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Part A:  

Trillium Health Centre’s Quality Improvement Plan 
 

1.  Overview of our quality improvement plan for 2011-12 
 
Quality is more than a word.  It’s a promise of excellence.  And that’s exactly what Trillium Health 
Centre’s patients have come to expect every time they use our services.  Building upon a well-
earned reputation for clinical excellence and quality performance, we will do everything possible 
to achieve quality in all that we do.   
 
Achieving quality means that we consistently deliver exceptional clinical outcomes and exemplary 
patient and family experiences using evidence-based practices.   
 
Quality by Design, one of our five strategic themes, means that: 

 We set leading standards for safe, high quality care and service delivery 
 We achieve superior outcomes for our patients while continually seeking improvements in 

care 
 We are known and recommended for the best care experience. 

 
 

 
 
                  (From Trillium Health Centre’s Strategic Plan, 2009/10 – 2011/12) 
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2.  What we will be focusing on and how these objectives will be achieved 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Our Quality Framework 
 

The Quality Framework is a continuous improvement model.  We measure, monitor and refine our efforts in the 
relentless pursuit of the highest quality care for our patients. 

Set strategic aims – Our aims are to ensure our patients experience:  
 No needless death 
 No needless harm 
 No needless pain 
 No needless wait. 

These strategic aims are the foundation of the measures set by Trillium’s highest governing body – the Board of 
Directors – to ensure that Trillium meets its quality objectives.  

Managing local improvements – Through intentional design, we can align and mobilize our care delivery, provide 
teams with the skills required for continuous improvement and hardwire improvement processes and best practice to 
ensure care is right the first time, all the time, for everyone.   
 
Drive organizational commitment – Everyone has a role to play in providing patients with an exceptional experience 
that delivers superior outcomes. We will do this through establishing healthy workplaces, role maps/accountability, 
distributive leadership, a just culture and quality recognition. 
 
 

Develop 
organization-wide  
quality imperative 

Develop and 
sustain Roadmap 

to Excellence 

Deliver care with 
humanity and  
compassion 

Develop and 
implement EPR 
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Strategic Directions 
 
Improving patient safety and quality care are central to Trillium Health Centre’s strategic plan. To act on these strategic 
priorities, Trillium has set five specific goals with clearly defined objectives to chart the organization’s course over the 
span of three years. This provides all areas of Trillium with direction for improving the quality of care we provide our 
patients. 
 
Our overarching direction is to be at the 75th percentile or better for all quality dimensions.  By doing this, we will set 
leading standards for safe, high quality care and service delivery.  We will achieve superior outcomes for our patients 
while continually seeking improvement in care. 
 
 

Direction 1 

  
We will develop and implement an organization-wide quality imperative and 
approach to reduce waste, drive process improvements and redesign the 
organization.  By doing so, we will improve quality and timely delivery of 
services to provide the best possible care for our patients. 
 

Direction 2 

  
We will develop and sustain a “Roadmap to Excellence”.  This will allow us to 
build on the organization’s existing strengths and further cultivate excellence 
across the entire organization to achieve the best outcomes for our patients. 
 

Direction 3 

  
We will deliver care and services through a culture of humanity and 
compassion.  In so doing, we will continue to be known for the best patient 
care experience through treating our patients with respect, compassion and 
dignity. 
 

Direction 4 

  
We will develop and implement an integrated information management 
system that includes an electronic patient record (EPR).  This will help 
seamlessly connect all facets of interdisciplinary care and will ensure 
information is effectively shared among members of our team so that there 
are no gaps as patients move into and out of hospital. 
 

 
Priority One Objectives 
 
Trillium Health Centre’s strategic directions will provide the foundation and structure to advance quality of services and 
care for our patients.   
 
Key enablers for quality: 

 
1. Board of Directors:  Trillium’s Board of Directors has been driving quality for over 6 years.  The Board Quality 

Committee has worked with management to make quality and patient outcomes an organization-wide 
imperative.  The Board agenda has quality as its first and most important priority.     

2. Big Dots:  In 2009, Trillium established four Big Dot indicators with the Board of Directors at its annual retreat.  
These four Big Dots were selected to focus the organization’s approach to quality improvement.   

3. Driver Diagrams:  Driver diagrams provide the framework and the plan to advance improvement on complex 
processes (Big Dots) on one page.   (See more detail below).  

4. Incentives:  Trillium uses various incentives to drive quality throughout the organization.  One key incentive is 
funding - our strategic plan has funding to ensure the directions are supported and enabled to move forward.  
As an example, the Strategic Innovation Fund provides one-time funding to different ideas from the staff that 
advance strategic directions.  Another incentive is recognition awards.  Annually, during Quality Week, the 
CEO recognizes exceptional quality improvement initiatives and outstanding quality contributions from staff.    

5. Our People: Quality improvement is only achieved through the dedication, commitment, innovation and 
ingenuity of our people.  Trillium supports staff, volunteers and physicians to achieve success in quality 
improvement through ongoing training, development and other tools to enable change.  Trillium strives to 
create the right environment to attract and retain the best and brightest people.  
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Priority One Objectives 
 
Safety     Objective:  Avoid new pressure ulcers 

Strategic Aim:  No needless harm 
Specific Aim: Reduce % of acute care patients who develop pressure ulcers while in hospital 
from 5% in 2010/11 to 4.5% 
  Reduce % of complex continuing care (CCC) patients who develop pressure ulcers 
while in care from 4% in 2010/11 to 2.6% 
Outcome Measure/Indicator:  % of CCC residents with new pressure ulcer in the last three  
                months (stage 2 or higher)   
 % of acute care patients with hospital-acquired pressure ulcers 
Change Ideas:   

 Develop a methodology to measure monthly the incidence of pressure ulcers across the 
organization. Each day, use safety crosses (a visual display of pressure ulcer incidence) 
on all inpatient units 

 Determine if Health Outcomes for Better Information and Care (HOBIC) data can be 
used to measure and understand the incidence of pressure ulcers  

 Daily skin assessments for all patients documented electronically 
 Digital photos of complex wounds taken to facilitate interdisciplinary discussion 

 
Effectiveness Objective:  Reduce unnecessary time spent in acute care 

Strategic Aim:  No needless wait 
Specific Aim:   Reduce the number of patients waiting for alternative levels of care (ALC) in 
acute care beds from 12% in 2010/11 to 10% 
Outcome Measure/Indicator:  Percentage of ALC days:  Total number of inpatient days  
    designated as ALC, divided by the total number of acute inpatient 
    days (Note: improvement against this measure will also require 
    changes in community capacity that are beyond the hospital’s  
    control) 
 
Change Ideas:   

 Develop a measurement system to capture waits that are within the hospital’s control  
 Continue joint process improvement sessions (using Lean methodology) with the 

Community Care Access Centre (CCAC) and patient navigators to remove waste in the 
discharge process and create standard work processes for discharge 

 Early discharge identification will enable smoother transitions for patients 
 Create a High Intensity Case Management Team to respond rapidly to patients who 

present with complex conditions that will require expertise to navigate ethical, legal, 
social and medical requirements. 

 Create a Transition and Readmission Team (TReaT) to respond rapidly to patients who 
present with complex conditions requiring expertise to expedite timely discharge, avert 
admissions and readmission. 

 
Effectiveness Objective:  Reduce readmission within 30 days for selected case mix groups (categories of 

diagnosis, treatment, and intensity) 
Strategic Aim:  Reduce readmission for seniors and people with chronic diseases  
Specific Aim:  Reduce the percentage of inpatients who are readmitted within 30 days from 
12.5% in 2010/11 to11.5% (represents the 90th percentile provincial performance) 
Outcome Measure/Indicator:   The number of patients with specified CMGs readmitted to any 
      facility for non-elective inpatient care within 30 days of  
      discharge, compared to the number of expected non-elective  
      readmissions  
Change Ideas: 

 Engage patients and families to identify root causes for readmissions 
 Undertake a pilot with risk assessment tool (LACE) to identify patients at high risk for 

readmission in acute medicine 
 Provide high risk patients with the resources in the Senior Medical Outreach Team  
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Access Objective:  Reduce wait times in the Emergency Department (ED) 

Strategic Aim:  No needless wait 
Specific Aim:  38% of admitted patients will spend less than 8 hours in ED, compared to 33% in 
2010/11 (Feb YTD). 
Outcome Measure/Indicator:  ED length of stay for admitted patients will be less than 8 hrs  
Change Ideas:   

 Continue to focus on improving key ED processes (using Lean methodology). 
 Establish a plan to redevelop the physical layout of the ED to improve patient focused 

care. 
 
Patient-centred       Objective:  Increase the percent of patients who respond “definitely yes” to question “health  
 centre did all it could to control pain” 

Strategic Aim:  No needless pain 
Specific Aim:  Increase the % of patients who respond “definitely yes” to a survey question on 
efforts to control pain from 78% in 2010/11 to 79% in 2011/12 
Outcome Measure:  NRC Picker survey of inpatients in acute care 
Change Ideas: 

 Form a committee reporting to Medical Advisory Committee (MAC), Nursing Advisory 
Council (NAC), and Professional Advisory Council (PAC) to evaluate and advance pain 
management practice across the organization.  

 Develop inter-professional collaboration in pain management practice throughout the 
organization. 

 Empower patients and families through education (using different methods which 
include, but are not limited to, pamphlets, internet information on the Trillium website, 
educational TV channels, and face-to-face education at preoperative clinic) to 
participate in assessing and managing their pain. 

 Develop a pain management database for quality assurance, enhancing patient safety, 
identifying areas for improvement, and facilitating evidence-based practice. 

 
 

Driver Diagrams at Trillium 
 

Trillium’s four major measures, called big dot indicators, each have a driver diagram to drive improvement. A big dot is 
both a measure of the overall success of specific processes and projects, as well as a leading indicator for the overall 
quality of patient care. Big dots are influenced by underlying drivers, which connect to key process improvement 
initiatives.  Senior leaders, staff and physician leaders collaboratively devised the driver diagrams related to each big 
dot. 
 
A driver diagram is a tool for translating a quality improvement plan into a concrete, logical sequence of actions and 
results. These one-page documents incorporate external targets and publicly-reported measures and align an individual 
staff member’s contributions to achieving big dot goals.  
 
Each big dot has drivers or root causes. The driver diagram assists staff and physicians in understanding their roles in 
improving the outcomes for patients. This further helps the Board understand how improvement is planned and what 
potential barriers for improvement might be.  The driver diagrams allow Board members to understand quality-related 
issues in a simple, visual way. They provide the Board with easy access to clear, transparent information on which to 
base governance decisions. This visual management technique facilitates the translation of clinical knowledge into 
widely comprehensible status reports.  
 
The driver diagrams speak to the need for every member of a health care organization – from Board members through 
physicians, executives, nurses and other staff – to understand the root causes of quality and the process improvement 
initiatives that can create changes.  The driver diagrams support both accountability and transparency, while being an 
effective way to foster staff engagement in quality initiatives.  
 
Driver diagrams enable Trillium’s staff to see how their work contributes to influencing the big dots. Introduction of the 
diagrams has galvanized clinical staff in a shared effort to achieve measurable targets, and provide new insights that 
link their daily work to more long-term, large-scale organizational goals.  
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The introduction and use of driver diagrams has enabled Trillium to focus its quality efforts and unite the contributions of 
staff, physicians, management and the Board of Directors toward the common goal of improving the health of the 
community. 
 
Trillium’s driver diagrams follow and demonstrate how the change ideas for all Priority One indicators are supported. 
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No Needless Wait

Timely and 
Standardized 

discharge 
practices 

Accountability
Awareness and 
transparency of 

ED measurement 
targets and 

performance

Develop public education regarding appropriate use of 
ED/Urgent Care

Maximize use of UCC – next day reassessment clinic 

 Maximize use of outpatient services at WT

Population Health
Reduce demand for 

ED services

Efficiency within 
the Emergency 

Department

Efficient and 
timely 

admission 
processes 

between ED 
and unit

Accountability
 Engagement in 

Patient Flow 
Activities

Expand psychogeriatric hospital based and outreach clinic 

implement Pilot Overcapacity Protocol 

Enhancement to Minor Treatment for assessment 

 Update Medical Directives (2005-2009)

ED physical redesign to increase patient focused care

Operationalize beds (1 ICU/1 CCU) with PCOP (Nov 2009)

3M facilitated Bed Ready project & implementation of 
spread plan

Operationalize one time funding for 10 medical patients until 
March 31/2010 (Nov 2009)

Enhance Bed Meeting and complete surge table top 
exercises 

Flo Collaborative Spread to improve timeliness and 
effectiveness of transition to community

Implement recommendations from Patient Navigator Pilot 

Implement Medworxx utilization tool to reduce 
conservable days

Continued and sustain benefits of Joint Discharge 
Operations 

Develop and distribute DART to pilot unit (Nov 2009)

Participate in provincial WTIS ALC Interim upload tool 
(Nov 2009) 

Solidify Knowing How We Are Doing boards with metrics 
on PIP Pilot units

Participate in provincial WTIS ALC Beta Site software 
implementation 

Physician representative on THC-PIP (Oct 2009)

Change ED physician schedules to meet peak demand (Nov 2009)

Engage physician in strategies to match rounding time to 
discharge targets

Increase physician engagement at Clinical Ops and MAC 
with respect to flow 

Implement new Falls Clinic 

Develop communication strategies (ie. e-whiteboards, cisco 
phones, patient pagers, daily huddles, beside report) (2009) 

Update bed management protocols

Explore options to enhance consultant response times in ED

No 
Needless 

Wait

ED Wait 
Time

AIM DRIVER Outcome MeasureBIG DOT

Explore Mental Health Rapid Response Clinic

Sustain the Regional PPCI- Code Stemi program

Create Geriatric Nurse Navigator Role 

Expand Chronic Disease – Self Care Programs

Scheduling physician, Nursing, CCAC , QRP, PT, OT, triage 
based on volumes

Implement ACNP role for medicine (Sept 2009)

Create a process to decant patients to waiting room, RAZ, Treatment 
hall

Operationalize ambulance offload team

Implementation of strategies to enhance flow from THC-
PIP

Implement accountability framework for  patient flow  
(Oct 2009)

Implement recommendations from Lean Discharge redesign 
Value Stream Analysis to reduce waste within our processes

Releasing time to Care-implement on Pilot 4B Admissions 
and Planned Discharge and Knowing how we are doing

Creation and implementation of DI Controller role (Dec 2008)

CDU redesign and expansion of RAZ (Nov 2009)

Continue with Home First approach to reduce the number 
of ALC waiting for LTC

Full implementation of Repatriation protocol (2010)

Call Centre Software Replacement Project (2009)

Develop and implement a discharge protocol

Revise and implement Pilot Overcapacity Protocol

Maintain Bed Ahead- PPCI, arrest bed, H1N1, Pegional NS, 
Cardiac, Stroke

Implement 8 additional telemetry beds on Med 5J (2009)

Explore Capital Purchase Software for Patient Flow

For 2011/12 ED LOS
 for

 Non admitted patients will be

= 8 hrs for = 93% of CTAS I,2 &3  

= 4 hrs for = 93% of CTAS IV & V

Projects
Planned 

Projects
In Progress

Projects
Completed 

For 2011/12 ED LOS
 for 

 Admitted patients will be 

= 8 hrs for = 38 % of CTAS I-V

NRC+ Picker patient 
satisfaction for overall 
quality of care received 

in the Emergency 
department will be 

% of Patients within 90 
min for EMS arrive at 

patient door to first 
device 

( target 90%)

DART 7, 9-13,44-46

PFR Table 2,3,4

DART 14-18

# of Gridlock days

Decision to admit to PIB

DART 19-23

IP % ALC  days

# ALC LTC

Readmission Rates

# Units with KHWD 
boards

Utilization of Daily DART

PFR Table 2- Ind #4
Table 3- Ind #3 

DART 19-21

ED LOS Status 
based on YTD

April – Feb 2011

Inpatient Bed 
Capacity

March 11 ,2011

Implementation of Lean Value Stream Analysis Action Plans

% implementation of 
recommendations 

arising from Kaizen 
events

For 2011/12  % positive score = 
82%

NRC+ Picker 
Status based on 
Jul- Sept 2011 

Monitor results monthly at the Corporate Patient Flow 
Commitee 

Develop a process for identification of high risk patients who would 
benefit from the resources from the Seniors Health Services     

ALC Lean kaizen events with CCAC and patient navigators to 
remove waste in the discharge process and create standard work 

processes for discharge streams

Early risk identification of high risk patients who require intervention to 
avoid ALC 

Create a Transition and Readmission Team( TReaT) to respond 
rapidly to patients who present with complex conditions requiring 

expertise to expedite timely discharge, avert admissions and 
readmission.

Create a High Intensity Case Management Team for complex 
conditions requiring expertise to navigate ethical, legal, social 

and medical requirements

# of  referrals and 
service volumes from 
Trillium inpatients to 
Senior Health Services 

% of discharges where 
discharge process 

timelines were met for 
both THC and CCAC

% of high risk patient 
who are assessed by the 
Patient Navigator with 
48 hrs of admission for 

CCAC referral

# of identified patients 
utilizing TReaT services

# of early identified 
high risk patient 

utilizing the services of 
the team

% completion and 
implementation of plan
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Priority One 
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No Needless Harm 

Releasing Time to Care Pilot- release time to support 
mobility and repositioning schedules (2010)

Prevention 

Detection 

Health 
Provider 

knowledge in 
pressure 

ulcer  
prevention 

and 
management

Implementation and roll out of  “Indwelling Urinary 
Catheter Clinical Protocol” (2009)

Nurse Clinician- Enterostomal Therapy position ( 2007)

Ongoing monthly Basic and Advanced Wound Care full 
day educational workshop offered to all staff( 2007)

Trillium Wide Advanced Wound Care Program (AWCP) 
established (2007)

Releasing Time to Care pilot- release time to support 
toileting schedules ( 2010)

NO Needless
 Harm

Prevalence of 
 SDTI- Stages

II-IV and X Pressure 
Ulcers

AIM  DRIVERS Process MeasuresBIG DOT

Implement pressure ulcer electronic risk assessment 
(Braden scale) through E documentation 

2009 Preventative maintenance program for beds and frames- 
5 year plan Critical Care Bed Refresh completed

Projects
Planned 

Projects
In Progress

Projects
Completed 

% Braden Scales 
completed

% of patients at risk with 
a preventive skin care 

protocol 

% of pressure ulcers 
present on admission

-# and type of 
referrals to Wound 
Care Specialists

-# of staff attending 
Basic workshop 

-# of staff attending 
Advanced workshop

-# of patients with 
pressure ulcers with 
digital photography 
measured by audits

Mitigation

Mar 11, 2011

Minimize  
Moisture/

Incontinence

Minimize 
pressure

Pressure Ulcer 
Risk 

Assessment 

Transparency 
of information

Resources- Pressure Ulcer Prevention and Treatment 
Protocol Poster and Customized binders(2007)

Process for Product utilization monitoring and analysis 
established to determine need for further product 

education ( 2009)

HOBIC indicators re 
functional status

Prevalence of 
Pressure Ulcers and  

Heel Ulcers

# of surfaces 
assessed /year

Braden Scale score visual for team on e-whiteboard      
( 2009)  

Knowing How We Are Doing boards with metrics and 
safety cross on RTC pilot unit and spread

Collaborative Care by Design Project– re maintain/improve 
functional status

Annual Product review established with 
standardization of Advance Wound care product line

Best Practice 
Skin and 

Wound Care 

Useage reports
Advanced Wound 

Care
Skin care line

Incontinent Briefs
Heel protectors

Establish Heel Ulcer Prevention Program Feb 2010 with 
use of Heel Protector Algorithm

HOBIC indicators

% assess bladder 
function on admission 

and discharge

Useage reports
Skin care line

Incontinent Briefs

Prevalence of 
Unnecessary Urinary 

Catheters

# of units with Braden 
Scale score visible on 

whiteboard

% of inpatient units 
that are compliant  
with safety cross 

% discrepancy 
between HOBIC, 
Safety Cross, and 

corporate prevalence 
audit

Review and implement 3M e- learning modules 

Annual communication of hospital wide and mini -
prevalence survey results across organization 

Development of Skin and Wound intranet site (2009)

Annual Spring/Fall and Winter Newsletters 
implemented in (2008)

Digital photos of complex wounds taken to facilitate 
interdisciplinary discussion and to become part of chart

Patient and 
family 

education

Patient and Family Brochure re Maintaining healthy 
skin

Patient and Family Brochure – Nutritional guideline to help 
maintain health skin

# of units distributing 
brochures 

Releasing Time to Care pilot- debriefing re new wounds 
to identify gaps in ulcer detection and skin care (2010)

Daily Skin Assessments documented electronically

Assess bladder function on admission and discharge

Develop and implement a process to utilize VAC             
( Negative Pressure Therapy) (2009)

Comprehensive review and update of all skin related 
protocols(2007)

SDTI
Suspected Deep 

Tissue Injury

Wound care team- part time physician 

Internal assessment and gap analysis re devices to support 
positioning/seating/pressure relief

Implement a strategy to have a patient specific preventive 
skin care protocol for all patients at risk 

Access to toileting equipment on each unit e.g commode

Assess mobility devices availability by unit e.g rollators

Develop a protocol and education strategy to prevent and 
or manage skin tears

Nutritional 
support

Expand the Silver Spoon Program

Develop a consistent methodology to trigger a consult 
to a dietician

Expand the Med-Pass program Number of units with 
Silver spoon program
, med pass program

Patient and Family Brochure re Heel ulcer prevention

Releasing Time to Care spread -Ortho1J/NSurg2B/Med3A

Notification of High Risk Patients to all Clinical Leaders, 
Wound Care Nurse 

Medical Health System establishment of Skin and 
Wound Nurses 

Skin and Wound education for all unit based Clinical 
Leaders

Part time clinician with wound care expertise

Patient and Family Brochure re Maintaining Healthy Skin to 
be place on Trillium’s public website

Hospital wide preventative maintenance program for beds 
and frames

Develop IT solution to measure monthly pressure ulcer 
incidence organization -wide and then daily ( leveraging the 

Safety Crosses)

Validate if  HOBIC data accurately monitors nosocomial 
pressure ulcer incidence

By March 2012 
the incidence of 
unit acquired 

SDTI II-IV and V 
pressure ulcers in 

the last three 
months in 
Complex 

Continuing Care 
residents will be 

2.6% 

By March 2012 
the incidence of 

hospital -
acquired SDTI II-

IV and V 
pressure ulcers in 

acute care 
patients will be 

4.5%

Priority One 
Change Ideas 
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No Needless Pain (Draft 9) 

NO Needless
 Pain

AIM  DRIVERS Process MeasuresBIG DOT

DRAFT
Projects

Ideas 

Projects
In Progress

Projects
Completed 

For 2011/12 the 
% of patients 

reporting 
positive ratings 
on NRC + Picker 

for : Did 
everything to 
control pain

 

 will be = 79

Mar 11, 2011

Best Practice

Palliative Care Team
HOBIC measures 
Level of pain last 24 
hrs on D/C

NRC Picker
1. Minutes taken to 
get pain medicine
2. Amount of pain 
medicine received

Develop a Comprehensive Pain Management Team 

Recommended 
target 

suggested by 
NRC + Picker

Positive ratings 
include 

Yes definitely

Currently 
big dot 

excludes 
Rehab, Obs, 

ED and 
Paeds

Timely 
reassessment 
and followup

Team suggests 
additional question 

be monitored
 Overall how much 
pain medicine did 

you get? 

Choices 
Not enough

Right amount
Too much

Positive ratings 
include 

Right amount

Timely and 
Effective 

Management

Standardized Pain assessment on admission by 
Nursing and Allied Health 

Appropriate 
Assessment

Enhance physician directed best practices in  pain 
assessment and management by maximizing ordersets 

and protocols

Chart audits for 
adherence to pain 
assessment standards
And Individual plan in 
place to manage pain

Leverage LHIN and Community Partners to develop 
regional community programs for pain management

Maintain the orthopedic regional nerve block program 

Enhance pre-procedural pain control strategies

% of elective Surgery 
patients attending 
pre op education 
stratified by 
procedure typePrevention

Toolkit of pain assessment scales 
(adult, pediatric, nonverbal, cognitively impaired and 

multilingual populations)

Develop and implement an education plan for an inter-
professional approach to pain assessment and 

management

Expand Pre-op patient education to all elective surgery 
patients

Development of Alternative and complementary therapies 
and concurrent treatment protocols

Expand Acute Pain Service to all health systems 

Pain Management Order Sets

Narcotics Standardization

# New LHIN based 
community chronic 
and palliative pain 
management 
programs

Volumes by quarter

Timely access 
and 

appropriate 
utilization of  

Pain 
Management 

experts

Leverage Collaborative Care by Design and RTC work to 
support inter-professional pain management

-Volumes of 
consultation requests
-Patient satisfaction 
re the pain service 
team

Spread of best practices for pre emptive pain control

Measurement 
and evaluation

To develop a pain management database (for quality 
assurance, enhance patient safety, identify areas for 
improvement, and facilitate evidence-based practice).

Interprofessional 
staff and 

patients are 
knowledgeable 

in pain 
assessment and 

management

To empower patients and families through education 
(using different methods which include but not limit to 
patient education pamphlets, internet information through 
the Trillium website, educational TV channels, face-to-
face education such as preoperative clinic) to participate 
in assessing and managing their pain.

Hospital wide spread of RTC real time patient satisfaction 
questionnaire includes satisfaction – re pain

RTC questionnaire- 
pain question results

Chart audit

Sustain Palliative Care Team

Develop new Chronic Pain Team

To form a committee reporting to Medical Advisory Council 
(MAC), Nursing Advisory Council (NAC), and Professional 
Advisory Council (PAC) to evaluate and advance the pain 

management practice across the organization. 

# of meetings per 
year and % 
attendance at 
meetings

 

© Trillium Health Centre 2011 – Not for reproduction or distribution 

Priority One 
Change Ideas 



Trillium Health Centre  11 
100 Queensway West 
Mississauga, ON  L5B 1B8 

 

Trillium Health Centre’s Four Big Dots 
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3.  How the plan aligns with the other planning processes 
 
Trillium Health Centre’s Quality Improvement Plan (QIP) aligns with our annual business planning cycle and is also 
drawn from a three-year Quality by Design plan.  Our strategic planning process (Figure A) at the Board level as well as 
local planning at the health system (HS) and business unit (BU) level informs the development of the QIP.  The process 
begins with the overarching strategy and a corresponding set of measures and targets.  Subsequently, each health 
system and business unit is charged with articulating a set of objectives, measures, targets and action plans in support 
of corporate strategy.   
 
To facilitate this alignment, Trillium has developed the Roadmap to Excellence in Healthcare framework (Figure B) to 
implement strategy and support the ongoing pursuit of excellence in the delivery of all care and services.  Through 
extensive engagement and using step-by-step methodology, each health system and business unit across the 
organization uses evidence-based criteria to assess where it is today, where it wants to be and how it plans to get 
there.  The inputs to each health system’s plan mirrors those for the QIP, including: 

 Patient satisfaction results 
 Patient Relations summary 
 Risk data 
 Healthy Workplace survey results 
 Key quality indicators and metrics 
 Financial stewardship outcomes. 

 
The output of this process is that each health system and business unit creates a plan that defines objectives, outcome 
measures and action plans in alignment with Trillium’s strategic plan and key performance measures (big dot 
measures).   
 
On an annual basis health systems and business units refresh Roadmap to Excellence plans.  At this time, teams 
assess current performance against identified targets, assess the actions taken and make necessary changes to 
improve performance and alignment.  Planning days occur each year where Roadmap to Excellence plans are shared 
and considered collectively.  The objective of the annual planning day is to create awareness and understanding of 
specific priorities that health systems and business units have set out in Roadmap plans as well as the challenges and 
opportunities associated with achieving them. The planning day is an opportunity to engage senior leaders in priority-
setting to ensure health system and business unit objectives and targets are met.  This process then informs the 
development of the Operational Plan and the QIP. 
 
A performance management and reporting system (Appendix A) is used to monitor and track performance from the 
Board level to frontline staff to ensure accountability and transparency to drive improvement and achieve excellence 
across the organization throughout the year. 
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Figure A 
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Figure B 
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4.  Challenges, risks and mitigation strategies 
 
Trillium Health Centre’s Quality Improvement Plan sets out clear goals and targets for improvement in 2011-12, along with an 
approach and specific changes that will be implemented to drive that improvement.   The performance goals and targets set 
out in the plan have been established within the context of key challenges and risks impacting the organization – both 
externally and internally.   
 
In the external environment, Trillium faces similar challenges to other large health centres serving rapidly-growing 
communities.   According to a recent Mississauga Halton LHIN study on acute care needs1, Trillium expects to see a 68% 
increase in inpatient acute weighted cases over the next 15 years.  Weighted cases for the population aged 75+ are expected 
to increase 95% during the same time frame.  Caring for the projected elderly population with intense needs related to 
complex, chronic diseases will be the key challenge.  This problem is accentuated for Trillium because of the lack of long term 
care beds in the Mississauga Halton LHIN region – the lowest per capita in the province. 
 
Combined with the pressure of increased demand is the reality of constrained funding.  As the provincial government works to 
eliminate the deficit by 2017-18, it has expressed the need to slow the growth in major spending areas, including health care.  
Recent funding increases have not kept pace with inflation and this is expected to continue as the government moves toward a 
balanced budget. 
 
To mitigate risks in the external environment, Trillium works closely with the Mississauga Halton LHIN to plan for short, 
medium and long-term needs across the continuum of care and help shape regional activity based on provincial directions.   
Trillium works directly with regional partners, including the Mississauga Halton Community Care Access Centre and Credit 
Valley Hospital, on plans to better integrate services and deliver them more effectively.  Trillium is also establishing a specific 
strategy on seniors’ care that includes the development of a long term care facility to expand this critical capacity in the area.  
In addition to these actions, Trillium is continuously implementing changes to improve flow and efficiencies and increase 
productivity. 
 
Our people drive quality improvement – Trillium’s success is dependent on their success.  That is why Trillium has taken very 
seriously key challenges that directly impact our staff.  Primary among these is the current wage freeze for non-unionized 
employees that has unfairly impacted health care professionals at Trillium.  Additionally, the aging workforce and overall 
shortage of health care professionals puts pressure on our staff and leaders.  Trillium is working hard to address these 
challenges and has implemented a variety of strategies to support staff and press for changes at the provincial level that will 
address these challenges.   
 
Other key challenges include the need for redevelopment of key parts of the hospital’s physical plant and a robust system to 
share information between providers. While Trillium’s Quality Improvement Plan assumes these key challenges will persist in 
2011-12, the leadership of the organization is working to address these issues at the regional and provincial levels. 
 
Additionally, Trillium recognizes that this plan could be at risk without clarity of focus and accountability within the organization.  
This risk will be mitigated through the implementation of a cascading accountability framework and business planning process, 
as described in this plan.   
 
Trillium Health Centre has a long history of quickly and effectively responding to changes in the external and internal 
environment.  While the goals and targets in this Quality Improvement Plan are predicated on these known challenges and 
risks, Trillium recognizes that new risks may be presented in the coming year.   The organization will use the well established 
governance and management mechanisms in place to respond to changes effectively and deliver improved quality care.   
 
 
 

 
 
 
 
 
 
 
 
1 Long -Term Health Service Planning in Mississauga Halton LHIN: Trillium Health Centre Profile.  August 2010
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Part B: 
Our Improvement Targets and Initiatives 
 

See Spreadsheet attached 

BEFORE YOU BEGIN… 

Key messages Technical Information

PART B: Improvement Targets and Initiatives

Current performance: What is your organization’s current performance data/rate? 

A timeframe is specified within the table for core indicators. 
Performance goal 2011/12: At the end of the improvement initiative, what is the 

outcome your organization expects to achieve?
Priority: Only indicators assigned as Priority 1 require a change plan (columns G‐K). 

Please see the guidance document for more information. 

High‐level improvement plan: This section defines the details of the quality 

improvement initiative. Hospitals are required to complete the change section for 

all high priority (1) initiatives. 
Methods and results tracking: Include your measures/current data (i.e. process 

)

Measures (columns B‐F) –There is a core set of 

measures identified within this spreadsheet. This is 

to ensure alignment, consistency and 

standardization of reporting.  There is however, an 

expectation that measures will be added that align 

with your own hospital and regional priorities 

Change plan (columns G‐K) – These columns should 

be completed where you have flagged a measure as 

Priority 1 (column F).  Understanding that hospitals 

do not all have the same priorities, we expect these 

As part of the ECFAA Legislation, the annual quality improvement plan must be developed having regard to: 

‐ The results of the surveys (patient and staff ‐ if available)

‐ Data relating to the patient relations process 

‐ Aggregated critical incident data

Please ensure this information is reviewed and considered in the process of developing your plan.  

Link to Online Updates

Helpful hints for how to review this information are provided in the guidance document. 

measures) as appropriate
Target for 2011/12: All Priority 1 indicators must have a target defined for 

2011/2012. Organizations should aim to review their existing data over time to set 

“stretch targets” on a select number of objectives. Please see the Guidance 

document for more information on target setting. 
Target justification: Why was the specific target selected? i.e. is the target based on 

research literature; best practice; provincial or other defined benchmarks; scientific 

evidence; organizational targeting exercise? 
Comments: If there are any additional comments that you would like to make about 

the initiative, please indicate these here. 

plans to be developed with your own hospital's 

priorities in mind.  Change priorities should be 

focused on areas where improvement is necessary. 

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualityimprove/update.aspx


PART B: Improvement Targets and Initiatives

Please do not edit or modify provided text in Columns A, B & C

AIM MEASURE CHANGE 
Quality 
dimension Objective Outcome Measure/Indicator

Current 
performance

Performance goal 

2011/12 Priority Improvement initiative Methods and results tracking Target for 2011/12 Target justification Comments

Safety 0.28 75th percentile

2)

… N)

1) 2 75th percentile

2)

… N)

1) 85%               

85%

75th percentile

2)

… N)

1) 0 Best practice

2)

… N)

1)  See Below See Below 2.60% Prov. Avg 2009/10 = 2.6%

2)

… N)

1) 2% Prov Avg. 2010 = 13.1%; Usually 

Trillium result is > 2 but scored < 2 in 

one quarter (2009 Q1).
2)

… N)

Pressure Ulcers: Incidence of new pressure ulcer (stage 2 or higher) for acute inpatients 

(March 2011)

5% 4.5% 1 1)  Develop IT Solution to Measure monthly 

pressue ulcer incidence organization wide & 

then daily leveraging use of Safety Crosses

% of inpatient units that are 

compliant

100.0% Best practice

2) Validate if HOBIC data accurately 

measure nosocomial pressure ulcer 

incidence

% discrepancy between HOBIC, 

Safety Cross, and corporate 

prevalence audit

<5%

3) Daily skin assessments documented 

electronically

% of patients at risk with a 

preventative skin care protocol 

100% Best practice

4) Digital photos of complex wounds taken 

to facilitate interdisciplinary discussion

# of patients with pressure ulcers 

with digital photography 

measured by audits

85% Best practice

Effectiveness 1) 85 Between 75th & 90th percentile

2)

… N)

Reduce unnecessary hospital 

readmission

Readmission within 30 days for selected CMGs to any facility: The number of patients 

with specified CMGs readmitted to any facility for non‐elective inpatient care within 30 

days of discharge, compared to the number of expected non‐elective readmissions ‐ Q1 

2010/11, DAD, CIHI

12.50% 11.5% 1 Develop a process for identification of high 

risk patients who would benefit from the 

resources from the Seniors Health Services  

# of  referrals and service 

volumes from Trillium inpatients 

to Senior Health Services 

increase 10%

1)  See Below See Below 10% LHIN target = 8%; Jan10 ‐ Dec10 = 

12% 
2)

… N)

Improve organizational 

financial health

Total Margin (consolidated): Percent by which total corporate (consolidated) revenues 

exceed or fall short of total corporate (consolidated) expense excluding the impact of

0.50% 0% 2 0% Balanced budget according to HSAA.

Falls: Percent of complex continuing care residents who do not have a recent prior 

history of falling, but fell in the last 30 days ‐ FY 2009/10, CCRS

Reduce rate of central line 

blood stream infections

Rate of central line blood stream infections per 1,000 central line days: total number 

of newly diagnosed CLI cases in the ICU after at least 48 hours of being placed on a 

central line, divided by the number of central line days in that reporting period, 

multiplied by 1,000 ‐ Average for Jan‐Dec. 2010, consistent with publicly reportable 

patient safety data
Avoid new pressure ulcers

Reduce clostridium difficile 

associated diseases (CDI)

Reduce unnecessary deaths 

in hospitals

Reduce unecessary time 

spent in acute care

Reduce incidence of 

Ventilator Associated 

Pnemonia (VAP)

Avoid new pressure ulcers

10%Percentage ALC days:  Total number of (acute) inpatient days designated as ALC, 

divided by the total number of inpatient days. Q2 2010/11, DAD, CIHI

Trillium Health Centre, 100 Queensway West, Mississauga, Ontario

HSMR: number of observed deaths/number of expected deaths x 100 ‐ FY 2009/10, CIHI

Improve provider hand 

hygiene compliance

Hand hygiene compliance before patient contact: The number of times that hand 

hygiene was performed before initial patient contact divided by the number of observed 

hand hygiene indications for before initial patient contact multiplied by 100 ‐ 2009/10,  

consistent with publicly reportable patient safety data

Avoid falls

1

2.60%

85%               

85%

13%

85 85 2

32%

CDI rate per 1,000 patient days: Number of patients newly diagnosed with hospital‐

acquired CDI, divided by the number of patient days in that month, multiplied by 1,000 ‐ 

Average for Jan‐Dec. 2010, consistent with publicly reportable patient safety data

Pressure Ulcers: Percent of complex continuing care residents with new pressure ulcer 

in the last three months (stage 2 or higher) ‐ FY 2009/10, CCRS

VAP rate per 1,000 ventilator days: the total number of newly diagnosed VAP cases in 

the ICU after at least 48 hours of mechanical ventilation, divided by the number of 

ventilator days in that reporting period, multiplied by 1,000 ‐ Average for Jan‐Dec. 2010, 

consistent with publicly reportable patient safety data

WT = 80% ; M = 

60%

Jan‐Dec 2010 

Rate 0.46  (n=4)

2.30%

4.00% 1

3

Jan‐Dec 2010  

Rate 1.54 (n=13)

2 3

Miss ‐ 0.31        

WT ‐ 0.08

0.28

2

0 3

financial health exceed or fall short of total corporate (consolidated) expense, excluding the impact of 

facility amortization, in a given year.  Q3 2010/11, OHRS

Space for additional 

indicators

ALC patient days as a % of total beds (acute and nonacute) (Jan 10 to Dec 10) 8% 7.8% 1 ALC Lean kaizen events with CCAC and 

patient navigators to remove waste in the 

discharge process and create standard work 

processes for discharge streams

% of discharges where discharge 

process timelines were met for 

both THC and CCAC.

80%

Early risk identification of high risk patients 

who require intervention to avoid ALC 

% of high risk patient who are 

assessed by the Patient 

Navigator with 48hrs of 

admission for CCAC referral

80%

Create a Transition and Readmission Team( 

TReaT) to respond rapidly to patients who 

present with complex conditions requiring 

expertise to expedite timely discharge, 

avert admissions and readmission.

# of identified patients utilizing 

TReaT services

100% Best practice

Create a High Intensity Case Management 

Team for complex conditions requiring 

expertise to navigate ethical, legal, social 

and medical requirements

# of early identified high risk 

patient utilizing the services of 

the team

100%

Access 1) 28.2hrs MHLHIN Target 28.2; Prov Avg. 

32.2hrs
2)

… N)

1) 7hrs MHLHIN Target 7hours; Prov Avg = 

7.5 hours
2)

… N)

Space for additional 

indicators

% of admitted Emergency Department (ED) patients treated within a length of stay of 8 

hours.(Apr10 to Feb11)

33% 38% 1 (1) Implementation of Lean Value Stream 

Analysis Action plans

% implementation of 

recommendations arising from 

Kaizen events

100% Best practice

(2)  ED physical design to improve patient 

focused care

% completion and 

implementation of plan

90%

Patient‐centre Please choose the question that is relevant to your hospital: 1) 79% 75th to 90th percentile;  Q2 ‐ Ont Avg 

74.3%, Community Hosp 69.4%, GTA 

74.3%)
NRC Picker (Corporate acute Iinpatient): "Would you recommend this hospital to your 

friends and family?" (add together percent of those who responded "Definitely Yes")

2)

In‐house survey (if available): provide the percent response to a summary question such 

as the "Willingness of patients to recommend the hospital to friends or family" (Please 

list the question and the range of possible responses when you return the QIP)

… N)

Space for additional 

indicators

NRC Picker: "Do you think that the hospital staff did everything they could to help 

control your pain (add together percent of those who responded "Definitely Yes")?

78% 79% 1 To form a  committee reporting to Medical 

Advisory Council , Nursing Advisory Council 

and Professional Advisory Council to 

evaluate and advance pain management 

practices across Trillium.

# of meetings per year and % 

attendance at meetings

80%

Develop and implement an education plan 

for an interprofessional approach to pain 

assessment and management

Chart audit of adherence to pain 

assessment standards and 

individual plan in place to 

manage pain

10% increase

Empower patients and families through 

education to participate in asssessing and 

managing their pain..

% of elective surgery patients 

attending pre‐op education 

stratified by procedure type

10% increase Best practice

To develop a pain management database 

for quality assurance,  enhance patient 

safety, identify areas for improvement, and 

facilitate evidence‐based practice.

Monthly usage rate of database 

and % of elligible patients that 

are entered.

80% Best practice

Reduce wait times in the ED

Improve patient satisfaction

ER Wait times: 90th Percentile ER length of stay for Admitted patients. Q3 2010/11, 

NACRS, CIHI

ER Wait times: 90th percentile ER Length of Stay for Complex conditions.  Q3 2010/11, 

NACRS, CIHI

2

28.2 hrs 28.2hrs 2

27hrs

77.4% 79%

8.7hrs
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Part C:  
The Link to Performance-based  
Compensation of Our Executives 
 

In support of our current practice of being a quality driven organization, for 2011-2012, in compliance with the Excellent Care 
for All Act (ECFAA), Trillium Health Centre will be implementing a performance-based executive compensation plan linked to 
key quality measures in our Quality Improvement Plan (QIP).   
 
The executives who will participate in the plan and be subject to three percent compensation-at-risk include: 

 President & Chief Executive Officer 
 Chief of Medical Staff 
 Executive Vice President & Chief Operating Officer  
 Vice President, Patient Services & Quality / Chief Nursing Officer 
 Vice President, Corporate Services and Chief Financial Officer 
 Vice President, Strategy & Business Transformation 
 Vice President, Medical Affairs 
 Shared Vice President, Information Technology & Chief Information Officer 
 Shared Vice President, People Services & Organizational Effectiveness 

 

Manner in and extent to which compensation of our executives is tied to 
achievement of targets 

Our executives' compensation is linked to performance in the following way: 
 
Executive Compensation Metrics ~ each indicator is weighted equally. 
 

Quality 
Dimension 

Indicator Current Result 2011/12 Target Definition 

Safety Avoid new pressure 
ulcers in complex 
continuing care 
patients in the last 3 
months (stage 2 or 
higher) 

4% 2.6% % of complex continuing 
care residents with new 
pressure ulcer in the last 

3 months (stage 2 or 
higher) 

Effectiveness Hospital Standardized 
Mortality Rates 
(HSMR): unnecessary 
deaths in hospital 

85 85 Ratio of actual in-hospital 
deaths to expected      
in-hospital deaths 

Effectiveness Total Margin:  
organizational financial 
health 

0.50% 0% % by which total 
revenues exceed total 

expenses 

Patient-
Centred 

Patient Satisfaction 
Positive Response:  

NRC Picker Results in 
Acute Care  “Did 
Everything To Control 
Pain” 

78% 79% % of patients who 
respond “definitely yes”  
to a survey question on 
efforts to control pain 

 






