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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a Quality Improvement 
Plan.  While much effort and care has gone into preparing this document, this document should not be relied on as legal advice and 
organizations should consult with their legal, governance and other relevant advisors as appropriate in preparing their quality improvement 
plans. Furthermore, organizations are free to design their own public quality improvement plans using alternative formats and contents, 
provided that they submit a version of their quality improvement plan to Health Quality Ontario (if required) in the format described herein. 
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Overview 
Arnprior Regional Health includes: Arnprior & District Memorial Hospital, The Grove 

Nursing Home, The Primary Health Care Center, Assisted Living Services, the Adult 

Day Program, Meals on Wheels, and linkages with partners across the region to bring 

the right services to our local communities. ARH is taking the lead in the 

Champlain LHIN to create the Arnprior and Area Rural Health Hub (AARHH), which is a 

collaboration of the Champlain CCAC, the Arnprior Family Health Team, Public 

Health, and the Arnprior Braeside McNab Seniors At Home Program.  The aim of this 

Rural Health Hub is to improve the overall health status of the community, with an 

initial focus on improving care and transitions for clients with Chronic 

Obstructive Pulmonary Disease (COPD)and Diabetes.   

 

Arnprior Regional Health undertook a full strategic planning exercise in the past 

year.  The Board of Directors invited partners, community members and patient and 

family advisors to contribute to the strategic goals of the organization.  In 

addition, the mission and vision were revised to reflect the direction of the 

organization.  The Board has defined quality as "Doing the right thing, at the 

right time, in the right way, for the right person - and having the best possible 

results."  The strategic priorities of the organization are centered around four 

pillars of experience, quality, people and resources.  The organizational goals 

have been identified by the Senior Team and the Board of Directors of the 

Corporation and incorporated into the Quality Improvement Plan.    Three enablers 

of success have been identified:  Partnerships, Information Technology/Information 

Management and Engagement.   

 

Vision 

Together, we create a healthy community. 

 

Mission Statement 

As your partner in health, we deliver compassionate, quality care each day. 

 

Each day, as we live our values of Honesty, Accountability, Respect and Teamwork, 

we work to improve the experience for our patients, residents and clients.   

QI Achievements From the Past Year 
The Arnprior and Area Rural Health Hub (AARHH) has made significant progress 

towards Phase 1 deliverables in 2016/17. The partner organizations (Arnprior 

Regional Health, Arnprior and District Family Health Team (FHT), Renfrew Country 

Public Health Unit, Champlain Community Care Access Centre (CCAC), and Arnprior 

Braeside-McNab Seniors at Home Program Inc.),  have demonstrated a serious 

commitment towards improving the experience of care for Diabetes and COPD clients 

in Arnprior, the health of the community, and working together more effectively to 

improve the efficiency of services. The current state and desired future state have 

been mapped for both Diabetes and COPD, informed by the voice of the patients, 

clients, caregivers, the care providers, supporting data, and best practice 

reviews.  

Patients, clients, and caregivers were engaged in small focus groups, and much was 

learned about how to effectively onboard and prepare for engagement sessions. 

Similarly, a mix of providers from across the continuum of care was assembled to 

work through what care and prevention services are currently available and what 

could be improved. This exercise was beneficial in building trust between providers 

who may not work with each other on a regular basis, and in communicating across 

organizational boundaries. The experience-based co-design model was piloted, where 

the community and the providers were brought together to prioritize the quality 
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improvement ideas that were brought forward from the various focus groups, and to 

inform the organizations of what success looks like for them.  

 

The leadership from each of the partner organizations (CEO/ED and Board Chairs) 

participated in a strategic visioning exercise where a mission statement, vision 

statement, values, and shared goals were created for the AARHH. This was a 

significant step in building trust between the organizations and laying the 

groundwork for a voluntary, collaborative accountability structure.  

Shared content is being included in the partners’ Quality Improvement Plan for 

2017/18, to align the work and content between ARH, the FHT, and CCAC for AARHH-

related activities. A health service and experience plan is in the works and the 

AARHH will be looking for Board-level signoff from all partners on the change ideas 

and improvements planned for 2017/18. 

 

The “iPod Project” at the Grove has provided every resident with their own iPod to 

use while being a resident with Arnprior Regional Health. Having this resource has 

enhanced the resident experience (the first to be done to this scale in the 

region/province). Having their own music is important to residents as we are now 

faced with such a wide array of interests. Just one playlist does not suit all in 

this day and age. The recreation department's implementation of technology, to 

better suit the needs of the residents, compliments nursing care with the resident. 

Listening 15 to 20 minutes before care helps the resident be more responsive to 

direction and also opens up pathways to conversation. With the use of social media 

and CBC new broadcasts, the iPod project has increased awareness of just how 

cutting edge small towns can be with the collaboration of community partners while 

continuing to promote personalized care.     

 

E-Notification of Patients Receiving CCAC and/or Health Link Services Project:   

This project involves the CCAC receiving automated and timely notifications when a 

client is starting or ending an acute care episode (presentation at ED, admitted 

from ED to acute care, discharged from ED, or  discharged from acute care).  

Hospitals receive flagging of patient charts to indicate that a patient is on CCAC 

services or is a Health Link Patient.  Primary care practitioners receive an 

automated transmission from hospitals to their electronic health record when a 

client is starting or ending an acute care episode. 

Purpose and Benefits: 

• Avoiding duplication of effort and paper based processes for notification 

• Improved information sharing between hospital, CCAC and Primary Care 

• Improved access to clinical information 

• Improved patient safety, quality of care and access to health services 

• Potential admission avoidance by acute/ED clinicians having the details of the 

level of care a patient is receiving in the community 

• Cost savings resulting from services in the community being suspended if a client 

is admitted 

• Allow CCACs to proactively coordinate patient care and schedule post-acute follow 

up 

• Allow care coordinators to more proactively modify care plans based on changes to 

patient status 

• Allow CCACs to register health links patients who are not receiving CCAC services 

• Reduced use of faxes and the privacy risks associated 

• CCAC follow up care coordination can be activated through the notification 

• Partners working together to provide timely, efficient, coordinated patient care 

• Increased system integration in line with eHealth initiatives for regional and 

provincial integrations 

• Improved communications and collaboration between acute care and the CCAC 
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Another key area of focus for Arnprior Regional Health is evolving and expanding 

the culture of Person and Family Centred Care (PFCC). In 2016/17, the hospital’s 

Patient and Family Advisory Council (PFAC) completed a person and family centred 

care knowledge needs assessment. Based on the gaps identified, training was 

designed to on-board the existing PFAC members, and will be delivered to new 

members in the future, as well as to The Grove Family and Resident Councils. The 

2017/18 QIP is informed by PFAC, and includes change ideas to increase the 

engagement of patients and staff in delivering high quality, safe, person-centred 

care.  PFAC was instrumental in the creation of our Visitor and Family Presence 

Policy.  The hospital makes a distinction between family and visitors with the 

family not being considered visitors.  The patient's family will be welcome 24 

hours a day according to the patient's preference.    

Population Health 
ARH’s new strategic vision of "Together, we create a healthy community" is enabled 

by partnerships. Under the Quality pillar, there is a strategic goal “with our 

partners, create a stronger focus on population health, disease prevention, and 

health promotion strategies”. For 2017/18, the QIP/Operational goal to realize 

improvements in population health lies with the Rural Health Hub and improving the 

local services for COPD and for Diabetes clients. Both chronic diseases are a 

challenge for the community to manage, and require collaboration from organizations 

from across the continuum of care, as well as engagement from the community in 

order to have an impact. 

Equity 
Through ARH’s strategic visioning exercise, the community informed the organization 

that there was a need to improve the local supports and services for our vulnerable 

populations. As a result, under the Finance pillar, there is a strategic goal “more 

community supports for seniors and patients with mental illness and/or substance 

abuse problems”. For 2017/18, the QIP/Operational goal to realize improvements in 

health equity relates to actively identifying opportunities to partner and advocate 

for increased resources for local programs and supports that serve our seniors and 

those with mental illness and/or substance abuse issues. By having a distinct 

QIP/Operational goal with a health equity lens, ARH is demonstrating a commitment 

to supporting our most vulnerable in the community.  

 

 

The Grove Nursing Home is eligible for redevelopment under the Ministry of Health 

and Long-Term Care’s Redevelopment Program. ARH’s Board of Directors has completed 

a comprehensive review of The Grove, which calls for redevelopment of the site to 

increase to 96 long-term care beds, 20-30 affordable seniors’ accommodation with 

supportive services, and expansion of seniors’ programming such as Assisted Living 

Services and the Adult Day Program.  This project addresses the inequitable access 

to Long Term Care beds in our community.  In addition, residents in our community 

do not have access to a LTC facility that can care safely for residents with 

advanced dementia (and exit seeking).  The Town of Arnprior’s Age Friendly 

Community Plan incorporates the plan of developing a full continuum of residential 

and community-based care programs and services for seniors.  ARH’s plan to create a 

Seniors Village responds to this plan, which was created following a fulsome 

community engagement strategy and gap analysis.   

Integration and Continuity of Care 
Partnership and engagement are key enablers for the new ARH strategic plan. By 

embedding these enablers in the organization, ARH is demonstrating a commitment to 

integration and collaboration beyond its four walls.  
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Under the Quality pillar, there is a strategic goal “with our partners, create a 

stronger focus on population health, disease prevention, and health promotion 

strategies”. For 2017/18, the QIP/Operational goal to improve local chronic disease 

services is to implement two multi sector quality improvement processes to decrease 

the actual versus expected length of stay for most responsible diagnosis of COPD 

and for Diabetes. This indicator is a measure of effective transitions in care, and 

is not easily impacted by one organization working in a silo. Often, these 

transitions involve complex interactions with primary care, home care, long-term 

care, and community supports. Therefore, in order to improve performance, ARH has 

committed to working collaboratively with its partner organizations and with the 

Arnprior and Ottawa West (AROW) Health Link.  ARH has been instrumental in the 

success of the AROW Health Link, providing the leadership and care coordination 

resources to improve care for clients who are highly complex users of the system.   

 

Similarly, under the Experience pillar, there is a strategic goal “Patients 

experience seamless transitions of care and better management of disease.” For 

2017/18, the QIP/Operational goal to improve experience at transitions in care is 

to evaluate client/patient satisfaction with transitions. While ARH and most 

partner organizations measure patient/client experience with the care they receive 

within their organization, experience at transitions is not well understood nor 

well quantified. Identifying transitions of interest, partner organizations, and 

creating a survey will identify the gaps and opportunities for quality improvement 

initiatives. 

Access to the Right Level of Care - Addressing 
ALC Issues 

ARH has a low rate of Alternate Level of Care (ALC) patients in acute beds.  We are 

fortunate to have access to Complex Continuing Care beds (Assess and Restore) in 

our hospital.  In this unit, the goal for patients is to go home.  Efforts are made 

to decrease the risk of patient deconditioning and improve mobilization. The Home 

First philosophy is prevalent and home is always the first choice as a discharge 

destination.  Clients in the Arnprior area are high users of CCAC services, thereby 

keeping them out of hospital.  In addition, ARH patients have access to Assisted 

Living Services and the Adult Day Program.  These programs provide assistance to 

discharge patients in a timely fashion.  In addition, concerted efforts are being 

made to secure additional Long-Term Care bed licenses, to improve access to LTC 

from the community.   

Engagement of Clinicians, Leadership & Staff 
Evidence of engagement exists in the results of the strategic planning exercise, 

where two specific strategic goals are aimed at improved engagement.  The first of 

such goals is in the Quality Pillar.  It states:  Planning for a comprehensive 

Quality, Safety, and Experience Management plan.   The second of such goals is in 

the People Pillar.  It states:  Improve staff, physician and volunteer engagement.   

 

A key strategic theme in the AARHH is engaging with local care providers from 

across the continuum. The AARHH has adopted the experience-based co-design model as 

a mechanism to engage providers, patients and families to identify innovative 

solutions that will have a significant impact on the experience of providing and 

receiving care for Diabetes and COPD in Arnprior.  

 

All members of the multidisciplinary team, including physicians, have provided 

input into the annual quality improvement plan.  High performing staff from each 
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department are invited to a quarterly Leadership Excellence Institute, where 

feedback on priorities, goals and change ideas is sought.  At the regularly 

scheduled monthly departmental meetings, staff are made aware of the status of the 

annual goals and they provide assistance to develop the tactics and strategies to 

achieve the goals.  Monthly updates of status of meeting targets is reviewed at 

each departmental meeting. The CEO provides a written update to the corporation, 

which outlines the monthly achievement and tactics being put in place to improve.  

Each unit has a communication board that houses the four pillars of the strategic 

goals, and results are posted monthly. 

Resident, Patient, Client Engagement 
ARH has engaged a variety of stakeholders in the development of its quality goals.  

The Patient and Family Advisory Council, The Grove Resident Council and The Grove 

Family Council all provided feedback and input into the creation of the goals and 

will monitor progress throughout the year. 

 

A key theme in the AARHH is engaging with the local community who access the COPD 

and Diabetes care and prevention services. The AARHH provided a learning 

opportunity for the organizations to truly partner with patients and families, 

moving along a spectrum of engagement from inform or collaborate to partner and co-

design. 

 

ARH is an active member of the Greater Arnprior Seniors Council.  The council was 

formed as a result of a robust needs assessment and the creation of the Age-

Friendly Community Plan.  The redevelopment of The Grove Nursing Home is one of the 

top priorities for the Town of Arnprior.  In addition, enhancement of services for 

seniors (Adult Day Program and Assisted Living Services) is a priority.  ARH is a 

pivotal partner in achieving these goals and the council provides ARH with a forum 

for eliciting client perspective and feedback.   

Staff Safety & Workplace Violence 
Arnprior Regional Health (ARH) is  committed to creating and maintaining a safe and 

secure workplace for all employees and will make every reasonable effort to 

identify potential sources of violence to eliminate or minimize these risks. To 

ensure proper monitoring, reduction and prevention of potential workplace violence, 

initiatives  include, but are not limited to the following: 

 

• Annual review and posting of the Workplace Violence Prevention policy; 

• Active and engaged Joint Health & Safety Committees at both the Arnprior & 

District Memorial  Hospital and Grove Nursing Home; 

• A zero tolerance for threats and violent acts in the workplace and 

administering appropriate discipline/corrective action where required; 

• Prohibition of the possession of weapons of any kind by employees while on 

company property; 

• Every reasonable precaution taken in circumstances where ARH is aware, or 

ought reasonably to be aware that domestic violence could potentially expose 

workers to physical threat or injury in the workplace;   

• Regular workplace inspections of the physical environment to ensure risks of 

violence are prevented or minimized;   

• Violence flagging of patients – procedures in place to communicate risk of 

workplace violence, behavior and triggers to include violence alerts in the patient 

record and patient room;   

• Person Experience and Risk Learning System (PEARLS) in place to enable staff 

reporting of incidents of violence while ensuring a balance of worker safety and 

patient privacy.     
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Arnprior Regional Health takes its’ commitment to workplace safety and obligation 

to applicable legislation very seriously to ensure a safe, secure and healthy 

workplace for all.    

 

Performance Based Compensation 
2% of the base salaries for the members of the Senior Management Team is considered 

to be pay at risk and compensation is tied to achievement of the corporate goals.  

Contact Information 
Susan Leach, 

Vice President Patient/Resident Services and Chief Nursing Executive 

SLeach@arnpriorhealth.ca 

Other 
Goals for the Arnprior Regional Health Quality Improvement Plan for 2017/18 

 

Experience: 

1) Increase the “Would you recommend this hospital/emergency department to your 

friends and family?” top box improvement scores of the patient experience survey 

for Inpatients and the Emergency Department by 1% each, for a total of a 2% 

improvement, by Feb. 28, 2018. 

2) Increase the “Would you recommend this nursing home to others?” top box 

score of the LTC Resident and Families Surveys results by 5% each, for a total of 

10% improvement by March 31, 2018.   

3) Create and administer an evaluation tool to assess client satisfaction at 1 

key transition in care settings. 

Quality: 

1) Decrease the patient average length of stay for Chronic Obstructive 

Pulmonary Disease (COPD) by 0.5 days to achieve a ratio of ≤1.02 for average length 

of stay : expected length of stay by Feb. 28, 2018.   

2) Decrease the patient average length of stay for Diabetes by 0.5 days to 

achieve a ratio of ≤1.55 for average length of stay : average expected length of 

stay by Feb. 28, 2018.   

People: 

1) Voluntary turnover rates of regular full and part-time employees are equal 

to or less than 3.5% 

Resources:   

1)  Improve access to local senior, mental health, or substance abuse supports 

by submitting proposals to increase resourcing to expand two programs by 25% each. 

2) Advance the redevelopment of the Grove nursing home towards a Seniors 

Village. 

 

 

 

 
Sign-off 
It is recommended that the following individuals review and sign-off on your organization’s Quality Improvement Plan (where 
applicable): 
 
I have reviewed and approved our organization’s Quality Improvement Plan  
 
Board Chair  
Quality Committee Chair  
Chief Executive Officer  
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