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Measure/Indicator

Type

Unit/
Population

Current
Source/Period

Organization Id performance Target

Target
justification

Planned improvement
initiatives (Change Ideas)

Methods

Process measures

M = Mandatory (all cells must be completed) P = Priority (complete ONLY the comments cell if you are not working on this indicator) A= Additional (do not select from drop down menu if you are not working on this indicator) C = custom (add any other indicators you are working on)

Did you receive
enough information
from hospital staff
about what to do if

% / Survey

CIHI CPES / April -

1) Conduct a heuristic
analysis on the design of
patient whiteboards for

57.5% is the NRC inpatient areas to
understand the utility to

Review the heuristics and usability of whiteboards by

patients and frontline users.

Complete an analysis for each of the designed
whiteboards and measure utility.

Target for process measure

100% of the identified areas have a

heuristic assessment on
their whiteboards
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) " discharge. unitstouse SMART discharge.
youleftthe hospital? package. (SMART) discharge package.
Effective transitions
1) E d the dysphagi: ithi i ifi
8.07% st):re):;?: to; tr}zﬁ:inagi? P ——— N Percentage ofstaffthatcompletedthe continuing BRI e [EEiifg)
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. Rate per 100  WTIS, CCO, BCS, Target capacity by using iPlan and . . .
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. FY17/18 target standardized palliative care Implementation by the clinical practice leaders. Compliance with order set utilization. - -
Support". (67.7%) PSR palliative care patients.
Unitleadershiptoround onstaffand physicians to build
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recommend this EDPEC / April - As determined
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Incidences of workplace violence to be stratified by
) 5 . hether: (a) aflagged patientwasinvolved; (b) acode . )
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withinal2month VTS (TGS Occupational Health and Safety to measure and Report to unit driven quality councils (Reinventing Care Number of incidents of workplace
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period. objective).

3) Reduction of incidents of Occupational Health and Safety to measure and
violence (Joint Centres monitor workplace violence statistics.
objective).

Report to unit driven quality councils (Reinventing Care Number of incidents of workplace

Councils). violence that result in the provision of
health care (for staff employed by
the hospital).




