrics at Queen Elizabeth Hospital site (QEH) is newly appointed and seems to be
proactive. Together with the team, the nurse manager has set some goals for next year. Goals are: fall
prevention protocol as there is only a preliminary one now; treating new clients with diabetes at the day unit
instead of as inpatients; and surveying patient satisfaction.
The team knows the patients it serves and have noted an increased number of teen patients with psychiatric
problems and narcotic abstinence babies.
The medicine unit at the Prince County Hospital (PCH) site is led by a manager, educator and clinical leader.
The unit has registered nurses (RNs), licenses practical nurses (LPNs) and personal care workers (PCWs).
There are RN, LPN and PCW combinations for all teams in the unit. There is a palliative care area with room
for family involvement and participation in care if desired. The unit participates in the provincial quality
the province.
The medical unit surveyed at QEH site has access to a multidisciplinary team and clear lines of authority. A
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improvement team. This team is looking at opportunities for quality improvements that can be worked on in
the province.
The medical unit surveyed at QEH site has access to a multidisciplinary team and clear lines of authority. A
new model of care has been implemented. This model is new to the team and sees the advancement of the
scope of LPNs to full scope of practice. The RN/LPN working relationship is good and a collaborative team
was evident in the staff interactions with one another. They have access to a full-time educator, nursing
supervisor, pastoral care and other health disciplines as needed.
The Western Hospital site medical unit is led by a clinical leader but there is no educator or manager. The
education needs to be coordinated by the director of nursing.
The Health PEI system could benefit from an internal review of the resources available in medicine services
at all sites for equity and fairness of the resources required for ensuring best practice, monitoring of quality
and implementing change.
The Community Hospital O'Leary medical unit is a nine-bed medicine unit with four additional palliative care
beds co-located in a facility with LTC, Primary Care, Home Care and Public Health in the community of
O'Leary. There is no emergency department so all admissions are direct from the community or via transfer
from another facility. At the time of the on-site survey, the four palliative care beds were empty and five of
the nine inpatient beds were filled with patients awaiting long-term care. To date, since opening the
palliative care beds they have been full and occupancy for the other inpatient beds has been approximately
ninety percent.
Priority Process: Competency
A child life specialist will soon join the team on the pediatrics unit at the Queen Elizabeth Hospital (QEH)
site. This specialist will help with family-centred care, teaching of new processes and so on. There is
interdisciplinary work done with social workers, pharmacists, dietician and pastoral care.
The orientation is well done and it includes online training. The new nurse is paired for two to six weeks.
Performance appraisals are done every two years.
Infusion pump training is done regularly and is documented.
The medical units at Prince County, Queen Elizabeth and Western hospitals all practice a multidisciplinary
approach to care.
Orientation and continuing education opportunities for front-line staff members are excellent. Staff are
encouraged and supported to attend courses that they are interested in. This issue was mentioned in the
previous survey's accreditation report and the organization is commended on addressing and improving this
situation for the staff in the medicine portfolio. However, there is an inequity of access to dedicated
education resources.
All medical sites visited during the on-site survey undertake multidisciplinary rounds either daily or weekly,
on all patients.
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Priority Process: Episode of Care
White boards are hung in every patient room on the medical units in all medical units. Staff names, mangers'
names and physicians' names are consistently applied in all medical units. The expected date of discharge
(EDD) is identified for the majority of patients at Queen Elizabeth Hospital (QEH) site but is not yet initiated
for the other units. The EDD is identified on the white board at the other hospital but the process to have this
updated has not been implemented yet.
All medical units reviewed provide patient and family with written information about their role in patient
safety. This is also explained to them when they are admitted. The QEH site also has a handout on
handwashing to be given to all patients and visitors. However, it was difficult to find these at the bedside
when the surveyor went to look for it with the patient. Other sites that were surveyed did not have this
resource available to them.
There are issues with patient flow out of the medical units in a timely manner. There are patients waiting
for alternate level of care placement in all medical units on the island. Some are waiting as long as seven or
eight months. The organization is encouraged to ensure that there are programs in place to ensure there is no
deterioration in health status to this frail elderly population as they wait for in an acute care environment for
transfer to their new location. It is acknowledged that the organization flow team is working on this issue.
The team at Prince County Hospital (PCH) site's medical unit has a document entitled: "Personal health care
options" that clearly outlines the wishes of the patient for their care. The patient and physician sign the
agreement together with a witness for three options. The options are comfort care, supportive care and
aggressive intervention and some variations within these options can also be written. As far as the surveyor
team could determine this document is not used on other medical units.
All staff members interviewed on the medical units consistently identified that ethics issues would be taken
to their manager for discussion. When interviewed, no-one was able to identify an ethics consultative
approach to having a telephone number that could be called to discuss an ethical concern. All staff members
know there is an ethical committee available.
All patients that were interviewed were satisfied with the level of patient safety education they received. All
of the medical units has a pamphlet on patient safety responsibilities, which is given to every new admission.
This pamphlet is consistent across the island. The QEH site has a hand-washing pamphlet on toll-like
receptors (TLR) that is available and the organization is encouraged to share this with all other sites for
patient distribution.
Most medical units have access to a qualified wound care nurse for specialized care and advice for wound
management. All patients have a standardized assessment on skin integrity risks.
Although there are processes completed by nursing at the transition of services between units and between
other areas outside the sending units, there are inconsistence in approach and completion at each of the
sites.
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Priority Process: Decision Support
The pediatrics unit has 20 beds but only 12 are open now. Their occupation varies a lot depending on flu
season, gastroenteritis and so on. These beds are often used as the emergency overflow for carefully selected
patients. There is also on the unit a pediatric day unit that treats oncology patients, hemophiliacs and
sickle-cell anemia patients.
The oncology patients are first seen in Halifax for diagnosis and treatment planning and receive their
chemotherapy at the pediatric day unit under the supervision of a pediatrician. Most of the follow-up testing
such as medical imaging can be done at the Queen Elisabeth Hospital. Family physicians can also refer a
patient if needed to the same day unit. Oncology patients that need urgent attention can also be fast-tracked
to that unit.
Support is given to families and the parents can sleep in their children’s room. There are regular
pediatrics-newborn meetings and oncology meetings. Care plans are done and some are standardized for the
most frequent diseases. Incident and accident reporting is done. Every case is closely analyzed with the help
of the risk manager if needed. Safety meetings are held every morning at the change of shifts. Debriefing and
support are offered to the team when a child dies.
There are no research projects on this unit.
Staff members at the O'Leary Hospital are encouraged to work more collaboratively with other programs in
the building in areas such as training. Staff members require support from Health PEI to provide ready access
to current policies and procedures. The pharmacy policies for intravenous (IV) are soon to be online.
At the Alberton Hospital site the policies and procedures are outdated by eight or nine years. Encouragement
is offered to use a current nursing medical/surgical text book as a resource to ensure best practices are used
until Health PEI system can coordinate this at the provincial level.
Electronic charting by exception is complete and comprehensive at all medical units that were visited during
the on-site survey. Staff members have had the appropriate education and support for the new computer
system in most areas, and the organization is encouraged to review the need for ongoing support.
Data are able to be produced to the managers as required from the HIU. Development of a regular report
card of the indicators being monitored by the medical team is encouraged. This way, the managers would not
need to ask for it every month or quarter. A trending of the data in bar graphs or line chart is encouraged so
busy clinicians such as physicians and managers can see their trends quickly without having to analyze data
every month. As with licensed practical nurses working to full scope of practice, managers and physicians
should not be spending time analyzing data rather, should be given information about their services.
Patient satisfaction surveys are given to patients to be completed on discharge and mailed to a central
location in Charlottetown to be collated. Results are returned to the unit for review by management. The
surveyor was unable to see the results posted in a public access hallway.
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Priority Process: Impact on Outcomes
At the O'Leary Hospital site staff members expressed satisfaction about caring for palliative care patients.
Families expressed appreciation for palliative care services and for an environment that promotes their
involvement. Medication reconciliation is well done on admission. Physician support is excellent. Patients and
families expressed satisfaction with care and services.
All staff members on all medical units that were interviewed are comfortable in reporting sentinel event and
incidents that caused harm or have potential to cause harm to patients. There is evidence of a blame-free
culture in all areas. All areas have a process of review when there is a sentinel event. Contributing factors
are reviewed, staff members are involved and learning is identified and recommendations are communicated.
The organization is encouraged to identify ways that learning and recommendations could be more widely
circulated so that others could prevent similar issues from happening at their sites.
All medical units have the white boards in the patient rooms to assist with staff identification and expected
date of discharge (EDD). The EDD has commenced at Queen Elizabeth Hospital at this time but has yet to roll
out to all units.
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3.3.15 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
3.7

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

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
6.3

Current and potential clients and their families can access essential and
urgent mental health services 24 hours a day, seven days a week.

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.
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Priority Process: Impact on Outcomes
15.3

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.
15.3.4
15.3.5

16.3

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

The team compares its results with other similar interventions, programs,
or organizations.

Surveyor comments on the priority process(es)
Priority Process: Clinical Leadership
The mental health team endeavours to collaborate with other services and programs to advance the client's
treatment plan. There are however, clear examples of disconnects with external programs contributing to
increased length of stay.
The team has access to the immediately necessary supplies required to provide care. On a larger scale, there
are physical plant issues. Specifically, the Hillsborough facility is outdated and patient accommodations are
spartan in appearance. Talbot house requires an assessment as to the condition of the living quarters for the
men, the washroom facilities and the furniture, with a view to repair and/or replacement.
Priority Process: Competency
The Hillsborough Hospital site does not meet all current building codes. Concerns were expressed about the
overall safety of the facility. Issues include narrow doors that are not wide enough for beds to pass through
and the use of keyed locks on doors and narrow stairways which would present serious challenges in the event
of evacuation.
Teams report there are regular opportunities to meet and discuss client care issues. Limitations to this
include limited access to pharmacy and physiotherapy at certain sites. The shortage of psychiatrists is cited
as another limiting factor.
A number of sites indicate that while they have an orientation program, there is an identified need to
improve it. The efforts to redesign the orientation are described in the quality plan. All sites visited during
the on-site survey report a commitment to training all team members in non-violent crisis intervention
(NVCI), including regular refreshers. Acts of aggression are recorded in the online incident reporting system.
The Hillsborough site has developed an education day for all staff members, focusing on mandatory training
and on relevant clinical issues.
Opportunities to recognize staff accomplishments and contributions exist, and are sponsored by the
organization across all programs.

While the teams have access to expert consultations, there are limitations at some sites related to lack of
dedicated resources such as a physiotherapist and pharmacist.
The teams have put much effort into medication reconciliation at admission, which is noted in the quality
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Priority Process: Episode of Care
While the teams have access to expert consultations, there are limitations at some sites related to lack of
dedicated resources such as a physiotherapist and pharmacist.
The teams have put much effort into medication reconciliation at admission, which is noted in the quality
plan. Internal auditing shows increasing compliance. On review of a number of patient records there was
evidence of medication reconciliation but the program tool was not always evident. Instead, the information
had to be garnered from a review of the charts.
The teams have policies and procedures on seclusion and restraint. They report very low use of this modality
and this is admirable. They do need to review and update the policies as at some sites, they were noted to be
have been out-of-date for years.
Priority Process: Decision Support
The organization is introducing an electronic medical record (EMR) for inpatient settings in a phased
approach. The electronic record has the capacity to audit charts for confidentiality. The record is easily
accessible.
The community uses an electronic record. The tool is robust and has the capacity to generate reports that are
useful in understanding client populations and levels of service provision.
The team is active in providing education to staff members. This activity allows for dissemination of best
practices. There is evidence that best practices are a priority in the strategic planning process.
Priority Process: Impact on Outcomes
Adverse events are forwarded to the quality team to inform their work. The online incident reporting
software has a 'forced function' requiring regular review by the management team.
The team has access to a quality and risk manager who is a member of the quality planning process. This
person provides expert advice and guidance in quality improvement.
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3.3.16 Standards Set: Obstetrics Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.2

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

Priority Process: Competency
3.9

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

Priority Process: Episode of Care
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

12.3.5

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).
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

MAJOR

MINOR

Priority Process: Decision Support
The organization has met all criteria for this priority process.
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Priority Process: Impact on Outcomes
17.5

The team shares benchmark and best practice information with its partners
and other organizations.

18.2

The team implements and evaluates a falls prevention strategy to minimize
client injury from falls.
18.2.4
18.2.5

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
There is strong clinical leadership on both the maternal / child units. The two units have developed and
maintained fundamentally different cultures of care and within these, measurably different clinical
approaches to childbirth. This is reflected in significantly different rates of different interventions for:
epidural analgesia; instrumental delivery; episiotomy and Cesarean section. Patients are aware of these
differences in approach and in some instances, are reported to choose the more distant birthing unit to
experience a preferred model of care. This provides both a positive choice for patients as well as a challenge
to ensure resource utilization.
The maternal/child teams at Queen Elizabeth Hospital (QEH) and Prince County Hospital (PCH) sites are
committed to achieving the World Health Organization's (WHO) 'Baby Friendly' designation. However, this
remains an implied and informal goal, not one that has been explicitly adopted by either of the units or by
the organization as a whole. Plus, there is not a timeline for achievement of this designation. It is
acknowledged there are significant initiatives underway to improve breast feeding rates and to meet the
WHO requirements for this designation. However, there is no coordinated approach and there is both a lack
of coordination and co-operation between the different units and programs in the organization regarding key
initiatives. The organization is encouraged to have as an explicit goal, the achievement of the WHO 'Baby
Friendly' designation for its hospitals, with a timeline for achievement. This commitment would enable a
coordinated, supported approach to achieving this important milestone. It would also build capacity in the
teams and between programs in working collaboratively towards a common quality goal.
Priority Process: Competency
Neither maternal/child team has a process for formally and objectively reviewing their functioning and to
identify priorities for improvements.
The maternal/newborn quality team has set improvement work plans for 2013 and 2014. These plans are
process oriented and do not include measures.
Staff performance evaluations are consistently completed and the experience of participating in these
evaluations is valued by staff.

The maternal/child teams at both Queen Elizabeth Hospital (QEH) and Prince County Hospital (PCH)
participate fully in the surgical safety initiatives (checklist) for patients undergoing operative birth by
Cesarean section. The Cesarean section rates at both units approximate national rates and are following the
same trends as peer hospitals and birthing units. The model of care at both units includes options for
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Priority Process: Episode of Care
The maternal/child teams at both Queen Elizabeth Hospital (QEH) and Prince County Hospital (PCH)
participate fully in the surgical safety initiatives (checklist) for patients undergoing operative birth by
Cesarean section. The Cesarean section rates at both units approximate national rates and are following the
same trends as peer hospitals and birthing units. The model of care at both units includes options for
intra-partum analgesia, including epidural analgesia as well as non-pharmacologic methods such as labouring
in warm water.
There have been significant changes in the rate of certain interventions. For instance, episiotomies at the
PCH birthing unit are not explained other than by individual practitioner preference. These trends and
inter-unit variations warrant further review, with the objective of establishing a defined model of care,
benchmarks for rates of interventions, clear criteria for interventions and a formal process for review of
outliers, exceptions and sentinel events.
The perinatal committees routinely review sentinel events and identified cases. The organization is
encouraged to support these committees to build capacity for formal review, with training in root cause
analysis or other review methodologies. Furthermore, the two units are encouraged to share the findings of
their perinatal committees with each other. The organization is encouraged to provide structural and
administrative support to ensure that there is consistent objective review of sentinel events, critical
incidents and near misses, with reporting and sharing of the outcomes and mutual implementation of any
resulting recommendations.
Priority Process: Decision Support
There is a strong emphasis on staff education and training in obstetrical quality care and risk management.
The majority of clinical staff members have completed one or more accredited quality of care programs such
as the Alarm or Also programs. However, these training courses are accessed and completed by staff
members individually rather than as a team.
The team does review critical incidents together. It is suggested there are opportunities for both perinatal
teams to undertake regular critical incident review of shoulder dystocia, post-partum hemorrhage, and so on
and drill down together. Teams are urged to employ methodologies such as failure mode effects analysis
(FMEA). These are required to test the units' ability to respond consistently, effectively and safely to
emergencies, independent of the training levels of individual staff. Other examples of programs supporting
this approach include the managing obstetrical risk efficiently (MORE ob) and the Approche multidisciplinaire
en prévention des risques obstétricaux (AMPRO ob) programs. The organization is encouraged to review its
strategy for staff and team training.
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Priority Process: Impact on Outcomes
Although the maternal/child team maintains statistics and data on patient volumes and clinical indicators and
trends such as cesarean section rates and instrument deliveries, these are not benchmarked against best
practices. These statistics are available to the public. However, the maternal/child teams have not
determined appropriate benchmarks or targets against which to measure their own performance.
Consequently, significant variations in certain clinical interventions persist. The organization is encouraged to
place an emphasis on understanding the factors leading to these variations and their impact on patient
outcomes.
The falls prevention strategy and its specific patient care components are well-implemented on the
maternal/child units. However, this strategy has not been evaluated for effectiveness or for impact on
patient outcomes. The organization is encouraged to formally evaluate this strategy, not only for
implementation of its components, but also for evidence of impact on patient outcomes.
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3.3.17 Standards Set: Point-of-Care Testing
Unmet Criteria

High Priority
Criteria

Priority Process: Point-of-care Testing Services
1.7

The organization has a standard operating procedure (SOP) that clearly
defines the roles and responsibilities of all health care professionals
delivering POCT.
CSA Reference: Z22870:07, 5.1.4.

2.1

The organization has the appropriate mix and number of staff to carry out
POCT.
CSA Reference: Z22870:07, 5.1.1.

3.1

The organization orients and trains all health care professionals delivering
POCT on the standard operating procedures (SOPs) for POCT.

3.2

Health care professionals delivering POCT receive ongoing training and
development.
CSA Reference: Z22870:07, 5.15.

3.3

The organization evaluates the performance of health care professionals
delivering POCT annually.
CSA Reference: Z22870:07, 5.1.5.

3.4

As part of their performance evaluation, health care professionals
delivering POCT must routinely demonstrate their competence.
CSA Reference: Z22870:07, 5.1.5.

3.5

The organization documents performance evaluation results in the
personnel files of health care professionals delivering POCT.

4.1

The organization has SOPs for each point-of-care test it performs.

4.8

The organization has a policy on POCT client self-testing.

5.3

The organization follows a documented process for setting-up, validating,
and calibrating all new POCT equipment.

5.4

The organization follows written procedures to store, handle, clean, and
disinfect POCT equipment.

5.5

The organization periodically verifies that the POCT equipment currently
being used is working properly.
CSA Reference: 22870:07, 5.3.2.

5.6

The organization removes all POCT equipment that are inappropriate, non
compliant, deteriorated, and substandard.
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5.7

The organization controls the use of POCT equipment by assigning each
health care professional delivering POCT unique identification numbers.

5.8

The organization monitors and verifies that health care professionals
delivering POCT use only the unique identification numbers assigned to
them.

5.9

When the organization uses different types of POCT equipment for the same
procedure, the lab director or suitably qualified health care professional
works with a central biomedical lab to verify that each type of equipment
gives the same result in all cases.

5.11

The organization has formal written agreements in place with point-of-care
equipment manufacturers and suppliers that require them to promptly
report adverse events and recalls.

6.1

The organization maintains an accurate and up-to-date inventory for all
POCT supplies, reagents, and media.

6.2

The organization has a person who is responsible for inventory control of
POCT supplies, reagents and media.

6.3

The organization follows a documented process for testing all new POCT
supplies, reagents and media.

6.4

The organization periodically verifies that POCT reagents currently being
used are working properly, not expired or deteriorated and appropriate for
use.
CSA Reference: 22870:07, 5.3.2.

6.5

The organization promptly removes from storage inappropriate, expired,
deteriorated and substandard POCT supplies, reagents, and media and
discards them.

6.6

The organization uses a standardized and consistent format to label POCT
supplies, reagents, and media.

6.7

The organization stores its POCT supplies, reagents, and media under
proper environmental conditions.

6.8

The organization has formal written agreements in place with POCT media
and reagent suppliers requiring them to promptly report adverse events and
recalls.

7.1

For each point-of-care test, the health care professional delivering POCT
must receive a written or electronic request from a clinician.

7.2

Before performing the test, the health care professional delivering POCT
verifies that the clinician has complied with the procedure for requesting a
point-of-care test.

7.3

In cases where the organization receives a verbal request for POCT, there is
a written procedure for responding to the clinician and requesting a written
or electronic request.
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7.4

The organization uses a standard POCT request form for gathering all
necessary information about the client, samples, and tests requested.

7.5

Immediately prior to performing the point-of-care test, the health care
professional verifies that the POCT equipment is in proper working order by
means of a quality control check.

8.2

Health care professionals delivering POCT use at least two client identifiers
before completing the test.
8.2.1

The health care professional delivering POCT uses at least two
client identifiers before performing any point-of-care test.

8.3

Before performing the point-of-care test, health care professionals properly
label the request form and the samples in front of the client, with the same
information (family name, given name, record number and Medicare
number) so that they can maintain traceability between the client and the
sample.

8.4

Health care professionals delivering POCT follow the SOP when collecting
samples to maintain sample integrity and client safety.

8.6

When conducting POCT, health care professionals adhere to
instrument-specific quality controls.
CSA Reference: Z22870:07, 5.5.3, 5.5.4.

8.10

The health care professional delivering POCT documents the date and time
of the test, the individual carrying out the test and the results of the test
on the result form.

8.13

The organization follows written criteria for accepting or rejecting POCT
samples.

9.1

The organization has a standardized written or electronic policy or
procedure on how to report and disclose all POCT results.
CSA Reference: Z22870:07, 5.8.2.

9.2

Before releasing any test results, health care professionals delivering POCT
verify that the results comply with set acceptability criteria.

9.3

Health care professionals reporting POCT results carefully explain the
results to clients.

9.4

Health care professionals reporting POCT results follow a documented
procedure for communicating and sharing results when they are outside of
reference ranges for normal values.

9.5

When the health care professional verbally reports POCT results to
clinicians, the results and methods used to obtain those results must later
be documented in a written format and identified as POCT results.

9.6

The health care professional delivering POCT completes a comprehensive
and accurate report for every point-of-care test carried out that is distinct
from clinician notes in the record.
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9.7

The health care professional delivering POCT legibly writes the report using
language and vocabulary that complies with recommendations from
international, national, or regional professional organizations.

9.8

When completing the POCT report and filing it in the client record, the
health care professional delivering POCT clearly labels the results as
“POCT”.

9.9

The health care professional delivering POCT files the POCT report in the
client record.

9.10

The organization informs clinicians in writing of point-of-care tests that
were not completed due to inappropriate samples or technical difficulties.

9.11

The organization securely retains records of all POCT request forms and
their corresponding results for the period consistent with provincial
regulations or guidelines.

10.1

The organization has a POCT quality improvement process.
CSA Reference: Z22870:07, 4.2.2, 4.2.4.

10.2

The lab director or suitably qualified health care professional develops and
maintains a POCT quality improvement manual.

10.3

The lab director or suitably qualified health care professional communicates
the quality improvement policies to health care professionals delivering
POCT and verifies that they follow them.

10.4

The organization regularly monitors a set of POCT quality indicators.

10.5

The lab director or suitably qualified health care professional uses the
indicator information to guide decision making and make timely
improvements to POCT.

10.6

Health professionals delivering POCT gather and record quality control data
for each point-of-care test.

10.7

Health professionals delivering POCT record quality control data in a daily a
log.

10.8

Health professionals delivering POCT regularly compare and correlate their
quality control results with a central lab.

10.9

The organization participates in an external POCT quality control program.
CSA Reference: Z22870:07, 5.6.

10.10

The lab director or suitably qualified health care professional reviews the
quality control data on a monthly basis and make improvements as needed.

10.11

When the lab director or suitably qualified health care professional
identifies potential sources of nonconformities and their root causes, they
implement and monitor action plans to prevent the nonconformities from
recurring.
CSA Reference: Z22870:07, 4.9.2, 4.10.3, 4.11.2, 4.11.3.
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10.12

The organization has a protocol for addressing POCT adverse events and
recalls of POCT equipment, supplies, reagents and media.

10.13

The organization retains records of quality control results and
nonconformities for POCT for at least two years.

Surveyor comments on the priority process(es)
Priority Process: Point-of-care Testing Services
The point of care testing (POCT) program is relatively new. The program hired its first POCT coordinator in
February 2013. As such, the program is in its infancy and is just starting to integrate into clinical practice. At
this time, scope is limited to glucose monitoring and glucose meters with some isolated initiatives for other
analytes. The program in place for glucose POCT is well-developed and the organization is commended for
work done to date. The organization is looking to standardize glucose meters across all sites. A process to
calibrate and validate supplies for glucose meters is via a “scout” order followed by the full order.
Consideration of the possible impacts of this methodology should be assessed. There are plans to initiate
patient correlation within the scope of the program.
Defined responsibility and accountability for all POCT has not been established. As such, POCT testing is
occurring for many analytes which are not part of the formal POCT program. A current state/gap analysis has
been completed to understand POCT across all sites. It is suggested that a plan be developed which defines
when all POCT will become part of the POCT program. Standard operating procedures (SOPs), training and
quality control for all POCT is not in place and timelines for implementation need to be established. Aside
from glucose POCT, nursing staff members report variations in use and reporting for POCT.
A quality management/improvement program has been initiated for glucose. There is an interdisciplinary
committee in place to oversee this program and ensure improvements. The POCT program reports up to the
medical advisory committee (MAC). Consideration of a reporting stream to quality and risk for POCT incidents
will allow for POCT incidents to be profiled and included with other corporate incidents. There is one POCT
coordinator, with limited back-up to provide coverage for illness, time off and for the future, as the program
expands to include all POCT.
For glucose POCT, staff members performing POCT receive appropriate training. Documentation of orders and
test results is appropriate and staff members are aware of associated practices. Informed consent and
positive patient identification are completed. Standard operating procedures (SOPs) are in place. Adverse
events and recalls are handled appropriately. For other POCT, formalized approaches are not consistently in
place.
The POCT team has done excellent work in implementation of its POCT program. Encouragement is offered
the team to leverage the success of their glucose POCT, as it continues to build a complete POCT program.
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3.3.18 Standards Set: Rehabilitation Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
1.1

The team collects information about its clients and the community.

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.

Priority Process: Competency
3.7

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

5.5

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

Priority Process: Episode of Care
6.3

Current and potential clients and their families can access essential services
24 hours a day, seven days a week.

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).
11.3.1

11.3.2

11.3.3

11.3.4

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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11.3.5

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
14.5

The team shares benchmark and best practice information with its partners
and other organizations.

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
The rehabilitation/restorative quality team of leaders from the provincial rehabilitation unit at Queen
Elizabeth Hospital site and the restorative care unit at Prince County Hospital site noted it is beneficial to
work together. The team also acknowledges the differences between the two programs. The team did not
examine community information to define scope and plan services. However, the team did develop
measurable goals and objectives and are monitoring achievement. Interdisciplinary staff members were not
involved in the development of the goals however, were actively involved in monitoring progress to meet the
goals.
The rehabilitation units are well-stocked with equipment and supplies that staff members require for their
patients. Storage areas are cramped but are well organized. The increase of equipment requiring power, and
the lack of power sources has led to more equipment being stored in hallways near outlets.
All interdisciplinary staff members support and value student placements. Patients and families also
expressed satisfaction with the involvement of students and volunteers. Staff members work to full scope and
their roles and responsibilities are outlined in job descriptions. For the most part, roles and responsibilities of
each position and each profession are consistent across the program.
Encouragement is offered the rehabilitation program to collect information about the community to set
priorities for a scarce provincial resource. The team collects information about annual client volumes in areas
such as orthopaedics for hip and knee replacements, stroke care and acquired brain injury and amputation.
Client volume statistics indicate an increase of off-service medical patients in recent years. The team is
encouraged to work with other services to identify, address and coordinate services across the province to
reduce off-service for this scarce provincial resource.
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Priority Process: Competency
The rehabilitation units are proud of their strong interdisciplinary approach to delivery of services. Team
members are respectful of and value one another's scope of practice. Teams meet regularly in rounds and
huddles to coordinate services and improve overall team functioning. Rehabilitation staff members have
implemented face-to-face huddles to improve communication and coordination of services as charting does
not readily support communication or coordination of services across disciplines. Progress notes are
documented by discipline and in order to create an interdisciplinary summary of progress toward goals, an
administrative assistant must collate documentation to share at interdisciplinary rounds.
Performance appraisals are up-to-date and staff members report satisfaction about the level of training
available in their roles. They also expressed satisfaction with their orientation to the organization and
rehabilitation program.
Clients and families express satisfaction with the coordination of services and note teamwork as a strength of
the rehabilitation program.
The organization is encouraged to develop a fair and objective process to recognize team members for their
contributions, including those in the rehabilitation program.
Priority Process: Episode of Care
The rehabilitation and restorative care programs have defined criteria for admission and discharge. Wait-lists
are monitored and measured against Canadian benchmarks.
From the first contact, patients and families know who is coordinating their service. This is available on white
boards on every unit. A quality improvement initiative to increase utilization of the white board as a
communication tool had successful outcomes. Patient progress related to training and discharge goals are
noted, as is the name of the staff member coordinating the care. Patients and families report they were
involved in their assessment of needs and setting of goals. Families expressed satisfaction with their level of
understanding and involvement in development of the care plan and monitoring progress.
Patient assessments are thorough and utilize standardized tests and scales. Patients are involved in the
interpretation of results and expressed enthusiasm to be able to track their improvement. Nursing staff
members appreciate learning more about the standardized tests used by allied personnel as part of their
nursing orientation, and allied staff members learn more about medication reconciliation.
A follow-up questionnaire was given to patients after their stay at both rehabilitation and restorative care
units. Results were analyzed to show that Queen Elizabeth Hospital was weakest on giving discharge notice
and follow-up appointments, and strongest on giving feedback on instructions for medication, exercises and
equipment. Initiatives such as this result in feedback for staff members and provide the basis for quality
initiatives. Prince County Hospital had no complaints on discharge and showed a need for improvement on
relaying information on how to avoid problems.
Staff members report there is no need for active rehabilitation on weekends, as many patients go home on a
weekend pass. Patients and families expressed a need for more service options on weekends.
Staff members chart on single-discipline progress notes, which does not promote interdisciplinary planning.
The physician reported not having time to go into each discipline entry. A summary is collated on a weekly
basis for discussion at interdisciplinary rounds.

Accreditation Report

Detailed On-site Survey Results

114

QMENTUM PROGRAM

Priority Process: Decision Support
Patient records are comprehensive and include both electronic and paper records at this time. Anyone
looking at any electronic record leaves a footprint for auditing. There have been no confidentiality breaches
in this program. One patient interviewed said he knew he had access to his records but indicated he got so
much information shared on a daily basis about progress that he did not see a need for more access.
All interdisciplinary staff members co-operate with one another and collaborate with the patient to develop a
schedule for rehabilitation services that meets the patients' needs and stamina. Staff members spoke of good
teamwork and patients mentioned good teamwork when the timely sharing of information among providers
was discussed. Follow-up appointments are made when the patient leaves the unit. This is an example of
coordination of flow of information among providers both internal and external to the organization.
All care guidelines and standardized scales are based on best practice. There is a provincial process to select
evidence-based guidelines for rehabilitation.
Patients and families confirmed they had been advised about their role in safety for themselves as well as
those helping them. Staff members spoke proudly about the audit involving the patient handbook
questionnaire.
A falls prevention strategy is in place but has not yet been evaluated.
The teams are encouraged to explore opportunities to document using an interdisciplinary approach so
duplicative work to create summaries prior to rounds.
Priority Process: Impact on Outcomes
Patients and families confirmed that two identifiers are used prior to services.
The teams share their benchmarks and best practice information across the rehabilitation programs via a
shared drive, and across the organization. Information is not currently shared with partners or other
organizations.
Teams utilize huddles to coordinate service and participate in safety briefings. Incidents are followed up
promptly and recommendations for improvement are shared with the teams.
The quality team has begun work to monitor process and outcome measures for services and compare results
with other organizations. An example of this is wait-list review and management.
The teams have conducted a patient handbook questionnaire and learned that most respondents did not know
how to make a compliment or complaint. More effort to inform patients verbally resulted from this initiative.
A follow-up questionnaire has not been done to measure awareness however, compliments have increased.
Patient satisfaction is monitored on discharge and results are shared amongst staff. Generally, patients are
satisfied and some said they waited a long time and another said it was too bad the service was far from
home.
The teams are encouraged to collect information about their communities to plan services and set priorities.
from the units' own surveys will be welcomed by staff members and patients and will contribute to program
evaluation.
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The teams plan to continue the client satisfaction survey on discharge. Improvement initiatives emanating
from the units' own surveys will be welcomed by staff members and patients and will contribute to program
evaluation.
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3.3.19 Standards Set: Substance Abuse and Problem Gambling Services
Unmet Criteria

High Priority
Criteria

Priority Process: Clinical Leadership
2.4

The team has access to the supplies and equipment needed to deliver
substance abuse and problem gambling services.

Priority Process: Competency
3.7

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

4.2

The team orients new team members about their roles and responsibilities,
the team goals and objectives, and the organization as a whole.

4.8

The 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).
11.3.1

11.3.2

11.3.3

11.3.4

11.3.5

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).
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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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 addictions program is cognizant of a shift in its client base during the past ten years. Specifically, there
are fewer clients appearing with ethyl alcohol (EtOH) withdrawal issues and a marked increase in opiate
addictions. Clients are younger than in the past and often have co-occurring issues or disorders. Accordingly,
the program has begun to shift its service delivery model. This shift includes the introduction of new
therapeutic groups, changes to staff training and increased resources in the methadone program. Despite
this there is, in the view of the public, unmet client needs and an excessive wait for services. Senior
management of the addictions and mental health advised the surveyor team that a program review was
recently undertaken. Regrettably, the document could not be shared at this time, pending ministerial
release.
There is recognition of the issue of co-occurring disorders for mental health and addictions. The organization
has plans in place to introduce a formal model of care for this population and will be bringing in a consultant
to introduce a well-established model of care.
There is evidence of good collaboration between the mental health and addictions services. In particular, the
teams at the Montague site have been leading the way in a collaborative practice model. The working
relationship is strong and there is growing recognition of the significance of co-occurring disorders.
The ability to offer community-based withdrawal management is admirable and clearly a key component in
offering a range of services. The practice of using a pre-signed protocol does warrant a review however to
verify its safety. Many jurisdictions are limiting the use of such orders or requiring physician involvement at
some point in the provision of care. Physicians are authorized to give orders to registered nurses. Orders must
be patient-specific and these can include instructions that are pre-printed. Pre-printed orders set out the
usual care for a particular patient group or patient problem. Orders are made patient-specific by the ordering
physician by adding the name of the patient, and making any necessary changes to the pre-printed order to
reflect the needs of the individual patient, then signing and dating the order.
There is evidence in the strategic plan and quality plan that the addictions service reviews service provision
and adjusts services where it can. Staff members cite regular opportunities to meet for the purposes of team
meetings, joint education and supervision. As well, they seem to have regular opportunities to attend
educational seminars.
Priority Process: Competency
Teams that were interviewed were made up of different professions, and it is clear staff members are
cognizant of scope of practice and unique skills that each profession offers. Teams reported opportunities to
regularly meet for multiple purposes including case conferencing, collaboration and education.
Sub-specialty teams exist in the addictions service and patients are assigned accordingly.
A noted strength of the addictions service is in its transitioning of teenage clients to the adult service.
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Sub-specialty teams exist in the addictions service and patients are assigned accordingly.
A noted strength of the addictions service is in its transitioning of teenage clients to the adult service.
Specifically, clients may remain with their therapist past their eighteenth birthday, dependent on their
needs. Transfer occurs when the client is ready and not according to definitive criteria.
Priority Process: Episode of Care
The addictions service maintains a waiting list and triages clients who are on it. There is a mechanism to
ensure that the triaging system does not result in clients with lower level needs being unduly delayed from
receiving services.
The teams manage ethics issues well and do so in a number of ways however, seem unaware that the
organization has an ethical framework that could also be utilized.
Priority Process: Decision Support
The team regularly engages in educational opportunities. In doing so, it has an opportunity to note best
practices being developed in other jurisdictions. Further, the team endeavours to incorporate best practices
into their work. Examples include the use of acupuncture to reduce cravings, the introduction of yoga for
stress relief, and the methadone program.
The team is cognizant of the current issues in addictions affecting the PEI population. Accordingly, the team
is adjusting their education and inservicing for the staff members to aid them in their work.
Priority Process: Impact on Outcomes
The integration of addictions and mental health has increased the number of opportunities to share
information across systems as well as to improve collaborative client care. The mental health and addictions
is about to introduce a specific model of managing co-occurring disorders.
The team is interdisciplinary, with an appreciation of one another's skills. There is an obvious sense of
cohesiveness with staff members aligned in the goal to providing excellent services.
The team utilizes an electronic incident reporting system and is supported by a risk manager. Information
garnered is reviewed and used by the quality committee.
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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
2.8

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

Standards Set: Surgical Care Services
2.2

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

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.

6.2

From their first contact with the organization or team, clients and families
are informed of the team member who is responsible for coordinating their
service, and told how to reach that person.

7.1

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

7.9

The team assesses each client's risk for developing a pressure ulcer and
implements interventions to prevent pressure ulcer development.
7.9.1

7.9.2

7.9.5

7.13

The team conducts an initial pressure ulcer risk assessment at
admission, using a validated, standardized risk assessment
tool.
The team reassesses each client for risk of developing pressure
ulcers at regular intervals, and with significant change in
client status.
The team has a system in place to measure the effectiveness
of pressure ulcer prevention strategies, and uses results to
make improvements.

The team reconciles the client's medications upon admission to the
organization, with the involvement of the client, family or caregiver.
7.13.5

The process is a shared responsibility involving the client and
one or more health care practitioner(s), such as nursing staff,
medical staff, pharmacists, and pharmacy technicians, as
appropriate.
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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).
11.4.5
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.

11.6

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

14.5

The team shares benchmark and best practice information with its partners
and other organizations.

16.1

The team identifies and monitors process and outcome measures for its
surgical care services.

16.3

The team compares its results with other similar interventions, programs,
or organizations.

ROP

MINOR

Surveyor comments on the priority process(es)
The operating room (OR) at Queen Elizabeth Hospital site has ten operating suites. There is a renovation
underway that will more than triple the size of the operating room. The entire staffing in this area was
consulted on plans for the new OR. Cystoscopies and cataract surgeries will be able to move out of the main
block.
Different specialties work here: otolaryngologists (ENT), orthopedics, general surgery, urology, obstetrics and
gynaecology, plastic and maxillo-facial. The physicians are encouraged to become more engaged in change
management. The nursing staff complement is sufficient but having the newer employees working with the
more experienced staff members remains a challenge and conflict resolution is useful. Canadian Nursing
Association certification is offered and the tuition fees are paid by Health PEI.
A lot of verbal and written communication takes place, with the 0730 hour safety meeting, posters on the
walls and e-mails.
There is a case cart management system.
The two-identifier protocol is in place. The checklist and time-out are done and documented.
The medical record is almost completely automated and is user friendly.
The orientation program is thorough and includes: an online six week course; clinical teachings and a 12 to 14
weeks clinical rotation with a preceptor. A comprehensive checklist for protocols and policies is also done.
The online test is the final green light. There is a six-month follow-up.
Surgical units: There are two units at the Queen Elizabeth Hospital. The managers know their numbers and
their population. There is a new model of care concept that will be soon implemented on the units, with
more licensed practical nurses (LPNs). Human resources and a retired nurse manager are helping support
change management and registered nurses see a new opportunity to develop their role in discharge planning
and patient education. The electronic patient chart and the new medication delivery system are in the
patients and their families.
The Prince County
Hospital surgical unit is a small unit with two operative
rooms,
with Survey
a combination
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implementation phases. A new white board has been introduced to enhance communication between staff,
patients and their families.
The Prince County Hospital surgical unit is a small unit with two operative rooms, with a combination of in
patient and day care procedures. The unit is well-equipped and up to date. The team performs a consistent
and appropriate checklist and has adopted all of the required safety initiatives. The unit's processes are for
the most part based on individual surgeon's preferences.
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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: July 4, 2012 to July 27, 2012
• Number of responses: 7
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.

14

14

71

92

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

0

0

100

95

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

93

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
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

93

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

0

0

100

98

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

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

0

0

100

93

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

0

14

86

90

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

0

14

86

92

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

95

14 Our ongoing education and professional development
is encouraged.

0

0

100

86

15 Working relationships among individual members and
committees are positive.

0

0

100

96

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

0

0

100

95

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.

29

29

43

76

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

0

57

43

68

20 Contributions of individual members are reviewed
regularly.

14

43

43

66
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

29

29

43

77

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

29

43

29

59

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

14

0

86

82

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.

0

0

100

84

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

29

29

43

68

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

0

0

100

94

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

0

14

86

86

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

0

0

100

96

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

0

14

86

83

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

0

0

100

91

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

33

50

17

91

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

29

14

57

83

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

14

14

71

88
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% Disagree

% Neutral

% Agree

Organization

Organization

Organization

%Agree
* Canadian
Average

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

0

0

100

93

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

0

0

100

92

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

29

14

57

87

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

50

17

33

92

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from July to December, 2012 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: June 7, 2012 to July 13, 2012
• Minimum responses rate (based on the number of eligible employees): 340
• Number of responses: 448
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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
support for safety
culture
errors

Overall perception of
patient safety

68%

61%

72%

54%

64%

70%

61%

72%

53%

70%

Legend
Health PEI
* Canadian Average
*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from July to December, 2012 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.
Accreditation Canada provided the organization with detailed results from its Worklife Pulse 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: May 8, 2013 to June 14, 2013
• Minimum responses rate (based on the number of eligible employees): 345
• Number of responses: 1186
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Worklife Pulse Tool: Results of Work Environment

100

90

80

Percentage Positive (%)

70

60

50

40

30

20

10

0

Job

Training and
Development

Coworkers

Immediate
Supervisor

Senior
Management

Safety and
Health

Overall
Experience

72%

64%

80%

73%

61%

77%

79%

76%

69%

84%

75%

67%

79%

66%

Legend
Health PEI
* 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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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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Section 5

Organization's Commentary

After the on-site survey, the organization was invited provide comments to be included in this
report about its experience with Qmentum and the accreditation process.
The PEI Health system and Health PEI specifically, is designed to address, as much as any jurisdiction
can, the significant issues impacting the sustainability of the Island’s health system. Challenges to
sustainability include; health human resource shortages, the impacts of an aging population, and the
introduction of new drugs and technologies creating increased demand for new services and treatments.
Established in 2010, Health PEI provides for a single, province-wide administrative structure which
facilitates the development of provincial standards and practices, improved service integration, and
active monitoring and oversight by the Health PEI Board.
The Board is fully committed to the One Island Health System Vision. Toward this end, the Board sees
the 2013-16 Strategic Plan and the goals as an essential tool through which to communicate direction to
the organization and the public, to evaluate and monitor organizational performance, and to report on
results.
The 2013-2016 Strategic Plan goals include;
Quality - We will provide safe, quality, and person-centered care and services.
Access - We will provide access to appropriate care by the right provider in the right setting.
Efficiency -We will optimize resources and processes to sustain a viable health care system.
Health PEI uses the Accreditation standards and principles embedded within them, in designing and
evolving programs and services to meet the needs of Islanders.
The Accreditation survey report is an excellent opportunity to examine the organization’s capacity to
balance competing interests and at the same time meet national standards of quality.
Surveyors observations, their contact with staff, and the information contained in the final report, is a
valuable resource for the Board and for the organization. This external review, which compares Health
PEI’s services to national standards, reinforces the organization’s commitment to using evidence and
best practice as the basis for decision-making and prioritizing work.
Thanks to everyone involved in the preparations leading up to and during the survey visit including the
many staff and physicians who have worked hard on quality teams. Each improvement can better
support staff and physicians in the work they do everyday delivering quality, safe health services to
Islanders.
Sincerely,
Richard Wedge,
CEO, Health PEI
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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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