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 Quality Improvement Plans (QIP) 2014/15: Progress on QIP Year Three (2013/14) SMGH
	Priority Indicator 

(year 3)
	Performance as stated in the year 3 QIP 
	Performance Goal as stated in the year 3 QIP 


	Progress to date
	Comments 



	Safety:

Hand Hygiene Compliance: 

Before Initial Patient/Patient environment contact and After Patient/Patient Environment  contact  
	93.6 % before and after patient contact

	90% before and after  patient/patient environment

	93.2 % before and after patient contact

	Overall target achieved. Hand Hygiene before patient contact continues to be the challenge.  Education continues with the e-learning in-house module for all staff. We will expand the education to incorporate the new Public Health Ontario core competencies.  Are developing a plan to move the auditing to be more department oriented rather than central auditing to allow for more peer feed back and ownership. Continue to do well with  after patient/patient environment moment


	Hip Fracture Repair: % of surgical  fracture repairs completed within 48 hours of diagnostic x-ray 
	90.40
	90% 
	99%
	Measured by monitoring hip fracture repair time to surgery from diagnostic x-ray at any facility to time of surgery at SMGH site.  Includes patients presenting directly to the ED or referred through SWLHIN Urgent Orthopedic initiative. The initiative to refer patients to community hospitals who have orthopedic programs, instead of strained regional hospital has greatly improved time to surgery throughout the SWLHIN.  The timely referral is enhanced by ED protocols, shared call coverage calendar to determine surgeon availability, ED to orthopedic physician consultation and consistent physician order sets. 

	Patient Complaints: Percentage of response to concerns, complaints that occurred within two business days of receipt 
	90.2 %
	85%
	97 %
( Q4 2012-13 
to Q3 2013-14)
	The improvement process established in the previous fiscal year to improve timeliness of response to any patient concerns or complaints was sustained during this recent reporting period.  The process was redefined to include capturing the actual date and time and type of contact made with patient in one specific field of  the occurrence reporting system. All senior executives, directors, managers and frontline staff have embraced the use of this system to report and respond to complaints in a timely matter.  The volume and response to complaints and compliments are reported to the Quality Committee of the Board and often represent the content for patient stories. 

	Effectiveness-Reduced unnecessary time spent in acute care as determined by number of  ALC days.
	18.04 days 
	19.0 days
	22.8 days  

(Q2 2013/14)
	The performance target was not achieved during this fiscal year.  Several processes which impact ALC positively include daily bullet rounds with patient review for early identification of goals of hospitalization, risks and discharge planning and early identification of ALC patients through ease of electronic orders and reporting.  Increases in ALC days are being realized with increasing practice trend to identify patients at risk of not being likely to return home following acute care episode. Home first program initiated in SWLHIN, but not available to SMGH catchment until 2014.  This created the unanticipated effect of having reduced access to LTC and CCAC resources who were focusing on implementation of the new program elsewhere and whose patients would be waiting at home, would have priority over ALC patients in hospital for bed availability. 

Challenges to reduce ALC wait days include low to moderate availability of nursing home, CCC, rehabilitation, palliative care beds, and lack of social work support in discharge planning.  New referral process and access to CCC and rehabilitation beds has occurred in Q42013-14.  
The ability to transfer patients is regularly limited by outbreak designation in LTC homes and at times limited by the timeliness of CCAC ALC designation. This may continue to be challenged due to limited CCAC human resources. Earlier identification may also increase overall ALC days. SMGH and CCAC completed a review of the process together to clarify roles and responsibilities, streamline communications and patient planning.


	Effectiveness:

Improve organization financial health
	Performance 
Q3 2012-13
0.01
	≥ 0
	Performance Q3  2013-14

0.36
	Currently achieving performance goal and will continue to monitor through Board Finance Committee. Challenges include adapting to changes to HBAM and Quality Activity Funding Formula and provincial funding overall. The MHA continues to develop its growth and knowledge in the Health System Funding Reform.  All levels of organization have been included including Physician and staff health care providers, professional practice committee incorporating care pathway development and best practices, finance, health records and decision support.

	Access:
Reduce Wait Times in ED – 90th%ile for Admitted Patients
	10.40
	12.00
	Performance Q4 2012-13 to Q3 2013-14 

 12.45 hours
	SMGH had improved the ED Length of Stay for patients considerably in the previous reporting period following implementation of LEAN process improvements. The focus of 2012-13 was to sustain the improvements.  Our generous target in this area was not achieved with impacts from a number of areas.

Improvement processes that continued to impact wait times positively include daily patient bullet rounds with focus on goals for hospitalization and discharge plans, tracking and reporting of wait time intervals of care to both staff and physicians and daily hospital wide bed huddles for troubleshooting, forecasting occupancy and bed availability. 

Challenges in achieving this target during this fiscal year included:

- bed availability related to ALC occupancy- with an unanticipated rise related to being one of the last hospitals in SWLHIN to launch Home First Program- all other facilities receiving  priority of  Home First resources and access to LTC for patients now waiting at home.  
-the ED was under construction for improvements to fast track patient area which did impact patient flow at times. 

-significant focus throughout the reporting period to preparation for Qmentum Accreditation survey in Q3 2013-14

-significant focus and participation in SWLHIN- Strathroy ED Knowledge Transfer Lean Process review with action plan now being implemented included provision of equipment, triage redesign, several process improvements 
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