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Confidentiality

This report is confidential and is provided by Accreditation Canada to the organization only. Accreditation Canada 
does not release the report to any other parties. 

In the interests of transparency and accountability, Accreditation Canada encourages the organization to 
disseminate its Accreditation Report to staff, board members, clients, the community, and other stakeholders. 

About the Accreditation Report

Winnipeg Regional Health Authority (referred to in this report as “the organization”) is participating in 
Accreditation Canada’s Qmentum accreditation program. As part of this ongoing process of quality improvement, 
an on-site survey was conducted in November 2011. Information from the on-site survey as well as other data 
obtained from the organization were used to produce this Accreditation Report. 

Accreditation results are based on information provided by the organization. Accreditation Canada relies on the 
accuracy of this information to plan and conduct the on-site survey and produce the Accreditation Report. 

Any alteration of this Accreditation Report compromises the integrity of the accreditation process and is strictly 
prohibited.
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© Accreditation Canada, 2011

Accreditation Canada is a not-for-profit, independent organization that provides health services organizations 
with a rigorous and comprehensive accreditation process. We foster ongoing quality improvement based on 
evidence-based standards and external peer review. Accredited by the International Society for Quality in Health 
Care, Accreditation Canada has helped organizations strive for excellence for more than 50 years.



A Message from Accreditation Canada’s President and CEO

On behalf of Accreditation Canada’s Board and staff, I extend my sincerest congratulations to your board, your 
leadership team, and everyone at Winnipeg Regional Health Authority on your participation in the Qmentum 
accreditation program. Qmentum is designed to integrate with your quality improvement program. By using it to 
support and enable your quality improvement activities, its full value is realized. 

This Accreditation Report includes your accreditation decision, the final results from your recent on-site survey, 
and instrument data that your organization has submitted. Please use the information in this report and in your 
online Quality Performance Roadmap to guide your quality improvement activities. 

Your Accreditation Specialist is available if you have questions or need guidance. 

Thank you for your leadership and for demonstrating your ongoing commitment to quality by integrating 
accreditation into your improvement program. We welcome your feedback about how we can continue to 
strengthen the program to ensure it remains relevant to you and your services. 

We look forward to our continued partnership. 

Sincerely,

Wendy Nicklin
President and Chief Executive Officer
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Accreditation Canada is an independent, not-for-profit organization that sets standards for quality and safety in 
health care and accredits health organizations in Canada and around the world. Organizations that are accredited 
by Accreditation Canada undergo a rigorous evaluation process. Following a comprehensive self-assessment, 
trained surveyors from accredited health organizations conduct an on-site survey to evaluate the organization’s 
performance against Accreditation Canada’s standards of excellence. 

Winnipeg Regional Health Authority (referred to in this report as “the organization”) is participating in 
Accreditation Canada’s Qmentum accreditation program. This Accreditation Report shows the results to date and 
is provided to guide the organization as it continues to incorporate the principles of accreditation and quality 
improvement into its programs, policies, and practices. 

Winnipeg Regional Health Authority is commended on its commitment to using accreditation to improve the 
quality and safety of the services it offers to its clients and its community.

1.1  Accreditation Decision

Winnipeg Regional Health Authority has earned the following accreditation decision.

ACCREDITATION DECISION

Accreditation with Condition (Report)

QMENTUM PROGRAM
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1.2  About the On-site Survey

•  On-site survey dates: November 13, 2011 to November 18, 2011

This on-site survey is part of a series of sequential surveys for this organization. Collectively, these are used to 
assess the full scope of the organization's services and program. 

•  Locations

The following locations were assessed during the on-site survey. All sites and services offered by the 
organization are deemed accredited.

1 490 Hargrave

2 640 Main Street

3 Aboriginal Health Program

4 Concordia Hospital

5 Deer Lodge Centre

6 Golden Door Geriatric Centre

7 Grace Hospital

8 Health Action Centre

9 Health Sciences Centre

10 Middlechurch Home of Winnipeg

11 Misericordia Health Centre

12 Pan Am Clinic

13 Riverview Health Centre

14 Seven Oaks General Hospital

15 St. Boniface General Hospital

16 Victoria General Hospital

17 WRHA Corporate Office - 650 Main St.

•  Standards

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

System-Wide Standards

Sustainable Governance1

Effective Organization2

Population-specific Standards

Populations with Chronic Conditions3

Service Excellence Standards

Managing Medications4

Executive Summary 2Accreditation Report



QMENTUM PROGRAM

Executive SummarySection 1

Cancer Care and Oncology Services5

Operating Rooms6

Reprocessing and Sterilization of Reusable Medical Devices7

Surgical Care Services8

Critical Care9

Infection Prevention and Control10

Ambulatory Care Services11

Hospice, Palliative, and End-of-Life Services12

Medicine Services13

Emergency Department14

•  Performance Measures

The organization submitted data related to the following performance measures.

Instruments

Governance Functioning Tool1

Patient Safety Culture Tool2

Worklife Pulse Tool3

Executive Summary 3Accreditation Report
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1.3  Overview by Quality Dimensions

Accreditation Canada defines quality in health care using eight dimensions that represent key service elements. 

Each criterion in the standards is associated with a quality dimension. This table lists the quality dimensions and 
shows how many of the criteria related to each dimension were rated as met, unmet, or not applicable during the 
on-site survey. 

Quality Dimension Met Unmet N/A Total

Population Focus (Working with communities to 
anticipate and meet needs) 70 4 0 74

Accessibility (Providing timely and equitable 
services) 85 5 1 91

Safety (Keeping people safe)
362 36 14 412

Worklife (Supporting wellness in the work 
environment) 114 6 0 120

Client-centred Services (Putting clients and 
families first) 152 3 2 157

Continuity of Services (Experiencing coordinated 
and seamless services) 47 0 0 47

Effectiveness (Doing the right thing to achieve the 
best possible results) 504 51 5 560

Efficiency (Making the best use of resources)
50 5 0 55

Total 1384 110 22 1516

Executive Summary 4Accreditation Report
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1.4  Overview by Standards Sets 

Qmentum standards of excellence identify policies and practices that contribute to high quality, safe, and 
effectively managed care. Each standard has associated criteria that contribute to achieving the standard as a 
whole.

System-wide standards address quality and safety at the organizational level in areas such as governance and 
leadership, while population-specific and service excellence standards address specific populations, sectors, and 
services. The sets of standards used to assess an organization’s programs are based on the type of services it 
provides.

This table shows the standards sets used to evaluate the organization’s programs and services, and the number 
and percentage of criteria that were rated met, unmet, or not applicable during the on-site survey. 

Standards Set
Met Unmet N/A

High Priority Criteria

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

System-Wide Standards

Sustainable 
Governance

23(100%) 0(0%) 0 68(100%) 0(0%) 0 91(100%) 0(0%) 0

Effective 
Organization

53(95%) 3(5%) 1 42(86%) 7(14%) 0 95(90%) 10(10%) 1

Population-specific Standards

Populations with 
Chronic 
Conditions

4(100%) 0(0%) 0 34(97%) 1(3%) 0 38(97%) 1(3%) 0

Service Excellence Standards

Infection 
Prevention and 
Control

47(82%) 10(18%) 0 36(82%) 8(18%) 2 83(82%) 18(18%) 2

Ambulatory Care 
Services

41(100%) 0(0%) 4 73(99%) 1(1%) 2 114(99%) 1(1%) 6

Cancer Care and 
Oncology Services

34(92%) 3(8%) 0 64(86%) 10(14%) 1 98(88%) 13(12%) 1

Critical Care 34(92%) 3(8%) 0 83(89%) 10(11%) 1 117(90%) 13(10%) 1
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Standards Set
Met Unmet N/A

High Priority Criteria

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Service Excellence Standards

Emergency 
Department

32(91%) 3(9%) 0 80(94%) 5(6%) 1 112(93%) 8(7%) 1

Hospice, 
Palliative, and 
End-of-Life 
Services

33(92%) 3(8%) 0 101(96%) 4(4%) 6 134(95%) 7(5%) 6

Managing 
Medications

78(95%) 4(5%) 1 47(90%) 5(10%) 0 125(93%) 9(7%) 1

Medicine Services 34(97%) 1(3%) 0 65(96%) 3(4%) 2 99(96%) 4(4%) 2

Operating Rooms 66(92%) 6(8%) 0 24(80%) 6(20%) 0 90(88%) 12(12%) 0

Reprocessing and 
Sterilization of 
Reusable Medical 
Devices

37(93%) 3(8%) 0 54(92%) 5(8%) 0 91(92%) 8(8%) 0

Surgical Care 
Services

35(92%) 3(8%) 0 62(95%) 3(5%) 1 97(94%) 6(6%) 1

551(93%) 42(7%) 6 833(92%) 68(8%) 16 1384(93%) 110(7%) 22Total
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1.5  Overview by Required Organizational Practices

In Qmentum, a Required Organizational Practice (ROP) is defined as an essential practice that an organization 
must have in place to enhance client safety and minimize risk. Each ROP has associated tests for compliance, and 
all of the tests for compliance must be met for the ROP as a whole to be rated as met.

This table shows how the applicable ROPs were rated during the on-site survey.

Required Organizational Practice Rating

Patient Safety Goal Area: Safety Culture

Adverse Events Disclosure Met

Adverse Events Reporting Met

Client Safety As A Strategic Priority Met

Client Safety Quarterly Reports Met

Client Safety Related Prospective Analysis Met

Patient Safety Goal Area: Communication

Client And Family Role In Safety Unmet

Dangerous Abbreviations Unmet

Information Transfer Met

Medication Reconciliation As An Organizational Priority Met

Medication Reconciliation At Admission Unmet

Medication Reconciliation at Transfer or Discharge Unmet

Surgical Checklist Unmet

Two Client Identifiers Met

Verification Processes For High-Risk Activities Met

Executive Summary 7Accreditation Report
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Required Organizational Practice Rating

Patient Safety Goal Area: Medication Use

Concentrated Electrolytes Met

Heparin Safety Met

Infusion Pumps Training Unmet

Medication Concentrations Met

Narcotics Safety Met

Patient Safety Goal Area: Worklife/Workforce

Client Safety Plan Met

Client Safety: Education And Training Met

Client Safety: Roles And Responsibilities Met

Preventive Maintenance Program Unmet

Workplace Violence Prevention Met

Patient Safety Goal Area: Infection Control

Hand Hygiene Audit Unmet

Hand Hygiene Education And Training Unmet

Infection Control Guidelines Met

Infection Rates Unmet

Influenza Vaccine Met

Sterilization Processes Met

Patient Safety Goal Area: Falls Prevention

Falls Prevention Strategy Unmet

Patient Safety Goal Area: Risk Assessment

Venous Thromboembolism Prophylaxis Unmet
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During the on-site survey, the surveyor team made the following observations about the organization’s 
overall strengths, opportunities for improvement, and challenges.

1.6  Summary of Surveyor Team Observations

The governing body of the Winnipeg Regional Health Authority (WRHA) has overall responsibility for strategic 
planning as well as financial planning and reporting for the region. Board members are appointed by the ministry 
for a term of three years with an option for a second three-year term. A portion of the board members are 
nominated from the non-devolved community hospitals and others are appointed by the ministry somewhat 
related to a specific skill set identified by the organization. 

Other than identifying the required skills to support board activity, the ministry has final say in selection of 
board members. This can create challenges if trustees do not have the required skill set to support the range of 
governance activities required to effectively govern this large complex organization. The skills-based approach 
to board selection is supported by the Accreditation Canada standards, which are evidence-based and should be 
considered for future appointments.

When new trustees are appointed there is a comprehensive orientation to the roles and responsibilities of the 
position and ongoing education is also available. The board has an annual retreat to review strategic directions 
and priorities.

The organization values the role of and input from community partners as they determine their priorities. 

The organization has a close relationship with a number of educational institutions to support the research 
agenda and recruitment and retention strategies for healthcare professionals. They have agreements with these 
organizations to provide clinical opportunities for students in a variety of disciplines. The close relationship with 
the University of Manitoba is very beneficial to the research and evaluation program as it provides ethical review 
and approval for research proposals brought to the organization. 

This organization conducts regular community needs assessments and has a fairly clear understanding of the 
needs of the clients it serves. Many of the clients accessing services within this region are aboriginal and an 
outstanding Aboriginal Health Program has been developed to help serve this patient population. Through an 
extensive consultation process and partnership building the key areas have been identified to best meet the 
needs of these clients. The service priorities include interpretation, counselling, advocacy, discharge planning 
and promoting cultural proficiency among all staff. They work closely with the human resource services on 
aboriginal workforce development.  They link closely with many community agencies to better meet the needs 
of the aboriginal patients during hospitalization and following discharge. They are very respectful and supportive 
of traditional customs and beliefs in meeting the needs of the clients they serve. 

The organization has a somewhat unique senior leadership structure as there are a number of non-devolved 
community hospitals and faith-based organization, some of which have retained their administrative structure 
and board. These site leaders are part of the senior team and have responsibility to their individual sites while 
aligning with the regional mission, vision and strategic priorities. The senior team is a large team that clearly 
benefits from strong leadership and a committed board. They are evolving as they move to a regional planning 
and budgeting process which is reviewed as issues arise. There is a high level of physician leadership in the 
region with a collaborative leadership model at the program level. This has resulted in a high level of physician 
engagement. 

at the local site level which gives rise to a wide variation in how services are provided and staff are managed. 
Efforts have been made to standardize some policies and procedures but their uptake at the local level is 
variable and inconsistent. There are pockets of excellence in many human resource and quality processes and 
the broader organization is strongly encouraged to adopt a best practice approach to services across the region. 

There is strong identification with the local facility which is a strength in developing a local culture and staff 
engagement and promote the centers of excellence philosophy. But this creates challenges in implementing 
regional standards of practice, regional standardized processes and integrated planning and service delivery and 
establishing a true regional identity. 

Generally speaking clients were very satisfied with the care they received.  The region regularly measures client 
satisfaction but makes limited use of this information to highlight successes and drive improvement.

This region has a high level of ability to engage community partners in capital support.
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 For several corporate services such as administration, human resources and finance, a parallel structure exists 
at the local site level which gives rise to a wide variation in how services are provided and staff are managed. 
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variable and inconsistent. There are pockets of excellence in many human resource and quality processes and 
the broader organization is strongly encouraged to adopt a best practice approach to services across the region. 

There is strong identification with the local facility which is a strength in developing a local culture and staff 
engagement and promote the centers of excellence philosophy. But this creates challenges in implementing 
regional standards of practice, regional standardized processes and integrated planning and service delivery and 
establishing a true regional identity. 

Generally speaking clients were very satisfied with the care they received.  The region regularly measures client 
satisfaction but makes limited use of this information to highlight successes and drive improvement.

This region has a high level of ability to engage community partners in capital support.
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This section gives more information about unmet ROPs. It shows the patient safety goal area into which the ROP 
falls, the requirements of the ROP, and the set of standards where it can be found.

The patient safety goal areas are safety culture, communication, medication use, worklife/workforce, infection 
control, and risk assessment.

Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Communication

·  Critical Care 16.3Client And Family Role In Safety
The team informs and educates clients and families in 
writing and verbally about the client and family's role in 
promoting safety.

·  Critical Care 7.6Medication Reconciliation At Admission
The team reconciles the client's medications upon 
admission to the organization, with the involvement of the 
client, family or caregiver.

·  Surgical Care Services 11.4
·  Emergency Department 11.5
·  Hospice, Palliative, and End-of-Life 
Services 12.2
·  Critical Care 12.5

Medication Reconciliation at Transfer or Discharge
The team reconciles the client's medications with the 
involvement of the client, family or caregiver at transition 
points where medication orders are changed or rewritten 
(i.e. internal transfer, and/or discharge).

·  Managing Medications 10.2Dangerous Abbreviations
The organization has identified and implemented a list of 
abbreviations, symbols, and dose designations that are not 
to be used in the organization.

·  Operating Rooms 6.8Surgical Checklist
The team uses a safe surgery checklist to confirm safety 
steps are completed for a surgical procedure.

Patient Safety Goal Area: Medication Use

·  Cancer Care and Oncology Services 4.4
·  Hospice, Palliative, and End-of-Life 
Services 4.7

Infusion Pumps Training
Staff and service providers receive ongoing, effective 
training on all infusion pumps.
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Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Worklife/Workforce

·  Effective Organization 10.5Preventive Maintenance Program
The organization's leaders implement an effective 
preventive maintenance program for medical devices, 
medical equipment, and medical technology.

Patient Safety Goal Area: Infection Control

·  Infection Prevention and Control 6.1Hand Hygiene Education And Training
The organization delivers hand-hygiene education and 
training for staff, service providers, and volunteers.

·  Infection Prevention and Control 1.2Infection Rates
The organization tracks infection rates; analyzes the 
information to identify clusters, outbreaks, and trends; 
and shares this information throughout the organization.

·  Infection Prevention and Control 6.5Hand Hygiene Audit
The organization evaluates its compliance with accepted 
hand-hygiene practices.

Patient Safety Goal Area: Falls Prevention

·  Cancer Care and Oncology Services 15.2
·  Surgical Care Services 15.2
·  Hospice, Palliative, and End-of-Life 
Services 16.2

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

Patient Safety Goal Area: Risk Assessment

·  Cancer Care and Oncology Services 7.3
·  Medicine Services 7.4
·  Surgical Care Services 7.7

Venous Thromboembolism Prophylaxis
The team identifies medical and surgical clients at risk of 
venous thromboembolism (deep vein thrombosis and 
pulmonary embolism) and provides appropriate 
thromboprophylaxis.
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This section shows detailed on-site results. When reviewing these results, it is important to review the service 
excellence and the system-wide results together, as they are complementary. 

Accreditation Canada defines priority processes as critical areas and systems that have a significant impact on the 
quality and safety of care and services. Priority processes provide a different perspective from that offered by 
the standards, organizing the results into themes that cut across departments, services, and teams. 

For instance, the patient flow priority process considers criteria from different sets of standards that each 
address various aspects of patient flow, from preventing infections to providing timely diagnostic or surgical 
services. This provides a comprehensive picture of how patients move through the organization and how services 
are delivered to them, regardless of the department they are in or the specific services they receive. 

During the on-site survey, surveyors rate compliance with the criteria, provide a rationale for their rating, and 
comment on each priority process. 

Priority process comments are shown in this report. The rationale for unmet criteria can be found in the 
organization’s online Quality Performance Roadmap.

See Appendix B for a list of priority processes.

ROP Required Organizational Practice 

High priority criterion

Interpreting the tables: The tables show all unmet criteria from each set of standards, identify high 
priority criteria, and list surveyor comments related to each priority process. High priority criteria are 
identified by the following symbols:

3.1 Priority Process Results for System-wide Standards

The results in this section are categorized first by priority process and then by standards set. 

Some priority processes in this section also apply to the service excellence standards. Where there are unmet 
criteria that also relate to services, those results should be shared with the relevant team.
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3.1.1 Priority Process: Planning and Service Design

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

Unmet Criteria High Priority
Criteria

Standards Set: Effective Organization

The organization's leaders develop annual operational plans to support the 
achievement of the strategic direction, goals, and objectives, and to guide 
day-to-day operations.

4.2

When developing the operational plans, the organization's leaders seek 
input from staff, service providers, volunteers, and other stakeholders, and 
communicate the plans throughout the organization.

4.3

The organization's leaders select management systems and tools to monitor 
the implementation of operational plans.

4.8

Surveyor comments on the priority process(es)

The organization has recently revised the vision, mission and values for the organization. They are shorter 
and more relevant for the organization and they are communicated broadly both within the organization and 
to external stakeholders. 

The organization has established a strategic planning process that provides direction and identifies priorities 
for a five-year time frame. An annual environmental scan is done to identify changes or challenges that might 
require adjustments to the strategic plan. There is an annual report from the region to illustrate progress on 
the strategic directions. A comprehensive community needs assessment is done on a regular basis and it 
provides direction to the planning process. 

This region benefits from a strong leadership team that has developed regional policies and processes to 
guide the work of the organization. A strong allegiance continues to the local organization which creates 
challenges in developing a true regional identity.  

The organization is just beginning to have sites and programs develop operational plans to guide the day to 
day work. The expectation is that they will reflect what will be done at the various locations within the 
region and they need to align with the strategic directions of the organization.  

One area that has well defined priorities and goals that align with the regional priorities is the Aboriginal 
Health Program. This program has developed annual strategic directions that align with regional strategic 
priorities, and have actions, key responsibilities assigned and timelines for completion. This gives clear 
direction for the program and illustrates strong alignment with the broader organization and an obvious 
commitment to meeting the needs of the clients.

The regional health authority has a well-defined ethical framework that is endorsed by the board and framed 
within three key components: organizational, clinical and research ethics. Access to clinical ethics 

Hospital and Health Sciences Centre.  

A comprehensive education and communication strategy supports the various components of the ethics 
framework is. This approach is imbedded in many day to day activities such as resource allocation and service 
delivery decisions as well as the approval process for research within the organization. The ethics framework 
is supported by a detailed action plan with specific actions, detailed steps, time lines and performance 
measures to track the outcomes of this work.
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consultations across the region in a timely manner remains a challenge with the exception of St. Boniface 
Hospital and Health Sciences Centre.  

A comprehensive education and communication strategy supports the various components of the ethics 
framework is. This approach is imbedded in many day to day activities such as resource allocation and service 
delivery decisions as well as the approval process for research within the organization. The ethics framework 
is supported by a detailed action plan with specific actions, detailed steps, time lines and performance 
measures to track the outcomes of this work.
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3.1.2 Priority Process: Resource Management

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization’s planning process aligns closely with the budget cycle and with the strategic priorities 
identified by the health authority. Resource allocations are based on the service agreement with the 
provincial ministry, who funds the organization, as well as service needs identified from the community needs 
assessment and align with the vision and mission of the region.

Financial reports are generated monthly and budget monitoring is done at the unit or program manager level.  
There is an expectation from the ministry that the organization will operate with a balanced budget which 
has been the case for a number of years. The organization identifies financial risks and there is a contingency 
fund if unexpected budget requirements arise. 

The region has a process to submit funding requests to government. These requests are developed at the site 
level but need review and approval from regional leaders before submission to government for consideration. 

Regular financial reporting to the board takes place and annual external audits are conducted and reviewed 
by the audit committee of the board. All legal requirements for financial management and reporting are met 
by the organization.

The region has reviewed and revised the model for financial allocation decisions and developed a template 
for managers and site leaders to utilize when making a submission for additional funding for services within 
their sites. This template is a comprehensive document that includes financial, operational and human 
resource impact as well as impact on patient care. 

There is a requirement to identify ethical as well as communication considerations. The briefing note is 
completed by the regional program team and affected site(s) with input and final sign off from regional 
planning and finance leaders.
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3.1.3 Priority Process: Human Capital

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

Unmet Criteria High Priority
Criteria

Standards Set: Effective Organization

The organization monitors the quality of its worklife culture using the 
Worklife Pulse Tool.

8.8

8.8.2 The organization does not have any unaddressed priority for 
action flags based on their most recent Worklife survey 
results.

The organization's leaders regularly evaluate reporting relationships and 
managers' span of control.

12.8

The organization's leaders implement policies and procedures to monitor 
performance.

12.9

Surveyor comments on the priority process(es)

The Board of Trustees has bylaws which clearly outline the process for recruitment and selection of new 
board members. They have developed the criteria for selection and have identified the specific skill sets 
required to govern this complex organization. These criteria are provided to the ministry but the final 
decision for new member selection is at the discretion of government. The board of trustees is encouraged to 
continue to work closely with the ministry to ensure the optimal skill set is available to effectively govern 
this organization. 

The board members have a comprehensive orientation to their role as a board member and they have regular 
education sessions to better support them in their role. An effective committee structure supports their role 
in governance, finance and audit, quality and safety and human resource management.

An excellent evaluation process is conducted annually to measure the effectiveness of the board and to help 
determine future strategic priorities. Evaluations are also conducted after each board meeting and exit 
interviews are conducted for all members who leave the board. 

There is a regional human resources department as well as a parallel structure at each site. Though some 
policies for human resources are developed regionally, many are developed and implemented locally creating 
significant differences in how staff are managed from site to site. The directors of human resources from 
each site across the region meet together on a regular basis to review and discuss regional human resource 
strategies but adoption and implementation is site specific. There is an opportunity to clearly make 
improvements to this important support service area by reviewing various policies and practices at the site 
level and implementing them in other sites as appropriate. 

The organization is committed to ensuring a workplace that is free of discrimination, harassment and 
violence and it has developed and implemented a regional policy to support this commitment. There is a 

on their role in client safety including safe lifting and transfer of clients as well as proper hand hygiene.  

Organizational efforts to reduce administrative costs have resulted in a very broad span of control for many 
managers. There is no consistent process to review individual staff performance at this time. This contributes 
to a low compliance rate for performance reviews for staff in many sites and programs. The organization 
needs to work with senior leaders and managers to review the challenges with completing regular 
performance evaluations and develop a process that is efficient and effective at providing regular, 
meaningful feedback to staff. 

The regional human resources staff are developing a comprehensive management development program to 
support new managers in understanding the expectations of the role of managers in this organization. This 
will be an excellent resource to staff new to the role of management in any site or program across the 
region.
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clear process for reporting of such incidents and for review and follow up. Staff in all sites receive education 
on their role in client safety including safe lifting and transfer of clients as well as proper hand hygiene.  

Organizational efforts to reduce administrative costs have resulted in a very broad span of control for many 
managers. There is no consistent process to review individual staff performance at this time. This contributes 
to a low compliance rate for performance reviews for staff in many sites and programs. The organization 
needs to work with senior leaders and managers to review the challenges with completing regular 
performance evaluations and develop a process that is efficient and effective at providing regular, 
meaningful feedback to staff. 

The regional human resources staff are developing a comprehensive management development program to 
support new managers in understanding the expectations of the role of managers in this organization. This 
will be an excellent resource to staff new to the role of management in any site or program across the 
region.
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3.1.4 Priority Process: Integrated Quality Management

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

Unmet Criteria High Priority
Criteria

Standards Set: Effective Organization

The organization monitors its client safety culture by using the Patient 
Safety Culture Instrument.

6.8

6.8.2 The organization does not have any unaddressed priority for 
action flags based on their most recent Patient Safety Culture 
survey results.

Surveyor comments on the priority process(es)

The organization has a clear commitment to quality and safety that begins at the board level. There is a plan 
for patient safety that includes four components with specific actions related to each one. The board 
receives quarterly reports about specific safety indicators as well as finance and utilization. There is a 
regional effort to integrate safety more closely with quality. 

A central quality and safety leader with patient safety consultants exist at each site across the region. 
Quality managers work with the program teams as well as geographical alignment. This structure provides a 
very strong infrastructure to develop, implement and evaluate quality and safety initiatives across the region. 

There is a well-articulated process for critical incident reporting and investigation which rests with patient 
safety. Staff, clients and families are encouraged to report incidents through a central intake line which is 
available 24 hours. There is a standardized process to follow up and investigate these reports. 

Information about critical incidents is provided to the board on a regular basis. Non critical incidents are 
tracked through an occurrence reporting system.

There are several quality initiatives happening at the site level aimed at improving the safety of care for 
clients. There is great opportunity to take the site specific efforts and implement region wide as a broad 
spread strategy across all sites. Medication reconciliation has been implemented on admission in several sites 
and on transfer and discharge in others. A plan is in place to complete this implementation across the entire 
organization.

There is a risk management process in place to review key risks within each program and service. This will 
form the basis for a broad risk mitigation strategy across all program areas. The organization has 
administered the Work Life Pulse tool to all staff at all sites across the region and plans to use the results as 
improvement opportunities. Many staff completed this survey manually so the results have not been analyzed 
yet. This is expected by December 2nd, 2011 and it will be repeated on a regular basis.
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3.1.5 Priority Process: Principle-based Care and Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization recently undertook a comprehensive, inclusive approach to reviewing and updating the 
values statement. This resulted in a clear, concise statement that includes dignity, respect and caring.  These 
values are frequently referred to when making governance decisions and are communicated widely within and 
outside the organization. 

There is a very strong belief in, and support for, the need for research and evidence to guide decision making 
and benchmarking to improve the quality of the services provided. There is a research and evaluation 
department with strong ties to the academic centres in the region, which generates many opportunities for 
research to guide informed decisions. 

The organization has a clear and comprehensive ethics framework which includes strategies for 
organizational, clinical and research ethics. This is supported by communication and education to ensure the 
understanding and application of this framework in decision making, service delivery and research approval.

The large diverse ethics council includes staff from many sites and programs across the region. This is a highly 
skilled committed group that provides support to sites within this region and to almost every other region in 
the province through funding from other regional health authorities. Staff from the Winnipeg Regional Health 
Authority ethics service also work with the Manitoba Provincial Health Ethics Network. 

The regional ethics council works with programs and services across the region to build capacity through 
education, training and tools to support ethical decision making. They do not have the staff or the capacity 
to provide ethics consultation in the clinical setting and have submitted a proposal for clinical ethicists to 
ensure this service is available across the region. St. Boniface Hospital and the Health Sciences Centre have 
well-established ethics councils with clinical ethics consultation services available at all times. 

There is a strong focus on education and capacity building to advance the ethics framework across the region. 
A multi-level ethics training program helps to expand the understanding of staff in ethical thinking and 
decision making. This has been an effective method to ensure that the ethics framework is integrated into 
care and service provision across the organization.
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3.1.6 Priority Process: Communication

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The organization has policies and procedures to govern the flow of information both within the region and to 
external partners such as other community agencies, the media and to the public. This begins at the board 
level with sharing appropriate information of their activities with staff and other stakeholders. There are 
clear guidelines to protect the privacy of clients and to share information appropriately between providers. 

The team has developed a draft communications plan that will need to be reviewed and approved by the 
board. An impressive team of professionals manages the appropriate flow of information from a privacy and 
legal perspective. This is particularly important as the province is implementing an electronic health solution 
across all regions in Manitoba and this region is providing significant leadership to that work. Protection of 
health information and appropriate security is a critical component of this large initiative and the 
communications and health information staff from the Winnipeg Regional Health Authority have implemented 
good processes to guide this work.

A significant component of information requests are received from the media and the region has clear 
processes for their role and responsibility in the process. There is a skilled and experienced media relations 
manager who has implemented a regional approach to media requests and has contacts in each site to ensure 
information is shared as appropriate. The organization is supported by a legal team who provides council on 
information sharing and other strategic processes.  

The organization collects and shares information on the health status and the health needs of the population 
they serve. This information was a key driver to reviewing and revising the vision and values of the 
organization as well as the development of the strategic priorities for the next five years. The leadership 
team needs to ensure that this information is updated on a regular basis and shared with programs and 
services across the region.  

The communications and information management team has identified a set of indicators to measure the 
effectiveness of their services and to identify opportunities for improvement.
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3.1.7 Priority Process: Physical Environment

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

There is compliance with all applicable regulations and codes applicable to the physical environment and 
regular inspections are conducted by the Manitoba Department of Labour. There are processes in place to 
respond to changes in legislation and codes as they arise.

Physical environment requirements are generally assessed through the capital planning process. As an 
example, there is a ten-year capital plan in place at Concordia Hospital to replace key structural and 
infrastructure elements such as the boiler, chillers and roof, as well as refrigerator evacuation repair and 
asbestos abatement. There are linkages with the regional strategic plan such as the construction of physician 
offices in vacant space at Concordia Hospital. The water conservation program in place at Victoria Hospital is 
especially noteworthy.

There is ongoing scheduled maintenance of all key elements of the physical plant including the boilers, 
pressure vessels, fire safety equipment, and clinical equipment.

There are challenges related to the age of some of the buildings as well as space limitations.

There are appropriate measures in place when internal construction and renovation is conducted.

Processes are in place to activate back-up plans to reduce the impact of utilities failures on client and staff 
health and safety. The boilers can run on either natural gas or oil.

Housekeeping staff are well-trained in all aspects of their roles and relate to patients and they communicate 
regularly with clinical staff.
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3.1.8 Priority Process: Emergency Preparedness

Dealing with emergencies and other aspects of public safety. 

Unmet Criteria High Priority
Criteria

Standards Set: Effective Organization

The organization's leaders regularly test the organization's disaster and 
emergency plans with drills and exercises.

11.8

The organization's leaders use the results from post-drill analysis and 
debriefings to review, and revise if necessary, its disaster and emergency 
plans and procedures.

11.9

Standards Set: Emergency Department

The team participates in regular practice drills of the emergency 
preparedness plan.

2.6

Standards Set: Infection Prevention and Control

The organization coordinates its planning for pandemics and outbreaks with 
its overall planning for disasters and emergencies.

14.6

Surveyor comments on the priority process(es)

The WRHA is moving to establish a regional approach to emergency preparedness and response including the 
revision of the regional preparedness and disaster response plan and implementation and awareness 
region-wide. The new plan establishes a framework for responding to emergency situations. Within the 
regional context each site will move forward to develop or revise site-specific plans to align with the 
region-wide plan.

The WRHA actively participates in local, regional, and provincial emergency preparedness planning as 
illustrated in the 2011planning in response to the spring flooding situation. The region appears to enjoy a very 
positive relationship with emergency preparedness and response partners local and provincially.

The sites visited within the region have site- specific emergency preparedness plans in place; however the 
plans need to be reviewed and aligned within the framework and context of the updated regional plan.

Pandemic planning is considered to be part of the overall emergency preparedness and contingency response 
plan but has been developed as a specific region wide plan. The regional emergency preparedness team is 
encouraged to ensure that all aspects of the emergency response plans are integrated within the overall 
context of the regional plan.

The region has established an implementation target date of 2012 for the implementation of a region wide 
competency-based training and testing program for emergency preparedness.

regional intranet site. The team is encouraged to post the new plan on the intranet as soon as possible to 
assist with the overall implementation.

The team is encouraged to include a comprehensive education process as part of the implementation plan to 
ensure staff at all levels across the region are aware of the plan and specifically their role and responsibility.

It appears that the regional emergency preparedness committee has been inactive over the past several 
months. The region is encouraged to review the role of the committee and determine its future role within  
the context of the overall disaster preparedness planning, implementation and evaluation process.

Emergency response plan exercises are not done regularly or consistently across the sites within the region. 
The region and sites need to implement a policy and process to regularly test the various aspects of the 
emergency response plan with evaluations of the exercise to ensure a continuous learning opportunity is 
achieved.

The region has recent experience with facility incidents that were effectively managed with debriefing 
sessions following each incident. The operating room at the Health Sciences Centre conducted a full mock 
evacuation exercise within the last year to assess capacity to manage an evacuation. The team is commended 
for this initiative.
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The plan has been under revision for the last several months and as a result the former plan remains on the 
regional intranet site. The team is encouraged to post the new plan on the intranet as soon as possible to 
assist with the overall implementation.

The team is encouraged to include a comprehensive education process as part of the implementation plan to 
ensure staff at all levels across the region are aware of the plan and specifically their role and responsibility.

It appears that the regional emergency preparedness committee has been inactive over the past several 
months. The region is encouraged to review the role of the committee and determine its future role within  
the context of the overall disaster preparedness planning, implementation and evaluation process.

Emergency response plan exercises are not done regularly or consistently across the sites within the region. 
The region and sites need to implement a policy and process to regularly test the various aspects of the 
emergency response plan with evaluations of the exercise to ensure a continuous learning opportunity is 
achieved.

The region has recent experience with facility incidents that were effectively managed with debriefing 
sessions following each incident. The operating room at the Health Sciences Centre conducted a full mock 
evacuation exercise within the last year to assess capacity to manage an evacuation. The team is commended 
for this initiative.
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3.1.9 Priority Process: Patient Flow

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

Unmet Criteria High Priority
Criteria

Standards Set: Surgical Care Services

The team uses a standardized process to prioritize and schedule elective 
procedures.

6.7

Surveyor comments on the priority process(es)

The WRHA has identified patient flow as a key strategic direction/priority for the region within the context of 
the 2011-2016 strategic plan.

At the regional level there are a number of initiatives underway and being developed and implemented  
including regional policies for access to beds, bed closures, ALC patients, repatriation to referring  facilities, 
repatriation of patients back to WRHA, and the utilization policy. It is also looking at a region-wide daily bed 
management process and bed utilization review processes.

The region is actively exploring best practice strategies such as a virtual ward concept and the enhancement 
of community-based care services to enable vulnerable populations such as the frail elderly to remain in their 
home with community services and 23 hour units.

The critical care program manages critical care beds as a regional and provincial resource and manages 
access to critical care beds centrally. This system has proven to be very effective within the region and the 
province.

Emergency department congestion is a major challenge at all sites across the region. The regional program 
has identified this issue as one of its key quality and risk priorities.

The emergency department program is initiating a regional lean review of patient flow to identify areas of 
improvement within the department patient flow processes.

Site-specific departments have initiated a number of activities to address emergency congestion and 
overcrowding; however, most sites do not have a documented protocol or strategy to address this issue. The 
emergency department teams are encouraged to develop and document the surge protocols and processes. 
Once the emergency regional program has developed a program-wide policy and protocol, each site plan 
should be reviewed and revised accordingly to align with the regional program plan. The departments can 
benefit by sharing successes within the various sites to improve processes overall as many of the challenges 
are similar across the sites.

The site-based teams are encouraged to work collaboratively to address issues of patient flow and emergency 
congestion.

such as orthopedics and ophthalmology.

The team has established a standardized wait time definition but there does not appear to be any formal 
prioritization tools to assist in managing the wait lists. The wait lists are managed by the individual surgeons.

Based on the sites visited it was noted that the teams effectively use block booking times as well as scramble 
time for urgent cases to manage the day to day case load and elective surgery schedules.

Additional strategies that have been implemented at the various sites include daily bed management 
meetings, weekly slate management meetings, and regular discharge planning meetings. Teams have also 
implemented care maps for surgical patients as well as surgical patient flow pathways. The orthopedic team 
has been successful in reducing the wait lists for joint replacement surgery through an aggressive surgical 
schedule.

Patients in the renal program are well informed as to where and how to access services both within the WRHA 
area as well as provincially. The renal program is a provincial program that is managed through the WRHA.
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including the location of specified services at individual sites. Patients are transported to the specific site 
such as orthopedics and ophthalmology.

The team has established a standardized wait time definition but there does not appear to be any formal 
prioritization tools to assist in managing the wait lists. The wait lists are managed by the individual surgeons.

Based on the sites visited it was noted that the teams effectively use block booking times as well as scramble 
time for urgent cases to manage the day to day case load and elective surgery schedules.

Additional strategies that have been implemented at the various sites include daily bed management 
meetings, weekly slate management meetings, and regular discharge planning meetings. Teams have also 
implemented care maps for surgical patients as well as surgical patient flow pathways. The orthopedic team 
has been successful in reducing the wait lists for joint replacement surgery through an aggressive surgical 
schedule.

Patients in the renal program are well informed as to where and how to access services both within the WRHA 
area as well as provincially. The renal program is a provincial program that is managed through the WRHA.
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3.1.10 Priority Process: Medical Devices and Equipment

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

Unmet Criteria High Priority
Criteria

Standards Set: Effective Organization

The organization's leaders implement an effective preventive maintenance 
program for medical devices, medical equipment, and medical technology.

10.5
ROP

10.5.3 The organization's leaders have a process to evaluate the 
effectiveness of the preventive maintenance program.

10.5.4 There is documented follow-up related to investigating 
incidents and problems involving medical devices, equipment, 
and technology.

Standards Set: Infection Prevention and Control

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

12.9

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices

The organization collects information at least annually about service 
volumes and patterns of medical device use.

1.1

The organization reviews its operational plan and the information it collects 
about service volumes and equipment use to decide which reprocessing and 
sterilization services are offered within the organization.

1.2

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 team writes its SOPs in a clear, concise, and consistent way.4.4

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

Staff members have access to the supplies needed to support proper hand 
hygiene, including properly supplied and functioning soap and towel 
dispensers or waterless, alcohol-based hand rubs in the working 
environment.

5.4

The team follows a detailed dress code while in the clean reprocessing area 
that addresses clothing, hair, jewelry, artificial fingernails of any form, and 
covered footwear.

5.7
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The team participates in periodic audits.12.9

Surveyor comments on the priority process(es)

The MDR team consists of site-specific teams of staff.  All staff have appropriate training and WRHA acts as a 
training practicum site for both Red River College and the Neeginan Program of the Center for Aboriginal 
Human Resource Development Inc.  This ensures a reliable supply of new staff and permits regular training 
updates.  Staff are dedicated MDR technicians.  At HSC, bar-coding of equipment allows tracking of surgical 
bundles back to individual staff members so that errors in preparation can be used in performance 
management.

A recent (2011) external review of decontamination practices within the WRHA provided a number of 
site-specific as well as general recommendations.  They appear to have led to system improvements and 
site-specific changes.  At the Grace Hospital, this resulted in the merger of the former operating room and 
MDR equipment decontamination and sterilization functions into one service under the management of MDR.  
At Concordia, a recent change has been the training of MDR staff in endoscope cleaning procedures to provide 
relief for the dedicated endoscopy technician, rather than relying on nurses to provide coverage.

All staff observed are knowledgeable and professional and are following industry standards. Equipment 
specific reprocessing protocols are based on manufacturers’ recommendations.  The presence of a biomedical 
engineer permits the development of regional protocols that in some instances, exceed the manufacturers' 
recommendations as well as introduces the ability to provide feedback on potential equipment design 
modifications.

There is a policy prohibiting the reuse of single use devices.

Equipment is primarily managed at the site level with each hospital managing its own inventory.  Purchasing 
is done centrally with common contracts with suppliers.  Some equipment can be shared between sites but 
this only takes place as an exception.  Surgical program design has services at different hospitals so 
equipment tends to be exclusive to a site.  Each site has standardized to a particular manufacturer of major 
equipment (sterilizers).

There are policies and processes in place for introducing new equipment to a site that involves impact 
assessment, training, site certification and equipment management planning.  This is a very thorough process 
although the steps can be fast-tracked for urgently required new or unique pieces of equipment.  There is a 
clinical product review standardization committee for the region.  Outside the MDR units, policies extend to 
cleaning personal equipment such as stethoscopes, although staff were not observed spontaneously doing 
this.  Defective equipment is clearly marked 'do not use'.

The layout and physical layout of MDR varies by site.  The HSC has a dedicated MDR unit in the basement of 
the new wing with dedicated elevator access for both soiled and sterile equipment.  The unit layout is 
optimized and extensive use of both automation and bar coding reduces the risks of cross contamination and 
error and introduces a high degree of individual performance accountability.  One-way equipment flow is 
effective.

At the Grace Hospital, the physical layout is compromised by the building constraints. In the operating room 
the soiled equipment area is physically separated from clean areas but there are no barriers to staff access or 
flow through traffic to reduce the risk of cross contamination.  Soiled and sterile equipment are transported 

There is a loaned and shared policy.  The policies and practices for dealing with equipment loaned to a site 
by another site or provided directly by a manufacturer are consistent and appropriate.  The practice observed 
at Concordia of weekly interdisciplinary template rounds to review all upcoming arthroplasties provides an 
opportunity to address equipment requirements in a timely and effective manner.
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There is a loaned and shared policy.  The policies and practices for dealing with equipment loaned to a site 
by another site or provided directly by a manufacturer are consistent and appropriate.  The practice observed 
at Concordia of weekly interdisciplinary template rounds to review all upcoming arthroplasties provides an 
opportunity to address equipment requirements in a timely and effective manner.
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3.2 Priority Process Results for Population-specific Standards

The results in this section are categorized first by standards set and then by priority process.

Priority processes specific to population-specific standards are:

Chronic Disease Management

Integration of services to meet the needs of populations across the continuum of care.
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3.2.1 Standards Set: Populations with Chronic Conditions

Unmet Criteria High Priority
Criteria

Priority Process: Chronic Disease Management

The organization sets measurable and specific goals and objectives for its 
services for populations with chronic conditions.

2.1

Surveyor comments on the priority process(es)

Priority Process: Chronic Disease Management

This is a high-functioning interdisciplinary team whose physician leaders, administrators, nurses and other 
professional members are knowledgeable, enthusiastic and passionate about the broad spectrum of renal 
health from prevention to transplant care. The team is commended for its use of the term Renal Health 
which replaces end stage renal disease (ESRD) terminology. This is a positive focus toward health and away 
from disease. The Manitoba Renal Program operates under the authority of the WRHA and delivers care to 
renal patients of Manitoba. The team has further developed a user-friendly term for the public website called 
kidney health.ca.

There is strong support from Manitoba Health for the program with an emphasis on the primary care networks 
(PCN) which are currently in 13 demonstration sites, and using interdisciplinary teams to improve access to 
primary care and emphasize prevention and coordinated disease management.

The team is commended for the initiatives it has taken in providing services to the people of Manitoba in its 
three regional centres in Winnipeg, the Health Sciences Centre, Seven Oaks General hospital, St. Boniface 
General hospital, and at the Brandon Regional Health Centre. Twelve local centre dialysis units (LCDU) 
comprise a collaborative program designed to deliver renal care in local communities of rural and northern 
Manitoba. It has evolved to reflect the need for renal health prevention and health promotion. Using 
teleconference, a number of nursing staff from the LCDUs and coordinators provided information regarding 
the day to day operations of the units as well as the challenges of recruiting and retaining staff. The 
geography issues pertaining to travel for clients is significant.

A new LCDU is opening in Berens River in the near future. There are 23 nursing stations throughout Manitoba.

The passionate and energetic renal outreach nursing staff is providing one and a half days of education to half 
of the nursing stations staff with the other half scheduled for January 2012. The focus is to promote renal 
health for the population. The high risk population throughout the province includes aboriginal people who 
have a high rate of diabetes. This is also evident in the immigrant populations. Education and awareness is a 
major focus of the community partners such as the Kidney Foundation, the Canadian Diabetes Association and 
public health. The team is commended for its efforts in working with these groups and facilitating efforts in 
schools and communities.

A recent letter writing campaign accompanied by a website (eGFR ) with evidence-based algorithms based on 
reduced glomerular filtration rates(GFRs) was sent to the province's 1300 family physicians by the renal 
program. As adverse outcomes can be prevented or delayed with early detection of reduced GFR, this effort 
is beginning to improve the early referral of these clients to the renal program. With the increase of referrals 

clients may wait up to a year to be assessed in the clinic.

One very northern and remote area of the province which could receive more liaison with the renal program 
is Churchill. The team is encouraged to contact and liaise with the community to determine support that may 
be required in efforts to increase early identification of the disease as well as support to decrease the rate of 
disease progression. The overall effort to promote good renal health and support home and/or peritoneal 
dialysis is one for which the renal program's template could be readily shared. The team's enthusiasm and 
eagerness to investigate these possibilities is commended. 

The modes of treatment beyond the in-centre treatments include home hemodialysis and peritoneal dialysis 
with increasing referral rates for both modes. At the Seven Oaks General Hospital site there is a doubling of 
the numbers on home hemodialysis. At the remote island site of Garden Hill there are two clients receiving 
home hemodialysis while others may be repatriated from Winnipeg pending adequate housing arrangements. 
The team is commended for its initiatives to support clients in their homes with these modes of treatment 
and one client interviewed expressed such gratitude. His water and electricity bills are a challenge though.

The development of a fitness program for in centre dialysis clients has been very successful and is supported 
by clients, families, and staff.

There are 165 to180 patients awaiting a kidney transplant in Manitoba. The team is commended for the 
initiatives to promote organ donation. The numbers were quite low in recent years at approximately 30 per 
year. A donor registry that allows potential donors to register electronically in addition to having a hard copy 
in their wallets is currently being implemented.

A nurse leads a renal pilot project in Thompson and it has been in place with funding for six months and has 
just received an extension for one year. Clients travel to Winnipeg for assessment and on return to Thompson 
all follow-up diagnostics and treatment are communicated to the nephrology liaison nurse with parallel charts 
set up and information faxed back and forth. This allows the patient to be treated closer to home which is a 
major focus of this program.

A similar, excellent approach is used in the Interlake area where 38 beds are available on four sites. At the 
community level a mobile wellness team travels throughout the region while the Kidney Foundation staff 
provide renal health promotion in the schools. Nine First Nations community health centres share resources 
and community wellness centres work closely with high school students to promote renal health. The team is 
encouraged to develop specific goals and objectives.

Transformational change is planned to implement the new Manitoba Electronic Renal Information Technology 
(MERIT).
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comes the need for access to the renal clinics following screening. This is a challenge in that non urgent 
clients may wait up to a year to be assessed in the clinic.

One very northern and remote area of the province which could receive more liaison with the renal program 
is Churchill. The team is encouraged to contact and liaise with the community to determine support that may 
be required in efforts to increase early identification of the disease as well as support to decrease the rate of 
disease progression. The overall effort to promote good renal health and support home and/or peritoneal 
dialysis is one for which the renal program's template could be readily shared. The team's enthusiasm and 
eagerness to investigate these possibilities is commended. 

The modes of treatment beyond the in-centre treatments include home hemodialysis and peritoneal dialysis 
with increasing referral rates for both modes. At the Seven Oaks General Hospital site there is a doubling of 
the numbers on home hemodialysis. At the remote island site of Garden Hill there are two clients receiving 
home hemodialysis while others may be repatriated from Winnipeg pending adequate housing arrangements. 
The team is commended for its initiatives to support clients in their homes with these modes of treatment 
and one client interviewed expressed such gratitude. His water and electricity bills are a challenge though.

The development of a fitness program for in centre dialysis clients has been very successful and is supported 
by clients, families, and staff.

There are 165 to180 patients awaiting a kidney transplant in Manitoba. The team is commended for the 
initiatives to promote organ donation. The numbers were quite low in recent years at approximately 30 per 
year. A donor registry that allows potential donors to register electronically in addition to having a hard copy 
in their wallets is currently being implemented.

A nurse leads a renal pilot project in Thompson and it has been in place with funding for six months and has 
just received an extension for one year. Clients travel to Winnipeg for assessment and on return to Thompson 
all follow-up diagnostics and treatment are communicated to the nephrology liaison nurse with parallel charts 
set up and information faxed back and forth. This allows the patient to be treated closer to home which is a 
major focus of this program.

A similar, excellent approach is used in the Interlake area where 38 beds are available on four sites. At the 
community level a mobile wellness team travels throughout the region while the Kidney Foundation staff 
provide renal health promotion in the schools. Nine First Nations community health centres share resources 
and community wellness centres work closely with high school students to promote renal health. The team is 
encouraged to develop specific goals and objectives.

Transformational change is planned to implement the new Manitoba Electronic Renal Information Technology 
(MERIT).
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3.3 Service Excellence Standards Results

The results in this section are categorized first by standards set and then by priority process.

Priority processes specific to service excellence standards are:

Clinical Leadership

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

Competency

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

Episode of Care

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.

Decision Support

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

Impact on Outcomes

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. 

Medication Management

Interdisciplinary provision of medication to clients.

Organ Donation

Donation services provided from identification of a potential donor to donor management and organ 
recovery.

Infection Prevention and Control

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

Surgical Procedures

Delivery of safe surgical care to clients, from preparation and the actual procedure in the operating room, 
to the post-recovery area and discharge.
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3.3.1 Standards Set: Ambulatory Care Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

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

3.5

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The Seven Oaks General Hospital MB Renal Program strengths include:

1. Research and publication
2. Bedside peritoneal dialysis insertion program
3. Home dialysis training program
4. Peritoneal dialysis home care assistant program
5. A picture of the patient is on the first page of the chart.  This assists staff in identifying patients. The 
name and birthday are also verified
6. Strong interdisciplinary team 
7. Medical renal program annual symposium
8. Public education via the website and publications.

The St. Boniface General Hospital Cardiac Sciences strengths include:

1. Strong cardiac sciences program and a strong and conscientious interdisciplinary team
2. Implementation of quality initiatives such as the quality manager, standards committee, working groups, 
and quality reporting.
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Priority Process: Episode of Care

A pharmacist fills the prescription and dispenses the medication.

All reprocessing is carried out in the SSD. Flash sterilization is not used.

The Seven Oaks General Hospital MB Renal Program strengths include:

1. Research and publication
2. Bedside peritoneal dialysis insertion program
3. Home dialysis training program
4. Peritoneal dialysis home care assistant program
5. Strong interdisciplinary team
6. MERIT is coming on board 
7. Medical renal program annual symposium
8. Public education via website and publications.

Some of the challenges are:

1.  The team could function more efficiently and effectively if there was more office, clinical, and chart 
space.
2. There is a lengthy waiting time of over three months for clients who require angiograms for vascular 
access.

The St. Boniface General Hospital Cardiac Sciences strengths include:

1.  Strong cardiac sciences program and a strong and conscientious interdisciplinary team.
2.  Department layout and equipment and the newly constructed addition to the department.
3.  Lean initiatives and implementation, and positive outcomes from Kaizens.
4. Implementation of quality initiatives such as the quality manager, standards committee, working groups, 
and quality reporting
5.  Safe to Ask program.

Some of the challenges are:

1. Staffing issues
2. Expansion of physical plant and implementing the move into the new department.

Priority Process: Impact on Outcomes

The Seven Oaks General Hospital MB Renal program keeps a picture of the patient on the first page of the 
chart.  This assists staff in identifying patients. Names and birthdays are also verified.
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3.3.2 Standards Set: Cancer Care and Oncology Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

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

Priority Process: Competency

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

3.8

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

4.4 ROP

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

The team monitors and meets each team member's ongoing education, 
training, and development needs.

4.7

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

4.8

Priority Process: Episode of Care

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

7.3 ROP

7.3.1 The organization has a written thromboprophylaxis policy or 
guideline.

7.3.2 The team identifies clients at risk for venous 
thromboembolism (VTE), [(deep vein thrombosis (DVT) and 
pulmonary embolism (PE)] and provides appropriate 
evidence-based, VTE prophylaxis.

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

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.

11.5

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

Priority Process: Impact on Outcomes

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

14.5

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

15.2 ROP

15.2.2 The strategy identifies the populations at risk for falls.

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

15.2.4 The team establishes measures to evaluate the falls 
prevention strategy on an ongoing basis.

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

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

16.1

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

16.3

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.

16.4

The team shares evaluation results with staff, clients, and families.16.5

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The Winnipeg Regional Health Authority provides approximately one-quarter of the outpatient systemic 
therapy in the province, all of the sterotatic biopsies in Winnipeg and eighty five percent of arm lymphedema 
therapy in the province. WRHA's GD6 ward is the only place for acute leukemia and blood and marrow 
transplants in the province.  This service is provided with an integration of primary, secondary and tertiary 
cancer care services with geographic access to community-based hospital and outpatient services.

The program has a strong and supportive relationship with Cancer Care Manitoba. There is sharing of 
knowledge, technology and an electronic health record. There was evidence of use of internal and external 
partnerships to aid in service provision. The team has processes to identify and access the resources and 
supports necessary to achieve high quality care. Team members share a culture of care and helping, often 
with strong local ties.

The team is encouraged to develop goals and objectives for the team that are specific and measurable. These 
should describe what the team wants to achieve, have measurable outcomes and success factors, be realistic, 
and time specific.

Challenges for the program include the recruitment and retention of medical specialists to provide 
community-based hematology and oncology services. The program has developed a strategic plan to enable 
sustainable oncology staffing but is having trouble recruiting to fill key positions. The team is encouraged to 
explore other ways in which it might be able to achieve its goals. Detailed On-site Survey Results 37Accreditation Report
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Challenges for the program include the recruitment and retention of medical specialists to provide 
community-based hematology and oncology services. The program has developed a strategic plan to enable 
sustainable oncology staffing but is having trouble recruiting to fill key positions. The team is encouraged to 
explore other ways in which it might be able to achieve its goals.

Priority Process: Competency

This interdisciplinary team functions well. The motivated and dedicated staff understand patient-centred 
care and provide safe, comprehensive care over the entire patient journey. Staff have been involved in work 
and job design. Orientation, training and education in oncology care is in place but ought to be enhanced by 
the development and implementation of a regional oncology nurse orientation and education program. Many 
staff have been cross trained in various roles.

Standardized staffing ratios for nursing and clerical support in the clinics continue to be a challenge.

The team needs to enhance its evaluation of each team member's performance in an objective, interactive 
and positive way. The functioning of the team should be evaluated with a similar process.

Priority Process: Episode of Care

The team has a formal intake and admissions process. The assessment process includes many standardized 
tools which aid in the care planning process. The program is commended for implementing evidence-based 
best practice clinical practice guidelines which are standardized across sites and adhered to in clinical 
practice. 

The team is moving forward with medication reconciliation and in many areas it has been implemented.

The team has highlighted a need to improve integration, communication and service delivery along the 
continuum of care with their partners. A shared electronic database health care record is seen as a strategic 
integration tool.  A centralized referral and treatment scheduling system may be of benefit to reduce uneven 
distribution of clinical workloads/resources across the program. 

Patients in the Manitoba blood and marrow transplant program and the leukemia/BMT service may 
experience delays for emergent and planned treatment because of lack of bed availability on GD6. The 
program has developed a day/night unit in conjunction with GD6 for efficient short term admissions for 
assessment, diagnostic procedures and infusion systemic therapies.  Assessment of this program is ongoing.

The program has highlighted a major risk in the recruitment and retention of medical specialists to provide 
community based hematology and oncology programs. This contributes to concerns for consistent 
community-based hematology and oncology inpatient consult service; inconsistent and unsustainable medical 
coverage; supervision of clinic and chemotherapy services; and concerns for on-call coverage for inpatient 
and outpatient clinics.

A challenge exists as there is no dedicated inpatient unit to address the complex and immediate needs of the 
general oncology (non-leukemia/BMT) patient.

place to manage client information and to transfer this information appropriately.

There is use of electronic records in some components of care. Region-wide utilization of a common 
electronic record would be beneficial.
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The team actively bases its care decisions on research and evidence. The team has systems and processes in 
place to manage client information and to transfer this information appropriately.

There is use of electronic records in some components of care. Region-wide utilization of a common 
electronic record would be beneficial.

Priority Process: Impact on Outcomes

The team is collecting data but improvements need to be made in the systematic collection of data and the 
use of this data to inform successes and opportunities for improvement. 

The demonstration of the team’s achievement of successful quality improvement and targets of success could 
be better highlighted using quality improvement tools.  

The team does share the data it collects but may benefit by improving the sharing with staff.

The team has been identifying areas it should focus on including performance measures for clinical practice 
guideline adherence, a system to track wait times at community clinics for first clinic appointment or 
chemotherapy starts, a systematic mechanism for measuring and monitoring timely patient and family 
satisfaction, and a standard data set to support synoptic reporting.
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3.3.3 Standards Set: Critical Care

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

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

The team has access to a service environment that promotes the comfort 
and well-being of the client.

10.4

Priority Process: Competency

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

3.8

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

3.10

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

4.6

Priority Process: Episode of Care

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

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

7.6 ROP

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

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

7.6.3 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).
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7.6.4 The team documents that the BPMH and admission medication 
orders have been reconciled; and appropriate modifications to 
medications have been made where necessary.

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

The team reconciles the client's medications with the involvement of the 
client, family or caregiver at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or discharge).

12.5 ROP

12.5.1 There is a demonstrated, formal process to reconcile client 
medications at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or 
discharge).

12.5.2 Depending on the model, the prescriber uses the Best Possible 
Medication History (BPMH) and the active medication orders to 
generate transfer or discharge medication orders (proactive), 
OR, the team makes a timely comparison of the BPMH, the 
active medication orders, and the transfer or discharge 
medication orders (retroactive).

12.5.3 The team documents that the BPMH, the active medication 
orders, and the transfer or discharge medication orders have 
been reconciled; and appropriate modifications to medications 
have been made where necessary.

12.5.4 Depending on the transition point, an up-to-date medication 
list is retained in the client record (internal transfer), OR, the 
team generates a Best Possible Medication Discharge Plan 
(BPMDP) that is communicated to the client, community-based 
physician or service provider, and community pharmacy, as 
appropriate (discharge).

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

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.

12.7

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team identifies the resources needed to achieve its goals and 
objectives.

2.3
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The team informs and educates clients and families in writing and verbally 
about the client and family's role in promoting safety.

16.3 ROP

16.3.1 The team develops written and verbal information for clients 
and families about their role in promoting safety.

16.3.2 The team provides written and verbal information to clients 
and families about their role in promoting safety.

Priority Process: Organ Donation

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The critical care program is a region wide program offered through critical care units (CCU) in six sites across 
the WRHA. The program is supported by a matrix structure with the regional program being accountable for 
the service planning and program-wide quality, and the site-specific critical care units being accountable for 
the delivery of care and service. 

The critical care program provides services for the WRHA, the Province of Manitoba, the eastern Arctic and 
north western Ontario. The program and teams have a good understanding of the population served and they 
plan services to meet the needs of a diverse population. The program has long been recognized for its 
approach to managing critical care beds as a regional and provincial resource with the CCU managing all 
requests for admissions. Referring facilities need to make just one call and the CCU team then takes 
responsibility for finding a bed in an appropriate level ICU.

ICU medical staff and many nursing staff also work across the six critical care units. The program is supported 
by a critical care advanced inter-facility transport team to support the safe and timely transport of critical ill 
clients between sites as required.  The region has successfully reduced the number of inter-facility critical 
care transfers due to lack of beds through the increase of the critical care bed base. It is recognized that 
inter-facility transfers will always be required based on allocation and location of level 2 and level 3 beds as 
well as the location of diagnostic services such as magnetic resonance imaging (MRI) .

The program has experienced a number of changes since the last survey including the establishment of the 
Winnipeg critical care nursing program, which has standardized education across the region for all ICU nurses, 
code blue standardization across all ICU, and the patient satisfaction survey pilot.

The critical care program has identified a number of priority directions within the overall context of the 
region’s strategic plan; however, there does not appear to be a framework for program-wide goals and 
objectives within which to set the overall context and direction for the program.  Individual critical care units 
have not established team or unit goals and objectives. The program and teams are encouraged to develop 
measurable goals and objectives to guide the direction and activities of the team and to anchor the various 
team and program initiatives within a framework of quality and safety.

The program and sites are encouraged to continue their work to create an integrated program approach to 
the ongoing development and provision of emergency services across the region.  Given the regional 
organization structure, there are many challenges to bridge the gaps between the regional and site approach.
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Priority Process: Competency

Critical care teams are interdisciplinary in nature and have been established based on the needs of the 
patient population served. The teams plan and provide care from an interdisciplinary perspective including 
such activities as daily interdisciplinary patient rounds and interdisciplinary documentation. The degree of 
integration of the interdisciplinary team varies from site to site.  The teams are encouraged to implement a 
process to regularly review and enhance the overall performance of the team.

All critical care nurses are required to complete the critical care nursing program. This provides an excellent 
base of skilled and qualified nurses for each of the units. New staff are also supported by a comprehensive 
orientation program to the ICU. The staff are well supported by ongoing education opportunities.

The teams are encouraged to implement a process to provide a timely review for staff members.

Space is a major challenge in the older critical care units. The older ICU facilities no longer meet current 
standards for infection prevention and control or privacy and confidentiality. It does not provide an 
appropriate "healing" environment for patients/families or a safe and effective working environment for care 
providers. As planning is undertaken for critical care capital projects the teams need to take an active role in 
the development of the functional program planning and development process.

A daily goal sheet for each patient is generated during interdisciplinary rounds and it is effectively used to 
guide the patient care for the day.

Priority Process: Episode of Care

The critical care program is very responsive to client needs in terms of access to critical care services. The 
teams maintain effective communications with referring physicians and services. The program is commended 
for the approach to ensuring access to critical care beds. There is a single number to call to access a critical 
care bed. Admission criteria are in place to guide all admission decisions. An advanced care plan is 
determined for each patient at the time of admission and reassessed as required based on changes in the 
patient’s condition.

Since the last survey the critical care program has undertaken a number of steps to reduce the number of 
inter-facility transfers including increasing the number of critical care beds.

Improvements continue to be made to ensure timely turnaround times for the reporting of critical laboratory 
results.

The teams are very patient centred in their approach to planning and delivery of care.

The critical care program site specific units have introduced a number of best practice clinical guidelines 
including ventilator associated pneumonia pathway, thromboprophylaxis guidelines, sedation vacation, daily 
awakening protocol for sedated patients, and patient mobilization protocols.

The program has yet to implement medication reconciliation on admission across all critical care units within 
the program. The program is encouraged to fully develop its implementation plan and timelines and ensure 
that staff are aware of the plan.

of patients and families. In some units, space is a major limitation in providing privacy for patients and 
families.

The VGH critical care unit undertook a research project to develop and implement a process to support 
families to be present during resuscitation. The team is encouraged to publish the results and share this 
initiative across the critical care program.

 The teams should actively share their experiences and quality initiatives throughout the program.

Critical care teams have developed tools to facilitate effective communication at shift change as well as 
patient transfer and transition points.
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Critical care teams are very sensitive to end of life needs of patient and families and strive to meet the needs 
of patients and families. In some units, space is a major limitation in providing privacy for patients and 
families.

The VGH critical care unit undertook a research project to develop and implement a process to support 
families to be present during resuscitation. The team is encouraged to publish the results and share this 
initiative across the critical care program.

 The teams should actively share their experiences and quality initiatives throughout the program.

Critical care teams have developed tools to facilitate effective communication at shift change as well as 
patient transfer and transition points.

Priority Process: Decision Support

Critical care patients are supported by an interdisciplinary care team. Interdisciplinary rounds are conducted 
daily and include the development of a plan for the day and a daily goal sheet.

The teams have the ability to submit equipment priority lists on an annual basis to the critical care program. 
Budget and equipment decisions are made at the program and regional senior management level within the 
organization. The program team is encouraged to actively engage the individual critical care units in the 
budget and equipment planning process.

Priority Process: Impact on Outcomes

Patient safety is a major focus across all critical care units.  The teams are encouraged to continue the focus 
on patient safety and staff education in regards to patient safety and best practices.

There is good evidence of the use of team huddles to review the overall goals for the day and safety issues. 
The huddles may also take place throughout the day as required.

The critical care program has established a set of program-wide quality indicators.  The teams are 
encouraged to also develop unit-specific quality and outcomes indicators based on their goals and objectives.

Patient satisfaction was assessed at the program level with a recent survey. The results are yet to be 
distributed to the teams.

Priority Process: Organ Donation

The regional organ donation program has been implemented and multiple education sessions have been 
provided across the region to raise awareness of the organ donation services and to raise awareness of the 
process for identifying potential donors. The region committed to the organ donation program and is 
currently introducing an organ donation physician team to support this program.
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3.3.4 Standards Set: Emergency Department

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

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

The team has the workspace needed to deliver effective services in the 
Emergency Department.

2.8

Priority Process: Competency

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

3.5

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

4.12

Priority Process: Episode of Care

Following triage, the team completes a timely assessment for each client.8.1

The team reconciles the client's medications with the involvement of the 
client, family or caregiver at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or discharge).

11.5 ROP

11.5.1 There is a demonstrated, formal process to reconcile client 
medications at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or 
discharge).

11.5.2 Depending on the model, the prescriber uses the Best Possible 
Medication History (BPMH) and the active medication orders to 
generate transfer or discharge medication orders (proactive), 
OR, the team makes a timely comparison of the BPMH, the 
active medication orders, and the transfer or discharge 
medication orders (retroactive).

11.5.3 The team documents that the BPMH, the active medication 
orders, and the transfer or discharge medication orders have 
been reconciled; and appropriate modifications to medications 
have been made where necessary.
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11.5.4 Depending on the transition point, an up-to-date medication 
list is retained in the client record (internal transfer), OR, the 
team generates a Best Possible Medication Discharge Plan 
(BPMDP) that is communicated to the client, community-based 
physician or service provider, and community pharmacy, as 
appropriate (discharge).

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

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: Organ Donation

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The emergency program is a region-wide program providing emergency services in six emergency 
departments, urgent care, and a minor injury clinic. The program has experienced a number of changes in 
the past year including Pyxis rollout, upgrade of the EDIS system, wait room display boards, development of 
standard treatment sheets, and the introduction of psychiatric emergency nurses to support clients with 
mental health issues. The program has a number of major pending projects including functional plans for the 
redevelopment of three emergency departments within the region.

The emergency program and individual departments have a good awareness of the populations served and 
community health needs. Information is used to assist the teams in planning emergency services for the 
community and strategies to meet the unique needs of the community such as a high ratio of seniors and frail 
elderly and residents of personal care homes.

Several of the emergency departments are faced with significant space issues. Demand has exceeded 
capacity resulting in significant patient flow issues as well as patient care and staff issues. The program and 
teams need to actively pursue redevelopment plans to address these issues.

The program and sites are encouraged to continue to work to create an integrated program approach to the 
ongoing development and provision of emergency services across the region. Given the regional organization 
structure there are many challenges to bridge the gaps between the regional and site approach.
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Priority Process: Competency

The emergency departments are well supported by an interdisciplinary care team. The team is designed 
around the needs of the population served such as the frail elderly. The teams are actively engaged in the 
assessment, treatment and discharge planning for clients in emergency. There is a major focus on initiatives 
to support clients who cannot go home but do not require hospitalization such as the M-PAN program and the 
"Can't Go Home" program for the frail elderly.

The emergency department program has a comprehensive orientation program for all nursing staff. The 
program is phased including didactic sessions followed by mentoring shifts prior to a period of clinical 
practice to facilitate new staff to incrementally build their competency levels. The staff move through the 
key components of the orientation program based on performance and readiness to expand their knowledge 
and skill base. The staff find this to be a very effective and supportive approach.

Priority Process: Episode of Care

The emergency departments (ED) across the region work very closely with the Winnipeg Fire and Paramedic 
Service in providing emergency care. There is a formal signoff process for all off loads in each ED. Off load 
times are documented and monitored. 

Based on the level of activity in the ED, the staff may be required to remain with and provide care for the 
patient they have brought in until the patient can be accommodated within the department. Patients are 
registered into the hospital system and triaged yet remain the responsibility of the EMS team until they can 
be officially off loaded. This presents a potential risk liability issue for each party and this should be 
reviewed and addressed in terms of accountability and responsibility from the perspective of legal risk 
liability.

The ED program has implemented an integrated emergency department information system (EDIS) that 
enables the departments to track key utilization information such as wait times, off load times, triage scores, 
time in the ED, and time to admission. The ED team has begun to implement electronic wait time displays 
within the waiting rooms to help keep clients informed of waiting times. 

WRHA has implemented an advanced care inter-facility transfer service for critically ill patients that is 
staffed by emergency medical staff and an advanced practice respiratory therapist.

All departments are challenged to address the patient flow issues and congestion in the ED. The HSC ED has 
implemented interim changes in the triage, registration, and waiting area to address visibility and congestion 
in the waiting room. The Grace Hospital ED has developed a pilot model for a virtual unit staffed by nurse 
practitioners to support the frail elderly and provide short term care to enable clients to return to the 
community rather than being admitted to an acute care bed. The programs are commended for their 
dedicated work to address the issues of flow and patient safety.

Priority Process: Decision Support

The ED has implemented a number of clinical protocols including the stroke protocol, sepsis protocol, stemi 
protocol, falls prevention, and risk assessment tools. The teams have also initiated nurse-ordered diagnostics 
within the context of the CTAS triage process to facilitate patient flow and timeliness of care.
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Priority Process: Impact on Outcomes

The ED program has established a number of performance indicators that are measured including utilization 
indicators, safety, and clinical indicators focused on clinical outcomes.

The team uses team huddles at the beginning of the day and as needed through the day. The huddles include 
a focus on safety in the department.

The organization has a defined policy and process for reporting an incident, near miss, and critical incidents. 
Once an incident has been reported there appears to be a lack of feedback to the teams as to the outcomes 
of the review and investigation. There does not appear to be a consistent way of reporting incident trends to 
the teams to enable them to review issues and improve practice.

Priority Process: Organ Donation

The regional organ donation program has been implemented and multiple education sessions have been 
provided across the region to raise awareness of the organ donation services and to raise awareness of the 
process for identifying potential donors. The region committed to the organ donation program and is 
currently introducing an organ donation physician team to support this program.
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3.3.5 Standards Set: Hospice, Palliative, and End-of-Life Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team's goals and objectives for hospice palliative and end-of-life 
services are measurable and specific.

2.2

Priority Process: Competency

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

4.7 ROP

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

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

4.11

Priority Process: Episode of Care

The team reconciles the client's medications with the involvement of the 
client, family, or caregiver at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or discharge).

12.2 ROP

12.2.1 There is a demonstrated, formal process to reconcile client 
medications at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or 
discharge).

12.2.2 Depending on the model, the prescriber uses the Best Possible 
Medication History (BPMH) and the active medication orders to 
generate transfer or discharge medication orders (proactive), 
OR, the team makes a timely comparison of the BPMH, the 
active medication orders, and the transfer or discharge 
medication orders (retroactive).

12.2.3 The team documents that the BPMH, the active medication 
orders, and the transfer or discharge medication orders have 
been reconciled; and appropriate modifications to medications 
have been made where necessary.

12.2.4 Depending on the transition point, an up-to-date medication 
list is retained in the client record (internal transfer), OR, the 
team generates a Best Possible Medication Discharge Plan 
(BPMDP) that is communicated to the client, community-based 
physician or service provider, and community pharmacy, as 
appropriate (discharge).
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12.2.5 The process is a shared responsibility involving the client or 
family, and one or more health care practitioner(s), such as 
nursing staff, medical staff, and pharmacy staff, as 
appropriate.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

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

16.2 ROP

16.2.4 The team establishes measures to evaluate the falls 
prevention strategy on an ongoing basis.

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

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

17.4

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

17.5

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The palliative care program is an impressive well-functioning inter-professional team delivering high quality 
services to the region. A family member commented on the excellent care and that "it all came from 
leadership, from top to bottom."

There was a sense of a cohesive culture with a passion for caring and delivery of high quality services. This 
was in evidence in each component of the program and this culture supported care. There was evidence of 
internal and external partnerships to aid in service provision. The team has processes to identify and access 
the resources and supports necessary to achieve high quality care.

The expansion of the inter-professional community team was developed to address gaps in service. Each 
community team considers patients in their area as their virtual ward. This includes all care settings such as 
home, acute care and long term care. The inter-professional team discusses and plans care and eases 
transitions in a proactive way. The team has identified an opportunity to strengthen networks with other care 
teams to support patients and families including the opportunity to model palliative care.

The team is encouraged to develop goals and objectives for the team that are specific and measurable. These 
should describe what the team wants to achieve, have measurable outcomes and success factors, and be 
realistic and time-specific.
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Priority Process: Competency

This interdisciplinary team functions well in an inter-professional manner. Staff have been involved in work 
and job design. Orientation, training and education in palliative care are thorough and ongoing. 

Challenges have been identified in the distributed nature of the staff making it difficult to develop a cohesive 
team; however, the team culture is well developed and focused on care. Education of the direct care staff in 
the home care program is also a challenge.

The team should enhance its evaluation of each team member's performance in an objective, interactive and 
positive way. The functioning of the team needs to be evaluated using a similar process.

Priority Process: Episode of Care

This integrated program provides care throughout the healthcare continuum with a single point of access by 
either consultation or program registration. The team has a well-run centralized intake and bed management 
process.

A well planned assessment, documentation and care plan process is in place and utilized. Services are 
coordinated and available 24 hours a day. Clients and families are well educated and involved in the planning 
processes and follow-up. Transition planning is effective.

The program is commended for the care improvements that were implemented including monitoring for 
steroid induced hyperglycemia, intranasal Fentanyl in newborns and infants, use of standardized assessment 
tools, pain assessment and management, and palliative sedation guidelines. The Aboriginal perspective on 
palliative care workshops are an educational resource to the region and others.

The team is moving forward with medication reconciliation and in many areas it has been implemented.

The team is challenged by a lack of discharge options for patients who do not require acute palliative care 
services but cannot receive care in the community.  They have used an evidence-based approach to develop a 
proposed expansion of hospice beds.

Priority Process: Decision Support

The team actively bases its care decisions on research and evidence. The team has systems and processes in 
place to manage client information and to transfer this information appropriately.

There is use of electronic records in some components and some sites of care. Region-wide utilization of a 
common electronic record would be beneficial.

Priority Process: Impact on Outcomes

The team is collecting data but improvements should be made in the systematic collection of data and the 
use of this data to inform successes and opportunities for improvement. The demonstration of the team’s 
achievement of successful quality improvement and targets of success could be better highlighted using 
quality improvement tools.  The team does share the data it collects but may benefit by improving the 
sharing with staff.
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3.3.6 Standards Set: Infection Prevention and Control

Unmet Criteria High Priority
Criteria

Priority Process: Infection Prevention and Control

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

1.2 ROP

1.2.3 Staff and service providers are aware of the infection rates 
and recommendations from outbreak reviews.

The organization shares trends in infections and significant findings with 
other organizations, public health agencies, and the community.

1.6

The organization collaborates with its partners to engage the community in 
infection prevention and control initiatives and activities, including hand 
hygiene initiatives, education, and awareness campaigns.

2.2

The organization regularly evaluates its partnerships and develops new 
partnerships based on gaps, community needs, and emerging trends.

2.3

The organization uses the latest research and best practice information to 
develop IPAC activities, education, policies, and procedures.

3.3

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

4.7

The organization develops an IPAC education program that is tailored to the 
organization, its services, and client populations.

5.1

The organization monitors compliance with its infection prevention and 
control policies and procedures.

5.7

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

6.1 ROP

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

The organization's senior leaders encourage and support implementation of 
education and training on hand hygiene for staff, service providers, and 
volunteers.

6.2

The organization's staff, service providers and volunteers have access to 
alcohol-based hand rubs at the point-of-care and service delivery.

6.4

The organization evaluates its compliance with accepted hand-hygiene 
practices.

6.5 ROP

6.5.1 The organization audits its compliance with hand hygiene 
practices.
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6.5.2 The organization shares results from the audits with staff, 
service providers, and volunteers.

6.5.3 The organization uses the results of the audits to make 
improvements to its hand hygiene practices.

The organization provides clients and families with information and 
education about preventing infections in a format that is easy to 
understand.

7.1

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

7.3

Families and visitors have access to hand hygiene resources and personal 
protective equipment, e.g. gloves and masks, if necessary.

7.4

Staff members wear appropriate personal protective equipment (PPE) when 
handling contaminated materials and equipment.

11.3

Surveyor comments on the priority process(es)

Priority Process: Infection Prevention and Control

Since the 2008 survey the infection prevention and control (IPC) program has become a regional program.  
Additional funding was allocated that has been used to increase resources to 32.3 EFT for approximately 1750 
beds.

There are 39 personal care home (PCH) facilities within the region with a combined total of approximately 
5700 beds. While there is a designated infection control practitioner (ICP) contact for each of the PCH, these 
contacts have other responsibilities within the facilities such as, facility education and unit management 
duties. There is one EFT in the Regional PCH program who supports the designated ICP at each of the PCH.  
This role support the very small FTE at each of the individual PCH’s.  PCH are funded by the WRHA but are 
managed by their own boards and are accountable to the health authority through a service agreement. 
While the PCH comply with the vast majority of the WRHA infection control policies they do not screen for 
antibiotic resistant organisms (ARO).

Infection prevention and control provides a wide array of services to the region such as compliance 
monitoring of hand hygiene; endoscope audit and equipment cleaning; education for healthcare providers 
such as undergraduate medical students and post graduate trainees; cleaning and disinfection in non MDR 
areas; infection surveillance; safe sharp handling; storage, preparation and handling of food; storage and 
handling of linen, supplies and equipment; cleaning standards in the operating room; influenza and 
pneumococcal vaccination policies and protocols; and input into renovation and construction projects.

The IPC team is a committed and passionate group of professionals.  Since becoming a regional program, a 
great deal of work has been completed such as an expansion of surveillance for healthcare associated 
infections; the formation of a hand hygiene learning management system; PCH quarterly, yearly and five-year 
trend reports; region-wide resources providing consultative services to all WRHA sites; implementation of Bug 
Day; implementation and compliance monitoring of hand hygiene and equipment disinfectant audit; 
development of a region wide IPC strategy; implementation of a region-wide policy and procedure manual; 
and development of infection and prevention and control week.  The program team should be commended on 
all these achievements. 

Some other strengths achieved by the program are the development of a staff IPC video entitled "I'm a 
Believer". This engaging video demonstrates and stresses the importance of hand washing sung to the song 
"I'm a Believer" and starring WRHA staff and physicians.  There is also a region-wide newsletter entitled "Are 
you In?", which discusses various infection control topics.  A Glow Germ program has been developed that 
marks critical areas to be cleaned with a lotion that can be seen under ultraviolet light.  Housekeeping 
supervisors and ICPs have indicated that this has served as a powerful reminder to staff about proper hand 
washing.  A" Penny Prevent It Asks” manual was developed for units that outlines the guidelines for meeting 
the Accreditation Canada required organizational practices around IPC.  Since the last survey in 2008 
Standard 9.6 was met.  A good example of this standard is that the region implemented a VRE plan that was 
used by all outbreak sites.

The WRHA infection prevention and control program has faced challenges such as a lack of IPC software, 
interface issues, privacy issues and funding has made tracking of infections difficult. There are competing 
demands on limited resources such as building education and awareness within physician groups and 
communities, the availability of trained staff to complete compliance monitoring and the cultural changes for 
staff associated with moving from site-based to regional processes.  Infection control practitioners at some 
sites have felt the workload has significantly increased since becoming a regional program as ICPs are 
expected to oversee hand hygiene compliance, equipment disinfectant compliance, and participate on 
numerous regional committees.  Some ICPs feel these additional responsibilities require additional resources 
so that essential services continue to be provided to the sites.  

Other challenges the IPC program faces are overcrowding of units with four- bed wards housing five patients; 
aging facilities; placement of sinks and lack of sanitizers reducing the likelihood of staff complying with hand 
hygiene; workload and acuity issues in patient care areas; and a lack of isolation rooms in some facilities.
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Some other strengths achieved by the program are the development of a staff IPC video entitled "I'm a 
Believer". This engaging video demonstrates and stresses the importance of hand washing sung to the song 
"I'm a Believer" and starring WRHA staff and physicians.  There is also a region-wide newsletter entitled "Are 
you In?", which discusses various infection control topics.  A Glow Germ program has been developed that 
marks critical areas to be cleaned with a lotion that can be seen under ultraviolet light.  Housekeeping 
supervisors and ICPs have indicated that this has served as a powerful reminder to staff about proper hand 
washing.  A" Penny Prevent It Asks” manual was developed for units that outlines the guidelines for meeting 
the Accreditation Canada required organizational practices around IPC.  Since the last survey in 2008 
Standard 9.6 was met.  A good example of this standard is that the region implemented a VRE plan that was 
used by all outbreak sites.

The WRHA infection prevention and control program has faced challenges such as a lack of IPC software, 
interface issues, privacy issues and funding has made tracking of infections difficult. There are competing 
demands on limited resources such as building education and awareness within physician groups and 
communities, the availability of trained staff to complete compliance monitoring and the cultural changes for 
staff associated with moving from site-based to regional processes.  Infection control practitioners at some 
sites have felt the workload has significantly increased since becoming a regional program as ICPs are 
expected to oversee hand hygiene compliance, equipment disinfectant compliance, and participate on 
numerous regional committees.  Some ICPs feel these additional responsibilities require additional resources 
so that essential services continue to be provided to the sites.  

Other challenges the IPC program faces are overcrowding of units with four- bed wards housing five patients; 
aging facilities; placement of sinks and lack of sanitizers reducing the likelihood of staff complying with hand 
hygiene; workload and acuity issues in patient care areas; and a lack of isolation rooms in some facilities.
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3.3.7 Standards Set: Managing Medications

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

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

2.8

The organization regularly inspects its medication storage areas.6.7

The organization maintains each client's ongoing medication profile so that 
it is accessible to staff and other service providers who need it to deliver 
safe care/service.

9.2

When prescribing medications, staff and service providers have access to 
the client's ongoing medication profile, including essential client 
information.

9.3

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 ROP

10.2.2 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.

10.2.4 The dangerous abbreviations, symbols, and dose designations 
are not used on any pharmacy-generated labels and forms.

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

11.4

At the start of service, service providers educate clients and families about 
how to take an active role in ensuring medication prescribed for them is 
administered safely.

16.1

Prior to the initial dose, and when the dosage is adjusted, service providers 
inform the client and family about the recommended medication therapy 
and potential reactions.

16.2

Service providers record in the client record verbal or written information 
that is provided to the client.

16.5

Surveyor comments on the priority process(es)

Priority Process: Medication Management

WRHA has embarked upon the development of an integrated structure for addressing medication-related 
issues through the establishment of the regional medication quality and safety committee. Inherent in the 
activities of this body is the development of a formulary system, regional policies and procedures and 

number of key committees reporting in, including the adult, child health, oncology, geriatrics and long term 
care, nutrition advisory, medication administration subcommittee, formulary subcommittee and the 
antimicrobial subcommittee. 

The pharmacy program has been re-structured on a regional basis and it significantly supports medication 
management on a regional and site-specific basis through sophisticated clinical pharmacy, drug information 
and drug distribution and education services. Especially noteworthy is the fact that the role of the pharmacy 
technician has been enhanced including pharmacy technician managers thereby enabling pharmacists to 
spend more time in patient care areas. 

There is evidence of a significant commitment to quality improvement through a wide array of quality 
initiatives in the areas of clinical pharmacy, drug distribution and medication reconciliation. Examples of 
these initiatives include: attitudes of pharmacy staff regarding near misses; evaluation of clinical pharmacy 
services within the Manitoba HIV program; evaluation of pharmacist-managed warfarin dosing service for 
outpatient venous thromboembolism; hazardous drug handling; checklist for medication order review; 
medication order writing standards ; first dose antibiotic distribution; medication turnaround times; 
pharmacy technician-based best possible medication histories for medication reconciliation on admission; 
computerized medication reconciliation on transfer; medication reconciliation on discharge for pediatric 
patients; and, medication reconciliation in surgery (Victoria).  

The aseptic technique validation process for pharmacy staff working with sterile preparations is especially 
noteworthy.

The informatics system is well-developed. There are currently two pharmacy information systems in place 
with plans to standardize on one. The distribution is unit dose with full implementation of automated 
dispensing cabinets including bar code verification of re-stocking integrated with the pharmacy information 
system in all inpatient areas. Computerized provider order entry (CPOE) has been implemented in St. 
Boniface along with electronic medication administration documentation. Centralized intravenous additive, 
total parenteral nutrition and chemotherapy services are also provided.

There is good compliance with most of the required organizational practices.

The organization standardizes and limits the number of medications available through a robust, 
evidence-based formulary review process.

The organization has evaluated and limited the availability of heparin products and has removed high dose 
formats from patient care areas.

Similarly, the organization has evaluated and limited the availability of narcotics and removed high dose, 
high potency formats from patient care areas. One issue that needs to be resolved is the availability of high 
concentrations of hydromorphone in non-palliative care areas. Although the hydromorphone is only available 
through Pyxis cabinets on a patient-specific basis, the possibility exists for doses of high-potency 
hydromorphone to be removed from the Pyxis cabinet for patients who are not palliative.

Concentrated electrolytes including potassium chloride, potassium phosphate and hypertonic sodium chloride 
have been removed from client service areas.  The organization has conducted a regional audit on high alert 
drugs including heparin, high potency narcotics, insulin, neuromuscular blocking agents, potassium and 
hypertonic sodium chloride.

Nurses receive training on infusion pumps during orientation and as appropriate thereafter. Completion of 
training is documented by nurse educators.

Staff properly identify patients before medications are administered through the use of the patient wristband 
that contains at least two identifiers. 

There are many challenges to be addressed including the use of manual, paper medication administration 
records; the need to bring aseptic compounding facilities up to current clean room standards; and the 
ongoing development and implementation of regional policies and procedures such as high-alert medications. 

The ROP on “do not use” abbreviations requires further development. Although a policy and procedure exists 
and the list of banned abbreviations appears on the back of medication order sheets, these lists are not 
conspicuously posted in areas where medications are ordered, transcribed and entered.
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medication safety oversight. This committee  reports to the regional professional advisory council and has a 
number of key committees reporting in, including the adult, child health, oncology, geriatrics and long term 
care, nutrition advisory, medication administration subcommittee, formulary subcommittee and the 
antimicrobial subcommittee. 

The pharmacy program has been re-structured on a regional basis and it significantly supports medication 
management on a regional and site-specific basis through sophisticated clinical pharmacy, drug information 
and drug distribution and education services. Especially noteworthy is the fact that the role of the pharmacy 
technician has been enhanced including pharmacy technician managers thereby enabling pharmacists to 
spend more time in patient care areas. 

There is evidence of a significant commitment to quality improvement through a wide array of quality 
initiatives in the areas of clinical pharmacy, drug distribution and medication reconciliation. Examples of 
these initiatives include: attitudes of pharmacy staff regarding near misses; evaluation of clinical pharmacy 
services within the Manitoba HIV program; evaluation of pharmacist-managed warfarin dosing service for 
outpatient venous thromboembolism; hazardous drug handling; checklist for medication order review; 
medication order writing standards ; first dose antibiotic distribution; medication turnaround times; 
pharmacy technician-based best possible medication histories for medication reconciliation on admission; 
computerized medication reconciliation on transfer; medication reconciliation on discharge for pediatric 
patients; and, medication reconciliation in surgery (Victoria).  

The aseptic technique validation process for pharmacy staff working with sterile preparations is especially 
noteworthy.

The informatics system is well-developed. There are currently two pharmacy information systems in place 
with plans to standardize on one. The distribution is unit dose with full implementation of automated 
dispensing cabinets including bar code verification of re-stocking integrated with the pharmacy information 
system in all inpatient areas. Computerized provider order entry (CPOE) has been implemented in St. 
Boniface along with electronic medication administration documentation. Centralized intravenous additive, 
total parenteral nutrition and chemotherapy services are also provided.

There is good compliance with most of the required organizational practices.

The organization standardizes and limits the number of medications available through a robust, 
evidence-based formulary review process.

The organization has evaluated and limited the availability of heparin products and has removed high dose 
formats from patient care areas.

Similarly, the organization has evaluated and limited the availability of narcotics and removed high dose, 
high potency formats from patient care areas. One issue that needs to be resolved is the availability of high 
concentrations of hydromorphone in non-palliative care areas. Although the hydromorphone is only available 
through Pyxis cabinets on a patient-specific basis, the possibility exists for doses of high-potency 
hydromorphone to be removed from the Pyxis cabinet for patients who are not palliative.

Concentrated electrolytes including potassium chloride, potassium phosphate and hypertonic sodium chloride 
have been removed from client service areas.  The organization has conducted a regional audit on high alert 
drugs including heparin, high potency narcotics, insulin, neuromuscular blocking agents, potassium and 
hypertonic sodium chloride.

Nurses receive training on infusion pumps during orientation and as appropriate thereafter. Completion of 
training is documented by nurse educators.

Staff properly identify patients before medications are administered through the use of the patient wristband 
that contains at least two identifiers. 

There are many challenges to be addressed including the use of manual, paper medication administration 
records; the need to bring aseptic compounding facilities up to current clean room standards; and the 
ongoing development and implementation of regional policies and procedures such as high-alert medications. 

The ROP on “do not use” abbreviations requires further development. Although a policy and procedure exists 
and the list of banned abbreviations appears on the back of medication order sheets, these lists are not 
conspicuously posted in areas where medications are ordered, transcribed and entered.
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Nurses receive training on infusion pumps during orientation and as appropriate thereafter. Completion of 
training is documented by nurse educators.

Staff properly identify patients before medications are administered through the use of the patient wristband 
that contains at least two identifiers. 

There are many challenges to be addressed including the use of manual, paper medication administration 
records; the need to bring aseptic compounding facilities up to current clean room standards; and the 
ongoing development and implementation of regional policies and procedures such as high-alert medications. 

The ROP on “do not use” abbreviations requires further development. Although a policy and procedure exists 
and the list of banned abbreviations appears on the back of medication order sheets, these lists are not 
conspicuously posted in areas where medications are ordered, transcribed and entered.
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3.3.8 Standards Set: Medicine Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team works together to develop goals and objectives.2.1

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

2.2

Priority Process: Competency

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

3.7

Priority Process: Episode of Care

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

7.4 ROP

7.4.1 The organization has a written thromboprophylaxis policy or 
guideline.

7.4.2 The team identifies clients at risk for venous 
thromboembolism (VTE), [(deep vein thrombosis (DVT) and 
pulmonary embolism (PE)] and provides appropriate 
evidence-based, VTE prophylaxis.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The cardiac sciences program renewed its strategic plan in February 2008.  High level strategic goals were 
established at that time.  The program has achieved significant progress in the interval.  There is a high 
degree of functional integration and alignment among the constituents of the cardiac sciences program.  This 
resulted in enhanced access for patients and referring organizations, higher quality services and more 
seamless flow.  The leadership team periodically engages in “fireside chats" with the service teams to 
identify concerns and establish clarity on priorities within the program.  

specific, measurable goals and objectives through an inclusive process and establish a process of regular 
review and update in light of changing strategic focus.

The WRHA medicine program has established an effective leadership structure that brings site and program 
leaders together regularly to ensure strategic alignment at all levels and across sites. The development and 
implementation of the CTU at the Victoria General Hospital site is one good example of a significant 
advancement within the program that has resulted in a high quality clinical service that aligns with the 
regional clinical and academic mandate.  

The St. Boniface site has achieved significant improvements in capacity, flow, productivity and cost reduction 
through the application of lean methodologies. The medicine program has developed (at significant cost and 
effort) a substantial database of relevant clinical variables that is used to guide redesign efforts throughout 
the region.  They have also built capacity within the program to support process redesign using state of the 
art quality methodologies.  Successful initiatives include enhanced patient flow from emergency at the 
Health Sciences Centre, outpatient neurology clinic redesign, design and implementation of the CTU at 
Victoria General Hospital, and Lean process improvement to enhance bed capacity and improve flow at St. 
Boniface Hospital.

The physician leaders in the medicine program are clearly engaged and work closely with their administrative 
counterparts. Despite these many successes the medicine program has not refreshed its strategic priorities or 
documented operational goals and objectives in the past two or more years. 

The WRHA medicine program is encouraged to develop specific and measurable, goals and objectives through 
an inclusive process and establish a process for regular review and update.
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The cardiac sciences program leadership team is commended for its efforts and is encouraged to develop 
specific, measurable goals and objectives through an inclusive process and establish a process of regular 
review and update in light of changing strategic focus.

The WRHA medicine program has established an effective leadership structure that brings site and program 
leaders together regularly to ensure strategic alignment at all levels and across sites. The development and 
implementation of the CTU at the Victoria General Hospital site is one good example of a significant 
advancement within the program that has resulted in a high quality clinical service that aligns with the 
regional clinical and academic mandate.  

The St. Boniface site has achieved significant improvements in capacity, flow, productivity and cost reduction 
through the application of lean methodologies. The medicine program has developed (at significant cost and 
effort) a substantial database of relevant clinical variables that is used to guide redesign efforts throughout 
the region.  They have also built capacity within the program to support process redesign using state of the 
art quality methodologies.  Successful initiatives include enhanced patient flow from emergency at the 
Health Sciences Centre, outpatient neurology clinic redesign, design and implementation of the CTU at 
Victoria General Hospital, and Lean process improvement to enhance bed capacity and improve flow at St. 
Boniface Hospital.

The physician leaders in the medicine program are clearly engaged and work closely with their administrative 
counterparts. Despite these many successes the medicine program has not refreshed its strategic priorities or 
documented operational goals and objectives in the past two or more years. 

The WRHA medicine program is encouraged to develop specific and measurable, goals and objectives through 
an inclusive process and establish a process for regular review and update.

Priority Process: Competency

The Cardiac Sciences program is comprised of numerous multidisciplinary teams.  There is evidence of 
effective integration within the program and across teams.  The program has done an excellent job to 
articulate, measure and report on relevant clinical indicators for each of its teams.  They are commended for 
this leadership which clearly establishes a focus on quality and safety.  

As a next step in development, the Cardiac Sciences leadership team is encouraged to bring more focus to 
the evolution of the teams to an interdisciplinary or inter-professional model.  This would include developing 
better role clarity among team members, effective communication skills, conflict resolution skills, and team 
work flow patterns.  They are further encouraged to develop a process to evaluate effective team function, 
to share these results with team members and use them to identify priorities for action and subsequent 
improvements.

The development and implementation of the medicine CTU at the Victoria General Hospital represented a 
significant change for clinical team composition and function.  Patient characteristics, acuity and complexity 
have increased significantly and the introduction of an academic medical model has dramatically changed the 
nature of the work as well as how the team must function. Despite these challenges the team has managed a 
twenty percent reduction in the length of stay overall.   As this academic model matures the nursing staff 
should become more integral to the medical team.  As the constant on the unit, the nursing staff can and 
should be recognized for their clinical expertise as well as their patient knowledge as they clearly are on the 
teaching units at the Health Sciences Centre.  There should be a high degree of mutual respect and value 
among professionals working within the team. The program and site leaders have done an excellent job to 

The medical program site leaders at the Victoria General Hospital are encouraged to continue to work with 
the clinical team to clarify roles and promote enhanced communication between team members in particular 
nursing staff input on patient rounds and care planning.  Enhanced communication skills and conflict 
management is a key to enhanced team performance.  The site leaders are encouraged to develop a process 
to evaluate team effectiveness, communicate the results with staff and use the results to establish priorities 
for future team development activities.

shift the team culture to recognize the care of frail elderly patients as a core service element for the CTU.  
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The medical program site leaders at the Victoria General Hospital are encouraged to continue to work with 
the clinical team to clarify roles and promote enhanced communication between team members in particular 
nursing staff input on patient rounds and care planning.  Enhanced communication skills and conflict 
management is a key to enhanced team performance.  The site leaders are encouraged to develop a process 
to evaluate team effectiveness, communicate the results with staff and use the results to establish priorities 
for future team development activities.

At the Health Sciences Centre, redesign efforts in numerous areas clearly reflect the basis of interdisciplinary 
or inter-professional care models demonstrating enhanced communication between team members, conflict 
resolution skills, and an enhanced understanding of role and how to maximize value from complementary skill 
sets.  

The Health Sciences Centre site leadership team is encouraged to develop a process to evaluate team 
effectiveness, to share the results of this evaluation with team members, and to use these results to establish 
priorities for future team development activities.

The St. Boniface site leadership team is commended for the development of interdisciplinary teams at the 
unit and site level as well as for their involvement in the regional medicine program.  

The St. Boniface site leadership team is encouraged to develop a process to evaluate team effectiveness, to 
share the results of this evaluation with team members and to use these results to establish priorities for 
future team development activities.

Priority Process: Episode of Care

Patients interviewed in the Cardiac Sciences program were extremely complimentary of the facility staff and 
physicians.  They described receiving excellent care and felt that the respective services addressed their 
needs with compassion and dignity.  There is a strong sense of pride and purpose among the staff at all sites 
visited and the culture of the organization speaks of deep respect of the people served and a sincere 
commitment to excellence and care.  

The organization has mounted a significant response to the risk of VTE across its sites.  Recent audits attest 
to improving compliance with evidence-based guidelines.  There does not appear to be a written 
thromboprophylaxis policy or guideline in use by the Cardiac Sciences program.  The majority of patients 
treated by the program receive an anticoagulation regimen as an element of their primary management.  
There are small numbers of several high risk patient groups such as post-operative orthopedic patients and 
patients with oncologic diagnosis who need to be identified and treated with appropriate evidence based 
thromboprophylaxis.  The leaders of the programs are encouraged to develop a written thromboprophylaxis 
policy or guideline as well as to establish mechanisms to identify exceptional at-risk patients and apply 
evidence-based guidelines.

The cardiac referral process at the Saint Boniface Hospital is an excellent example of effective end of service 
transition.  Through a simple post discharge phone call from a nurse practitioner the Cardiac Sciences 
program has greatly improved participation rates in cardiac rehabilitation.  The evaluation of this process is 
very positive and the program is commended for its intention to expand the follow up program to include 
elective angiography and overnight PTCA cases.

patients.

Patients interviewed at all sites of the Regional Medicine program were extremely complimentary of facility 
staff and physicians.  They described receiving excellent care and felt that the respective services addressed 
their needs with compassion and dignity.  There is a strong sense of pride and purpose among the staff at all 
sites visited and the culture of the organization speaks of deep respect of the people served and a sincere 
commitment to excellence and care. 

The organization has mounted a significant response to the risk of VTE across its sites.  Recent audits attest 
to improving compliance with evidence based guidelines.  There does not appear to be a written 
thromboprophylaxis policy or guideline in use at any site of the Regional Medicine program. The leaders of 
the program are encouraged to develop a written thromboprophylaxis policy or guideline. 

In general the medical units visited at all sites were exemplars of quality patient care, each with unique 
strengths and challenges.  The St. Boniface team is commended for working with the emergency department 
to enhance patient flow and expedite transfer of patients awaiting admission to one of its three units.  Using 
Lean and rapid cycle approaches the team has reduced the length of stay by two days thus freeing capacity 
without increasing cost.  Staff engagement has improved as a result of seeing the impact of rapid cycle 
improvement.  

Approximately $1.36 million in savings have been realized through reductions in overtime, supply costs and 
sick time as a result of the quality improvement initiatives. As a result of these successes there is now a 
willingness to open flex beds on each of the medicine units when required to improve patient flow with 
confidence that their ability to manage length of stay will allow these beds to be taken back off line when 
not needed.  A number of the sites have instituted white boards in the patient rooms with information 
updated daily including current nurse, attending physician, care plan activities for the day.  This information 
is welcomed by patients and families and has been used as a successful communication tool.  At the St. 
Boniface site a bedside handover report ensures that the patient is aware of and participates fully in their 
care.  It enhances patient safety, communication and efficiency. Congratulations!

There is an abundance of well-designed clinical tools throughout the various sites such as standard admission 
orders that incorporate VTE and medication reconciliation, discharge planning follow up actions, transfer of 
care guidelines, standard fall assessment, and patient risk assessment for pharmacy referral.  A number of 
these forms are site specific and could offer great value if adopted across the WRHA.
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The program benefits from the efforts of eight physician assistants who support the care of admitted 
patients.

Patients interviewed at all sites of the Regional Medicine program were extremely complimentary of facility 
staff and physicians.  They described receiving excellent care and felt that the respective services addressed 
their needs with compassion and dignity.  There is a strong sense of pride and purpose among the staff at all 
sites visited and the culture of the organization speaks of deep respect of the people served and a sincere 
commitment to excellence and care. 

The organization has mounted a significant response to the risk of VTE across its sites.  Recent audits attest 
to improving compliance with evidence based guidelines.  There does not appear to be a written 
thromboprophylaxis policy or guideline in use at any site of the Regional Medicine program. The leaders of 
the program are encouraged to develop a written thromboprophylaxis policy or guideline. 

In general the medical units visited at all sites were exemplars of quality patient care, each with unique 
strengths and challenges.  The St. Boniface team is commended for working with the emergency department 
to enhance patient flow and expedite transfer of patients awaiting admission to one of its three units.  Using 
Lean and rapid cycle approaches the team has reduced the length of stay by two days thus freeing capacity 
without increasing cost.  Staff engagement has improved as a result of seeing the impact of rapid cycle 
improvement.  

Approximately $1.36 million in savings have been realized through reductions in overtime, supply costs and 
sick time as a result of the quality improvement initiatives. As a result of these successes there is now a 
willingness to open flex beds on each of the medicine units when required to improve patient flow with 
confidence that their ability to manage length of stay will allow these beds to be taken back off line when 
not needed.  A number of the sites have instituted white boards in the patient rooms with information 
updated daily including current nurse, attending physician, care plan activities for the day.  This information 
is welcomed by patients and families and has been used as a successful communication tool.  At the St. 
Boniface site a bedside handover report ensures that the patient is aware of and participates fully in their 
care.  It enhances patient safety, communication and efficiency. Congratulations!

There is an abundance of well-designed clinical tools throughout the various sites such as standard admission 
orders that incorporate VTE and medication reconciliation, discharge planning follow up actions, transfer of 
care guidelines, standard fall assessment, and patient risk assessment for pharmacy referral.  A number of 
these forms are site specific and could offer great value if adopted across the WRHA.

Priority Process: Decision Support

The Cardiac Sciences program has an impressive quality organization.  The quality standards committee is an 
interdisciplinary committee that includes frontline staff and provides leadership to the quality agenda. It also 
serves as a primary review committee for morbidity and mortality.  

The culture of quality is evident throughout the St. Boniface Hospital as program dashboards and scorecards 
are readily displayed and staff are very much aware of their contents.  Equally impressive, clients are 
involved in service planning and quality improvement initiatives throughout the cardiac sciences program.

At the Health Sciences Centre clinical nurse specialists within the Regional Medicine program initiate 
evidence-based protocols and practice guidelines for all appropriate medical patients admitted to clinical 
teaching units.  These guidelines are reviewed and updated regularly.

It is worthy of note that the level of clinical information technology implementation throughout the WRHA 
lags considerably that of many other jurisdictions. Despite the absence of technology the Cardiac Sciences 
and Medicine programs have succeeded in developing clinical databases that provide basic quality data and 
use this data aggressively to plan and redesign care processes. The patients of the WHRA would benefit 
greatly from a range of clinical information technologies as would the staff's efforts to enhance quality and 
ensure patient safety.
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It is worthy of note that the level of clinical information technology implementation throughout the WRHA 
lags considerably that of many other jurisdictions. Despite the absence of technology the Cardiac Sciences 
and Medicine programs have succeeded in developing clinical databases that provide basic quality data and 
use this data aggressively to plan and redesign care processes. The patients of the WHRA would benefit 
greatly from a range of clinical information technologies as would the staff's efforts to enhance quality and 
ensure patient safety.

Priority Process: Impact on Outcomes

The Cardiac Sciences program quality standards committee reviews all deaths and recommendations from 
critical incidents and ensures follow up.  Where appropriate, clinicians meet face to face with patients and 
family members to disclose adverse results and apologize.  Unit managers, educators and physician leads are 
responsible to follow through on recommendations at the unit level and to ensure that the root issue is 
resolved.

There is evidence that the Cardiac Sciences program informs and educates clients and families about the 
client and family's role in promoting safety. 

The Cardiac Sciences program participates in a national benchmarking initiative lead by CIHI.  Indicators such 
as bleed rates, mortality rates, central line infection and VAP rates are compared to other similar centres.  
Overall the program has achieved lower than average complication rates as compared with other facilities in 
Canada.

The program has developed a comprehensive balanced scorecard that is measured and reported widely.  They 
solicit formal client feedback through surveys at least quarterly.  All indicators and survey results are 
reviewed by the quality standards committee who in turn makes recommendations for action that are 
executed throughout the program at the unit/service level.

Recommendations from the previous accreditation survey were addressed.

The first one involved consultation of cardiology for ventilated heart failure and pulmonary hypertension 
patients in the medical surgical ICU.  The team developed a policy in collaboration with the ICU to promote 
bilateral consultation for appropriate patient groups.  Preliminary audit data on a small number of patients 
indicate limited success; however, the team continues to work on this important initiative.

The second one dealt with wait time for cardio-diagnostic procedures. This issue has received considerable 
attention.  Despite achieving significant efficiencies through process improvement and increasing the number 
of studies completed per annum, the wait list or wait times have not changed appreciably.  The Cardiac 
Sciences program has recruited more physician resources and has plans to increase the capacity for studies 
which will be required to address this issue.

The Regional Medicine program informs and educates clients and families about the client and family role in 
promoting safety. At the Victoria General Hospital the residents in family medicine are provided information 
about patient and family engagement as part of their orientation.  The leaders of the medicine and cardiac 
sciences programs are encouraged to inform and engage residents and students in enhancing the client and 
families role in promoting safety. 

desire to balance a falls prevention strategy with a minimum restraint initiative.  It was apparent that clinical 
staff within the medicine program are appropriately engaging patients and family members in discussions 
about goals of care and risk of fall in order to make patient-centred decisions.  

An evaluation is underway in the falls prevention strategy.  The leadership of the medicine program is 
encouraged to follow through with this audit and continue efforts to balance prevention while minimizing 
unnecessary chemical restraints.

WRHA appears to have a well-developed critical incident reporting mechanism that provides opportunities for 
clients to anonymously report concerns and ensures appropriate and timely response.  There is evidence that 
this system is used widely throughout the Cardiac Sciences and Medicine programs.
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implementation across the sites and programs.  One of the challenges being addressed by the program is the 
desire to balance a falls prevention strategy with a minimum restraint initiative.  It was apparent that clinical 
staff within the medicine program are appropriately engaging patients and family members in discussions 
about goals of care and risk of fall in order to make patient-centred decisions.  

An evaluation is underway in the falls prevention strategy.  The leadership of the medicine program is 
encouraged to follow through with this audit and continue efforts to balance prevention while minimizing 
unnecessary chemical restraints.

WRHA appears to have a well-developed critical incident reporting mechanism that provides opportunities for 
clients to anonymously report concerns and ensures appropriate and timely response.  There is evidence that 
this system is used widely throughout the Cardiac Sciences and Medicine programs.

The region has developed a comprehensive falls prevention strategy and there is evidence of its 

desire to balance a falls prevention strategy with a minimum restraint initiative.  It was apparent that clinical 
staff within the medicine program are appropriately engaging patients and family members in discussions 
about goals of care and risk of fall in order to make patient-centred decisions.  

An evaluation is underway in the falls prevention strategy.  The leadership of the medicine program is 
encouraged to follow through with this audit and continue efforts to balance prevention while minimizing 
unnecessary chemical restraints.

WRHA appears to have a well-developed critical incident reporting mechanism that provides opportunities for 
clients to anonymously report concerns and ensures appropriate and timely response.  There is evidence that 
this system is used widely throughout the Cardiac Sciences and Medicine programs.
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3.3.9 Priority Process: Surgical Procedures

Delivery of safe surgical care to clients, from preparation and the actual procedure in the operating room, to the 
post-recovery area and discharge.

Unmet Criteria High Priority
Criteria

Standards Set: Operating Rooms

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

1.8

Team leaders monitor and meet each team member's ongoing education, 
training, and development needs.

2.4

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

2.8

The operating room has a protected area for sterile storage of medical 
equipment, devices and supplies.

3.5

The team uses technology to effectively manage operating room resources, 
including staff/service providers and equipment.

3.9

The team uses a safe surgery checklist to confirm safety steps are 
completed for a surgical procedure.

6.8
ROP

6.8.2 The team uses the checklist for every surgical procedure in 
the operating room.

6.8.3 The team has developed a process for ongoing monitoring of 
compliance with the checklist.

6.8.4 The team evaluates the use of the checklist and shares results 
with staff and service providers.

6.8.5 The team uses results of the evaluation to improve the 
implementation of and expand the use of the checklist.

The organization transports contaminated items separate from clean or 
sterilized items, away from client service and high-traffic areas.

12.6

The team uses flash sterilization in the operating room only in an 
emergency, and never for complete sets or implantable devices.

12.8

The team carries out regular safety briefings to share information about 
potential safety problems, reduce the risk of error, and improve the service 
quality.

14.1

The team selects and monitors specific performance indicators for the 
operating room and its services.

14.3
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The team sets performance goals and objectives and measures their 
achievement.

14.4

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

14.5

Standards Set: Surgical Care Services

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

2.2

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

3.7

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

7.7
ROP

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

The team reconciles the client's medications with the involvement of the 
client, family or caregiver at transition points where medication orders are 
changed or rewritten (i.e. internal transfer, and/or discharge).

11.4
ROP

11.4.2 Depending on the model, the prescriber uses the Best Possible 
Medication History (BPMH) and the active medication orders to 
generate transfer or discharge medication orders (proactive), 
OR, the team makes a timely comparison of the BPMH, the 
active medication orders, and the transfer or discharge 
medication orders (retroactive).

11.4.3 The team documents that the BPMH, the active medication 
orders, and the transfer or discharge medication orders have 
been reconciled; and appropriate modifications to medications 
have been made where necessary.

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

15.2
ROP

15.2.4 The team establishes measures to evaluate the falls 
prevention strategy on an ongoing basis.

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

Surveyor comments on the priority process(es)

The surgery program of the WRHA has gone through a period of intense change based on an overall planning 
process that has redesigned the delivery of surgical care based on the designation of sites for specific surgical 
services. The design of the overall surgical program follows a region-wide planning model that has achieved a 
high degree of buy in from surgeons, anesthetists, nursing staff and others. 

The process of planning and change has been inclusive and engaging. The model of designated centres for 
surgical disciplines and procedures has permitted a high degree of integration, sustainable service delivery 
and cross coverage, and the emergence of centres of excellence in specific disciplines such as orthopedics. 
This has translated into an ability to recruit specialist surgeons and to retain staff. 

Surgical teams are well resourced with trained staff and are able to offer comprehensive perioperative 
services including a designated pain service and a highly organized and coordinated preadmission process. 
Patients have consistent access to all surgical services, albeit with the need for transfer between sites based 
on the surgical service needed. 

Patients follow a structured process of preadmission, admission, preparation for surgery, postoperative care 
and rehabilitation. Individual procedural care maps are in use in some facilities for some procedures such as 
arthroplasties, although there is no standardized approach to the use of care maps or their content. This 
translates into variable lengths of stay for the same procedure at different sites.

Standardizing care maps or care pathways between sites would help to identify opportunities for 
improvement in process redesign. One area of particular note is the development of a regional decision 
support tool for preoperative patient lab testing. This is evidence based and was developed through a 
collaborative process between sites and disciplines. It has significantly changed practice in terms of 
streamlining the patient admission process and reducing the rate of same day delays and cancellations, and 
ensuring that only appropriate diagnostic testing is done with implications for cost containment and patient 
safety.  

The region has a standardized approach to surgical wait list measurement with appropriate rules governing 
the placement of patients on the waitlist and statistical reporting. The region does not utilize standardized 
prioritization tools aligned with site or program booking policies. While considerable effort has been made to 
reduce both waitlists and patient wait times, there are no published wait time targets and prioritization of 
patients remains the exclusive domain of individual surgeons.   

Operative procedures are carried out following appropriate standards of care and staff are well trained and 
knowledgeable in current practice. There is inconsistent implementation and application of the use of the 
safe surgery checklist. There is a region-wide checklist process that is visible at all sites and it has the 
recommended three-phase approach of  briefing, preoperative pause or time out, and debriefing. The 
application of the checklist is highly variable between sites and within sites between case types and settings. 
All sites were observed to take a time out before incision; however, the initial briefing and final debriefing 
were variably employed and when done, followed different processes. There are variations in the assigned 
responsibility and accountability for leading each of the three processes and in the recording of completion of 
each of the phases. This has implications for physicians who practice at more than one site and increases the 
risk of missed steps. In addition, the understanding exhibited by staff of the key safety functions being 
fulfilled by each of the three phases and by the individual elements within each phase was variable leading to 
the risk that these processes become an automatic process rather than a true safety check. 

The lack of consistent documentation of the safety checklist precludes effective monitoring, audit and 
process improvement. The region is strongly encouraged to engage in a collaborative process between sites 
and disciplines to review its current experience with the surgical safety checklist and standardize not only 
the elements of the checklist, but the process for employing the checklist at all sites and for all cases. The 
region is further encouraged to actively monitor this process and reinforce it as a standard of practice.  

Postoperative patient care is at a high standard in all sites surveyed. Patients expressed satisfaction, not only 
with the clinical care received, but with the caring approach of staff members. Staff were observed to be 
following the standards of care in all aspects of patient care. Interdisciplinary planning for postoperative 
care, rehabilitation and discharge was observed and is commended. 

As a regional program, the focus appears to have been on developing a coordinated approach to service 
delivery planning and promoting excellence in practice at sites and within disciplines. Staff are justifiably 
proud of the care provided at each hospital and institution. As a region, however, systematic measurement 
and evaluation of the effectiveness and appropriateness of surgical care is rudimentary. 

The region is encouraged to begin to develop program measures and indicators that allow regional analysis of 
care delivery, resource utilization, and to align service delivery with population health indicators to optimize 
the use of surgery to improve health status. In addition, a consistent approach to the collaborative 
development, implementation, and monitoring of decision support tools and policies will further ensure the 
standardization of excellent surgical care.
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The process of planning and change has been inclusive and engaging. The model of designated centres for 
surgical disciplines and procedures has permitted a high degree of integration, sustainable service delivery 
and cross coverage, and the emergence of centres of excellence in specific disciplines such as orthopedics. 
This has translated into an ability to recruit specialist surgeons and to retain staff. 

Surgical teams are well resourced with trained staff and are able to offer comprehensive perioperative 
services including a designated pain service and a highly organized and coordinated preadmission process. 
Patients have consistent access to all surgical services, albeit with the need for transfer between sites based 
on the surgical service needed. 

Patients follow a structured process of preadmission, admission, preparation for surgery, postoperative care 
and rehabilitation. Individual procedural care maps are in use in some facilities for some procedures such as 
arthroplasties, although there is no standardized approach to the use of care maps or their content. This 
translates into variable lengths of stay for the same procedure at different sites.

Standardizing care maps or care pathways between sites would help to identify opportunities for 
improvement in process redesign. One area of particular note is the development of a regional decision 
support tool for preoperative patient lab testing. This is evidence based and was developed through a 
collaborative process between sites and disciplines. It has significantly changed practice in terms of 
streamlining the patient admission process and reducing the rate of same day delays and cancellations, and 
ensuring that only appropriate diagnostic testing is done with implications for cost containment and patient 
safety.  

The region has a standardized approach to surgical wait list measurement with appropriate rules governing 
the placement of patients on the waitlist and statistical reporting. The region does not utilize standardized 
prioritization tools aligned with site or program booking policies. While considerable effort has been made to 
reduce both waitlists and patient wait times, there are no published wait time targets and prioritization of 
patients remains the exclusive domain of individual surgeons.   

Operative procedures are carried out following appropriate standards of care and staff are well trained and 
knowledgeable in current practice. There is inconsistent implementation and application of the use of the 
safe surgery checklist. There is a region-wide checklist process that is visible at all sites and it has the 
recommended three-phase approach of  briefing, preoperative pause or time out, and debriefing. The 
application of the checklist is highly variable between sites and within sites between case types and settings. 
All sites were observed to take a time out before incision; however, the initial briefing and final debriefing 
were variably employed and when done, followed different processes. There are variations in the assigned 
responsibility and accountability for leading each of the three processes and in the recording of completion of 
each of the phases. This has implications for physicians who practice at more than one site and increases the 
risk of missed steps. In addition, the understanding exhibited by staff of the key safety functions being 
fulfilled by each of the three phases and by the individual elements within each phase was variable leading to 
the risk that these processes become an automatic process rather than a true safety check. 

The lack of consistent documentation of the safety checklist precludes effective monitoring, audit and 
process improvement. The region is strongly encouraged to engage in a collaborative process between sites 
and disciplines to review its current experience with the surgical safety checklist and standardize not only 
the elements of the checklist, but the process for employing the checklist at all sites and for all cases. The 
region is further encouraged to actively monitor this process and reinforce it as a standard of practice.  

with the clinical care received, but with the caring approach of staff members. Staff were observed to be 
following the standards of care in all aspects of patient care. Interdisciplinary planning for postoperative 
care, rehabilitation and discharge was observed and is commended. 

As a regional program, the focus appears to have been on developing a coordinated approach to service 
delivery planning and promoting excellence in practice at sites and within disciplines. Staff are justifiably 
proud of the care provided at each hospital and institution. As a region, however, systematic measurement 
and evaluation of the effectiveness and appropriateness of surgical care is rudimentary. 

The region is encouraged to begin to develop program measures and indicators that allow regional analysis of 
care delivery, resource utilization, and to align service delivery with population health indicators to optimize 
the use of surgery to improve health status. In addition, a consistent approach to the collaborative 
development, implementation, and monitoring of decision support tools and policies will further ensure the 
standardization of excellent surgical care.
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Postoperative patient care is at a high standard in all sites surveyed. Patients expressed satisfaction, not only 
with the clinical care received, but with the caring approach of staff members. Staff were observed to be 
following the standards of care in all aspects of patient care. Interdisciplinary planning for postoperative 
care, rehabilitation and discharge was observed and is commended. 

As a regional program, the focus appears to have been on developing a coordinated approach to service 
delivery planning and promoting excellence in practice at sites and within disciplines. Staff are justifiably 
proud of the care provided at each hospital and institution. As a region, however, systematic measurement 
and evaluation of the effectiveness and appropriateness of surgical care is rudimentary. 

The region is encouraged to begin to develop program measures and indicators that allow regional analysis of 
care delivery, resource utilization, and to align service delivery with population health indicators to optimize 
the use of surgery to improve health status. In addition, a consistent approach to the collaborative 
development, implementation, and monitoring of decision support tools and policies will further ensure the 
standardization of excellent surgical care.
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Under Qmentum, client organizations collect performance measure data using instruments.

· Instruments (or tools) are surveys related to areas such as governance, patient safety culture, and quality 
of worklife. They are completed by a representative sample of clients, staff, senior leaders, board 
members, and other stakeholders.

The information in this section shows some of the performance measure results at the organizational level.

4.1 Instruments

4.1.1 Governance Functioning Tool

The Governance Functioning Tool enables members of the governing body to assess board structures and 
processes, provide their perceptions and opinions, and identify priorities for action. The four aspects of the 
governing body that it is designed to measure are:

•    Board composition and membership
•    Scope of authority (roles and responsibilities) 
•    Meeting processes
•    Evaluation of performance

Accreditation Canada provided the organization with detailed results from its Governance Functioning Tool prior 
to the on-site survey, through the Quality Performance Roadmap on the client organization portal. The 
organization then had the opportunity to address challenging areas.

Data collection period: September 22, 2011 to October 28, 2011

Number of respondents: 11

Governance Functioning Tool: Results by Aspect of Governing Body

% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

9 9 82 N/A

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

0 9 91 N/A

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

0 0 100 N/A
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

4 Our roles and responsibilities are clearly identified 
and distinguished from those delegated to the CEO 
and/or senior management. We do not become 
overly involved in management issues.

0 9 91 N/A

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

0 9 91 N/A

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

0 9 91 N/A

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

0 0 100 N/A

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

0 18 82 N/A

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

0 9 91 N/A

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

9 27 64 N/A

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

0 36 64 N/A

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

0 18 82 N/A

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

9 0 91 N/A

14 Our ongoing education and professional development 
is encouraged. 

0 18 82 N/A

15 Working relationships among individual members and 
committees are positive.

9 0 91 N/A
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 N/A

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

0 0 100 N/A

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

9 18 73 N/A

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

0 9 91 N/A

20 Contributions of individual members are reviewed 
regularly.

30 40 30 N/A

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

9 9 82 N/A

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

27 73 0 N/A

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

0 18 82 N/A

24 As a governing body, we annually release a formal 
statement of our achievements that is shared with 
the organization’s staff as well as external partners 
and the community.

0 0 100 N/A

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

30 60 10 N/A

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

0 9 91 N/A

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

0 18 82 N/A

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

0 0 100 N/A
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 N/A

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

0 0 100 N/A

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

20 30 50 N/A

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

11 33 56 N/A

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

0 45 55 N/A

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

9 36 55 N/A

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

0 0 100 N/A

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

9 9 82 N/A

37 We have a process to elect or appoint our chair. 14 14 71 N/A
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4.1.2 Patient Safety Culture Tool

The Patient Safety Culture Tool provides insight into staff perceptions of patient safety, allowing the organization 
to identify successes and challenges in a number of areas related to patient safety and worklife. 

Accreditation Canada provided the organization with detailed results from its Patient Safety Culture Tool prior to 
the on-site survey, through the Quality Performance Roadmap on the client organization portal. The organization 
then had the opportunity to address challenging areas. During the on-site survey, surveyors reviewed progress 
made in those areas. 

Data collection period: May 16, 2011 to December 1, 2011

Number of respondents: 3042

Minimum response rate (based on the number of employees): 379

Minimum response rate MET
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Patient Safety Culture Tool Results
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*Canadian average: Percentage of Accreditation Canada client organizations surveyed from January to June, 
2011 that agreed with the instrument item. 

* Canadian Average

Winnipeg Regional Health Authority
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Patient Safety Culture: Results by Patient Safety Culture Dimension 
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4.1.3 Worklife Pulse Tool

The Worklife Pulse Tool enables organizations to take the “pulse” of the quality of worklife by monitoring staff 
perceptions of various aspects of worklife, such as on-the-job communication, staff health and well-being, and 
job satisfaction. It collects information related to 11 aspects of the work environment that are known to 
contribute to individual quality of worklife and organizational performance. 

Accreditation Canada provided the organization with detailed results from its Worklife Pulse Tool prior to the 
on-site survey, through the Quality Performance Roadmap on the client organization portal. The organization 
then had the opportunity to address challenging areas. During the on-site survey, surveyors reviewed progress 
made in those areas.

Data collection period: May 6, 2010 to December 1, 2011

Number of respondents: 3581

Minimum response rate (based on the number of employees): 379

Minimum response rate MET
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Worklife Pulse Tool Results
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Worklife Pulse Tool: Results of Work Environment
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After the on-site survey, the organization was invited provide comments to be included in this 
report about its experience with Qmentum and the accreditation process.

Every year, for one week, the Winnipeg Regional Health Authority (WRHA) opens its operations to a 
group of peer surveyors as a sign of our commitment to quality and patient safety.  Our capability to 
co-ordinate and deliver safe and caring services that promote health and well-being is strengthened 
through the everyday application and integration of Qmentum into our strategic planning and 
operations. This was the first survey for the Board of Directors, senior leadership and most of the WRHA 
acute care programs since we initiated the implementation of Qmentum in 2008.

Qmentum provides the WRHA with an integrated quality framework, standards, self-assessment tools, 
processes, quality roadmaps and more. However, these are only tools. Quality and patient safety is 
about people in action. It is something we do; the actions which flow from our ongoing conversations, 
insight and judgments - day in and day out 24 hours a day seven days a week.  We are committed to 
innovation, excellence and stewardship and Qmentum supports us to achieve these commitments.

In this survey, Accreditation Canada examined 18 different priority processes within the WRHA, 
conducted an in-depth review of seven clinical programs, and surveyed all governance and leadership 
functions including the Aboriginal Health Program.  The Accreditation team made 52 site visits across 
the Winnipeg Health Region. In the course of their visit, they have identified many strengthens within 
the WRHA, indicating the WRHA is meeting standards across every one of the eight Dimensions of 
Quality. The WRHA met 92% of the total criteria from the standards sets used to evaluate our programs.  
There are also challenges and opportunities for improvement within the region including our continued 
pursuit  of reaching 100% compliance with all applicable Required Organizational Practices.

The WRHA remains firmly committed to quality, patient safety and the innovation necessary for 
continual process improvement.  Accreditation provides the Region with an effective mechanism to 
compare its clinical and administrative performance against national standards of excellence.  This 
report will help guide the WRHA in strengthening the overall quality of its programs and further improve 
patient safety.
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Health care accreditation contributes to quality improvement and patient safety by enabling a health 
organization to regularly and consistently assess and improve its services. Accreditation Canada’s Qmentum 
accreditation program offers a customized process aligned with each client organization’s needs and priorities. 

As part of the Qmentum accreditation process, client organizations complete self-assessment questionnaires, 
submit performance measure data, and undergo an on-site survey during which trained peer surveyors assess their 
services against national standards. The surveyor team provides preliminary results to the organization at the end 
of the on-site survey. Accreditation Canada reviews these results and issues the Accreditation Report within 15 
business days. 

An important adjunct to the Accreditation Report is the online Quality Performance Roadmap, available to client 
organizations through their portal. The organization uses the information in the Roadmap in conjunction with the 
Accreditation Report to ensure that it develops comprehensive action plans. 

Throughout the three-year cycle, Accreditation Canada provides ongoing liaison and support to help the 
organization address issues, action plan, and monitor progress.

Following the on-site survey, the organization uses the information in its Accreditation Report and Quality 
Performance Roadmap to develop action plans to address areas identified as needing improvement. The 
organization provides Accreditation Canada with evidence of the actions it has taken to address these conditions. 

Five months after the on-site survey, Accreditation Canada evaluates the evidence submitted by the organization. 
If the evidence shows that a sufficient percentage of previously unmet criteria are now met, a new accreditation 
decision that reflects the organization’s progress may be issued.

Progress Review and Ongoing Improvement

Action Planning
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Priority processes associated with system-wide standards

Priority Process Description

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

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

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

Integrated Quality 
Management

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

Principle-based Care and 
Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

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

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

Emergency Preparedness Dealing with emergencies and other aspects of public safety. 

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

Medical Devices and 
Equipment

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

Priority processes associated with population-specific standards

Priority Process Description

Chronic Disease Management Integration of services to meet the needs of populations across the continuum 
of care.

Population Health and 
Wellness

Promoting and protecting the health of the populations and communities 
served, through leadership, partnership, innovation, and action.  
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Priority processes associated with service excellence standards

Priority Process Description

Point-of-care Testing 
Services

Provision of testing outside the laboratory, near where care is delivered to 
the client, in order to provide practitioners with information about the 
presence of health problems, and the procedures and processes used by these 
services.

Organ Transplant Organ transplant services provided from initial assessment of potential 
transplant candidates through the provision of follow up recipient care.

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

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

Episode of Care 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.

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

Impact on Outcomes 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. 

Medication Management Interdisciplinary provision of medication to clients.

Organ Donation Donation services provided from identification of a potential donor to donor 
management and organ recovery.

Infection Prevention and 
Control

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

Surgical Procedures Delivery of safe surgical care to clients, from preparation and the actual 
procedure in the operating room, to the post-recovery area and discharge.

Diagnostic Services: Imaging 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.
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Priority Process Description

Diagnostic Services: 
Laboratory

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.

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