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Executive Summary 

Change since last report Indicator status**/name 
Data 

current to 
Page 
ref. 

No new data since last report    Resident family overall quality rate 2008 3 

    ED patient satisfaction 13-Mar 3 

No new data since last report    Acute inpatient satisfaction rate 2011 3 

No new data since last report    Mental Health and Substance Use Patient/Client satisfaction rate  10/11 3 

  COPD readmission rate  12/13-13 4 

   % of COPD inpatients with antibiotics ordered on admission  12/13-13 4 

   % of COPD inpatients with corticosteroids ordered on admission 12/13-13 4 

    % of patients with at least one adverse event (Global Trigger Tool) 13-Mar 4 

   % of adult patient receiving appropriate VTE prophylaxis  12/13-13 5 

   % of surgical cases compliant with all three components of the checklist 12/13-13 5 

   Rehab Medication Reconciliation at Admission and  Readmission 12/13-13 5 

   Residential Care Medication Reconciliation at Admission and  Readmission 12/13-13 5 

   % of patients whose medications are reconciled at admission to acute     12/13-13 5 

    PHC-associated rate of MRSA colonization and/ or infection 12/13-Q4 6 

   PHC-associated rate of VRE colonization and/ or infection 12/13-Q4 6 

    PHC-associated rate of CDI  12/13-Q4 6 

   Hand hygiene compliance rate 12/13-Q4 6 

   HSMR (hospital standardized mortality ratio) 12/13-Q4 6 

    % of inpatient/resident falls with 3,4,5 degree of harm  12/13-13 7 

    % ALC census days  12/13-13 7 

    % of acute LOS compared to ELOS 12/13-13 7 

    % of admitted patients leaving ED within 10 hours of triage  12/13-13 7 

   Cumulative net surplus (deficit)  12/13-13 7 

   Actual FTEs as a % of budgeted FTEs  12/13-13 7 

 
 

 % sick hours  12/13-13 8 

   % overtime hours  12/13-13 8 

No new data since last report   Overall engagement rate 2011 8 

    % positive responses for survey items related to Spirituality 12/13 8 

   % positive responses for survey items related to Trust 12/13 8 

   % positive responses for survey items related to Respect 12/13 9 

   Total annual research funding 12/13 9 

   Number of invention disclosures 12/13 9 
 

 

** Indicator status legend:    Continue to monitor;   Review required;   Action required;    No target 
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Indicator Summary 

Indicator Chart Status Analysis & Discussion 

Care Exper ience  

Resident 
family overall 
quality rate 

91% 92% 92%

87%

94%

82% 82% 83%
81%

85%
83%

85% 86%
83% 83%

70%

75%

80%

85%

90%

95%

100%

Overall Quality Resident Needs Dignity Tender Loving
Care

Recommend to
Others

Resident family overall quality rate [PHC]

PHC 1999 PHC 2004 PHC 2008
Data Source: 
NRC Picker

 

 

 Most recent data from 2008 survey 

 Results from the survey have generated numerous 
improvement activities at PHC residential care sites, 
specifically: Holy Family Hospital, is working to include families 
in small tests of change to: 1) improve the resident centredness 
of care, 2) improve the continuity of care through improvements 
in communication between staff and with family members, and 
3) develop a residential version of intentional hourly rounding.  
In addition, Langara Residence is preparing and testing a family 
focused “move in” kit. Brock Fahrni Residence is working on 
communication among all players (residents, families, staff and 
volunteer), through the Lifting Every Voice initiative where site 
related issues are discussed and communicated with all 
players. 
 

ED patient 
satisfaction  
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 The overall satisfaction rating with Emergency Department 
services has been stable at both sites for the past two years, 
with some variation from period to period. The Mount St Joseph 
site has been focusing on education for staff around customer 
service in the ED. There is a plan to roll this session out to the 
SPH staff. There are efforts underway toward building a culture 
of respect in the ED. In order to provide a more predictable care 
experience, the team is planning to trial an “ED Passport” 
outlining for patients what they can expect their experience to 
be during their visit to the ED. 

 
 
 
*The survey at MSJ is conducted on a bi-monthly basis. The scale 
1-5 is defined as: 1=poor, 2=fair, 3=good, 4=very good, 
5=excellent.  
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 Most recent data 2011 survey 

 The 2011 BC patient satisfaction survey results were released 
by the MoH in the last quarter of 2012. The survey is 
administered by NRC Picker every two years to inpatients who 
have been discharged from BC acute care facilities. In 2011, 
14,989 respondents were surveyed across BC, with a survey 
response rate of 42.8%. 2,206 respondents were surveyed from 
PHC, with a response rate of 36.4%. PHC has consistently 
outperformed the provincial average across all the acute 
inpatient satisfaction dimensions measured by the survey. We 
continue to work with our patients and families as partners in 
care through initiatives under the PHC Care Experience 
strategic direction. There is currently a concerted emphasis at 
PHC through the use of Care Advisors to involve patients and 
families more actively in the planning and design of our services 
and facilities planning to best support and address the needs 
that are important to patients and their families.  
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 Most recent data 2010/11 survey 

 The percent of positive responses to the Mental Health and 
Substance Use Patient/Client Experience Survey item 
pertaining to overall quality was 89%.  This was slightly better 
than the BC average rate.  PHC’s level of performance was 
equal to or better than the BC average in five of the nine 
dimensions.  Of particular note was the 8C unit as St. Paul’s, 
which received the highest overall satisfaction rate provincially.  
Post survey the program has used the 8C as a model for 
spread of best practice throughout health program.  

 
 

Data Source: 
NRC Picker 
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Indicator Chart Status Analysis & Discussion 
Quali ty and Safety  

Cardio 
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 There has been a marked reduction in the re-admission rates of 
COPD patients at PHC to 12.5%.   Despite the challenges of 
the patient population PHC serves (e.g., poor housing, 
addictions, mental health issues, medical co-morbidities, 
poverty, etc.), the program has achieved similar results to those 
of other hospitals in Vancouver Coastal Region and this rate is  
comparable to jurisdictions with the "best" COPD care in North 
America. We are achieving this by providing point of care where 
patients are most vulnerable (in their homes) and empowering 
them with the tools to enhance self-management and 
integration with important community health services. The Early 
Supported Discharge program has been very successful, and 
staff is endeavoring to enroll as many COPD patients that 
present to PHC in the program as possible. 
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 Performance has been consistently near 100%, with slight 
variability due to the small number of cases.  

% of COPD 
inpatient with 
corticosteroids 
ordered on 
admission 
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 Performance has been consistently near 95%, but due to small 
number of cases, a period’s variability can be pronounced, as 
seen in P08 and P13.  
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 This indicator represents the number of acute care patients with 
at least on adverse event as a proportion of the number of chart 
audits performed. The rate for the first quarter of 2013 averaged 
22%. A variety of initiatives over the past few years have 
brought the rate down from 60% in 2005. Urinary Tract 
Infections (UTI) have been the biggest contributor to past and 
current performance and continues to receive focus in the 
organization with specific initiative focused on addressing both 
catheter associated UTIs. 

 
 
 
 
 
 
 

 

Data Source: 
Chart Review 
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Indicator Chart Status Analysis & Discussion 
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 Performance has average around 90% over the past fiscal year. 
Compliance has increased from the 2009 baseline of 24% to 
89% in Medicine and from 85% to 94% in Surgery (FY 12/13 
average). Improvement has been driven largely by real time 
feedback addressed to physicians which has raised physician 
awareness and compliance.  

 The team is working with the regional group to simplify the order 
set to enhance compliance with risk assessment. Sustainment 
plan includes embedding VTE education as part of Residents' 
intake process. Online annual education modules as well as 
potential links to physician privileges are also being considered. 
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 PHC performance for the surgical safety checklist compliance 
has been at or around 85% over the past two years.  

 The check list has 3 distinct components that all must be 
completed. Compliance with the Timeout phase of the checklist 
is at almost 100% for all sub-specialties. In order to address 
compliance challenges with the Briefing and Debriefing phases 
of the checklist the team is trialing alternative ways of 
completing the important safety checks while maintaining the 
integrity of the process. Regular reporting is now in place 
monthly by surgeon with follow up conversations with division 
leads regarding compliance with all three phases of the 
checklist. A physician champion is leading an initiative to help 
better understand the quality of the checklist experience, 
explore and report on any barriers and make a suggested plan 
to get to 100%. 

Rehab 
Medication 
Reconciliation 
at Admission 
and 
Readmission 

90%

95%

100%

1
2
/1

3
-0

3

1
2
/1

3
-0

4

1
2
/1

3
-0

5

1
2
/1

3
-0

6

1
2
/1

3
-0

7

1
2
/1

3
-0

8

1
2
/1

3
-0

9

1
2
/1

3
-1

0

1
2
/1

3
-1

1

1
2
/1

3
-1

2

1
2
/1

3
-1

3

%
 p

a
ti

e
n

ts
 w

it
h

 M
e
d

R
e
c
 o

rd
e
r

Fiscal Period

Rehab Medication Reconciliation at Admission and Readmission 
[PHC]

Rehab value Rehab avg Target

 

 

 The medication reconciliation process on admission has been in 
sustainment over the last several periods of the year. 

 Performance in Rehab has been at 100% since P10-FY12/13.  
 P13-FY12/13 saw a drop in performance in Residential to 86%, 
which resulted in a renewed focus on emphasis on orientation 
of new staff. Performance is regularly reviewed with operational 
leadership for follow up with staff and training, and as part of 
this process some issues were discovered and resolved in 
collaboration with pharmacy and nursing. The employee 
orientation and education process has been enhanced to 
address the gaps identified as a result of the review. 
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 Performance has been on a steady improving trend since P05-
FY12/13, with the FY12/13 average at 81.3%. A renewed 
process has been implemented in the ICU in collaboration with 
the regional critical care teams. This has seen improved 
compliance with Medication Reconciliation requirements in ICU. 
In Renal, the team is setting up a process through use of the 
PROMIS system for medication reconciliation. In Maternity, 
process reviews identified inconsistencies in the Med Rec form 
being available on the chart; process changes have been 
implemented to address the gaps. Marion Hospice has already 
been performing medication reconciliation, but the data 
collection and organizational measurement approach is being 
implemented. This will then complete implementation of the 
Medication Reconciliation process in all acute areas at PHC. 

 

Data Source: 
Chart Review 

Data Source: 
Chart Review 
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Indicator Chart Status Analysis & Discussion 
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 Methicillin-Resistant Staphylococcus aureus (MRSA) rate has 
been stable over the past two years. Clostridium difficile 
infection (CDI) poses the greatest risk to patients, impacting 
morbidity and mortality. Chronic overcapacity situation has led 
to inappropriate patient cohorting, leading to higher risk of 
exposure and transmission of disease. 

 
 The Infection Prevention and Control (IPAC) team works with 
each clinical program to develop an Infection Prevention and 
Control Action Plan. This plan includes: 

 
 conduct point of care risk assessments (particularly 

important with Clostridium difficile infection and new 
emerging infections: Novel Coronavirus and 
Carbapenem-resistant Enterobacteriaceae) 

 choose the appropriate actions needed to minimize the 
risk of infection transmission 

 use a risk management approach in the context of the 
chain of infection, to ensure exposure to sources of 
infection is minimized for both the patient/resident and 
health care workers 

 
 The PHC antimicrobial stewardship program commenced this 
year with an aim to support the reduction of CDI through 
reducing inappropriate use of antibiotics.   
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• Performance has improved from 50% in 2011-Q1 to 78% for 
FY12/13, but has plateaued over the course of this year. 
Compliance “Before patient contact” is at 65% and “After patient 
contact” is at 86%. The IPAC team is working with areas that 
are significantly underperforming. Proper hand hygiene before 
donning gloves is required; however compliance has been a 
challenge. Data do not show a statistically significant difference 
between compliance with hand hygiene before patient contact 
in areas compared to the overall compliance rates in those 
areas. 

• The follow-up Hand Hygiene Perception survey was conducted 
provincially, the results of which will help to better understand 
effectiveness of initiatives. A campaign has been launched, 
based on perception survey results, to increase compliance with 
hand hygiene before patient contact. Additional activities this 
year have included increasing awareness include placing hand 
hygiene pledge boards on the units, and the “Please Remind 
Me” campaign.  

 
*As of Q1-12/13, the minimum expectation has been adjusted to 80% from 

76% to meet the new provincial requirement. Infection Prevention and 
Control (IPAC) conducts quarterly hand hygiene audits on all PHC acute care 
units.  
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 The HSMR for FY12/13 was 89.1 and remained below the 
national comparator for all four quarters. In addition, the raw 
mortality rate also decreased from 67 deaths/2000 patients two 
years ago to 62 deaths/2000 patients. As a “big dot” measure, 
the HSMR improvement for the organization is likely due to a 
number of different activities related to patient safety.  Continue 
to monitor the progress of this indicator. 
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Indicator Chart Status Analysis & Discussion 
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 The percentage of resident falls with 3, 4 or 5 degree of harm at 
PHC has averaged 3% over the past fiscal two fiscal years. The 
rate for inpatients was 6% over the same period.  

 We continue to carefully monitor and investigate the specific 
incidents that occur to address systematic opportunities for 
improvement.   
 
 
 
 

 The degrees of harm are defined as follows: 3 – moderate, 4 – severe, 
and 5 – death. 
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 The rate of ALC census days was 7.3% for FY 12/13. System 
wide residential beds availability (for males, in particular) issues 
persist, and many patients are assessed and ready to go 
waiting for residential beds. PHC is working with the region to 
lobby for more funding for tertiary mental health beds, 
specifically at Parkview, and PHC is working with Priority 
Access to streamline placement processes with Community. 
Regular monitoring and accountability is needed using 
processes such as the weekly long length of stay reviews. 
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 The ALOS/ELOS ratio has been variable, averaging 100% for 
the past year. Medicine and Mental Health continue to be the 
biggest contributors to the poor performance and variation. 
Long stay patient analysis is conducted on a regular basis and 
informs management action around escalation to regional 
partners regarding patient placement. PHC is working on 
coordinated patient flow strategies focusing on timely inpatient 
discharges and enabling ED throughput. 
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 The rate of admitted patients leaving ED within 10 hours has 
averaged 64% in FY 2012/13. St. Paul’s Hospital has been in 
overcapacity status frequently over the past year which has 
impeded admitted patients flow and throughput in the ED. PHC 
is working on a coordinated patient flow strategy focusing on 
discharges to enable ED throughput. 

Fiscal  Sustainabi l i t y  
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 PHC has posted period surpluses over the past quarter and 
was at $2M surplus at the end of FY12/13. PHC experienced a 
dramatic increase in P13 due to Health Benefit Trust 
adjustments, which were much higher than previously 
estimated. It is expected that PHC will experience significant 
deficits throughout FY13/14, largely driven by unfunded 
bargaining agreement related increases and the 37.5 hour work 
week. The organization is pursuing a multi-pronged approach 
with budget strategies such as Patient Flow improvement and 
Sick time / Overtime reduction targeting savings of $11.3M.  
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 For FY12/13 PHC was 26 FTEs over budget in clinical areas, 
driven by medicine, renal and cardiac; and 60 FTEs under in 
corporate support areas. Overall, the overstaffing in clinical 
areas has been offset by understaffing in corporate areas over 
the past two years. The significant reduction in worked hours 
usage in P13 is being reviewed to correlate with P1-FY13/14 
data. Operation leads are using a three-pronged approach to 
address overstaffing in clinical areas - Overtime, Sick time, and 
Close-and-constant care. 
 

* For FY 11/12 the following programs were excluded from the 

calculation due to the mid-year transfer of employees related to Lower 
Mainland Consolidation: Coding/ HIM Corp/ Record management region 
East and West/ Transcription/ Bio-medical engineering (BME) FH/BME 
HA recovery/ BME medical imaging/ BME PHC, VCH-NS, PRH/ BME 
PHSA, VCH-VGH, RH/ Imaging/Regional Pharmacy. 
 
 
 



 8 

Indicator Chart Status Analysis & Discussion 
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 The sick time rate for FY 2012/13 was 5.5% compared to the 
target of 5.0%. The sick time rate trended upwards throughout 
Q2 and Q3. A sick time reduction working group was formed, 
and key activities include data analysis showing that short 
duration sick time is the greatest problem; implementation of a 
more formalized sick time call procedure for staff and leaders; 
full implementation of the Attendance Wellness Program in all 
program areas; and launching of a toolkit for leaders to help 
them access the reports needed to monitor and address sick 
time variances. 
 

Note: Starting P1-12/13 the target has been adjusted to 5.0%. This new 
target is based on the Finance Department’s FY 12/13 budgeted sick 
hours. 
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 Overtime rate was at 3.0% for FY12/13 as compared to the 
target of 2%. A spike in P10 can be attributed to seasonality 
with the weather, the flu season as well as holidays. There are 
multiple factors contributing to the current overtime 
performance. The Overtime task group was formed and started 
work in May 2013. The group has started analysis of data to 
better understand drivers of overtime. Leadership accountability 
processes have been identified as one of the key contributing 
elements. A review of the staffing processes is also being 
undertaken. Overtime monitoring and reporting processes are 
being reviewed and refined to provide front line leaders with the 
tools they need to better manage overtime on their areas. 

 
Note: Starting P1-12/13 the target has been adjusted to 2.0%. This new 
target is based on the Finance Department’s FY 12/13 budgeted 
overtime. 
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 No new data 
 

 Next survey: FY 2013/14 
 
 
 
 
 
 
 
 
 
*The BCHA overall average represents the overall engagement rate for 
the BC health authorities in 2011.  
 
 Foundational Strategy-Mission  
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 Continue monitoring the Emergency Department team to 
develop a shared understanding of what will build on the 14% 
increase in scores measuring ED patients’ perceptions of their 
spiritual needs being met, and to provide input into the 
development of a plan to improve patients’ experience.  
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 Engage the Emergency department team to explore how best to 
strengthen patients’ experience of confidence and trust in those 
caring for them.  
 
 

 

Data Source: 
NRC Pickers 

& Gallup 

Data Source: 
NRC Pickers 

& Gallup 
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Indicator Chart Status Analysis & Discussion 
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 The 2012/13 rate for ED patients was 86%, exceeding the 85% 
target for the first time. 

 The People Strategic Direction for 2012-2015 will focus on a 
key objective of ensuring that all work interactions are 
characterized by civility and respect. A steering committee has 
been established consisting of a cross-functional group of PHC 
staff to develop a plan to improve respectful communication and 
relationships. Respectful interaction projects have been 
identified, prioritized and sequenced. Two milestones have 
been designated for achievement by November 2013: 

 Milestone 1 – corporate policies and job descriptions will be 
reviewed and updated to reflect behavioral expectations of 
civility and respect.  

 Milestone 2 – Communication of the revised respect at work 
policy and the informal and formal process for reporting 
complaints of disrespectful and bullying behavior. 
 
 Foundational Strategy- Research  
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 For FY 12/13 the total annual research funding is $34.3 million.  
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Technical Notes 

 

Resident family overall quality rate  /1210/ 

Rationale: This indicator measures the extent to which residents of PHC residential care facilities are satisfied with the 
care and service that is being provided to them 

Numerator: Number of positive responses for each of the survey questions specified under Denominator: 

 Overall Quality: Good + Very Good + Excellent 

 Resident Needs: Good + Very Good + Excellent 

 Dignity: Good + Very Good + Excellent  

 Tender Loving Care: Good + Very Good + Excellent 

 Likely to Recommend: Probably Recommend + Definitely Recommend 

Denominator: Total number of responses for each of the following survey questions: 

 Overall Quality: Overall, how would you rate the quality of care and services provided? 

 Resident Needs: How would you rate the facility at taking care of your family member's needs? 

 Dignity: How would you rate the facility at maintaining your family member's dignity? 

 Tender Loving Care: How would you rate the staff at providing tender, loving care? 

 Recommend to Others: If this type of care were required for another family member or friend, would 
you recommend this facility? 

Calculation: numerator/denominator*100 

Data source: NRC Picker Long Term Care Family Experience Survey 

Data limitation: - 

Target source: VCH Residential Care Performance Measurement Framework 

Comparator 
source: 

Comparator represents the average score across Canadian sites in the 2008 database 

References: Providence Health Care – Long Term Care Resident Evaluation Survey. Resident Results January 2000. 
Prepared by Smaller World Communications Inc. 

Notes - 
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ED patient satisfaction  /60601/ 

Rationale: This indicator measures the extent to which patients visiting PHC’s EDs are satisfied with the care and service 
that is being provided to them. 

Numerator: Mean of total responses for the ED patient satisfaction survey question: “Overall, how would you rate the 
care you received in the Emergency Department?” on the scale 1 to 5, where 1=poor, 2=fair, 3=good, 4=very 
good, 5=excellent. 

Denominator: - 

Calculation: - 

Data source: NRC Picker Emergency Department Patient Satisfaction Survey 

Data limitation: Patients seen in the Emergency Departments at SPH and MSJ are randomly sampled to provide information 
about their experience of care at these sites and statistical sampling approaches are used to ensure a 
representative sample.  The proportion of patients presenting to the SPH ED with no fixed address is 
compensated for in the development of sample plans, however, these patients’ views are NOT included in the 
results, as surveys use a mail delivery method. Similarly, the proportion of patients who are non-English 
speaking, especially at MSJ are offered alternate language surveys, however, response rates should be 
reviewed to determine if a representative sample has been achieved. 

Target source: - 

Comparator 
source: 

NRC Picker Emergency Department Patient Satisfaction Survey 

References: - 

Notes The results are taken from the “BC ED Patient Experience – Monthly and Bi-Monthly Results Reports” 
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Acute inpatient satisfaction rate  /1211/ 

Rationale: This indicator measures the extent to which inpatients are satisfied with the care and service that is being 
provided to them. 

Numerator: Number of positive responses for each of the questions/dimensions specified under Denominator: 

 Overall Quality: Good + Very Good + Excellent 

 Access to Care: Varies by survey question 

 Respect for Patient Preferences: Varies by survey question 

 Physical Comfort: Varies by survey question 

 Continuity & Transition: Varies by survey question 

 Information & Education: Varies by survey question 

 Emotional Support: Varies by survey question 

 Involvement of Family: Varies by survey question 

 Coordination of Care: Varies by survey question 

 Likely to Recommend: Yes, Definitely + Yes, Probably 

Denominator: Total number of responses for each of the following survey questions/dimensions: 

 Overall Quality: Overall, how would you rate the care you received at the hospital? 

 Access to Care: Comprised of several specific survey questions. 

 Respect for Patient Preferences: Comprised of several specific survey questions. 

 Physical Comfort: Comprised of several specific survey questions. 

 Continuity & Transition: Comprised of several specific survey questions. 

 Information & Education: Comprised of several specific survey questions. 

 Emotional Support: Comprised of several specific survey questions. 

 Involvement of Family: Comprised of several specific survey questions. 

 Coordination of Care: Comprised of several specific survey questions. 

 Likely to Recommend: Would you recommend this hospital to your friends and family? 

Calculation: numerator/denominator*100 

Data source: NRC Picker Acute Inpatient Satisfaction Survey 

Data limitation: - 

Target source: - 

Comparator 
source: 

- 

References: - 

Notes The comparator represents the average score across all Canadian sites in the survey database. 
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Mental Health and Substance Use Patient/Client Satisfaction Rate 

Rationale: This indicator measures the extent to which patients/clients are satisfied with the care and service that is 
being provided to them  

Numerator: Number of positive responses for each of the dimensions specified under Denominator: 

 Access to Care: Comprised of several specific survey questions. 

 Continuity: Comprised of several specific survey questions. 

 Environment: Comprised of several specific survey questions. 

 Information & Rights: Comprised of several specific survey questions. 

 Overall Quality: Good + Very Good + Excellent  

 Outcome/Recovery: Comprised of several specific survey questions. 

 Relationship/Empowerment: Comprised of several specific survey questions. 

 Safety: Comprised of several specific survey questions. 

 Stigma: Comprised of several specific survey questions. 

Denominator: Total number of responses for each of the following survey dimensions: 

 Access to Care: Comprised of several specific survey questions. 

 Continuity: Comprised of several specific survey questions. 

 Environment: Comprised of several specific survey questions. 

 Information & Rights: Comprised of several specific survey questions. 

 Overall Quality: Overall, how would you rate the care you received at the hospital? 

 Outcome/Recovery: Comprised of several specific survey questions. 

 Relationship/Empowerment: Comprised of several specific survey questions. 

 Safety: Comprised of several specific survey questions. 

 Stigma: Comprised of several specific survey questions. 

Calculation: numerator/denominator*100 

Data source: R.A Malatest & Associates Mental Health and Substance Use Patient/Client Satisfaction Survey  

Data limitation: - 

Target source: - 

Comparator source: R.A Malatest & Associates Mental Health and Substance Use Patient/Client Satisfaction Survey – BC 
Provincial Mental Health Score  

References: - 

Notes: - 
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COPD Readmission Rate  /2014/ 

Rationale: This indicator measures PHC’s quality of care for chronic obstructive pulmonary disease (COPD) patients. This 
reflects the rate of patients who are readmitted for COPD related diagnosis after discharge. This is one of the 
required indicators for the COPD LMIIF project, “A systems approach to improving COPD management across 
VCH, PHC and FHA.”   

Numerator: The number of cases admitted with a most responsible diagnosis of COPD that were unplanned readmissions 
to the same facility in ≤28 days for a related diagnosis 
Inclusion criteria: 

 CMG group = 139 
AND 

 Most responsible (Type M) diagnosis of pneumonia (one of following ICD-10-CA codes): 
o J44.0  COPD with acute lower resp infection 
o J44.1  COPD with acute exacerbation unspecified 
o J44.8  Other specified COPD 
o J44.9  COPD unspecified 

AND 

 Readmission Group = 'Unplanned within 28 Days - Previous Acute Admission' 

Denominator: Total number of cases admitted with most responsible diagnosis of COPD 
Inclusion criteria: 

 CMG group = 139 
AND 

 Most responsible (Type M) diagnosis of pneumonia (one of following ICD-10-CA codes): 
o J44.0  COPD with acute lower respiratory infection 
o J44.1  COPD with acute exacerbation unspecified 
o J44.8  Other specified COPD 
o J44.9  COPD unspecified 

Calculation: numerator/denominator*100 

Data source: Health Records 

Data limitation: Cases that are readmitted to a facility outside of PHC are not counted since the readmission code only 
includes readmissions to the same facility 

Target source: LMIIF - 20% reduction from baseline (based on 07/08 data from VCH and PHC) 

Comparator 
source: 

VCH DAD cube 

References: Bourbeau, J et al. JP for the Chronic Obstructive Pulmonary Disease axis of the Respiratory Network Fonds de 
la Recherche en Santé du Québec. Reduction of hospital utilization in patients with Chronic Obstructive 
Pulmonary Disease. A disease - specific self-management intervention. Arch Intern Med. 2003; 163:5 

Notes The Bourbeau paper achieved a reduction in hospitalizations of about 48%. The target figure of 20% was taken 
as a reasonable approximation of what might be achieved. 
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% of COPD inpatients with antibiotics ordered on admission 

Rationale: Recent studies in the lower mainland have shown significant care gaps and variability in the inhospital 
pharmacological management of AECOPD, including the use of antibiotics for purulent 
acute exacerbations. In order to provide the best quality of care, we must monitor whether 
exacerbations and their complications are being treated according to current best practice 
recommendations.  
 
This process indicator measures the percentage of inpatients admitted with a primary diagnosis 
of AECOPD that receive antibiotics on admission and on discharge as per evidence based 
guidelines. 
 

Numerator: We measure this through chart audits and record as "Yes" or "No". On admission, it will be recorded whether 
the order is found on the AECOPD PPO or on the regular orders. 
 
 

Denominator: Total charts audited  

Calculation: numerator/denominator*100 

Data source: Chart audit 

Data limitation:  

Target source: VCH 

Comparator 
source: 

VCH  

References:  

Notes charts that are audited are chosen by random selection 
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% of COPD inpatients with corticosteroids ordered on admission 

Rationale: Recent studies in the lower mainland have shown significant care gaps and variability in the 
pharmacological management of AECOPD, including the use of oral and parenteral 
corticosteroids such as prednisone. In order to provide the best quality of care, we must monitor 
whether exacerbations and their complications are being treated according to best practice 
recommendations. 
 
This process indicator measures the percentage of inpatients admitted with a primary diagnosis 
of AECOPD that receive antibiotics on admission and on discharge as per evidence based 
guidelines. 
 

Numerator: We measure this through chart audits and record "prednisone", "other", or "not documented". On admission, 
it will be recorded whether the order is found on the COPD PPO or on the regular orders. 
 

Denominator: Total charts audited 

Calculation: numerator/denominator*100 

Data source: Chart audit 

Data limitation:  

Target source: VCH 

Comparator 
source: 

VCH 

References:  

Notes charts that are audited are chosen by random selection 



 17 

 

% of patients with at least one adverse event (Global Trigger Tool)  /2022/ 

Rationale: This indicator measures the prevalence of adverse events within the acute inpatient population using the IHI 
Global Trigger Tool (GTT). Tracking adverse events over time is a useful way to tell if changes being made are 
improving the safety of the care processes.  

Numerator: Number of cases with at least one adverse event 

Denominator: Total number of audited cases  

Calculation: numerator/denominator*100 

Data source: Global trigger tool database (data entered by the clinical care analysts doing the audit) 

Data limitation: The number of events is diminished as some patients have more than one event during their hospital stay. 

Target source: Consultation with internal experts 

Comparator 
source: 

*Note: It is important that we do NOT compare numbers elicited using the Global Trigger Tool – it is not a tool 
that is meant to benchmark between organizations. 

References: www.ihi.org 

Notes  The GTT identifies adverse events, determines their frequency and assigns a level of harm rating. This 
information can then be used to focus resources to improve the safety of care delivery systems. 

 Every month, 20 cases from SPH and 20 cases from MSJ, are randomly chosen (by the Health Records 
department). Clinical care analysts perform an audit on these cases; they have exact 20 minutes for each 
case.  

 Adverse Event (definition): Unintended physical injury resulting from or contributed to by medical care that 
requires additional monitoring, treatment or hospitalization, or that results in death. 
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% of adult patients receiving appropriate VTE prophylaxis 

Rationale: Venous thromboembolism (VTE), a disorder which includes deep vein thrombosis and pulmonary embolism, is 
one of the most common hospital complications – in fact, pulmonary embolism is the most common cause of 
preventable hospital-related death. Most hospitalized patients have at least one risk factor for VTE, and 
approximately 40% have three or more risk factors. 
 
Patients who develop venous clots can experience pain, swelling, and extreme discomfort. Pulmonary 
embolism can lead to more severe complications – shortness of breath, chest pain, and death. Patients who 
develop VTE during their hospital stay require long-term anticoagulation afterwards, leading to increased risk 
of bleeding episodes and painful post-thrombotic syndrome. 
 
Providing appropriate thromboprophylaxis to patients based on standardized risk assessments is a safe, cost-
effective and practical way of preventing VTE in nearly all at-risk patient groups. 
 
This indicator ensures that patients are receiving appropriate prophylaxis  

Numerator: Number of patients receiving appropriate prophylaxis 
 
Patients will be included in numerator if a reviewer determines that the patient received appropriate 
prophylaxis according to the 2008 ACCP Guidelines. 

Denominator: Number of patients audited across medical, surgical, critical care units 
 
Patients on medical, surgical or critical care units that do not meet any exclusion criteria:. 
 
Under 17 at time of admission to hospital 
Length of stay <2 days 
Patients with documented “comfort measures only” 
Obstetrical patients 
Patients in long-term care beds in hospital 
 

Calculation: numerator/denominator*100 

Data source: Prospective Chart review (patient still on unit) 

Data limitation:  

Target source: Clinical Care Measurement working group 

Comparator 
source: 

VCH  

References: BC Patient Safety and Quality Council 
http://bcpsqc.ca 

Notes  
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% of surgical cases compliant with all three components of the checklist 

Rationale: Communication is a vital part of safe healthcare for our clients and patients. Checklists have become part of 
standard practice in both the intensive care unit and throughout the surgical journey of a patient. 
 
Surgical safety checklists are a key component in patient safety because their impact extends beyond safe 
surgical processes to improvement in teamwork, communication, and culture. 
 
The Checklist is a tool that can assist with three key things that are important to 
the surgical patient: 

 Improving teamwork and communication 

 Increasing efficiency 

 Reducing complications 
 

Numerator: Number of surgical cases where a comprehensive surgical checklist was used by the operating team.  
 
A ‘yes’ in their numerator field assumes that all three phases were done, with all three disciplines present. 

Denominator: Number of surgical cases. 
*The following procedures are considered surgical procedures/interventions: 

 Procedures that are typically performed in an operating room, regardless of where the procedure is 
actually performed. 

 All procedures that are typically completed in an Operating Room4 that are booked as an Operating 
Room Booking 

 Procedures that typically require Operating Room like resources (this includes the need for 
minor/major equipment, monitoring by an anesthetist, nurse and/or radiological support) regardless 
of the location in which they are completed (i.e. sight restoration procedures done in ambulatory or 
outpatient clinics). 

 
Excluded from Denominator: 
“Life/limb/threatened organ” procedures. These procedures will be included in the future (time to be 
determined). 
Procedures that don’t meet the definition of a Surgical Procedure/Intervention for the BC Surgical Patient 
Registry5 
Procedures that are routinely performed in the following locations will NOT be included: 
- Endoscopy Clinic/Room 
- Cystoscopy Clinic/Room 
- Diagnostic Imaging 
- PAR (Post Anesthetic Recovery Room) 
- Cath Labs/Procedure Rooms 
- EPS Labs (Electrophysiology Labs) 
- Any Clinic Rooms 
- Any ward beds 
- Emergency Department 

Calculation: numerator/denominator*100 

Data source: Regional ORmart (ORMIS) 

Data limitation:  

Target source: Clinical Care Measurement working group 

Comparator 
source: 

VCH  

References: BC Patient Safety and Quality Council 
http://bcpsqc.ca 

Notes  
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Rehab medication reconciliation at admission and readmission 

Rationale: This indicator ensures that prescriber has completed orders for the MRO on admission. 

Numerator: Number of admissions and re-admissions with medication reconciliation performed at admission or re-
admission 
 
Cases are included in the numerator if at the time of data collection, there is documented evidence of 
medication reconciliation in the clinical record, which includes at a minimum: 
1. a comprehensive list of the medications taken by the resident prior to admission [best possible medication 
history (BPMH)] 
AND 
2. the prescriber’s instructions regarding each medication upon admission i.e. directions to continue, change 
or discontinue each individual medication. 
 

Denominator: Number of admissions and re-admissions 
 
The following are included in the denominator: 
- new admissions from acute care 
- re-admissions from acute care 
- transfer from another residential care facility 
- new admission from community or assisted living admission from rehab/complex continuing care 
 

Calculation: numerator/denominator*100 

Data source: Rehab patient charts 

Data limitation:  

Target source: Clinical Care Measurement working group 

Comparator 
source: 

 

References: BC Patient Safety and Quality Council 
http://bcpsqc.ca 

Notes  
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Residential care medication reconciliation at admission and readmission 

Rationale: This indicator ensures that prescriber has completed orders for the MRO on admission. 

Numerator: Number of admissions and re-admissions with medication reconciliation performed at admission or re-
admission 
 
Cases are included in the numerator if at the time of data collection, there is documented evidence of 
medication reconciliation in the clinical record, which includes at a minimum: 
1. a comprehensive list of the medications taken by the resident prior to admission [best possible medication 
history (BPMH)] 
AND 
2. the prescriber’s instructions regarding each medication upon admission i.e. directions to continue, change 
or discontinue each individual medication. 
 

Denominator: Number of admissions and re-admissions 
 
The following are included in the denominator: 
- new admissions from acute care 
- re-admissions from acute care 
- transfer from another residential care facility 
- new admission from community or assisted living admission from rehab/complex continuing care 
 

Calculation: numerator/denominator*100 

Data source: Resident charts 

Data limitation:  

Target source: Clinical Care Measurement working group 

Comparator 
source: 

VCH  

References: BC Patient Safety and Quality Council 
http://bcpsqc.ca 

Notes  
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% of patients whose medications are reconciled at admission to acute 

Rationale: This indicator ensures that prescriber has completed orders for the MRO on admission. 

Numerator: Number of acute patients with medication reconciliation performed at admission  
 

Denominator: Total number of acute admissions 
 
 

Calculation: numerator/denominator*100 

Data source: Health Records patient chart 

Data limitation:  

Target source:  

Comparator 
source: 

VCH  

References:  

Notes Exclusion: Newborns, Stillbirths, and patients admitted less than 24 hours. 
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In-hospital infection/colonization rate  /2021/ 

Rationale: Rates of hospital-associated infections reflect a multitude of factors, including patient population hand 
hygiene compliance, laboratory practices, surveillance system refinements, and infection control awareness 
and practices among health care workers. This indicator monitors trend in PHC-associated transmission, and 
provides a means of determining when interventions might be warranted. 

Numerator: Laboratory confirmed cases of infection from specimens indicative of colonization or infection in cases 
admitted for ≥ 72 hours in a PHC facility OR admitted to a PHC facility within the preceding 4 weeks 

Denominator: Number of acute, inpatient census days 

Calculation: numerator/denominator*1000 

Data source: Infection Prevention and Control (IPAC) 

Data limitation:  

Target source: - 

Comparator 
source: 

- 

References: 1. Poutanen SM, Simor AE. Clostridium difficile-associated diarrhea in adults. CMAJ. Jul 6 2004;171(1):51-58. 
2. McFarland LV. Epidemiology of infectious and iatrogenic nosocomial diarrhea in a cohort of general 
medicine patients. Am J Infect Control. Oct 1995;23(5):295-305. 
3. Canadian Nosocomial Infection Surveillance Program. Clostridium difficile-Associated Disease (CDAD) 
Surveillance, 2004-2005 Preliminary Results.: Public Health Agency of Canada; March 31 2008. 

Notes - 
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Hand Hygiene Compliance Rate  /40401/ 

Rationale: Hand hygiene (hand-washing with soap and water or using a hand gel/foam) is likely the most important 
measure for preventing the spread of microorganisms in health care settings. However, overall compliance 
with hand hygiene is known to be low. Monitoring hand hygiene is an essential component of programs aimed 
at improving compliance. Direct observation is known as a reliable method to measure trends in hand hygiene 
practices.  

Numerator: Number of compliant hand hygiene events 
 
*Note: Infection control practitioners measure compliance by directly observing staff on each unit. A 
compliant hand hygiene event was when the health care workers (HCW) washed their hands or used hand 
gel/foam before touching the patient, or after touching the patient or the patient’s environment. Putting on 
new gloves prior to touching a patient was not considered a compliant hand hygiene event in the absence of 
hand washing or gel use. 

Denominator: Number of hand hygiene opportunities. This includes hand hygiene opportunities before or after any staff to 
patient contact 

Calculation: numerator/denominator*100 

Data source: Infection Prevention and Control (IPAC) 

Data limitation: - 

Target source: Consultation with internal experts 

Comparator 
source: 

- 

References: - 

Notes Infection Prevention and Control commenced quarterly hand hygiene audits on acute care units at SPH and 
MSJ and rehab units at HFH in December 2008 and in the EDs at SPH and MSJ in April 2009. 
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HSMR (hospital standardized mortality ratio)  /40200/ 

Rationale: This indicator tracks how PHC’s mortality rate compares to the national rate (based on 2004/2005 data) for 
conditions accounting for 80% of inpatient mortality.  

Numerator: The actual number of deaths for SPH and MSJ 
Inclusion criteria:   

 Discharged in one of the diagnosis groups (based on most responsible diagnosis – exceptions are noted 
below) that account for 80% of acute care in-hospital mortality (based on FY 04/05 data in the Discharge 
Abstract Database): 

A04 Other bacterial intestinal infections I61* Intracerebral haemorrhage 

A41* Other septicaemia I62* Other nontraumatic intracranial haemorrhage 

C16 Malignant neoplasm of stomach I63* Cerebral infarction 

C18 Malignant neoplasm of colon I64* Stroke, not specified as haemorrhage or infarction 

C22 Malignant neoplasm of liver and intrahepatic bile 
ducts 

I71 Aortic aneurism and dissection 

C25 Malignant neoplasm of pancreas J18* Pneumonia, organism unspecified 

C34 Malignant neoplasm of bronchus and lung J44* Other chronic obstructive pulmonary disease 

C50 Malignant neoplasm of breast J69 Pneumonitis due to solids and liquids 

C61 Malignant neoplasm of prostate J80 Adult respiratory distress syndrome 

C67 Malignant neoplasm of bladder J84 Other interstitial pulmonary diseases 

C71 Malignant neoplasm of brain J90 Pleural effusion, not elsewhere classified 

C78 Secondary malignant neoplasm of respiratory and 
digestive systems 

J95 Postprocedural respiratory disorders, not elsewhere 
classified 

C79 Secondary malignant neoplasm of other sites J96 Respiratory failure, not elsewhere classified 

C80 Malignant neoplasm without specification of site K55 Vascular disorders of intestine 

C83 Diffuse non-Hodgkin’s lymphoma K56 Paralytic ileus and intestinal obstruction without hernia 

C85 Other and unspecified types of non-Hodgkin’s 
lymphoma 

K57 Diverticular disease of intestine 

C90 Multiple myeloma and malignant plasma cell 
neoplasms 

K63 Other diseases of intestine 

C91 Lymphoid leukaemia K65 Peritonitis 

C92 Myeloid leukaemia K70 Alcoholic liver disease 

E11 DM type 2 K72 Hepatic failure 

E86 Volume depletion K74 Fibrosis and cirrhosis of liver 

F03 Unspecified dementia K85 Acute pancreatitis 

G30 Alzheimer’s disease K92 Other diseases of digestive system 

G93 Other disorders of brain N17 Acute renal failure 

I20 Angina pectoris N18 Chronic renal failure 

I21* AMI N19 Unspecified renal failure 

I25* Chronic ischaemic heart disease N39 Other disorders of urinary system 

I26 Pulmonary embolism R57 Shock, not elsewhere classified 

I46 Cardiac arrest S06* Intracranial injury 

I48 Atrial fibrillation and flutter S72 Fracture of femur 

I50 Heart failure T81 Complications of procedures, not elsewhere classified 

I60* Subarachnoid haemorrhage Z54 Convalescence 

 Exceptions: 
o Cases with I125.0, I25.1, I25.8, I25.9 as MRDx AND I21 or I22 as type 1, W, X, Y diagnosis AND 

1IJ76, 1IJ50, 1IJ57GQ, 1IJ54GQAZ in any procedure code field (excluding abandoned procedures) 
group to I21 diagnosis group 

o Cases with Z50 as MRDx AND I60, I61, I62, I63, I64 as type 1, W, X, Y diagnosis group to the 
diagnosis group corresponding to the type 1, W, X, Y diagnosis (e.g. a case with Z50 as the MRDx 
and I62 as a type 1 diagnosis group to the I62 diagnosis group 

o Cases with J10.0, J11.0, J12-J16, J18 as MRDx AND J44 in any diagnosis field group to the J44 
diagnosis group 

o Cases with J12-J17 as MRDx group to the J18 diagnosis group 
o Cases with septicaemia (A42.7, A22.7, A26.7, A28.2, A54.8, A32.7, A39.2, A39.3, A40, A39.4, 

A21.7, B00.7, B37.7) as MRDx group to the A41 diagnosis group 
o Cases with concussion (S06.0) as MRDx are excluded from the S06 diagnosis group 

 Age at admission between 0 and 120 years 

 Gender recorded as male or female 

 Length of stay of up to 365 days 

 Admission category = elective or emergent/urgent 

 Canadian resident 
Exclusion criteria:   

 Cadavers, stillborns, sign-outs (discharge disposition = ‘08’, ‘09’, ‘06’) 

 Palliative care patients: Excludes those with Most responsible diagnosis code of ICD-10-CA Z51.5 (does 
NOT exclude Z51.5 as any Dx code other than MRDx, does NOT exclude Main patient service 58 or 
Patient service transfer 58) 

 Neonates, age of admission less than or equal to 28 days 
Records with brain death as most responsible diagnosis code (ICD-10-CA G93.81) 
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Denominator: The expected number of deaths for SPH and MSJ 
A logistic regression model was fitted with the following independent variables using FY 04/05 CIHI DAD 
(Discharge Abstract Database) data: 

 Age 

 Gender 

 Length of stay group (1 day, 2 days, 3-9 days, 10-15 days, 16-21 days and 22-365 days) 

 Diagnosis group (one of the 64 listed in the Numerator) 

 Co-morbidity group (0, 1 or 2, or above 2), based on the Charlson Index Score (see below) 

 Transfers in from an acute care institution (1 = transferred in; 0 = not transferred in) 

dTransferre2GroupCharlson1GroupCharlson54ZgroupDiagnosis

...04AgroupDiagnosisAdmissionUrgent6GroupLOS...1GroupLOSGenderMaleAge
p1

p
ln

68676665

9873210

 
 
where p = probability of death and the values for the intercept 0( ) and coefficients 68...1( ) are as follows: 

Intercept -10.02076635 C71 3.204330888 I50 2.318700053 K65 3.125238119 

Age 0.049421589 C78 3.289504981 I60 4.13533699 K70 3.784710659 

Male Gender 0.089877221 C79 2.845152688 I61 4.132785911 K72 3.578499341 

LOS Group 1 1.30996391 C80 4.162747792 I62 3.268740335 K74 3.04992362 

LOS Group 2 0.586673113 C83 3.526005334 I63 2.744590863 K85 1.625831174 

LOS Group 4 0.008285513 C85 3.489361813 I64 2.904384482 K92 1.653789831 

LOS Group 5 0.15369005 C90 3.328205462 I71 3.361110553 N17 2.888459684 

LOS Group 6 0.41813118 C91 3.694611352 J18 2.592184929 N19 3.020324166 

Urgent Admission 0.952870069 C92 4.128885546 J44 2.190318194 N39 3.022992139 

A04 2.138329449 E11 1.709547075 J69 3.945210039 R57 1.054527292 

A41 3.844419508 E86 1.645962024 J80 4.711810769 S06 4.921870748 

C16 2.95151913 F03 1.089797666 J84 3.440907965 S72 3.525099349 

C18 2.287913068 G30 1.387110241 J90 1.894110374 T81 1.708845213 

C22 3.622149881 G93 1.786564441 J95 2.72834879 Z54 1.283373998 

C25 3.250755755 I20 5.047277083 J96 4.105485506 Charlson Group1 0.667345993 

C34 3.41883293 I25 2.492998275 K55 3.518642867 Charlson Group2 1.238605344 

C50 1.178052132 I26 1.043129892 K56 1.61597973 Transferred 0.303674928 

C61 1.719912821 I46 2.567307695 K57 1.111802134   

C67 1.275092169 I48 5.655223621 K63 3.053188043   

*Note: The above intercept and coefficients are based on FY 04/05 data and applied to all reported years.  
P (probability of death) is calculated for each case based on the above equation and the total expected number 
of deaths is the arithmetic sum of the all the case probabilities. 

Calculation of the Charlson Comorbidity Group: 

 The Charlson Index Score is calculated by summing the weights associated with each comorbidity type 
that is present as a Type 1, W, X, or Y diagnosis based on the following ICD-10-CA codes: 

Comorbidity type ICD-10-CA codes Weight 

Myocardial infarction 'I21','I22','I252' 1 

Congestive heart failure 'I43','I50','I099','I110','I130','I132','I255','I420','I425','I426','I427','I428','I429','P290' 1 

Peripheral vascular disease 'I70','I71', 'I731','I738','I739','I771','I790','I792','K551','K558','K559','Z958','Z959' 1 

Cerebrovascular disease ‘G45','G46','I60','I61','I62','I63','I64','I65','I66','I67','I68','I69','H340' 1 

Dementia 'F00','F01','F02','F03','G30','F051','G311' 1 

Chronic pulmonary disease J40','J41','J42','J43','J44','J45','J46','J47','J60','J61','J62','J63','J64','J65','J66','J67','I278', 'I279', 
'J684','J701','J703' 

1 

Connective tissue disease – 
rheumatic disease 

'M05','M32','M33','M34','M06','M315','M351','M353','M360' 1 

Peptic ulcer disease 'K25','K26','K27','K28' 1 

Mild liver disease 'B18','K73','K74','K700','K701','K702','K703','K709','K717','K713','K714','K715','K760', 'K762', 
'K763','K764','K768','K769','Z944' 

1 

Diabetes without 
complications 

'E100','E101','E106','E108','E109','E110','E111','E116','E118','E119','E120','E121','E126', 
'E128','E129','E130','E131','E136','E138','E139','E140','E141','E146','E148','E149' 

1 

Diabetes with complications 'E102','E103','E104','E105','E107','E112','E113','E114','E115','E117','E122','E123','E124', 
'E125','E127','E132','E133','E134','E135','E137','E142','E143','E144','E145','E147' 

2 

Paraplegia and hemiplegia 'G81','G82','G041','G114','G801','G802','G830','G831','G832','G833','G834','G839’ 2 

Renal disease 'N18','N19','N052','N053','N054','N055','N056','N057','N250','I120','I131','N032','N033', 'N034', 
'N035','N036','N037','Z490','Z491','Z492','Z940', 'Z992' 

2 

Cancer 'C00','C01','C02','C03','C04','C05','C06','C07','C08','C09','C10','C11','C12','C13','C14', 
'C15','C16','C17','C18','C19','C20','C21','C22','C23','C24','C25','C26','C30','C31','C32', 
'C33','C34','C37','C38','C39','C40','C41','C43','C45','C46','C47','C48','C49','C50','C51', 
'C52','C53','C54','C55','C56','C57','C58','C60','C61','C62','C63','C64','C65','C66','C67', 
'C68','C69','C70','C71','C72','C73','C74','C75','C76','C81','C82','C83','C84','C85','C88', 'C90', 
'C91','C92','C93','C94','C95','C96','C97' 

2 

Moderate or severe liver 
disease 

'K704','K711','K721','K729','K765','K766','K767','I850','I859','I864','I982' 3 

Metastatic carcinoma 'C77','C78','C79','C80' 6 

HIV/AIDS 'B20','B21','B22','B24' 6 

 The Index Score is then categorized into one of the following Comorbidity Groups: 0, 1 or 2 or more than 
2. 

 Multiple diagnoses that are present for the same comorbidity type are only counted once. For example, 
if a patient had two diabetes with complications diagnoses, the weight would be 2 and not 4. 

 If one of the above type 1, W, X, or Y codes is used to group a case to a diagnosis group, then the 
diagnosis would NOT be included in the calculation of that case’s Charlson Index Score (e.g. a case with 
MRDx of Z50 and I61 as a type 1 diagnosis would group to the I61 diagnosis group. The type 1 I61 
diagnosis would not be used in the Charlson Index calculation as it was already used to assign the 
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diagnosis group) 

Calculation: numerator/denominator*100 

 Confidence Interval: 
o Lower control limit: O/E * (1 – 1/(9 * O) – 1.96/(3 * sqrt(O)))3) * 100 
o Upper control limit: (O + 1)/E * (1 – (1/(9 * (O + 1))) + 1.96/(3 * sqrt(O + 1)))3 * 100 

O = actual number of deaths 
E = expected number of deaths 

Data source: Health Records  

Data limitation: CIHI revised its methodology for HSMR calculation in February 2009 and the HSMR was recalculated back to the 
FY 04/05. 

Target source: Consultation with internal experts 

Comparator 
source: 

- 

References: www.cihi.ca/hsmr 

Notes Charlson Index score (definition): The Charlson Index contains categories of comorbidity each of which is 
associated with a weight, which is based on the adjusted risk of one-year mortality. The overall score is the 
cumulative increased likelihood of one-year mortality. 
 
A ratio of 100 indicates that the organization’s mortality rate is no different than the average rate. 
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% of inpatients/residents falls with 3, 4 or 5 degree of harm 

Rationale:  

Numerator: Number of reported falls with 3 (moderate), 4 (severe) or 5 (death) degree of harm 

Denominator: Number of reported falls 

Calculation: numerator/denominator*100 

Data source: Patient Safety Learning System (PSLS) 

Data limitation:  

Target source: Set by VP Patient Safety & Innovation, and Chief of Professional Practice & Nursing. 

Comparator 
source: 

 

References:  

Notes  
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% ALC census days  /1231/ 

Rationale: This indicator measures the extent to which patients are in the appropriate care setting and the extent to 
which the community is able to respond to the needs of patients waiting in hospitals for further 
care/accommodation in alternate care settings. 

Numerator: The inpatient census days with care level of ALC (Alternate level of care) or LTC (Long term care)  

Denominator: The inpatient census days with care level of ACUTE, EMER, ALC or LTC 
*Note: In the Census data, the days with EMER carelevelcode have patient type of OUTPATIENT. However, we 
do include them as inpatient days as the logic suggests backdating the inpatient days. 

Calculation: numerator/denominator*100 

Data source: Access Manager 

Data limitation:  

Target source: VCH 

Comparator 
source: 

Vancouver Acute/Community – VCH Census Cubes 

References: - 

Notes Alternate Level of Care (ALC) (definition): A designation given to a patient whose acute and subacute phase of 
inpatient treatment has ended but who still remains in an acute care bed. 
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% acute LOS (length of stay) compared to ELOS (expected length of stay)  /121/ 

Rationale: This indicator informs us how PHC length of stay compares with that of our national peer hospitals, 
represented by ELOS. 

Numerator: Sum of actual acute portion of LOS for inpatient cases discharged within time period 
Exclusion criteria: 

 Newborn/stillborn cases 

 Atypical cases 

 Acute rehabilitation cases (HFH) (up until P11-08/09) 

 ALC days 

Denominator: Sum of ELOS for inpatient cases discharged within time period 
Exclusion criteria: 

 Newborn/stillborn cases 

 Atypical cases 

 Acute rehabilitation cases (HFH) (up until P11-08/09) 

Calculation: numerator/denominator*100 

Data source: Health Records 

Data limitation:   

Target source: VCH  

Comparator 
source: 

VCH DAD cube 

References: -  

Notes  Expected length of stay (ELOS) (definition): A predicted LOS for a typical CMG. Each complexity level 
and age group within a CMG has its own unique ELOS value. 

 Since the switch to a virtual single site, visits discharged from HFH have not been excluded since this 
would exclude cases that also spend part of their stay in SPH or MSJ.  The effect on PHC ALOS/ELOS is 
minimal. The program most affected is the Elder Care Program, whose ALOS/ELOS is significantly 
higher.  An evaluation of the impact of the virtual single site on indicators such as ALOS/ELOS is 
pending. 
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% admitted patients leaving ED within 10 hours of triage  /60501/ 

Rationale: This indicator measures the extent to which patients in our EDs receive care in a timely manner as well as 
patient flow through the system as defined by the transit time targets from the ED Pay for Performance (EDP) 
initiative. 

Numerator: Number of admitted patients who LEFT ED within 10 hours of their TRIAGE time 

Denominator: Number of admitted patients that left ED (see Notes) 
Exclusion criteria: 

 Patients with MISSING triage time  

 Patients with INVALID records (as defined in the filter applied in July 2009 by ADS) 

 Patients with missing FACILITY code 

Calculation: numerator/denominator*100 

Data source: Access Manager  

Data limitation: For mental health admitted patients, since July 25, 2008 (start of P5-08/09), the Comox Quiet Room (CQRM) is 
considered an inpatient mental health unit. Prior to this, CQRM was considered part of Emergency Room.  

Target source: Regional EDP target 

Comparator 
source: 

- 

References: - 

Notes Inpatient cases who left ED are defined as follows: Inpatient cases that were admitted from ED and           1) 
Transferred to an Inpatient unit or 2) Discharged from ED (usually these cases are admitted to Acute care but 
stay in the ED). 
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Cumulative net surplus (deficit)  /31/ 

Rationale: This indicator measures the extent to which PHC is meeting its budget plan. 

Numerator: Cumulative year-to-date net surplus (deficit) after retirement allowances 

Denominator: - 

Calculation: - 

Data source: Finance (V&E report) 

Data limitation: - 

Target source: PHC’s cumulative year-to-date budgeted net surplus (deficit) after retirement allowances 

Comparator 
source: 

VCH – V&E Report 

References: - 

Notes - 
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Actual FTEs as a % of budgeted FTEs 

Rationale: As staff compensation represents ~50% of the organization’s total operating budget, this indicator has been 
selected as one of PHC’s strategic financial measures and is intended to provide insight into our financial 
viability, ability to manage within an approved staffing plan & our stewardship/accountability to the taxpayer. 

Numerator: Actual FTEs includes: 
 
Clinical Programs:  
BC CFE IN HIV AIDS 
CFE OTHER 
ELDER CARE 
EMERG-ICU-ACCESS 
HEART  LUNG 
MATERNITY SERVICES 
MEDICINE,MENTAL HEALTH 
PALLIATIVE SVCS 
PROF PRACTICE 
RENAL 
SURGERY 
URBAN HLTH  HIV 
VP ADMIN 
 
Clinical Services:  
IMAGING 
REGIONAL PHARMACY 
 
Corporate & Supports: 
All other programs under Level 1  
 
For HS Professional HAS/Nurses BCNU/Nurses HAS unions: 
Actual FTEs (unions) =Total actual Hours for the period / period day count * 365/ 1879.2 
For others:  
Actual FTEs (others) =Total actual Hours for the period / period day count * 365/ 1957.5 
Actual FTEs (unions)+ Actual FTEs (others) = Total Actual FTEs  
 

Denominator: Budgeted FTEs  

Calculation: numerator/denominator*100 

Data source: Finance 

Data limitation:  

Target source:  

Comparator 
source: 

 

References:  

Notes  
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% sick hours  /37/ 

Rationale: This indicator measures the extent to which PHC employees are absent due to illness. 

Numerator: Number of paid sick hours 

Denominator: Total number of productive hours, excluding casuals 

Calculation: numerator/denominator*100 

Data source: Finance 

Data limitation: - 

Target source: VCH 

Comparator 
source: 

VCH BSC 

References: - 

Notes Productive hours (definition): Total actual hours worked including regular, overtime, workload and absence 
relief, and excludes premium 
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% overtime hours  /38/ 

Rationale: This indicator measures the extent to which overtime workload is placed on PHC employees. 

Numerator: Number of overtime hours 

Denominator: Total number of productive hours 

Calculation: numerator/denominator*100 

Data source: Finance 

Data limitation: - 

Target source: VCH 

Comparator 
source: 

VCH – V&E Report 

References: - 

Notes  Overtime hours (definition): Total actual hours worked overtime 

 Productive hours (definition): Total actual hours worked including regular, overtime, workload and absence 
relief, and excludes premium 
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Overall engagement rate  /2019/ 

Rationale: This indicator uses the Gallup Q12 survey as a means to measure the extent to which staff is engaged.  
Research (Gallup) shows that engagement is directly correlated to success in business outcomes such as 
productivity, staff retention, patient and staff safety, and customer/patient satisfaction.  

Numerator: Grand mean of the Q12 in the employment engagement survey to the PHC employees 

Denominator: - 

Calculation: -  

Data source: Gallup Employee Engagement Survey  

Data limitation: - 

Target source: Gallup Employee Engagement Survey 

Comparator 
source: 

- 

References: - 

Notes - 
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% positive responses to survey items related to Spirituality  /10200/ 

Rationale: This indicator measures the extent to which we live the PHC values as measured by the experiences of the 
people we serve and the people who serve. 

Numerator: Number of positive responses to the following survey items: 

 Acute inpatient: Yes, completely 

 ER: Yes, completely  

 Ambulatory oncology: Yes, completely 

 Resident: Yes 

 Staff: Agree + Strongly Agree 

Denominator: Total number of nonblank responses to the following survey items:   

 Acute inpatient: “Were your spiritual needs met?” for those who also responded “Yes” to item: “Do 
you feel your spiritual needs are an important part of your overall care?” 

 ER: “Were your spiritual needs met?” for those who also responded “Yes” to item: “Do you feel your 
spiritual needs are an important part of your overall care?” 

 Ambulatory oncology: “Were your spiritual needs met?” for those who also responded “Yes” to item: 
“Do you feel your spiritual needs are an important part of your overall care?” 

 Resident: Are your spiritual or religious needs met here? 

 Staff: PHC promotes the emotional and spiritual well being of staff and patients 

Calculation: numerator/denominator*100 

Data source:  Acute inpatient: NRC Picker Acute Inpatient Satisfaction Survey 

 ER: NRC Picker Emergency Department Patient Satisfaction Survey 

 Ambulatory oncology: NRC Picker Outpatient Cancer Care Experience of Care Patient Survey 

 Resident: NRC Picker Long Term Care Resident Survey 

 Staff: Gallup Employee Engagement Survey 

Data limitation: The patient and resident surveys are commissioned by the Ministry of Health and the health authorities. 
Therefore, PHC does not have direct influence on the frequency and timing of the surveys. 

Target source: PHC Mission Indicators Working Group 

Comparator 
source: 

- 

References: - 

Notes - 
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% positive responses to survey items related to Trust  /10300/ 

Rationale: This indicator measures the extent to which we live the PHC values as measured by the experiences of the 
people we serve and the people who serve. 

Numerator: Number of positive responses to the following survey items: 

 Acute inpatient: Yes, always 

 ER: Yes, always 

 Ambulatory oncology: Yes, always 

 Staff: Strongly + Very Strongly 

Denominator: Total number of nonblank responses to the following survey items:   

 Acute inpatient:  
o Do you have the confidence and trust in the doctors treating you? 
o Do you have confidence and trust in the nurses treating you? 

 ER: 
o Do you have the confidence and trust in the doctors treating you? 
o Do you have confidence and trust in the nurses treating you? 

 Ambulatory oncology: 
o Do you have the confidence and trust in the doctors treating you? 
o Do you have confidence and trust in the nurses treating you? 

 Staff:  
o I have confidence and trust in the people with whom I work. 

Calculation: numerator/denominator*100 

Data source:  Acute inpatient: NRC Picker Acute Inpatient Satisfaction Survey 

 ER: NRC Picker Emergency Department Patient Satisfaction Survey 

 Ambulatory oncology: NRC Picker Outpatient Cancer Care Experience of Care Patient Survey 

 Resident: NRC Picker Long Term Care Resident Survey 

 Staff: Gallup Employee Engagement Survey 

Data limitation: The patient and resident surveys are commissioned by the Ministry of Health and the health authorities. 
Therefore, PHC does not have direct influence on the frequency and timing of the surveys. 

Target source: PHC Mission Indicators Working Group 

Comparator 
source: 

- 

References: - 

Notes - 

 



 39 

 

% positive responses to survey items related to Respect  /10100/ 

Rationale: This indicator measures the extent to which we live the PHC values as measured by the experiences of the 
people we serve and the people who serve. 

Numerator: Number of positive responses to the following survey items: 

 Acute inpatient: Yes, always 

 ER: Yes, always 

 Ambulatory oncology: Yes, completely 

 Staff: Agree + Strongly Agree 

Denominator: Total number of nonblank responses to the following survey items:   

 Acute inpatient: Did you feel like you were treated with respect and dignity while you were in the 
hospital? 

 ER: Did each hospital staff person treat you with respect and dignity? 

 Ambulatory oncology: Did your care providers treat you with dignity and respect? 

 Staff: Average of these two questions: 
o At work, I am treated with respect. 
o Differences among individuals are respected and valued. 

Calculation: numerator/denominator*100 

Data source:  Acute inpatient: NRC Picker Acute Inpatient Satisfaction Survey 

 ER: NRC Picker Emergency Department Patient Satisfaction Survey 

 Ambulatory oncology: NRC Picker Outpatient Cancer Care Experience of Care Patient Survey 

 Resident: NRC Picker Long Term Care Resident Survey 

 Staff: Gallup Employee Engagement Survey 

Data limitation: The patient and resident surveys are commissioned by the Ministry of Health and the health authorities. 
Therefore, PHC does not have direct influence on the frequency and timing of the surveys. 

Target source: PHC Mission Indicators Working Group 

Comparator 
source: 

- 

References: - 

Notes - 
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Total external research funding  /41/ 

Rationale: This indicator measures the extent to which PHC has been able to secure new research funding as compared 
to the previous fiscal year(s).   

Numerator: Total research funding by the following funding categories: 

 Clinical sponsored research (CT &IICT) 

 Industry & government contracts and agreements 

 MSFHR funds 

 CFI, BC KDF and matching funds 

 Grants, other (includes personnel awards) 

 Peer-reviewed grants 

Denominator: - 

Calculation: - 

Data source: UBC RISe database 

Data limitation:  This funding information should be interpreted as approximate only. ORSIL does not capture all grant 
funding and thus total research funding is underreported. There are known omissions in the data reported. 
For example, ORSIL did not capture any graduate student salaries in 00/01 or 01/02. Data reported for 
02/03 is more accurate than previous fiscal years, although some grant funding may be missing and/or 
underreported.   

 Clinical trials funding could not be broken out for FY 00/01 and FY 01/02 and thus these dollars are 

subsumed under the other funding categories for those fiscal years. 

Target source: - 

Comparator 
source: 

- 

References: - 

Notes  CFI: Canadian Foundation for Innovation 

 BCKDF: BC Knowledge Development Fund 

 MSFHR: Michael Smith Foundation for Health Research 

 Peer-reviewed grants: Grants awarded through government agencies 

 CT: Clinical Trials 

 IICT: Investigator- Initiated Clinical Trials 

 RISe: Researcher Information Services (new database) 

 ORSIL- Office of Research Services, Industry Liaison (old database) 
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Number of invention disclosures  /2017/ 

Rationale: This indicator measures the extent to which PHC has been able to develop new technologies stemming from 
research performed at Providence as compared to the previous fiscal year(s). 

Numerator: Number of invention disclosures 

Denominator: - 

Calculation: - 

Data source: UBC UILO Inteum Database 

Data limitation: - 

Target source: - 

Comparator 
source: 

-  

References: - 

Notes UILO: University- Industry Liaison Office 

 

 

 


