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Confidentiality

This Report is confidential and is provided by Accreditation Canada to Capital District Health Authority only. 
Accreditation Canada does not release the Report to any other parties.

In the interests of transparency, Accreditation Canada encourages the dissemination of the information in this 
Report to staff, board members, clients, the community, and other stakeholders.

About this Report

The results of this accreditation survey are documented in the attached report, which was prepared by 
Accreditation Canada at the request of Capital District Health Authority.

This report is based on information obtained from the organization. Accreditation Canada relies on the accuracy 
of this information to conduct the survey and to prepare the report. The contents of this report is subject to 
review by Accreditation Canada. Any alteration of this report would compromise the integrity of the accreditation 
process and is strictly prohibited.
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About the Accreditation Report

The accreditation report describes the findings of the organization's accreditation survey. It is Accreditation 
Canada's intention that the comments and identified areas for improvement in this report will support the 
organization to continue to improve quality of care and services it provides to its clients and community.

Legend

A number of symbols are used throughout the report. Please refer to the legend below for a description 
of these symbols.

Items marked with a GREEN flag reflect areas that have not been flagged for 
improvements. Evidence of action taken is not required for these areas.

Items marked with a YELLOW flag indicate areas where some improvement is required. The 
team is required to submit evidence of action taken for each item with a yellow flag.

Items marked with a RED flag indicate areas where substantial improvement is required. 
The team is required to submit evidence of action taken for each item with a red flag.

Leading Practices are noteworthy practices carried out by the organization and tied to the 
standards. Whereas strengths are recognized for what they contribute to the organization, 
leading practices are notable for what they could contribute to the field.

Items marked with an arrow indicate a high risk criterion.
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Accreditation Summary

Capital District Health Authority

On-site survey dates October 31 to November 5, 2010

Accreditation with Condition (Report)Accreditation Decision

This section of the report provides a summary of the survey visit and the status of the accreditation decision.

Report Issue Date: November 30, 2010

The following locations were visited during this survey visit:

Locations

1 Cobequid Community Health Centre

2 Dartmouth General Hospital

3 Eastern Shore Memorial Hospital

4 Hants Community Hospital

5 Musquodoboit Valley Memorial Hospital

6 Nova Scotia Environmental Health Centre

7 Nova Scotia Hospital

8 Nova Scotia Rehabilitation Centre

9 Public/Community Health - Public

10 QEII Health Sciences Centre HI Site

11 QEII Health Sciences Centre VG site

12 Twin Oaks Memorial Hospital

13 Veteran's Memorial 

The following service areas were visited during this survey visit:

Service areas

1 Acquired Brain Injury

2 Addictions/Gambling

3 Ambulatory Care

4 Blood and Transfusion Services

Accreditation Summary 1
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5 Cancer Care

6 Community Health Services

7 Diagnostic Imaging

8 Emergency Department

9 Hospice/Palliative Care

10 Intensive Care Unit/Critical Care

11 Laboratory

12 Long Term Care

13 Medicine

14 Mental Health

15 Operating Room

16 Public Health

17 Rehabilitation

18 Sterilization and Reprocessing of Medical Equipment

19 Surgical Care 

20 Telehealth

Accreditation Summary2
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Surveyor’s Commentary

The following global comments regarding the survey visit are provided:

Overall Strengths:

The Capital District Health Authority (CDHA) can celebrate many successes including actively engaged 
staff and physicians who are working towards patient centred care at the core of "Our Promise and 
Milestones 2013".  The same can be said for leadership, board and community partners.

The multi year business plan process and project funding was initiated with a committee of one hundred 
staff, physicians and community volunteers. 
 
The leadership of the organization lives the value of transparency in the honesty by which they 
communicate the five inconvenient truths, and their disclosure and reporting practices for the public to 
see. Four hundred leaders have taken the training program entitled "My Leadership" and the intent is to 
deliver this training to all staff. 

There is a strong community focus with an emphasis on the Community Health Board's health plan. This 
community focus was evidenced during the H1N1 health crisis last year.

There is innovative communication, which includes branding, technology and style. The documentation 
to the public, staff and organization reflects the various styles in their publications. There exists a 
comprehensive Website and Intranet.
 
There are strong links to academic institutions, including universities and community colleges both 
provincially, nationally and internationally.

Interdisciplinary care is well ingrained and evident across the organization

Overall Areas for Improvement:

As with any organization, there are challenges, and those facing the CDHA concern patient flow, 
community needs, and process improvements. Fiscal constraints and infrastructure will continue to 
contribute to clinical patient flow challenges. There exists a continuing need to respond to and 
understand increasing diversity to ensure the organization meets the needs of the community.

There is inconsistent completion of performance appraisals. The reprocessing of medical devices and 
equipment requires more coordination and integration across the organization. Likewise, infection 
prevention and control (IPAC) needs to be better coordinated across the organization as do the IPAC 
processes.

The organization is encouraged to pursue opportunities for information technology (IT) system 
integration. There exists a lack of clarity around accountability with telehealth.

Leadership Strengths and Successes:

The organization has invested effort in creating cohesion at the leadership level. It has defined a strong 
vision with its 'Promise and Milestones' documents, and has communicated this well across the 
organization. The leadership has rallied the organization around the vision. 

Positive strides have been made to improve the organizational culture.

Communication between the Different Levels of the Organization:

Good working relationships exist between the board and senior leadership and the directors. There is 
significant evidence of including physicians and directors in the new co leadership program.

Organization Relationship with the Community:

Strong relationships with the community are evidenced in the feedback given at the community partners' 
forum. Many feel that the organization is open and they find the board and senior leaders accessible.
.
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Organization's Commentary

The following comments were provided to Accreditation Canada post survey.

November 15, 2010

Capital District Health Authority has recently completed another successful Accreditation Survey. This 
was the first time Capital Health participated in Accreditation Canada’s Qmentum process. This program 
was a more interactive process, actively engaging all levels of the organization including front line staff, 
physicians, volunteers, learners, patients and community partners, validating our commitment to Our 
Promise and the 2013 Milestones.  

This process allowed for a more comprehensive evaluation of services we provide. The scope of the 
survey was far-reaching, with 11 Accreditation Canada Surveyors travelling throughout the Capital 
Health district, visiting more than 13 sites, validating clinical and administrative services against 26 sets 
of high quality standards of care.

More than 40 teams within Capital Health have been engaged in the Accreditation process over the last 
two and a half years. Many of these teams had an opportunity during the survey to highlight the 
contributions they make in achieving Our Promise.  Participation in the Qmentum process created an 
organizational awareness of the importance of quality improvement and a strong patient safety culture. 

The Qmentum process has been a driving force in our commitment to delivering high quality and safe 
patient care. This report highlights all the great work Capital Health has done over the last three years 
and the importance of the improvement initiatives we need to focus on in the months ahead.  

Capital Health extends a warm thank you to the dedicated team of surveyors who were with us between 
October 31 and November 5, 2010. Their insight, detailed in the on-site report, is valuable to us as we 
strive toward the vision of Our Promise - to be a world-leading haven of people-centred health, healing 
and learning.   

Organization's Commentary 5
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Leading Practices

Leading practices are commendable or exemplary organizational practices that demonstrate high quality 
leadership and service delivery. Accreditation Canada considers these practices worthy of recognition as 
organizations strive for excellence in their specific field, or commendable for what they contribute to health care 
as a whole. They may have been identified as a leading practice in a particular geographic region, or for a 
particular service delivery area or health issue. 

Leading Practices
• are creative and innovative 
• demonstrate efficiency in practice
• are linked to Accreditation Canada standards 
• are adaptable by other organizations 

Capital District Health Authority is commended for the following: 

Recognizing innovation and creativity in Canadian health care delivery

Clerical Triage of Cancer Centre Referrals

The Clerical Triage practice has improved work flow efficiency and utilisation of skill sets of clerical and 
medical team members at the Nova Scotia Cancer Centre.  This streamlined process has helped to 
alleviate patient anxiety as it has reduced the time from referral to date that the patient is contacted 
with their appointment to see a cancer specialist. (Cancer Care and Oncology Services)

Addressing Compassion Fatigue in Cancer Care

Our program of addressing compassion fatigue in cancer care has allowed us to develop the in-house 
expertise in dealing with this issue and has shown through formal evaluation to have a statistically 
significant impact on reducing the level of compassion fatigue among health professionals. Such results 
enable health professionals to have a better quality of life, be more supportive of each other, and 
improve their enjoyment of work, ultimately resulting in less absenteeism, better morale, and improved 
care to patients and their families. In addition, participant responses to the program have been 
overwhelmingly positive with the majority feeling, “this workshop should be a mandatory part of all 
CDHA orientation” and that “it is very useful, important information that needs to be distributed to all 
healthcare workers”. To this end, the program information is being shared with the broader organization 
through the Healthy Workplace department as well as with a variety of external organizations i.e. 
Dalhousie University School of Nursing, The Nova Scotia Association of Counselors and Psychotherapists, 
and the Canadian Association of Nurses in Oncology. (Cancer Care and Oncology Services)

Repeat Emergency Department Visits with Medically Unexplained Physical Symptoms

Based on the finding that a large portion of emergency department visits are for unexplained physical 
symptoms, we implemented studies on site, emotion- focused assessment and brief psychotherapeutic 
treatment. This service was well accepted by emergency physicians, rated highly by patients and 
produced a 69 percent drop in repeat emergency visits. This resulted in cost and service savings in 
addition to reducing patient suffering and overall wait times in the ED. Based on these result, full 

district. These results have been met with interest in the US, Europe and other provinces in Canada. 
(Emergency Department)
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Capital Health Ethics Support (CHES)

The CHES Model is a nationally recognized, innovative and effective framework for providing 
comprehensive ethics support to a large, tertiary care health organization. CHES’ primary goal is to 
build the ethics capacity of the (NS) Capital Health community. It achieves this through delivery of four 
integrated, laterally-organized components: Ethics Education, Policy Development & Review, Clinical 
Ethics Consultation and Organizational Ethics. CHES’ unique impacts include:  dynamic collaboration 
with academia (the Dalhousie University Department of Bioethics); development and maintenance (with 
other collaborating partners) of a provincial ethics network; emphasis on meaningful stakeholder 
engagement in socially just policy development; use of novel distributed education modalities; 
development and facilitated use of targeted ethics-informed decision making frameworks; and use of an 
inclusive, interactive organizational ethics consultation process. (Effective Organization)

Connective Tissue Clinic (CTC)

The Maritime Connective Tissue Clinic is the first truly multidisciplinary Canadian clinic for individuals 
and families with hereditary connective tissue disorders and aneurysm syndromes. Seventeen health 
care disciplines work collaboratively within existing resources to provide patient and family centred 
care. Our innovations include integrating psychological counselling into routine clinical care, protocols 
for assessing and managing high risk pregnancy as a multidisciplinary team, pre-operative connective 
tissue anaesthesia assessments for high risk syndromes, collaboration with a multimodality pain 
management clinic for patients with chronic pain syndromes, and simplified access for family members 
for screening. Using a practice audit to evaluate the effect of the CTC on patient care, we have 
demonstrated a marked improvement in the use of evidence based diagnostic criteria in our patient 
population, as well as greatly improved vascular surveillance to prevent arterial dissections and sudden 
death. (Ambulatory Care Services)

The Palliative and Therapeutic Harmonization (PATH) for treating frail older adults

The PATH (Palliative and Therapeutic Harmonization) meets the needs of frail elderly patients with 
multiple medical issues through comprehensive assessment, clear communication to patients/family, 
and careful medical decision-making using a standardized approach. The goal of this program is to 
educate patients and families about how to take current and future health status into account when 
making health care decisions. 

Conventional medical and pre-surgical paradigms for decision making focus chiefly on physiologic 
parameters without appropriate attention to frailty, a robust predictor of mortality and functional 
decline. These standard assessments fall short of predicting patient centred outcomes, including 
potential loss of independence and/or permanent decline in cognition or mobility. By acknowledging 
frailty and describing the functional or cognitive decline expected in the future, physicians, nurses, and 
other health professionals open the door towards more holistic and realistic approaches to care that 
provides alternatives to aggressive interventions.  A key aspect of facilitating this shift is to help people 
learn about the potential risks and benefits of surgical and medical treatments. 

The PATH process appears to provide an unmet need. Exit surveys indicate that before coming to the 
PATH clinic, only 39% of the respondents felt they had a complete or very strong understanding of their 

what information they need to make good medical decisions. After PATH, 94% of decision makers felt 
they knew what information was needed for medical decision making.  Satisfaction with the process was 
unanimous. 

Almost half (49%) of the patients/families who participated changed their care plan following the PATH 
process, such as avoiding surgery or dialysis.  With the support of the PATH physicians, several patients 
(some of whom had recurrent hospitalizations) opted for treatment at home. PATH physicians also 
supported individuals as they were actively dying so they could stay at home.  In other cases, 
resuscitation decisions were changed from full resuscitation to ‘do not resuscitate.’ Medications were 
reduced and several procedures (e.g., MRI, serial specialist appointments) were cancelled, decisions 
which appear reasonable in the context of advanced baseline illness.  The PATH process shows that 
providing extensive education to patients and families helps them make more informed decisions. 
(Medicine Services)
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Overview by Quality Dimension

The following table provides an overview of the organization’s results by quality dimension. The first column lists 
the quality dimensions used. The second, third and fourth columns indicate the number of criteria rated as met, 
unmet or not applicable. The final column lists the total number of criteria for each quality dimension. 

Quality Dimension Met Unmet N/A Total

Population Focus (Working with communities to anticipate 
and meet needs)

134 8 2 144

Accessibility (Providing timely and equitable services) 158 6 2 166

Safety (Keeping people safe) 571 101 44 716

Worklife (Supporting wellness in the work environment) 199 9 1 209

Client-centred Services (Putting clients and families first) 272 5 7 284

Continuity of Services (Experiencing coordinated and 
seamless services)

93 2 0 95

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

924 100 41 1065

Efficiency (Making the best use of resources) 99 3 1 103

Total 2450 234 98 2782

Overview by Quality Dimension 9
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Overview by Standard Section

The following table provides an overview of the organization by standard section. The first column lists the 
standard section used. The second, third and fourth columns indicate the number of criteria rated as met, unmet 
or not applicable. The final column lists the total number of criteria for that standard section. 

Standard Section Met Unmet N/A Total

Sustainable Governance 89 1 1 91

Effective Organization 97 8 0 105

Infection Prevention and Control 92 8 3 103

Populations with Chronic Conditions 68 1 0 69

Public Health Services 112 2 1 115

Acquired Brain Injury Services 101 8 0 109

Ambulatory Care Services 90 21 9 120

Biomedical Laboratory Services 45 7 0 52

Blood Bank and Transfusion Services 93 0 71 164

Cancer Care and Oncology Services 101 9 0 110

Community Health Services 64 4 0 68

Critical Care 96 14 0 110

Diagnostic Imaging Services 85 16 3 104

Emergency Department 97 10 0 107

Hospice, Palliative, and End-of-Life Services 131 2 1 134

Laboratory and Blood Services 141 34 1 176

Long Term Care Services 112 8 1 121

Managing Medications 112 20 3 135

Medicine Services 94 10 0 104

Mental Health Services 105 6 0 111

Operating Rooms 99 2 0 101

Rehabilitation Services 93 9 1 103

Reprocessing and Sterilization of Reusable Medical Devices 82 14 3 99

Substance Abuse and Problem Gambling Services 99 4 0 103

Surgical Care Services 98 3 0 101

Overview by Quality Dimension10
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Telehealth Services 54 13 0 67

Total 2450 234 98 2782
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Based on the accreditation review, the table highlights each ROP that requires attention and its location in the 
standards.

Overview by Required Organizational Practices (ROPs)

Criteria Required Organizational Practices

The organization clearly defines the roles, responsibilities, and 
accountabilities of leaders, staff, service providers, and volunteers for 
client care and safety.

Effective Organization 12.6

The organization delivers client safety training and education at least 
annually to senior leaders, staff, service providers, and volunteers, 
including education targeted to specific client safety focus areas.

Effective Organization 12.7

The organization tracks infection rates, analyzes the information to 
identify clusters, outbreaks, and trends, and shares this information 
throughout the organization.

Infection Prevention and Control 1.2

The organization delivers education and training for staff, service 
providers, and volunteers on hand hygiene.

Infection Prevention and Control 6.1

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

Acquired Brain Injury Services 7.5

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Acquired Brain Injury Services 11.3

The team implements and evaluates a falls prevention strategy to 
minimize the impact of client falls.

Acquired Brain Injury Services 15.2

The team informs and educates its clients and families in writing and 
verbally about the client and family’s role in promoting safety.

Acquired Brain Injury Services 15.4

The team reconciles the client’s medications with the involvement of 
the client, family or caregiver at each visit if medications have been 
discontinued, altered or changed.

Ambulatory Care Services 8.3

The team uses at least two client identifiers before providing any 
services or procedures.

Ambulatory Care Services 10.5

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Ambulatory Care Services 12.2

The team implements and evaluates a fall prevention strategy to 
minimize the impact of client falls.

Ambulatory Care Services 17.2

The team informs and educates its clients and families in writing and 
verbally about the client and family’s role in promoting safety.

Ambulatory Care Services 17.4

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Cancer Care and Oncology Services 11.3

The team implements and evaluates a fall prevention strategy to 
minimize the impact of client falls.

Cancer Care and Oncology Services 15.2

Overview by Required Organizational Practices (ROPs)12
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Criteria Required Organizational Practices

The team implements verification processes and other checking 
systems for high-risk activities.

Cancer Care and Oncology Services 15.5

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

Critical Care 4.4

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

Critical Care 7.6

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Critical Care 12.5

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

Emergency Department 4.5

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

Emergency Department 8.3

The team reconciles medications with the client at referral or transfer 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Emergency Department 11.5

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

Hospice, Palliative, and End-of-Life Services 
4.7

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

Long Term Care Services 4.5

The team informs and educates its clients and families in writing and 
verbally about the client and family’s role in promoting safety.

Long Term Care Services 16.4

The organization standardizes and limits the number of medication 
concentrations available.

Managing Medications 3.4

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

Managing Medications 3.6

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

Managing Medications 7.2

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

Managing Medications 10.2

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Medicine Services 11.3

The team implements and evaluates a falls prevention strategy to 
minimize the impact of client falls.

Medicine Services 15.2

The team informs and educates its clients and families in writing and 
verbally about the client and family’s role in promoting safety.

Medicine Services 15.4

The team implements verification processes and other checking 
systems for high-risk activities.

Medicine Services 15.5

Overview by Required Organizational Practices (ROPs) 13



Accreditation Report

Criteria Required Organizational Practices

The team transfers information effectively among providers at 
transition points.

Mental Health Services 11.4

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

Rehabilitation Services 7.4

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Rehabilitation Services 11.3

The team implements and evaluates a falls prevention strategy to 
minimize the impact of client falls.

Rehabilitation Services 15.2

The team informs and educates its clients and families in writing and 
verbally about the client's and family’s role in promoting safety.

Rehabilitation Services 15.4

The team reconciles medications with the client at referral or transfer, 
and communicates information about the client’s medications to the 
next provider of service at referral or transfer to another setting, 
service, service provider, or level of care within or outside the 
organization.

Surgical Care Services 11.4

Overview by Required Organizational Practices (ROPs)14
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Detailed Accreditation Results

This part of the report speaks to the processes and infrastructure needed to support service delivery. In the 
regional context, this part of the report also highlights the consistency of the implementation and coordination of 
these processes across the entire system.  Some specific areas that are evaluated include: integrated quality 
management, planning and service design, resource allocation, and communication across the organization.

Findings

System-Wide Processes and Infrastructure

Following the survey, once the organization has the opportunity to address the unresolved criteria and provide 
evidence of action taken, the results will be updated to show that they have been addressed.

Developing and implementing the infrastructure, programs and service to meet the needs of the 
community and populations served. 

Planning and Service Design

The organization's board and senior leadership are commended for their unique approach to 
planning for a sustainable future. This is in the face of: province's highest death rate in the 
country from cancer and respiratory disease; second highest self reported rate of diabetes; and, 
among the highest rates of circulatory death and hospitalization for chronic disease. Additionally, 
mental health problems, injuries and lower respiratory disease contribute to the main cause of 
chronic disease and death. The CDHA is also facing an ever increasing aging population. The 
population at large was generally unhappy with the way services were being delivered so in 
response, the organization sought the engagement of its citizens, physicians, staff and volunteers 
developed a statement of its beliefs, values and philosophy namely: "Our Declaration of Health", 
to guide the organization as it carries out its mission. This process occurred in 2007 and 
culminated in developing:  "Our Promise", which is the strategic plan. There are several reports 
of staff coming to work to this area because of the promise.

The board and organization worked with Community Health Boards (CHBs), community partners 
and citizens in general to commit to a transformation. This work consisted of empowering staff, 
creating new leaders, and renewed commitment to the academic mandate and research to 
support the organization to improve health and provide safe, quality care.

The CHBs are an effective entity in Nova Scotia, with the chairs meeting regularly as a council of 
chairs. A large community health survey of the seven areas of the district was completed and 
resulted in a community health plan for all of Capital Health. More than 100 staff, as well as "The 
IWK" were invited to respond to the recommendations of the community health plan. The 
excellent recommendations are in the process of consideration from the organization. The 
premier recommendation is on poverty and the organization's response, in that it needs to shift 
its culture to one that sees poverty as a health issue. This is applauded.
 
The organization pursued its plan with five strategic streams along with milestones it is hoping to 
achieve by 2013. The community needs assessment, among other numerous documents were used 
to inform those engaged. In 2010, The organization took another important step in its far 

develop a  multi year business (operational} plan. The organization is commended for taking this 
initiative in light of the usual one year budget planning process by which it has been traditionally 
funded. While this is also recognized as a challenge because of the province's financial situation, 
it is hailed by the organization and its community partners as vital to ensuring movement toward 
health promotion and wellness and the eventual sustainability of the system.

The commitment to the year 2013 to see results in the measures for utilization, patient flow, 
access to primary health care team members and health status/increased wellness, to name a 
few, is applauded. The results of these measures are presented to the quality and safety 
committee of the board regularly, with feedback provided to teams from the board. The 
involvement of those in this process was enabling and did not consist of the senior leadership 
team but rather, the presentation was made to the senior leadership team for its input. 
Contingency funding was provided to the team of 100 that received over 250 submissions to 
utilize funds in an ethical, effective and economic way to effect new ways of doing things, which 
would improve the health of the citizens and build a more sustainable healthcare system. Some 
examples of successful funding include a better security system in a patient care area and a 
newly funded nurse practitioner in a surgery program. The complete list of successful projects is 
available for staff to see on the organization's Intranet.

The board, senior leadership team, physicians sitting at the board table as well as physicians 
participating in the multi year business plan appear to be positive and supportive of this 
transformational change in the organization. The community partners interviewed regard Capital 
Health's people as passionate and its greatest strength. They have resounding praise for the chief 
executive officer (CEO) and her team in their  efforts to lead the organization to this preferred 
place in healthcare.

The amount of work by large numbers of staff, physicians and volunteers to support this 
transformational change has been significant. The challenge will be to keep the teams and 
individuals energized and engaged. The flow of information in an open and transparent way, as 
has been the norm in this new approach, is encouraged to continue. As well, these contributors 
will be looking at the results of the measures and cheering the successes. It is important there 
are successes, which are celebrated and any challenges addressed promptly, with corrective 
action plans.

An area of challenge that may get overlooked is the day to day work on integrating facilities of 
the district in a meaningful way to move beyond the "we/they" thinking that still exists in some 
settings. Staff coming  together to standardize processes and models is a suggestion that was 
heard several times from staff themselves in centres outside the city and would be beneficial. 
More integration, more thinking and acting like a district is the challenge. 

The website is filled with valuable information, which is timely and addresses all facets of the 
organization. One area of difficulty to manoeuvre is the accountability section and measures of 
the five strategic streams. The CDHA is encouraged to bring this information front and centre so 
it can be readily accessed by all people measuring success with the Promise and Milestones.

Surveyor Comments
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develop a  multi year business (operational} plan.
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No Unmet Criteria for this Priority Process.

Monitoring, administration, and integration of activities involved with the appropriate allocation 
and use of resources. 

Resource Management
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The organization is commended for taking this initiative in light of the usual one year budget 
planning process by which it has been traditionally funded. While this is also recognized as a 
challenge because of the province's financial situation, it is hailed by the organization and its 
community partners as vital to ensuring movement toward health promotion and wellness and
the eventual sustainability of the system. 
 
The commitment to the year 2013 to see results in the measures for utilization, patient flow, 
access to primary health care team members and health status/increased wellness, to name a 
few, is applauded. The results of these measures are presented to the quality and safety 
committee of the board regularly, with feedback provided to teams from the board. The 
involvement of those in this process was enabling and did not consist of the senior leadership 
team but rather, the presentation was made to the senior leadership team for its input. 
Contingency funding was provided to the team of 100 that received over 250 submissions to 
utilize funds in an ethical, effective and economic way to effect new ways of doing things, which 
would improve the health of the citizens and build a more sustainable healthcare system. Some 
examples of successful funding include a better security system in a patient care area and a 
newly funded nurse practitioner in a surgery program. The complete list of successful projects is 
available for staff to see on the organization's Intranet.

The board, senior leadership team, physicians sitting at the board table as well as physicians 
participating in the multi year business plan appear to be positive and supportive of this 
transformational change in the organization. The community partners interviewed regard Capital 
Health's people as passionate and its greatest strength. They have resounding praise for the chief 
executive officer (CEO) and her team in their  efforts to lead the organization to this preferred 
place in healthcare.

The amount of work by large numbers of staff, physicians and volunteers to support this 
transformational change has been significant. The challenge will be to keep the teams and 
individuals energized and engaged. The flow of information in an open and transparent way, as 
has been the norm in this new approach, is encouraged to continue. As well, these contributors 
will be looking at the results of the measures and cheering the successes. It is important there 
are successes, which are celebrated and any challenges addressed promptly, with corrective 
action plans.

An area of challenge that may get overlooked is the day to day work on integrating facilities of 
the district in a meaningful way to move beyond the "we/they" thinking that still exists in some 
settings. Staff coming  together to standardize processes and models is a suggestion that was 
heard several times from staff themselves in centres outside the city and would be beneficial. 
More integration, more thinking and acting like a district is the challenge. 

The website is filled with valuable information, which is timely and addresses all facets of the 
organization. One area of difficulty to manoeuvre is the accountability section and measures of 
the five strategic streams. The CDHA is encouraged to bring this information front and centre so 
it can be readily accessed by all people measuring success with the Promise and Milestones.
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The board and senior leaders of CDHA recognized the limits with continuing to repeat the same 
process of budgeting on a one year basis following the very successful strategic planning process 
called Our Promise. A decision was taken to develop a multi year business plan. Commendation is 
given for taking this initiative in light of the usual one year budget planning process by which the 
organization has been traditionally funded. While this is also recognized as a challenge because 
of the province's financial situation, it is hailed by the organization and its community partners as 
vital to ensuring movement toward health promotion and wellness and the eventual sustainability 
of the system. 

The organization has a stable process for choosing capital equipment, which is distributed under 
the headings of diagnostics, operating room (OR) and other. 

Reasonable budget assumptions were utilized in the business planning process. Three key areas 
(3E) that were different from previous years' work included being strategically driven, engaging 
citizens and stakeholders and integrating the lens of ethics, economics and evidence to the 
decision making process. The concept of 3E has proven effective. It was heard over and over 
again in the organization as a process to which physicians, staff, board members and leaders and 
learners can relate and feel good about using. Indeed, it synchronizes with the healthcare model 
of evidence based decision making or diagnosis. The board is similarly impressed with the 
movement toward citizen engagement and having the process be strategy driven. The leaders of 
the organization are energized, enthused and passionate about what has been accomplished to 
date. 

By way of internal budget redirection from administrative to clinical, $ 2.5M was redirected to 
address system pressures and subsequently, $2.2M was used as the reinvestment fund. The 
excitement of the group of approximately 100 staff, physicians and volunteers at receiving 
submissions for funding was described during the interview process and upon questioning. They 
described how they "left their hats at the door:" to ensure the best possible outcome for the 
organization. This is significantly different from the usual budget process, which tends to be 
more program centric in ensuring needed funds for its own program. Twenty three (23) 
submissions were funded and linked to oversight groups as they transcended the organization for 
flow of bed management, collaborative care model and medication reconciliation. In all, 106 
initiatives were funded. The positive response from the organization on these projects has been 
far reaching. Recommendations for funding the primary care master plan and beginning 
implementation of the electronic health record (EHR) were also submitted from the organization 
and these are considered to be major transformational recommendations.

Funding for learning and innovation is available and CDHA has made this a priority. The staff and 
learners are energized with the opportunities such as 300 medical students who at any given 
time, are learning at the facilities. As well, health sciences students and nursing students make 
up a large portion of the daily learners on site. New innovative projects such as point of care 
research and a research design and methods unit are planned over the next few years.

The district co leadership project between physicians and administrative directors is applauded. 
The opportunity to enhance working relationships and accountability between these leaders is 
huge. Time spent with one medical director discussing what a regular meeting agenda would look 
like was supportive of the co leadership model. This is a useful step toward more integration of 
services at the district level.

Key resources have been earmarked to respond to patient capacity needs access and flow. The 

in patient flow and utilization. Bed management meetings continue. 

The organization is applauded for its initiative in pursuing a path to fiscal accountability, 
including variance analysis reporting, forecasting, mitigation plans and a fiscal accountability 
contingency policy.

There is an effective contingency fund policy and process, which is the responsibility of the CEO, 
the purpose of which is to properly approve and report the unused contingency fund throughout 
the fiscal year.

The resource committee of the board meets on a regular basis and oversees the financial 
reporting on behalf of the board of directors. The committee accesses educational and other 
learning opportunities as available such as meeting with the auditor,

There is a provincial initiative for planning to establish a position for internal auditing within the 
health districts. This brings potential for further learning for board and leaders alike. Board 
members also take the opportunity to meet with the CEO regarding resource allocation. A new 
initiative that is a natural next step for an organization that wishes to make the extra effort at 
being fiscally responsible is the introduction of an appropriateness of care committee. 
Membership will include administrative and medical staff personnel and while there are 
numerous avenues to explore, these will not be without risk to the trust and confidence that has 
been developed to date among the professionals and administration. 

The board is proud of its oversight of the fiscal state of CDHA. The organization has experienced 
a balanced budget over seven years. This year, it is experiencing a 1M dollar year to date and 
tracking 1.9M dollar deficit to March 31, 2011 and this along with other factors was a driver to 
find a more sustainable future for providing healthcare for the citizens of the region. The board 
is encouraged to continue along this path to fiscal accountability, while improving the care and 
service to its clients.

Surveyor Comments
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The organization is applauded for its initiative in pursuing a path to fiscal accountability, 
including variance analysis reporting, forecasting, mitigation plans and a fiscal accountability 
contingency policy.

There is an effective contingency fund policy and process, which is the responsibility of the CEO, 
the purpose of which is to properly approve and report the unused contingency fund throughout 
the fiscal year.

The resource committee of the board meets on a regular basis and oversees the financial 
reporting on behalf of the board of directors. The committee accesses educational and other 
learning opportunities as available such as meeting with the auditor,

There is a provincial initiative for planning to establish a position for internal auditing within the 
health districts. This brings potential for further learning for board and leaders alike. Board 
members also take the opportunity to meet with the CEO regarding resource allocation. A new 
initiative that is a natural next step for an organization that wishes to make the extra effort at 
being fiscally responsible is the introduction of an appropriateness of care committee. 
Membership will include administrative and medical staff personnel and while there are 
numerous avenues to explore, these will not be without risk to the trust and confidence that has 
been developed to date among the professionals and administration. 

The board is proud of its oversight of the fiscal state of CDHA. The organization has experienced 
a balanced budget over seven years. This year, it is experiencing a 1M dollar year to date and 
tracking 1.9M dollar deficit to March 31, 2011 and this along with other factors was a driver to 
find a more sustainable future for providing healthcare for the citizens of the region. The board 
is encouraged to continue along this path to fiscal accountability, while improving the care and 
service to its clients.

No Unmet Criteria for this Priority Process.

Developing the human resource capacity to deliver safe and high quality services to clients.

Human Capital

The governing body has a formal orientation strategy and process that according to new 
members, worked well.  In addition, members of the governing body identified and appreciated 
the significant investment in education and training and the focus on continuous improvement 
relative to board functioning.

There are well embedded quality assurance structures in place to ensure data integrity and data 
quality in particular, inter rater reliability for health records coding and patient registration.  
The quality assurance and data quality programs link to performance management and 
improvement programs. Resources are made available to assist staff in improving their 
performance against well understood standards.

Staff members in support areas including housekeeping and facilities management consistently 
and despite self reported heavy workloads, articulated the importance of their work in ensuring 
the safety of staff and patients.

The organization was recently recognized as one of the top 100 places to work in the country. 
This achievement was validated by most staff that said they believe that in recent years, the 
organization has become an increasingly better place to work and in their minds is worthy of the 
award.

Although the organization collects information on staff retention, some unit managers and 
supervisors were unsure what information was available to them at a unit level. In particular, 
some departments in CDHA identified themselves as traditional entry points for employees in that 
they get their first job there and then move elsewhere in the organization. The managers were 
not certain whether this internal movement was encouraged and supported as part of planned 
succession and career progression. Managers wondered whether this type of movement would 
show up as poor retention, with accountability/blame apportioned to the manager of the area in 
the organization's measures.

The organization has self identified it does not currently meet the goal of every employee having 
a performance evaluation (PA) every two years. Currently, approximately 2000 evaluations are 
processed annually, with a goal to move to 5000 by 2013.  While the current evaluation form 
does focus on accountability, it does not explicitly evaluate/discuss the employee's role in 
ensuring client safety.  In addition, there appears to be wide variation across departments 
regarding PA completion rates, with some departments exhibiting 100 percent completion and 
others with staff having 10 to 12 years of service cannot recall ever having a PA done.  

Many areas of the organization identified with CDHA's award as one of the top 100 places to work 
in the country. However, there was a notable difference in some areas, particularly those areas 
not directly involved in clinical care. The extent to which areas like facility management and 
housekeeping felt connected to the organization's "Our Promise" was difficult to ascertain. It 
certainly was not referred to in conversations with staff in these areas, which was a marked 
difference from the clinical care areas.  In two conversations it was specifically stated:  " they 
have their  'Our Promise'" but I don't think it really applies to me".

Surveyor Comments
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The organization was recently recognized as one of the top 100 places to work in the country. 
This achievement was validated by most staff that said they believe that in recent years, the 
organization has become an increasingly better place to work and in their minds is worthy of the 
award.

Although the organization collects information on staff retention, some unit managers and 
supervisors were unsure what information was available to them at a unit level. In particular, 
some departments in CDHA identified themselves as traditional entry points for employees in that 
they get their first job there and then move elsewhere in the organization. The managers were 
not certain whether this internal movement was encouraged and supported as part of planned 
succession and career progression. Managers wondered whether this type of movement would 
show up as poor retention, with accountability/blame apportioned to the manager of the area in 
the organization's measures.

The organization has self identified it does not currently meet the goal of every employee having 
a performance evaluation (PA) every two years. Currently, approximately 2000 evaluations are 
processed annually, with a goal to move to 5000 by 2013.  While the current evaluation form 
does focus on accountability, it does not explicitly evaluate/discuss the employee's role in 
ensuring client safety.  In addition, there appears to be wide variation across departments 
regarding PA completion rates, with some departments exhibiting 100 percent completion and 
others with staff having 10 to 12 years of service cannot recall ever having a PA done.  

Many areas of the organization identified with CDHA's award as one of the top 100 places to work 
in the country. However, there was a notable difference in some areas, particularly those areas 
not directly involved in clinical care. The extent to which areas like facility management and 
housekeeping felt connected to the organization's "Our Promise" was difficult to ascertain. It 
certainly was not referred to in conversations with staff in these areas, which was a marked 
difference from the clinical care areas.  In two conversations it was specifically stated:  " they 
have their  'Our Promise'" but I don't think it really applies to me".

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Effective Organization

The organization has a confidential process for staff, service 
providers, and volunteers to bring forward complaints, concerns, 
and grievances.

8.6

The organization’s leaders develop and regularly update position 
profiles for each position.

12.5

The organization clearly defines the roles, responsibilities, and 
accountabilities of leaders, staff, service providers, and 
volunteers for client care and safety.

12.6
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Attention to client safety is demonstrated by defining roles 
and responsibilities for client safety in position profiles, 
performance appraisals, handbooks, orientation material, 
and by addressing client safety on regular basis in 
newsletters and client safety committee minutes.

12.6.2

The organization provides training and education to make 
staff, service providers, and volunteers aware of client 
safety issues and concerns, and assist them to make 
informed decisions about client safety.

12.6.4

The organization delivers client safety training and education at 
least annually to senior leaders, staff, service providers, and 
volunteers, including education targeted to specific client safety 
focus areas.

12.7

There is annual client safety training, tailored to staff 
needs and the organization’s focus areas.

12.7.1

The organization’s leaders conduct exit interviews with 
individuals and use this information to improve staffing and 
retention strategies.

12.11

Continuous, proactive and systematic process to understand, manage and communicate quality 
from a system-wide perspective to achieve goals and objectives. 

Integrated Quality Management

There is a strong plan in place to ensure that routine information on performance and tied to the 
organization's "Our Promise" is presented to the board and/or one of the board committees.

The board already invites patients and families to attend meetings on an ad hoc basis to tell their 
stories. The board has committed to revisit the terms of reference for the quality and safety 
committee, with an aim of revising the committee membership to include a patient and/or 
family member.

The co lead model that is in place in some clinical areas appears to be allowing better 
coordination at a micro system level than areas without this co lead philosophy.  Examples of this 
were seen in nephrology and heart health where there were interdisciplinary discussions of data, 
identification of opportunities for improvement and collaboration in efforts to achieve the 
improvement.

The CDHA’s strategic Indicators report of October 2010 contains a variety of trended indicators 
that is being used at operational meetings to help guide priority setting efforts.

Combined patient and workplace safety tours (walk arounds) are being conducted on a rotational 
basis. These are well planned, well attended, and facilitated in a manner that encourages open 
and honest participation, which is in part, a result of the promise that there will be no personal 
repercussions as a result of speaking up.

targets the top five reported incidents and associated interventions. This could be extended to 
include compliance data related to key safeguards. Key safeguards are hand hygiene audit, safe 
surgical checklist use, compliance with elements of recognized care bundles and outcomes data 
collected by the organization. Outcome data include hospital acquired infection rates, hospital 
standardized mortality ratio and others. This information is provided to the quality and safety 
committee of the board as well. However, an opportunity exists to more explicitly link all of this 
information to a formal quarterly report. This report would display performance over time, 
accompanied by a clearly articulated request outlining the expected action of the board. 
Expected action of the board would be to accept for information, request support, request 
revision of strategy/initiative and so on.   

The organization has identified the opportunity to purposefully design clinical process and 
outcomes measures into future electronic health record initiatives when such initiatives allow for 
expansion beyond the current system, which is largely a data archiving system.  The reliance on 
primary data collection and government databases was identified by clinicians and quality staff 
as a barrier to quality management, the former as a result of capacity and the latter as a result 
of timeliness and access.  Data are typically presented as bar, pie and run charts and some are 
annotated. There exists an opportunity to utilize statistical process control charts (SPC) to help 
operational leaders determine when variation in data should result in management investigation 
and/or intervention by way of special cause variation and when it should not, which would be 
normal cause variation.

There is an opportunity to revisit the design of the current safety reporting system. The review is 
required to determine whether there is capability to maintain the value of reporting, while 
decreasing the employee's perceived burden in terms of the time and complexity it takes to 
submit a report. In particular, it needs to be determined which of the "employee coded" fields 
are adding value and being used by the organization and which are not and perhaps, to even 
reorganize fields to make the form more user friendly, based on structured user acceptance 
testing.  

The philosophy as to what should be reported in this system appears to vary by unit, with some 
units only reporting serious events and others using the reporting system to report a range of 
events from no harm events to serious events. There was a caution from some units that although 
they believe reporting is safe for the reporter in the sense that reporting would not result in 
negative repercussions for the reporter, reporting creates a significant amount of work for the 
unit management. This work includes required follow up on each report, which is not 
proportional with the value of the activity. The planned education coupled with time to allow 
the new policy to be better understood by many in the organization will likely help with this 
belief.

Although disclosure is occurring across the organization, staff identified a desire to have more 
training and exposure to disclosure before doing it for real. The processes for offering support to 
staff that are involved in an adverse event were also unclear. For instance, one staff member 
reported that an offer of assistance via the EAP, or even a reminder that the service was 
available was not made, even though the staff member did use vacation time to have some time 
before returning to work. The new, October 2010 policy does make reference to the manager's 
role in ensuring that staff are aware of critical incident stress debriefing and EAP. However, this 
may not be widely understood yet.  In general, there is an opportunity to focus on increasing the 
capacity and capability related to quality and safety management for clinician and administrative 
leaders.

Surveyor Comments
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quality and safety committee. In particular, the quarterly safety report presented to the board 
targets the top five reported incidents and associated interventions. This could be extended to 
include compliance data related to key safeguards. Key safeguards are hand hygiene audit, safe 
surgical checklist use, compliance with elements of recognized care bundles and outcomes data 
collected by the organization. Outcome data include hospital acquired infection rates, hospital 
standardized mortality ratio and others. This information is provided to the quality and safety 
committee of the board as well. However, an opportunity exists to more explicitly link all of this 
information to a formal quarterly report. This report would display performance over time, 
accompanied by a clearly articulated request outlining the expected action of the board. 
Expected action of the board would be to accept for information, request support, request 
revision of strategy/initiative and so on.   

The organization has identified the opportunity to purposefully design clinical process and 
outcomes measures into future electronic health record initiatives when such initiatives allow for 
expansion beyond the current system, which is largely a data archiving system.  The reliance on 
primary data collection and government databases was identified by clinicians and quality staff 
as a barrier to quality management, the former as a result of capacity and the latter as a result 
of timeliness and access.  Data are typically presented as bar, pie and run charts and some are 
annotated. There exists an opportunity to utilize statistical process control charts (SPC) to help 
operational leaders determine when variation in data should result in management investigation 
and/or intervention by way of special cause variation and when it should not, which would be 
normal cause variation.

There is an opportunity to revisit the design of the current safety reporting system. The review is 
required to determine whether there is capability to maintain the value of reporting, while 
decreasing the employee's perceived burden in terms of the time and complexity it takes to 
submit a report. In particular, it needs to be determined which of the "employee coded" fields 
are adding value and being used by the organization and which are not and perhaps, to even 
reorganize fields to make the form more user friendly, based on structured user acceptance 
testing.  

The philosophy as to what should be reported in this system appears to vary by unit, with some 
units only reporting serious events and others using the reporting system to report a range of 
events from no harm events to serious events. There was a caution from some units that although 
they believe reporting is safe for the reporter in the sense that reporting would not result in 
negative repercussions for the reporter, reporting creates a significant amount of work for the 
unit management. This work includes required follow up on each report, which is not 
proportional with the value of the activity. The planned education coupled with time to allow 
the new policy to be better understood by many in the organization will likely help with this 
belief.

Although disclosure is occurring across the organization, staff identified a desire to have more 
training and exposure to disclosure before doing it for real. The processes for offering support to 
staff that are involved in an adverse event were also unclear. For instance, one staff member 
reported that an offer of assistance via the EAP, or even a reminder that the service was 
available was not made, even though the staff member did use vacation time to have some time 
before returning to work. The new, October 2010 policy does make reference to the manager's 
role in ensuring that staff are aware of critical incident stress debriefing and EAP. However, this 
may not be widely understood yet.  In general, there is an opportunity to focus on increasing the 
capacity and capability related to quality and safety management for clinician and administrative 
leaders.
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Identifying and decision making regarding ethical dilemmas and problems.

Principle Based Care and Decision Making

CDHA's Promise and Declaration of Health, which incorporates the values of the organization 
came into being following extensive citizen, staff, physician and volunteer engagement. 
Apparently, there were thousands of people involved in the process. The board and senior 
leadership were committed to openness and transparency. They provided those that contributed 
to the process with information on the challenges ahead including an aging population, increasing 
average age of physicians and nursing staff, high obesity and inactivity rates in the population 
and data on the status of the population, whereby 66 percent of the population have at least one 
chronic condition and 41 percent have been to a medical specialist in the last year. The 
contributors to the planning process were also advised that CDHA was spending 2.1 million dollars 
per day on health care for its citizens. Using a "U Theory" approach, the group began with some 
scenario building, designed a Promise and a Declaration of  Health, introduced some seeds of 
change and start up initiatives and began to bring the Promise to life. Five strategies evolved out 
of the process and these were linked to what the organization aptly described as the 
"Inconvenient Truths".

CDHA's  plan is within the context of the values, vision and mission established in its strategy 
known as Our Promise. Consistent with Our Promise, the perspectives of ethics, evidence and 
economics have been integrated into the decision making process. This integration came about 
because one senior leader was completing a research project for the organization, which was 
intended to provide an evidence  based decision making process. The ethics framework, which 
had been in place for a number of years was separate but well utilized. Decisions had been made 
within the ethical framework that encompassed what the organization valued. It was determined 
that the integration of these frameworks, ethics and evidence based decision making, would 
bring those lenses together. Economics which recognizes the finite resources became the third E 
in the  process, which is now well known in the organization as the "3Es". This work is 
commendable in that three complex and separate concepts and frameworks have been 
integrated in a way that is easily remembered and more importantly, has become the lens 
through which the board, senior leaders, physicians and groups across the organization are using 
to make decisions. This 3E tool has contributed to consistency and fairness and is welcomed by 
the board and organization alike. The evaluation of this leading work is encouraged, as its 
application throughout the healthcare system would be a welcome benefit to colleagues.
  
CDHA's ethics support team (CHES) has done excellent work in building and maintaining a positive 
ethical climate in the organization. The team has done so by identifying and responding to ethics 
support needs, enhancing awareness and building capacity and supporting Our Promise and 
Declaration of Health. The CHES has four components and the effective model recognizes the 
four components as equal. The components are education, policy development and review, 
clinical ethics consultation and organizational ethics. Effective coordinators lead each of the four 
components and they are responsible for establishing their committee structure. As they recruit 
their team members, there is a strong emphasis on building diversity and inclusion. The past 
organizational ethics coordinator serves as the ethics representative on the quality and safety 
committee of the board as well as on the Nova Scotia health ethics network.

and the recommendation provided in precise written format. The CEO and quality and safety 
committee of the board was copied on the correspondence and recommendation. This is 
commendable work and the professional approach by the ethics coordinators and the committee 
is applauded.

Other areas of the CHES include the education group that had a very successful year in the 
presentation of lunch and learn programs. There is a joint collaboration with the 
transformational leadership network and a number of three hour workshops were presented. The 
mental health program educational booklet on Informed Choice and Let's Talk about Personal 
Directives a were provided and are both excellent in content and presentation.

Clinical ethics consultation for staff or physicians presenting ethical dilemmas is well established 
and consistent with the education provided. The 10 clinical consultations in the previous year 
consisted of informed choice and determination of legitimate decision maker, substitute decision 
making in complex clinical situations and moral distress, questioning the content of a patient's 
care plan. The team is commended for this excellent work as well as for the facilitation of 
numerous events including the work of the multi year business plan. 

The policy development and review coordinator is with the Bioethics Department of Dalhousie 
University, and heads this work and a number of excellent documents have been produced over 
the past year including work on advance directives and decision making about potentially life 
sustaining treatment.

The research ethics committee has worked effectively at streamlining the large numbers of 
research proposals presented for review and approval. The staff and research ethics board chair 
present a highly effective process, which has received the support of the academic community. 
The improvements made are viewed as more timely and responsive. 
  
Continue providing awareness to front line staff of the availability of the CHES team and its 
ability to provide ethical support.

Surveyor Comments
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six weeks. This included the research required, calling the group together to discuss the issue, 
and the recommendation provided in precise written format. The CEO and quality and safety 
committee of the board was copied on the correspondence and recommendation. This is 
commendable work and the professional approach by the ethics coordinators and the committee 
is applauded.

Other areas of the CHES include the education group that had a very successful year in the 
presentation of lunch and learn programs. There is a joint collaboration with the 
transformational leadership network and a number of three hour workshops were presented. The 
mental health program educational booklet on Informed Choice and Let's Talk about Personal 
Directives a were provided and are both excellent in content and presentation.

Clinical ethics consultation for staff or physicians presenting ethical dilemmas is well established 
and consistent with the education provided. The 10 clinical consultations in the previous year 
consisted of informed choice and determination of legitimate decision maker, substitute decision 
making in complex clinical situations and moral distress, questioning the content of a patient's 
care plan. The team is commended for this excellent work as well as for the facilitation of 
numerous events including the work of the multi year business plan. 

The policy development and review coordinator is with the Bioethics Department of Dalhousie 
University, and heads this work and a number of excellent documents have been produced over 
the past year including work on advance directives and decision making about potentially life 
sustaining treatment.

The research ethics committee has worked effectively at streamlining the large numbers of 
research proposals presented for review and approval. The staff and research ethics board chair 
present a highly effective process, which has received the support of the academic community. 
The improvements made are viewed as more timely and responsive. 
  
Continue providing awareness to front line staff of the availability of the CHES team and its 
ability to provide ethical support.

No Unmet Criteria for this Priority Process.

Communication among various layers of the organization, and with external stakeholders.

Communication

The organization has undertaken a significant citizen engagement strategy across CDHA as part of 
its strategic and operational planning efforts. The development of the organizational promise is 
well articulated and understood across the organization by leadership at all levels and by staff in 
most areas.  The members of the governing committee and the key community partners all 
referenced the "Our Promise" work.  Perhaps more telling were the numbers of staff and without 
prompting, raised the "Our Promise" topic as being one of the things of which they were most 
proud. On two occasions, the promise was referenced as the reason individuals chose to relocate 
to Halifax to work for the organization.

The organization's proactive approach and philosophy regarding the local media including the 
daily review of the key news items and stories and led by former journalists, was identified by 
many as being integral to the creation of the newly enhanced organization's image in the 
community. 

The unique branding of many of the organization's print communications, including the consistent 
inclusion of "cartooning" and inclusion of patient provider stories or vignettes has resulted in a 
less corporate or less formal feel to these communications.  This change in formality, according 
to staff, has resulted in better engagement and an increased likelihood that the members of the 
community and staff might pick up and read the materials such as the annual report.

The organization is actively exploring the use of social networking strategies to better engage 
their staff and community at a time when many organizations restrict access to these sites. 
Strategies include exploring non email based electronic communication of events via tools such 
as twitter.

Although significant efforts are being made to make information available to staff and 
community, the actual use of this information at the unit level has not changed. Most units still 
rely on email messages that they then print and paste into communication books as the primary 
mechanism of communication.

The volume of information available on the internal and external websites has been reported by 
staff and community partners as overwhelming.  While both groups knew that everything they 
needed was on one of the sites, they also described the websites as difficult to navigate.  In the 
case of the internal web site, many staff have defaulted to using the search tool as the primary 
mechanism for navigating the Intranet.  Perhaps, as part of the organization's ongoing 
engagement strategy, some information could be collected as to possibilities to redesign/simplify 
both the internal and external web sites.

Managers of many units identified the citizen engagement work that happened as part of the "Our 
Promise" strategic planning as being incredibly effective. However, these same managers also 
suggested that at an operational or local level, they have very little information or access to 
information about the needs or desires of their stakeholders.  They were confident that this 
information would be available in the future. The organization has a draft policy in place related 
to citizen engagement that when approved and put into practice, should result in better 
information being available to these managers. This is particularly true for those with a more 
difficult to define patient population. There are areas with the ability to more easily identify 
"their" patient groups that other strategies including patient/family councils are in place and 
appear to be working well but are a more difficult to establish in other areas.

Surveyor Comments
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The administrative tracer work with the group was clear, concise and very well developed. The 
ethical problem was stated in a letter to the ethics committee and dealt with over the course of
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The unique branding of many of the organization's print communications, including the consistent 
inclusion of "cartooning" and inclusion of patient provider stories or vignettes has resulted in a 
less corporate or less formal feel to these communications.  This change in formality, according 
to staff, has resulted in better engagement and an increased likelihood that the members of the 
community and staff might pick up and read the materials such as the annual report.

The organization is actively exploring the use of social networking strategies to better engage 
their staff and community at a time when many organizations restrict access to these sites. 
Strategies include exploring non email based electronic communication of events via tools such 
as twitter.

Although significant efforts are being made to make information available to staff and 
community, the actual use of this information at the unit level has not changed. Most units still 
rely on email messages that they then print and paste into communication books as the primary 
mechanism of communication.

The volume of information available on the internal and external websites has been reported by 
staff and community partners as overwhelming.  While both groups knew that everything they 
needed was on one of the sites, they also described the websites as difficult to navigate.  In the 
case of the internal web site, many staff have defaulted to using the search tool as the primary 
mechanism for navigating the Intranet.  Perhaps, as part of the organization's ongoing 
engagement strategy, some information could be collected as to possibilities to redesign/simplify 
both the internal and external web sites.

Managers of many units identified the citizen engagement work that happened as part of the "Our 
Promise" strategic planning as being incredibly effective. However, these same managers also 
suggested that at an operational or local level, they have very little information or access to 
information about the needs or desires of their stakeholders.  They were confident that this 
information would be available in the future. The organization has a draft policy in place related 
to citizen engagement that when approved and put into practice, should result in better 
information being available to these managers. This is particularly true for those with a more 
difficult to define patient population. There are areas with the ability to more easily identify 
"their" patient groups that other strategies including patient/family councils are in place and 
appear to be working well but are a more difficult to establish in other areas.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Effective Organization

The organization’s leaders develop and implement a 
communication plan to disseminate information to, and receive 
information from, stakeholders.

3.3
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The organization’s leaders select and implement information 
management systems that meet the organization’s current 
needs, and anticipate future needs.

13.1

Sustainable Governance

The governing body works with the CEO to establish a 
communication plan.

11.3

Telehealth Services

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

11.5

Providing appropriate and safe structures and facilities to successfully carry out the mission, 
vision, and goals.

Physical Environment

The organization is operating a number of buildings, which are becoming increasingly difficult to 
maintain because of their age and at a time of constrained finances.  Within these 
circumstances, staff in facilities management across the system are working tirelessly to try and 
keep these buildings functioning. This is despite constant challenges with issues of electric, 
water, plumbing, HVAC, asbestos and other issues.  

The organization appears to have a well organized preventive maintenance (PM) work order 
management system with good documentation of completion.  This system works well in the 
larger system as a work flow tool whereas in the smaller centres, it is used primarily as a work 
documentation tool. Based on the size of the centre/facility, the facility manager has often 
completed the task by the time a work order is received via this system.

Despite financial challenges, supervisors continue to monitor and seek opportunities to address 
the environmental impact on the organization.  One such initiative involved the retrofit of 
lighting to more energy efficient products.

There was significant variability in the cleanliness and maintenance of areas in each of the 
facilities. This variability appears to link to the actions of the supervisors in each of the areas and 
the availability of housekeeping in keeping areas clean.  On the VG site for example, for many of 
the areas housekeeping support is only available for washrooms, leaving already burdened staff 
as the only individuals available to maintain the local environment.  This has resulted in an 
environment that in some places appears to have been ignored for some time. This was 
particularly evident in areas that were not always used as a workshop such as staff meeting there 
for breaks and at the start and end of the day, but do not carry out the bulk of their work in that 
area.  Although the buildings are old and difficult to maintain, there is an opportunity to more 
consistently apply an organization wide standard for cleanliness and maintenance.

The organization has an end of life program and routinely identifies elements of the "built 
environment" that are reaching end of life as part of the annual budgeting process. Because of 

Furthermore, this was a source of significant stress and anxiety on the part of those staff charged 
with maintaining these environments. 

There may be opportunities to reduce waste in the organization and potentially free up some 
money for reinvestment for example there appears to be a significant amount of inventory being 
stored in clinical and support areas, with no clear rationale for why it was ordered or when, and 
by whom it might be used.

Both staff in facilities management and staff in the clinical areas identified challenges in the 
process used to get a job done that requires multiple people with multiple expertise. On the 
facilities management side, it was noted that if one needed a machine fixed and it has a water 
problem then one had to call the plumber, then if one needed electric then call the electrician 
and so on. This was also referenced by the clinical areas where they call an electrician to fix an 
issue, when then leaves a hole in the wall so they then have to call someone to fix the hole in 
the wall, which leaves a patch on the wall in need of paint, so then they need to call a painter. 
Plus, for each of the calls made, it takes some days to make its way through the work queue. 
There may be an opportunity to reduce waste and redesign processes where the total work 
requires more than one skill set to complete the job.

A specific example of a safety risk that was identified by staff and links to the capital deficit was 
provided at the Musquodoboit Valley Memorial Hospital. The organization is using a past end of 
life "Robonic Transfer Switch" to manage the transfer of power from the back up generator to the 
hospital in the event of a power failure, which has occurred several times in the past years owing 
to severe weather. These switches have been identified as being beyond 'end of life' and are 
known to have issues of failure, as a result of their construction. The absence of resources to 
replace these switches creates a risk whereby the facility may find itself without power.  It is 
unclear how the organization's risk management program is applied to capital requests relative to 
the physical environment.

Surveyor Comments
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Furthermore, this was a source of significant stress and anxiety on the part of those staff charged 
with maintaining these environments. 

There may be opportunities to reduce waste in the organization and potentially free up some 
money for reinvestment for example there appears to be a significant amount of inventory being 
stored in clinical and support areas, with no clear rationale for why it was ordered or when, and 
by whom it might be used.

Both staff in facilities management and staff in the clinical areas identified challenges in the 
process used to get a job done that requires multiple people with multiple expertise. On the 
facilities management side, it was noted that if one needed a machine fixed and it has a water 
problem then one had to call the plumber, then if one needed electric then call the electrician 
and so on. This was also referenced by the clinical areas where they call an electrician to fix an 
issue, when then leaves a hole in the wall so they then have to call someone to fix the hole in 
the wall, which leaves a patch on the wall in need of paint, so then they need to call a painter. 
Plus, for each of the calls made, it takes some days to make its way through the work queue. 
There may be an opportunity to reduce waste and redesign processes where the total work 
requires more than one skill set to complete the job.

A specific example of a safety risk that was identified by staff and links to the capital deficit was 
provided at the Musquodoboit Valley Memorial Hospital. The organization is using a past end of 
life "Robonic Transfer Switch" to manage the transfer of power from the back up generator to the 
hospital in the event of a power failure, which has occurred several times in the past years owing 
to severe weather. These switches have been identified as being beyond 'end of life' and are 
known to have issues of failure, as a result of their construction. The absence of resources to 
replace these switches creates a risk whereby the facility may find itself without power.  It is 
unclear how the organization's risk management program is applied to capital requests relative to 
the physical environment.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Effective Organization

The organization’s physical space meets applicable laws, 
regulations, and codes.

10.1

Dealing with emergencies and other aspects of public safety. 

Emergency Preparedness

There are well articulated and documented exercises related to the disaster and emergency 
plans, with debriefing on every exercise and according to documentation, include the points of 
views from multiple participants in multiple roles.

activation of the organization's disaster response. It was clear that the current processes would 
allow pandemic and other public health (PH) emergencies to be carried out as per their specific 
plans or via activating the larger organization wide disaster response plan.

The community partners surveyors spoke with support the claim that CDHA has developed and 
maintains numerous partnerships related to emergency preparedness. Recent tests of the system 
were carried out in concert with their partners such as the Canadian Forces. Note is made of the 
aim to simulate unique or new experiences for staff for example, decontamination for CDHA 
staff.  The partners described the positive manner in which they collaborated with CDHA around 
H1N1 and recent hurricanes.

A unique partnership was identified with a local jeep club whereby this volunteer organization 
assists the organization in getting critical staff to work during severe weather conditions.

During the survey, the organization experienced an internal disaster related to the loss of power 
and heat at the Dartmouth General site. The organization's emergency plan was implemented, a 
command centre set up and multiple contingency plans related to patient evacuation, linen 
services, service resumption and other areas were developed and made ready to implement.

The organization has a multitude of emergency preparedness plans and every area in the 
organization knows where to find their area specific plan. All of the plans reside on a share point 
site that is used and accessed by those whose role is full time in emergency preparedness but not 
easily or routinely accessed by others in the organization. In addition, it is difficult to understand 
how the multitude of plans are integrated although it is clear that in practice, integration has 
happened in specific situations.

Some of the policies that are in place are still in draft.  These policies are being used in practice 
and appear to be effective. However, it appears that the approval process, which involves a 
partnership with the provincial government is not keeping pace with the clinical reality.  

The organization is attempting to stage evacuation drills on an annual basis as per a 2007 
accreditation recommendation. However, many areas of the organization have never been 
involved in even a walk through of the evacuation plan.  An example would be a patient care unit 
where the evacuation status of every patient is assessed, documented and available, but staff 
were unclear about how they would actually evacuate their patients, particularly in the event of 
an elevator failure.  This sort of finding was made at multiple sites across the CDHA, with some 
areas only staging evacuation drills every three years, which they believe is the standard.

Surveyor Comments
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pandemic response plan. In the case of H1N1, the pandemic response resulted in the full 
activation of the organization's disaster response. It was clear that the current processes would 
allow pandemic and other public health (PH) emergencies to be carried out as per their specific 
plans or via activating the larger organization wide disaster response plan.

The community partners surveyors spoke with support the claim that CDHA has developed and 
maintains numerous partnerships related to emergency preparedness. Recent tests of the system 
were carried out in concert with their partners such as the Canadian Forces. Note is made of the 
aim to simulate unique or new experiences for staff for example, decontamination for CDHA 
staff.  The partners described the positive manner in which they collaborated with CDHA around 
H1N1 and recent hurricanes.

A unique partnership was identified with a local jeep club whereby this volunteer organization 
assists the organization in getting critical staff to work during severe weather conditions.

During the survey, the organization experienced an internal disaster related to the loss of power 
and heat at the Dartmouth General site. The organization's emergency plan was implemented, a 
command centre set up and multiple contingency plans related to patient evacuation, linen 
services, service resumption and other areas were developed and made ready to implement.

The organization has a multitude of emergency preparedness plans and every area in the 
organization knows where to find their area specific plan. All of the plans reside on a share point 
site that is used and accessed by those whose role is full time in emergency preparedness but not 
easily or routinely accessed by others in the organization. In addition, it is difficult to understand 
how the multitude of plans are integrated although it is clear that in practice, integration has 
happened in specific situations.

Some of the policies that are in place are still in draft.  These policies are being used in practice 
and appear to be effective. However, it appears that the approval process, which involves a 
partnership with the provincial government is not keeping pace with the clinical reality.  

The organization is attempting to stage evacuation drills on an annual basis as per a 2007 
accreditation recommendation. However, many areas of the organization have never been 
involved in even a walk through of the evacuation plan.  An example would be a patient care unit 
where the evacuation status of every patient is assessed, documented and available, but staff 
were unclear about how they would actually evacuate their patients, particularly in the event of 
an elevator failure.  This sort of finding was made at multiple sites across the CDHA, with some 
areas only staging evacuation drills every three years, which they believe is the standard.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Public Health Services

The organization, with its partners, reviews and revises the plan 
at least every two years, and more often if necessary.

14.9
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The organization has a roster of personnel with technical 
expertise for emergency responses and can access them within 
one hour.

15.3

Smooth and timely movement of clients and their families through appropriate service and care 
settings.

Patient Flow

Multi site laboratory and diagnostics (DI) investigations are available. Patients are informed of 
alternatives and may be directed to an alternate site with lower waiting times. Patients can avail 
themselves of an earlier appointment and these instructions are delivered to them by the CDHA 
team.

Efforts have been made to improve surgical patient flow by setting up a "Hernia" program, which 
allows for central intake, multiple surgeon involvement and "Hants" used as a delivery site. The 
wait list has been reduced from about a three year wait to virtually no wait, and mention was 
made of the program possibly discontinuing.  An orthopaedic assessment clinic has been 
established to provide central intake for joint arthroplasty. This clinic is multidisciplinary and 
patients are stratified as per the need for replacement, timing and alternative treatments.

The bed management dashboard allows all interested parties to visualize the availability of beds 
across the organization. The dashboard has information by site, service and unit. The reasons for 
non availability of beds are also outlined. There are daily bed management conferences where 
the status is evaluated and strategies presented. These occur at the Victoria General (VG) and 
the Infirmary (HI) sites, and there is close collaboration and cooperation between those 
coordinators. A less structured meeting takes place later in the day to re-evaluate the situation. 
Patient flow is well managed via these processes and there is a "comfort zone" for all 
participants. Patients may be redirected to other sites or service providers depending on acuity, 
priority and specific service requirement.

The new emergency area (ER) has made a considerable difference to overall patient flow. There 
is a dedicated medical internist present in the ER about 12 hours a day, which provides timely 
consultation and admission where necessary. This position is rotational, with the on service 
internists on the in patient medical units. There are electronic tools that track the movements in 
the ER for input, position and disposition. The institution of a rapid assessment clinic will 
decrease the use of ER as a consultative area and allow for preferential patient care. Some 
services have direct access for patients bypassing ER, which improves patient care and lets the 
service have some control over its own flow.

Patients are provided with considerable pre admission information that contains details for 
length of stay (LOS) and necessities for discharge. There is availability of social workers, 
community agency liaison, and discharge planners both in the ER and pre assessment clinic .

 There is capacity at outside sites such as Hants for increased surgical output. There exist 
underutilized OR and endoscopy spaces to use but these would require some renovation, for 
example, for surgical day care (SDC) pre and post operative area. 

There is engagement with other sites in the organization and the province to organize transfers; 

flow.

Surveyor Comments
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Diagnostic Imaging Services

The team regularly seeks input from referring medical 
professionals about how delays in diagnostic service affects their 
ability to deliver care to clients, and works with them to 
improve the timely reporting of results.

2.3

Machinery and technologies designed to aid in the diagnosis and treatment of healthcare 
problems.

Medical Devices and Equipment

Despite facing limited capital funding, the organization has a very good process for the 
prioritization, selection and purchase of medical devices and equipment.  The process is 
transparent and open to all stakeholders. The biomedical engineering and physical plant teams 
are commended for their commitment and dedication in maintaining medical devices and 
equipment, which in many circumstances are beyond their end of life.  The preventive 
maintenance (PM) program is robust, although the teams are challenged in performing PMs due to 
the number of demand maintenance calls that they receive. In spite of this demand, the teams 
do a thorough job of keeping the medical devices operational.

Despite numerous challenges associated with the age of the equipment and the physical plant, 
the medical device reprocessing team or SPD is a dedicated group of staff committed to the 
services that they provide. The age and availability of some equipment poses real challenges for 
the team in meeting the required standards for service delivery. Numerous manual processes 
exist that could be automated by deployment of an electronic instrument management system. 
The physical plant also poses some opportunities for improvement as the SPD has numerous issues 
that could be addressed to enhance the quality of the service and patient safety.  

Another opportunity exists for a more integrated approach to coordinating medical device 
reprocessing at CDHA.  For example, while the SPD team has engaged the organization in setting 
appropriate standards for reprocessing of medical devices, the team reports they do not have a 
good understanding of where medical device reprocessing is occurring in the organization. This 
has lead to practices that are sub optimal.  For instance, the flash sterilization of complete sets 
and implantable devices is continuing to occur at a much higher frequency than is necessary for 
the organization.  CDHA is encouraged to create an organization wide reprocessing committee to 
better coordinate services across the district.  This would address the SPD's reported issues that 
they are not regularly at the table during the acquisition of devices and equipment, which 
require reprocessing.

Surveyor Comments
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review.

Criteria Location Priority for
Action

Infection Prevention and Control

The organization appropriately contains and transports 
contaminated items to the reprocessing unit or area.

12.9

Operating Rooms

The operating room team appropriately contains and transports 
contaminated items to the reprocessing unit or area.

12.5

Reprocessing and Sterilization of Reusable Medical Devices

The team works with others in the organization to limit the use 
of flash sterilization to emergencies only, and never for 
complete sets or implantable devices.

1.3

The organization designates a trained and competent individual 
with the accountability for coordinating all reprocessing and 
sterilization activities across the organization, including those 
performed outside the medical device reprocessing department.

1.4

The designated person reports directly to the organization’s 
senior management or the executive office.

1.5

The organization has the right number and mix of staff to carry 
out its reprocessing and sterilization activities.

1.6

The medical device reprocessing department is designed to 
prevent cross-contamination of sterilized and contaminated 
devices or equipment, isolate incompatible activities, and 
clearly separate different work areas.

3.3

The medical device reprocessing department has a specific, 
closed area for decontamination that is separate from other 
reprocessing areas and the rest of the organization.

3.4

The organization regulates the air quality, ventilation, 
temperature, and relative humidity, and lighting in 
decontamination, reprocessing, and storage areas.

3.5
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The organization selects materials for the floors, walls, ceilings, 
fixtures, pipes, and work surfaces that limit contamination, 
promote ease of washing and decontamination, and will not shed 
particles or fibres.

3.6

The team works with others in the organization to properly clean 
the sterilization unit or area.

3.7

The medical device reprocessing department’s hand hygiene 
facilities are equipped with faucets supplied with foot-, wrist-, 
or knee-operated handles, or electric eye controls.

5.2

The team maintains a complete record of each sterilization 
cycle, including the load control label, recording chart or 
printout, process-recording record, and sterility record.

6.1

The record includes details of the sterilization cycle, including 
date and time; exposure time; temperature; pressure; sterility 
test results; and the kind, quantity, and origin of the devices 
sterilized.

6.2

When cleaning the sterile storage area, staff members minimize 
the amount of air turbulence and excess moisture.

10.3

The team verifies and documents the quality of reprocessing 
services provided in other areas, or by contracted services or 
subsidiaries.

12.6

Telehealth Services

The organization follows standards and guidelines to keep 
telehealth equipment and telecommunication networks reliable.

5.6

The organization carries out preventive maintenance on all 
telehealth equipment.

5.13

Findings

Horizontal Integration of Care

Following the survey, once the organization has the opportunity to address the unresolved criteria and provide 
evidence of action taken, the results will be updated to show that they have been addressed.
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 Integration of services to meet the needs of populations across the continuum of care.

The Nova Scotia Environmental Health Centre (NSHC) located in Fall River, a 30 minute drive 
from Halifax. The centre opened in 1998. The medical director and his son maintain the medical 
component of the centre. Following a period of time where patients went to Dallas Texas to an 
environmental health centre to attend to illnesses associated with multiple chemical sensitivities 
(MCS) ,and following  discussions with  then NS Premier and Dean of Dalhousie Medical School, it 
was determined that a centre of the like should be established in Nova Scotia. In the early 1990s, 
there was a plethora of illness associated with MCS, and Chronic Fatigue Syndrome in the Halifax 
area. The initial intention of the centre was to be that of research with the physicians from the 
Texas area coming to Halifax to treat patients on a regular basis, but with the volume exceeding 
600 patients, the centre became a treatment and research centre for patients for the assessment 
and treatment of patients with MCS and chronic diseases and Chronic Fatigue Syndrome. The 
centre became part of Capital District Health Authority in 2003.

The team is fully committed to the CDHA Our Promise and Milestones 2013. Members of the team 
submitted project proposals to the business plan process and had two accepted for funding. One 
project is to build capacity for shared resources about stress reduction to be used at a common 
site and via telehealth to increase access to patients and reduce redundancy in care delivery.The 
second project is to simplify registration protocols in facilities treating patients with chronic 
conditions. These initiatives are ones that have a broader benefit than for just the centre and 
this collaborative effort is commended.

The NSEHC team approach to care management is interdisciplinary and it s in the process of 
shifting from a program based on the symptoms the patient presents with which are generally 
associated with fibromyalgia, Chronic Fatigue Syndrome and MCS, to helping  individuals achieve 
the best possible level of health and wellness and move toward self management. This is more 
consistent with a chronic disease management model of care

The team has developed a new model of care consisting of four phases: assessment, 
individualized treatment, transition and discharge.There are 2200- 2500 patients seen annually 
with a caseload of about 450 at any given time. Within the assessment phase the medical 
consultation and diagnostic assessments as well as interdisciplinary assessments and 
appointments with the team are done. These include nurse, psychologist,occupational therapist 
and dietician. A five week education program is often completed before the assessments to 
prepare the patients for the work with the team.

Individualized treatment such as IV infusions of magnesium sulfate which may be continued in the 
community ambulatory areas if necessary are patient centred and based on the findings of the 
assessment phase. The transition phase is geared toward assisting individuals' transition toward 
managing their own health condition. In the discharge phase the patient meets with the physician 
again to evaluate the status  and transfer back to the family physician.

effective in assessing how well the patient is achieving activities of daily living like shopping or 
being able to take care of their children. These are very effective tools and are self reported so 
the patient is rating his/her own capabilities. In keeping with the chronic disease model the 
patients are empowering themselves to become healthier. These outcomes could be reported as 
part of a quality improvement program to the Quality and Safety Committee of the board.

Student learners are regularly present in the centre. A most recent research publication has the 
student as the first author on the research publication. The team itself has published 10 articles 
in peer-reviewed journals related to the centre's work. 

The centre conducts a number of tests and assessments on its patients and this baseline is 
compared with subsequent tests at three or six months.

The interventions conducted are based on the patient's plan and may include a dietary 
intervention, a freeze-frame workshop to bring the emotions, body and mind into balance,a 
mindful eating program, IV treatment for magnesium deficiency, emotion-focussed treatment to 
assist with reduction in physical stress symptoms and an occupational therapy intervention.

The referrals come to the centre from family physicians and the waiting time in some instances 
can be a year or more according to the patients interviewed. Within a chronic disease model, 
there is a need for high-risk and hard-to reach populations to be targeted. In fact,one of the 
patients lives close to the centre but did not realize it was there and struggled with where she 
could get help for her condition for over 2 years. The team is encouraged to look at ways to 
provide these services to a broader population in need. Some clients find it hard to get access to 
the system and get access to members of the team once in the program.

The team is encouraged to pursue the opportunity to be included in the CDHA patient satisfaction 
survey.

Surveyor Comments
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approach. Functional assessments completed at the beginning  and end  of the treatment are 
effective in assessing how well the patient is achieving activities of daily living like shopping or 
being able to take care of their children. These are very effective tools and are self reported so 
the patient is rating his/her own capabilities. In keeping with the chronic disease model the 
patients are empowering themselves to become healthier. These outcomes could be reported as 
part of a quality improvement program to the Quality and Safety Committee of the board.

Student learners are regularly present in the centre. A most recent research publication has the 
student as the first author on the research publication. The team itself has published 10 articles 
in peer-reviewed journals related to the centre's work. 

The centre conducts a number of tests and assessments on its patients and this baseline is 
compared with subsequent tests at three or six months.

The interventions conducted are based on the patient's plan and may include a dietary 
intervention, a freeze-frame workshop to bring the emotions, body and mind into balance,a 
mindful eating program, IV treatment for magnesium deficiency, emotion-focussed treatment to 
assist with reduction in physical stress symptoms and an occupational therapy intervention.

The referrals come to the centre from family physicians and the waiting time in some instances 
can be a year or more according to the patients interviewed. Within a chronic disease model, 
there is a need for high-risk and hard-to reach populations to be targeted. In fact,one of the 
patients lives close to the centre but did not realize it was there and struggled with where she 
could get help for her condition for over 2 years. The team is encouraged to look at ways to 
provide these services to a broader population in need. Some clients find it hard to get access to 
the system and get access to members of the team once in the program.

The team is encouraged to pursue the opportunity to be included in the CDHA patient satisfaction 
survey.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Populations with Chronic Conditions

The organization targets high-risk and hard-to-reach populations 
with chronic conditions.

2.4

Promoting and protecting the health of the populations and communities served, through 
leadership, partnership, innovation, and action.  

Population Health and Wellness
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The patients interviewed  were at different stages of the program. One was ready for discharge 
and was thrilled with how well she felt and was confident she would apply what she learned to 
keep herself as symptom free as possible. She recognized she would not return to her pre illness 
state but was accepting of that and was looking forward to getting her life back in order. The 
other patient interviewed was in the pre assessment phase and had completed the education but 
had not yet seen any of the team except the physician.She was suffering from joint-like pain 
throughout her body but was going into this appointment with an open mind toward this holistic
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A community coordinator has been assigned to work with all Community Health Boards.The 
monthly board meetings provides an excellent opportunity for information to flow from 
community to the board and from the board to the community. The health needs of each 
community are identified and discussed. It brings a community lens to the board.

Youth health centres are located in the high schools and staffed by capital health 
employees.These centres work in partnership with school staff and provide a safe ,comfortable 
environment for students to identify and learn about health issues that are a concern for them. 
There is evidence of a community development approach and good linkage with school boards.

There is good evidence that health promotion programs are available and supported through 
early beginnings. Home visits are made as appropriate and staff are available at family resource 
centres. Although translation is available the organization might want to explore the capacity to 
provide written material in other languages as this region serves a very diverse ethnic population.
A medical officer of health has been assigned to the district and she is readily available and 
accessible. A good relationship has been established with the Department of Agriculture and 
Environment. There is evidence that a timely response is provided when required.

The experience and data collected as a result of H1N1 has been analyzed and used as an 
opportunity for improvement. the organization is commended for its success in carrying out this 
program.
Evidence was provided that a 24/7  response mechanism is in place and functions effectively. The 
response chain is clearly defined and understood by staff when potential risk is identified on off 
hours.

No Unmet Criteria for this Priority Process.

This part of the report provides information on the delivery of high quality, safe services. Some specific areas 
that are evaluated include: the episode of care, medication management, infection control, and medical devices 
and equipment.

Findings

Direct Service Provision

Following the survey, once the organization has the opportunity to address the unresolved criteria and provide 
evidence of action taken, the results will be updated to show that they have been addressed.

Acquired Brain Injury Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The Acquired Brain Injury (ABI) program is a strong, dynamic, high performing service with a 
quest for excellence and a drive to provide exemplary quality care. There has been a recent 
change in accountability and models of care delivery and several new initiatives have been 
introduced to the ABI service. Change management support and monitoring and evaluation to 
ensure sustainability is recommended.

services provided to meet the changing needs of their clients. Examples include the introduction 
of the ABI outreach team, ABI day hospital and ABI navigator role. 

There is evidence of leadership and innovation in partnership and network development, and 
good practices in the continuum of care and continuity of services.

The ABI program is encouraged to strengthen partnerships with the IWK Health Centre to 
coordinate and support patients moving from youth to adult service, as well as the need for the 
development of specialized adult services for individuals with childhood onset conditions. 
Likewise, the program is encouraged to further its collaboration with community partners to 
develop and implement strategies focused on prevention of ABI.

Surveyor Comments
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A three year community health plan has been developed for the region with extensive community 
input. Three thousand (3000) surveys were received and consultation was held with 
approximately 1000 citizens.This plan has been utilized to set future direction. A new 
organizational chart has been developed and is in process of been implemented.

A community coordinator has been assigned to work with all Community Health Boards.The 
monthly board meetings provides an excellent opportunity for information to flow from 
community to the board and from the board to the community. The health needs of each 
community are identified and discussed. It brings a community lens to the board.

Youth health centres are located in the high schools and staffed by capital health 
employees.These centres work in partnership with school staff and provide a safe ,comfortable 
environment for students to identify and learn about health issues that are a concern for them. 
There is evidence of a community development approach and good linkage with school boards.

There is good evidence that health promotion programs are available and supported through 
early beginnings. Home visits are made as appropriate and staff are available at family resource 
centres. Although translation is available the organization might want to explore the capacity to 
provide written material in other languages as this region serves a very diverse ethnic population.
A medical officer of health has been assigned to the district and she is readily available and 
accessible. A good relationship has been established with the Department of Agriculture and 
Environment. There is evidence that a timely response is provided when required.

The experience and data collected as a result of H1N1 has been analyzed and used as an 
opportunity for improvement. the organization is commended for its success in carrying out this 
program.
Evidence was provided that a 24/7  response mechanism is in place and functions effectively. The 
response chain is clearly defined and understood by staff when potential risk is identified on off 
hours.

Surveyor Comments
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the greater community that they serve. The team has adapted and redefined the scope of 
services provided to meet the changing needs of their clients. Examples include the introduction 
of the ABI outreach team, ABI day hospital and ABI navigator role. 

There is evidence of leadership and innovation in partnership and network development, and 
good practices in the continuum of care and continuity of services.

The ABI program is encouraged to strengthen partnerships with the IWK Health Centre to 
coordinate and support patients moving from youth to adult service, as well as the need for the 
development of specialized adult services for individuals with childhood onset conditions. 
Likewise, the program is encouraged to further its collaboration with community partners to 
develop and implement strategies focused on prevention of ABI.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team works with its partners to provide at-risk populations 
with information and action focused on preventing acquired 
brain injuries and risks of secondary brain injuries.

1.7

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

A strong inter professional team approach and mutual support is evident in the ABI program. All 
staff are trained in non violent crisis intervention.

Timely recruitment into existing vacancies as well as efforts directed at improving competency 
and consistency of staff is needed. This client population requires specialized competencies. The 
stability of staff will further support a high quality of service delivery. Integration of continuous 
education and training, as well as opportunities for individual and team development and 
economic support for skills and competency development is encouraged.

Introduction of regular safety briefings to ensure that all staff understand the principles, 
concepts and importance of risk management, using the adverse event reporting system and 
improvement strategies is recommended.

Ensure that staff meeting minutes are recorded and disseminated to all staff.

Surveyor Comments

No Unmet Criteria for this Priority Process.

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.

Episode of Care
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The ABI team has an excellent understanding of their clients, their families and caregivers and
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There is evidence of a strong collaborative inter professional, client centred approach to 
assessment and care delivery. Teamwork, active participation of clients in goal setting, and 
family involvement are all strengths of the ABI service. Innovative strategies such as use of a 
dedicated television channel for patient and family education and development of an ABI Helping 
Tree are noteworthy, as is the effective utilization and integration of the nurse practitioner role 
for both in patient and ambulatory services.

The pilot initiative of standardized discharge binders is reported to have had a positive impact on 
information transition and client needs. Extension of the pilot to regular use of discharge binders 
is recommended.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

7.5

There is a demonstrated, formal process to reconcile 
client medications upon admission.

7.5.1

The team generates a Best Possible Medication History 
(BPMH) for the client upon admission.

7.5.2

Depending on the model, the prescriber uses the BPMH 
to create admission medication orders (proactive), OR, the 
team makes a timely comparison of the BPMH against the 
admission medication orders (retroactive).

7.5.3

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

7.5.4

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

7.5.5

Medication Reconciliation at Admission 7.6

The team follows Accreditation Canada’s protocols and 
definitions to collect and submit data on medication 
reconciliation at admission.

7.6.1

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation at 
admission indicator results.

7.6.2
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The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.3

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.3.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

11.3.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.3.3

The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

11.3.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

11.3.5

The organization has a documented plan to implement 
throughout the organization, and before the next 
accreditation survey, a medication reconciliation process 
at referral and transfer.

11.3.6

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

There are excellent links to research based and best practice guidelines and information, as well 
as various support systems and technologies for clinical decision making.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

The ABI service has embraced the concept of quality improvement and has introduced several 
excellent initiatives.  

Encourage reporting of adverse events and near misses, share these occurrences which are 
tracked and ensure that follow up occurs, including dissemination of lessons learned from these 
events. This approach is a strong method of reinforcing the importance and usefulness of 
reporting.

Surveyor Comments
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Implementation of regular safety briefings is encouraged.
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team implements and evaluates a falls prevention strategy 
to minimize the impact of client falls.

15.2

The team evaluates the falls prevention strategy on an 
ongoing basis to identify trends, causes, and degree of 
injury.

15.2.4

The team uses the evaluation information to make 
improvements to its falls prevention strategy.

15.2.5

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

15.3

The team informs and educates its clients and families in writing 
and verbally about the client and family’s role in promoting 
safety.

15.4

Clients indicate that they have received written and verbal 
communication about their role in promoting safety.

15.4.3

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

15.5

Ambulatory Care Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

In areas where service components are fragmented due to physical location for example, 
respirology, there is attention to coordinating care to meet client need.

Respirology has embraced students and it shows strong support for placements and structured 
clinical sessions.  

Vision Care has effectively integrated volunteers into its service delivery, there are multiple 
clinics and high volumes and the volunteer role is integral to helping patients navigate to the 
appropriate location. 

Some clinics have dedicated, passionate inter professional teams that work together to provide 
client centred care; however, others are striving to meet this standard.

Quality improvement, both informal and formal, has not yet permeated ambulatory care. 
Specific goals, objectives and metrics to monitor services and team functioning are 
recommended.

Reinforce specific accountabilities and follow through as there was not consistent evidence of 
follow up activity resulting from meetings and discussions.

In pertinent areas, strengthen partnerships with the IWK to coordinate and support patients 
moving from youth to adult service.

Surveyor Comments
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Quality improvement, both informal and formal, has not yet permeated ambulatory care. 
Specific goals, objectives and metrics to monitor services and team functioning are 
recommended.

Reinforce specific accountabilities and follow through as there was not consistent evidence of 
follow up activity resulting from meetings and discussions.

In pertinent areas, strengthen partnerships with the IWK to coordinate and support patients 
moving from youth to adult service.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team works together to develop goals and objectives. 2.1

The team’s goals and objectives for ambulatory care services are 
measurable and specific.

2.2

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

In Respirology, staff are passionate and dedicated to client centred service delivery. The team 
strives to work collaboratively and function as a high performing team.

In all areas, population and intervention specific training and education is encouraged and in 
most cases requires documented certification before use at point of care.

The passion and dedication of staff as noted above is commendable. Employee workloads should 
be regularly monitored  to ensure responsibilities are manageable. 

The orientation and support for new staff is comprehensive in some areas but not consistently 
seen in ambulatory care. Some areas are using solely an apprenticeship based model.

A formal process for team evaluation is recommended. 

Ensure that regular and consistent performance reviews for all staff are done. This is important 
for performance feedback and also a useful way for managers to be aware and support 
employee's goals and objectives.

Surveyor Comments
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Criteria Location Priority for
Action

The organization encourages all team members to develop skills 
to improve the interdisciplinary approach and overall team 
functioning.

3.3

The interdisciplinary team communicates regularly to coordinate 
services, roles, and responsibilities.

3.6

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

3.7

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

4.9

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.

Episode of Care

Clients with emergencies and urgent care needs are consistently accommodated.

Clinic attendance is excellent in areas where a client appointment reminder system is in place.

Great effort is put forth to coordinate care when clients require multiple services.

Respect client privacy and confidentiality and isolate registration desks from waiting areas.

Integrate medication reconciliation into an ambulatory care model. 

Re-evaluate scheduling and volumes seen in clinics to avoid clients waiting to be seen for a 
prolonged period.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team receives clients at the service area in a manner that 
respects their privacy and confidentiality.

6.2
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.
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The team monitors and works to reduce the length of time 
clients wait for services beyond the time the appointment was 
scheduled to begin.

7.5

The team reconciles the client’s medications with the 
involvement of the client, family or caregiver at each visit if 
medications have been discontinued, altered or changed.

8.3

There is a demonstrated, formal process to reconcile 
client medications at each visit if medications have been 
discontinued, altered or changed.

8.3.1

The team generates or updates a comprehensive list of 
medications the client has been taking prior to the visit 
(Best Possible Medication History).

8.3.2

The team documents that if medications have been 
discontinued, altered, or prescribed during the visit, that 
appropriate modifications have been made to the new 
medications list; and clients have been provided with clear 
information about the changes.

8.3.3

The new medications list is retained for the next client 
visit.

8.3.4

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

8.3.5

Medication reconciliation at each visit if medications have been 
discontinued, altered, or changed.

8.4

The team follows Accreditation Canada’s protocols and 
definitions to collect and submit data on medication 
reconciliation.

8.4.1

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation 
indicator results.

8.4.2

The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

12.2

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

12.2.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

12.2.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

12.2.3
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The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

12.2.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

12.2.5

The organization has a documented plan to implement 
throughout the organization, and before the next 
accreditation survey, a medication reconciliation process 
at referral and transfer.

12.2.6

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

Integration of research and practice is a significant strength noted in ambulatory care. Research 
is informing practice and practice is informing research, with strong collaboration in place.

Develop and implement strategies to improve use of the HPF system. There are concerns with the 
accuracy, efficiency and utility of this system that remain unresolved. The poor acceptance of 
HPF has strengthened the need to use shadow charts, which is not congruent with CDHA's desired 
milestone of no shadow charts by 2013.  Significant stakeholder consultation is required owing to 
specific needs of the various sub specialities.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Best practice standards are being championed in multiple areas.

There is a very strong presence of research and what is noteworthy is the integration of research 
with the front line clinical teams. Many initiatives are underway to enhance the quality of care 
and quality of life of individuals requiring ambulatory care services.

While some clinics are using client satisfaction and volumes as early indicators, there is an 
improvement opportunity in measurement and evaluation. Implementation of applicable metrics 
to enable continuous monitoring by self, team and area, as they relate to quality care should be 
explored

Falls has been identified as a priority patient safety area in some clinics, as incidents have 
occurred.  The implementation of the corporate falls prevention and management strategy is 
strongly recommended, albeit with modification specific to the ambulatory care setting. 
Specifically, standardized fall risk assessment, universal fall precautions and individual fall 
prevention and management plans are warranted.

Improve awareness and use of the reporting system for adverse events and near misses. 
Reinforcement of the importance and benefit of reporting, tracking and follow up to these 
occurrences would be beneficial.

Surveyor Comments
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Improve awareness and use of the reporting system for adverse events and near misses. 
Reinforcement of the importance and benefit of reporting, tracking and follow up to these 
occurrences would be beneficial.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team uses at least two client identifiers before providing 
any services or procedures.

10.5

The team uses at least two client identifiers before 
providing any service or procedure.

10.5.1

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

16.5

The team implements and evaluates a fall prevention strategy to 
minimize the impact of client falls.

17.2

The team has implemented a falls prevention strategy. 17.2.1

The strategy identifies the populations at risk for falls. 17.2.2

The strategy addresses the specific needs of the 
populations at risk for falls.

17.2.3

The team evaluates the falls prevention strategy on an 
ongoing basis to identify trends, causes, and degree of 
injury.

17.2.4

The team uses the evaluation information to make 
improvements to its falls prevention strategy.

17.2.5

The team informs and educates its clients and families in writing 
and verbally about the client and family’s role in promoting 
safety.

17.4

Written and verbal information is provided to clients and 
families about their role in promoting safety.

17.4.1

Staff uses written and verbal approaches to inform and 
educate clients about their role in promoting safety.

17.4.2

Clients indicate that they have received written and verbal 
communication about their role in promoting safety.

17.4.3

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

17.6

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

18.1
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The team monitors clients’ perspectives on the quality of its 
ambulatory care services.

18.2

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

18.3

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

18.4

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

18.5

Biomedical Laboratory Services

 Availability of laboratory services to provide health care practitioners with information about 
the presence, severity, and causes of health problems, and the procedures and processes used by 
these services.

Diagnostic Services - Laboratory

The laboratory is starting to look at reporting and ordering patterns as well as to monitor trends 
and utilize information for service delivery.

The laboratory has recently established a point of care testing (POCT) coordinator and a 
multidisciplinary team for POCT. The scope of POCT is not clearly defined at this time and 
organizational policy is pending. Individual users are unable to be identified at this point. Across 
the district, the laboratory has not defined those situations in which testing and analysis (point of 
care testing) may occur outside the laboratory. The laboratory has not assumed responsibility for 
all point of care testing and thus, quality control checks are not in place.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The laboratory has a manual or instructions available that 
describes how to collect primary samples.
CSA Reference: Z15189-03, 5.4.2

2.1

The laboratory makes available standardized operating 
procedures (SOPs) for processing samples and specimens.
CSA Reference: Z15189-03, 5.4.2, 5.5.1, 5.5.3

4.1
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If tests are performed outside the laboratory, the appropriate 
individual applies the same processes and procedures as used in 
the laboratory.

4.7

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

6.1

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

6.2

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

6.3

The laboratory informs individual requesters of analyses of their 
utilization patterns.

8.2

Blood Bank and Transfusion Services

Safe processes to handle blood and blood components, from donor selection and blood collection 
through to providing transfusions.

Blood Services

Staff from this program are strongly focused on the quality of services they provide to their 
stakeholders, especially the patients. They have made great progress in standardizing training 
and procedures across all the transfusion sites.  All teams work well together.  They are very 
engaged in quality.  The larger sites assist the smaller sites with expertise and resources like 
training and standard operating procedures (SOP) development.  All staff are proud of their turn 
around times and their holistic approach to patient care.

Users of transfusion services, including patients, nurses and physicians all express satisfaction 
and praise.  The laboratory handles traumas, special needs and more routine transfusions 
effectively and efficiently.

Order entry and reporting improvements to the laboratory information systems would streamline 
services both in transfusion medicine and in the laboratory program in general.  The transfusion 
service generates a great deal of paper records both within the laboratory and the clinical areas, 
which could be eliminated with the implementation of a robust electronic ordering/reporting 
system.

Surveyor Comments

No Unmet Criteria for this Priority Process.
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The Cancer Care Program is applauded for its committed leadership team, including a new 
medical director and experienced administrative director, and for its use of a systematic 
approach to delivering care and treatment and for the benefit of having dedicated resources. The 
team has access to data from both CDHA and Cancer Care Nova Scotia, among other sources, to 
assist in planning and setting priorities. The team uses the data effectively. The current areas of 
pressure from a wait list perspective are in the gastroenterology (GI) and breast cancer 
diagnoses. This knowledge supports the team's efforts at making adjustments in its day to day 
processes to try and alleviate some of this backlog.

The organization is very supportive of the team in its quest to deliver quality cancer care and 
oncology services to clients and the team has developed a Cancer Care Program quality 
framework.

The team is encouraged to continue working on the development of measurable goals and 
objectives in conjunction with the organization's Our Promise and Milestones 2013, which is 
comprised of five strategic streams.

With regard to incidence and prevalence, there is an increase in cases for treatment as well as an 
increase in follow up visits. At he same time, the challenge of advances in treatment with the 
increase in complexity and an increased number of options for the client also present a  to the 
Cancer Care program. With the cost of cancer care rising, there are additional resource restraints 
including space, fiscal and health human resources..

The access/flow problems in radiation therapy continue, with a slight reduction in the urgent 
category to seven days but the wait time increases for intermediate category to 21 to 23 days 
and with others, the standard is 31 to 52 days. The Cancer Care Program has made a commitment 
to clients in Nova Scotia that require radiation therapy for the treatment of cancer, that patients 
will have access to radiation therapy services within eight weeks of being ready to treat. The 
target was met in the second quarter of 2010 but the national benchmark for radiation therapy is 
radiation therapy delivered in four weeks. The team is encouraged to review mechanisms that 
would assist in bringing this treatment closer to the national benchmark. It is currently at 88 
percent.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

2.2
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The Cancer Care Program is applauded for its committed leadership team, including a new 
medical director and experienced administrative director, and for its use of a systematic 
approach to delivering care and treatment and for the benefit of having dedicated resources. The 
team has access to data from both CDHA and Cancer Care Nova Scotia, among other sources, to 
assist in planning and setting priorities. The team uses the data effectively. The current areas of 
pressure from a wait list perspective are in the gastroenterology (GI) and breast cancer 
diagnoses. This knowledge supports the team's efforts at making adjustments in its day to day 
processes to try and alleviate some of this backlog.

The organization is very supportive of the team in its quest to deliver quality cancer care and 
oncology services to clients and the team has developed a Cancer Care Program quality 
framework.

The team is encouraged to continue working on the development of measurable goals and 
objectives in conjunction with the organization's Our Promise and Milestones 2013, which is 
comprised of five strategic streams.

With regard to incidence and prevalence, there is an increase in cases for treatment as well as an 
increase in follow up visits. At he same time, the challenge of advances in treatment with the 
increase in complexity and an increased number of options for the client also present a  to the 
Cancer Care program. With the cost of cancer care rising, there are additional resource restraints 
including space, fiscal and health human resources..

The access/flow problems in radiation therapy continue, with a slight reduction in the urgent 
category to seven days but the wait time increases for intermediate category to 21 to 23 days 
and with others, the standard is 31 to 52 days. The Cancer Care Program has made a commitment 
to clients in Nova Scotia that require radiation therapy for the treatment of cancer, that patients 
will have access to radiation therapy services within eight weeks of being ready to treat. The 
target was met in the second quarter of 2010 but the national benchmark for radiation therapy is 
radiation therapy delivered in four weeks. The team is encouraged to review mechanisms that 
would assist in bringing this treatment closer to the national benchmark. It is currently at 88 
percent.

Surveyor Comments

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

Cancer Care and Oncology Services
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management team that has been willing to step up and take assignments out of their comfort 
zone in some instances, the leadership transcends to the excellent staff support resources.

Nurses, social workers, chaplains, and nurse specialists offer debriefings to staff to assist them in 
thinking through a clinical or personal, and often challenging, emotional situation. The staff are 
appreciative of this effective service and it is consistent with the organization's Our Promise and 
strategies.

"Tthinking together" groups meet on a regular weekly basis or more often on request with the 
support staff to discuss clinical situations, using reflective or reflexive questioning. As well, 
weekly clinical supervision including debriefing can be shared with the intent of helping new staff 
develop confidence in an area of practice, and this is scheduled time. These opportunities for 
staff are valuable and appreciated and the Cancer Care Program is applauded for committing 
time and resources to this effort. Coping with grief, a monthly memorial service for staff in 
response to patient deaths, is another excellent comfort to staff and shows effort to look after 
the caregivers as well as the patients.

Ethics support provides a number of excellent workshops as well as regular lunch and learn 
sessions with the most requested ones being associated with informed choice, end of life decision 
making, and moral distress, all of which have a particular interest to cancer care staff.

The orientation program for new staff is comprehensive and a semi annual refresher review is 
also is in place.  

Staff are frequently and regularly cited for their contributions to client care. One example is an 
award whereby patients and families nominate Cancer Care Program staff as "Angels in Action".  
Numerous staff have been honoured as well as entire units by appreciative patients and their 
families. Staff express pride in these awards.

There was no evidence to indicate that the team conducted a formal process to evaluate its work 
as an interdisciplinary team. The team is interdisciplinary with physicians, nurse educators, 
managers, pharmacy representatives, community and clinical trials representatives and others. It 
would be useful to review the composition of the team regularly and develop criteria against 
which an evaluation for effectiveness could take place.

The team members received an orientation from the intravenous (IV) pump vendor when the new 
pumps were purchased. At that time the nurses in the orientation were signed off as certified to 
use the pumps. The vendor maintained a list of those who had taken the training. As new staff 
come into the program they are signed off by the nurse educators and nurse managers have a list 
of their names and this is available with the nurse manager. It is suggested that a list of staff who 
attend education sessions conducted by vendors be kept in the nurse manager's domain.

The managers are encouraged to conduct performance reviews on staff on a regular basis. This 
promotes a positive, respectful culture in which work performance is rewarded accordingly and 
opportunities for learning and career planning are developed. Staff when questioned, are anxious 
to receive this feedback from their supervisors.
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There is a large interdisciplinary team, with specific defined roles to ensure the care and services 
are delivered in the ambulatory and in patient units. In addition to a strong and experienced 

zone in some instances, the leadership transcends to the excellent staff support resources.

Nurses, social workers, chaplains, and nurse specialists offer debriefings to staff to assist them in 
thinking through a clinical or personal, and often challenging, emotional situation. The staff are 
appreciative of this effective service and it is consistent with the organization's Our Promise and 
strategies.

"Tthinking together" groups meet on a regular weekly basis or more often on request with the 
support staff to discuss clinical situations, using reflective or reflexive questioning. As well, 
weekly clinical supervision including debriefing can be shared with the intent of helping new staff 
develop confidence in an area of practice, and this is scheduled time. These opportunities for 
staff are valuable and appreciated and the Cancer Care Program is applauded for committing 
time and resources to this effort. Coping with grief, a monthly memorial service for staff in 
response to patient deaths, is another excellent comfort to staff and shows effort to look after 
the caregivers as well as the patients.

Ethics support provides a number of excellent workshops as well as regular lunch and learn 
sessions with the most requested ones being associated with informed choice, end of life decision 
making, and moral distress, all of which have a particular interest to cancer care staff.

The orientation program for new staff is comprehensive and a semi annual refresher review is 
also is in place.  

Staff are frequently and regularly cited for their contributions to client care. One example is an 
award whereby patients and families nominate Cancer Care Program staff as "Angels in Action".  
Numerous staff have been honoured as well as entire units by appreciative patients and their 
families. Staff express pride in these awards.

There was no evidence to indicate that the team conducted a formal process to evaluate its work 
as an interdisciplinary team. The team is interdisciplinary with physicians, nurse educators, 
managers, pharmacy representatives, community and clinical trials representatives and others. It 
would be useful to review the composition of the team regularly and develop criteria against 
which an evaluation for effectiveness could take place.

The team members received an orientation from the intravenous (IV) pump vendor when the new 
pumps were purchased. At that time the nurses in the orientation were signed off as certified to 
use the pumps. The vendor maintained a list of those who had taken the training. As new staff 
come into the program they are signed off by the nurse educators and nurse managers have a list 
of their names and this is available with the nurse manager. It is suggested that a list of staff who 
attend education sessions conducted by vendors be kept in the nurse manager's domain.

The managers are encouraged to conduct performance reviews on staff on a regular basis. This 
promotes a positive, respectful culture in which work performance is rewarded accordingly and 
opportunities for learning and career planning are developed. Staff when questioned, are anxious 
to receive this feedback from their supervisors.

Surveyor Comments

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency
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Criteria Location Priority for
Action

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

3.8

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

4.8

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.

Episode of Care

The team is commended for its efforts at removing barriers that prevent clients from accessing 
services. The clinics are large but the team has accommodated the patients well in rooms with 
comfortable chairs for lengthy treatments. In a number of instances, patients were requesting a 
note to take to their workplace regarding the amount of time spent at their treatment.or 
appointment. These were readily provided. This is consistent with the organization's promise of 
patient centred care. Patients interviewed were very pleased with the care and service received 
and they were able to describe how the information received about their diagnosis was open and 
clear to them. While they felt involved in the process and decision making as necessary, most 
claimed that they just wanted the cancer staff to proceed with what should be done after the 
decision was made. The follow up clinics and visits were positively described.

The team is reporting increased average numbers of consults in both medical and radiation 
oncology for year to date, with corresponding decreases in average wait times. At the aggregate 
level this is encouraging. Yet, the team is concerned about the longest wait times being for 
patients with breast cancer. In addition, an expected increase in consults is projected for the 
coming year.
The team is commended for its excellent and thorough approach to dealing with this barrier to 
care. The revised referral and triage process, using referral office staff and freeing up physicians 
from this aspect has been very effective over different periods. The reassignment of surgical 
time for head and neck cancer to reduce patient wait time for surgery is applauded. The public is 
advised of waiting times on the website. Efficiencies have been executed in the referral process, 
with additional physician and nurse practitioner staff allocated and better utilization of the 
follow up and satellite clinics being reviewed. A systemic therapy utilization analysis was 
completed with some recommendations for change and  redesign. The interesting difference 
about this project was the expected outcome, which was to increase capacity with the same 
resources to meet increased demand. This is an objective of a mature program and team, with a 
focus on innovation and sustainability in keeping with the organization's Our Promise. 
Congratulations are extended for this initiative.

The interdisciplinary approach used to assess new patients and those with reoccurrences is 
exceptional. 

 
 

Surveyor Comments
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.
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the plan of care. There is continuity in that the manager for this clinical area has supported this 
initiative for a number of years, and was able to provide perspective to its success. Additionally 
in this area, goals were set to improve the current systems and processes to better meet the 
needs of patients and families. A new referral process for quicker access and better coordination 
and continuity by way of case management was introduced. The changes have reported enhanced 
communication and collaboration among team members, increased links to community resources 
and improved patient education and advocacy.  A patient interviewed about this initiative was 
positive about the effort, and much appreciated the ability to have CT scans in his community 
health centre instead of travelling to Halifax each time. The team was the 2010 winner of  
Cancer Care Nova Scotia's Innovation Excellence Award and again, congratulations are duly 
extended.   

The amount of information that patients receive as they enter the Cancer Care Program is often 
overwhelming to them and they have a difficult time absorbing it all. This is alleviated somewhat 
by their families' attendance but often family members are as anxious as the patient. One of the 
comments that was repeated by several patients was that the way the information was presented 
to them was not the best way for them to learn. There is an opportunity here for staff to review 
the way patient information is provided, considering assessment of patients' ability to learn, 
preferred learning modes and evaluation of what has been learned. This effort would be 
consistent with the organization's promise, innovation and learning strategy.

Medication reconciliation on admission as a process has been initiated and implemented across 
the organization for in patient units. Ambulatory medication reconciliation on admission is 
expected to be implemented in one year's time. The large population of cancer patients is 
ambulatory and as well, might be recipients of large numbers of medications. In reviewing the 
medication reconciliation process, the actual reconciliation is not consistently completed and 
signed off. The team is strongly encouraged to complete the process as it is a major component 
of safe medication practice. 

The unaddressed action flag criteria would be associated with the report sent via the portal to 
Accreditation Canada. This represents the number of incomplete medication reconciliations for 
the cancer centre in patient admissions. The number is currently about 50 percent of total 
admissions with complete medication reconciliations. The team is strongly encouraged to 
complete the reconciliation process, as it is a major component of safe medication practice.

There is a plan to implement medication reconciliation at referral or transfer and this is in pilot 
format on one patient care area of the CDHA. The team in the Cancer Care Program is 
encouraged to implement this process as soon as possible because of its major focus on safe 
medication practice for patients.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Medication Reconciliation at Admission 7.6

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation at 
admission indicator results.

7.6.2
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An example of this process was reviewed in the head and neck clinic where some 35 staff 
attend these rounds for an hour. A number of patients' situations are reviewed and everyone 
that needs to contribute to a patient's care is in the same room is listening to and contributing to
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The team verifies that the client and family understand the 
service information provided.

8.2

The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.3

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.3.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

11.3.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.3.3

The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

11.3.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

11.3.5

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The patient record meets applicable legislation for protecting the privacy and confidentiality of 
client information.

The team is commended for the work related to a chemotherapy safety working group. This is 
reviewing the National Chemotherapy Standards and Human Factors Research literature, with an 
expected outcome of safer delivery of chemotherapy in Nova Scotia.

The team has excellent processes to select evidence based  guidelines for cancer care. The 
association with Cancer Care Nova Scotia provides support, as it is the standard setting body for 
cancer care in the province. Surveillance and epidemiological data are also available as is 
population based information, such as district level statistics on an annual basis and five year 
updates on incidence and prevalence. Satellites and clinics are distributed across the province 
and CDHA.

The team submits numerous research proposals to the Research Ethics Committee and publishes 
results widely in local, national and international journals. The introduction of the cyclotron to 
the CDHA Cancer Care Program not only allows fragile isotopes to be manufactured on site for 
use with technology such as PET Scanning, but also enables that associated research can be 
conducted supporting patient conditions and creating treatment modes.

While all pertinent information is scanned into the chart so information is available, the team has 
identified the need for new technology and information systems. An oncology patient information 
system is in place but does not provide any related database information that would provide the 
kinds of analyses of treatment modes on different patient care populations.This team like most 
in the organization, is eagerly awaiting the implementation of the electronic health record in the 
future.

Surveyor Comments
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While all pertinent information is scanned into the chart so information is available, the team has 
identified the need for new technology and information systems. An oncology patient information 
system is in place but does not provide any related database information that would provide the 
kinds of analyses of treatment modes on different patient care populations.This team like most 
in the organization, is eagerly awaiting the implementation of the electronic health record in the 
future.

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

In keeping with the organization's Our Promise and the strategy for sustainability, the team has a 
goal to optimize the existing human and physical resources to manage the growing demand for 
care and services. The opportunity to better utilize satellite clinics and tele-oncology is a factor . 
This is a user friendly initiative for patients receiving services closer to their homes. In discussing 
this concept with patients, they have a very mature attitude insofar as what needs to be in the 
large district hospitals should not be replicated or wished for in the community hospitals or 
health centres. Rather, what could be provided in these smaller centres would be so appreciated 
by patients and their families. The opportunity to introduce psychosocial oncology support in 
partnership with districts, community partners and Cancer Care Nova Scotia is another area of 
support for patients that would be widely welcomed.

The team has introduced the falls strategy in the Cancer Care Program and on admission, a risk 
assessment is completed and scored. Signs are placed over the patient's bed and there are 
corresponding sticky labels placed on both the patient's armband and chart spine to trigger 
awareness for caregivers. This was validated by a patient during the tracer, who was fully 
engaged in the falls strategy process. This patient was able to describe the safety features 
associated with preventing any falls, showed the surveyor her armband without prompting and 
had confidence that staff were committed to her safety. This is applauded.

Written and verbal communication is provided to patients and families about their role in patient 
safety. Staff encourage patients to ask "what is that medication that you are giving me?" and 
also, "what effect will it have on me?". The team is adamant that because of the nature of the 
patients' illnesses and the risk for infection and its consequences, hand washing is promoted and 
modelled daily and especially to new patients and their families. There is a pamphlet entitled 
"Help us Help You", which is not just  given to patients but rather, it is actively given and  
discussed and explained to the patient and their family.

 A CDHA Cancer Care Quality Council and terms of reference are in place and reports are able to 
be sent  to the Quality and Patient Safety Committee of the board. The wait times, volumes and 
patient satisfaction survey results are examples of information that is provided. Consistent with 
the organization chart for the Cancer Care Program, some process and outcome indicators that 
reflect Our Promise and strategies of the organization and address quality and risk to patients are 
ones the team could develop, monitor and report to the Quality and Safety Committee in the 
future. Following reporting, feedback is provided so the team can adjust or continue with the 
outcome indicators selected. 

the team is encouraged to ensure the communication to the patients and families is ongoing and 
consistent over the next year or more. There will be a loss of parking in an already well occupied 
lot and this will need to be communicated to the public as well. 

The team has introduced the falls strategy in the Cancer Care Program and on admission, a risk 
assessment is completed and scored. Signs are placed over the patient's bed and there are 
corresponding sticky labels placed on both the patient's armband and chart spine to trigger 
awareness for caregivers. This was validated for patients during the tracers. The strategy was 
just implemented in September 2010 and an evaluation has yet to be conducted. However, it is 
expected to occur within the next year. The team is encouraged to review the evaluation results 
and take any appropriate actions to further improve this major patient safety strategy.

The team has identified high risk activities and verification processes for these activities such as 
receiving laboratory results that are significantly abnormal. However, there was no documented 
evidence of how the team evaluates these verification processes and uses the information to 
make improvements. The team is encouraged to review these processes and determine how an 
effective evaluation would address this required organization practice (ROP).

Surveyor Comments
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The addition of the new bunkers and treatment machines will add efficiencies on completion and 
the team is encouraged to ensure the communication to the patients and families is ongoing and 
consistent over the next year or more. There will be a loss of parking in an already well occupied 
lot and this will need to be communicated to the public as well. 

The team has introduced the falls strategy in the Cancer Care Program and on admission, a risk 
assessment is completed and scored. Signs are placed over the patient's bed and there are 
corresponding sticky labels placed on both the patient's armband and chart spine to trigger 
awareness for caregivers. This was validated for patients during the tracers. The strategy was 
just implemented in September 2010 and an evaluation has yet to be conducted. However, it is 
expected to occur within the next year. The team is encouraged to review the evaluation results 
and take any appropriate actions to further improve this major patient safety strategy.

The team has identified high risk activities and verification processes for these activities such as 
receiving laboratory results that are significantly abnormal. However, there was no documented 
evidence of how the team evaluates these verification processes and uses the information to 
make improvements. The team is encouraged to review these processes and determine how an 
effective evaluation would address this required organization practice (ROP).

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team implements and evaluates a fall prevention strategy to 
minimize the impact of client falls.

15.2

The team evaluates the falls prevention strategy on an 
ongoing basis to identify trends, causes, and degree of 
injury.

15.2.4

The team uses the evaluation information to make 
improvements to its falls prevention strategy.

15.2.5

The team implements verification processes and other checking 
systems for high-risk activities.

15.5

The team evaluates the verification processes and uses 
information to make improvements.

15.5.3

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

16.1

Community Health Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The Diabetes Program staff feel they have excellent support from their medical advisor.

The team has access to and utilizes various sources of information about the populations within 
its areas of responsibility. This includes the results of the community health survey that CDHA 
recently completed. In addition, this team has used feedback from the family practitioners they 
work with to plan future services and inform quality improvement.

There is collaboration with various community partners, such as supermarkets, the YMCA, and 
the organization's own Hearts in Motion program to leverage the services there and avoid 
duplication of services.

The team is moving toward greater integration and standardization of activities across the 
district. The services provided are well aligned with the organization's goals related to increased 
wellness and prevention.

It is evident that the team has a good sense of its mission and that front line providers have been 
participating in quality improvement activities in support of that mission on an ongoing basis. 
Team members interviewed felt that they had significant input to work design, processes, and 
responsibilities.

The quality improvement (QI) framework for the Diabetes Management Program is still in the 
early developmental stages. Although it is clear that QI activities have been ongoing in advance 
of the development of this framework, overall goals and objectives to guide longer term quality 
improvement initiatives have yet to be determined. The organization is encouraged to continue 
to work on solidifying the CDHA Diabetes Management Advisory Committee and building on the 
work done during the October district planning day and from the program review.

Surveyor Comments
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The team has access to and utilizes various sources of information about the populations within 
its areas of responsibility. This includes the results of the community health survey that CDHA 
recently completed. In addition, this team has used feedback from the family practitioners they 
work with to plan future services and inform quality improvement.

There is collaboration with various community partners, such as supermarkets, the YMCA, and 
the organization's own Hearts in Motion program to leverage the services there and avoid 
duplication of services.

The team is moving toward greater integration and standardization of activities across the 
district. The services provided are well aligned with the organization's goals related to increased 
wellness and prevention.

It is evident that the team has a good sense of its mission and that front line providers have been 
participating in quality improvement activities in support of that mission on an ongoing basis. 
Team members interviewed felt that they had significant input to work design, processes, and 
responsibilities.

The quality improvement (QI) framework for the Diabetes Management Program is still in the 
early developmental stages. Although it is clear that QI activities have been ongoing in advance 
of the development of this framework, overall goals and objectives to guide longer term quality 
improvement initiatives have yet to be determined. The organization is encouraged to continue 
to work on solidifying the CDHA Diabetes Management Advisory Committee and building on the 
work done during the October district planning day and from the program review.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization collaborates with community members to 
develop health policies and promote healthy communities.

1.5

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

2.2

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

There is a strong interdisciplinary approach to providing diabetes care. Team members include 
RNs who are certified diabetes educators, dieticians, podiatrists, social workers, 
physiotherapists, dietary technicians, physicians, a clinical psychologist, clerical staff, students 
and volunteers. Overlaps in scopes of practice are leveraged to increase the capacity to serve 
patients with minimal wait times.  Where scopes of practice have been expanded with use of 
delegated medical acts such as for the RN and dietician to manage insulin therapy, there is a 
clear, documented process in place to ensure competency.

This team is commended for being one of the few in the organization that has conducted a 
formal evaluation of team functioning and engaged in training and team building activities to 
enhance team effectiveness.  Encouragement is offered to continue to do this on a regular basis 
to optimize team functioning in support of care.

The teams at the different sites meet regularly on both management and professional issues.

Service utilization and wait time data are tracked regularly to assess the adequacy of staffing 
levels.

A number of mechanisms exist to meet the education, training and professional development 
needs of staff including a journal club, rounds with the medical advisor, LMS based training, and 
extramural conferences.

Staff who were interviewed were familiar with a number of staff recognition programs, including 
length of service pins and via the Angels in Action program.

Although performance evaluations are done shortly after initial hiring, the team is not fully 
compliant with the organization's policy of conducting the evaluations every two years.  The 
team is encouraged to ensure that these are done for all staff on a regular basis.

Surveyor Comments
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This team is commended for being one of the few in the organization that has conducted a 
formal evaluation of team functioning and engaged in training and team building activities to 
enhance team effectiveness.  Encouragement is offered to continue to do this on a regular basis 
to optimize team functioning in support of care.

The teams at the different sites meet regularly on both management and professional issues.

Service utilization and wait time data are tracked regularly to assess the adequacy of staffing 
levels.

A number of mechanisms exist to meet the education, training and professional development 
needs of staff including a journal club, rounds with the medical advisor, LMS based training, and 
extramural conferences.

Staff who were interviewed were familiar with a number of staff recognition programs, including 
length of service pins and via the Angels in Action program.

Although performance evaluations are done shortly after initial hiring, the team is not fully 
compliant with the organization's policy of conducting the evaluations every two years.  The 
team is encouraged to ensure that these are done for all staff on a regular basis.

No Unmet Criteria for this Priority Process.

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.

Episode of Care

The team uses a number of standardized processes, forms, and information products at each of 
the sites to coordinate teamwork and deliver consistent, best practice, compliant services to all 
patients. Full standardization among different program sites is an ongoing effort greatly 
enhanced by the district Diabetes Management Advisory Committee.

Information about services is provided to community members via family practitioner offices. 
Additional information is available on the provincial Diabetes Care Program's website.

The selection of the team's current locations in the community was based on a review of referral 
patterns and community input to the desired location for services. Accessibility of services has 
also been enhanced by tracking wait times and patient preferences, leading to the offering of 
programs at convenient times.

The duration of the diabetes education program has been reviewed and a shorter program has 
been developed to meet the needs of some of the patient population. This demonstrates the 
flexibility and patient centeredness of the team.

The team members do not often encounter situations which result in moral distress but are 
aware of the resources in the CHDA that would support them in working through an ethics issue.

The CHDA website provides very limited patient information regarding the Diabetes Management 
Program. The team is encouraged to consider using this medium to provide more detailed 

While parking is available at the current Bayer's Road location, the duration of permissible 
parking is too short to accommodate patients participating in the education programs. The team 
is encouraged to explore ways of resolving this issue with the property owners.

Surveyor Comments
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While parking is available at the current Bayer's Road location, the duration of permissible 
parking is too short to accommodate patients participating in the education programs. The team 
is encouraged to explore ways of resolving this issue with the property owners.

No Unmet Criteria for this Priority Process.

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The team is commended for efforts taken to cease the practice of maintaining "shadow" files on 
patients.

Patient care is supported by information technology (IT) tools that permit the access of previous 
in patient records as well as laboratory results, which greatly assist the team in patient 
management.

The team as a whole, as well as individual team members, are closely inter linked with the 
provincial Diabetes Care Program, which ensures that clinical practices being used are up to date 
and evidence based.

The legacy of the iterative process by which the organization has implemented various IT 
solutions is a collection of tools which do not function as an integrated system. The team is 
encouraged to consider longer range IT planning, with the eventual goal of a comprehensive 
electronic patient record (EHR) that will meet both clinical and management information needs.

The team is participating in the primary care of patients over a period of months and 
communicating care interventions to community family practitioners. However, the team has 
very limited access to information about other primary care services the patient may be 
receiving. The quality of care provided and its integration with the overall care the patient is 
receiving from other primary care providers could be enhanced. This could be done either with bi 
directional communication with the referring primary care provider on a regular basis, or with 
capability to access health records electronically (EHR).

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Staff and service providers have timely access to client records. 8.6

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes
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The team does service reviews, which benefit from the organizational level reviews of 
community needs and requests via the recent community health survey and community 
conversations.   There is also a review underway as part of a larger initiative to look at all district 
programs within the primary care portfolio.

The involvement of the team with provincial level diabetes care initiatives facilitates the sharing 
of benchmarks with the community as well as allowing for comparison of indicators with similar 
programs across the province. The relationship with the provincial program also assists the team 
in making the community aware of the services it provides. 

The team reviews both process and outcome measures such as HbA1C level and lipid 
improvements, compliance with foot assessment requirements, wait times and program drop out 
rate.  The team is encouraged to further refine the indicator panel as part of its initiative to 
develop a program dashboard in support of the district diabetes management advisory 
committee.  

While staff seem to have an appreciation of patient safety issues, the team has not instituted 
regular safety briefings. They are encouraged to explore ways of introducing a recurring safety 
briefing element into currently existing team activities.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

11.2

Critical Care

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The Critical Care Program has several critical care services/units including, three intensive care 
units ( ICUs) , and several intermediate (IMCUs) or step down units, providing service to a range 
of programs such as thoracic, general surgery, neuro surgery, and orthopaedics. When people 
were asked what they are most proud of they say it is the people or teams that they work with 
and the care that they deliver. 

A cardiac registry exists and it provides a broad range of data inclusive of indicators that are  
provided by the Society of Thoracic Surgery. The ICUs have been using a critical care database 
entitled “Project Impact”. Critical care data for the past year are not available in this data base 
at this time.  

The team identifies and has input into equipment needs. This is supported but the acquisition of 
new capital equipment such as continuous renal replacement units, ultrasound machines, video 
bronchoscopes, ECLA and ECHMO machines. Point of care testing has been made available at the 
Victoria General (VG) site. Several ventilators have been added to their inventory of capital 
equipment and the defibrillators are all now biphasic. 

All units demonstrate a high level of clinical practice and innovation. At a district level there is a 
critical care council and quality group. District wide protocols have been developed such as 
hypothermia protocols, VAP and central line bundles and others. Sites have implemented ICU 
admission orders. 

Algorithms have been developed to illustrate where patients will be transferred to when beds are 
not available. Each of the critical care units (CCU) is able to describe what they do in the event 
of surges in volume of critical patients. The CCUs worked very closely during the H1N1 outbreak 
last year to provide capacity and service to an increased number of patients requiring 
ventilation.  

Although there are many quality initiatives that have been implemented or many initiatives that 
are under way, there is no documented evidence of goals and objectives for critical care for most 
of the units.  At a site level, programs work collaboratively to determine their goals and 
objectives, but they are not documented. 

Medical staff are seeking clearer delineation and analysis of beds offered and range of services 
provided including the staffing levels and costing profile of delivery. There seems to be 
inconsistently across services related to critical care beds and service availability. Clear inclusion 
and exclusion criteria, supported by the District Critical Care Group should be developed and 
supported. There is variability around access to critical care services across the units and 
consideration should be given a critical care system approach.

Laboratory services and medical imaging services are inconsistently available across the VG and 
Halifax Infirmary (HI) sites. Medical staff expressed concerns about this and feel that access to 
these services are vital to support the functioning of critical care areas 24/7. Staff have informed 
us that this has resulted in the implementation of point of care testing within the ICU to provide 
more immediate access to laboratory testing and results in the ICUs.

Surveyor Comments
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tests of compliance to ensure that outcome targets are achieved.  

The team identifies and has input into equipment needs. This is supported but the acquisition of 
new capital equipment such as continuous renal replacement units, ultrasound machines, video 
bronchoscopes, ECLA and ECHMO machines. Point of care testing has been made available at the 
Victoria General (VG) site. Several ventilators have been added to their inventory of capital 
equipment and the defibrillators are all now biphasic. 

All units demonstrate a high level of clinical practice and innovation. At a district level there is a 
critical care council and quality group. District wide protocols have been developed such as 
hypothermia protocols, VAP and central line bundles and others. Sites have implemented ICU 
admission orders. 

Algorithms have been developed to illustrate where patients will be transferred to when beds are 
not available. Each of the critical care units (CCU) is able to describe what they do in the event 
of surges in volume of critical patients. The CCUs worked very closely during the H1N1 outbreak 
last year to provide capacity and service to an increased number of patients requiring 
ventilation.  

Although there are many quality initiatives that have been implemented or many initiatives that 
are under way, there is no documented evidence of goals and objectives for critical care for most 
of the units.  At a site level, programs work collaboratively to determine their goals and 
objectives, but they are not documented. 

Medical staff are seeking clearer delineation and analysis of beds offered and range of services 
provided including the staffing levels and costing profile of delivery. There seems to be 
inconsistently across services related to critical care beds and service availability. Clear inclusion 
and exclusion criteria, supported by the District Critical Care Group should be developed and 
supported. There is variability around access to critical care services across the units and 
consideration should be given a critical care system approach.

Laboratory services and medical imaging services are inconsistently available across the VG and 
Halifax Infirmary (HI) sites. Medical staff expressed concerns about this and feel that access to 
these services are vital to support the functioning of critical care areas 24/7. Staff have informed 
us that this has resulted in the implementation of point of care testing within the ICU to provide 
more immediate access to laboratory testing and results in the ICUs.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team works together to develop goals and objectives. 2.1

The team’s goals and objectives for its critical care services are 
measurable and specific.

2.2
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develop, manage, and deliver effective and efficient programs, services, and care. 

It is impressive to note that there are relatively few critical care nurse vacancies across the 
district. Innovative solutions have been implemented to address the recruitment and retention of 
staff in critical care. The ICU at the VG site has implemented a “New to ICU” program and this 
initiative is now available across the district. New graduate nurses can initiate employment while 
enrolled in a critical care program. The program is supported by a mentoring period of three 
months. 

Interdisciplinary teams are very evident in each of the units. Good collaboration including all 
disciplines and leadership from the medical staff occurs on a continuous basis.  Daily rounds are 
occurring, with goal setting across the critical care areas of CDHA. 

At the VG ICU site, continuous renal replacement therapy, using a new technology was recently 
implemented. Almost the entire staff have embraced it and been trained in this new procedure 
and technology. Physicians were very complimentary regarding the staffs' willingness to learn 
about and develop the skills for this new technique. 

Staff have expressed concerns that a respiratory therapist is not on staff 24/7 to cover the 
critical care areas located in the VG building.  Staff and physicians have concerns that they are 
not meeting the standard for critical care staffing across the country. 

Although infusion pump training has occurred during the past year, one of the areas of concern is 
that the organization is not able to provide written records of this orientation. Educators have 
indicated that this will now be incorporated and captured from the on line education learning 
system in the future. 

The lack of completed performance appraisals is a concern. Managers have struggled with the 
process and volume of reviews to be completed. 

Some sites have limited workspace for the team. For example, the IMCUs at the Victoria General 
site are very small four bed units but in contrast, a newly opened IMCU in the HI building 
provides a spacious environment to support the delivery of effective, efficient critical care 
allowing for respect of privacy.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

4.4

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

4.4.1

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

4.6
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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.

Episode of Care

Patients and family are very complimentary of staff.  Staff should be commended for the work 
completed and underway relative to the development of standardized protocols and guidelines, 
as well as standardized documentation tools. This work will provide a good foundation for future 
organization wide initiatives and projects. 

There is evidence of multidisciplinary progress notes on charts. Documentation was noted to be 
very timely and thorough. Multidisciplinary staff actively participate in care and this includes 
pharmacy, dietary, physiotherapy, respiratory technology and others.   

A major initiative in the cardiac service is the direct to cardiac transfer for the outlying areas. 
This allows patients to report directly to cardiac services, as opposed to being referred to the 
Emergency Department (ED) where they may experience an extended wait.  Rapid turn around 
beds have been opened to improve the access to care for cardiac patients awaiting angiography. 
Evidence of this improved tertiary service is appreciated by the community hospitals and the EDs.  

Staff are working on patient and family centred initiatives. For example, staff at the HI site are 
working on an initiative to decrease the level of stress for families when patients are transferred 
out of critical care to a lower level of care.  These staff have completed a survey to determine 
how to do a better job around messaging the information to families prior to transfer. Staff at 
the Dartmouth site have developed an algorithm, which outlines the steps for the direct transfer 
from ED to ICU admissions.  

Pain management rating scales and delirium protocols will be incorporated into the education 
skill days that are scheduled for the near future. Medication reconciliation is only apparent in 
some of the areas and reconciliation is not done upon transfer.

At the Dartmouth site, a rapid response team has been implemented. Other sites have not yet 
formally implemented the rapid response teams, but have informal processes to support in 
patient units that require assistance with patients whose condition is deteriorating.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

If the team offers outreach services in the form of a rapid 
response or medical emergency team, it defines the role of this 
team and communicates it to other teams in the organization.

3.2

When offering outreach services, such as a rapid response or 
medical emergency team, the team provides other 
organizational teams with the standardized criteria it uses to 
determine whether critical care services will be provided.

6.3
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The team records in its files and the client record the decision 
about whether services were offered.

6.4

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

7.6

There is a demonstrated, formal process to reconcile 
client medications upon admission.

7.6.1

The team generates a Best Possible Medication History 
(BPMH) for the client upon admission.

7.6.2

Depending on the model, the prescriber uses the BPMH 
to create admission medication orders (proactive), OR, the 
team makes a timely comparison of the BPMH against the 
admission medication orders (retroactive).

7.6.3

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

7.6.4

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

7.6.5

Medication Reconciliation at Admission 7.7

The team follows Accreditation Canada’s protocols and 
definitions to collect and submit data on medication 
reconciliation at admission.

7.7.1

The team meets Accreditation Canada’s recommended 
target for medication reconciliation at admission.

7.7.2

The team uses a delirium screening tool to assess clients for 
delirium.

10.8

The team documents all incidents involving administering, using, 
storing, and disposing of medications, and uses this information 
to make improvements.

11.7

The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

12.5

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

12.5.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

12.5.2
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The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

12.5.3

The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

12.5.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

12.5.5

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

Strong medical administrative and clinical leadership is apparent in each of the units.  Patient 
care is medically managed primarily by the consultant or specialist. The ICUs are closed and led 
by an intensivist and a cardiovascular surgeon leads the cardiovascular (CVICU). The IMCUs in the 
different services are led by a variety of specialists.   

The patient records or documentation forms are standardized across the district, with some 
variation in the IMCUs. Evidenced based guidelines have been developed or are under 
development by the teams.

There seems to be insufficient computer terminals provided in the nursing areas. Critical care 
areas are still very dependant on paper processes.  At the VG site laboratory tests are transposed 
in written format from the point of care testing to a paper chart and with this practice, the 
potential for error is recognized. Plans were identified to address this potential for error with a 
link to the current laboratory system for reporting, which would be a preferred solution.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Process and outcome measures have been identified across different services. The Cardiac 
Program contributes to a cardiac registry or database that utilizes the indicators as per the 
Society of Thoracic Surgery. 

The teams have implemented the VAP and central line insertion bundles. Infection rate reporting 
has been made available only recently for the management teams. Critical care services are 
encouraged to find ways to continue to report these important measures across the organization 
and to complete and report on audits related to bundle compliance. While the critical care areas 
are interested in receiving their VAP and central line data, there is a concern that systems or 
supports are not in place to provide this data on an ongoing basis.  

is well ingrained in the organization and this is impressive.  

The ICUs have used the Impact Data Base reporting system.  This system is not providing data in a 
timely manner and the data entry is approximately one year behind. It has been previously 
recommended that the team formalize the process for consistent analysis of data. This will 
provide information to improve on outcomes and ensure that the data are readily available and 
communicated to the quality team. The existing system namely, Impact  Data Base, is no longer 
being supported by the vendor over the long term. Staffing to provide the data entry function has 
been reduced because of this uncertainty.  A longer term solution will need to be identified to 
enable the team to have access to the outcome data for the critical care population.  

An area of concern related to the reporting of staff occurrences indicated that while they report 
incidents, they do not report near misses on a regular basis.

Safety briefings are not occurring on a regular basis. It was noted that in the critical care areas 
this could be integrated into their daily rounds.

Surveyor Comments
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There are several examples of research initiatives across the critical areas. An academic mindset 
is well ingrained in the organization and this is impressive.  

The ICUs have used the Impact Data Base reporting system.  This system is not providing data in a 
timely manner and the data entry is approximately one year behind. It has been previously 
recommended that the team formalize the process for consistent analysis of data. This will 
provide information to improve on outcomes and ensure that the data are readily available and 
communicated to the quality team. The existing system namely, Impact  Data Base, is no longer 
being supported by the vendor over the long term. Staffing to provide the data entry function has 
been reduced because of this uncertainty.  A longer term solution will need to be identified to 
enable the team to have access to the outcome data for the critical care population.  

An area of concern related to the reporting of staff occurrences indicated that while they report 
incidents, they do not report near misses on a regular basis.

Safety briefings are not occurring on a regular basis. It was noted that in the critical care areas 
this could be integrated into their daily rounds.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

16.2

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

16.7

Diagnostic Imaging Services

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Strengths:

The diagnostic imaging (DI) service across CDHA provides a very good service.  A dedicated group 
of physicians, nurses, technologists, and other staff provide an excellent service to both in 
patients and out patients.  Numerous patients commented on the thorough explanations that 
staff provided about their procedures. The DI service is encouraged to augment their patient 
information materials with more specific patient information pamphlets.  Given the diverse 
population served by the CDHA, the organization is encouraged to translate their patient 
information materials to meet the needs of various groups.  The CDHA is commended for its 
transparency surrounding the public reporting of wait times.  

The CDHA's DI service is encouraged to rapidly address the reprocessing of medical devices and 
equipment occurring within its service.  The reprocessing process, particularly for endocavity 
probes should be based on best practice and involve DI, infection prevention and control (IPAC), 
sterilization and reprocessing (SPD) and other stakeholders.  

Encouragement is offered the DI service to survey its referring medical professionals to better 
understand their needs.  Comments from some referring physicians suggest opportunities for 
improvement related to report distribution and other aspects of the service delivery.  For 
example, access to technologists at the HI site was cited as a challenge for the rapid provision of 
service after hours.  

Ensure that there are appropriate safety warnings in place at all locations where radiation 
emitting devices may be located.  

The policies and procedures manual should be reviewed annually to verify appropriateness and 
currency, with old policies retained to ensure that the organization complies with legal 
requirements.

Surveyor Comments
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The CDHA's DI service is encouraged to rapidly address the reprocessing of medical devices and 
equipment occurring within its service.  The reprocessing process, particularly for endocavity 
probes should be based on best practice and involve DI, infection prevention and control (IPAC), 
sterilization and reprocessing (SPD) and other stakeholders.  

Encouragement is offered the DI service to survey its referring medical professionals to better 
understand their needs.  Comments from some referring physicians suggest opportunities for 
improvement related to report distribution and other aspects of the service delivery.  For 
example, access to technologists at the HI site was cited as a challenge for the rapid provision of 
service after hours.  

Ensure that there are appropriate safety warnings in place at all locations where radiation 
emitting devices may be located.  

The policies and procedures manual should be reviewed annually to verify appropriateness and 
currency, with old policies retained to ensure that the organization complies with legal 
requirements.

No Unmet Criteria for this Priority Process.

Availability of diagnostic imaging to provide health care practitioners with information about the 
presence, severity, and causes of health problems, and the procedures and processes used by 
these services.

Diagnostic Services - Diagnostic Imaging

The diagnostic imaging (DI) service across CDHA provides a very good service.  A dedicated group 
of physicians, nurses, technologists, and other staff provide an excellent service to both in 
patients and out patients.  Numerous patients commented on the thorough explanations that 
staff provided about their procedures. The DI service is encouraged to augment its patient 
information materials with more specific patient information pamphlets.  Given the diverse 
population that the CDHA serves, the organization is encouraged to translate its patient 
information materials to meet the needs of various groups.  

The CDHA is commended on its transparency surrounding the public reporting of wait times.  

The CDHA's is encouraged to rapidly address the reprocessing of medical devices and equipment 
occurring within the DI service.  The reprocessing process, particularly of endocavity probes 
should be based on best practice and involve DI, IPAC, SPD and other stakeholders.  

The DI service is encouraged to survey its referring medical professionals to better understand 
their needs.  Comments from some referring physicians suggest opportunities for improvement 
relative to report distribution and other aspects of the service delivery. Physicians reported that 
the data entered in the physician field are not consistent.  As a result, there is confusion as to 
who is responsible for follow up with delayed reports.  Physicians also commented that the 
limited access to technologists at the HI site after hours was a challenge for the rapid provision 
of service.  

The DI service is encouraged to ensure that there are appropriate safety warnings in place at all 
locations where radiation emitting devices may be located.  

The policies and procedures manual should be reviewed annually to determine appropriateness 
and currency, with old policies retained to ensure that the organization complies with legal 
requirements.

Surveyor Comments
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The policies and procedures manual should be reviewed annually to determine appropriateness 
and currency, with old policies retained to ensure that the organization complies with legal 
requirements.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team regularly surveys referring medical professionals about 
their needs related to diagnostic imaging services.

1.2

The team posts safety warnings at the entrance of the procedure 
room and restricts access when it is in use.

4.6

The team annually reviews and regularly updates the policies 
and procedures manual.

6.7

As the policies and procedures manual is updated, previous 
versions are retained for at least 10 years to comply with legal 
requirements.

6.9

All DI reprocessing areas are physically separate from client care 
areas.

7.5

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

7.6

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

7.8

After cleaning and before beginning disinfection or reprocessing, 
a qualified staff member rinses and dries each DI device or piece 
of equipment according to manufacturers’ instructions.

7.10

Before storage, a qualified staff member rinses each DI device or 
piece of equipment using sterile water or water filtered using a 
submicron filter.

7.12

The team stores DI devices and equipment in a manner that 
minimizes contamination or damage.

7.13
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For each DI device or piece of equipment, the team maintains a 
permanent record of reprocessing.

7.14

The record of reprocessing includes the identification number 
and type of device or piece of equipment, the identification of 
the automated device reprocessor if applicable, date and time 
of the clinical procedure, the name or unique identifier of the 
client, and the name of the person responsible for reprocessing.

7.15

The team interprets diagnostic results as soon as possible and 
within 48 hours of conducting the examination.

11.1

The team evaluates the quality of its diagnostic imaging 
services.

16.1

The team monitors service outcomes. 16.4

Emergency Department

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

A provincial review was recently released entitled “The Patient Journey through Emergency Care 
in Nova Scotia, A Prescription for New Medicine”.  It is likely that this review will provide further 
information about the needs of the emergency department (ED) program across the province and 
will affect the future directions in Nova Scotia.  

The CDHA emergency services council meets on a monthly basis and is attended by physicians, 
administrative and nursing leaders from across the district. This group is actively working on the 
standardization of protocols, standards and documentation. Many initiatives have been 
implemented and many are currently planned or under development. 

Indicators of congestion are tracked on a monthly and real time basis and information is made 
available related to ED volumes and ED wait times on the Capital Health Intranet. Strategies to 
redesign ED flow have been implemented in the ED at the Halifax Infirmary (HI) site.

The larger EDs in the organization continue to be challenged with managing the number of 
admitted patients which are the major contributor to congestion in the ED. Patient volumes and 
CTAS wait times continue to be monitored on an ongoing basis. Dashboards on ED volumes and 
wait times have been developed which provide real time information across the district related 
to the ambulance holds, prioritized patients waiting, admitted patients waiting for beds and the 
total volume of patients in the ED. The team has identified barriers to patient flow and has 
implemented some innovative initiatives to address the outflow of in patients from the ED. The 
Charles V. Keating Emergency and Trauma Centre at the HI site is a new, beautiful state of the 
art ED, which has been open for a year and a half. Patients and staff were involved in the new 
design and they have considered patient safety and confidentiality into the design. Within the 
newly built ED, a rapid assessment zone has been created in the first pod for ambulatory 

prolonged wait times. More recently, within the last weeks, the HI site has implemented a rapid 
access unit which provides eight spaces of additional capacity for the in patient admits adjacent 
to the ED. This unit is staffed by the ED staff and will be used to improve the flow for the direct 
admissions from the ED. It is hoped that this unit will provide some much needed access for the 
in patients that are waiting for beds within the ED.

The layout of the new facility at Cobequid Community Health Centre, for which staff have had 
significant input, supports efficient and safe patient movement through the department and 
facilitates streamlined care delivery processes. 

While there is evidence of significant progress by the organization's emergency services group for 
the implementation of initiatives including the standardization of protocols, guidelines and 
documentation forms, the majority of individual units were not able to provide written evidence 
of goals and objectives.  

Congestion is monitored across all sites. The Dartmouth site also struggles with patient flow 
resulting from the volume of in patients waiting for in patient beds. Solutions around outflow 
within the ED space are more limited with the existing physical space. The site is encouraged to 
consider some of the streaming or rapid access zone initiatives. These have been implemented 
successfully at other sites across the country to improve access to ED and to reduce the wait 
times and the number of patients whom leave without being seen.

Surveyor Comments
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More recently, within the last weeks, the HI site has implemented a rapid access unit which 
provides eight spaces of additional capacity for the in patient admits adjacent to the ED. 
This unit is staffed by the ED staff and will be used to improve the flow for the direct admissions 
from the ED. It is hoped that this unit will provide some much needed access for the in patients
that are waiting for beds within the ED. 

The layout of the new facility at Cobequid Community Health Centre, for which staff have had 
significant input, supports efficient and safe patient movement through the department and 
facilitates streamlined care delivery processes. 

While there is evidence of significant progress by the organization's emergency services group for 
the implementation of initiatives including the standardization of protocols, guidelines and 
documentation forms, the majority of individual units were not able to provide written evidence 
of goals and objectives.  

Congestion is monitored across all sites. The Dartmouth site also struggles with patient flow 
resulting from the volume of in patients waiting for in patient beds. Solutions around outflow 
within the ED space are more limited with the existing physical space. The site is encouraged to 
consider some of the streaming or rapid access zone initiatives. These have been implemented 
successfully at other sites across the country to improve access to ED and to reduce the wait 
times and the number of patients whom leave without being seen.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team works together to develop goals and objectives. 2.1

The team’s goals and objectives are linked to benchmarking of 
bed availability in the Emergency Department, time to 
admission, client diversion to other facilities, and wait times.

2.2

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

The nursing staff attend annual skill testing days or workshops to enable competencies to be 
reviewed. The organization has provided support/resources to train the "New to ED" nurses, and 
nursing staff orientation is provided based on the needs of the individual learner.

The physicians attend continuing medical education (CME) activities on a regular basis. The 
Dartmouth physician group is recognized as a leader in the area of ultrasound, with 
approximately 18 of the physicians certified in the area of ultrasound education. The HI site has 
clinical pharmacists assigned in the ED. The pharmacy provides clinical expertise related to drug 
induced effects or symptoms. They are currently working on a clinical research project related to 

Paramedics are fully integrated into the ED at both the HI and Dartmouth sites. The paramedics 
provide a slightly different role at each of the sites but maintain competency within their scope 
of practice. They are assuming functions including triage, triage reassessment, suturing, assisting 
with procedural sedation, participating as members of the Code Blue team as well as functioning 
at Dartmouth in a more technical supportive role.   

The intranet had been developed as a resource for staff information, education, and it provides 
links to CDHA policy and procedures.

The provision of security in the ED has been enhanced and EDs are now able to go into lock down 
mode.  

Staff obtain training on infusion pumps when they are orientated or when new infusion pumps are 
brought into their facility. There needs to be documentation that the infusion pump training has 
occurred and when it occurred.  

When staff were asked, almost everyone stated that they had not received a performance 
appraisal. Surveyors recognize the importance of feedback and felt that this is an area that needs 
to be addressed.

Surveyor Comments
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Paramedics are fully integrated into the ED at both the HI and Dartmouth sites. The paramedics 
provide a slightly different role at each of the sites but maintain competency within their scope 
of practice. They are assuming functions including triage, triage reassessment, suturing, assisting 
with procedural sedation, participating as members of the Code Blue team as well as functioning 
at Dartmouth in a more technical supportive role.   

The intranet had been developed as a resource for staff information, education, and it provides 
links to CDHA policy and procedures.

The provision of security in the ED has been enhanced and EDs are now able to go into lock down 
mode.  

Staff obtain training on infusion pumps when they are orientated or when new infusion pumps are 
brought into their facility. There needs to be documentation that the infusion pump training has 
occurred and when it occurred.  

When staff were asked, almost everyone stated that they had not received a performance 
appraisal. Surveyors recognize the importance of feedback and felt that this is an area that needs 
to be addressed.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

4.5

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

4.5.1

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

4.12

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.

Episode of Care

Access to care in the rural community of Windsor at the Hants facility site is good. The 24/7 on 
site physician coverage is provided via a pool of locum physicians and the service is continuous 
with no gaps in coverage.  

Cardiac patients across the organization have direct access to the Cardiac Program and do not 
have to wait in the ED for care assessment and care. Staff in the EDs have recognized this effort 
and are commending the Cardiac Program for their level of support as a tertiary program. 

sites for comparisons. Initiatives are underway at triage to sort the triage line when the waits to 
triage start to climb. To ensure patient safety when waiting times are high, reassessments are 
done in the waiting rooms by nurses, licensed practical nurses (LPNs) or paramedics if patients 
are waiting for care.

At Dartmouth, pharmacy technicians are on staff and provide medication reconciliation for the 
admitted patients and the complex patient population. At Hants, which is a small community 
hospital, a pharmacist is available and participates actively with the interdisciplinary team and 
recommends changes for medication dosages and laboratory surveillance pertaining to the use of 
antibiotics.

The team has worked on the implementation of standardized ED nurse and physician forms for 
the higher and lower acuity patients, which is used organization wide.

An innovative initiative was piloted and is now adopted and resourced by CDHA, which includes 
on site diagnostic and treatment services for patients with repeat ED visits and experiencing 
medically unexplained physical symptoms. This initiative provides a rapid referral service on site 
for patients requiring psychotherapeutic assessment and patients are slotted in to be seen the 
same day or within a few days. This has resulted in a major reduction in repeat emergency usage 
in patients with unexplained symptoms.

At both HI and Dartmouth, there is a large volume of patients, ranging from five to ten percent 
that leave without being seen (LWBS). This is considerably higher than the approximate 2.4, 
which is the national average. The staff are aware of this and have been working on this issue. 
Telephone audits of LWBS have been done to identify why patients are leaving without care. 
Initiatives to address this are being considered at both sites. The staff indicate that the reason 
patients leave has to do with the long wait for ED care. At Dartmouth, an initiative to expedite 
the CTAS level 3s may help to reduce the LWBS rates. Other initiatives being considered include 
additional comfort measures for the elderly in the waiting room and better communication 
around the expected wait times. The ED congestion resulting from in patients waiting for beds 
contributes to delays to see a physician.  Sites are encouraged to identify further outflow 
strategies to reduce the number of in patients waiting in the ED for a bed.  

Ambulance off load times are measured by the Emergency Health Service and CDHA using slightly 
different definitions of the data elements. Regardless of the differences, every effort should be 
made to reduce the ambulance turnaround times to ensure the ambulance crews are available to 
provide pre hospital care and patients are assessed within the ED as soon as possible.  

Medication reconciliation is not completed on admission at the HI site but it is completed in the 
ED on admission at Dartmouth and Hants. Medication reconciliation should be implemented on 
admission and transfer for all EDs across the organization.

Surveyor Comments
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Data for CTAS levels and wait times for service are currently being tracked and shared across the 
sites for comparisons. Initiatives are underway at triage to sort the triage line when the waits to 
triage start to climb. To ensure patient safety when waiting times are high, reassessments are 
done in the waiting rooms by nurses, licensed practical nurses (LPNs) or paramedics if patients 
are waiting for care.

At Dartmouth, pharmacy technicians are on staff and provide medication reconciliation for the 
admitted patients and the complex patient population. At Hants, which is a small community 
hospital, a pharmacist is available and participates actively with the interdisciplinary team and 
recommends changes for medication dosages and laboratory surveillance pertaining to the use of 
antibiotics.

The team has worked on the implementation of standardized ED nurse and physician forms for 
the higher and lower acuity patients, which is used organization wide.

An innovative initiative was piloted and is now adopted and resourced by CDHA, which includes 
on site diagnostic and treatment services for patients with repeat ED visits and experiencing 
medically unexplained physical symptoms. This initiative provides a rapid referral service on site 
for patients requiring psychotherapeutic assessment and patients are slotted in to be seen the 
same day or within a few days. This has resulted in a major reduction in repeat emergency usage 
in patients with unexplained symptoms.

At both HI and Dartmouth, there is a large volume of patients, ranging from five to ten percent 
that leave without being seen (LWBS). This is considerably higher than the approximate 2.4, 
which is the national average. The staff are aware of this and have been working on this issue. 
Telephone audits of LWBS have been done to identify why patients are leaving without care. 
Initiatives to address this are being considered at both sites. The staff indicate that the reason 
patients leave has to do with the long wait for ED care. At Dartmouth, an initiative to expedite 
the CTAS level 3s may help to reduce the LWBS rates. Other initiatives being considered include 
additional comfort measures for the elderly in the waiting room and better communication 
around the expected wait times. The ED congestion resulting from in patients waiting for beds 
contributes to delays to see a physician.  Sites are encouraged to identify further outflow 
strategies to reduce the number of in patients waiting in the ED for a bed.  

Ambulance off load times are measured by the Emergency Health Service and CDHA using slightly 
different definitions of the data elements. Regardless of the differences, every effort should be 
made to reduce the ambulance turnaround times to ensure the ambulance crews are available to 
provide pre hospital care and patients are assessed within the ED as soon as possible.  

Medication reconciliation is not completed on admission at the HI site but it is completed in the 
ED on admission at Dartmouth and Hants. Medication reconciliation should be implemented on 
admission and transfer for all EDs across the organization.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team informs clients in the waiting area of wait times for 
assessment and treatment.

7.5
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The team reconciles medications for clients with a decision to 
admit, with the involvement of the client, family or caregiver.

8.3

There is a demonstrated, formal process to reconcile 
client medications for clients with a decision to admit.

8.3.1

The team generates a Best Possible Medication History 
(BPMH) for clients with a decision to admit.

8.3.2

Depending on the model, the prescriber uses the BPMH 
to create admission medication orders (proactive), OR, the 
team makes a timely comparison of the BPMH against the 
admission medication orders (retroactive).

8.3.3

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

8.3.4

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

8.3.5

Medication reconciliation for clients with a decision to admit. 8.4

The team follows Accreditation Canada’s protocols and 
definitions to collect and submit data on medication 
reconciliation.

8.4.1

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation 
indicator results.

8.4.2

The team reconciles medications with the client at referral or 
transfer and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.5

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.5.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

11.5.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.5.3

The process requires documentation that differences 
between the two lists have been identified, discussed, and 
resolved, and that appropriate modifications to the new 
medications have been made.

11.5.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

11.5.5
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Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The team has developed and is utilizing a standardized ED documentation form, which includes 
one for the higher acuity and one for the lower acuity ED patient. 

Information is shared between providers. The Emergency Health Service provides duplicates of its 
patient records along with an up to date report related to the patient's condition at turnover of 
care. 

Indicators of congestion tools and reports have been developed to communicate  the level of 
congestion and the number of patients waiting for care across the larger EDs in CDHA.  The larger 
EDs have implemented ED information systems, which track the patient throughout their ED stay 
and for providing real time information about the patient to all providers.

Teams have identified that they are completing internal unit specific patient satisfaction surveys 
to monitor the client’s perspective on the quality of ED service and that results have been 
positive.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Data collection and reporting is available for the EDs across the organization, which has helped to 
increase awareness of the level of congestion and the need for the system to support the 
decongestion.  Code census, which includes an over capacity plan is used to decongest the EDs 
when they reach a critical level of congestion. The affected hospital responds to the code census 
by immediately reporting to the ED to take admitted patients up to the in patient wards.  

The teams have indicated that their leadership safety rounds are occurring. They indicated that 
discussions take place from time to time around safety initiatives but they are not able to 
provide evidence that safety briefings occur on a regular basis. Staff are encouraged to share 
information about potential problems and actual incidents to reduce risk and the likelihood of an 
incident reoccurring. 

The staff indicated that they report sentinel events, and adverse reactions. They are aware of 
near misses but acknowledge that they are not consistently entered into the on line patient 
safety system. Staff are encouraged to report near misses in a consistent and timely manner. 

Wait time indicators are tracked across the district for the EDs. However, there does not appear 
that quality measures are reported to the board quality committee related to ED.  A process 
should be considered that incorporates ED measures of quality into a CDHA quality framework, 
which are then analyzed and plans developed around how to make improvements.

Surveyor Comments
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review.

Criteria Location Priority for
Action

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

15.3

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

15.4

Hospice, Palliative, and End-of-Life Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The team is well established with little turn over. Service is well coordinated across the 
continuum of care.

An evaluation that was carried out by the quality committee in 2009 contained recommendations 
and areas for improvement. The team is commended for participating in this process and using 
the data to improve service delivery. There is good evidence that this team works well with its 
partners and information is transferred as appropriate. There is easy access to the services and 
the team responds quickly to changes in conditions.

Surveyor Comments

No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

This is a fully involved multidisciplinary team and physicians actively participate. There is good 
student involvement for all disciplines. Weekly meetings are held.

The team is well supported to cope with dying and the grieving process.

The evidence presented on training for infusion pumps is self declared .Sufficient evidence must 
be provided to indicate ongoing competency.

Surveyor Comments
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Criteria Location Priority for
Action

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

4.7

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

4.7.1

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.

Episode of Care

There is a travelling chart that has been developed to follow the patient to the site of care. A 
standardized assessment tool is used at all sites. A label is placed on the patient's chart to 
indicate pain level, when medication is given and follow up assessment. Staff must be 
encouraged to fill out the section for effectiveness of medication.

A complaints process is in place.  Staff have good support to deal with ethics issues. 

End of life care is discussed with the family/client on admission. The ESAS is not administered on 
all patients at admission.

The team is encouraged to follow through with this assessment for all admissions

The team is encouraged to use the data obtained from chart audits as a quality improvement 
initiative.

Spiritual support is readily available. The team has worked hard to provide a comfortable setting 
within the restrictions placed on an older building.

The process for medication reconciliation is consistent and documented. Resuscitation is 
discussed on admission.

The team is commended for the bereavement follow up that occurs at one, six, and 13 months 
after death.

The team has collected and submitted data for FAMCARE, and is dismayed that results are not 
available from Accreditation Canada.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Pain and Symptom Assessment. 7.7

The team collects data on the percentage of clients who 
were administered the ESAS upon admission.

7.7.1

Detailed Accreditation Results72

The table below indicates the specific criteria that require attention, based on the accreditation 
review.



QMENTUM PROGRAM

The team collects data on the percentage of clients where 
a standardized pain assessment tool was used.

7.7.3

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The team has good access to current research and best practice. Ongoing training and education 
is supported across the organization. 

Charts are current and updated frequently as changes occur. The travelling chart is recognized 
for the continuity it provides

The organization provides education and training for staff.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

The team is commended for the efforts put forth to prevent  falls, as evidenced from the chart 
audit completed in July.  The quality committee evaluated palliative care services in 2009 and 
this report has been used for quality improvement initiatives.

The team is encouraged to place more emphasis on reporting near misses and use this data for 
quality improvement

Surveyor Comments

No Unmet Criteria for this Priority Process.

Infection Prevention and Control

Measures practiced by healthcare personnel in healthcare facilities to decrease transmission and 
acquisition of infectious agents.

Infection Prevention and Control

The CDHA has a very strong Infection Prevention and Control (IPAC) team.  The interface 
between the administrative and medical leadership is excellent and represents the collaboration 
that is necessary for an exceptional service.  The team provides good IPAC information for 
patients, families, staff, and volunteers via the webpage and initial orientations. The 
organization is encouraged to continue with the development of the on line tools and educational 
programs to promote IPAC.  

Even though the IPAC regularly reports the infection rates by unit, unit staff exhibit inconsistent 
knowledge of the hospital infection rates.  Reports from staff and the results of the hand hygiene 
audit suggest that front line staff do not understand the hand hygiene protocol. Clinical staff 

hands prior to patient contact.  Opportunities exist to further enhance hand hygiene among staff, 
patients, families, volunteers and visitors.  

The IPAC team is encouraged to promote its relationships with other organizational stakeholders 
such as facility operations and SPD. This would enhance infection prevention and control 
associated with new facilities projects and medical devices. The CDHA would also benefit from a 
technological solution to manage IPAC.  Existing processes are mostly manual and pose a great 
challenge for the team.

Surveyor Comments
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The IPAC team is encouraged to promote its relationships with other organizational stakeholders 
such as facility operations and SPD. This would enhance infection prevention and control 
associated with new facilities projects and medical devices. The CDHA would also benefit from a 
technological solution to manage IPAC.  Existing processes are mostly manual and pose a great 
challenge for the team.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization tracks infection rates, analyzes the information 
to identify clusters, outbreaks, and trends, and shares this 
information throughout the organization.

1.2

Staff and service providers know the infection rates and 
recommendations from outbreak reviews.

1.2.3

The organization delivers education and training for staff, 
service providers, and volunteers on hand hygiene.

6.1

Staff, service providers, and volunteers understand how to 
apply the hand hygiene protocol.

6.1.2

Information provided to clients and families is documented in 
the client record.

7.3

Staff, service providers, and volunteers encourage clients, 
families, and visitors to follow effective hand hygiene behaviour.

7.5

Staff and service providers store, prepare and handle food 
appropriately.

8.1

The organization selects disinfectants based on the compatibility 
with the devices being disinfected; the compatibility with other 
agents used in disinfection or sterilization; the intended use of 
the devices being disinfected; and client, staff and 
environmental safety.

12.5

When transporting contaminated equipment and devices, the 
organization complies with applicable regulations, controls the 
environmental conditions, and uses clean and appropriate bins, 
boxes, bags, and transport vehicles.

12.11
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Laboratory and Blood Services

 Availability of laboratory services to provide health care practitioners with information about 
the presence, severity, and causes of health problems, and the procedures and processes used by 
these services.

Diagnostic Services - Laboratory

The laboratory (lab) staff are commended for their tremendous efforts over the past couple of 
years, including the development of numerous standard operating procedures (SOPs) and 
implementation of a quality management system. 

The administration and staff are very engaged and there is an overall feeling amongst lab staff 
that they “love their job”. In general, staff feel supported. There is open communication. Staff 
see the diversity of the laboratory and the opportunities for increased challenges, variety and 
growth as a strength. There appears to be a sense of teamwork and collaboration. Laboratory 
leaders understand the corporate promise and how it links to strategic planning. Some of the 
rural sites feel disengaged and removed from the CDHA system since other laboratories within 
the system do not realize they are part of CDHA. Encouragement is offered to continue to work 
on strengthening these relationships.

Patient safety reporting is very comprehensive and thoroughly investigated and appropriately 
followed up. Staff are knowledgeable of reporting incidents, process and do enter incidents. The 
design and layout of the new policies is well laid out. 

Patients were exemplary regarding the care received and interaction with laboratory services. 
Wait times for out patient collections are excessive in some areas and a two hour wait is not 
uncommon. Privacy should be enhanced for some out patient areas.

The laboratory record management system does not appear to facilitate the accurate and timely 
retrieval of client records. This appears to be related to how patients are entered into the 
system, which is highly complex and dependent on how and where the sample originates. Results 
are not all housed in one electronic record and it was evident that this was confusing for lab staff 
and users of the lab such as physicians and nursing. It would appear that this is the most pressing 
issue, as this affects processes in the pre analytical, analytical and post analytical (reporting) 
phases and ultimately, the viewing of patient results by care providers and their decisions 
regarding care delivery. Some results are housed in a portal, while others are in Millennium. 

The lab would benefit from enhanced IT support, recognizing the interdependence and need for 
collaboration, responsiveness, planning, joint implementation and ongoing support to effectively 
move forward with the electronic record. There is limited electronic order entry in place so it is 
recommended that this be expanded. The lab appears to be well supported by the LIS team. 

Document management includes the use of paradigm and paper copies. Encouragement to move 
to a completely paperless model is recommended. There are two policy manuals for specimen 
collection, one by nursing and one by lab. There is a need to increase integration with nursing 
and professional practice and consolidate this reference. 

A co leadership model with service chiefs is in place and appears to be working well. Competency 
testing for both lab and medical staff is being developed and is expected to mature over the next 
year. The lab should consider looking at succession planning as it plans for the future. Staff 

some areas are up to date with performance reviews and others report that reviews are pending.

There is routine testing of code red, but routine testing of other codes is not in place. Disaster 
planning should be pursued across the Lab program.

External users were very positive of services provided. The medical staff reported that the lab is 
in touch with clinical services and that the “lab bends over backwards to resolve issues". The 
medical staff acknowledged that “Stat” is overused. All users require education on priority 
ranking of lab samples so as to not overtax the lab program and ensure that truly life threatening 
samples are expedited. The medical staff would appreciate feedback and reports on utilization. 
Users reported that the ability to retrieve results is highly fragmented and poses a risk to patient 
care, as a true picture of the patient cannot be formulated. Users would like to see a 
consolidated patient record, with all results and better integration to the HIS and interfacing to 
Meditech in the rest of the province. There is clearly confusion among physicians as to where 
results are available and this underscores the need to move to one patient record for all types of 
samples. 

A safety committee and program has been initiated and is starting to gain momentum including 
the completion of safety audits. It is important that this group meet regularly and perform all 
activities as planned. It was observed that work place labels did not always include required 
information as per WHMIS. 

The anatomical pathology lab at the Dartmouth site has numerous safety issues that are serious 
in nature. Staff health has been affected. The hazards include: formalin fumes in the vacated 
cutting room, space issues, storage of tissues to be processed or cut in aisles, and stacks of full 
tissue containers overhead in the grossing room.  

It is suggested that occupational health complete an assessment to determine if there is a need 
to monitor staff working in the TB area on an ongoing basis. Management should review safety 
checklists in TB  to confirm these duties are completed as scheduled. There is an intercom in the 
TB area to allow for communication with the main lab.  Mandatory sign-in with an area outside 
TB is suggested for times when staff are working alone in TB in an effort to enhance safety of 
working alone. 

In general, staff are enjoying increased standardization and sharing across the region. Paradigm 
seems well accepted and continued development of this tool is recommended. Overall, 
congratulations on a great survey, an amazing staff and thank you for the welcoming and 
wonderful experience.

Surveyor Comments

Detailed Accreditation Results 75

would like increased input to and communication on planning for future needs. Staff report that 
some areas are up to date with performance reviews and others report that reviews are pending.



Accreditation Report

There is routine testing of code red, but routine testing of other codes is not in place. Disaster 
planning should be pursued across the Lab program.

External users were very positive of services provided. The medical staff reported that the lab is 
in touch with clinical services and that the “lab bends over backwards to resolve issues". The 
medical staff acknowledged that “Stat” is overused. All users require education on priority 
ranking of lab samples so as to not overtax the lab program and ensure that truly life threatening 
samples are expedited. The medical staff would appreciate feedback and reports on utilization. 
Users reported that the ability to retrieve results is highly fragmented and poses a risk to patient 
care, as a true picture of the patient cannot be formulated. Users would like to see a 
consolidated patient record, with all results and better integration to the HIS and interfacing to 
Meditech in the rest of the province. There is clearly confusion among physicians as to where 
results are available and this underscores the need to move to one patient record for all types of 
samples. 

A safety committee and program has been initiated and is starting to gain momentum including 
the completion of safety audits. It is important that this group meet regularly and perform all 
activities as planned. It was observed that work place labels did not always include required 
information as per WHMIS. 

The anatomical pathology lab at the Dartmouth site has numerous safety issues that are serious 
in nature. Staff health has been affected. The hazards include: formalin fumes in the vacated 
cutting room, space issues, storage of tissues to be processed or cut in aisles, and stacks of full 
tissue containers overhead in the grossing room.  

It is suggested that occupational health complete an assessment to determine if there is a need 
to monitor staff working in the TB area on an ongoing basis. Management should review safety 
checklists in TB  to confirm these duties are completed as scheduled. There is an intercom in the 
TB area to allow for communication with the main lab.  Mandatory sign-in with an area outside 
TB is suggested for times when staff are working alone in TB in an effort to enhance safety of 
working alone. 

In general, staff are enjoying increased standardization and sharing across the region. Paradigm 
seems well accepted and continued development of this tool is recommended. Overall, 
congratulations on a great survey, an amazing staff and thank you for the welcoming and 
wonderful experience.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The laboratory establishes a contract with each service provider 
that clearly outlines the laboratory’s requirements.
CSA Reference: Z15189-03, 4.4.1

2.1
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The laboratory verifies that the service provider can meet the 
contract requirements.
CSA Reference: Z15189-03, 4.4.1

2.2

The laboratory annually reviews its contracts with service 
providers to confirm requirements are being met.
CSA Reference: Z15189-03, 4.4.1, 4.4.5

2.3

The laboratory maintains records of all contracts with service 
providers, including any relevant changes.
CSA Reference: Z15189-03, 4.4.2

2.4

The laboratory annually reviews staff roles and responsibilities, 
and monitors adherence to position profiles.

6.7

The laboratory has a formal program to assess competence. 
CSA Reference: Z902-04, 4.3.3.1

7.4

The program regularly evaluates staff’s theoretical and practical 
knowledge using a variety of techniques. 
CSA Reference: Z902-04, 4.3.3.1

7.5

The laboratory annually evaluates the effectiveness of its 
education, training, and competency assessment activities and 
records the results. 
CSA Reference: Z902-04, 4.3.2.3, 4.3.3.1

7.8

The laboratory reviews and updates the SOPs annually or more 
often if needed. 
CSA Reference: Z902-04, 4.6.1.4

10.5

The laboratory’s records management system facilitates 
accurate and timely retrieval of client records.
CSA Reference: Z15189-03, Annex B6; Z902-04, 19.1.1, 19.1.2, 
19.1.7, 19.1.8

11.2

The laboratory follows an established process for disposing of 
and archiving out-of-date records.

11.4

The laboratory protects the security and confidentiality of 
records. 
CSA Reference: Z902-04, 19.1.6, 19.1.7

11.6
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The laboratory has enough space and resources to perform its 
activities. 
CSA Reference: Z15189-03, 5.2.1, 5.2.9; Z902-04, 4.5.1.4, 
21.1.1, 21.1.5

13.1

The laboratory monitors and controls utilities and environmental 
conditions. 
CSA Reference: Z15189-03, 5.2.4, 5.2.5

13.7

The laboratory separates incompatible activities and prevents 
cross-contamination. 
CSA Reference: Z15189-03, 5.2.6; Z902-04, 21.2.3

13.8

The laboratory controls access to and use of areas affecting the 
quality of activities. 
CSA Reference: Z15189-03, 5.2.7; Z902-04, 21.1.2

13.10

The laboratory follows a documented infection control 
procedure that ensures that materials are not contaminated and 
staff health is not endangered. 
CSA Reference: Z902-04, 21.1.1

14.4

Staff is aware of hand washing procedures and has access to 
hand washing facilities that are adequately supplied. 
CSA Reference: Z902-04, 21.1.3

14.5

The laboratory is secure, with access limited to authorized 
personnel. 
CSA Reference: Z15189-03, 5.2.7

14.8

The laboratory provides staff with step-by-step instrument 
operating instructions, as well as troubleshooting and instrument 
malfunction guidelines. 
CSA Reference: Z15189-03, 5.3.5

15.4

The laboratory follows a documented process and schedule for 
preventive maintenance on instruments and equipment. 
CSA Reference: Z15189-03, 5.3.2

16.1

The laboratory regularly monitors, inspects, and calibrates its 
instruments and equipment according to manufacturer 
instructions. 
CSA Reference: Z15189-03, 4.2.5, 5.3.2

16.2

Detailed Accreditation Results78



QMENTUM PROGRAM

The laboratory annually reviews and updates as appropriate its 
processes for maintaining, inspecting, and calibrating 
instruments and equipment.
CSA Reference: Z902-04, 22.1.1

16.5

The laboratory has a complete and up-to-date record of 
inspections, calibrations, maintenance, and servicing conducted 
on each instrument.
CSA Reference: Z15189-03, 5.3.2, 5.3.4; Z902-04, 22.3.1

16.6

The laboratory carries out and records regular checks of 
temperature, humidity levels, and any other critical factors. 
CSA Reference: Z902-04, 9.4.6, 9.4.7

17.2

The laboratory uses an inventory control system to maintain an 
adequate inventory of supplies, reagents, and media. 
CSA Reference: Z15189-03, 4.6.3

18.1

The laboratory maintains a list of suppliers for critical supplies, 
reagents, and media. 
CSA Reference: Z15189-03, 4.6.4

18.2

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

18.4

The laboratory provides staff with written, step-by-step 
instructions to prepare supplies, reagents, or media.

19.1

The laboratory ensures staff understands and follows the 
Material Safety Data Sheets (MSDS) and Workplace Hazardous 
Materials Information System (WHIMS).

19.5

The laboratory reprocessing and sterilization methods comply 
with applicable laws and regulations.

20.2

The safety program includes orientation and training, education 
programs, and monitoring and evaluation.

21.3

The laboratory labels work area entrances and exits according to 
hazards or risks present within.

22.2

The laboratory provides staff with access to appropriate 
immunizations.

22.4
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Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

Two sites were visited as part of the long term care (LTC) services. These were Haliburton House 
and Veterans Memorial. Both sites have a dedicated staff who are committed to meeting the 
needs of seniors requiring long term care. The intake process is centrally coordinated and sites 
have input to appropriateness of care. The organization has adopted a method to assess pain in 
long term care and there is evidence this has been followed.

There is evidence that the team collaborates with external service providers and volunteers to 
enhance the service available to veterans and other long term residents. One example is in the 
area of transportation.
.
Physician coverage is available on a 24/7 basis and a multidisciplinary approach to care is evident 
at both sites.

Staff are appreciative of the equipment and supplies that are made available.

Policies and procedures are in place for vaccine administration and documentation supports that 
this is followed.

Surveyor Comments

No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

The multidisciplinary team meets weekly to review residents and update care plans.The team is 
encouraged to develop a process to evaluate its effectiveness and identify outcome measures.

The process to evaluate team functioning is not clearly defined. Indicators have not been 
identified.

There is evidence that service providers have appropriate licensure. Unregulated workers receive 
training from a recognized program. Documented evidence that training has occurred on infusion 
pumps is not available at all sites.

Performance reviews are not done consistently.

Staff at Haliburton could not identify if staff recognition occurs on an ongoing basis. Management 
is encouraged to develop a mechanism to recognize the work of staff on an ongoing basis.

Surveyor Comments
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Criteria Location Priority for
Action

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

3.7

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

4.5

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

4.5.1

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

4.11

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

5.5

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.

Episode of Care

A standardized assessment tool is used for all residents on admission. The information is shared 
with family and other service providers. Clients in a crisis situation are given higher priority for 
admission.and efforts are made to place clients in the most appropriate setting.

Medication reconciliation on admission is documented and verified. The Abbey scale for pain 
assessment is used and documented. The Braden scale is used on all clients on admission to 
assess for potential skin breakdown.

Pharmacy services are available at both sites and accommodation is made for after hours access.

Incident reports are documented; however, the organization is encouraged to support staff in 
identifying and reporting near misses on a more consistent basis and to use the date for quality 
improvement purposes.

Advance directives are discussed at admission or shortly after and a form (pathways of care) has 
been developed to indicate the level of intervention a client/resident wishes to receive.

Spiritual and emotional support is available for residents and their families and staff.

Space is provided for recreational activities and staff at Haliburton are recognized for efforts 
undertaken in an older facility to meet this need.

Cardiopulmonary resuscitation (CPR) and life supports are discussed with the resident and family 
by physicians or nurses, and residents' wishes are respected and documented.

Follow up at end of service does not occur on a consistent basis. There is minimal wait time for 
service.

Surveyor Comments
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Follow up at end of service does not occur on a consistent basis. There is minimal wait time for 
service.

No Unmet Criteria for this Priority Process.

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

Residents' records are secure and confidentiality of information is protected.

Greater use could be made of evidence based guidelines to enhance service delivery.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Two client identifiers are used for all residents.

Staff receive training on safety and a culture of safety is reinforced in the organization. Staff say 
"it is embedded in everything that we do".

The Braden scale is used for all residents.

Information is not always provided to clients in written and verbal form. Information is provided 
on hand washing and hand sanitizers are provided at strategic locations

Near misses are seldom recorded and discussed. The organization is encouraged to record near 
misses and use this information for quality improvement.

The team is encouraged to develop process and outcome measures for its services.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
risk of error, and improve the quality of service.

16.3
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The team informs and educates its clients and families in writing 
and verbally about the client and family’s role in promoting 
safety.

16.4

Clients consistently indicate that they have received both 
written and verbal communication about their role in client 
safety.

16.4.3

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

16.6

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

17.1

Managing Medications

Interdisciplinary provision of medication to clients.

Medication Management

The Pharmacy Medication Safety Committee specifically addresses issues of medication labelling, 
packaging and nomenclature.

Use of digital pictures illustrating the difference between the look alike, sound alike medications 
were simple and impressive.

Use of the baby monitor in the pharmacy to compensate for space and work flow barriers, as well 
as directional lines on the floor of the pharmacy to direct traffic flow are unique "work arounds" 
that appear to work quite well.

The team approach between the various pharmacists and pharmacy technicians is seen as 
collaborative and promoting a healthy workplace strategy.

Pharmacy has a strong foundation in drug information, drug use evaluation and clinical 
pharmacy.  

Commendation is given for the pharmacy resident program. 

There is good evidence of a strong central commitment to quality and medication safety.

The current process of creating and updating the medication administration record is still 
performed manually using the transcription of written medication orders.  The lack of an 
automated medication administration record (MAR), computer based system poses potential risks 
to the patient because of the gap this creates among nursing, pharmacy and medicine.

It is strongly recommended that the medication management process at the Dartmouth site 
undergo an external risk review with respect to medication safety,  human resources, 
pharmaceutical care and financial impact.

Surveyor Comments
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization defines and lists available high-risk/high-alert 
medications.

2.5

The organization standardizes and limits the number of 
medication concentrations available.

3.4

Medication concentrations are standardized and limited 
across the organization.

3.4.1

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

3.6

The organization has removed the following products: 
hydromorphone ampoules or vials with concentration 
greater than 2 mg/ml (exceptions include palliative care); 
and morphine ampoules or vials with concentration 
greater than 15 mg/ml.

3.6.2

The organization has a policy and process to manage the 
availability of sample medications.

3.7

Medication storage areas are clean and orderly. 6.1

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

6.3

Medication storage conditions protect the stability of 
medications.

6.4

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

6.5

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

7.2

There are no concentrated electrolytes stored in client 
service areas.

7.2.1
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Medications for client service areas are stored in labelled, unit 
dose packaging.

7.4

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

7.5

The organization securely stores cytotoxic agents in a 
segregated area with adequate ventilation.

8.3

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

10.2

The organization implements the Do Not Use List and 
applies this to all medication-related documentation when 
hand written or entered as free text into a computer.

10.2.2

The organization audits compliance with the Do Not Use 
List and implements process changes based on identified 
issues.

10.2.7

The pharmacy and other service providers accept telephone 
orders for medication only in emergencies.

10.10

The organization identifies minimum qualifications for staff and 
service providers who administer medications.

18.1

Service providers refer to the client’s medication administration 
record each time medication is administered.

18.4

Service providers seek an independent double check before 
administering high-alert/high-risk medications.

18.5

Immediately after administration, the staff or service provider 
documents the time of medication administration in the client 
record.

18.7

The organization tracks lot numbers to identify and inform 
providers when a client has received a recalled vaccine.

18.9

The organization establishes an interdisciplinary group to 
investigate adverse drug events and review adverse event 
summary reports to support learning within the organization.

21.5
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Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

Teams across the medicine services have access to and utilize various sources of information 
about the populations within their areas of responsibility. This includes the results of the 
community health survey recently completed by the organization.

The Heart Health team has formulated goals and objectives for quality improvement (QI), which 
are closely aligned with and in support of those of the overall organization.

The Renal Program has also engaged in a strategic planning exercise and is well into its five year 
plan. Although the goals of the program were set prior to the organization's plan being 
developed, the Renal Program plan is well aligned.  Principles that guide service decisions are 
consistent with the organization's objectives of enhancing patient access to services and flow 
through the service areas.

The Stroke District Program has conducted planning activities in the context of a yearly retreat.

The Heart Health, Renal and Stroke Programs all have well established QI/management teams 
that determine overall program goals and direct the activities of the subordinate cross functional 
QI teams.  Each of the teams regularly reviews information about services including a panel of 
indicators developed in conjunction with provincial level programs.  

The MTU quality improvement team is relatively new but has already done some good work and is 
refining the data and indicator sets that it will review on a regular basis.  For all the services in 
medicine that were surveyed, physician engagement is significant and the co leadership model is 
effective. As the QI team is building on the foundation of solid professional practice committees 
and a robust medical divisional and academic teaching structure, it is anticipated that this team 
will become high performing in very short order.

The alignment of all cardiovascular services under one management body enhances the seamless 
flow through of patients with cardiovascular conditions to the services they are most likely to 
require along the continuum of care. Close collaboration with EHS and other districts whose 
patients access the tertiary care services has led to processes and care maps which greatly 
enhance patient flow.  In addition, team goals have focused on addressing length of stay (LOS), 
which has been determined to be a major impediment to patient flow through the system, 
ultimately affecting access to services. The Stroke Program has developed similar links to other 
hospitals in the district and is working with EHS toward implementing a care map extending to 
the pre hospital care.

Information currently reviewed by the Heart Health team includes LOS and wait time data and is 
being expanded as part of the dashboard QI initiative .  

Front line clinical staff across medicine programs feel empowered to make changes that impact 
on their day to day work.  Most are either part of a formal professional practice or quality 
improvement (QI) team, or know where they would go to bring a good idea forward.

With strong program management teams at the main sites and a focus on teaching in the general 
medicine program, the team is encouraged to ensure that remote sites such as Twin Oaks are 
included in general QI initiatives.

Surveyor Comments
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No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

Care across all medicine services is delivered using a very inclusive and well established 
interdisciplinary approach.  A number of patient care processes are in place to ensure that 
information flows between disciplines in the course of patient care, including regular meetings of 
the full interdisciplinary team to review and update patient care plans.

Team members understand their own and one another's roles in service provision. Most teams are 
participating in the organization's model of care initiative to ensure that the right mix of 
disciplines are working to the fullest extent of their scopes of practice, including teams at 
remote sites such as ESMH.

All teams report effective interdisciplinary team functioning although only the Renal Program 
team has taken measures to actually assess team communication and provide training aimed at 
enhancing it. The MTU does evaluate individual team member participation and communication 
skills as part of the model used to evaluate learners. 
 
Orientation to the organization and the various services was well standardized and 
comprehensive across the medicine programs.

Infusion pumps are standardized across the organization and staff receive training upon 
orientation. Competence in IV therapy along with other nursing skills appropriate to the various 
clinical services is maintained using an annual self assessment of required competencies and self 
directed training as indicated. Unit managers track the competency updates.

Clinical staff provided consistently positive responses when asked about their professional 
development opportunities and the organization's support of their ongoing education, training, 
and developmental needs.

Infrastructure, while different across the various medicine services, permitted adequate staff 
space to allow effective interdisciplinary communication. The team at ESMH is commended for 
optimizing the aging infrastructure.

Staff felt that there was a good occupational health program in place that included emotional 
support when required, although not all staff were clear on how to access the services.

Staff interviewed were familiar with a number of staff recognition programs including length of 
service pins and the Angels in Action program.

Most teams have not taken measures specifically directed at the evaluation or enhancement of 
functioning of the team itself and are encouraged to do so.

Non clinical staff did not express the same uniformly positive views regarding the scope of 
professional development activities available to them.

and units and for the most part, it is poor. Those who had received a relatively recent 
evaluation, however, were satisfied with the tool used and the approach taken.

Although the ethics service in the organization was well known, most staff seemed to be under 
the impression that use of the services would only be justified for very significant events. They 
felt that situations they might come across in their work would be managed at the unit level. The 
teams may consider approaching the ethics service for outreach services or tools that managers 
could use to assist them in resolving less serious ethics issues at the unit or program level.

Surveyor Comments
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Compliance with the organization's personnel evaluation policy was inconsistent across disciplines 
and units and for the most part, it is poor. Those who had received a relatively recent 
evaluation, however, were satisfied with the tool used and the approach taken.

Although the ethics service in the organization was well known, most staff seemed to be under 
the impression that use of the services would only be justified for very significant events. They 
felt that situations they might come across in their work would be managed at the unit level. The 
teams may consider approaching the ethics service for outreach services or tools that managers 
could use to assist them in resolving less serious ethics issues at the unit or program level.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization encourages all team members to develop skills 
to improve the interdisciplinary approach and overall team 
functioning.

3.3

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

3.7

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

4.8

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.

Episode of Care

The Heart Health team has implemented a number of care maps for common conditions. The 
team has also instituted a standardized Interdisciplinary plan of care in cardiology to increase 
consistency of patient management, compliance with best practice, coordination of team 
members, and to minimize unnecessary time spent documenting care.  The plan of care also 
includes secondary prevention and other key patient education elements with a place to 
document patient understanding of the material presented.  Discharge planning elements are 
also captured. Care maps are also in evidence on other services such as neurology and 
nephrology.  Others, such as MTU, are in the process of care map development.

The Heart Health team has instituted a number of practices to aid in the flow of patients through 
the various service areas, with the aim of improving access. For patients being referred from 
community hospitals for PCI or other specialist assessment, the team has developed a rapid 
transfer bed system. This system provides enhanced access for short stay admissions that will 
return to the periphery for further management after intervention/assessment. In addition, the 
cardiology bed manager, a cardiologist working with an RN bed manager, reviews all requests for 
admission to ensure that the most critical patients are given priority and that bed utilization is 

General medicine services has also contributed to the removal of barriers to access and flow 
through with the effective deployment of internal medicine expertise in support of the ED and 
Community Health Unit.

The haemodialysis service provides patients with extensive information on services, rights and 
responsibilities, and safety contained in its patient handbook.

There is evidence across the medicine programs of extensive assessment tools for physical and 
psycho social health. There is a nursing assessment form on the chart and ongoing assessment 
from shift to shift.  Multiple disciplines are consulted either automatically or as required who, in 
turn, perform complementary assessments.  There are standardized tools in place such as the 
Morse and Braden scales, and there is ongoing formal and informal interdisciplinary collaboration 
as the care plan unfolds.

Medication reconciliation on admission is in place across the medicine programs.

A number of innovative clinics have been established within the Heart Health and neurology 
services to provide best practice services in a "one stop shopping" setting. This means that 
multiple disciplines and specialities supported by enhanced access to diagnostic services can 
collaborate in the care of the patient.  Notable examples include the First Seizure Clinic, the 
Connective Tissue  Clinic, the Leg Ulcer Clinic, and the Risk Reduction Clinic.

Staff across the services use a consistent pain rating scale. The Heart Health team employs pain 
catheters to manage the pain in patients who have had amputations without the risks of systemic 
pain medication. 

The team has developed an innovative consultation service to assist care providers and patients 
in making decisions about medical interventions in the setting of advancing age and multiple 
advanced medical illnesses. The palliative and therapeutic harmonization (PATH) clinic/service 
provides this group of patients with an understanding of their health status and guides them in 
making health care decisions.  Patient survey responses as well as outcomes related to 
appropriateness of care for this innovative and much needed practice have been impressive.

The Renal Program team regularly reviews data regarding access to haemodialysis and other key 
clinical interventions.  A number of quality improvement (QI) sub committees are working on 
solutions and have made progress.

The team members do not often encounter issues which result in moral distress but are aware of 
the resources within the district that would support them in working through an ethics issue.  The 
MTU appears to be an exception and has utilized the ethics consultation service on a few 
occasions.

Robust and early discharge planning is in evidence across the services.  Patient follow up and 
education is enhanced by the use of discharge checklists on care plans in both cardiology and 
vascular surgery units.  Written information provided to the patient in cardiology includes the 
passport booklet aimed at secondary prevention monitoring.  On the vascular surgery unit, this 
includes a copy of the completed discharge checklist with annotated instructions for things like 
wound care and follow up appointments.

Although medication reconciliation is in place, compliance with the practice varies across the 
different medicine services and sites. The teams are encouraged to investigate and address the 
barriers to compliance.

The team is encouraged to continue the development of care maps and other tools to facilitate 
collaborative and evidence based care. The potential for migration of good practices and 
effective tools across services and sites should be investigated.

The team is encouraged to continue plans to roll out medication reconciliation at transfer or 
referral across the services.

Surveyor Comments
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General medicine services has also contributed to the removal of barriers to access and flow 
through with the effective deployment of internal medicine expertise in support of the ED and 
Community Health Unit.

The haemodialysis service provides patients with extensive information on services, rights and 
responsibilities, and safety contained in its patient handbook.

There is evidence across the medicine programs of extensive assessment tools for physical and 
psycho social health. There is a nursing assessment form on the chart and ongoing assessment 
from shift to shift.  Multiple disciplines are consulted either automatically or as required who, in 
turn, perform complementary assessments.  There are standardized tools in place such as the 
Morse and Braden scales, and there is ongoing formal and informal interdisciplinary collaboration 
as the care plan unfolds.

Medication reconciliation on admission is in place across the medicine programs.

A number of innovative clinics have been established within the Heart Health and neurology 
services to provide best practice services in a "one stop shopping" setting. This means that 
multiple disciplines and specialities supported by enhanced access to diagnostic services can 
collaborate in the care of the patient.  Notable examples include the First Seizure Clinic, the 
Connective Tissue  Clinic, the Leg Ulcer Clinic, and the Risk Reduction Clinic.

Staff across the services use a consistent pain rating scale. The Heart Health team employs pain 
catheters to manage the pain in patients who have had amputations without the risks of systemic 
pain medication. 

The team has developed an innovative consultation service to assist care providers and patients 
in making decisions about medical interventions in the setting of advancing age and multiple 
advanced medical illnesses. The palliative and therapeutic harmonization (PATH) clinic/service 
provides this group of patients with an understanding of their health status and guides them in 
making health care decisions.  Patient survey responses as well as outcomes related to 
appropriateness of care for this innovative and much needed practice have been impressive.

The Renal Program team regularly reviews data regarding access to haemodialysis and other key 
clinical interventions.  A number of quality improvement (QI) sub committees are working on 
solutions and have made progress.

The team members do not often encounter issues which result in moral distress but are aware of 
the resources within the district that would support them in working through an ethics issue.  The 
MTU appears to be an exception and has utilized the ethics consultation service on a few 
occasions.

Robust and early discharge planning is in evidence across the services.  Patient follow up and 
education is enhanced by the use of discharge checklists on care plans in both cardiology and 
vascular surgery units.  Written information provided to the patient in cardiology includes the 
passport booklet aimed at secondary prevention monitoring.  On the vascular surgery unit, this 
includes a copy of the completed discharge checklist with annotated instructions for things like 
wound care and follow up appointments.

Although medication reconciliation is in place, compliance with the practice varies across the 

barriers to compliance.

The team is encouraged to continue the development of care maps and other tools to facilitate 
collaborative and evidence based care. The potential for migration of good practices and 
effective tools across services and sites should be investigated.

The team is encouraged to continue plans to roll out medication reconciliation at transfer or 
referral across the services.
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The team is encouraged to continue the development of care maps and other tools to facilitate 
collaborative and evidence based care. The potential for migration of good practices and 
effective tools across services and sites should be investigated.

The team is encouraged to continue plans to roll out medication reconciliation at transfer or 
referral across the services.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Medication Reconciliation at Admission 7.6

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation at 
admission indicator results.

7.6.2

The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.3

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.3.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

11.3.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.3.3

The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

11.3.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

11.3.5

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

11.6
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Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

The teams have access to a number of IT tools to assist in the management of patients and the 
capture of data to assist in planning.  The "My Nephrology" permits the Renal Program to collect a 
broader data set than many of the other medicine programs currently, as does the CVIS for the 
heart health program. 

The MTU utilizes workstations on wheels, which brings electronic patient information such as 
laboratory results to the bedside during rounds.

A number of bodies across the medicine services, as well as some at the provincial level, are 
charged with the regular review and selection for implementation of clinical practice guidelines.  
Decisions to adopt clinical practice guidelines at the district level are made in conjunction with 
all stakeholder disciplines.

Many of the medicine services are actively engaged in research and are familiar with the 
appropriate protocols and guidelines.

The legacy of the iterative process by which the organization has implemented various IT 
solutions is a collection of tools which do not function as an integrated system. The team is 
encouraged to consider longer range IT planning, with the eventual goal of a comprehensive 
electronic patient record (EHR) that will meet both clinical and management information needs.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

The organization has recently instituted a falls assessment and prevention policy and program.  
Falls risk assessment tools are being consistently utilized across the medicine services and units 
surveyed. Implementation of risk mitigation strategies is being done with varying levels of rigour. 
The falls prevention strategies were being most consistently and confidently applied on the units 
where patients most at risk would likely be found, such as the neurological and medical teaching 
Units.  In addition, the program was noted to be well in place at MVMH. 

Some of the medicine programs record and share key indicators as part of larger provincial 
initiatives.  A number of the team members are, in fact, instrumental participants in the 
professional committees, which guide the province in the establishment and ongoing 
management of those initiatives.  Examples would include the Heart Health team, the Renal 
Program and Stroke Programs. 

The Renal Program panel of indicators is particularly well developed, including key clinical 
outcomes such as infection rates and haemoglobin measures, as well as utilization rates for home 
and peritoneal dialysis.

The haemodialysis service in the Renal Program has enhanced awareness of patient safety issues 
by adding "safety" to the name of the practice and safety committee.

Disclosure of adverse events is a consistently strong practice, and this was evident throughout 
the medicine services surveyed.

A number of teams report having performed root cause analysis on incidents and having 
instituted improved patient care processes as a result of the lessons learned from incident 
reporting.

The inclusion of client representation in quality improvement activities is at different stages 
among the different medicine programs. The Renal Program utilizes a Client's Advisory 
Committee to provide patient input.

There was consistent demonstration of a willingness to disclose error among the professional 
staff of the medicine services, as a number of them had been involved in a disclosure of harm.

The teams are encouraged to evaluate the effectiveness of the falls assessment and prevention 
program.

Safe practices were observed to be integrated in day to day clinical care duties for most staff. 
However, the team is encouraged to raise staff awareness of patient safety and risk through 
formal mechanisms such as regular patient safety rounds, briefings, or as standing agenda items 
on staff meetings, committees or interdisciplinary rounds.

The majority of patients interviewed across the medicine services did not recall being informed 
by staff about their role in safety.  The teams are encouraged to further explore this finding and 
if validated, make any necessary improvements to their communication tools or processes.

Incident reporting is felt by most teams to not yet be at optimal levels and many staff admit that 
while they do report some incidents, they do not report others. Teams are encouraged to explore 
with staff, the various barriers that may be preventing full compliance with the incident 
reporting policy. The goal would be to have data more reliable and useful in informing both 
quality improvement and risk management activities.

Surveyor Comments

Detailed Accreditation Results 91

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support



Accreditation Report

continued management of all stroke patients on a single unit to the extent possible.

The haemodialysis service in the Renal Program has enhanced awareness of patient safety issues 
by adding "safety" to the name of the practice and safety committee.

Disclosure of adverse events is a consistently strong practice, and this was evident throughout 
the medicine services surveyed.

A number of teams report having performed root cause analysis on incidents and having 
instituted improved patient care processes as a result of the lessons learned from incident 
reporting.

The inclusion of client representation in quality improvement activities is at different stages 
among the different medicine programs. The Renal Program utilizes a Client's Advisory 
Committee to provide patient input.

There was consistent demonstration of a willingness to disclose error among the professional 
staff of the medicine services, as a number of them had been involved in a disclosure of harm.

The teams are encouraged to evaluate the effectiveness of the falls assessment and prevention 
program.

Safe practices were observed to be integrated in day to day clinical care duties for most staff. 
However, the team is encouraged to raise staff awareness of patient safety and risk through 
formal mechanisms such as regular patient safety rounds, briefings, or as standing agenda items 
on staff meetings, committees or interdisciplinary rounds.

The majority of patients interviewed across the medicine services did not recall being informed 
by staff about their role in safety.  The teams are encouraged to further explore this finding and 
if validated, make any necessary improvements to their communication tools or processes.

Incident reporting is felt by most teams to not yet be at optimal levels and many staff admit that 
while they do report some incidents, they do not report others. Teams are encouraged to explore 
with staff, the various barriers that may be preventing full compliance with the incident 
reporting policy. The goal would be to have data more reliable and useful in informing both 
quality improvement and risk management activities.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team implements and evaluates a falls prevention strategy 
to minimize the impact of client falls.

15.2

The team evaluates the falls prevention strategy on an 
ongoing basis to identify trends, causes, and degree of 
injury.

15.2.4

The team uses the evaluation information to make 
improvements to its falls prevention strategy.

15.2.5
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Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

15.3

The team informs and educates its clients and families in writing 
and verbally about the client and family’s role in promoting 
safety.

15.4

Clients indicate that they have received written and verbal 
communication about their role in promoting safety.

15.4.3

The team implements verification processes and other checking 
systems for high-risk activities.

15.5

The team evaluates the verification processes and uses 
information to make improvements.

15.5.3

Mental Health Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The community based, self help directory (Helping Trees) is an excellent tool for communication 
and efficiency in helping patients seek holistic treatment to help them maintain their 
independence.  Surveyors recommend that it be spread out across the system for broader use to 
in patient mental health and addiction beds, as well as community based addiction services.

The Mindful Mango is an wonderful community initiative illustrating a collaborative approach with 
business plus it is a good place to eat.

The paradigm shift to hire a different skill mix of staff including a focus on health promotion, a 
psychologist, and a dedicated case manager, has allowed the team to increase capacity of group 
therapy sessions from three per month to more than 25 per month. It has also allowed for a shift 
from education to therapy. This fundamental shift has created an overall reduction in wait times 
in mental health services.

The CDHA's mental health (MH) independent supported housing Initiative is very impressive and 
represents a significant move forward in transitional housing. This is in response to the needs of 
the community.

A walk around the mental health areas indicated logistical challenges to appropriate care of MH 
clients, evidenced by close quarters, and busy client areas, with an outside area that requires 
staff to be in attendance for patient outings. The physical layout also presents challenges insofar 
as flexibility of the facility to appropriately address patients requiring the need of locked 
psychiatric intensive care units, thereby promoting the use of other work-arounds and possible 
impact on patient safety.

times are quite long.  There exists an inability to meet increasing levels of aggressiveness thus 
mental health stigma is reinforced.  Surveyors question if de-escalation training is adequate.

There were several examples of verification of communication and acceptance of responsibility 
not being supported by a manual system of documentation at transition points. Having electronic 
health record (EHR) capability to apply forced functions would mitigate risk in the institution.

Surveyor Comments
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sites.  Staff have called 911 and transported patients to the Dartmouth General ER and the wait 
times are quite long.  There exists an inability to meet increasing levels of aggressiveness thus 
mental health stigma is reinforced.  Surveyors question if de-escalation training is adequate.

There were several examples of verification of communication and acceptance of responsibility 
not being supported by a manual system of documentation at transition points. Having electronic 
health record (EHR) capability to apply forced functions would mitigate risk in the institution.

No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

No specific strengths or areas for improvement are identified.

Surveyor Comments

No Unmet Criteria for this Priority Process.

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.

Episode of Care

The team needs to focus on transfer of information at transition points.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team transfers information effectively among providers at 
transition points.

11.4

The team uses mechanisms for timely transfer of 
information at transition points (e.g. transfer forms, 
checklists) that result in proper information transfer.

11.4.1

There is documented evidence that timely transfer of 
information occurs.

11.4.3

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The team needs to focus on maintaining accurate an up-to-date records for clients and on sharing 
client information among service providers.

Surveyor Comments
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review.

Criteria Location Priority for
Action

The team maintains an accurate and up-to-date record for each 
client.

12.1

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

12.4

The team shares client information and coordinates its flow 
among service providers, other teams, and other organizations, 
as required.

12.5

Team members receive education and training on information 
systems and other technology.

13.2

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

The team needs to have a process for identifying and reducing risks to team members while 
delivering services.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team has a process for identifying and reducing risks to 
team members while delivering mental health services.

5.4

Rehabilitation Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The rehabilitation service recently launched a new structure which is population/program based. 
The change is intended to have a positive impact on empowerment, accountability and service 
delivery. The staff are currently adjusting to the change.

recognition that resource availability is not sufficient to meet client and community needs.

The rehabilitation assessor role is noteworthy and commendable in that referral response time is 
within 24 hours. Also, there are improved processes such as implementation of a standardized 
application form, efficient flow through during the admission process and improved 
communication with referral partners as a result of the change.  

Excellent coordination of care and partnerships enhance continuity of services.

There has been a recent change in leadership structure, model of care delivery as well as the 
introduction of several new initiatives. Change management support, monitoring and evaluation 
to ensure sustainability is recommended.

The same clinical leadership model implemented on other rehabilitation services is 
recommended. The MSK service does not have an interdisciplinary clinical lead.

Surveyor Comments
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awareness of the need to provide a greater level of service to clients after discharge and also 
recognition that resource availability is not sufficient to meet client and community needs.

The rehabilitation assessor role is noteworthy and commendable in that referral response time is 
within 24 hours. Also, there are improved processes such as implementation of a standardized 
application form, efficient flow through during the admission process and improved 
communication with referral partners as a result of the change.  

Excellent coordination of care and partnerships enhance continuity of services.

There has been a recent change in leadership structure, model of care delivery as well as the 
introduction of several new initiatives. Change management support, monitoring and evaluation 
to ensure sustainability is recommended.

The same clinical leadership model implemented on other rehabilitation services is 
recommended. The MSK service does not have an interdisciplinary clinical lead.

No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

The inter professional team is strong, dedicated and engaged in enhancing the quality of lives of 
the clients they serve. Staff are encouraged and supported to take part in improvement 
initiatives.

Performance reviews should be conducted regularly and consistently. This is important not only 
for performance feedback but is also a useful way for managers to be aware of and support 
employees' goals and objectives.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

4.8

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.

Episode of Care

There is evidence of a collaborative inter professional approach to assessment and care delivery. 

of the patients on this service are responsible for the self administration of medications, some of 
which they will be taking on a long term basis.

Ensure that there is active participation of clients in goal setting.

Surveyor Comments
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The self medication program is well understood and utilized in this service. Upon discharge, most 
of the patients on this service are responsible for the self administration of medications, some of 
which they will be taking on a long term basis.

Ensure that there is active participation of clients in goal setting.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

7.4

There is a demonstrated, formal process to reconcile 
client medications upon admission.

7.4.1

The team generates a Best Possible Medication History 
(BPMH) for the client upon admission.

7.4.2

Depending on the model, the prescriber uses the BPMH 
to create admission medication orders (proactive), OR, the 
team makes a timely comparison of the BPMH against the 
admission medication orders (retroactive).

7.4.3

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

7.4.4

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

7.4.5

Medication Reconciliation at Admission 7.5

The team follows Accreditation Canada’s protocols and 
definitions to collect and submit data on medication 
reconciliation at admission.

7.5.1

The team does not have any unaddressed priority for 
action flags based on their medication reconciliation at 
admission indicator results.

7.5.2

The team documents all incidents involving administering, using, 
storing, and disposing of medications, and uses this information 
to make improvements.

10.7
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The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.3

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.3.1

The process includes generating a comprehensive list of 
all medications the client has been taking prior to referral 
or transfer.

11.3.2

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.3.3

The process requires documentation that the two lists 
have been compared; differences have been identified, 
discussed, and resolved; and appropriate modifications to 
the new medications have been made.

11.3.4

The process makes it clear that medication reconciliation 
is a shared responsibility involving the client, nursing staff, 
medical staff and pharmacists, as appropriate.

11.3.5

The organization has a documented plan to implement 
throughout the organization, and before the next 
accreditation survey, a medication reconciliation process 
at referral and transfer.

11.3.6

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

There is excellent awareness of the importance of using data for education and improvement. 
Indicators are regularly collected and reviewed to identify successes and concerns about quality 
and efficiency of care, patient safety and utilization. The FIM-NRS is in place and is being used 
appropriately in decision making. Data quality checks are in place.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

A quality improvement program is in place. By way of thorough knowledge and sharing, staff are 
able to proactively adapt service to meet the needs of current and future clients.

Introduce regular safety briefings. Increase awareness and use of the reporting system for 
adverse events and near misses.

Surveyor Comments
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team implements and evaluates a falls prevention strategy 
to minimize the impact of client falls.

15.2

The team evaluates the falls prevention strategy on an 
ongoing basis to identify trends, causes, and degree of 
injury.

15.2.4

The team uses the evaluation information to make 
improvements to its falls prevention strategy.

15.2.5

Staff and service providers participate in regular safety briefings 
to share information about potential safety problems, reduce 
the risk of error, and improve the quality of service.

15.3

The team informs and educates its clients and families in writing 
and verbally about the client's and family’s role in promoting 
safety.

15.4

Clients indicate that they have received written and verbal 
communication about their role in promoting safety.

15.4.3

The team identifies, reports, records, and monitors in a timely 
way sentinel events, near misses, and adverse events.

15.6

Substance Abuse and Problem Gambling Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The program's clinical leader's management style of "walk around' information gathering has been 
a leading focal point of quality improvement and vision.

Team co-operation and collaboration are very evident and encouraged.

Co-ordination of services is based on the community needs and it was very evident and 
impressive, with a vision to maintain and expand.

Surveyor Comments

No Unmet Criteria for this Priority Process.

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency
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No specific strengths or areas for improvement are identified.

Surveyor Comments

No Unmet Criteria for this Priority Process.

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.

Episode of Care

The team needs to document all incidents involving administering, using, storing, and disposing 
of medications and needs to use this information to make improvements.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

10.5

The team documents all incidents involving administering, using, 
storing, and disposing of medications, and uses this information 
to make improvements.

10.7

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

The team needs to maintain an accurate and up-to-date record for each client and should 
identify its needs for new technology and information systems.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The team maintains an accurate and up-to-date record for each 
client.

12.1

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

13.1
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The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

No specific strengths or areas for improvement are identified.

Surveyor Comments

No Unmet Criteria for this Priority Process.

Telehealth Services

Providing leadership and overall goals and direction to the team of people providing services.  

Clinical Leadership

The telehealth services available at CDHA provide a valuable resource for staff and affiliated 
organizations in the province. The clinical expertise that is available could lead to the 
organization becoming a leading provider for the district as well as the province. However, the 
current structure provides limitations on the district's ability to fully implement this service.

The telehealth program in CDHA is delivered in conjunction with Nova Scotia Department of 
Health, which is responsible for health information technology services, and the department has 
purchased most of the equipment. However, some equipment has been purchased with funding 
from corporations or other entities such as Cancer Care Nova Scotia. The maintenance of 
equipment is the responsibility of the Department of Health. The budget for this program does 
not reside with CDHA. There is not a formal signed agreement between the Department and 
CDHA, or evidence of a strategic plan or vision for this service.
 
The lines of accountability are not clearly defined at the staff level. Planning to expand this 
service and implement programs in other areas is further compounded by the limitations placed 
on access to dedicated lines. Roles and responsibilities are not defined.

While CDHA staff are assigned to provide telehealth services, this is usually an add on to other 
duties and staff may lack the necessary skill sets.

The needs of the organization have been identified but there appears to be a resource issue. The 
Department of Health is responsible to respond to telehealth equipment problems; however, the 
CDHA does not receive any feedback.

There are no service agreements in place for maintenance. CDHA does not have a budget for 
upgrading or purchasing equipment. This responsibility rests with the Department of Health and 
all requests must go through that department.

The organization is encouraged to liaise with the Department of Health to define roles, 
responsibilities and lines of accountability for all aspects of the telehealth program. The 
telehealth program must be integrated with the strategic directions of the organization. The 
potential for integration with other organizations such as Dalhousie, IWK, and the Atlantic Region 
should be explored and clearly articulated within the strategic directions. The recently formed 
Academic Health Council could become the conduit for initial discussion.

As CDHA forms alliances with other services, it is strongly encouraged that a memorandum of 
understanding (MOU) be signed and communicated to all parties.

Surveyor Comments
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The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization has a comprehensive written agreement with 
each organization when two or more organizations are involved 
in delivering telehealth services.

1.3

The organization regularly reviews and revises position profiles 
to respond to ongoing changes in telehealth service delivery.

3.4

The organization ensures that all health professionals delivering 
telehealth services are aware of who is accountable for the 
service.

3.5

The organization monitors, documents, and communicates 
telehealth equipment problems and how they were resolved.

5.8

The organization establishes service level agreements with 
teleheatlh equipment vendors and telecommunication providers.

5.9

The organization’s leaders follow a plan for maintaining, 
upgrading, and replacing telehealth equipment.

5.14

Developing a highly competent interdisciplinary team with the knowledge, skills and abilities to 
develop, manage, and deliver effective and efficient programs, services, and care. 

Competency

The organization has written position profiles for the designated positions.

The organization is encouraged to develop a mechanism to ensure competency/credentialling for 
service providers.

Surveyor Comments

No Unmet Criteria for this Priority Process.

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.

Episode of Care

Some barriers which exist are outside the control of CDHA. For example, booking, access to lines 
and resources to trouble shoot are not always available. 

The lines of accountability and reporting structure have not been clearly defined. 

The partnership with Department of Health is not well understood and leads to confusion and 
frustration for staff. Encouragement is given to senior leadership of both organizations to develop 
a structure that clearly outlines roles, responsibilities and accountabilities for this service.

Surveyor Comments

Detailed Accreditation Results102



QMENTUM PROGRAM

The partnership with Department of Health is not well understood and leads to confusion and 
frustration for staff. Encouragement is given to senior leadership of both organizations to develop 
a structure that clearly outlines roles, responsibilities and accountabilities for this service.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

The organization defines and documents the reporting 
relationships in place to support the delivery of services using 
telehealth.

3.1

Information, research and evidence, data, and technologies that support and facilitate 
management and clinical decision-making.

Decision Support

Telehealth follows the same protocols for privacy and confidentiality that are applicable in other 
program areas.

Surveyor Comments

No Unmet Criteria for this Priority Process.

The identification and monitoring of process and outcome measures to evaluate and improve the 
quality of services to clients and the impact on client outcomes. 

Impact on Outcomes

Client satisfaction with the service is documented but this information does not translate into 
changes in service delivery.

Process and outcome measures have not been identified.

Surveyor Comments

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

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

13.1

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

13.3
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The team shares evaluation results with staff, clients, and 
families.

13.4

Delivery of safe surgical care to clients, from preparation and the actual procedure in the 
operating room, to the post-recovery area and discharge.

Surgical Procedures

The surgical care and operating room teams are dedicated teams with patient centred activities. 
There are several dedicated OR areas which facilitate comprehensive OR care.The individuals in 
those areas become very familiar with the scope of service delivery and the other personnel 
working in the. This concept enhances the sense of team and promotes a camaraderie that is 
difficult to develop in a multi service OR. Call back schedules and late rooms are easier to 
monitor in this mode.

There are flexible  day wait lists with additional cases being accommodated in a prioritized 
fashion. All team members seem to understand this concept and use it consistently. Both 
inpatients and outpatients,emergent and urgent, may be fitted into this mechanism. Pre-op 
blocks are done in the PACU prior to OR entry. This allows better use of time and improves 
efficiency in the OR.

There is good multidisciplinary communication. Regular rounds are held which deal with patient 
care, education, M & M and family education. There appears to be little difficulty in the lines of 
communication at all levels. There is truly a collaborative team approach with all caregivers.

Orientation for new staff and ongoing education is provided and pertinent. All recognize the need 
and appreciate the opportunities for CME and review of previous protocols.There are 
performance reviews done; however, there is no consistency. Completion rates are good at some 
sites and scanty in others.

All OR sites perform the time out and some have instituted the Surgical Checklist which will be 
adopted organization wide in the next few months.

The use of Horizon Surgical Manager allows for nurse input on a timely basis and the 
intra-operative record and the PACU record are computerized, and then printed for the inpatient 
chart where needed and stored electronically in the HPF.

More complete,detailed information should be filed, particularly for patients who will remain as 
inpatients for a period of time. The H & P's reviewed are well below the standards expected and 
would not  pass  the requirements for entrance to an OR area. Some information is available in 
the e-record but is not easily accessible. Also, pre-op notes and consultations should be available 
on the record and are somewhat sparse. The presently used H & P form is inadequately filled out 
and is more of a checklist. The pertinent points in the history section are "ticked" but the 
physical exam section is either empty or inaccurate. For example, a patient with an ASD followed 
by Cardiology with a consult note enclosed is described in the H & P as having NO heart 
problems, It is suggested that the referring physician be responsible to fill out an H & P as part of 
a pre-op package given to the patient.

needs to be reviewed with regard to process and follow up signage. It would appear that 
prescribed policies are not being followed. Some OR notes are being written prior to the 
completion of the procedure and may not be revised. There is still wide spread use of DO NOT 
USE  abbreviations on the physician order sheets. We suggest that a laminated copy of the DO 
NOT USE abbreviations be attached to the chart rack or preferably to the chart cover of every 
chart.

IT solutions need to be developed, funded and implemented to provide caregivers with a single 
reference for patient information. The present systems involve a selection of IT programs that do 
not appear to interface. These are mixed in with paper charts, varying forms and tools developed 
to improve efficiency in certain areas. There is no consistency with the record keeping through 
the organization.

Care pathways and clinical practice guidelines are available on line and have been 
developed/adapted locally. However, although  they are used, they are not always visible on the 
chart on all services where they exist.

Surveyor Comments
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Documentation other than the above could be improved. The use of telephone and verbal orders 
needs to be reviewed with regard to process and follow up signage. It would appear that 
prescribed policies are not being followed. Some OR notes are being written prior to the 
completion of the procedure and may not be revised. There is still wide spread use of DO NOT 
USE  abbreviations on the physician order sheets. We suggest that a laminated copy of the DO 
NOT USE abbreviations be attached to the chart rack or preferably to the chart cover of every 
chart.

IT solutions need to be developed, funded and implemented to provide caregivers with a single 
reference for patient information. The present systems involve a selection of IT programs that do 
not appear to interface. These are mixed in with paper charts, varying forms and tools developed 
to improve efficiency in certain areas. There is no consistency with the record keeping through 
the organization.

Care pathways and clinical practice guidelines are available on line and have been 
developed/adapted locally. However, although  they are used, they are not always visible on the 
chart on all services where they exist.

The table below indicates the specific criteria that require attention, based on the accreditation 
review.

Criteria Location Priority for
Action

Operating Rooms

The team validates the completeness of the client’s admission 
information, including the pre-operative assessment and any 
relevant diagnostic images.

4.1

Surgical Care Services

The team assesses the client’s physical and psychosocial health. 7.3

The team continues to monitor and provide bedside care to 
clients on a one-to-one basis as they recover from anaesthetic.

9.2

The team reconciles medications with the client at referral or 
transfer, and communicates information about the client’s 
medications to the next provider of service at referral or 
transfer to another setting, service, service provider, or level of 
care within or outside the organization.

11.4

There is a demonstrated, formal process to reconcile 
client medications at referral or transfer.

11.4.1

The process includes a timely comparison of the 
prior-to-referral or prior-to-transfer medication list with the 
list of new medications ordered at referral or transfer.

11.4.3
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106 Performance Measures (Instruments and Indicators): Instrument Results

Performance Measure Results

The following section provides an overview of the performance measures collected for the entire organization. 
These measures consist of both instrument and indicator results, which are valuable components of evaluation 
and quality improvement. 

The instruments are questionnaires completed by a representative sample of clients, staff, leadership and/or 
other key stakeholders that provide important insight into critical aspects of the organization’s services.  The 
following tables summarize the organization’s results and highlight each item that requires attention.  Results are 
presented in three main areas: governance functioning, patient safety culture and worklife.

Instrument Results
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Governance Functioning Tool
The Governance Functioning Tool is intended for members of the governing body to assess their own structures 
and processes and identify areas for improvement. The results reflect the perceptions and opinions of the 
governing body regarding the status of its internal structures and processes.

Summary of Results

Governance Structures and Processes % Agree % Neutral % Disagree

Organization Organization Organization

Priority
for Action

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

58 0 42

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

58 0 42

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

50 0 50

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

67 0 33

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

83 0 17

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

92 0 8

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

100 0 0

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

92 0 8

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

100 0 0

10 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. 

83 0 17

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

92 0 8



Accreditation Report

Performance Measures (Instruments and Indicators): Instrument Results108

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

92 0 8

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

100 0 0

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

83 0 17

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

100 0 0

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

83 0 17

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

75 0 25

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

83 0 17

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

100 0 0

20 Our ongoing education and professional development 
is encouraged. 

92 0 8

21 Working relationships among individual members and 
committees are positive. 

100 0 0

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

91 0 9

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

100 0 0

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

73 0 27

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

30 0 70

26 Contributions of individual members are reviewed 
regularly. 

36 0 64

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

83 0 17

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

45 0 55
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29 We regularly identify areas for improvement and 
engage in our own quality improvement activities. 

42 0 58

30 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. 

91 0 9

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

18 0 82

32 We have a process to elect or appoint our chair. 56 0 44

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

100 0 0
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Patient Safety Culture Survey
The patient safety culture survey results provide valuable insight into staff perceptions of patient safety, as well 
as an indication of areas of strength, areas of improvement, and a mechanism to monitor changes within the 
organization.

Number of survey respondents = 3290 respondents 

Summary of Results

A. Patient Safety: Activities to avoid, prevent, or 
correct adverse outcomes which may result from 
the delivery of health care 

% Disagree % Neutral % Agree

Organization Organization Organization

Priority
for Action

1 Patient safety decisions are made at the proper 
level by the most qualified people

11 17 71

2 Good communication flow exists up the chain of 
command regarding patient safety issues

18 19 63

3 Reporting a patient safety problem will result in 
negative repercussions for the person reporting it

78 14 8

4 Senior management has a clear picture of the risk 
associated with patient care

21 25 53

5 My unit takes the time to identify and assess risks to 
patients

8 13 78

6 My unit does a good job managing risks to ensure 
patient safety

6 13 81

7 Senior management provides a climate that 
promotes patient safety

13 23 64

8 Asking for help is a sign of incompetence 93 4 3

9 If I make a mistake that has significant 
consequences and nobody notices, I do not tell 
anyone about it 

94 3 2

10 I am sure that if I report an incident to our reporting 
system, it will not be used against me

17 22 61

11 I am less effective at work when I am fatigued 7 8 85

12 Senior management considers patient safety when 
program changes are discussed

12 32 56

13 Personal problems can adversely affect my 
performance

28 19 53

14 I will suffer negative consequences if I report a 
patient safety problem

84 11 4

111
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15 If I report a patient safety incident, I know that 
management will act on it

12 26 61

16 I am rewarded for taking quick action to identify a 
serious mistake

32 41 27

17 Loss of experienced personnel has negatively 
affected my ability to provide high quality patient 
care 

42 26 32

18 I have enough time to complete patient care tasks 
safely

19 21 60

19 I am not sure about the value of completing incident 
reports

61 19 21

20 In the last year, I have witnessed a co-worker do 
something that appeared to me to be unsafe for the 
patient in order to save time

61 14 24

21 I am provided with adequate resources (personnel, 
budget, and equipment) to provide safe patient care

31 24 46

22 I have made significant errors in my work that I 
attribute to my own fatigue

84 9 7

23 I believe that health care error constitutes a real 
and significant risk to the patients that we treat

12 15 73

24 I believe health care errors often go unreported 18 24 58

25 My organization effectively balances the need for 
patient safety and the need for productivity

18 31 51

26 I work in an environment where patient safety is a 
high priority

8 14 77

27 Staff are given feedback about changes put into 
place based on incident reports

34 29 37

28 Individuals involved in patient safety incidents have 
a quick and easy way to report what happened

24 23 53

29 My supervisor/manager says a good word when 
he/she sees a job done according to established 
patient safety procedures 

28 28 44

30 My supervisor/manager seriously considers staff 
suggestions for improving patient safety

14 23 63

31 Whenever pressure builds up, my 
supervisor/manager wants us to work faster, even if 
it means taking shortcuts

70 18 12

32 My supervisor/manager overlooks patient safety 
problems that happen over and over

75 16 9

112
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33 On this unit, when an incident occurs, we think 
about it carefully

8 20 72

34 On this unit, when people make mistakes, they ask 
others about how they could have prevented it

14 23 63

35 On this unit, after an incident has occurred, we 
think about how it came about and how to prevent 
the same mistake in the future

9 16 75

36 On this unit, when an incident occurs, we analyze it 
thoroughly

17 25 57

37 On this unit, it is difficult to discuss errors 63 21 15

38 On this unit, after an incident has occurred, we 
think long and hard about how to correct it

14 27 59

B. These questions are about your perceptions of 
overall patient safety

% Good/
Excellent

%
Acceptable

% Poor/
Failing

Organization Organization Organization

Priority
for Action

39 Please give your unit an overall grade on patient 
safety

65 29 5

40 Please give the organization an overall grade on 
patient safety

47 44 9

C. These questions are about what happens after a 
Major Event

% Disagree % Neutral % Agree

Organization Organization Organization

Priority
for Action

41 Individuals involved in major events contribute to 
the understanding and analysis of the event and the 
generation of possible solutions

9 27 64

42 A formal process for disclosure of major events to 
patients/families is followed and this process 
includes support mechanisms for patients, family, 
and care/service providers

12 40 48

43 Discussion around major events focuses mainly on 
system-related issues, rather than focusing on the 
individual(s) most responsible for the event

15 36 49

44 The patient and family are invited to be directly 
involved in the entire process of understanding: 
what happened following a major event and 
generating solutions for reducing re-occurrence of 
similar events

20 44 37

113
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45 Things that are learned from major events are 
communicated to staff on our unit using more than 
one method (e.g. communication book, in-services, 
unit rounds, emails) and / or at several times so all 
staff hear about it 

17 23 60

46 Changes are made to reduce re-occurrence of major 
events

7 23 69

114
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Worklife Pulse
The concept of ‘quality of worklife’ is central to Accreditation Canada’s accreditation program. The Pulse Survey 
enables health service organizations to monitor key worklife areas. The survey takes the ‘pulse’ of quality of 
worklife, providing a quick and high level snapshot of key work environment factors, individual outcomes, and 
organizational outcomes. Organizations can then use the findings to identify strengths and gaps in their work 
environments, 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.

Number of survey respondents = 4913 respondents 

Summary of Results

How would you rate your work environment % Disagree % Neutral % Agree

Organization Organization Organization

Priority
for Action

1 I am satisfied with communications in this 
organization.

28 21 51

2 I am satisfied with communications in my work area. 26 15 59

3 I am satisfied with my supervisor. 14 16 69

4 I am satisfied with the amount of control I have over 
my job activities.

18 15 67

5 I am clear about what is expected of me to do my 
job.

8 10 82

6 I am satisfied with my involvement in decision 
making processes in this organization.

29 26 45

7 I have enough time to do my job adequately. 28 17 54

8 I feel that I can trust this organization. 22 30 48

9 This organization supports my learning and 
development.

19 23 58

10 My work environment is safe. 12 16 72

11 My job allows me to balance my work and 
family/personal life.

16 16 68
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Individual Outcomes % Not
Stressful

% A bit
Stressful

% Quite or
Extremely
Stressful

Organization Organization Organization

Priority
for Action

12 In the past 12 months, would you say that most days 
at work were…

22 49 30

% Very
Good/

Excellent

% Good % Fair/ Poor

Organization Organization Organization

Priority
for Action

13 In general, would you say your health is… 61 33 7

14 In general, would you say your mental health is… 62 30 8

15 In general, would you say your physical health is… 56 34 10

% Very
Satisfied

% Somewhat
Satisfied

% Not
Satisfied

Organization Organization Organization

Priority
for Action

16 How satisfied are you with your job? 88 10 2

% < 10 % 10 - 15 % > 15

Organization Organization Organization

Priority
for Action

17 In the past 12 months, how many days were you 
away from work because of your own illness or 
injury? (counting each full or partial day as 1 day)

85 8 7

18 During the past 12 months, how many days did you 
work despite an illness or injury because you felt 
you had to (counting each full or partial day as 1 
day)? 

87 8 5

% Never/
Rarely

%
Sometimes

% Often/
Always

Organization Organization Organization

Priority
for Action

19 How often do you feel you can do your best quality 
work in your job?

3 21 76
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% Disagree % Neutral % Agree

Organization Organization Organization

Priority
for Action

20 Overall, I am satisfied with this organization. 17 25 58

21 Working conditions in my area contribute to patient 
safety.

10 24 66
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Indicators collect data related to important aspects of patient safety and quality care. The tables in this section 
show the indicator data that has been submitted by the organization.

Indicator Results

Medication Reconciliation at Admission

Transition points in the care continuum are particularly prone to risk, and the communication of medication 
information has been identified as a priority area for improving the safety of healthcare service delivery. This 
performance measure will provide a practical guide for organizations as medication reconciliation is conducted 
more widely throughout the organization. 

Team Name
(standard section)

Medication Reconciliation at Admission

Dates
(dd/mm/yyyy)

LocationFlag % Formal medication
reconciliation at

admission

2701/04/2010
30/06/2010

Burns/Plastics (Surgical 
Care Services)

Burns and Plastics all 
sites

RED

3201/07/2010
30/09/2010

Burns/Plastics (Surgical 
Care Services)

Burns and Plastics all 
sites

RED

5901/04/2010
30/06/2010

Critical Care (Critical 
Care Services)

Critical Care DGHRED

8.601/07/2010
30/09/2010

Critical Care (Critical 
Care Services)

Critical Care DGHRED

4701/04/2010
30/06/2010

General Surgery (Surgical 
Care Services)

General Surgey All SItesRED

3501/07/2010
30/09/2010

General Surgery (Surgical 
Care Services)

General Surgey All SItesRED

5201/04/2010
30/06/2010

Geriatric Medicine 
(Medicine Services)

Geriatric Medicine All 
Sites

RED

6401/07/2010
30/09/2010

Geriatric Medicine 
(Medicine Services)

Geriatric Medicine All 
Sites

RED

4401/04/2010
30/06/2010

Heart Health Services 
(Medicine Services)

Heart Health All SitesRED

2601/07/2010
30/09/2010

Heart Health Services 
(Medicine Services)

Heart Health All SitesRED

8001/04/2010
30/06/2010

Multi Organ Transplant 
(Surgical Care Services)

MOTP All SitesYELLOW
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Team Name
(standard section)

Medication Reconciliation at Admission

Dates
(dd/mm/yyyy)

LocationFlag % Formal medication
reconciliation at

admission

6701/07/2010
30/09/2010

Multi Organ Transplant 
(Surgical Care Services)

MOTP All SitesRED

7101/01/2010
31/03/2010

Nephrology (Medicine 
Services)

Nephrology All SItesRED

6301/07/2010
30/09/2010

Nephrology (Medicine 
Services)

Nephrology All SItesRED

7401/04/2010
30/06/2010

Neurology (Medicine 
Services)

Neurology All SitesRED

3301/07/2010
30/09/2010

Neurology (Medicine 
Services)

Neurology All SitesRED

3301/04/2010
30/06/2010

Neurosurgery (Surgical 
Care Services)

Neurosurgery All SitesRED

1701/07/2010
30/09/2010

Neurosurgery (Surgical 
Care Services)

Neurosurgery All SitesRED

3501/04/2010
30/06/2010

Orthopedics (Surgical 
Care Services)

Orthopaedics HIRED

2701/07/2010
30/09/2010

Orthopedics (Surgical 
Care Services)

Orthopaedics HIRED

2901/04/2010
30/06/2010

Critical Care (Critical 
Care Services)

QEII Health Sciences 
Centre HI Site

RED

5.401/07/2010
30/09/2010

Critical Care (Critical 
Care Services)

QEII Health Sciences 
Centre HI Site

RED

7301/04/2010
30/06/2010

General Medicine 
(Medicine Services)

QEII Health Sciences 
Centre HI Site

RED

5701/07/2010
30/09/2010

General Medicine 
(Medicine Services)

QEII Health Sciences 
Centre HI Site

RED

5201/04/2010
30/06/2010

Cancer Care (Cancer Care 
and Oncology Services)

QEII Health Sciences 
Centre VG site

RED

2701/07/2010
30/09/2010

Cancer Care (Cancer Care 
and Oncology Services)

QEII Health Sciences 
Centre VG site

RED



QMENTUM PROGRAM

Performance Measures (Instruments and Indicators): Indicator Results 119

Team Name
(standard section)

Medication Reconciliation at Admission

Dates
(dd/mm/yyyy)

LocationFlag % Formal medication
reconciliation at

admission

3001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

RED

4101/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

RED

2901/04/2010
30/06/2010

Urology Surgery (Surgical 
Care Services)

Urology All SitesRED

3601/07/2010
30/09/2010

Urology Surgery (Surgical 
Care Services)

Urology All SitesRED

Threshold for Flags
RED: <   75/100
YELLOW: >= 75/100 AND < 90/100
GREEN: >= 90/100
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Surgical Site Infection

Post-surgical infection rate is a key outcome measure that reflects process interventions.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Cardiac Surgery

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

3.601/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

3.501/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

3.201/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Colorectal Surgery

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

3.501/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

4.401/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

301/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Hysterectomy

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

2.801/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

001/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

001/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Total Joint Arthroplasty

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

0.601/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

0.2401/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

0.2601/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Craniotomy

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

2.401/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

1.601/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

0.9301/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - CSF Shunts

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

2001/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

001/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

1001/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Surgical Site Infection: Post-Surgical Infection - Spinal Surgery

Dates
(dd/mm/yyyy)

LocationFlag % post-surgical
infections

2.401/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

1.601/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

0.9301/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites
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Health Care Associated Infection Rates

Health care associated C. difficile and MRSA infections represent a significant risk to the individuals receiving 
care and are a substantial resource burden to organizations and the health care system. Measuring infection 
control performance measures has the additional benefit of informing and shaping the staff's view of safety. 
Evidence suggests that as staff become more aware of infection control rates and the evidence related to 
infection control there is a change in behaviour to reduce the perceived risk.

Team Name
(standard section)

Health Care-Associated MRSA & C. difficile - C. difficile

Dates
(dd/mm/yyyy)

LocationFlag # cases of infection /
10,000 patient days

2.701/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN

301/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN

2.401/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN

Threshold for Flags
RED: >   80/10,000
YELLOW: <= 80/10,000 AND > 60/10,000
GREEN: <= 60/10,000 

Team Name
(standard section)

Health Care-Associated MRSA & C. difficile - MRSA

Dates
(dd/mm/yyyy)

LocationFlag # cases of infection +
colonization / 10,000

patient days

6.801/01/2010
31/03/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN

6.201/04/2010
30/06/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN

4.701/07/2010
30/09/2010

Infection Control 
(Infection Prevention and 
Control)

Infection Prevention and 
Control  All Sites

GREEN
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Threshold for Flags
RED: >   80/10,000
YELLOW: <= 80/10,000 AND > 60/10,000
GREEN: <= 60/10,000 
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Hospice, Palliative, and End-of-Life Services: Continuity of Care

This indicator will increase awareness in terms of the importance of having common tools across the organization 
to facilitate the continuity of care, and eliminate unnecessary duplication of services for hospice palliative clients 
and their families.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Continuity of Care: Pain Assessment Tool

Dates
(dd/mm/yyyy)

LocationFlag % clients where a
common pain

assessment tool was
used

001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

001/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Continuity of Care: Collaborative Care Plan

Dates
(dd/mm/yyyy)

LocationFlag % clients where a
collaborative care

plan is documented

5001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

4401/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site
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Hospice, Palliative, and End-of-Life Services: Availability of Services

Availability of Hospice Palliative Service indicator measures the availability of hospice palliative care services by 
hospice palliative care staff members, consultants and volunteers to all potential and current clients and 
families, as well as referring organizations.

This indicator will assist programs in the availability and responsiveness of their hospice palliative care services to 
current and potential clients.  It will be used to assess responsiveness to clients, and to ensure 24/7 access to 
services.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Availability of Services: Immediate Access by Staff (In-person) - Acute Care

Dates
(dd/mm/yyyy)

LocationFlag % coverage of
hospice palliative
care team services

with 24/7 immediate
access

10001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

10001/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Availability of Services: Immediate Access by Staff (By telephone) - Acute Care

Dates
(dd/mm/yyyy)

LocationFlag % coverage of
hospice palliative
care team services

with 24/7 immediate
access

10001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site
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The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Availability of Services: Immediate Access by Care Consultants (In-person) - Acute Care

Dates
(dd/mm/yyyy)

LocationFlag % coverage of
hospice palliative
care team services

with 24/7 immediate
access

10001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

10001/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Availability of Services: Immediate Access by Care Consultants (By telephone) - Acute Care

Dates
(dd/mm/yyyy)

LocationFlag % coverage of
hospice palliative
care team services

with 24/7 immediate
access

10001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

10001/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site
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Hospice, Palliative, and End-of-Life Services: Management of Pain

Degree and management of pain and symptom distress informs the organization about their clients’ physical and 
psychological symptoms, and the adequacy and speed of symptom control.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Management of Pain: ESAS on Admission

Dates
(dd/mm/yyyy)

LocationFlag % clients where ESAS
is done on admission

2301/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

001/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Management of Pain: Pain Burden on Admission

Dates
(dd/mm/yyyy)

LocationFlag Average pain burden
on admission

30001/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site
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Hospice, Palliative, and End-of-Life Services: Documentation of Client and Family Service Goals

Documentation of Client and Family Service Goals informs the organization about how close they are to ensuring 
that all clients and families are being given the opportunity to express their care goals and choices. This indicator 
will increase the focus on engaging in this dialogue with clients and families.

The thresholds for this performance indicator are currently in development. Performance ratings will be provided 
when the thresholds are finalized.

Team Name
(standard section)

Documentation of Client and Family Service Goals

Dates
(dd/mm/yyyy)

LocationFlag % client files where
client and family

goals are documented

8801/04/2010
30/06/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site

9701/07/2010
30/09/2010

Palliative Care (Hospice, 
Palliative, and End-of-Life 
Services)

QEII Health Sciences 
Centre VG site
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Next Steps

Congratulations! You have just completed your Qmentum on-site survey visit.  Please note the following check list 
items that you need to attend to in the coming days and months. 

We ask that you review this report within the next five days for errors in titles of names of services. This will 
help ensure the report and our records are accurate.  Once you have reviewed, please send your requested 
changes to your Accreditation Specialist.

In 10 business days, a letter outlining your accreditation decision and requirements will be e-mailed to your 
Chief Executive Officer.  If revisions to the report were required, a copy of a revised report will be sent 
along with that letter.

You are required to submit your quarterly reports on indicators on May 31st, every year.  If you have any 
questions regarding this submission, please contact your Accreditation Specialist.
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Appendix A – Accreditation Decision Guidelines

Quality improvement continues to be a key principle of Accreditation Canada’s Qmentum program.
Accreditation Canada’s standards assess the quality of services provided by an organization and are
constructed around eight dimensions of quality:

1.    Population focus
2.    Accessibility
3.    Safety
4.    Worklife
5.    Client-centred services
6.    Continuity of services
7.    Effectiveness
8.    Efficiency

Each standard criterion is related to a quality dimension. Organizations participating in Accreditation
Canada’s Qmentum program are eligible for the recognition awards: Accreditation; Accreditation with
Condition (Report and/or Focused Visit) and Non-accreditation.

Under the Qmentum accreditation program, Accreditation Canada High Priority Criteria and Required
Organization Practices (ROPs) are the two main factors that are considered in determining the appropriate
recognition award.

Accreditation Canada High Priority Criteria

Accreditation Canada identifies high priority criteria by their alignment with several key areas:

•    Quality Improvement
•    Safety
•    Risk
•    Ethics

Required Organization Practices (ROPs)

A Required Organizational Practice is defined as an essential practice that organizations must have in
place to enhance patient/client safety and minimize risk. It is a specific requirement for healthcare
organizations in the accreditation program.

Based on the above, the three accreditation decisions for 2010 Qmentum surveys are:
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Option 1: Accreditation
An organization is eligible for full accreditation (with a resurvey in three years) if all of the
following criteria are met:

(a) 90% or more of high priority criteria met per standard section, AND
(b) Compliance with all of the Required Organizational Practices, AND
(c) Compliance with collection of all the performance measures,

If the organization is a CSSS, participating in the Joint Program with Conseil québecois d’agrément
(CQA) and Accreditation Canada, the following additional criteria are required, which are specific
CQA indicators relating to customer service and worklife:

(d) Compliance with ≥66.6% of Client Satisfaction Indicators AND
(e) Compliance with ≥66.6% of Employees Mobilization Indicators

Option 2: Accreditation with Condition: Report and/or Focused Visit
An organization will receive Accreditation with Condition: Report and/or Focused Visit if any of
following criteria is met:

(a) More than 10% and less than 30% of high priority criteria unmet in any standard section,
OR
(b) Non-compliance with any one of the Required Organizational Practices
OR
(c) Non-compliance with the collection of any one of the performance measures

If the organization is a CSSS, participating in the Joint Program with CQA and Accreditation Canada,
the following addition criteria apply:

(d) Compliance with less than 66.6% of Client Satisfaction Indicators, 
OR
(e) Compliance with less than 66.6% of Employees Mobilization Indicators

The condition, i.e. submission of a report or focused visit; and timeframe, i.e. 6 months or 12 months; is
based upon the nature of the recommendations. If the organization is a CSSS, and their compliance with
the Client Satisfaction Indicators OR Employees Mobilization Indicators is less than 66.6%, they must
conduct the survey(s) again within 18 months following the onsite visit as a condition of accreditation.

Organizations are required to submit follow-up reports as a condition of maintaining accreditation status.
If a satisfactory report is not submitted within the required timeline, Accreditation Canada may grant a
one-time extension of 6 months, based on surveyor input, proof of progress, and a plan to meet the
conditions. Failure to comply with these requirements within the maximum allotted time extension will
result in removal of accreditation status, at the discretion of Accreditation Canada.

For organizations that fail to complete a satisfactory focused visit within the required timeline,
Accreditation Canada may grant a one-time extension of 6 months, based on surveyor input, proof of
progress and a plan to meet the conditions. Failure to comply with these requirements within the
maximum allotted time extension will result in removal of accreditation status, at the discretion of
Accreditation Canada.
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Option 3: Non-accreditation
An organization will NOT be accredited if the following conditions exist:

(a) One or more ROPs not in place
AND
(b) 30% or more high priority criteria unmet in one or more standards sections
AND
(c) 20% or more criteria unmet overall for all standards applied to the organization

Should an organization wish to have their non-accreditation status reviewed within 6 months post survey,
they are required to complete a focused visit within 5 months. Organizations that fail to complete a
satisfactory focused visit within the required timeframe will maintain a non-accreditation status.

If the organization is a CSSS, and their compliance with the Client Satisfaction Indicators OR Employees
Mobilization Indicators is less than 66.6%, they must conduct the survey(s) again within 18 months
following the onsite visit as a condition of accreditation.




