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Agenda

• Varying approaches/objectives to measurement for different 
purposes

• Linking data to improvement work & aligning from the board 
to the ward

• Releasing Time to Care, demonstrating the power of 
measurement as the means to an end



Purpose of 
Measurement

Research Comparison or 
Accountability

Improvement

Key Question “What is the 
truth?”

“Are we better or 
worse than?”

“Are we 
improving? “

Penalty for Being 
Wrong

Misdirection for 
profession

Misdirected 
reward or 
punishment

Misdirection for 
an initiative

Measurement 
Requirements & 
Characteristics

Complete, 
accurate, 
controlled, glacial 
pace, expensive

Risk-adjusted, with 
denominators, 
attributable to 
individuals or 
organizations, 
validity

Real time, raw 
counts, 
consistent 
operational 
definitions

Typical Displays Comparison of 
control & 
experimental 
groups

Performance 
relative to  
benchmarks, 
standards

Run charts, 
control charts, 
time between 
events…



Snapshot of hospital report – organizations didn’t 
necessarily do anything with the data



Downside of using data for comparative purposes…

• It is static (no data over time)

• Usually a time lag in getting the data

• If you look bad, energy is spent on figuring out what’s wrong 
with the data

• If you look good, you become complacent

• How you look is determined by how others perform

• Benchmarks are full of defects (ie “the cream of the crap”

So…………only do this to help you set targets, perhaps annually 
& compare to the best, not the 50th percentile



There are two types of questions to ask of quality and 
safety data…

• How good is our care?
– How do we compare to others like us?

• Is our care getting better?
– Are we on track to achieve our key quality and safety objectives?

– If not, why not? Is the strategy wrong, or is it not being executed 
effectively?



Dashboards vs run charts/statistical process control 
charts – interpretation is remarkably different…



Bed turns
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The standard for measurement in quality improvement is run 
charts or control charts…

When to be sceptical….

“Before” and “After” are based on 

single points. This shows 110% 
improvement, from 0.33 to 0.70 
bed turns a week!

BUT…This run chart demonstrates that 
these two data points are part of normal 
random variation.



Make data meaningful by removing the denominator…

vs

C. Diff rate of 0.25/1000 patient days

3 cases last month
or

20 days since last new case



Strategic dashboard to track progress on organizational 
priorities….

(Source: Shepherd Centre, Atlanta)



Aim:  Reduce 

Preventable Harm by 

50% by 2011

AIM & 

BIG DOT MEASURE

CHANGE IDEAS & 

PROCESS MEASURES

QI PROJECTS & 

OUTCOME MEASURES

Falls Prevention 

Initiative

Prevention of 

Surgical Site 

Infections

Falls Prevention

Education

Early Falls

Risk Assessment

Electronic Trigger 

for Prophylactic 

Antibiotic 

Administration

Revise Pre-op 

Protocol to 

Incorporate 

Appropriate Hair 

Removal Processes

Sample Big Dot Aim with Related Projects and Measures

Measure:  Time between falls 

with injury

Measure:  % patients w/ 

appropriate pre-op

hair removal

Measure:  % patients receiving 

appropriate prophylactic antibiotics

Measure:  # of patients

with falls risk assessment

Measure:  % attending falls 

prevention education

Measure:  # of 

surgical site infections

Measure:  HSMR



No Needless Wait

Timely and 

Standardized 

discharge 

practices 

Accountability

Awareness and 

transparency of 

ED measurement 

targets and 

performance

Develop public education regarding appropriate use of ED/Urgent 
Care

Maximize use of UCC – next day reassessment clinic 

 Maximize use of outpatient services at WT

Population Health

Reduce demand for 

ED services

Efficiency within 

the Emergency 

Department

Efficient and 

timely 

admission 

processes 

between ED 

and unit

Accountability

 Engagement in 

Patient Flow 

Activities

Expand psychogeriatric hospital based and outreach clinic 

implement Pilot Overcapacity Protocol 

Enhancement to Minor Treatment for assessment 

 Update Medical Directives (2005-2009)

Triage redesign to increase patient focused care and efficiency 

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

3M facilitated Bed Ready project & implementation of spread plan

 Operationalize one time funding for 10 medical patients until 

March 31/2010 (Nov 2009)

Enhance Bed Meeting and complete surge table top exercises 

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

Implement recommendations from Patient Navigator Pilot 

Implement Medworxx utilization tool to reduce conservable days

Continued and sustain benefits of Joint Discharge Operations 

Develop and distribute DART to pilot unit (Dec 2009)

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

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

Participate in provincial WTIS ALC Beta Site software 
implementation 

Physician representative on THC-PIP (Oct 2009)

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

Engage physician in strategies to match rounding time to 
discharge targets

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

Implement new Falls Clinic 

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

Update bed management protocols

Explore options to enhance consultant response times in ED

No 

Needless 

Wait

ED Wait 

Time

AIM DRIVER Outcome MeasureBIG DOT

Explore Mental Health Rapid Response Clinic

Sustain the Regional PPCI- Code Stemi program

Create Geriatric Nurse Navigator Role 

Expand Chronic Disease – Self Care Programs

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

Implement ACNP role for medicine (Sept 2009)

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

Operationalize ambulance offload team

Implementation of strategies to enhance flow from THC-PIP

Implement accountability framework for  patient flow  
(Oct 2009)

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

Releasing time to Care-implement on Pilot 4B Admissions and Planned 

Discharge and Knowing how we are doing

Creation and implementation of DI Controller role (Dec 2008)

CDU redesign and expansion of RAZ (Nov 2009)

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

Full implementation of Repatriation protocol (2010)

Call Centre Software Replacement Project (2009)

Develop and implement a discharge protocol

Revise and implement Pilot Overcapacity Protocol

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

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

Explore Capital Purchase Software for Patient Flow

By March 2010 EDLOS

 for

 Non admitted patients will be

= 8 hrs for = 78% of CTAS I & II  

= 6 hrs for = 78% of CTAS III 

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

Projects
Planned 

Projects
In Progress

 

Projects
Completed 

By March 2010 EDLOS

 for 

 Admitted patients will be 

= 8 hrs for = 34 % of CTAS I-V

By March 2010 NRC+ 

Picker patient 

satisfaction for overall 

quality of care received 

in the Emergency 

department will be 

% of Patients within 90 

min for EMS arrive at 

patient door to first 

device 

( target 90%)

DART 7, 9-13,44-46

PFR Table 2,3,4

DART 14-18

# of Gridlock days

Decision to admit to PIB

DART 19-23

IP % ALC  days

# ALC LTC

Readmission Rates

# Units with KHWD 

boards

Utilization of Daily DART

PFR Table 2- Ind #4

Table 3- Ind #3 

DART 19-21

  % positive score = 82% 

Status based on 

Dec 29, 2009 

DART

Last 30 days

Inpatient Bed 

Capacity

Apr-June 2009

January 8, 2010

High level aim: ED 
wait times = 

provincial targets by 
March 2010

Drivers: Reduced 
demand for 

service & 
efficiencies in 

dept

Example projects:
Expand CDM self-care 

programs
Match staff scheduling 

to demand



A driver diagram can also be used to generate change 
ideas for a project…

Bridgepoint Health



Board

 

Quality, Safety and 

Service  

Committee 

Medical Advisory 

Committee

 

Nursing Advisory 

Committee

 

Preventable Harm

Serious Safety Events: Falls and Med Errors

Hospital-acquired infections (HAI‟s)

Access & Flow

% ALC days

Wait Time Measure - TBD

Clinical Effectiveness

Place holder for CDMP

Program Councils

 

Unit Councils 

 

Bridgepoint Health Structure for Patient Quality and Safety

Patient Experience

Overall Satisfaction 

Would you recommend hospital?
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Preventable Harm

Serious Safety Events: Falls and Med Errors

Hospital-acquired infections (HAI‟s)

Hand Hygiene Compliance Rates

Access & Flow

% ALC days

Wait time metric TBD

Health Equity – TBD

Sr. Friendly - TBD

Clinical Effectiveness

LOS Efficiency (MSK, Neuro, Med rehab)

CCC ADL Improvement

Patient Experience

Patient Satisfaction: Continuity and 

Transitions 

Preventable Harm

Serious Safety Events: Falls and Med Errors

Hospital-acquired infections 

Medication Reconciliation

New Stage II + Pressure Ulcers

911 Transfers
Access & Flow 

% ALC days

% Occupancy

Wait Time Measure – TBD

Health Equity - TBD
Clinical Effectiveness

LOS Efficiency (MSK, Neuro, Med rehab)

CCC ADL Improvements

Other MDS Quality Indicator – TBD

Process Measure - TBD

Patient Experience

Patient Satisfaction: Continuity and Transitions 

Patient Satisfaction: Your Doctors

Preventable Harm

Falls 

Med Errors

Hospital-acquired Infections (HAI‟s)

Medication Reconciliation

New Stage II+ Pressure Ulcers

Pain Assessment Compliance Rate

Clinical Effectiveness

LOS Efficiency (MSK, Neuro, Med rehab)

CCC ADL Efficiency

Other MDS Quality Indicator – TBD

Process Measures - TBD

Patient Experience

Patient Satisfaction: Continuity and Transitions

Patient Satisfaction: Your Nurses 

Preventable Harm

Med Errors

Medication Reconciliation

Antibiotic Guidelines in use

Preventable Harm

Hospital-acquired Infections (HAI)

Hand Hygiene Compliance Rates

Admission screening rates

Catheter-related infections

Preventable Harm

Falls

Med Errors

Hospital-acquired Infections

Hand Hygiene Compliance Rate

Medication Reconciliation

New Stage II+ Pressure Ulcers 

Professional Practice and 

Quality Executive Council

Health Discipline 

Advisory Committee

 

Clinical Effectiveness

LOS Efficiency (MSK, Neuro, Med rehab)

CCC ADL Improvement

Other MDS Quality Indicator – TBD

Access & Flow 

% ALC days

Wait Time Measure - TBD

Patient Experience

Patient Satisfaction: Continuity and Transitions

Patient Satisfaction: Your Therapist 

Preventable Harm

Serious Safety Events: Falls and Med Errors by program

Hospital-acquired Infections by Program

Medication Reconciliation by program

New stage II + Pressure Ulcers

Clinical Effectiveness - CCC

Case Mix Index by unit 

ADL Improvemen

CMI by unit

Other MDS Quality Indicator – TBD

Process Measures - TBD

Clinical Effectiveness - Rehabilitation Services

FIM by unit / program

LOS Efficiency (MSK, Neuro, Med rehab)

Outpatients – TBD

Process Measures - TBD

Access & Flow 

% ALC days

% Occupancy 

Wait Time Measure - TBD

Patient Experience

Patient Satisfaction: Continuity and Transitions

Patient Satisfaction: Goal Setting and Decision Making

Palliative Care: Pain Outcome - TBD

Preventable Harm

Falls on unit

Hospital-acquired infections on unit

Unit Hand Hygiene Compliance Rates 

New Stage II + Pressure Ulcers

Access & Flow 

% Occupancy

Length of Stay (select units)

Wait Time Measure - TBD

Process Measures - TBD

Clinical Effectiveness

LOS Efficiency (MSK, Neuro, Med rehab), or 

CCC ADL Improvement

CMI by unit

Patient Experience

Patient Satisfaction: Continuity and Transitions

Compliments / Complaints - TBD

Pharmacy &

Therapeutics

Infection Prevention & 

Control

Executive 

Council

Culture and Capacity for Research

Placeholder – Renee TBD

Culture and Capacity for Education

# Academic Appointments

Total trainee hours

Collaboratory for Research and Innovation

Placeholder – Renee TBD

Culture and Capacity for Research

Placeholder – Renee TBD

Culture and Capacity for Education

# Academic Appointments

Total trainee hours

# Staff completing Q & S curriculum

Collaboratory for Research and Innovation

Placeholder – Renee TBD

Culture and Capacity for Education

# Academic Appointments

Total trainee hours

Culture and Capacity for Education

# Academic Appointments

APN Recruitment Rate

# staff obtaining IPE certification

Nursing Competence for Peripheral IV 

Cannulation Maintenance Rate

# Staff completing Q & S curriculum

Culture and Capacity for Research

% of Successful Nursing Research Grant 

Culture and Capacity for Research

Placeholder – Renee TBD

Culture and Capacity for Education

 # Staff completing Q & S curriculum

Culture and Capacity for Education

# Staff completing Q & S curriculum
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Talented Staff

Staff Satisfaction – Placeholder

Attrition rate

Staff Injuries

Talented Staff

Staff Satisfaction – Placeholder

Attrition rate

Staff Injuries

Talented Staff

Staff Satisfaction – Placeholder

Attrition rate – Nurses

Sick time – Nurses

Overtime – Nurses

Staff Injuries

Talented Staff

Staff Satisfaction – Placeholder

Attrition rates by program

Sick time by program

Agency use by program

Overtime by progra.

Staff injuries by program

Talented Staff

Staff Satisfaction - Placeholder

Talented Staff

Staff Satisfaction – Placeholder

Attrition rate – by Discipline

Sick time – by Discipline

Overtime – by Discipline

Staff Injuries
 

Volume Targets

Ambulatory Care visits

CCC RUG Weighted Days

Rehabilitation Days

ROI TBD

  Efficient use of resources

  Actual: Budget

  CCC RUG Weighted Patient Days

  Rehabilitation Days

  Ambulatory Care Visits 
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Project Dash Board 

High Level Aims

(Flow, IPAC, Falls)

Clinical Model of 

Care

Project Dash Board 

High Level Aims

(Flow, IPAC, Falls)

Clinical Model of 

Care

Draft 3

Friday, September 17, 2010

Legend

Regulatory / Reportable 

Bridgepoint Strategic Aims

To be developed

Establishing accountability from the board to the ward...



Translating metrics and accountabilities to the front 
line…



Releasing Time to Care

Linking measurement to  improvement work: 
The means to an end…



Aim and Big Dot 
Measure

Drivers Projects

Reduce Serious 
Safety Events by 
50% by March 

2012

SSE

IInfections

Falls

Pressure 
Ulcers

Hand Hygiene

Releasing Time to 
Care

Time 
between:

Falls
Infections
Pressure 

ulcers

% 
compliance

Change 
Ideas



Direct 

Care Time

Motion Admin Discussion Handovers InformationRoles

Opportunity to 

increase safety and 

reliability of care
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Total 

Time

“Everything I need 

to do my job is 

conveniently 

located”

“We have the 

information we need 

to solve our own 

problems, and find 

out if we were 

successful”

An underlying hypothesis is that by increasing direct care time, there 
is more time to focus on improving quality & safety

“The paperwork 

is easy to 

understand and 

quick to 

complete”

“Handovers are 

concise, timely 

and provide all the 

information I need”

„It is clear to 

everyone who is 

responsible for 

what”

“I am not interrupted by 

people requesting 

information or looking 

for things”

© NHS Institute for Innovation and Improvement 2009



The Releasing Time to Care© “House”

© NHS Institute for Innovation and Improvement 2009



RTC© Core Objectives and Measures

Improve Patient Safety & 

Reliability of Care

1) Patient observations

2) Interruption rate

Plus minimum one of:

1) MRSA infection rate

2) C. difficile infection rate

3) Pressure sores rate

4) Falls rate

Improve the Patient 

Experience

E.g. Patient Satisfaction

Improve Efficiency of 

Care

E.g. Direct Care Time

Improve Staff Well-being

1) Staff Satisfaction

2) Unplanned absence 

rate
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25 26
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1 2

3 4

5 6

7 8 9 10 11 12

13 14 15 16 17 18

19 20 21 22 23 24

25 26

27 28

29 30 31

Incident Free Day

Incidents

Near Miss

Used to record incidence of falls, pressure sores, MRSA and C. difficile

Making performance visible in order to support 
real-time problem solving… 

X

X X

X

X X

X X



Board dashboard that includes key outcomes from RTC

Days Since Last Identified Case of Hospital Acquired 

C. diff on the Target Unit
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Q2. Satisfaction with Call Bell Response Time
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Quality Committee of the Board – Strategic scorecard 
for high level aims…

SSE – Falls, Pressure Ulcers, Infections
Falls

P. Ulcers

Infections

Big Dot                         Outcome Measures                Process Measures          



Unit measurement boards that drive improvement…

Bluewater Health



Staff huddle at measurement boards, both formally and 
informally…



“The transparency in Releasing Time to Care© is tremendous,” Patti 
Cochrane of Trillium told fellow executives January 26 at a CHQI 
Leadership for Performance Excellence forum, a leadership-for-

quality program in which the pilot hospitals and five other 
organizations are participating. “It makes you reach under the rock, 

and you can’t ignore what you find.” 

The impact is immediate. “Staff on the unit huddle at 
the end of each day and talk about what happened, 
why, and what can we do differently,” Cochrane said. 

Families notice too, noted Sue Roger, Business Director 
of Medical Programs with Bluewater Health, at the 

Releasing Time to Care© Learning Session on January 
25. “They study the measurement board and ask the 

nurses to explain. It’s very positive.” 

A couple of testimonials on the impact of the measurement 
system supporting RTC…

http://www.chqi.ca/CurrentInitiatives/LPE.aspx



