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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.

About the Accreditation Report

Cambridge Memorial Hospital (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 November 2015. 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.
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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
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Cambridge Memorial Hospital (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

Cambridge Memorial Hospital's accreditation decision is:

Accredited (Report)

The organization has succeeded in meeting the fundamental requirements of the accreditation program.

QMENTUM PROGRAM
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1.2  About the On-site Survey

•  On-site survey dates: November 15, 2015 to November 19, 2015

•  Location

The following location was assessed during the on-site survey.

1 Cambridge Memorial Hospital

•  Standards

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

System-Wide Standards

Leadership1

Governance2

Medication Management Standards3

Infection Prevention and Control Standards4

Service Excellence Standards

Reprocessing and Sterilization of Reusable Medical Devices - Service Excellence
Standards

5

Critical Care - Service Excellence Standards6

Point-of-Care Testing - Service Excellence Standards7

Diagnostic Imaging Services - Service Excellence Standards8

Medicine Services - Service Excellence Standards9

Rehabilitation Services - Service Excellence Standards10

Ambulatory Systemic Cancer Therapy Services - Service Excellence Standards11

Obstetrics Services - Service Excellence Standards12

Mental Health Services - Service Excellence Standards13

Transfusion Services - Service Excellence Standards14

Biomedical Laboratory Services - Service Excellence Standards15

Perioperative Services and Invasive Procedures Standards - Service Excellence
Standards

16

Emergency Department - Service Excellence Standards17
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•  Instruments

The organization administered:

Executive Summary 3Accreditation Report

Governance Functioning Tool1

2

Worklife Pulse3

Client Experience Tool4

Canadian Patient Safety Culture Survey Tool: Community Based Version
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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 (Work with my community to
anticipate and meet our needs) 64 0 0 64

Accessibility (Give me timely and equitable
services) 87 0 0 87

Safety (Keep me safe)
623 7 20 650

Worklife (Take care of those who take care of me)
142 0 1 143

Client-centred Services (Partner with me and my
family in our care) 187 0 3 190

Continuity of Services (Coordinate my care across
the continuum) 62 0 2 64

Appropriateness (Do the right thing to achieve the
best results) 938 7 14 959

Efficiency (Make the best use of resources)
66 0 0 66

Total 2169 14 40 2223
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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.

Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Governance 42
(100.0%)

0
(0.0%)

0 32
(100.0%)

0
(0.0%)

0 74
(100.0%)

0
(0.0%)

0

Leadership 46
(100.0%)

0
(0.0%)

0 85
(100.0%)

0
(0.0%)

0 131
(100.0%)

0
(0.0%)

0

Infection Prevention
and Control Standards

40
(100.0%)

0
(0.0%)

1 29
(100.0%)

0
(0.0%)

2 69
(100.0%)

0
(0.0%)

3

Medication
Management
Standards

69
(94.5%)

4
(5.5%)

5 57
(93.4%)

4
(6.6%)

3 126
(94.0%)

8
(6.0%)

8

Ambulatory Systemic
Cancer Therapy
Services

47
(100.0%)

0
(0.0%)

3 97
(100.0%)

0
(0.0%)

2 144
(100.0%)

0
(0.0%)

5

Biomedical Laboratory
Services **

71
(100.0%)

0
(0.0%)

0 103
(100.0%)

0
(0.0%)

0 174
(100.0%)

0
(0.0%)

0

Critical Care 33
(100.0%)

0
(0.0%)

1 92
(100.0%)

0
(0.0%)

3 125
(100.0%)

0
(0.0%)

4

Diagnostic Imaging
Services

65
(100.0%)

0
(0.0%)

2 67
(100.0%)

0
(0.0%)

1 132
(100.0%)

0
(0.0%)

3

Emergency
Department

47
(100.0%)

0
(0.0%)

0 80
(100.0%)

0
(0.0%)

0 127
(100.0%)

0
(0.0%)

0
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Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Medicine Services 28
(93.3%)

2
(6.7%)

1 71
(100.0%)

0
(0.0%)

0 99
(98.0%)

2
(2.0%)

1

Mental Health Services 36
(100.0%)

0
(0.0%)

0 88
(100.0%)

0
(0.0%)

0 124
(100.0%)

0
(0.0%)

0

Obstetrics Services 62
(100.0%)

0
(0.0%)

2 78
(98.7%)

1
(1.3%)

1 140
(99.3%)

1
(0.7%)

3

Perioperative Services
and Invasive
Procedures Standards

100
(100.0%)

0
(0.0%)

0 88
(100.0%)

0
(0.0%)

0 188
(100.0%)

0
(0.0%)

0

Point-of-Care Testing
**

38
(100.0%)

0
(0.0%)

0 48
(100.0%)

0
(0.0%)

0 86
(100.0%)

0
(0.0%)

0

Rehabilitation Services 30
(100.0%)

0
(0.0%)

1 70
(100.0%)

0
(0.0%)

0 100
(100.0%)

0
(0.0%)

1

Reprocessing and
Sterilization of
Reusable Medical
Devices

50
(100.0%)

0
(0.0%)

3 61
(100.0%)

0
(0.0%)

2 111
(100.0%)

0
(0.0%)

5

Transfusion Services ** 75
(100.0%)

0
(0.0%)

5 66
(100.0%)

0
(0.0%)

1 141
(100.0%)

0
(0.0%)

6

879
(99.3%)

6
(0.7%)

24 1212
(99.6%)

5
(0.4%)

15 2091
(99.5%)

11
(0.5%)

39Total

* Does not includes ROP (Required Organizational Practices)
** Some criteria within this standards set were pre-rated based on the organization’s accreditation through the Ontario Laboratory
Accreditation Quality Management Program-Laboratory Services (QMP-LS).
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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

Accountability for Quality
(Governance)

 Met 4 of 4 2 of 2

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

Patient Safety Goal Area: Communication

Client And Family Role In Safety
(Ambulatory Systemic Cancer Therapy
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
(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
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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
(Perioperative Services and Invasive
Procedures Standards)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Rehabilitation Services)

 Met 2 of 2 0 of 0

Dangerous Abbreviations
(Medication Management Standards)

 Met 4 of 4 3 of 3

Information Transfer
(Ambulatory Systemic Cancer Therapy
Services)

 Met 2 of 2 0 of 0

Information Transfer
(Critical Care)

 Met 2 of 2 0 of 0

Information Transfer
(Emergency Department)

 Met 2 of 2 0 of 0

Information Transfer
(Medicine Services)

 Met 2 of 2 0 of 0

Information Transfer
(Mental Health Services)

 Met 2 of 2 0 of 0

Information Transfer
(Obstetrics Services)

 Met 2 of 2 0 of 0

Information Transfer
(Perioperative Services and Invasive
Procedures Standards)

 Met 2 of 2 0 of 0

Information Transfer
(Rehabilitation Services)

 Met 2 of 2 0 of 0

Medication reconciliation as a strategic
priority
(Leadership)

 Met 4 of 4 2 of 2

Medication reconciliation at care
transitions
(Ambulatory Systemic Cancer Therapy
Services)

 Unmet 0 of 7 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

Medication reconciliation at care
transitions
(Critical Care)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Emergency Department)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Medicine Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Mental Health Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Obstetrics Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Perioperative Services and Invasive
Procedures Standards)

 Met 5 of 5 0 of 0

Medication reconciliation at care
transitions
(Rehabilitation Services)

 Met 5 of 5 0 of 0

Safe Surgery Checklist
(Obstetrics Services)

 Met 3 of 3 2 of 2

Safe Surgery Checklist
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Two Client Identifiers
(Ambulatory Systemic Cancer Therapy
Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Biomedical Laboratory 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
(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
(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
(Perioperative Services and Invasive
Procedures Standards)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Point-of-Care Testing)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Rehabilitation Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Transfusion Services)

 Met 1 of 1 0 of 0

Patient Safety Goal Area: Medication Use

Antimicrobial Stewardship
(Medication Management Standards)

 Met 4 of 4 1 of 1

Concentrated Electrolytes
(Medication Management Standards)

 Unmet 1 of 3 0 of 0

Heparin Safety
(Medication Management Standards)

 Unmet 3 of 4 0 of 0

High-Alert Medications
(Medication Management Standards)

 Met 5 of 5 3 of 3
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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
(Ambulatory Systemic Cancer Therapy
Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Critical Care)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Emergency Department)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Medicine Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Obstetrics Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Perioperative Services and Invasive
Procedures Standards)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Rehabilitation Services)

 Met 1 of 1 0 of 0

Narcotics Safety
(Medication Management Standards)

 Met 3 of 3 0 of 0

Patient Safety Goal Area: Worklife/Workforce

Client Flow
(Leadership)

 Met 7 of 7 1 of 1

Client Safety Plan
(Leadership)

 Met 2 of 2 2 of 2

Client Safety: Education And Training
(Leadership)

 Met 1 of 1 0 of 0

Preventive Maintenance Program
(Leadership)

 Met 3 of 3 1 of 1

Workplace Violence Prevention
(Leadership)

 Met 5 of 5 3 of 3
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Infection Control

Hand-Hygiene Compliance
(Infection Prevention and Control
Standards)

 Met 1 of 1 2 of 2

Hand-Hygiene Education and Training
(Infection Prevention and Control
Standards)

 Met 1 of 1 0 of 0

Infection Rates
(Infection Prevention and Control
Standards)

 Met 1 of 1 2 of 2

Patient Safety Goal Area: Risk Assessment

Falls Prevention Strategy
(Ambulatory Systemic Cancer Therapy
Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Diagnostic Imaging Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Emergency Department)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Medicine Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Mental Health Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Obstetrics Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Rehabilitation Services)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Critical Care)

 Met 3 of 3 2 of 2
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Risk Assessment

Pressure Ulcer Prevention
(Medicine Services)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Rehabilitation Services)

 Met 3 of 3 2 of 2

Suicide Prevention
(Mental Health Services)

 Met 5 of 5 0 of 0

Venous Thromboembolism Prophylaxis
(Critical Care)

 Met 3 of 3 2 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

 Met 3 of 3 2 of 2

Venous Thromboembolism Prophylaxis
(Perioperative Services and Invasive
Procedures Standards)

 Met 3 of 3 2 of 2
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The surveyor team made the following observations about the organization's overall strengths,
opportunities for improvement, and challenges.

1.6  Summary of Surveyor Team Observations

Cambridge Memorial Hospital has been able to sustain and build on the quality of care and service which was
recognized following their last accreditation visit. The board and leadership team have been following a planned
and deliberate approach to improving staff and physician engagement as a means to improving the service and
thus the reputation of the organization within the community. The patients who were interviewed during this
accreditation survey expressed satisfaction with the care they received and confidence in the ability of the care
teams to provide safe and effective care. There is a strong sense of pride and commitment to teamwork among
the staff.

The organization is commended for the recent introduction of the Patient and Family Advisory Committee. This
group of committed individuals is providing valuable advice to staff as they seek to improve the patient
experience at Cambridge Memorial Hospital.

The Board of Directors understands its role and has developed systems and processes to exercise its mandate in
an effective manner. Members bring a broad skill set to the table. Member recruitment, selection, orientation
and ongoing development is tailored to address the current and emerging talent requirements of the board. The
board recognizes its need to reflect the cultural diversity of its community and has taken steps to address this
gap. The board engages in a self-evaluation process following each meeting of the full board as well as meetings
of the sub-committees. Concerns are addressed in a timely manner. Although the board and senior team work
together, there is a good understanding of the relative roles of each group. The board accomplishes its mandate
through the use of key sub-committees.

Cambridge Memorial Hospital has established partnerships with many organizations to improve the efficiency and
quality of services provided to the residents. Community partners expressed confidence and pride in the
organization and spoke to the positive evolution of the hospital. They recognize the significant effort that has
been taken to improve the culture and reputation of the hospital.

The partner network is complex with many touch points between community organizations and hospital staff.
This level of complexity may, at times, tax the ability of the hospital staff to effectively work with so many
partners. However, there is evidence of successful collaboration such as the Cambridge Collaborative Care
Committee, mental health program links with a number of community organizations, a variety of integrated
clinical councils/networks, etc. The regional police service and the emergency department have worked
together to build a stronger understanding of each other’s objectives and pressures and to develop better ways
of working together. The hospitals in the region have a variety of forums for joint planning and problem solving
from the clinical level to the governance level. Partnerships are essential to providing an integrated health
system. The community partners expressed that there may be varying degrees of commitment to the
establishment of an integrated system amongst the various players. Some questioned the openness of the
clinical/medical staff to this emerging model.

The organization is commended for its comprehensive approach to establishing and refreshing its strategic plan.
The strategic directions primarily reflect a continued focus on the strategic priorities which were identified in
the previous plan. Of notable exception is the addition of a “defining our role” direction. The organization is
actively engaged in the internal and external dialogue which is necessary to reach a final position on the future
role of Cambridge Memorial Hospital. This vision is essential to the future success of the organization. The
organization understands the critical nature of this decision and the need for full stakeholder engagement in the
process.

The organization is using a variety of methods to communicate the plan. The team is commended for its use of
creative graphics, weekly e-newsletters, and regular information sessions in traditional and not-so-traditional
locations such as malls.
There has been attention to embedding the values within the organization. The use of VBCs (values-based
conversations) is an innovative approach to maintaining a focus on values. There is evidence that the values are
being translated into employee recruitment, on-boarding, staff recognition, model of care development, leader
development and ongoing communication within the organization.

There is a clear “line of sight” between the strategic directives, the Wildly Important Goals (WIGs) and the team
goals at the department and unit level. The organization has made effective use of annual goal settings, huddle
boards, VBCs, decision support and scheduling reporting to establish this clear alignment of priorities, tactics
and evaluation. The organization has made strategic investments, such as the Transformation Office, to support
and embed the organizational practices which are necessary to achieve alignment and outcomes. During our
visit, it was evident that staff members, at the point of care, understand the objectives which the organization
is pursuing together and how their behaviour impacts the success of the organization. The organization should
pay close attention to this, given that the employee engagement survey did not show the same results.

Medical leadership is the responsibility of the Chief of Staff and the medical department organization. The Chief
of Staff has established processes to increase physician involvement in the operations of the hospital. Medical
coverage models for in-patient care continue to evolve. The Critical Care team are commended for their
transition to a mostly closed model of care. Physician engagement appears to be improving in a number of areas.
This is an area that will require ongoing consideration and attention. The Physician Worklife Pulse Tool can be
used as a baseline measure to gauge success in this area, especially given that the hospital is considering
adopting a more formalized program management model.

The organization has a comprehensive ethics framework supported by a consultation service.

Cambridge Memorial Hospital has designed a robust quality and safety program. The quality and safety plan is
driven both by external mandates from Health Quality Ontario as well as internal priorities which are established
by the leadership team and the board following a comprehensive review of clinical performance. The
organization has made strategic investments to support the staff on their journey to improved safety and
quality. Strategic investments in coaching and leadership development, safety training, decision support as well
as key positions such as patient relations and professional practice. The board is critical to the establishment of
quality improvement targets and also maintains an ongoing role in monitoring and holding the organization
accountable through the use of a regular reporting cycle. Each department is expected to report to the board
each year on its service and results. The board is also advised on significant events and errors.

The organization is to be commended for the thoughtful and comprehensive approach taken during the
development of the new model of care. This is complex work which the team was able to translate into a
practical approach which staff appear to have embraced. Staff members are working with updated role
descriptions that optimize their scope of practice. Practices which can improve the patient experience are being
embedded into the standard work of the teams. Leadership staff have been supportive and present as frontline
staff have adapted to a new way of delivering care.  Although it may still be too early to reach conclusions on
the success of the model, early results on a number of the key indicators are positive. The team has a plan to
evaluate success based on monitoring key indicators over a period of time.

There is significant attention paid to the quality of work life for employees and professional staff of Cambridge
Memorial. The staff educator group should be commended for the valuable contributions they make to the
ongoing support for staff and evolution of the clinical programs. Most recently, the leadership team have
focused on leadership development, workplace violence prevention and values-based conversations. The results
of the Worklife Pulse Tool cause some degree of concern since there does not appear to be a correlation
between the efforts being made by the organization and the results of the staff engagement surveys. Staff
members who were interviewed throughout this on-site survey were very positive about their work life
experience. They expressed pride in the organization and a commitment to their peers. There has been a
significant amount of management and leadership turnover. Throughout many of these transitions, some
leadership positions have remained vacant for significant periods of time. Other managers have been asked to
cover multiple areas. The organization has been reviewing span of control and responsibility for many of the
leadership positions. This works needs to continue. The organization needs to consider the impact of leader
stress on the staff and patients in the organization.

The organization follows standard processes for the development of capital and operating budgets. Department
managers are provided with education and information to assist them in understanding and managing their
resources. The organization is part of a multi-hospital group that is considering the opportunity to acquire a
common clinical information system.  A common system will enhance the organization's ability to integrate and
standardize approaches to care throughout the region. The organization has identified a need to ensure the
needs of clinical staff are fully considered as this project investigation moves forward. The Decision Support
team has been very successful in designing and producing reports which the organization can use to manage
their resources, monitor their performance and report on their success. Managers expressed significant
satisfaction with the tools and resources this team has been able to deliver.

The organization is engaged in a major redevelopment project. There appear to be good checks and controls in
the project. As the team moves into transition planning the organization needs to ensure that adequate time and
attention is paid to changes that will impact workflow. A project manager has been hired to focus on this critical
element of planning.
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The organization is using a variety of methods to communicate the plan. The team is commended for its use of
creative graphics, weekly e-newsletters, and regular information sessions in traditional and not-so-traditional
locations such as malls.
There has been attention to embedding the values within the organization. The use of VBCs (values-based
conversations) is an innovative approach to maintaining a focus on values. There is evidence that the values are
being translated into employee recruitment, on-boarding, staff recognition, model of care development, leader
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ongoing support for staff and evolution of the clinical programs. Most recently, the leadership team have
focused on leadership development, workplace violence prevention and values-based conversations. The results
of the Worklife Pulse Tool cause some degree of concern since there does not appear to be a correlation
between the efforts being made by the organization and the results of the staff engagement surveys. Staff
members who were interviewed throughout this on-site survey were very positive about their work life
experience. They expressed pride in the organization and a commitment to their peers. There has been a
significant amount of management and leadership turnover. Throughout many of these transitions, some
leadership positions have remained vacant for significant periods of time. Other managers have been asked to
cover multiple areas. The organization has been reviewing span of control and responsibility for many of the
leadership positions. This works needs to continue. The organization needs to consider the impact of leader
stress on the staff and patients in the organization.

The organization follows standard processes for the development of capital and operating budgets. Department
managers are provided with education and information to assist them in understanding and managing their
resources. The organization is part of a multi-hospital group that is considering the opportunity to acquire a
common clinical information system.  A common system will enhance the organization's ability to integrate and
standardize approaches to care throughout the region. The organization has identified a need to ensure the
needs of clinical staff are fully considered as this project investigation moves forward. The Decision Support
team has been very successful in designing and producing reports which the organization can use to manage
their resources, monitor their performance and report on their success. Managers expressed significant
satisfaction with the tools and resources this team has been able to deliver.

The organization is engaged in a major redevelopment project. There appear to be good checks and controls in
the project. As the team moves into transition planning the organization needs to ensure that adequate time and
attention is paid to changes that will impact workflow. A project manager has been hired to focus on this critical
element of planning.
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Detailed Required Organizational Practices ResultsSection 2

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.

Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Communication

·  Ambulatory Systemic Cancer Therapy
Services 9.15

Medication reconciliation at care transitions
With the involvement of the client, family, or caregiver (as
appropriate), the team generates a Best Possible
Medication History (BPMH) and uses it to reconcile client
medications at ambulatory care visits where the client is at
risk of potential adverse drug events*. Organizational
policy determines which type of ambulatory care visits
require medication reconciliation, and the how often
medication reconciliation is repeated. *Ambulatory care
clients are at risk of potential adverse drug events when
their care is highly dependent on medication management
OR the medications typically used are known to be
associated with potential adverse drug events (based on
available literature and internal data).

Patient Safety Goal Area: Medication Use

·  Medication Management Standards 12.9Concentrated Electrolytes
The organization evaluates and limits the availability of
concentrated electrolytes to ensure that formats with the
potential to cause harmful medication incidents are not
stocked in client service areas.

·  Medication Management Standards 9.3Heparin Safety
The organization evaluates and limits the availability of
heparin products to ensure that formats with the potential
to cause harmful medication incidents are not stocked in
client service areas.
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Detailed On-site Survey ResultsSection 3

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.

ROP Required Organizational Practice

High priority criterion

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:

Major ROP Test for Compliance

Minor ROP Test for Compliance

MAJOR

MINOR
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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: Governance

Meeting the demands for excellence in governance practice.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Members of the governing body come from a variety of backgrounds and bring a wide range of skills. They
contribute significantly to the quality of governance and leadership for this organization.  They follow
established processes for recruitment and selection of new members. The board has identified a need to
increase the diversity of cultural representation within their membership.

The board understands the difference in roles between the board and management. There appears to be a
healthy level of respect as well as a healthy level of tension which ensures accountability for performance.
The board takes time after each meeting to meet without management staff other than the CEO. This
provides protected time to discuss areas for the board and the CEO to address which could improve the
effectiveness of board proceedings.

The nomination and selection process is very comprehensive. Director development begins with a structured
orientation process and continues with mentorship, workshops and a focused orientation to the specific
sub-committee to which the member is assigned.

The board sub-committees reflect the key mandates of the board. Membership of these committees includes
members of the board as well as non-board community members. This approach provides additional
opportunity for community participation in the business of the board.

This is a strong and committed board.
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3.1.2 Priority Process: Planning and Service Design

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization followed an extensive process to gather feedback during the update of the strategic plan.
There has been attention to embedding the values within the organization. The use of VBCs (values-based
conversations) is an innovative approach to maintaining a focus on values.

The organization has implemented a process to ensure the strategic directives cascade into measurable goals
at the departmental level. The organization has made strategic investments, such as the Transformation
Office, to support and embed the organizational practices that are necessary to achieve alignment and
outcomes.

The Decision Support team has been able to develop key reports to support the organization's planning and
monitoring of initiatives within the strategic plan. There is still work to be done to ensure that dashboards
are available at the unit level.

The organization's progression toward accomplishing the strategic objectives is monitored by the senior team
and the board.
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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.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

All criteria have been met for this priority process.

The organization follows standard processes for the development of capital and operating budgets.
Department managers are provided with education and information to assist them in understanding and
managing their resources.

The Decision Support team has been very successful in designing and producing reports which the
organization can use to manage resources, monitor performance and report on success.  Managers expressed
significant satisfaction with the tools and resources this team has been able to deliver.
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3.1.4 Priority Process: Human Capital

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Cambridge Memorial Hospital is now working with its second Human Resources Plan. The plan builds on the
foundations established in the previous period and on the knowledge gleaned through a series of employee
engagement surveys, including the Worklife Pulse Tool. The team have identified key priorities including
leadership development, recruitment and retention, workload and healthy workplace initiatives.

The organization's attention to providing a safe and healthy workplace is evident in such initiatives as
workplace violence prevention, influenza immunization programs and recognition events.

Cambridge Memorial has an active volunteer program. There is recognition that hospital volunteerism is
changing. Volunteers are recruited and matched to ensure the hospital's needs are matched with the skills
and interests of the volunteer. Volunteers undergo rigorous screening and onboarding.

The leadership development framework is comprehensive and practical. However, we note our concern with
the significant degree of management turnover and prolonged management vacancies.  Human Resources
leadership has launched a review of management responsibilities and span of control. We encourage the team
to continue with the important work. We also note that the team recognizes the need to provide staff
development support for all staff. The staff educator group provide impressive leadership within the clinical
organization. They support the professional development of staff and facilitate change management and
process innovation throughout the organization. The Best Practice Fair, now in its eleventh year, is a
wonderful example of creative design for targeted staff development. The high staff participation rates are a
validation of its success.

The workplace violence prevention program is extensive. Building on the foundation of a respectful
workplace policy, the organization has conducted extensive risk assessments throughout the organization.

The organization launched Values-Based Conversations approximately three years ago as a method to support
staff in their ability to live the values of the organization. The team is recognized for this approach to
building the culture of the organization. In some ways this process has replaced the annual performance
evaluation process. Although there is an expectation that performance issues are to be addressed on an
as-needed basis, there is concern that staff are not receiving feedback on their ability to perform their
role-specific skills.

Effective nomination, credentialing and reapplication processes are in place for medical staff. The Chief of
Staff has also introduced protocols for recruitment and routine performance feedback.

There is strong evidence of collaboration and teamwork throughout the organization. However, the results of
the staff engagement surveys do not seem to correlate with the feedback we received from staff during the
on-site survey or the efforts which have been invested in strategic communication and healthy workplace
initiatives. The organization should try to determine the reasons for this discrepancy.
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3.1.5 Priority Process: Integrated Quality Management

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has made quality and safety a clear priority which stretches from the boardroom to the
point of care. Significant investments have been made in development of the quality/safety program,
including staff training, leadership coaching, establishment of key support positions such as patient relations
and the transformation office.

The Quality Committee of the board actively leads and provides oversight to the implementation and
evaluation of the quality plan.

The introduction of huddle boards as a standard element of the work of each department has hardwired
quality improvement work throughout the organization. Staff recognition for quality improvement occurs at
the unit level during huddles. In addition, the organization finds many other opportunities to recognize staff
for their contributions to improving the organization, including profiles in the e-cast, iCare awards, etc.

The organization has a well-developed adverse event/sentinel event process. Disclosure is part of the
process. The organization demonstrates an effective process for using such events as a learning opportunity
for the organization while still providing sensitive and comprehensive feedback to patients and families.

The organization's risk management program follows the advice of the insuring body. Comprehensive risk
assessments are completed and mitigation plans are developed/implemented. In the future, the organization
should consider expanding their program to adopt an enterprise-wide approach to risk management.
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3.1.6 Priority Process: Principle-based Care and Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has a well-developed ethical framework that is available to and used by staff across the
hospital. The bioethicist provides support to all levels of hospital staff who may be working through difficult
and complex ethical issues.
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3.1.7 Priority Process: Communication

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has a Corporate Communication Strategy (2014 to 2017) that addresses internal and external
business communication related to quality, financials and services initiated in 2012. The organization has
adopted social media with Facebook and Twitter accounts. The social media forums will be important to
communicate information related to the capital redevelopment project.

Clinical evidence-based information and assessment tools are widely available through the intranet and
Meditech, the hospital information system. The organization also has access to patient information from
other organizations through collaborative arrangements. An example is Clinical Connect which provides
timely access to patient-specific diagnostic imaging, laboratory and medication information from other
organizations.

The organization is currently reviewing its strategic direction for the hospital information system from a
LHIN-wide perspective.
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3.1.8 Priority Process: Physical Environment

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

There has been extensive preparation to protect the public and staff during the current redevelopment
project. Numerous physical plant improvements have occurred related to the capital redevelopment project
such as a new emergency power generator.

The chemotherapy sterile compounding location in the Medical Day Care area will need physical plant
upgrades to meet the Ontario College of Pharmacists' mandatory standards regarding air handling and clean
room design. Environmental monitoring of air handling and microbial testing is to be used to ensure air
handling and clean room facility requirements are compliant with standards.
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3.1.9 Priority Process: Emergency Preparedness

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has a robust emergency preparedness plan that is well documented. A multidisciplinary
emergency preparedness committee reviews all plans and reviews post-incident reports and summaries.

There are well-developed plans for all eventual emergencies (codes) and procedures are documented,
updated and available online for all personnel to consult. The team works closely with community partners
such as the fire services and local police force. Fire services conducts yearly visits to familiarize their
firefighters with the layout of the hospital. Fire services and local police force were contacted to review
alternate entries and evacuation routes that were required due to the major construction project underway.

They have a robust schedule for a mock code red that ensures drills are conducted and completed on all
services, departments and shifts about every 18 months. The drills are evaluated and feedback is provided to
the staff of the service that was exercised. The staff are trained on REACT a drill for reaction during a fire.

All fire extinguishers are inspected monthly. The hospital has generators that can sustain the functioning of
essential equipment in the event of a major power failure. The team also formed two sub-committees, one
for code white and one for code blue. Code blue reports are systematically reviewed by the Chief of
Emergency Medicine.

The team has also instituted a “Command Centre” kit that contains all the pertinent information for the
commander of the Command Centre during an emergency. Fan-out lists are the responsibility of every
manager/supervisor and are not part of the annual drills. The team is encouraged to do mock recalls or
fan-outs on a regular basis to confirm the accuracy of the information on the list as this is an important link
in the emergency response. In the case of a larger disaster response the team works closely with the
community and would fall under regional/provincial Incident Management System (IMS) response.
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3.1.10 Priority Process: Patient Flow

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has a multidisciplinary patient flow team that meets on a weekly basis to review and
manage patient flow issues. They have an organizational strategy and have clearly identified barriers and
bottlenecks. They are supported by a Decision Support unit that provides real time data.

They have a comprehensive set of indicators that they measure and follow. The team measures and reviews
indicators on length of stay (LOS) (e.g., 90th percentile patient admitted to inpatient bed LOS); ambulatory
indicators (e.g., total ER visits by ambulance/not by ambulance); volume indicators by CTAS level and by
admitted status; consult hours indicators (e.g., average time from consult to patient admission); and LOS per
service. They compare these indicators over time.

Having identified their areas of bottleneck they have worked diligently to develop tactics to address them.
For example, to deal with bottlenecks in the Emergency Department they have looked at their processes to
improve flow to the Emergency Department and even brought in external consultants to incorporate best
practices. From this they added a psychiatric emergency nurse and a geriatric emergency nurse to provide
consultations in mental health and for the older clientele, established a clinical decision unit to provide
capacity for non-admitted clients, and incorporated a nurse assigned to EMS to improve offload times from
ambulance stretchers and a flow coach who acts as "traffic controller."

The team works upstream with community providers such as family physicians in the community and also with
police officers and other community resources to prevent emergency department admissions.

On the hospital services side the organization has hired hospitalists to standardize inpatient care, who work
closely with the medical services team leads to coordinate admissions and discharge. They have improved the
attendance of physicians at "bullet" rounds that in turn has assisted with decisions around discharge. The
team also shares indicator information with admitting physicians which has increased their awareness of
patient flow issues and improving discharge issues. On the discharge side an improved and standardized policy
and procedure on discharge has helped minimize re-admissions.

They have Community Care Access Centre personnel embedded in the hospital as a key resource for
organizing after-discharge care, with follow-up and community services. The team also participates in several
regional councils (emergency services, and discharge services) to exchange and develop standardized
approaches.
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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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The Medical Device Reprocessing Department is very well run and organized. Reprocessing services support
the entire organization with a primary focus on six operating rooms, endoscopy and minor out-patient
procedures and diagnostic imaging.

Despite some disruptions caused by the renovations they have worked as a team to ensure the integrity of the
process was not compromised. They worked together to adjust to the closure of access to some parts of their
usual routing for equipment for reprocessing from the operating block and identified mitigating strategies to
ensure contaminated and clean equipment did not cross.

Since the last on-site survey they have implemented many improvements. One important initiative was to
place all personnel responsible for reprocessing under one manager. This has allowed for standardization of
training and processes that greatly improved their services. Contaminated equipment is now transported via
black covered plastic containers and clean equipment is transported via white covered containers. The clean
and soiled decontamination areas are physically separated, personnel are well trained and benefit from
in-services.

Staff have the opportunity to suggest improvements to the department that are implemented. The
introduction of the huddle boards and daily huddles provide an opportunity to exchange information, review
departmental objectives for quality improvement and review the measured indicators. All processes are well
documented and records are kept for five years. Policies and processes are all available on the computers for
ease of access and backed up by paper files.  The department has mitigating and back-up strategies in case of
major failures of equipment or systems. Practice drills on these strategies were conducted successfully in the
past year. The team is concerned about sharps incidents and they are encouraged to work at finding solutions
and mitigating strategies to reduce the number of these incidents.

Reprocessing of endoscopes is done in proximity to the endoscopy suite. It is physically separated from the
suite and contaminated and clean areas are also physically separated. Logs of all scopes are well maintained
and traceable.

From a medical device perspective there is a five-year major capital acquisition plan in place as well as a
preventative maintenance plan. There is also a major initiative underway to inventory all Medical Device
Reprocessing Department and operating room equipment with a view to optimizing it.
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3.2 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:

Episode of Care - Ambulatory Systemic Cancer Therapy

Healthcare services provided for a health problem from the first encounter with a health care provider
through the completion of the last encounter related to that problem.

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
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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

Transfusion Services

Transfusion Services

3.2.1 Standards Set: Ambulatory Systemic Cancer Therapy Services - Direct
Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Episode of Care - Ambulatory Systemic Cancer Therapy

With the involvement of the client, family, or caregiver (as appropriate),
the team generates a Best Possible Medication History (BPMH) and uses it to
reconcile client medications at ambulatory care visits where the client is at
risk of potential adverse drug events*. Organizational policy determines
which type of ambulatory care visits require medication reconciliation, and
the how often medication reconciliation is repeated.

*Ambulatory care clients are at risk of potential adverse drug events when
their care is highly dependent on medication management OR the
medications typically used are known to be associated with potential
adverse drug events (based on available literature and internal data).

9.15 ROP

9.15.1 The organization identifies and documents the type of
ambulatory care visits where medication reconciliation is
required.

MAJOR

9.15.2 For ambulatory care visits where medication reconciliation is
required, the organization identifies and documents how
frequently medication reconciliation should occur.

MAJOR

9.15.3 During or prior to the initial ambulatory care visit, the team
generates and documents the Best Possible Medication History
(BPMH), with the involvement of the client, family, caregiver
(as appropriate).

MAJOR

9.15.4 During or prior to subsequent ambulatory care visits, the team
compares the Best Possible Medication History (BPMH) with the
current medication list and identifies and documents any
medication discrepancies.  This is done as per the frequency
documented by the organization.

MAJOR
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9.15.5 The team works with the client to resolve medication
discrepancies OR communicates medication discrepancies to
the client's most responsible prescriber and documents actions
taken to resolve medication discrepancies.

MAJOR

9.15.6 When medication discrepancies are resolved, the team
updates the current medication list and retains it in the client
record.

MAJOR

9.15.7 The team provides the client and the next care provider (e.g.,
primary care provider, community pharmacist, home care
services) with a complete list of medications the client should
be taking following the end of service.

MAJOR

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: Medication Management

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Episode of Care - Ambulatory Systemic Cancer Therapy

The organization is a Level 3 cancer centre and works collaboratively with its regional Level 4 partner, the
Grand River Hospital.

Extensive patient education occurs regarding the treatment plan, including management of side effects.
Pharmacist follow-up by telephone occurs after treatment to ensure the patient is able to manage any side
effects.

Priority Process: Clinical Leadership

The organization is a Level 3 systemic treatment cancer centre working in collaboration with the Grand River
Hospital which is a Level 4 or regional cancer centre.
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Priority Process: Competency

Extensive training is provided to nursing and pharmacy staff on the safe preparation and administration of
chemotherapy agents as well as training on the Cancer Care Ontario OPIS CPOE system.

Priority Process: Decision Support

The Medical Day Care uses evidence-based Cancer Care Ontario chemotherapy treatment protocols. The
cancer program participates in a small number of clinical trials.

Priority Process: Impact on Outcomes

The Medical Day Care has recently introduced its quality board and safety huddles. As part of its quality plan
it has introduced the falls prevention strategy.

Priority Process: Medication Management

The organization uses the Cancer Care Ontario OPIS CPOE system which standardizes the information included
in orders for systemic therapy medications such as height and weight and ensures complete orders are
written. Pharmacists also use Meditech, the hospital information system, to maintain accurate allergy
information.
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3.2.2 Standards Set: Biomedical Laboratory Services - Direct Service
Provision

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Laboratory

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Diagnostic Services: Laboratory

Laboratory Services has achieved 100 percent compliance with its mandatory standards administered through
ISO 15189 Plus which include ISO 15189:2012(E) Medical Laboratories - Requirements for Quality and
Competence and ISO 15190:2003(E) Medical Laboratories - Requirements for Safety.
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3.2.3 Standards Set: Critical Care - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: 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

This is a passionate and experienced team. They are to be commended for the successful transition to a
primarily closed unit.

The team leaders participate in regional critical care planning through forums such as Waterloo Wellington
Critical Care Council, Waterloo Wellington Cardiac Care Subcommittee and Critical Care Services Ontario.
There are opportunities to share expertise between units within the region. There are several shared clinical
guidelines primarily due to the open collaboration that exists between hospitals.

The unit is currently in interim space and is adjusting to the limitations of the space. The team is actively
involved in planning for their new space and is beginning to consider the impact of a larger unit on their
current workflows.

Huddle boards are used daily to promote quality improvement at the unit. The team's goals are clear and
measurable.
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Priority Process: Competency

Ensuring there is a sufficient number of critical care staff is an ongoing concern for this unit. The team has
included full critical care training for a number of central resource team nurses to provide some degree of
flex capacity. Professional competency is maintained through critical care specialty education, orientation,
ongoing mandatory training, lunch and learns, etc. The staff educator provides extensive support for this
team.

Team rounds occur daily at the bedside and patients and families are able to participate in the discussion.

Daily goals are established and documented.

Handovers are direct person-to-person.

Priority Process: Episode of Care

The team has made great progress with implementing standardized processes for risk identification and safe
patient care. Staff consistently assess for risk of falls, pressure ulcer prevention, ventilator-associated
pneumonia, venous thromboembolism, and delirium.

The team follow standardized processes for key transitions of care, including admission, change of shift,
transfer to other services and discharge.

The team has a comprehensive medication reconciliation process. In reviewing current patient records, there
was evidence of the occasional use of non-acceptable abbreviations. In most cases, this documentation
originates in other departments. The hospital leadership should continue to provide education about the safe
use of abbreviations.

Medications are stored securely.

Patients express satisfaction with the care received. The team is encouraged to refrain from the use of
abbreviations on white boards (such as EDD) which patients and families may not recognize.

Priority Process: Decision Support

All criteria have been met for this priority process.

Priority Process: Impact on Outcomes

All criteria have been met for this priority process.

There is evidence of consistent use of safety practices such as two client identifiers, appropriate personal
protective equipment and high-alert medication practices.

The team has access to benchmarking data through Critical Care Services Ontario which allows the team to
identify opportunities for improvement. The team monitors rates of ventilator-associated pneumonia and
central line infection rates. The team has implemented a number of initiatives to reduce the incidence of
these events. Events are relatively low.
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Priority Process: Organ and Tissue Donation

The team participates in the Trillium Gift of Life program. Given the nature of the patient population in this
unit, there are relatively low numbers of potential donors. However, there have been a small number of
retrievals over the past few years. Each case provides the team with the opportunity to perform process
reviews. Staff participate in regular education to improve their awareness. The team is encouraged to
continue their efforts to improve their awareness of the program and to ensure all patients have the
opportunity to participate.
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3.2.4 Standards Set: Diagnostic Imaging Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Diagnostic Services: Imaging

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Diagnostic Services: Imaging

Diagnostic Imaging provides a broad range of services including services required along the continuum of care
for cancer patients. It has a comprehensive quality plan aligned with the organization's quality framework.

A Waterloo Wellington LHIN DI/MI Integrated Program Council has been established to develop a
programmatic strategic plan for medical imaging within the LHIN, to ensure access, quality and value for
patients. In addition to LHIN partnerships the department has established third-party partnerships.

Business continuity during the capital redevelopment project will require extensive planning.
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3.2.5 Standards Set: Emergency Department - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: 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 Emergency Department is led by a Chief of ES Department and a Chief of Emergency Services, both of
whom are long-standing leading managers. They are supported by a clinical educator.

Through consultation with stakeholders and partners (EMS, CCAC, other ED in the region, LHIN) they have
elaborated goals and objectives for their department that align with those of the organization. The goals are
shared with and known to the team, being clearly written on the huddle board in the ED as well as in the
document describing the hospital's services. Specifically they have set goals for wait times, length of stay,
time to PIA, EMS offload time and number of clients who leave without medical authorization and/or without
being seen. They also monitor sick time, overtime and staffing vacancies.

The team supports volunteer placement  who are very well used in the waiting room to provide clients with
information and also medical and nursing students.
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Priority Process: Competency

All new staff are oriented to the department generally. New nursing staff are oriented specifically to
emergency medicine.

Orientation is conducted over several days and consists of a combination of one-on-one training,
self-conducted training and pairing with a peer preceptor. The preceptors also receive training in how to
precept in a busy environment.

The team communicates regularly to coordinate services through daily huddles conducted by the clinical
educator. Team members also benefit from ongoing training either through continuous professional
education, self-directed learning, or through the annual Best Practice Fair which provides day-long refresher
training on a variety of topics including training on infusion pumps.

Team members are regularly recognized for their good work and this is communicated during the daily
huddles, among other means of communication.

Priority Process: Episode of Care

All patients presenting to the ED are triaged using CTAS. To improve patient flow and assist EMS in returning
promptly to service, the ED assigned a nurse specifically to offload patients from EMS.

The team has excellent support from diagnostic imaging and laboratory services. They benefit from their own
on-site phlebotomist which assists greatly in laboratory results turnaround time. They have access to a CT
scanner and x-ray 24 hours a day and images are read in 30 to 40 minutes.

A psychiatric nurse and a geriatric nurse are also available throughout the day for consults and assistance
with decisions regarding disposition, admission, transfer, etc.

Priority Process: Decision Support

The team uses a in-house designed system to track clients through their department to assist with decision
making re disposition and next steps. They also use the daily huddle to share pertinent information about
patients and have been trained in SBAR (Situation, Background, Assessment, and Recommendation) for
exchange of information between all the services, from EMS to the Emergency Department to discharge or
other services.
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staff and doctors have been sensitized to this program and the rate of referral to Trillium is very high.
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Priority Process: Impact on Outcomes

The team tracks, follows and reports on several indicators on an ongoing basis. All these indicators are
reported to the team via the huddle board where they form the basis of daily updates and discussions. This
information is used to monitor progress on each of their quality improvement objectives and make
adjustments accordingly.

Priority Process: Organ and Tissue Donation

The team has been trained to identify potential donors early and to alert Trillium Gift of Life, Ontario's organ
and tissue donation agency.  It is this agency that communicates with potential donor's family members. All
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3.2.6 Standards Set: Infection Prevention and Control Standards - Direct
Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Infection Prevention and Control

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Infection Prevention and Control

The Infection Prevention and Control Team is led by a very energetic and enthusiastic team of infection
control professionals. The Infection Prevention and Control (IPAC) committee is multidisciplinary and team
members are very engaged.

There is a robust hand-hygiene training program not only for staff but also for service providers and
volunteers. Even the contractors working on the major recapitalization project have been sensitized in
infection prevention measures and hand hygiene. Hand-hygiene audits are conducted regularly and results are
shared with staff through posters posted on each service unit, huddle boards, and IPAC Connection boards.
The team also uses internal communication means to share audit results (email to frontline staff, managers,
and e-Cast), to encourage improvement in their goals. They have not lacked for ingenuity to enhance hand
hygiene such as recognizing members of the 100% club (those having achieved 100 percent compliance during
an observed period) in the e-Cast and through a Magical Mystery hand-hygiene draw.

In other IPAC areas, IPAC training is provided for all new staff as part of orientation and as ongoing education
such as during the yearly Best Practice Fair. Infection rates are monitored and specifically
healthcare-acquired infections. The IPAC team uses a database to input all surveillance data and reports are
generated and reviewed regularly. The microbiologist and infectious disease specialist meet regularly with
the pharmacist to review all patients on antibiotics to ensure the appropriate therapy is used for the
infectious condition.

The IPAC team reports regularly to the Medical Advisory Committee and the Board of Directors through the
Quality Improvement Committee. The team also shares information with staff at least monthly or more
frequently if required. They share information in a variety of ways be it email, intranet postings, internet site
postings, and public reporting as required by the Ontario Ministry of Health and Long-Term Care.

They also work closely with Public Health. They closely monitor the charts of each hospitalized, isolated
patient daily and during outbreaks they work closely with staff to ensure strategies are well implemented to
contain the outbreak as soon as possible.

Housekeeping staff are well versed in IPAC issues and they modified and improved several of their procedures
and products to help decrease the spread of infections (i.e., they switched to one-use disposable toilet
scrubbers). Housekeeping services conduct daily microbial simulation audits and visual site inspections to
ensure proper cleaning techniques are employed. Though no food is cooked on-site, food trays are assembled
on-site and food is reheated. All staff in the kitchen have recently been recertified in Safe Food Handling
techniques.
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3.2.7 Standards Set: Medication Management Standards - Direct Service
Provision

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

The interdisciplinary committee has a process to manage abuse and
diversion of controlled substances.

2.6

The organization provides staff and service providers with access to
medication management processes and formulary in the pharmacy and
clinical service areas.

6.1

The organization evaluates and limits the availability of heparin products to
ensure that formats with the potential to cause harmful medication
incidents are not stocked in client service areas.

9.3 ROP

9.3.3 The organization is taking steps to limit the availability of the
following heparin products in client service areas:
• Low molecular weight heparin: use of multi-dose vials is
limited to critical care areas for treatment doses
• Unfractionated heparin (high dose): greater than or equal to
10,000 units total per container (e.g. 10,000 units/1 mL;
10,000 units/10 mL; 30,000 units/30 mL) is provided on a
client-specific basis when required
• Unfractionated heparin for intravenous use: E.g. 25,000
units/500 mL; 20,000 units/500 mL is provided on a
client-specific basis when required.

MAJOR

The organization separates look-alike, sound-alike medications; different
concentrations of the same medication; and high-alert medications in the
pharmacy and client service areas.

12.6

The organization minimizes the use of multi-dose vials in client service
areas.

12.8

The organization evaluates and limits the availability of concentrated
electrolytes to ensure that formats with the potential to cause harmful
medication incidents are not stocked in client service areas.

12.9 ROP
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12.9.1 The organization completes an audit of the following
concentrated electrolytes in client service areas at least
annually:
• Calcium (all salts): concentrations greater than or
equal to 10%
• Magnesium sulfate: concentrations greater than 20%
• Potassium (all salts): concentrations greater than or
equal to 2 mmol/mL (2 mEq/mL)
• Sodium acetate and sodium phosphate: concentrations
greater than or equal to 4 mmol/mL
• Sodium chloride: concentrations greater than 0.9%.

MAJOR

12.9.2 The organization avoids stocking the following concentrated
electrolytes in client service areas:
• Calcium (all salts): concentrations greater than or
equal to 10%
• Magnesium sulfate: concentrations greater than 20%
• Potassium (all salts): concentrations greater than or
equal to 2 mmol/mL (2 mEq/mL)
• Sodium acetate and sodium phosphate: concentrations
greater than or equal to 4 mmol/mL
• Sodium chloride: concentrations greater than 0.9%.

MAJOR

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

17.4

The interdisciplinary committee monitors process and outcome indicators
for medication management.

27.5

The interdisciplinary committee uses the information it collects about its
medication management system to identify successes and opportunities for
improvement, and makes improvements in a timely way.

27.7

The interdisciplinary committee shares evaluation results with staff and
service providers.

27.8

Surveyor comments on the priority process(es)

Priority Process: Medication Management

An interdisciplinary approach to the medication management system is evidenced by the collaborative
approach to enhancing safety for the components of the system such as administration of IV, chemotherapy
and TPN medications utilizing smart pump technology and IV monographs to ensure safe administration.
Extensive order set development has occurred incorporating many patient safety features such as no
dangerous abbreviations used on order sets.

A robust interdisciplinary antimicrobial stewardship program is well established with evidence-based defined
interventions and metrics which are associated with improved patient outcomes.

Medication technology has been introduced which is associated with significant patient safety enhancements
(e.g., dispensing cabinets, carousel, smart pumps).

Investment in upgrades to the sterile compounding facilities, both in pharmacy and in the Medical Day Care,
will be required to be compliant with the new Ontario College of Pharmacists mandatory standards.

The implementation of a pharmacy IV admixture (sterile compounding) service is required to enable the
compounding of high-alert IV medications now prepared by the nurse, to mitigate organizational risk and
achieve compliance with standards.

A comprehensive quality plan based on an assessment of the medication system will inform the vision for the
medication system which incorporates the expansion of patient beds and services as part of the
redevelopment plan.
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Investment in upgrades to the sterile compounding facilities, both in pharmacy and in the Medical Day Care,
will be required to be compliant with the new Ontario College of Pharmacists mandatory standards.

The implementation of a pharmacy IV admixture (sterile compounding) service is required to enable the
compounding of high-alert IV medications now prepared by the nurse, to mitigate organizational risk and
achieve compliance with standards.

A comprehensive quality plan based on an assessment of the medication system will inform the vision for the
medication system which incorporates the expansion of patient beds and services as part of the
redevelopment plan.

Detailed On-site Survey Results 45Accreditation Report



QMENTUM PROGRAM

3.2.8 Standards Set: Medicine Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team identifies measurable objectives for its quality improvement
initiatives and specifies the timeframe in which they will be reached.

16.3

The team designs and tests quality improvement activities to meet its
objectives.

16.5

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The Medicine Program has developed a quality improvement plan as part of the organization's quality
framework. Specific objectives have been established in the four quadrants of the quality framework: safe,
effective and accessible, patient and people, efficient and integrated, and equitable.

Priority Process: Competency

The Medicine Program has undergone a significant redesign with the introduction of the unregulated PSW role
into the RN and RPN staffing model.

There have been significant improvements in some processes, such as a quicker response to the call bell.
Significant change management activities have occurred to transition staff to this new model of care.

Ongoing review of roles and responsibilities, appropriate staffing mix, etc. is occurring to optimize the
model.
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Priority Process: Episode of Care

The Medicine Program patient population mix has changed significantly over the past several years with a
decrease in alternate level of care (ALC) beds to 10 and an increase in the number of beds for patients with
cancer. The complexity of care has increased significantly related to the services required for cancer
patients, such as venous access care.

Priority Process: Decision Support

Evidence-based assessment criteria have been implemented for falls prevention, pressure ulcers, venous
thromboembolism (VTE) prophylaxis, etc.

These are embedded in Meditech for easy retrieval by the health care professional for documentation and
review.

Priority Process: Impact on Outcomes

A quality improvement framework that includes storyboards, daily safety huddles and bullet meetings has
been widely adopted by all interdisciplinary tem members. Key indicators have been developed which are
tracked and visible to staff.
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3.2.9 Standards Set: Mental Health Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The organization has invested significantly in its mental health services. The approach taken in making this
investment is one of partnering with clients and the community served by the hospital. One example of this
collaborative approach is the reworking of the adult outpatient service delivery using a recovery perspective.

Priority Process: Competency

Cambridge Memorial Hospital has a qualified, competent multidisciplinary team engaged in providing services
in its mental health unit. The team is proactive and innovative in providing services to the population served
by the organization.
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not only among staff in one section of the unit but across all three areas of the Mental Health unit.

Priority Process: Decision Support

Cambridge Memorial Hospital's use of evidence-based guidelines in service delivery is observed in the
selection of the Columbia Suicide Severity Rating Scale for use in the facility.

The organization is commended for its investment in information technology which provides accurate and
up-to-date client records. Mental Health unit staff have timely access to client records. The unit would
benefit from greater standardization of assessment documentation to reduce the need to repeat the same
required process with mental health patients.

Priority Process: Impact on Outcomes

Cambridge Memorial’s efforts to monitor quality and achieve positive outcomes is exceptional. The data and
analysis provided by the Decision Support team enables the mental health unit to track its progress in
multiple areas such as medication reconciliation and hand hygiene compliance. The organization provides a
safe environment for staff and clients.
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Priority Process: Episode of Care

The organization’s Mental Health unit provides a comprehensive service ranging from emergency mental
health crisis assistance to brief inpatient stays and ongoing outpatient support.

The organization should be commended for its willingness to use innovative client-centred programming.
Cambridge Memorial’s client-centred approach to mental health recovery can be observed in the
establishment of a Family Advisory Council, a unit-specific mission statement and creating the role of a peer
navigator. The daily huddles of the interdisciplinary team are an excellent approach to information transfer
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3.2.10 Standards Set: Obstetrics Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

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

4.9

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

There is an active and engaged team that provides obstetrical services to over 1300 families each year.
Deliveries are performed by obstetricians, family physicians and midwives. The team has developed clear and
effective protocols for this interprofessional service.

The program reports key data in the BORN registry. This registry provides comparative performance
indicators to the team. There is clear evidence that this information is used to support performance
improvement.

The team has identified a number of goals and objectives for the current year. There is active use of the
huddle board to focus staff attention on these objectives and their performance.

The hospital has been a participant in the MoreOB (Managing Obstetrical Risk Efficiently) program for several
years and has realized many benefits from the program. There is a need to refresh interest and participation
in the program events to ensure ongoing realization of benefits.

Priority Process: Competency

A multidisciplinary team provides comprehensive family-centred obstetrical care.

Staff education and support is evident throughout this program. There are a number of mandatory
education/certification programs. The Best Practice Fair is one avenue used to ensure staff have the
education necessary to deliver services.

The collaborative model of RN/RPN care is working well, with both nursing groups working at an optimized
scope of practice.

The unit space is no longer well suited to the delivery of family-centred maternity care. The team is looking
forward to moving to the new building in the future. Staff have recently been involved in the early stages of
transition planning. However, even with the limitations of the current space, staff have adapted well and
continue to provide care that meets the needs of their patients.
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Staff education and support is evident throughout this program. There are a number of mandatory
education/certification programs. The Best Practice Fair is one avenue used to ensure staff have the
education necessary to deliver services.

The collaborative model of RN/RPN care is working well, with both nursing groups working at an optimized
scope of practice.

The unit space is no longer well suited to the delivery of family-centred maternity care. The team is looking
forward to moving to the new building in the future. Staff have recently been involved in the early stages of
transition planning. However, even with the limitations of the current space, staff have adapted well and
continue to provide care that meets the needs of their patients.

Priority Process: Episode of Care

There is ongoing attention to the need to provide a comprehensive range of services which evolve to meet
new standards and expectations. The team recognized that they were not meeting standards in the delivery
of skin-to-skin contact for patients who delivered by C-section due to the location of care in the operating
room and the post-anesthesia care unit (PACU). The team persisted in breaking down barriers and are now
able to keep mother and baby together throughout this critical phase. The teams in the Obstetrical
Department, the operating room and PACU should be commended for their success.

The team has continued to focus on improving breastfeeding rates. Although they exceed the current
provincial average, they continue to work toward a higher rate. The team is now considering the implications
of pursuing a Baby Friendly designation and the impact this will have on their current feeding practices.

C-section rates continue to be somewhat of a concern. The team has identified that availability of operating
room time may be a contributing factor to the higher than expected rates.

The Obstetrics Unit has recently been testing a more flexible approach to family visiting. Although space does
present some challenges, the unit has been quite successful in their implementation.

Families generally express satisfaction with the care provided on the unit.

Priority Process: Decision Support

The team ensures practice guidelines reflect current and emerging standards through the resources available
through BORN, MoreOB, SOGC, etc. Guideline revisions are vetted through the Quality and Operations
Committee.

Key performance indicators are placed on the huddle boards. Huddles are scheduled three times per week
and provide a focus for dialogue regarding opportunities for improvement against established goals.
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many of the improvement initiatives on this unit. Quality improvement data is regularly shared with staff at
huddles and is displayed publicly on the unit.

The team debriefs after each delivery and includes the patient in the discussion. This discussion is intended
to elicit suggestions for improvement in the processes of care.
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Priority Process: Impact on Outcomes

The team has successfully adapted and implemented the essential risk management procedures in the
obstetrical population. A falls prevention strategy has been modified to reflect the specific risks in this
population. Risk screening and prevention interventions are embedded in the normal processes of care.

The team has access to benchmark data through the BORN registry. The registry provides up-to-date
comparative data on indicators that are specifically tailored to this population. This powerful data drives
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3.2.11 Standards Set: Point-of-Care Testing - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Point-of-care Testing Services

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Point-of-care Testing Services

Laboratory Services has achieved 100 percent compliance with its mandatory standards administered through
ISO 15189 Plus, which includes ISO 22870:2006 (E) Point of Care Testing (POCT) - Requirements for Quality
and Competence.
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3.2.12 Standards Set: Rehabilitation Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The Rehabilitation Program is regional, accepting patients from Grand River, Guelph General and St. Mary's
General hospitals.

Centralized intake via Waterloo Wellington LHIN CCAC occurs to three regional programs: Cambridge
Memorial Hospital, Grand River Hospital and St. Joseph's Healthcare in Guelph.

The program has recently successfully changed the model of care to include PSWs and a designated charge
nurse. A rehabilitation hospital model has also been introduced.

Measurable and specific goals have been identified by the team and are actively being achieved. Many quality
improvement initiatives have been introduced to achieve these goals which focus on key organizational
metrics such as falls and handwashing.

Priority Process: Competency

The transition to the new model of care included extensive training and orientation for the PSW members of
the team. Roles and responsibilities were discussed by all team members to facilitate the transition to the
new model.

Recognition of team members is carried out at daily safety huddles. The huddles are also used to co-ordinate
services for patients.
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Recognition of team members is carried out at daily safety huddles. The huddles are also used to co-ordinate
services for patients.

Priority Process: Episode of Care

The wait time for admission is less than one day which aligns with the Strategic Plan: Access and Flow,
Exceptional Experience.

A comprehensive pressure ulcer prevention and management program is in place.

Discharge follow-up calls are carried out for each patient and tracked as part of the daily safety huddle
process.

Priority Process: Decision Support

Evidence-based organizational assessment and treatment tools are used extensively. Examples include
pressure ulcer management, falls assessments and post-fall re-assessments, venous thromboembolism (VTE)
prophylaxis assessment. The tools are readily available in the hospital information system.

Priority Process: Impact on Outcomes

The National Rehabilitation Reporting System is used for benchmarking target discharge dates and length of
stay where the organization compares favourably to peers. The program's stroke outcomes also compare
favourably to the provincial average.
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3.2.13 Standards Set: Transfusion Services - Direct Service Provision

Unmet Criteria High Priority
Criteria

Priority Process: Transfusion Services

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Transfusion Services

Laboratory Services has achieved 100 percent compliance with its mandatory standards administered through
ISO 15189 Plus which includes CSA Standard Z902-10 Blood and Blood Components, February 2010.
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3.2.14 Priority Process: Surgical Procedures

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Surgical Services offers day surgery and inpatient surgery, elective and urgent or emergent, and pediatric and
adult surgery. The volume is significant, running at 2,522 inpatient cases and 10,079 day surgery cases
(including endoscopy).

Patients have access to comprehensive pre-operative assessments in the Pre-Operative Clinic with
assessments by anesthesiologists, nursing and medication reconciliation by pharmacy.
Pediatric clientele benefit from the services of a Child Life Specialist who meets children scheduled for
surgery, organizes visits to the operating rooms before surgery and accompanies children to the operating
block and into the recovery room after surgery.

The OR block is currently without a manager but the clinical educators are heavily involved with day-to-day
management of the service, ensuring daily huddles are held. Currently the Director of Surgical Services works
with the Chief of Surgery to ensure the objectives and quality improvement initiatives are realized. The team
has developed objectives that  align with those of the organization and the focus is on improving access to
care. The team measures time to first case start. Surgical checklists have been introduced and used as well
as the time-out though these could be better executed by the teams. They are encouraged to seek examples
of best practice in executing a surgical checklist and time-out.

Electronic records have been introduced in the operating rooms, day surgery and the PACU (recovery room)
which has greatly improved the transfer of critical information. In particular, vitals taken in recovery are
automatically downloaded to the electronic patient chart which frees recovery staff for other tasks.

The cancellation rate is very low for surgery. The team developed information sheets for family physicians to
educate them about wait times for surgery, in particular for total hip and knee replacement. These are very
favourable compared to their partners in the region and provincially. The team has also introduced a breast
reconstruction program that is a partnership with plastics and general surgery that has been received very
favourably and that is providing positive outcomes for this specific population.

On the surgical department a lot of effort has been taken around patient experience, length of stay and
discharge. With respect to patient experience a bedside whiteboard has been introduced that contains the
name of the shift nurse, the expected discharge date and pain level of the patient.

The introduction of the unregulated patient support worker has seen the response time to call bells decrease
significantly. Staff meet daily during daily huddles to review objectives and share information. At the time of
the on-site survey the service had been 32 days without a fall. The team has developed care maps for
different procedures to assist in meeting objectives for expected length of stay (LOS). They have also
introduced a post-discharge follow-up process and a comprehensive post-discharge pamphlet that informs
patients what to expect after discharge.

modifying the program for gynecological surgeries.
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modifying the program for gynecological surgeries.
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Instrument ResultsSection 4

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: March 17, 2015 to April 25, 2015

•  Number of responses: 10

Governance Functioning Tool Results

% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 93

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

0 0 100 96

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

0 0 100 97

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 94

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

0 0 100 93
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 10 90 95

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

0 0 100 97

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

0 0 100 97

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

0 10 90 94

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

0 0 100 95

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

0 10 90 90

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

0 0 100 93

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

0 10 90 96

14 Our ongoing education and professional development
is encouraged.

0 10 90 90

15 Working relationships among individual members and
committees are positive.

0 0 100 97

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

0 0 100 96

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

0 0 100 98

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

0 0 100 83

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

0 20 80 71

20 Contributions of individual members are reviewed
regularly.

0 0 100 66
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 79

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

0 10 90 62

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

0 0 100 79

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 81

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

0 0 100 69

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

0 0 100 96

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

0 10 90 90

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.

10 10 80 88

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

0 0 100 95

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

0 0 100 91

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

0 0 100 87

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

0 0 100 94
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 10 90 93

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

0 0 100 95

36 We review our own structure, including size and
subcommittee structure.

0 0 100 91

37 We have a process to elect or appoint our chair. 0 0 100 93

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from January to June, 2015 and agreed with the instrument items.
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4.2 Canadian Patient Safety Culture Survey Tool: Community Based Version

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: November 27, 2014 to January 5, 2015

•  Number of responses: 364

•  Minimum responses rate (based on the number of eligible employees): 247
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*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument
from January to June, 2015 and agreed with the instrument items.

Overall
Perceptions of
Client Safety

64%

56%

* Canadian Average

Cambridge Memorial Hospital

Legend

Canadian Patient Safety Culture Survey Tool: Community Based Version: Results by Patient Safety Culture
Dimension
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4.3 Worklife Pulse

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.

•  Data collection period: February 18, 2015 to March 20, 2015

•  Number of responses: 567

•  Minimum responses rate (based on the number of eligible employees): 276

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.
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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 discuss related

initiatives with surveyors during the on-site survey.

4.4 Client Experience Tool

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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Organization's CommentarySection 5

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.

It was an honour to welcome Accreditation Canada to Cambridge Memorial Hospital (CMH) between
November 16 and 19, 2015. As an organization committed to providing the highest standards of care and
support for our patients and their families, it was a privilege to share our successes, tell our stories and
learn where to focus our attention along our journey of continuous quality improvement.

“Improving Quality” is a strategic direction for our hospital. For this reason, the accreditation process
was seen as an important measure of the systems we have in place to support our vision of providing
exceptional care by exceptional people. The end result is that there were only 11 instances where we
did not meet the 2102 standards measured in this rigorous four-day visit. Reaching 99.5% compliance is
an incredible achievement. It is also a significant reduction from the 42 unmet standards of the 1700 or
so that were measured in 2011. For us, this is proof positive that improving quality is culturally
engrained in our behaviour and backed by a solid foundation of processes and policies.

We are excited about the next steps on our continued journey of quality and patient safety. Moving
onward, to meet the expectations of our patients and community, we will build on the tremendous work
that has been done to date. We will close the gaps where noted and continue to chip away at our stated
goals, including our focus to improve the patient experience, reduce wait times for patients and to
achieve strong financial results. We are encouraged by our choices, as our current priorities align to
Accreditation Canada’s future focus of ensuring patients become true partners in their care. In 2014, we
established a Patient and Family Advisory Council, who advised on a number of patient-focused
improvement initiatives and even participated in the hiring process of influential senior management
positions. We sought and received over 1300 patient improvement ideas in 2014-15, many of which are
implemented. One of our most celebrated successes coming from family member feedback is the
‘patient tracker’ in our Day Surgery waiting area. Now family members know where their loved ones are
in the process, alleviating some of the anxiousness that comes with surgery. These examples are but a
few that highlight our forward thinking drive to become better. We are excited to see how these stories
will unfold at the next Accreditation Canada on-site survey.

In closing, we wish to acknowledge the surveyors who were clearly engaged in the process. They took
their time. They asked the right questions. No corners were cut. They immersed themselves into CMH’s
culture and reflected back our values of caring, respect, collaboration, innovation and accountability.
While here for only four days, they quickly became part of our team and left as family. To our surveyors,
thank you for accurately capturing the essence of Cambridge Memorial Hospital.
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QmentumAppendix A

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 10
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.

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.

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.

Evidence Review and Ongoing Improvement

Action Planning
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Priority ProcessesAppendix B

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

Public Health Maintaining and improving the health of the population by supporting and
implementing policies and practices to prevent disease, and assess, protect,
and promote health.

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