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Confidentiality

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

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

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

About the Accreditation Report

Kelsey Trail Health Region (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 September 2014. Information from the on-site survey as well as other data obtained 
from the organization were used to produce this Accreditation Report. 

Accreditation results are based on information provided by the organization. Accreditation Canada relies on the 
accuracy of this information to plan and conduct the on-site survey and produce the Accreditation Report. 
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A Message from Accreditation Canada's President and CEO

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

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

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

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

We look forward to our continued partnership. 

Sincerely,

Wendy Nicklin
President and Chief Executive Officer
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Kelsey Trail Health Region (referred to in this report as “the organization”) is participating in Accreditation 
Canada's Qmentum accreditation program. Accreditation Canada is an independent, not-for-profit organization 
that sets standards for quality and safety in health care and accredits health organizations in Canada and around 
the world.

As part of the Qmentum accreditation program, the organization has undergone a rigorous evaluation process. 
Following a comprehensive self-assessment, external peer surveyors conducted an on-site survey during which 
they assessed this organization's leadership, governance, clinical programs and services against Accreditation 
Canada requirements for quality and safety. These requirements include national standards of excellence; 
required safety practices to reduce potential harm; and questionnaires to assess the work environment, patient 
safety culture, governance functioning and client experience. Results from all of these components are included 
in this report and were considered in the accreditation decision.

This report shows the results to date and is provided to guide the organization as it continues to incorporate the 
principles of accreditation and quality improvement into its programs, policies, and practices.

The organization is commended on its commitment to using accreditation to improve the quality and safety of the 
services it offers to its clients and its community.

1.1  Accreditation Decision

Kelsey Trail Health Region's accreditation decision is:

Accredited (Report)

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

QMENTUM PROGRAM
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1.2  About the On-site Survey

•  On-site survey dates: September 21, 2014 to September 26, 2014

•  Locations

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

1  Regional Office - Tisdale

2 Arborfield and District Health Centre

3 Chateau Providence- St. Brieux 

4 Cumberland House Health Centre

5 Hudson Bay Health Care Facility

6 Kelvington Hospital

7 Melfort Home Care

8 Melfort Hospital

9 Melfort Public Health Office

10 Newmarket Place- Tisdale 

11 Nipawin Hospital

12 Parkland Place - Melfort 

13 Pineview Lodge - Nipawin

14 Porcupine Carragana Hospital

15 Tisdale Hospital

16 Tisdale Public Health Office

•  Standards

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

System-Wide Standards

Leadership1

Governance2

Medication Management Standards3

Infection Prevention and Control4

Population-specific Standards

Public Health Services5

Service Excellence Standards

Operating Rooms6
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Surgical Care Services7

Emergency Department8

Home Care Services9

Ambulatory Care Services10

Community Health Services11

Long-Term Care Services12

Medicine Services13

Obstetrics Services14

Reprocessing and Sterilization of Reusable Medical Devices15

•  Instruments

The organization administered:

Governance Functioning Tool1

Patient Safety Culture Tool2

Worklife Pulse3

Client Experience Tool4
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1.3  Overview by Quality Dimensions

Accreditation Canada defines quality in health care using eight dimensions that represent key service elements. 
Each criterion in the standards is associated with a quality dimension. This table shows the number of criteria 
related to each dimension that were rated as met, unmet, or not applicable.

Quality Dimension Met Unmet N/A Total

Population Focus (Working with communities to 
anticipate and meet needs) 92 3 0 95

Accessibility (Providing timely and equitable 
services) 83 0 0 83

Safety (Keeping people safe)
427 25 21 473

Worklife (Supporting wellness in the work 
environment) 143 5 1 149

Client-centred Services (Putting clients and 
families first) 128 2 1 131

Continuity of Services (Experiencing coordinated 
and seamless services) 49 0 0 49

Effectiveness (Doing the right thing to achieve the 
best possible results) 547 40 19 606

Efficiency (Making the best use of resources)
66 2 1 69

Total 1535 77 43 1655
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1.4  Overview by Standards

The Qmentum standards identify policies and practices that contribute to high quality, safe, and effectively 
managed care. Each standard has associated criteria that are used to measure the organization's compliance with 
the standard.

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

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

Accreditation decisions are based on compliance with standards. Percent compliance is calculated to the decimal 
and not rounded.

Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Governance 42
(97.7%)

1
(2.3%)

1 31
(93.9%)

2
(6.1%)

1 73
(96.1%)

3
(3.9%)

2

Leadership 43
(93.5%)

3
(6.5%)

0 76
(89.4%)

9
(10.6%)

0 119
(90.8%)

12
(9.2%)

0

Infection Prevention 
and Control

49
(98.0%)

1
(2.0%)

3 40
(93.0%)

3
(7.0%)

1 89
(95.7%)

4
(4.3%)

4

Medication 
Management 
Standards

64
(94.1%)

4
(5.9%)

10 51
(85.0%)

9
(15.0%)

4 115
(89.8%)

13
(10.2%)

14

Public Health Services 47
(100.0%)

0
(0.0%)

0 68
(100.0%)

0
(0.0%)

0 115
(100.0%)

0
(0.0%)

0

Ambulatory Care 
Services

31
(96.9%)

1
(3.1%)

6 69
(97.2%)

2
(2.8%)

4 100
(97.1%)

3
(2.9%)

10

Community Health 
Services

12
(92.3%)

1
(7.7%)

0 55
(100.0%)

0
(0.0%)

0 67
(98.5%)

1
(1.5%)

0

Emergency 
Department

30
(96.8%)

1
(3.2%)

0 94
(98.9%)

1
(1.1%)

0 124
(98.4%)

2
(1.6%)

0

Home Care Services 40
(100.0%)

0
(0.0%)

0 52
(100.0%)

0
(0.0%)

0 92
(100.0%)

0
(0.0%)

0
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Standards Set
Met Unmet N/A

High Priority Criteria *

# (%) # (%) #

Met Unmet N/A

Other Criteria

# (%) # (%) #

Met Unmet N/A

Total Criteria
(High Priority + Other)

# (%) # (%) #

Long-Term Care 
Services

24
(100.0%)

0
(0.0%)

0 70
(97.2%)

2
(2.8%)

0 94
(97.9%)

2
(2.1%)

0

Medicine Services 26
(96.3%)

1
(3.7%)

0 68
(98.6%)

1
(1.4%)

0 94
(97.9%)

2
(2.1%)

0

Obstetrics Services 60
(98.4%)

1
(1.6%)

2 69
(93.2%)

5
(6.8%)

1 129
(95.6%)

6
(4.4%)

3

Operating Rooms 66
(97.1%)

2
(2.9%)

1 25
(86.2%)

4
(13.8%)

1 91
(93.8%)

6
(6.2%)

2

Reprocessing and 
Sterilization of 
Reusable Medical 
Devices

35
(94.6%)

2
(5.4%)

3 55
(98.2%)

1
(1.8%)

3 90
(96.8%)

3
(3.2%)

6

Surgical Care Services 27
(93.1%)

2
(6.9%)

1 58
(89.2%)

7
(10.8%)

0 85
(90.4%)

9
(9.6%)

1

596
(96.8%)

20
(3.2%)

27 881
(95.0%)

46
(5.0%)

15 1477
(95.7%)

66
(4.3%)

42Total

* Does not includes ROP (Required Organizational Practices)

Executive Summary 6Accreditation Report



QMENTUM PROGRAM

1.5  Overview by Required Organizational Practices

A Required Organizational Practice (ROP) is an essential practice that an organization must have in place to 
enhance client safety and minimize risk. Each ROP has associated tests for compliance, categorized as major and 
minor. All tests for compliance must be met for the ROP as a whole to be rated as met.

This table shows the ratings of the applicable ROPs.

Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Safety Culture

Adverse Events Disclosure
(Leadership)

 Met 3 of 3 0 of 0

Adverse Events Reporting
(Leadership)

 Met 1 of 1 1 of 1

Client Safety Quarterly Reports
(Leadership)

 Met 1 of 1 2 of 2

Client Safety Related Prospective Analysis
(Leadership)

 Met 1 of 1 1 of 1

Patient Safety Goal Area: Communication

Client And Family Role In Safety
(Ambulatory Care Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Home Care Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Long-Term Care Services)

 Unmet 0 of 2 0 of 0

Client And Family Role In Safety
(Medicine Services)

 Met 2 of 2 0 of 0

Client And Family Role In Safety
(Obstetrics Services)

 Unmet 0 of 2 0 of 0

Client And Family Role In Safety
(Surgical Care Services)

 Unmet 0 of 2 0 of 0
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Communication

Dangerous Abbreviations
(Medication Management Standards)

 Unmet 2 of 4 2 of 3

Information Transfer
(Ambulatory Care Services)

 Met 2 of 2 0 of 0

Information Transfer
(Emergency Department)

 Met 2 of 2 0 of 0

Information Transfer
(Home Care Services)

 Met 2 of 2 0 of 0

Information Transfer
(Long-Term Care Services)

 Met 2 of 2 0 of 0

Information Transfer
(Medicine Services)

 Met 2 of 2 0 of 0

Information Transfer
(Obstetrics Services)

 Met 2 of 2 0 of 0

Information Transfer
(Surgical Care Services)

 Met 2 of 2 0 of 0

Medication reconciliation as a strategic 
priority
(Leadership)

 Met 4 of 4 2 of 2

Medication reconciliation at care 
transitions
(Ambulatory Care Services)

 Met 7 of 7 0 of 0

Medication reconciliation at care 
transitions
(Emergency Department)

 Met 5 of 5 0 of 0

Medication reconciliation at care 
transitions
(Home Care Services)

 Met 4 of 4 1 of 1

Medication reconciliation at care 
transitions
(Long-Term Care Services)

 Met 5 of 5 0 of 0
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Communication

Medication reconciliation at care 
transitions
(Medicine Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care 
transitions
(Obstetrics Services)

 Met 5 of 5 0 of 0

Medication reconciliation at care 
transitions
(Surgical Care Services)

 Met 5 of 5 0 of 0

Safe Surgery Checklist
(Operating Rooms)

 Met 3 of 3 2 of 2

Two Client Identifiers
(Ambulatory Care Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Emergency Department)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Home Care Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Long-Term Care Services)

 Unmet 0 of 1 0 of 0

Two Client Identifiers
(Medicine Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Obstetrics Services)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Operating Rooms)

 Met 1 of 1 0 of 0

Two Client Identifiers
(Surgical Care Services)

 Met 1 of 1 0 of 0

Patient Safety Goal Area: Medication Use

Antimicrobial Stewardship
(Medication Management Standards)

 Unmet 2 of 4 0 of 1
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Medication Use

Concentrated Electrolytes
(Medication Management Standards)

 Met 3 of 3 0 of 0

Heparin Safety
(Medication Management Standards)

 Met 4 of 4 0 of 0

High-Alert Medications
(Medication Management Standards)

 Unmet 4 of 5 2 of 3

Infusion Pumps Training
(Ambulatory Care Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Emergency Department)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Home Care Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Long-Term Care Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Medicine Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Obstetrics Services)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Operating Rooms)

 Met 1 of 1 0 of 0

Infusion Pumps Training
(Surgical Care Services)

 Met 1 of 1 0 of 0

Narcotics Safety
(Medication Management Standards)

 Met 3 of 3 0 of 0

Patient Safety Goal Area: Worklife/Workforce

Client Safety Plan
(Leadership)

 Met 2 of 2 2 of 2

Client Safety: Education And Training
(Leadership)

 Met 1 of 1 0 of 0
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Required Organizational Practice Overall rating Test for Compliance Rating

Major Met Minor Met

Patient Safety Goal Area: Worklife/Workforce

Preventive Maintenance Program
(Leadership)

 Met 3 of 3 1 of 1

Workplace Violence Prevention
(Leadership)

 Met 5 of 5 3 of 3

Patient Safety Goal Area: Infection Control

Hand-Hygiene Compliance
(Infection Prevention and Control)

 Met 1 of 1 2 of 2

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

 Met 2 of 2 0 of 0

Infection Rates
(Infection Prevention and Control)

 Met 1 of 1 3 of 3

Pneumococcal Vaccine
(Long-Term Care Services)

 Met 2 of 2 0 of 0

Reprocessing
(Infection Prevention and Control)

 Met 1 of 1 1 of 1

Patient Safety Goal Area: Falls Prevention

Falls Prevention Strategy
(Ambulatory Care Services)

 Unmet 0 of 3 0 of 2

Falls Prevention Strategy
(Home Care Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Long-Term Care Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Medicine Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Obstetrics Services)

 Met 3 of 3 2 of 2

Falls Prevention Strategy
(Surgical Care Services)

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

Major Met Minor Met

Patient Safety Goal Area: Risk Assessment

Home Safety Risk Assessment
(Home Care Services)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Long-Term Care Services)

 Met 3 of 3 2 of 2

Pressure Ulcer Prevention
(Medicine Services)

 Unmet 0 of 3 0 of 2

Pressure Ulcer Prevention
(Surgical Care Services)

 Unmet 1 of 3 1 of 2

Venous Thromboembolism Prophylaxis
(Medicine Services)

 Unmet 1 of 3 0 of 2

Venous Thromboembolism Prophylaxis
(Surgical Care Services)

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

1.6  Summary of Surveyor Team Observations

The Region has a succinct mission statement with an associated vision statement and a statement of values. 
These align well with the provincial Ministry of Health's strategic directions and plan. The mission, vision and 
values have been reviewed during the last 2 years to ensure relevancy and alignment with the provincial vision 
and mission. These are clearly visible throughout the organization and on all public documents.
The organization carries out a complete community health assessment every three years. It is discussed with 
stakeholders and based on their input. The organization is commended for its efforts to seek out people 
wherever they are in the community. The Region recognizes populations at risk of experiencing barriers to 
services and adjust programs to mitigate.
Strategic planning is informed by the provincial plan and the provincial Hoshin Kanri strategic planning and 
management methods being used across the Saskatchewan Health system has been adopted. Hoshin Kanri 
strategic priorities are developed on an annual basis. Each of these notes the project and the intended outcome 
and benefit. Based on feedback from the Board it is suggested that expectations and time commitment are 
clearly outlined in a timely manner. By maintaining a focus on a limited number of priorities on an annual basis, 
supports realistic work plans which can be completed. 
There was a recent Provincial Employee and Physician Wngagement tool completed. There was not much change 
in engagement noted from the last survey. 
The organization's leaders have not yet established a formal talent management plan that includes strategies for 
developing leadership capacity and capabilities within the organization. 
The Kelsey Trail Health Region has numerous linkages with many external stakeholders such as municipal 
leaders, community networks and inter-sectional and inter-agency groups.  It was interesting to note that many 
community partners stated that they remain unaware of the strategic priorities. Ongoing efforts are under way 
to explore additional avenues to ensure effective communication occurs. 
There is a detailed comprehensive communication plan in place with a considerable number of goals and 
objectives. Communication staff is commended for their extensive efforts in ensuring that open and transparent 
communication occurs. The team is commended for making good use of social media and encouraged to continue 
to explore ways to evaluate the success of these efforts.  There are a number of tools that are being 
appropriately used to communicate the results of quality improvement activities.   The visibility walls 
throughout the organization are notable as a communication tool to engage all unit staff in local improvement 
opportunities that help drive corporate performance and success. The organization's leaders recognize they need 
to do a better job of celebrating success. However as resources available to action the plan are limited, the 
region may wish to prioritize the plan further to optimize the opportunity for success.
The governing body defines and regularly reviews its roles, responsibilities, and accountabilities annually during 
Board evaluation. The Board acknowledged that while an ethics framework is in place they require more 
education. The Governance Team was unfamiliar with the ethics framework and has requested a staff briefing. A 
comprehensive orientation process is in place. The Board is commended for its work in this area. Documents 
reviewed confirmed the extent and comprehensiveness of the orientation process. Ongoing governance 
education is available through a provincial training program. The Board noted that all member terms currently 
expire at the same time. This presents a risk in maintaining continuity of corporate memory and decision 
making. 
Numerous policies and procedures are in place. It is suggested that there is a need to review the policy process, 
ensure that scheduled reviews occur and that evidence is referenced where applicable.
The organization is experiencing considerable change but has no senior leader responsible for change 
management. The Region is encouraged to look at developing processes to manage change. 
Comprehensive planning and resource management processes are in place. These processes are proactive in that 
they begin several months prior to the final budget being known prior to the beginning of the fiscal period. 

are then modified if need be, and approved by the Board.
The region’s efforts at system development are noted with approval and are encouraged to continue on with 
these efforts. Further enhancements will advance integration, however, prioritization of activities remains 
unclear.
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Finance policies are in place and available to managers. Once the provincial funding is confirmed, the budgets 
are then modified if need be, and approved by the Board.
The region’s efforts at system development are noted with approval and are encouraged to continue on with 
these efforts. Further enhancements will advance integration, however, prioritization of activities remains 
unclear.
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Detailed Required Organizational Practices ResultsSection 2

Each ROP is associated with one of the following patient safety goal areas: safety culture, communication, 
medication use, worklife/workforce, infection control, or risk assessment.

This table shows each unmet ROP, the associated patient safety goal, and the set of standards where it appears.

Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Communication

·  Surgical Care Services 15.4
·  Long-Term Care Services 17.4
·  Obstetrics Services 18.4

Client 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.

·  Long-Term Care Services 8.8Two Client Identifiers
The team uses at least two resident identifiers before 
providing any service or procedure.

·  Medication Management Standards 14.6Dangerous Abbreviations
The organization has identified and implemented a list of 
abbreviations, symbols, and dose designations that are not 
to be used in the organization.

Patient Safety Goal Area: Medication Use

·  Medication Management Standards 2.3Antimicrobial Stewardship
The organization has a program for antimicrobial 
stewardship to optimize antimicrobial use.  Note: 
Beginning in January 2013, this ROP will only apply to 
organizations that provide inpatient acute care services. 
For organizations that provide inpatient cancer, inpatient 
rehab, and complex continuing care services, evaluation of 
this ROP will begin in January 2014.

·  Medication Management Standards 2.5High-Alert Medications
The organization implements a comprehensive strategy for 
the management of high-alert medications.

Patient Safety Goal Area: Falls Prevention

·  Ambulatory Care Services 17.2Falls Prevention Strategy
The team implements and evaluates a falls prevention 
strategy to minimize client injury from falls.
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Unmet Required Organizational Practice Standards Set

Patient Safety Goal Area: Risk Assessment

·  Surgical Care Services 7.9
·  Medicine Services 9.4

Pressure Ulcer Prevention
The team assesses each client's risk for developing a 
pressure ulcer and implements interventions to prevent 
pressure ulcer development.

·  Medicine Services 7.4Venous 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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Detailed On-site Survey ResultsSection 3

This section provides the detailed results of the on-site survey. When reviewing these results, it is important to 
review the service excellence and the system-wide results together, as they are complementary. Results are 
presented in two ways: first by priority process and then by standards sets.

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

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

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

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

See Appendix B for a list of priority processes.

ROP Required Organizational Practice 

High priority criterion

INTERPRETING THE TABLES IN THIS SECTION: The tables show all unmet criteria from each set of 
standards, identify high priority criteria (which include ROPs), and list surveyor comments related to 
each priority process.

High priority criteria and ROP tests for compliance are identified by the following symbols:

Major ROP Test for Compliance

Minor ROP Test for Compliance

MAJOR

MINOR

Detailed On-site Survey Results 17Accreditation Report
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3.1 Priority Process Results for System-wide Standards

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

Some priority processes in this section also apply to the service excellence standards. Results of unmet criteria 
that also relate to services should be shared with the relevant team.

3.1.1 Priority Process: Governance

Meeting the demands for excellence in governance practice.

Unmet Criteria High Priority
Criteria

Standards Set: Governance

The governing body uses the ethics framework and evidence-informed 
criteria to guide decision making.

3.1

The governing body works with the CEO to establish, implement, and 
evaluate a communication plan for the organization.

10.3

The communication plan includes strategies to communicate key messages 
to staff, stakeholders, and the community.

10.4

Surveyor comments on the priority process(es)

The governing body defines and regularly reviews its roles, responsibilities, and accountabilities annually 
during Board evaluation. 

A comprehensive orientation process is in place. The Board is commended for its work in this area.Documents 
reviewed confirmed the extent and comprehensiveness of the orientation process. Ongoing governance 
education is available through a provincial training program. During the discussion with the Board, there was 
clear evidence that this education has been invaluable in ensuring that all members are clear regarding their 
governance role. Also of note, was the appreciation of each member for this education and how it has 
clarified their responsibilities to the Region as a whole. All Board members have participated in the Health 
Director Education and Certification program. A two day program focused on the advanced skills and tools 
health board members need to enhance their fiduciary responsibility for clinical and financial outcomes in 
their region. 

In addition, the Board noted that all member terms currently expire at the same time. This presents a risk in 
maintaining continuity of corporate memory and decision making. 

The Board has a formalized skill matrix in place and tries to use it to influence appoints but members are not 
always appointed in accordance with the matrix.

The Board acknowledged that while an ethics framework is in place they require more education. The 
Governance Team was unfamiliar with the ethics Framework and has requested a staff briefing. In addition 

Full Board packages of relevant information are provided to members prior to each meeting. These include 
CEO reports and financial reports. Board members reported that they feel that accurate and timely 
information is received.

The Region has a succinct mission statement with an associated vision statement and a statement of values. 
These align well with the provincial Ministry of Health's strategic directions and plan.  The Board noted that 
the mission, vision and values were reviewed extensively with leadership when the provincial vision and 
mission were released. Changes were not deemed to be necessary. 

Based on feedback from the Board it is suggested that expectations and time commitment are clearly 
outlined in a timely manner.

Hoshin Kanri strategic priorities are developed on an annual basis. Each of these notes the project and the 
intended outcome and benefit. By maintaining a focus on a limited number of priorities on an annual basis 
supports realistic work plans can be completed.

The Board has formally incorporated Human Resource planning in the governance Committee.

The CEO selection is completed by the Board. Performance objectives are driven by the Hoshin Kanri 
priorities. These also inform the CEO reports to the Board. Performance reviews are carried out on an annual 
basis. 

The Board has extensive self-evaluation processes in place. Each member evaluates each meeting. Results are 
collated and reviewed. 

The Board recognizes the need for more involvement in the establish, implement, and evaluate a 
communication plan for the organization.

Client safety is not a written strategic priority for the organization as documented in the Strategic Plan.
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3.1.2 Priority Process: Planning and Service Design

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

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders develop and implement a process to manage 
change.

6.5

Surveyor comments on the priority process(es)

The mission, vision and values have been reviewed during the last 2 years to ensure relevancy and alignment 
with the provincial vision and mission. These are clearly visible throughout the organization and on all public
documents.

Extensive engagement of staff and the community in planning is well under way. For example, the 3P 
planning process was used for a major capital project after many years of delay.

The organization carries out a complete community health assessment every three years and it is discussed 
with stakeholders and based on their input. The organization is commended for its efforts to seek out people 
where they are in the community

Strategic planning is informed by the provincial plan and the provincial Hoshin Kanri strategic planning and 
management methods being used across the Saskatchewan Health system has been adopted. Those directly 
involved in the process are well informed and engaged. There is an opportunity to further inform staff in 
areas of the organization who are not immediately engaged in a strategy priority project, as well as key 
community partners, of the Health Region Hoshin Kanri strategic priorities.

There is a new process for stakeholder input into strategic plan but it needs to be reviewed and evaluated.

Numerous policies and procedures are in place. It is suggested that there is a need to review the policy 
process, ensure that scheduled reviews occur and that evidence is referenced where applicable.

Information is available regarding the community and is used in many planning processes. Senior leaders are 
very aware of the population's characteristics. 

The organization is experiencing considerable change but has no senior leader responsible for change 
management. The Region is encouraged to look at developing processes to manage change. The Region 
recognizes populations at risk of experiencing barriers to services and adjust programs to mitigate.

The Public Health team is commended for its work in tracking key indicators. Numerous metrics are in place.
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3.1.3 Priority Process: Resource Management

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Comprehensive planning and resource management processes are in place. These processes are proactive in 
that they begin several months prior to the final budget being known prior to the beginning of the fiscal 
period. 

Evidence is used from previous expenditures and on forecasts that are based on provincial projections as 
much as possible. This is commendable given the fiscal restraints in health care and the need to prepare well 
in advance for potential funding shortfalls. 

The initial process begins with face to face meetings with managers from all sites. A zero based funding 
approach is used early on. From these meetings, finance prepares an initial budget which is then presented to 
senior leadership for discussion.

 Finance policies are in place and available to managers.

With respect to capital budgets, all requests are prioritized through a collective and inclusive decision making 
process. It is clear that patient and staff safety guide these decisions.

Once the provincial funding is confirmed, the budgets are then modified if need be, and approved by the 
Board.

Monthly reports are prepared for each of the cost centres and distributed to all managers. 

Monthly reports complete with a  variance analysis are provided to the Board.

Two audit matters were raised in the audit management letter. One in concern was related to the 
"Information Technology Policy and Procedures", Auditors noted policies that were somewhat outdated, some 
of which have not been reviewed since 2005. The Region is encouraged to proceed with updating relevant 
policies and eliminating those policies no long relevant.

The second matter involved "Segregation of Duties" which has been resolved by the organization.
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3.1.4 Priority Process: Human Capital

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

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders implement staff recruitment and retention 
strategies for leaders, staff, service providers, and volunteers.

10.2

The organization's leaders establish a talent management plan that includes 
strategies for developing leadership capacity and capabilities within the 
organization.

10.4

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

10.9

Surveyor comments on the priority process(es)

There is a healthy workplace committee in place with smoking cessation, exercise equipment in various 
locations. No smoking on all Regional properties. There is an influenza policy and procedure rolling out to 
either immunize or  a policy to wear a mask.

There was a Provincial Employee and Physician Engagement tool just completed. There was not much change 
in engagement of note from the last survey. 

The Region is commended for achieving a 90% performance appraisal completion rate.

There are no formal retention strategies staff recruitment for leaders, staff, service providers, and 
volunteers. 

The organization's leaders have not yet established a formal talent management plan that includes strategies 
for developing leadership capacity and capabilities within the organization. 

The organization's leaders are encouraged to evaluate their span of control and reporting relationships more 
regularly.
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3.1.5 Priority Process: Integrated Quality Management

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

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

As part of the integrated risk management approach, the organization's 
leaders follow established policies and procedures for selecting and 
negotiating contracted services.

12.6

As part of the integrated risk management approach, the organization's 
leaders evaluate the quality of contracted services.

12.7

Surveyor comments on the priority process(es)

The visibility walls throughout the organization are notable as a communication tool to engage all unit staff in 
local improvement opportunities that help drive corporate performance and success.

All new hires are asked to discuss the organization's mission, vision and values at orientation.

There is a well documented FMEA involving "Tisdale Lab Transfusion Referral & Receipt with Canadian Blood 
Services". There was staff engagement and evidence of sustained improvement.

There are a number of EMC providers who provide services to various parts of the region. All provider 
contracts, but 1, are out of date (2002) and simply roll over. There are no performance metrics or 
documented processes to resolve issues. The health Region does not follow established policies and 
procedures for selecting and negotiating contracted services. This is controlled by the government.

The Region reports that issues do get discussed and resolved but there is no formal contractual process

The organization's leaders recognize they need to do a better job of celebrating success. However there are a 
number of tools appropriately used to communicate the results of quality improvement activities broadly, as 
appropriate.
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3.1.6 Priority Process: Principle-based Care and Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The ethics framework includes a process for reviewing the ethical 
implications of research activities.

1.10

Surveyor comments on the priority process(es)

The Governance Team was unfamiliar with the ethics Framework and has requested a staff briefing. In 
addition the Governance Team has decided to focus on ethics education and reporting. 

Regional Committee has not been meeting for an extended period of time and an ethics lead has been 
recently established. The Organization is encouraged to proceed with the re-launch of the ethics Committee 
and to focus on staff education and knowledge spread. 

Two tracers were conducted and there was clear evidence that ethical issues were very well managed. The 
challenge will be to reacquaint all staff with the ethics framework.
 
The Region is to be commended for developing partnerships with ethicists in Regina and Saskatoon to support 
the Ethics Committee.
  
Two major ethical challenges facing the Region are advance care directives and clarity around making certain 
clinical decisions. ie Substitute Decision Makers

Capacity building has been a challenge given the Ethics Committee's extended period of inactivity. The 
Committee is encouraged to look at capacity building as part of its re-launch. 

The ethics framework does not include a process for reviewing the ethical implications of research activities. 
However the Ethics team indicates that they assure themselves of a vigorous review by the sponsoring 
agency. The region places heavy reliance on the sponsoring agency's ethical review.
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3.1.7 Priority Process: Communication

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

Unmet Criteria High Priority
Criteria

Standards Set: Leadership

The organization's leaders implement, review, and update policies and 
procedures to support the collection, entry, use, reporting, and retention 
of information.

11.3

Surveyor comments on the priority process(es)

The Kelsey Trail Health Region has numerous linkages with many external stakeholders such as municipal 
leaders, community networks and inter-sectional and inter-agency groups. Communication staff are 
commended for their extensive efforts in ensuring that open and transparent communication occurs. 

It was interesting to note that many community partners stated that they remain unaware of the strategic 
priorities. Ongoing efforts are under way to explore additional avenues to ensure effective communication 
occurs. 

The Communications staff are also commended for the excellent efforts to communicate internally. 

Staff are encouraged  to visit each site and seek further input to ensure effective communication is 
supported.

The organization is well connected to the provincial e health strategies. 

The team is commented for making good use of social media and encouraged to continue to explore ways to 
evaluate the success of these efforts. 

Confidentiality processes are in place.

 A policy is also in place to document a privacy breach. Any breach of privacy is filed through the occurrence 
data base. All privacy breaches are fully investigated.

Telehealth is used throughout the organization. 

An occurrence reporting policy and procedure is in place which includes processes for the disclosure of 
adverse events to clients and families.

There is a detailed comprehensive communication plan in place with a considerable number of goals and 
objectives. However, as resources available to action the plan are limited, the region may wish to prioritize 
the plan further to optimize the opportunity for success.

The Region's leaders implement, review, and update policies and procedures to support the collection, entry, 
use, reporting, and retention of information. For the most part policies are appropriate for the collection, 

non encrypted) are permitted for internal use without any kind of supporting police, this is a potential risk to 
the integrity of the network.
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entry, use, reporting, and retention of information. However external storage devices (both encrypted and 
non encrypted) are permitted for internal use without any kind of supporting police, this is a potential risk to 
the integrity of the network.
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3.1.8 Priority Process: Physical Environment

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

The sites visited by the surveyors were without a doubt extremely clean and well kept. The staff clearly take 
great pride in their work. In Tisdale, external signage directing potential patients or visitors to the hospital is 
poorly positioned. In one case the 'H' sign is visible when driving in one direction but not in the other 
direction. 

Cumberland House Health Centre has a need for a fully equipped trauma room and a birthing room to cope 
with the  patients who present with urgent and emergent needs. Wait times for an air ambulance is a 
minimum of one and a half hours in good conditions. 

Space for storage of equipment and supplies is at a premium. In the OR in Melford, packaged bio-hazardous 
waste and garbage were in bins in a clean hall. 

There are a number of facilities in the region that are as much as forty to fifty years old. As of this week, the 
region has been given the go ahead from the Ministry of Health for a new build for Kelvington. This is a five 
year wait and other facilities in the region continue to age and will require more repairs and updates.

The leaders have significant concern about end-of-life issues with major pieces of facilities equipment such 
as the boilers. Currently there is backup but all three backup boilers were purchased at the same time 
approximately twenty-eight years ago. It would take 4 - 6 weeks to replace a boiler once a purchasing 
decision has been made. The generator is also near end of life. The plumbing and sewer lines in some 
locations are becoming corroded.
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3.1.9 Priority Process: Emergency Preparedness

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

Unmet Criteria High Priority
Criteria

Standards Set: Emergency Department

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

2.6

Standards Set: Leadership

The organization's leaders develop and implement an incident management 
system to direct and coordinate actions and operations during and after 
disasters and emergencies.

14.7

The organization's leaders develop and implement an emergency 
communication plan.

14.8

The organization's leaders develop and implement a business continuity 
plan to continue critical operations during and following a disaster or 
emergency.

14.9

The business continuity plan addresses back-up systems for essential 
utilities and systems during and following emergency situations.

14.10

Surveyor comments on the priority process(es)

There is an organization-wide Emergency Preparedness Plan (EPP). The EPP includes a pandemic plan 
developed in collaboration with the Ministry of Health and Public Health Agency of Canada. A review and 
update is recommended.

The EPP utilizes a formal incident command structure that extends to both outbreak and pandemic 
management.

Fire Drills are supposed to happen monthly however the schedule has lapsed across the Region. There is a 
new policy and procedure and electronic reporting system to help improve monitoring. The Executive Team 
recognize the need to improve in this area. Given the age of the infrastructure the region is encouraged to 
move forward with regular drills.

The Region has policies and procedures that meet federal, and provincial or territorial, guidelines to identify 
and respond to outbreaks and pandemics.

Members sit on a lot of regional EMO's and share information on policies and procedures for identifying and 
managing outbreaks and pandemics.

The Region is commended for the work of the Medical Officer of health. He attended every municipal unit to 
explain mutual shared responsibility to provide service in the event of a pandemic.

A post pandemic debriefing was well done and improvements were made as a result of learnings from the 
exercise.

The organization's leaders are encouraged to develop and implement a business continuity plan to continue 
critical operations during and following a disaster or emergency.

At the Porcupine Carragana Hospital an incident management system to direct and coordinate actions and 
operations during and after disasters and emergencies could not be identified.
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A post pandemic debriefing was well done and improvements were made as a result of learnings from the 
exercise.

The organization's leaders are encouraged to develop and implement a business continuity plan to continue 
critical operations during and following a disaster or emergency.

At the Porcupine Carragana Hospital an incident management system to direct and coordinate actions and 
operations during and after disasters and emergencies could not be identified.
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3.1.10 Priority Process: Patient Flow

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

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Issues of flow for surgery are primarily confined to the accommodation of any emergent surgical cases that 
might arise in the event of a trauma or unforeseen and rapid decline in a patients condition. These 
accommodations are made at the expense of elective bookings which are immediately re-scheduled based on 
patient need and surgeon availability.

Issues with patient flow within the Emergency Department seldom occur. Usually waits to be triaged are 
within minutes and time to be seen by the physician (if necessary) is most often within the hour. There are 
provincial standards for waits and these are routinely measured and monitored by leadership.

EMT services has no problems in the expeditious hand-off of patients to the ED staff.
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3.1.11 Priority Process: Medical Devices and Equipment

Obtaining and maintaining machinery and technologies used to diagnose and treat health problems

Unmet Criteria High Priority
Criteria

Standards Set: Reprocessing and Sterilization of Reusable Medical Devices

The team tracks changes to policies, SOPs, standards of practice, and 
manufacturers' instructions using a document control procedure.

4.10

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

5.2

The team prevents the on-site reprocessing or sterilization of single-use 
devices (SUDs).

8.1

Surveyor comments on the priority process(es)

Since the region’s last accreditation in 2011, the reprocessing and sterilization services have been centralized 
to two sites to ensure best quality service. The Melfort Hospital site was renovated to separate the 
decontamination side from the clean side ensuring traffic moves in only one direction: from dirty to clean. All 
of the equipment for reprocessing and sterilisation is in a good state, maintained on a regular basis. All 
equipment coming from or going to another site is double bagged and placed in either a ‘clean’ or ‘dirty’ 
plastic bin that is labeled appropriately. 

The team reprocesses the endoscopes used in the OR and the endoscopy suite. In order to be qualified to do 
so, the staff member is first certified in medical reprocessing from a community college but also successfully 
complete an endoscopy reprocessing course provided by the vendor in Regina.

All steps in the reprocessing process can be tracked for the purposes of recall. Both chemical and biological 
indicators demonstrate the set of instruments are sterile and ready for use in the surgical care of a patient.  

The reprocessing departments are spotlessly clean, organized and laid out as per standards.
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3.2 Priority Process Results for Population-specific Standards

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

Priority processes specific to population-specific standards are:

Population Health and Wellness

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

3.2.1 Standards Set: Public Health Services

Unmet Criteria High Priority
Criteria

Priority Process: Population Health and Wellness

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Population Health and Wellness

Kelsey Trail Health Region (KTHR) continues to have a high functioning public health unit located in Melfort. 
The 2011 Public Health Accreditation unmet criteria have all been met. Well done! 

The Public Health team participates on many provincial committees and KTHR public health is well 
recognized for many of their innovative programs including their water testing program. They should also be 
congratulated on 100% completion rate regarding their inspection requirements and their commitment to 
improve uptake of the influenza vaccine throughout the community. Public health nurses along with the 
trained lactation consultants provide support and education for new mothers during the week. Several 
patients commented that having this service available on weekends would have been beneficial.

The importance of understanding the population health needs and then a focus on health promotion is critical 
for understanding future health care needs across this region. It will be important to clarify who has ultimate 
accountability, public health or primary care, so that a strategic focus with clear deliverables can be 
developed.
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3.3 Service Excellence Standards Results

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

Priority processes specific to service excellence standards are:

Clinical Leadership

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

Competency

Developing a skilled, knowledgeable, interdisciplinary team that can manage and deliver effective programs 
and services

Episode of Care

Providing clients with coordinated services from their first encounter with a health care provider through 
their last contact related to their health issue

Decision Support

Using information, research, data, and technology to support management and clinical decision making

Impact on Outcomes

Identifying and monitoring process and outcome measures to evaluate and improve service quality and client 
outcomes

Medication Management

Using interdisciplinary teams to manage the provision of medication to clients

Organ and Tissue Donation

Providing organ donation services for deceased donors and their families, including identifying potential 
donors, approaching families, and recovering organs

Infection Prevention and Control

Implementing measures to prevent and reduce the acquisition and transmission of infection among staff, 
service providers, clients, and families

Surgical Procedures

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

3.3.1 Standards Set: Ambulatory Care Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team has access to the supplies and equipment needed to deliver 
ambulatory care services.

2.4
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Priority Process: Competency

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

3.5

Priority Process: Episode of Care

The team follows the organization's process to identify, address, and record 
all ethics-related issues.

9.8

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.

17.2 ROP

17.2.1 The team implements a falls prevention strategy. MAJOR

17.2.2 The strategy identifies the populations at risk for falls. MAJOR

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

MAJOR

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

MINOR

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

MINOR

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The sites used the outcome data collected as well as the wellness assessment and the inventory of other 
services readily available in the community to assist in planning the specific ambulatory services that would 
be required. In most cases the NP provides the care. Cumberland House Health Centre is unique as it also 
provides acute in the form of trauma, deliveries, acute infarct care etc. - with assistance via telephone and 
the emergency physicians at the U of S hospital in Saskatoon provide what is possible until either air or road 
ambulance can come in to transport. In the Cumberland House Health Centre, space requires renovation to 
make it feasible to provide care to the acute cases awaiting transport. Reprocessing is not done on site -it is 
all sent out or disposables are utilized. Preventive maintenance is provided as a regional service.

Priority Process: Competency

In the sites, a team is available dependent on the site staffing and the time of day the service is needed. 
Clients are to a larger town with emergency services if they are in need of such services after hours. In some 
cases for example, an elderly client might present themselves at a smaller site, they are assessed  and an 
ambulance is called for transport. Some procedures are booked and the type varies with the community 
services available. The manager is responsible for credentialing. Mandatory education is in place including 
annual infusion pump training. It would be beneficial to incorporate other ROP's into the mandatory training 

will be completed on a 3 year cycle. Table top sterilizers are not used.
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to ensure annual completion and documentation of evidence. Performance appraisals are completed and now 
will be completed on a 3 year cycle. Table top sterilizers are not used.

Priority Process: Episode of Care

The team complies with the scope of practice for each member. Clients are booked, they are sought after if 
there are no shows and redirected to the appropriate service if required. Assessments are thorough, 
diagnostics available although they may be a distance away. Staff share all the interventions and information 
with the client and caregiver Med rec is a key part of the assessment -in fact this may be in some cases the 
first time a client has had a thorough med review completed. Staff need more education on ethical issues, 
identification, skills in managing and a venue for debriefing. They currently report to their manager for 
assistance but want to be capable for their professional practice. The team is very aware of its responsibility 
in medication management. Reprocessing is not done at these sites.

Priority Process: Decision Support

The sites are aware of the legal obligation for patient information security. Telehealth and new IT systems 
have made access to information more feasible regardless of the site location. The NP's and other staff are 
constantly seeking out new practice and implementing best practice. Education is shared with all the staff in 
the site.

Priority Process: Impact on Outcomes

The sites do identify risks and there is evidence of implementation of new procedures to manage that risk - 
security staff, fencing, and panic buttons to RCMP etc. is one example. Two identifiers are utilized. Safety is 
a major part of the care delivery process due to the types of client's who may show up unbooked. Incidents 
are taken seriously, disclosure is in place. Staff feel there is a need to ensure timely help with debriefing 
after adverse events and follow through till feeling secure. Falls prevention is not formally implemented in 
these sites. An overall future plan for ambulatory care in the region would be beneficial.
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3.3.2 Standards Set: Community Health 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 has met all criteria for this priority process.

Priority Process: Episode of Care

The team has a process to help staff handle ethics-related issues.7.6

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

Several programs fall under community care- mental health, all the therapies, CDM, and primary health care. 
The sources of information for planning come from a variety of sources such as the community wellness 
assessments, local community input, client surveys, incident reports and the outcome measures for each of 
the services. Leadership teams, community action teams and or provider groups utilize this information in 
planning priorities and goals for the programs. There are some differences with the implementation of "LEAN" 
but the same principles are followed. Throughout the region a variety of methods are utilized for health  
promotion - research projects ,e.g., NP's assessing back pain, Kidney disease. Each service has goals and have 
established their LEAN priority -Viswalls are at the sites, huddles have started in some sites. It would be 
beneficial to develop a plan to share these results with the clients. Several sites have provincial TV setups for 
client's to view health promotion information while waiting to receive service. At the sites visited, staff 
themselves have set lean goals - 5S for the physical environment is an example.

Priority Process: Competency

Unregulated provider job descriptions are developed at the provincial level with the unions; health sciences 
are education based and are developed in the region with provincial guidelines. The Coffee Break, PULSE as 
well as years of service and retirements are all part of recognition. Ongoing education is encouraged and 
financially supported with the expectation that the learning will be shared and implemented throughout the 
region. The manager is responsible for this and it is in place annually. Transfer, lifts and re-positioning are 

Detailed On-site Survey Results 36Accreditation Report

part of orientation as well as other equipment utilized by the staff.



QMENTUM PROGRAM

Priority Process: Episode of Care

Each of the programs have specific mandates. It would be beneficial to clarify accountability for promotion 
and prevention as changes are underway. Each site utilizes the data collected through measures such as 
diabetes rates, suicide rates, as well as community input and the results of the wellness assessments to plan 
service delivery. This planning is done in conjunction with provincial mandates. Services not available in the 
community are provided through contracts or the development of relationship with other health providers - 
i.e., acute rehab and psychiatry beds. PHC operates differently dependent on the community. Nurse 
practitioners provide primary care. The local teams develop CDM dependent on the special priority of that 
community or they may follow a calendar of proposed targets- i.e., men’s health, breast cancer, diabetes. It 
would be an advantage to house members of the team in the same setting in the small communities, not only 
for planning and service delivery sharing of same clients but also from a risk mitigation perspective. Several 
programs involve staff travelling part-time. Complaints are followed up in the site. In some cases, staff 
working alone have to manage difficult ethical situations in the community.  Although staff are aware of the 
process to seek advice on ethical issues from their management and understand the assistance available from 
Saskatoon, it would be beneficial to provide in-depth training regarding ethics for staff. Training developed 
should include a concentrated support process following incidents.

Priority Process: Decision Support

Staff are aware of privacy requirements - the EMR is available in therapies, PHC and mental health restricts 
appropriate access to providers. Acute and LTC sites are paper based but the criteria is followed; a different 
system is thus required to share patient information between providers. An electronic record for all of the 
programs would be a huge asset to care.  The program are continually reviewing and upgrading the clinical 
guidelines utilized by the staff. Best practices appear to originate from multiple sources of which one is the 
Ministry of Health. One research project is underway that is looking at NP assessment for back pain. 
Telehealth is involved.

Priority Process: Impact on Outcomes

Risk assessments are completed in the community. An alert system is in place for the community therapists 
and for other clients and services, there is a communication process to ensure staff safety.  An alert system is 
in place for the community therapists and for other clients and services, there is a communication process to 
ensure staff safety. Programs have developed relationships with communities and other agencies like schools, 
day cares First Nations bands, support groups, other government agencies etc., to assist in the overall 
delivery of services and especially in the implementation of chronic disease management to the communities 
served. It varies depependent on the needs from community to community. In terms of reporting, it would be 
beneficial to clearly outline the expectations in the case of adverse and sentinel events as well as the 
debriefing that will be provided to those sites as a whole to ensure consistency.  All the programs are in the 
process of developing VisWalls, starting huddles and setting goals for LEAN. The sites have visible evidence on 
display.
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3.3.3 Standards Set: Emergency Department

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

The organization has met all criteria for this priority process.

Priority Process: Episode of Care

The team evaluates and manages the client's pain.10.5

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Priority Process: Organ and Tissue Donation

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

Emergency services for the health region are provided on a 24/7 basis out of 3 community and 3 district 
hospitals. This on site coverage is primarily done with nursing staff. Medical coverage is dependent on family 
physicians availability and being on-call in the off hours. The region is currently experiencing an increase in 
the public's demand for emergency services. 

Approximately 80% of the patients seeking emergency services are CTAS 4's and 5's. Nursing staff in the ER 
take extra training to work in this potentially high acuity, critical care area. EMT Services have an effective 
working relationship with Emergency Department (ED) staff. There is good communication and hand off of 
patient information when being transferred.

Operational and strategic planning to a large degree is driven provincially. However, local input is sought 
when community needs assessments are done to determine any improvements and the scope of operational 
needs. The ED's leadership at the site level has been effective at providing the necessary input to ensure 
operational needs are being addressed in their areas. Some of this feedback is verbal and informal in nature. 
Regional leadership is encouraged to look at mechanisms that would help formalize the operational planning 
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Priority Process: Competency

The Emergency Department team receives the necessary training to fulfil its role in patient care. Orientation 
for new staff is detailed and prepares them for their role in the ER. Incident reporting appears to be utilized 
by the staff. Leadership is actively involved in reviewing and if necessary investigating incidents to identify 
any opportunities for system improvements. Workplace violence is addressed by the leadership to ensure staff 
safety.

Staffing levels are assessed on an ongoing basis and more staffing is brought in to help deal with spikes in 
workload.

Priority Process: Episode of Care

All patients seen in the ER are triaged using the CTAS scoring system with re-assessments being done as 
appropriate. Healthcare consent is a regional process. With the absence of provincial legislation on this 
matter the team is encouraged to identify the sources that drive its consent practices. Staff and leadership 
feel the ED is well equipped for its current role. There is a good working relationship identified with the EMS 
Services working in the community. Having sufficient patient volume is a challenge to both staff and 
physicians in maintaining competency. The team ensures ongoing continuing education and ready access to 
clinical specialists on a consulting basis is available as needed.

Priority Process: Decision Support

Clinical leadership is aware of the need for best practices in the clinical areas and is actively reviewing 
polices and processes to ensure they are adequately referenced. This is part of a region-wide activity. Very 
little research is done within this team. Periodically they serve as a population data source for some broader 
province-wide research project being driven through the university and from a lager teaching health care 
facility. 

Priority Process: Impact on Outcomes

The team's leadership is tasked with helping to deal effectively with the medico-legal issues that present 
themselves from time to time. The organization is encouraged to provide some orientation on this matter to 
better prepare leadership in this role and to help provide a consistent approach.

Priority Process: Organ and Tissue Donation

The region's facilities participate in the provincial organ and tissue donation program.
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3.3.4 Standards Set: Home 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 has met all criteria for this priority process.

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The organization has met all criteria for this priority process.

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The Home Care Services program is very well organized. The leadership has successfully coupled the goals of 
the organization with the direction of the service. The focus on LEAN is commendable. There is clear 
evidence of team work leading to a family centered approach. The emphasis on learning is noted positively. 
There is attention to details in each step of the care process including: good information provided to clients, 
good coordination of care, good emphasis on client and staff safety, and excellent follow up on the client's 
care needs by the care providers. Home Care Services is encouraged to continue on the journey of process 
improvement. 

Priority Process: Competency

There is good evidence that the staff are well oriented and supported in their roles. Performance appraisals 
are completed. There are opportunities for ongoing education. The leadership team continues to look for new 
ways such as partnering with a College to enhance the learning of staff as well as supporting staffing levels 
for the future.
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and staff member is commendable. There is good attention to detail in particular with medication 
reconciliation and wound management. The communication with the client and family works well.

Priority Process: Decision Support

Home Care services is acknowledged for its focus on evidence based practice. There is is an awareness on the 
team of the need to continuously improve the care provided to clients and families. 

Priority Process: Impact on Outcomes

The Home Care services team is very focused on providing good outcomes for their clients. The attention to 
monitoring the quality metrics and active participation in the LEAN process is commendable. The utilization 
of the visibility boards demonstrates a continuous attention to making improvements by the team.
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Priority Process: Episode of Care

The Home Care team provides a well-organized service to the clients and families. The team work is evident 
and there is a strong focus on patient and family centered care. The emphasis on safety for both the client 
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3.3.5 Standards Set: Infection Prevention and Control

Unmet Criteria High Priority
Criteria

Priority Process: Infection Prevention and Control

The organization monitors its heating, ventilation and air-conditioning 
(HVAC) systems and the air quality in its physical environment.

10.4

The organization minimizes the risk of infections during regular 
maintenance, as well as during construction or renovation, of the physical 
environment.

10.5

The organization regularly monitors the quality of its cleaning and 
disinfection of the physical environment, and uses the information to make 
changes to policies and procedures.

10.6

The organization verifies the qualifications and competencies of staff 
involved in reprocessing reusable medical devices.

12.1

Surveyor comments on the priority process(es)

Priority Process: Infection Prevention and Control

There is an interdisciplinary Regional IPAC committee that meets monthly.   This is chaired by the Regional 
Infection Control Nurse.  The Medical Officer of Health is a member of the committee.  Each facility has (or 
will be having) its own local IPAC interdisciplinary committee that meets quarterly.  Most of the local 
committees are also the same committee that meets for Occupational Health and Safety.

There is 1 dedicated Infection Control Practitioner (ICP) for all of Kelsey Trail and she is responsible for all of 
the orientation and continuing education of all current infection control standards and practices.  She also 
ensures that these practices are implemented and maintained. In conjunction with regional orientation, IPAC 
has utilized the services of Georgian College for routine practices education.

The ICP and Environmental Services Manager provide regional wide workshops which include routine 
practices, hand hygiene, donning and doffing, surveillance, outbreak management, point of care risk 
assessments, and environmental cleaning.

The IPAC policy and procedures are accessible via the intranet and/or hard copy.  The dual system is in place 
as volunteers, clergy and others do not have access to the intranet.  There are ample IPAC resources via the 
internet such as power points, pamphlets, videos and posters all located in the Infection Control folder.

The Hand Hygiene program is well developed and the education is very good.  The Hand hygiene awareness 
campaign has produced positive results.  All monthly Hand Hygiene audits have a corrective action 
requirement if the Hand Hygiene rate is less than 75%.   However, the level of engagement varied across the 
region as not all facilities/units posted their audit results and staff were not always aware of what their own 
hand hygiene rates were.  Although there is good penetration within the region, more work is needed to 
achieve the level of adoption Kelsey Trail is striving for.

There is a good surveillance system in place which is primarily the responsibility of each of the facilities’ 

There is a concerted effort to implement PPE stations outside all patient care areas for universal precautions.  
However, N95 masks were noticeably absent from the PPE in many of the Emergency Department areas where 
aerosol generating procedures would be done.

Generally all of the facilities we visited throughout Kelsey Trail are clean and free from clutter, which is 
commendable.  As the organization continues to upgrade and 5S the physical environment, consideration 
should be given to selection of cupboards/ shelving/bins that are non porous and easy to clean, disinfect and 
maintain.    
The Regional ICP is in the process of implementing audit and feedback using spot checks for high touch 
surfaces as a way of improving environmental sanitation in patient rooms.  Auditing (using the CHICA 
checklist) is underway for kitchens.  

The span of control for the 1 dedicated Regional Infection Control Practitioner needs evaluation. There are 
no other dedicated ICPs at any of the sites.  The role encompasses significant geography for all of the acute 
beds, long term care beds and home care services in the region.  This is considerably less than what is 
recommended by the CHICA standards.

Continue to work with Materials Management to obtain safety engineered needles as regular needles were 
still noted at every facility we visited.  Safety engineered needles are considered best practice.

ICP involvement in construction and renovation projects is inconsistent.  This is not due to lack of persistence 
of the Regional ICP.  Senior Leadership is encouraged to provide oversight in this area.

Bedpan management varies across the region.  Spray nozzles are still in some patient/resident rooms and 
utility rooms. 

There is a regional contract with Honeywell to provide preventive maintenance for the Heating, Ventilation 
and Air Conditioning [HVAC].  However the actual HVAC cleaning and maintaining air quality standards were 
inconsistent across the region.

Kelsey Trail is highly encouraged to remove the autoclave in the supply room in Porcupine Plain.  It is 
situated in a room that is used to store clean and sterile equipment/instruments and is being used to wash 
bedpans.
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There is a concerted effort to implement PPE stations outside all patient care areas for universal precautions.  
However, N95 masks were noticeably absent from the PPE in many of the Emergency Department areas where 
aerosol generating procedures would be done.

Generally all of the facilities we visited throughout Kelsey Trail are clean and free from clutter, which is 
commendable.  As the organization continues to upgrade and 5S the physical environment, consideration 
should be given to selection of cupboards/ shelving/bins that are non porous and easy to clean, disinfect and 
maintain.    
The Regional ICP is in the process of implementing audit and feedback using spot checks for high touch 
surfaces as a way of improving environmental sanitation in patient rooms.  Auditing (using the CHICA 
checklist) is underway for kitchens.  

The span of control for the 1 dedicated Regional Infection Control Practitioner needs evaluation. There are 
no other dedicated ICPs at any of the sites.  The role encompasses significant geography for all of the acute 
beds, long term care beds and home care services in the region.  This is considerably less than what is 
recommended by the CHICA standards.

Continue to work with Materials Management to obtain safety engineered needles as regular needles were 
still noted at every facility we visited.  Safety engineered needles are considered best practice.

ICP involvement in construction and renovation projects is inconsistent.  This is not due to lack of persistence 
of the Regional ICP.  Senior Leadership is encouraged to provide oversight in this area.

Bedpan management varies across the region.  Spray nozzles are still in some patient/resident rooms and 
utility rooms. 

There is a regional contract with Honeywell to provide preventive maintenance for the Heating, Ventilation 
and Air Conditioning [HVAC].  However the actual HVAC cleaning and maintaining air quality standards were 
inconsistent across the region.

Kelsey Trail is highly encouraged to remove the autoclave in the supply room in Porcupine Plain.  It is 
situated in a room that is used to store clean and sterile equipment/instruments and is being used to wash 
bedpans.
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3.3.6 Standards Set: Long-Term Care Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The organization has met all criteria for this priority process.

Priority Process: Competency

Each team member's ongoing education, training, and development needs 
are monitored and met.

4.10

Each team member's performance is regularly evaluated and documented in 
an objective, interactive, and positive way.

4.11

Priority Process: Episode of Care

The organization has met all criteria for this priority process.

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

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

8.8 ROP

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

MAJOR

The team informs and educates residents and families in writing and 
verbally about the resident and family's role in promoting safety.

17.4 ROP

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

MAJOR

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

MAJOR

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

The team uses several sources of info for planning - they include the MDS assessments on residents, CIHI 
outcome data, satisfaction surveys, incident reporting information and care conferences, etc.  Daily huddles 
and the wall walks are also part of planning and information.  Several goals have been developed for this year 
- they include gentle persuasion training, 5S of several areas, performance appraisals as well they have 
developed outcome measures to monitor the goals. An example of a planning outcome is the addition of 
activity staff on weekends for all the sites. Student placements are in the sites and are seen as an asset to 

region.
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the organization. A policy is in place to provide pneumococcal vaccine - a trained team completes the entire 
region.

Priority Process: Competency

Care is provided through a multidisciplinary team, with the implementation of LEAN, communication 
meetings, huddles, and wall walks have been put in place. On a more formal basis, administrative meetings 
are held quarterly and every 2-3 months for more detailed discussions. Licensure is in place on an annual 
basis for all levels of professional staff. Performance appraisals and learning plans have been completed in 
most sites and now will follow a q3 year process. Orientation is detailed for the program and follows the 
regional orientation. Proper use of equipment is part of orientation and packages exist on the NET for 
follow-up if needed. Mandatory education is in policy but needs to be more consistent in some sites. Inclusion 
of the ROP's with the mandatory education would provide a one stop process to ensure completion.  Clinical 
nurse specialists source out and update clinical guidelines for the program. The use of infusion pump varies 
site to site. Training would be just in time if needed. Violence training is through PART but the program is 
hoping to replace this with the gentle persuasion training, which is proactive instead of reactive.

Priority Process: Episode of Care

There is a regional process to decide on facility placement for the region. The home care MDS is reviewed 
with the admission eligibility of a maple score of 5 being the requirement. The FAB is found as close as 
possible to the resident home community. On admission, a further MDS is completed which generates CAPS 
from which a care plan is developed with the resident and guardian. Final completion within 3 months and 
annually after or as changes occurs. Medication reconciliation is in place and is also redone every 3 months. A 
picture care plan is developed for each resident -it provides an outline of the ADL's, transfer lift required 
whether there is a code or not, etc. They are updated monthly or as changes occur. Although the team is 
aware and utilizes the current processes to manage ethical issues, they would appreciate and benefit from 
more training related to ethics .Other key assessments on admission include pain, pressure ulcers and 
restraints. Falls assessments are very well done and plans developed to manage the falls.  Medication 
administration is currently done through the Manrex system but plans are underway through a pilot RPIW in 
Nipawin starting in November for a pac-med system for the region. This is a very effective system to manage 
risk associated with medication dispensing. Self-administration is not promoted except where capacity is 
assessed and policy followed. Advance directives are explained and resident's wishes noted - 911 is utilized in 
some sites while others may have full codes. Least restraint policy is in place in the region; currently due to 
the increased incidents, a review is underway. Disclosure is followed for all incidents. Transfer of information 
is efficient between providers. An enhancement for efficiency and safety would be the access to an increased 
number of lifts in the sites, not only from a resident safety perspective but for avoidance of staff injuries 
also.

Priority Process: Decision Support

Resident charts are manual, but assessments are completed utilizing MDS. The resident MDS assessment 
provides CAPS, from which individualized care plans are developed. Plans are developed with the resident 
and family and/or guardian. Computerized charting and the ability to flow information between different 
programs would be beneficial. Clinical nurse educators ensure up to date clinical practice guidelines are in 
place. Provincial guidelines have been developed for special care.
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Two identifiers are not used consistently in all sites. Where in place, the identifiers used are used for 
resident ID -pictures, the resident themselves if capable, family or other staff. A well-developed falls 
prevention strategy is in place including implementation of the restraint policy. Incident reporting of falls is 
also analyzed as well as the CIHI data for analysis and planning. Falls is a key part of care conferencing. The 
Braden scale is part of assessment on admission as well safety is discussed as part of the care conferences 
and in some sites; pamphlets are given to family representatives. Representatives are informed of all 
incidents and follow-up for that incident. All of the data collected through CIHI and locally, including 
satisfaction survey results is utilized to improve care for the residents - currently, falls are in the forefront 
due to an increase in incidence and systems are under review. The program is planning to use the VisWalls to 
share outcomes with the residents and their families.
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3.3.7 Standards Set: Medication Management Standards

Unmet Criteria High Priority
Criteria

Priority Process: Medication Management

The organization has a program for antimicrobial stewardship to optimize 
antimicrobial use.  

Note: Beginning in January 2013, this ROP will only apply to organizations 
that provide inpatient acute care services. For organizations that provide 
inpatient cancer, inpatient rehab, and complex continuing care services, 
evaluation of this ROP will begin in January 2014.

2.3 ROP

2.3.3 The program is inter-disciplinary involving pharmacists, 
infectious diseases physicians, infection control specialists, 
physicians, microbiology staff, nursing staff, hospital 
administrators, and information system specialists, as 
available and appropriate.

MAJOR

2.3.4 The program includes interventions to optimize antimicrobial 
use that may include audit and feedback, a formulary of 
targeted antimicrobials and approved indications, staff 
training, antimicrobial order sets, guidelines and clinical 
pathways for antimicrobial utilization, strategies for 
streamlining or de-escalation of therapy, dose optimization, 
and parenteral to oral conversion of antimicrobials (where 
appropriate).

MAJOR

2.3.5 The organization establishes mechanisms to evaluate the 
program on an ongoing basis, and shares results with 
stakeholders in the organization.

MINOR

The organization implements a comprehensive strategy for the management 
of high-alert medications.

2.5 ROP

2.5.2 The policy names the individual(s) responsible for 
implementing and monitoring the policy.

MINOR

2.5.4 The policy includes procedures for storage, prescribing, 
preparation, administration, dispensing, and documentation 
for each high-alert medication, as appropriate.

MAJOR

The interdisciplinary committee develops a process for using sample 
medications.

2.10

The organization evaluates the effectiveness of its training activities for 
medication management and makes improvements as needed.

4.4

The organization manages alert fatigue by regularly evaluating the type of 
alerts required by the pharmacy computer system based on best practice 
information and input from staff and service providers.

8.5
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The organization regularly reviews the limits set for soft and hard doses and 
makes changes as required.

11.5

The organization limits access to medication storage areas to authorized 
staff and service providers.

12.1

The organization maintains appropriate conditions in the medication 
storage areas to protect the stability of medications.

12.3

The organization regularly inspects its medication storage areas and makes 
improvements if needed.

12.10

The organization stores chemotherapy medications in a separate negative 
pressure room with adequate ventilation segregated from other supplies.

13.3

The organization stores anaesthetic gases and volatile liquid anesthetic 
agents in an area with adequate ventilation as per the manufacturer's 
instructions.

13.4

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

14.6 ROP

14.6.1 The list is inclusive of the abbreviations, symbols, and dose 
designations, as identified on the Institute of Safe Medication 
Practices (ISMP) Canada “Do Not Use List”.

MAJOR

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

MAJOR

14.6.6 The organization updates the list and implements necessary 
changes to the organization's processes.

MINOR

The organization has a process for the pharmacist, nurse and the prescriber 
to follow if there is a disagreement regarding a medication order.

15.5

The organization's label for an intravenous admixture container is placed in 
a way that critical information from the manufacturer's label is still clearly 
visible.

17.3

The interdisciplinary committee provides staff and service providers with 
regular feedback about medication errors and near misses, and risk 
reduction strategies that are being implemented.

25.4

Where medication management processes are contracted to external 
providers, the organization regularly monitors the quality of services 
provided.

27.3
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the hospital sites in the region. The Pharmacy and Therapeutics Committee have not meet consistently. It is 
encouraging that with the Chair appointed there will be regular meetings to address the standards which 
require attention. In the residential care sites where contracted pharmacy services are in place there is a 
need to identify the staff in the organization who regularly monitor the quality of services provided in 
compliance with the contracts.
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Surveyor comments on the priority process(es)

Priority Process: Medication Management

The Pharmacy Services is under the leadership of a strong director who clearly understand the standards for 
medication management in the organization. While there has been progress in meeting the standards in a 
number of areas, there are areas which require attention. While the larger hospitals have pharmacists on 
site, this is not true for the smaller hospital sites. There is a need to review the pharmacist support for all of 
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3.3.8 Standards Set: Medicine 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 has met all criteria for this priority process.

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

7.4.2 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.

MAJOR

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

MINOR

7.4.4 The team identifies major orthopaedic surgery clients (hip and 
knee replacements, hip fracture surgery) who require 
post-discharge prophylaxis and has a mechanism in place to 
provide appropriate post-discharge prophylaxis to such clients.

MAJOR

7.4.5 The team provides information to health professionals and 
clients about the risks of VTE and how to prevent it.

MINOR

The team uses standardized clinical measures to evaluate the client's pain.7.8

The team assesses each client's risk for developing a pressure ulcer and 
implements interventions to prevent pressure ulcer development.

9.4 ROP

9.4.1 The team conducts an initial pressure ulcer risk assessment at 
admission, using a validated, standardized risk assessment 
tool.

MAJOR

9.4.2 The team reassesses each client for risk of developing pressure 
ulcers at regular intervals, and with significant change in 
client status.

MAJOR
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9.4.3 The team implements documented protocols and procedures 
based on best practice guidelines to prevent the development 
of pressure ulcers, which may include interventions to: 
prevent skin breakdown; minimize pressure, shear, and 
friction; reposition; manage moisture; optimize nutrition and 
hydration; and enhance mobility and activity.

MAJOR

9.4.4 The team supports education for health care providers, 
clients, and families or caregivers on the risk factors and 
strategies for the prevention of pressure ulcers.

MINOR

9.4.5 The team has a system in place to measure the effectiveness 
of pressure ulcer prevention strategies, and uses results to 
make improvements.

MINOR

A qualified team member fills the prescription and dispenses the 
medication in a timely and accurate way.

10.3

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

Services in the medical program are primarily driven by family physicians in the health region with referrals 
to specialists as required. There are a percentage of medical beds being occupied by longer term patients 
and some of these are also ALC patients. However, the occupancy of acute care medical beds has not had an 
effect on doing elective surgeries. The region is currently experiencing a shortage of nurses.

Priority Process: Competency

Staff are supported in their ongoing efforts at maintaining their competency. Staff orientation is thorough 
and prepares new employees to feel comfortable in their work. Established staff readily assume the role of 
mentor to assist new staff with questions they might have or care activities they are uncertain of. Staff 
meetings are often used to bring new information forward for staff and to also review ongoing material that 
needs to be brought to their attention. Performance evaluations are done formally, in writing every three 
years with verbal feedback being provided on an ongoing basis. 

Priority Process: Episode of Care

Team leadership is actively engaged in supporting staff development and education to facilitate the 
implementation of new technology and practices as well as staff maintaining their competency. There 
continues to be struggles with meeting the requirements of some of the ROP's the team is responsible for. 
The team appears to work well in a collaborative environment and each team member's skills and knowledge 
are valued.
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Priority Process: Decision Support

Patient health records are maintained in a consistent and orderly fashion. The team’s leadership is aware of 
the need to continuously monitor best practices in Medicine and ensure they are reflected in the policies and 
processes being used by staff. The team’s leadership is further encouraged to reference best practice 
wherever it is appropriate to do so.

Priority Process: Impact on Outcomes

Elements of the medicine services are being evaluated through their "LEAN" initiatives.  The team is 
encouraged to continue in its efforts at effective service evaluation.
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3.3.9 Standards Set: Obstetrics Services

Unmet Criteria High Priority
Criteria

Priority Process: Clinical Leadership

The team has access to the supplies and equipment needed to deliver 
obstetrics services.

2.8

Priority Process: Competency

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

4.9

Priority Process: Episode of Care

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.

12.5

Priority Process: Decision Support

The organization has met all criteria for this priority process.

Priority Process: Impact on Outcomes

The team is informed about how to identify, reduce, and manage risks to 
client and staff safety.

18.1

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

18.4 ROP

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

MAJOR

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

MAJOR

The team monitors clients and families' perspectives the quality of its 
obstetrics services.

20.3

The team shares evaluation results with staff, clients, and families.20.6

Surveyor comments on the priority process(es)

Priority Process: Clinical Leadership

All sites would benefit from the re-establishment of the Regional Obstetrical Committee and a standard 
review of patient discharges across the region. This would provide data to enhance the patient's experience 
and the quality of care they provide.
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Priority Process: Competency

All sites have excellent training and participate in yearly re-certification requirements. As the volume of 
deliveries remains low at several sites, some physicians may benefit from attending other obstetrical 
locations to maintain their antepartum skills.

Priority Process: Episode of Care

Patients at the Porcupine and Tisdale sites are well informed on what services are not able to be provided at 
these smaller sites. Patients state this is reviewed throughout their pregnancy and are also informed about 
the process of transferring their care to another facility if complications arise.

Patients are very pleased with the care they receive at all sites and do hope obstetrical services can continue 
to be maintained in the rural areas.

Priority Process: Decision Support

Physicians and the nursing staff regularly attend provincial educational events and share this information with 
their inter-professional team. 

Priority Process: Impact on Outcomes

KTHR has several designated obstetrical sites, each of which have developed clear guidelines on the 
obstetrical and newborn care they are able to safely provide. Patients are well informed as to the level of 
obstetrical care in their communities and when transfers must occur. The ambulance services assist with 
these transfers and on most occasions provide timely service. 

One post-partum patient was availabe during the visit while phone calls to new mothers provided feedback 
regarding their obstetrical experience. All were extremely pleased with the care and attention they received 
and all commented on the excellent relationship between the physicians and the nurses. These mothers 
described the staff as “really great teams”. Congratulations on having such well-functioning 
inter-professional teams.

Due to the intense focus and implementation of LEAN several clinical committees have not met in over a 
year, this includes the Regional Obstetrical Committee. All obstetrical sites would benefit on reinstituting 
these regularly scheduled meeting.

KTHR provides all new staff with the appropriate training and mentoring before been assigned to obstetrical 
patients and neonates. Annual refresher courses are also mandated. Medical staff complete their required 
training however as volumes of deliveries(although increasing) are still relatively low in several of the sites 
some physicians might benefit spending time (shifts)at  busier locations to ensure they deliver an adequate 
number of deliveries each year.
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3.3.10 Priority Process: Surgical Procedures

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

Unmet Criteria High Priority
Criteria

Standards Set: Operating Rooms

The team uses evidence-based client care maps or pathways to guide them 
through steps in the procedure, promote efficient care and achieve optimal 
client outcomes.

1.3

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

1.8

The team uses airborne, contact, and droplet precautions to reduce the risk 
of infection to clients and staff.

8.3

The team appropriately handles soiled linen, infectious material, and 
hazardous waste in the operating room.

8.5

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

2.3

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

3.7

The team assesses each client's risk for developing a pressure ulcer and 
implements interventions to prevent pressure ulcer development.

7.9
ROP

7.9.1 The team conducts an initial pressure ulcer risk assessment at 
admission, using a validated, standardized risk assessment 
tool.

MAJOR

7.9.2 The team reassesses each client for risk of developing pressure 
ulcers at regular intervals, and with significant change in 
client status.

MAJOR
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7.9.5 The team has a system in place to measure the effectiveness 
of pressure ulcer prevention strategies, and uses results to 
make improvements.

MINOR

The team follows the organization's process to identify, address, and record 
all ethics-related issues.

8.9

The team has a process to evaluate client requests to bring in or 
self-administer their own medication.

10.5

The team follows the organization's established policies on storing and 
disposing of medications safely and securely.

10.6

Following transition or end of service, the team contacts clients, families, 
or referral organizations or teams to evaluate the effectiveness of the 
transition, and uses this information to improve its transition and end of 
service planning.

11.6

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

14.5

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

15.4
ROP

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

MAJOR

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

MAJOR

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

16.3

Surveyor comments on the priority process(es)

The Surgical services includes a pre-admit clinic, operating rooms, an endoscopy suite, medical device 
reprocessing and in-patient beds. The two surgical sites at Melfort and Nipawin Hospitals were surveyed. 
There is a new surgeon coming to Kelsey Trail Health Region which may impact on flow and types of 
surgeries. 

Reorganization of the policies, procedures and guidelines should be accelerated and finished as staff need 
ready access to the most up-to-date versions. Currently there are regional procedures and local procedures. 
Many of the local policies and procedures are very out of date and some are not even in use at this time and 
should be archived. Infection control concerns arise with regard to the cataract procedure room at Melfort 
Hospital. There are racks of uncovered supplies in the OR room. It is recommended that the OR team work 
with infection control and materials management to identify a better approach.

There is still variation in care and processes based on physician practices and preferences. The region would 
benefit by standardizing best practices in operating room and surgical care.

There is a new Regional Director who has only been in place for a month but has shown great interest in 
identifiying opportunities for improvements within her portfolio.
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Instrument ResultsSection 4

As part of Qmentum, organizations administer instruments. Qmentum includes three instruments (or 
questionnaires) that measure governance functioning, patient safety culture, and quality of worklife. They are 
completed by a representative sample of clients, staff, senior leaders, board members, and other 
stakeholders.

4.1 Governance Functioning Tool

The Governance Functioning Tool enables members of the governing body to assess board structures and 
processes, provide their perceptions and opinions, and identify priorities for action. It does this by asking 
questions about:

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

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

•  Data collection period: February 26, 2014 to March 25, 2014

•  Number of responses: 7

Governance Functioning Tool Results

% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 92

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

0 0 100 94

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

0 0 100 95

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

0 0 100 92

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

0 14 86 89
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 0 100 92

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

0 0 100 95

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

0 14 86 94

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

0 0 100 93

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

0 29 71 91

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

0 14 86 88

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

0 0 100 92

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

0 0 100 93

14 Our ongoing education and professional development 
is encouraged. 

14 0 86 86

15 Working relationships among individual members and 
committees are positive.

0 0 100 97

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

0 14 86 93

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

0 0 100 97

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

0 14 86 82

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

43 43 14 66

20 Contributions of individual members are reviewed 
regularly.

33 17 50 62

Instrument Results 58Accreditation Report



QMENTUM PROGRAM

% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

14 14 71 79

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

14 71 14 56

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

0 57 43 79

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

43 0 57 80

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

14 43 43 66

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

0 0 100 94

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

14 14 71 81

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

0 29 71 93

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

29 29 43 81

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

0 14 86 91

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

80 20 0 85

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

80 20 0 78

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

0 80 20 85
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% Disagree % Neutral % Agree

Organization Organization Organization

* Canadian
Average

%Agree

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

0 29 71 91

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

0 0 100 91

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

14 29 57 85

37 We have a process to elect or appoint our chair. 75 0 25 88

*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument 
from January to June, 2014 and agreed with the instrument items.
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4.2 Patient Safety Culture Tool

Organizational culture is widely recognized as a significant driver in changing behavior and expectations in order 
to increase safety within organizations. A key step in this process is the ability to measure the presence and 
degree of safety culture. This is why Accreditation Canada provides organizations with the Patient Safety Culture 
Tool, an evidence-informed questionnaire that provides insight into staff perceptions of patient safety. This tool 
gives organizations an overall patient safety grade and measures a number of dimensions of patient safety 
culture.

Results from the Patient Safety Culture Tool allow the organization to identify strengths and areas for 
improvement in a number of areas related to patient safety and worklife.

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

•  Data collection period: November 6, 2012 to April 30, 2013

•  Number of responses: 284

•  Minimum responses rate (based on the number of eligible employees): 239
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*Canadian average: Percentage of Accreditation Canada client organizations that completed the instrument 
from January to June, 2013 and agreed with the instrument items.

* Canadian Average

Kelsey Trail Health Region

Legend

Patient Safety Culture Tool: Results by Patient Safety Culture Dimension 
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4.3 Worklife Pulse

Accreditation Canada helps organizations create high quality workplaces that support workforce wellbeing and 
performance. This is why Accreditation Canada provides organizations with the Worklife Pulse Tool, an 
evidence-informed questionnaire that takes a snapshot of the quality of worklife.
   
   Organizations can use results from the Worklife Pulse Tool to identify strengths and gaps in the quality of 
worklife, engage stakeholders in discussions of opportunities for improvement, plan interventions to improve the 
quality of worklife and develop a clearer understanding of how quality of worklife influences the organization's 
capacity to meet its strategic goals. By taking action to improve the determinants of worklife measured in the 
Worklife Pulse tool, organizations can improve outcomes.

•  Data collection period: November 6, 2012 to December 31, 2012

•  Number of responses: 340

•  Minimum responses rate (based on the number of eligible employees): 289

Accreditation Canada provided the organization with detailed results from its Worklife Pulse Tool prior to the 
on-site survey through the client organization portal. The organization then had the opportunity to address areas 
for improvement. During the on-site survey, surveyors reviewed progress made in those areas.
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Worklife Pulse: Results of Work Environment
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Measuring client experience in a consistent, formal way provides organizations with information they 

can use to enhance client-centred services, increase client engagement, and inform quality 

improvement initiatives. 

 Prior to the on-site survey, the organization conducted a client experience survey that addressed the 

following dimensions: 

Respecting client values, expressed needs and preferences,including respecting client rights, 

cultural values, and preferences; ensuring informed consent and shared decision-making; and 

encouraging active participation in care planning and service delivery.

Sharing information, communication, and education,including providing the information that 

people want, ensuring open and transparent communication, and educating clients and their 

families about the health issues.

Coordinating and integrating services across boundaries,including accessing services, 

providing continuous service across the continuum, and preparing clients for discharge or 

transition.

Enhancing quality of life in the care environment and in activities of daily living,including 

providing physical comfort, pain management, and emotional and spiritual support and 

counselling.

 The organization then had the chance to address opportunities for improvement and discuss related 

initiatives with surveyors during the on-site survey.

Client Experience Title

Client Experience Program Requirement

Conducted a client experience survey using a survey tool and approach that 
meets accreditation program requirements

Met

Provided a client experience survey report(s) to Accreditation Canada Met
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QmentumAppendix A

Health care accreditation contributes to quality improvement and patient safety by enabling a health 
organization to regularly and consistently assess and improve its services. Accreditation Canada's Qmentum 
accreditation program offers a customized process aligned with each client organization's needs and priorities.

As part of the Qmentum accreditation process, client organizations complete self-assessment questionnaires, 
submit performance measure data, and undergo an on-site survey during which trained peer surveyors assess their 
services against national standards. The surveyor team provides preliminary results to the organization at the end 
of the on-site survey. Accreditation Canada reviews these results and issues the Accreditation Report within 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 four-year cycle, Accreditation Canada provides ongoing liaison and support to help the 
organization address issues, develop action plans, and monitor progress.

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

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

Evidence Review and Ongoing Improvement

Action Planning
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Priority ProcessesAppendix B

Priority processes associated with system-wide standards

Priority Process Description

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

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

Governance Meeting the demands for excellence in governance practice.

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

Integrated Quality 
Management

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

Medical Devices and 
Equipment

Obtaining and maintaining machinery and technologies used to diagnose and 
treat health problems

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

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

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

Principle-based Care and 
Decision Making

Identifying and decision making regarding ethical dilemmas and problems.

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

Priority processes associated with population-specific standards

Priority Process Description

Chronic Disease Management Integrating and coordinating services across the continuum of care for 
populations with chronic conditions

Population Health and 
Wellness

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

Priority Process Description

Blood Services Handling blood and blood components safely, including donor selection, blood 
collection, and transfusions

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

Competency Developing a skilled, knowledgeable, interdisciplinary team that can manage 
and deliver effective programs and services

Decision Support Using information, research, data, and technology to support management 
and clinical decision making

Diagnostic Services: Imaging Ensuring the availability of diagnostic imaging services to assist medical 
professionals in diagnosing and monitoring health conditions

Diagnostic Services: 
Laboratory

Ensuring the availability of laboratory services to assist medical professionals 
in diagnosing and monitoring health conditions

Episode of Care Providing clients with coordinated services from their first encounter with a 
health care provider through their last contact related to their health issue

Impact on Outcomes Identifying and monitoring process and outcome measures to evaluate and 
improve service quality and client outcomes

Infection Prevention and 
Control

Implementing measures to prevent and reduce the acquisition and 
transmission of infection among staff, service providers, clients, and families

Medication Management Using interdisciplinary teams to manage the provision of medication to clients

Organ and Tissue Donation Providing organ donation services for deceased donors and their families, 
including identifying potential donors, approaching families, and recovering 
organs

Organ and Tissue Transplant Providing organ transplant services, from initial assessment of transplant 
candidates to providing follow-up care to recipients

Organ Donation (Living) Providing organ donation services for living donors, including supporting 
potential donors to make informed decisions, conducting donor suitability 
testing, and carrying out donation procedures

Point-of-care Testing 
Services

Using non-laboratory tests delivered at the point of care to determine the 
presence of health problems
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Priority Process Description

Primary Care Clinical 
Encounter

Providing primary care in the clinical setting, including making primary care 
services accessible, completing the encounter, and coordinating services

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