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Executive Summary: Hanover & District Hospital Operational Plan

The Hanover and District Hospital (HDH) Operational Plan serves as a dynamic roadmap guiding the
organization in achieving its Strategic Goals and Objectives while upholding its Mission, Vision and
Values of “Partnering for Excellence in Rural Health Care”. This plan aligns closely with the hospital’s
Strategic Plan and underscores its commitment to Providing Exceptional Care to the communities it
serves.

Strategic Initiatives:
The Operational Plan supports HDH in achieving four key strategic drivers:

1. Caring for our Patients:
Delivering safe, effective, and equitable patient care that is responsive to the diverse needs of our
region. HDH remains committed to continuously improving the quality of care and ensuring that
patients receive compassionate services close to home.

2. Valuing our People & Teams:
Supporting and empowering our healthcare professionals by fostering a culture of well-being,
equity, diversity and inclusion. HDH prioritizes professional growth and teamwork to build a
resilient healthcare workforce.

3. Innovating for a Sustainable Future:
Advancing innovative practices and leveraging technology to enhance healthcare services while
ensuring financial sustainability. HDH will continue to seek new approaches that optimize resource
utilization and improve operational efficiency.

4. Anticipating and Responding
Strengthening partnerships and community engagement to foster collaboration, inclusivity, and
adaptability. HDH will proactively address emerging healthcare needs and trends, ensuring we
remain a trusted partner in the regional health system.

Annual Review and Collaboration:

The plan will be reviewed annually under the leadership of the President & CEO and the Senior
Leadership group. Collaborating with managers, frontline staff, patient and family advisors and
physicians, the team will identify strategic priorities, opportunities for improvement, and areas of focus
for the year. These will be formalized into the annual Strategic Goals, Objectives, and Quality
Improvement Plan Initiatives, with final approval from the Board of Directors.

Key Objectives:
The Operational Plan is designed to:
¢ Promote quality patient care using performance metrics and innovation.
¢ Deliver patient care that is evidence-based, accessible, and culturally responsive.
¢ Enhance patient satisfaction, safety, and program delivery.
¢ Develop and sustain inclusive partnerships that address health disparities and reflect the region’s
diversity.
¢ Consistently deliver outcomes that meet the diverse needs of the community.
e Maintain a healthy, equitable, and skilled workforce.
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¢ Uphold fiscal responsibility while ensuring equitable access to care.

Through this framework, the Operational Plan ensures HDH remains a leader in rural health care
excellence, prioritizing quality, equity, and community engagement.

Land Acknowledgment:

We recognize that Hanover & District Hospital provides care on the traditional, ancestral and unceded
lands of the Anishinabewaki and is home to Chippewas of Nawash Unceded First Nation and Saugeen
First Nation within Grey and Bruce County.

Commitment to Indigenous Sovereignty, Truth and Reconciliation:

Hanover & District Hospital recognizes and respects Indigenous sovereignty in Canada as recognized and
affirmed in Section 35 of Constitution Act, 1982, and is committed to truth and reconciliation with
Indigenous Peoples, HDH will recognize and respect Indigenous Peoples’ right to self-governance and
ways of knowing.

Our approach will be informed by collaborating with Indigenous Leaders to increase Indigenous cultural
safety within Hanover and District Hospital. HDH will reflect and respond to the needs of the Indigenous
communities we serve including Chippewas of Nawash Unceded First Nation and Saugeen First Nations,
as well as urban Indigenous Peoples. We will also seek to respond to the distinct needs of both on-
territory and urban-residing Indigenous Peoples. Our plan for Indigenous truth and reconciliation will
intersect with and be in addition to the objectives outlined in our Equity, Diversity and Inclusion (EDI)
Strategy.

We are committed to hearing, understanding and responding to the concerns of Indigenous Peoples in
order to co-create a new path forward that is grounded in respect, reconciliation and partnership.

Safety & Quality of Care Framework

The Safety & Quality of Care Framework will serve as a compass for Hanover & District Hospital,
ensuring all operational initiatives align with its strategic vision and mission of exceptional care. This
framework will drive decision-making, resource allocation, and performance measurement across
departments, guided by the principles of people-centred care, safe care, accessible care, appropriate
care and continuous improvement. (Refer to Board Policy # 208 — Safety and Quality of Care Plan)

HDH will embed these principles into daily operations by aligning departmental goals, integrating data-
driven decision-making, and prioritizing continuous improvement. The framework will guide
investments in staffing, technology, and infrastructure while ensuring compliance with accreditation and
regulatory standards. (Refer to Administrative Policy # 1-102 — Safety and Quality of Care Framework)
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By fully integrating this framework, HDH will strengthen its commitment to safe, high-quality, and

patient-centred care, reinforcing its role as a leader in rural healthcare.

DRIVERS

Accreditation

Quality Improvement Plan
Legislation & Government Policy
Regulatory and Legislative
Incidents

Risk Management

Patient Safety

Staff & Physician Engagement
Patient Experience Feedback
Patient & Family Advisor s
Health Human Resources

EDI Strategic Plan

Population Health Outcomes
Care Transitions

Technology

HOH

HANOVER &
DISTRICT
HOSPITAL

Specific Components

SAFETY & QUALITY OF CARE FRAMEWORK

OUR MISSION
Providing Exceptional
Care

OUR VISION
Partnering for
Excellence in Rural
Health Care

The following components of the plan are as follows:

Equity, Diversity and Inclusion (EDI) Strategy and Implementation Plan:

OUTCOMES

Caring for our Patients

We will provide high quality
patient and family-centred care.

Valuing our People & Teams
We will continue to value, invest
in and recognize our teams.

Innovating for a Sustainable
Future

We will advance forward-
thinking culture into our
operations to ensure our
sustainability.

Anticipating & Responding

We will actively engage with our
community and partners to
understand and address
community needs.

The EDI Strategy and Implementation Plan serves as a guiding framework to foster an inclusive,

equitable, and culturally responsive environment. It supports the organization’s Mission, Vision, and

Values by embedding EDI principles into all aspects of care delivery, workforce development, and

community engagement. The plan focuses on providing equitable access to safe and effective patient

care, strengthening partnerships that reflect and serve the diverse needs of the region, and ensuring

financial sustainability through inclusive practices. Collaboratively developed and reviewed annually, the

EDI Plan prioritizes fostering a healthy, diverse workforce and addressing systemic barriers to equity. By
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integrating EDI into its strategic priorities, HDH is committed to creating a healthcare environment
where all individuals feel valued, respected, and empowered to thrive.

Quality Improvement Plan (QIP)

A Quality Improvement Plan (QIP) is a formal, documented set of quality commitments aligned with
system and provincial priorities that a health care organization makes to its patients/clients/residents,
staff and community to improve quality through focused targets and actions. Annually, HDH staff,
physicians, patient and family advisors, and Board of Directors in concert with our strategic plan and the
priority indicators as identified by Health Quality Ontario, develop a comprehensive QIP that supports
staff and patients.

Operating Budget and Capital Planning

The budgeting process is integral to ensuring the financial sustainability of the hospital, delivering safe
and patient-centred care within the available resources. The operating budget is developed annually in
collaboration with managers, patient and family advisors and physicians, to align with and support our
strategic initiatives. The operating budget is presented to the Finance/Audit and Property Committee of
the Board of Directors for approval, and the process is managed through the Hospital Annual Planning
Submission (HAPS) and the Hospital Service Accountability Agreement (HSAA). The hospital’s Vice
President of Finance & Operations is responsible for the ongoing monitoring and implementation of the
operating budget, with the support of the hospital’s leadership and management team. Financial results
are reported monthly to Senior Leadership, and the Finance/Audit and Property Committee of the Board
of Directors. Financial results are reported quarterly to the Ministry of Health, as required by the HSAA.

The capital budget is developed annually in collaboration with managers, patient and family advisors
and physicians and presented to the Finance/Audit and Property Committee who make a
recommendation to the Board of Directors for approval. Resource allocation is determined based on the
priorities identified in the HDH Strategic Plan. The hospital’s Vice President of Finance & Operations is
responsible for the ongoing monitoring and implementation of the capital plan with the support of the
hospital’s management team.

The annual operating and capital budgets are also presented to the hospital’s Fiscal Advisory
Committee, as required by the Public Hospitals Act.

Risk Management Plan

The Risk Management Plan is a primary tool for implementing the organization’s overall risk
management strategies. It is designed to provide guidance and structure for the hospital’s clinical and
administrative services that drive quality patient care while fostering a safe environment for staff and
patients.

This risk management plan is reviewed annually by the Patient Safety and Risk Management Committee
and is presented to the Quality Governance and Risk Management Committee of the Board of Directors
for approval. The hospital’s Risk Manager is responsible for the ongoing monitoring and implementation
of the plan with the support of the hospital’s leadership and management group.

Patient Safety Plan
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The Patient Safety Plan outlines a comprehensive approach that ensures that quality and safety driven
initiatives are in place to support patients. Further, the Patient Safety Plan supports initiatives of the
QIP. It is a living plan that is continuously being modified to reduce patient safety breeches.

While ensuring the safe care of patients is everyone’s responsibility, the Risk Manager in collaboration
with the Patient Safety and Risk Management Committee will lead the Patient Safety Plan with support
from the Senior Leadership and management groups. The Patient Safety Plan is reviewed annually.

Human Resources Plan

The Human Resources Plan is a vital component to support and advance the HDH Strategic Plan. The
Human Resources Plan provides important framework and guides the organization’ recruitment and
retention activities. This plan outlines the needs of the organization to enable proactive planning to
ensure the hospital attracts, develops and nurtures our workforce, and is able to respond to the
changing landscape.

The Manager of Human Resources and Physician Recruitment is responsible for the ongoing monitoring
and implementation of the Human Resources Plan, with support from the hospital’s leadership and
management group. This plan is reviewed annually.

Engagement and Communications Plan

The Engagement and Communication Plan for Internal and External Stakeholders is an essential element
in upholding the hospital’s Strategic Plan from year to year. Effective communication with not only our
internal team members, but also our external stakeholders and the patients that we serve is paramount
in our delivery of safe and effective care. The plan speaks to the Patient Engagement Framework that
promotes and supports active patient engagement. Conveying the information of our organization, the
programs and services, challenges encountered and the accomplishments to our staff, physicians, our
Board of Directors, our Patient and Family Advisory Committee, Auxiliary, Foundation and community is
vital to ensuring confidence in our organization.

Infection Prevention and Control Plan

The Infection Prevention and Control (IPAC) Plan is paramount in ensuring the health and safety of
patients, physicians, staff, and volunteers. Under the direction of the Infection Control Manager, the
infection control program fosters a culture of accountability, education, and continuous improvement.
The plan is reviewed annually by the Infection Control Manager and IPAC Committee.

Accessibility Plan

The Accessibility Plan is a commitment to upholding the standards outlined in the province’s
Accessibility of Ontarians with Disabilities Act, 2005. The plan describes the measures taken in the past
and plans for the future to identify, remove and prevent barriers for staff, patients, family members,
health care practitioners, volunteers and members of the community.

The Accessibility Plan is reviewed and updated annually by the Health Equity Committee and provided
annually to the Board of Directors.
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Conservation & Demand Management Plan

The Conservation and Demand Management (CDM) Plan outlines Hanover & District Hospital’s
commitment to energy efficiency and environmental stewardship. Under the direction of the Senior

Team, the plan integrates conservation considerations into infrastructure renewal, strategic policies,

and operational practices. Progress is tracked through regular reporting to ensure advancement toward

energy reduction goals.

Annual Deliverables

ACTION ITEM

WHAT

WHO

WHEN

Committees (Patient Safety,
Professional Practice/ Product
Evaluation, Ethics, Occupational

Quality Metrics
Quality Initiatives &
Projects

Committee Chair
Committee Members
VP Patient Care

Monthly to
quarterly or as
needed

VP Operations &
Finance

Health & Safety, Patient & Services/CNE
Family Advisory Committee,
Health Equity, Code Team,
Wellness & Mental Health)
Departmental Goals & Quality Metrics PCMs Quarterly
Quality Initiatives VP Patient Care
Services/CNE

Data Utilization

Population, program,
disease specific data

Manager of Health
Records & Privacy
Officer — reports to
Medical Advisory

Quarterly or as
needed

Diversity, Ambulatory
Clinics

Manager of Health
Records, Registration
& Privacy Officer
Leadership

Board of Directors

Committee
Environmental Scan & Health Equity, Mental VP Patient Care Quarterly/Annually
Service Delivery Health & Addictions, Services/CNE or as needed

Turnover
Absenteeism

Finance & Operational H-SAA metrics (current VP of Finance & Monthly
Planning ratio, gross margin) Operations
Budget variances Leadership
Human Resources Plan Global Workforce Manager, Human Quarterly or as
Survey Results Resources needed

partnerships

Patient Satisfaction Satisfaction survey VP of Patient Care Monthly/Quarterly
results Services/CNE
Patient Complaints

Partnerships Internal and external Leadership Ongoing
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Appendices:

Appendix A: Equity, Diversity and Inclusion (EDI) Strategy & Implementation Plan
Appendix B: Quality Improvement Plan

Appendix C: Annual Strategic Plan Quality Goals & Objectives

Appendix D: Quality Goals & Objectives

Appendix E: Risk Management Plan

Appendix F: Patient Safety Plan

Appendix G: Quality of Care: Patient Quality Safety Metrics

Appendix H: Human Resources Plan

Appendix |: Engagement & Communications Plan for Internal & External Stakeholders
Appendix J: Infection Prevention & Control Plan

Appendix K: Accessibility Plan

Appendix L: Conservation and Demand Management Plan
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Operational Plan - Appendix B

Quality Improvement Plan (QIP)
Narrative for Health Care
Organizations in Ontario

March 26, 2026
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Org ID 676 | Hanover And District Hospital

OVERVIEW

Hanover and District Hospital (HDH) remains committed to
delivering exceptional patient care. Guided by our vision,
"Partnering for Excellence in Rural Health Care," we uphold our core
values of integrity, compassion, and collaboration in everything we
do. As a small and rural hospital that provides essential 24/7
Emergency and Acue Care services, HDH continues to experience
system pressures related to patient flow, fiscal constraints, and
regional gaps in emergency service availability. Despite these
challenges, HDH has maintained strong patient satisfaction and has
demonstrated adaptability, collaboration, and resilience in
supporting our community.

For 2026-27, HDH’s Quality Improvement Plan (QIP) aligns with
Ontario Health’s system-wide priorities: Access and Flow, Equity,
Patient Experience, and Safety. HDH’s QIP indicators, targets and
improvement activities are grounded in the organization’s Strategic
Plan and informed by date from the Emergency Department Pay-
for-Results (P4R) Program, patient feedback, and staff and physician
engagement.

Key improvement priorities this year include:

- Reducing the 90th percentile ED wait time to physician initial
assessment to Ontario Health’s recommended 3.4 hours target.

- Reducing the number of admitted patients waiting in the ED at 8
a.m. by the OH — recommended 25% reduction.

- Strengthening oversight and audit-driven improvements to
maintain or improve the percentage of patients who leave without
being seen (LWBS).

- Supporting equity through Indigenous Canada cultural safety
education for executive-level leadership.
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- Enhancing patient experience by improving clarity and consistency
of discharge information.

- Advancing patient safety through implementation of the Delirium
Aware Safer Healthcare (DASH) program.

HDH’s approach reflects strong collaboration across teams, reliance
on evidence-based practices, and a commitment to improving care
experiences and outcomes for patients, families, and staff.

ACCESS AND FLOW

Improving access and flow remains one of HDH’s highest priorities
and aligns directly with Ontario Health’s system requirements for
emergency department performance. HDH’s QIP includes three ED-
related Access & Flow indicators: the 90th percentile ED wait time
to physician initial assessment (PIA), the daily average number of
admitted patients waiting in the ED at 8 a.m., and the percentage of
ED patients who leave without being seen (LWBS). Each indicator
includes Ontario Health’s recommended targets where required.

Key strategies include strengthening ED documentation accuracy,
reinforcing early assessment processes, and optimizing internal
patient-flow workflows. HDH will continue to improve the
completeness and reliability of time-stamp data and reinforce
consistent use of standardized processes to reduce variation in PIA
documentation.

HDH’s Utilization Committee plays a central role in Access & Flow
improvements by reviewing ED P4R data quarterly, analyzing
trends, identifying contributing factors, and submitting formal
recommendations to the Medical Advisory Committee (MAC) for
oversight and follow-up. This governance structure ensures HDH

Org ID 676 | Hanover And District Hospital

maintains continuous and transparent monitoring of ED
performance and aligns organizational decision-making with P4R
metrics.

HDH will also complete 40 Emergency Department Return Visit
Quality Program (EDRVQP) audits, including development and
implementation of corresponding quality improvement action
plans. These audits directly support improvements in ED flow, LWBS
mitigation, and provider education related to unplanned return
visits.

For admitted patients, HDH will improve overnight flow through
policy review, earlier discharge planning processes, and enhanced
surge capacity planning. Collaboration with South Bruce Grey
Health Centre and regional partners supports timely interfacility
transfers and shared resource use, reducing bottlenecks across the
system.

Through these targeted, data-driven initiatives, HDH aims to ensure
patients receive the right care in the right place at the right time.



n NARRATIVE QIP 2026/27

EQUITY AND INDIGENOUS HEALTH

Ontario Health has emphasized the importance of reducing health
inequities and advancing Indigenous health across care settings.
HDH continues to prioritize equity, diversity, inclusion, and anti-
racism (EDI/AR) as organizational commitments embedded within
both the Strategic Plan and the Health Equity Committee’s
workplan.

HDH’s 2026—-27 QIP includes one equity indicator: the percentage of
executive-level staff completing relevant EDI/AR training, with a
target of 100% completion. This year, HDH has adopted a focused
learning requirement using the Indigenous Canada course offered
through Coursera by the University of Alberta’s Faculty of Native
Studies. Completion of this education supports leadership in
strengthening cultural safety, improving understanding of
Indigenous histories and contemporary realities, and advancing
reconciliation within healthcare.

This focused, mandatory education enhances leadership
competency and informs policy, resource development, and
organizational decision-making, contributing to an increasingly
equitable and culturally safe care environment for patients,
families, and staff.

Org ID 676 | Hanover And District Hospital

PATIENT/CLIENT/RESIDENT EXPERIENCE

Ontario Health requires hospitals to demonstrate how patient
experience feedback informs quality improvement. HDH collects
experience data through the Ontario Hospital Association’s patient
satisfaction surveys and unit-based feedback mechanisms. One of
HDH’s strengths is the active participation of the Patient and Family
Advisory Committee (PFAC), who co-design and review patient
communication materials, processes and policies.

The patient experience indicator for 2026-27 is the percentage of
respondents who report “Completely” to the question:

“Did you receive enough information from hospital staff about what
to do if you were worried about your condition or treatment after
you left the hospital?”

HDH’s target is 95%, consistent with prior QIP targets and reflective
of the hospital’s commitment to clear, consistent, and patient-
centred discharge communication.

Planned improvement activities will support patients in
understanding their care, managing their recovery at home, and
knowing when and how to seek follow-up support.
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PROVIDER EXPERIENCE

HDH recognizes that creating a positive workplace culture is
essential for delivering high-quality, safe care and supporting staff
retention. Ontario Health encourages organizations to describe
initiatives that address recruitment, retention, workplace culture,
and staff experience.

We prioritize staff education and development, offering training,
workshops, and continuing education opportunities to ensure our
team has the tools and knowledge needed to deliver exceptional
care. This investment in professional growth not only enhances care
quality but also cultivates a culture of continuous learning, making
our staff feel valued and empowered.

SAFETY

At HDH, ensuring safety is integral to our mission of delivering
exceptional care. Our approach is guided by Healthcare Excellence
Canada’s Quality Care and Patient Safety Framework, which
supports alignment with evidence-informed safety practices across
all care settings. HDH continues to participate in Ontario Health’s
Never Events program, reinforcing our commitment to preventing
avoidable, serious incidents through focused education and shared
learning.

Our incident management system remains a critical tool for
ensuring timely reporting and follow-up of all safety events. Each
report triggers a structured review, enabling early identification of
contributing factors and supporting targeted quality improvement
actions. The Patient and Medication Safety Committee review all
medication-related, falls, and miscellaneous incidents to identify
opportunities for improvement and prevent recurrence. HDH also

Org ID 676 | Hanover And District Hospital

maintains robust patient safety policies, subject to annual review to
ensure their effectiveness.

Furthermore, HDH’s active Joint Health and Safety Committee
continues to play a key role in maintaining a safe workplace
environment. Regular safety inspections and follow-up processes
help safeguard both staff and patients and reinforce proactive
hazard identification.

A key enhancement of this past year was the introduction of a new
security services provider, which strengthened safety practices
throughout the hospital. This upcoming year, working with this
security provider, HDH will implement MORB (Management of
Resistive Behaviour) training and PINEL restraint training for staff.
This partnership will enhance staff competency, confidence, and
preparedness when managing behavioural escalations, ensuring
responses prioritize patient dignity, therapeutic communication and
staff and patient safety.

Together, these initiatives demonstrate HDH’s strong commitment
to fostering a safe, supportive, and high-quality environment for
patients, staff, physicians and visitors.

EMERGENCY DEPARTMENT RETURN VISIT QUALITY
PROGRAM (EDRVQP)

In its inaugural year participating in the Emergency Department
Return Visit Quality Program (EDRVQP), Hanover and District
Hospital (HDH) gained meaningful experience conducting structured
return-visit audits and integrating findings into quality improvement
activities. During the audited period, HDH had 19,219 ED visits, with
56 return visits within 72 hours meeting criteria for review and one
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sentinel event, which was audited thoroughly and found to have no

quality-of-care concerns, with the patient experiencing a positive
outcome.

HDH successfully completed the required 40 return-visit audits,

strengthening staff familiarity with the program’s methodology and

reinforced a consistent approach to case review, documentation,
and learning. Audit findings are shared with the Patient Safety
Committee, Utilization Committee, Medical Advisory Committee,
and the Board Quality Governance and Risk Management
Committee, enhancing organizational oversight and promoting
shared learning across departments.

Two themes consistently emerged through the audit process. The
first involved seniors living alone, who comprised 60% of return-
visit patients, often experiencing challenges with follow-up care or
managing symptoms independently. In response, HDH will
implement the Identification of Seniors at Risk (ISAR) tool at triage
and develop standardized pathways for engaging community
partners in earlier intervention.

The second theme involved patients who left without being seen
(LWBS). Audit findings identified the need for deeper analysis of
LWBS characteristics and underlying causes. HDH will undertake a
comprehensive review of LWBS patterns and develop a follow-up
process for highest-risk LWBS patients, supporting safe transitions
and timely care re-engagement.

Org ID 676 | Hanover And District Hospital

EXECUTIVE COMPENSATION

Ontario Health requires clarity on how executive compensation is
linked to QIP performance. At HDH, this includes tying 5% of the
President & CEQO’s base salary to achievement of QIP targets, in
alignment with Board Policy #502. This linkage supports strong
accountability for quality improvement at the senior leadership
level.

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 on

March 26, 2026

4 .
YA J/M

Tina Shier, Board Chair

%M Nattrcer)

Pamela Matheson, Board Quality Committee Chair

(/MM*« rﬂW

Dana Howes, Chief Executive Officer

OMacitllan

Saskia MacMillan, EDRVQP lead, if applicable




WORKPLAN QIP 2026/27 Org ID 676 | Hanover And District Hospital

Access and Flow
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Measure - Dimension: Timely

Unit S C t
Indicator #4 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance
Percent of patients who visited the (o] %/ ED CIHI NACRS / 4.16 4,16 |LWBS in Ontario was 5.3%. HDH will
ED and left without being seen by a patients  |April 1, 2024, strive to maintain or improve as this
physician to March 31, rate is below the Ontario average.
2025 (i.e., FY
2024)
Is this indicator related to:
Emergency Department Return Visit Audits Yes
Executive Compensation Yes
Pay-for-Results Action Plan Yes

Change Ideas

Change Idea #1 Strengthen ED Oversight, Early Assessment and Audit-Driven Improvements to Reduce LWBS

Methods Process measures Target for process measure Comments

- Complete 40 audits including the - Number of EDRVQP audits completed - 40 audits completed with 100%
development and implementation of a  and % of audit-generated action items  corresponding Ql action plans and
Quality Improvement action plan as part implemented. - Completion of quarterly Quarterly review of LWBS cases with

of the Emergency Department Return Utilization Committee review of ED P4R flagged return visits. - 100% completion
Visit Quality Program (EDRVQP) indicators, included recommendations to of all four quarterly Utilization
requirements. - The Utilization Medical Advisory Committee. Committee meetings.

Committee will conduct quarterly

analyses of LWBS patterns using P4R

data to help guide the implementation

of mitigation strategies.

Report Access Date: March 26, 2026
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Measure - Dimension: Timely

Unit S C t
Indicator #5 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance

90th percentile emergency P Hours /ED |CIHI NACRS / 3.70 3.40 |Ontario Health recommended
department wait time to physician patients |December 1, target for ED PIA is 3.4 hours or less.
initial assessment 2024, to

November

30, 2025, in

alignment

with the Pay

for Results

program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan Yes

Change Ideas

Change Idea #1 Ensure the accuracy, completeness, and timeliness of data regarding ED wait times to Physician initial assessment.

Methods Process measures Target for process measure Comments
- Continue to conduct regular data audits - Data Accuracy - Audit frequency - Data accuracy: Collect baseline

to identify inaccuracies or missing data accuracy in recorded ED wait times to

in ED wait time logs. - Utilize standard physician initial assessment. - Audit

process for recording wait times to frequency: Target quarterly audits to

reduce data entry errors. review and correct data entry issues.

Report Access Date: March 26, 2026
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Change Idea #2 Reinforce the importance of accurate data and reducing wait times to ensure consistent adherence to timeliness guidelines for initial assessments.

Methods Process measures Target for process measure Comments
The Utilization Committee, reportingto Completion of quarterly Utilization 100% completion of all four quarterly
MAC, will review P4R data quarterly, Committee review of ED P4R indicators, Utilization Committee meetings.

identify contributing factors to delays,  included recommendations to Medical
and recommend actions to improve PIA  Advisory Committee
timelines.

Measure - Dimension: Timely

i Unit / Source / Current e
Indicator #6 Type meuleron |Pefed Performance Target [Target Justification External Collaborators
Daily average number of patients P |Number /ED |CIHI NACRS / 0.44 0.33 |Ontario Health recommended South Bruce Grey Health
waiting in the emergency patients  |April 1, 2024, target is a 25% reduction from Centre
department for an inpatient bed at 8 to March 31, baseline.
a.m. 2025 (i.e., FY

2024)

Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan Yes

Change Ideas

Report Access Date: March 26, 2026
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Change Idea #1 Optimize internal processes for overnight admissions to ensure timely patient placement and reduce wait times in the ER.

Methods Process measures Target for process measure Comments

Review patient flow process daily Continue to reinforce internal policies Education and implementation of policy
and process.

Change Idea #2 Continue to expand and enhance internal surge capacity to accommodate a higher number of patients during peak periods, reducing ER wait times for
inpatient beds.

Methods Process measures Target for process measure Comments
- Regularly review surge protocols to - Surge protocol review - Flexibility in - Target activation of surge protocol

quickly increase inpatient capacity bed usage. within 4 hours of identifying high patient

during periods of high ED patient volume.

volume. - Increase flexibility in bed

assighment.

Change Idea #3 Work with regional partners to coordinate bed leveling efforts and share resources, improving bed availability across the system and reducing ER wait

times.
Methods Process measures Target for process measure Comments
- Work with the SW Situational Surge Frequency of meetings - SW Situational Surge Group meetings
Group - Continue collaboration with attended (Meetings occur weekly during
South Bruce Grey Health Centre in surge.) - Bi-weekly interfacility transfer
meeting regularly around interfacility meeting touch bases with South Bruce
transfers Grey Health Centre

Report Access Date: March 26, 2026
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Change Idea #4 Ensure the accuracy, completeness, and timeliness of data on inpatient bed availability to enable better decision-making and more efficient bed

management.
Methods Process measures Target for process measure Comments
- Standardize data collection practices - Data Accuracy - Staff Training - - Target quarterly audits to ensure
across departments and facilities to Completion of quarterly Utilization accurate data. - Target 95% of relevant

improve consistency. - Reinforce with Committee review of ED P4R indicators, staff trained on data entry protocols. -
staff on the importance of accurate data included recommendations to Medical  100% completion of all four quarterly
entry and the impact it has on patient Advisory Committee Utilization Committee meetings.

flow. - The Utilization Committee,

reporting to MAC, will review admission

related P4AR metrics for recommended

improvements.

Report Access Date: March 26, 2026
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Equity

Measure - Dimension: Equitable

. Unit Source Current e e
Indicator #1 Type / . / Target |Target Justification External Collaborators
Population [Period Performance
Percentage of staff (executive-level, 0 % / Staff |Local data 100.00 100.00 |% of executive-level staff
management, or all) who have collection /
completed relevant equity, diversity, Most recent
inclusion, and anti-racism education consecutive
12-month
period
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No

Change Ideas

Change Idea #1 Support equity and reconciliation through Indigenous Canada Training for Executive-level Staff

Methods Process measures Target for process measure Comments

Executive-level staff will participate in Documentation of training completion ~ 100% of executive-level staff completing

Indigenous Canada online course with submitted. required training components by fiscal
Coursera offered by the Faculty of year-end.

Native Studies at the University of

Alberta.
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Experience

Measure - Dimension: Patient-centred

Org ID 676 | Hanover And District Hospital

following question: Did you receive
enough information from hospital

Most recent
consecutive

. Unit S C t e

Indicator #2 Type n / ou.rce / urren Target |Target Justification External Collaborators
Population [Period Performance

Percentage of respondents who (0] % / Survey |Local data 92.11 95.00 [Consistent with HDH prior QIP

responded “completely” to the respondents |collection / target

staff about what to do if you were 12-month
worried about your condition or period
treatment after you left the

hospital?

Is this indicator related to:

Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No

Change Ideas

Report Access Date: March 26, 2026
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Change Idea #1 Audit and improve discharge information materials with the guidance of the Patient and Family Advisors.

Methods Process measures Target for process measure Comments

- Work with PFAC to develop - Completion status of standardized - Completion of standardized discharge  Total Surveys Initiated: 1128
standardized discharge packages to discharge packages. - Monitoring of packages with the input of PFAC. -

support informational needs. - Continue Patient Satisfaction survey responses. Achieve 95% positive “Completely”

to monitor patient responses for the patient satisfaction

responses/satisfaction surveys indicating survey question, "Did you receive

that they have received sufficient enough information from hospital staff

information prior to discharge. about what to do if you were worried

about your condition or treatment after
you left the hospital.

Report Access Date: March 26, 2026
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Safety

Measure - Dimension: Safe

Org ID 676 | Hanover And District Hospital

Change Ideas

Report Access Date: March 26, 2026

. Unit S C t e
Indicator #3 Type n / ou.rce/ urren Target |Target Justification External Collaborators
Population [Period Performance
Rate of delirium onset during (0] % / Hospital [CIHI DAD / 2.57 2.57 |The Ontario Hospital average is
hospitalization admitted |April 1 to 8.2% of all hospitalizations. HDH is
patients |September striving to improve or maintain
30, 2025 (Q1 current performance.
and Q2),
based on the
discharge
date
(Discharge
Date/Time)
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No




WORKPLAN QIP 2026/27 Org ID 676 | Hanover And District Hospital

Change Idea #1 Utilize the Health Quality Ontario Delirium Aware Safer Healthcare (DASH) program to improve delirium screening, documentation, and early
intervention practices across the hospital.

Methods Process measures Target for process measure Comments

- Utilize the DASH (Delirium Assessment - Screening completion rate - Implement - Collect the number of at-risk patients

Screening and Hospitalization) program 1-2 DASH CoP ideas screened for delirium using the DASH
into daily clinical practices for all tool within 24 hours of admission. -
hospitalized patients, especially those at Completion of 1-2 CoP changes.

higher risk for delirium. - Participation in
DASH Community of Practice (CoP) to
engage Care Partners in recognizing
early signs of delirium.

Report Access Date: March 26, 2026



Operational Plan - Appendix C

HANOVER &
Strategic Plan Quality Goals & Objectives 2026-27 HBH DISTRICT

HOSPITAL

We will provide high quality patient and family-centred care.
e Provide exceptional care for all who come through our doors.
Patients e Monitor and measure our performance using quality metrics.
e Be laser-focused about caring for our patients, their families and our community.

Caring for our

EMBRACING EQUITY, DIVERSITY, AND INCLUSION IN EVERYTHING WE DO

ANNUAL INITIATIVES SUCCESS METRICS SUPPORTING PARTNERS
(WHAT WE WILL ACHIEVE) (HOW WE WILL MEASURE SUCCESS) (WHO DRIVES RESULTS)
e 90" percentile emergency department wait time to physician initial
assessment (QIP)

¢ Daily average number of patients waiting in the emergency
department for an inpatient bed at 8 a.m. (QIP)

¢ Percentage of patients who visited the ED and left without being Senior Leader: VP of
seen. (QIP) Patient Care
e 90" percentile ambulance offload time Services/CNE
e 90th percentile emergency department length of stay for
, , nonadmitted patients with high acuity Staff & Physicians
Continue to monitor and measure our .
e 90th percentile emergency department length of stay for
1 | performance through the Pay for . . . . . .
. nonadmitted patients with low acuity Patient and Family
Results (P4R) Funding Model h i . .
e 90" percentile emergency department length of stay for admitted Advisors
patients
e 90" percentile emergency department wait time to inpatient bed Emergency Services

e Reduce Emergency Department time to bed for admitted patients by
improving discharge efficiency, by re-enforcing an 11 a.m. discharge
time.

e Complete 40 audits including the development and implementation
of a Quality Improvement action plan as part of the Emergency
Department Return Visit Quality Program (EDRVQP) requirements

Providing Exceptional Care Page 1 of 6



HANOVER &
Strategic Plan Quality Goals & Objectives 2026-27 HBH oSt

e Improved accuracy and utilization of Estimated Date of Discharge
(EDD) through spot audits.
e Achieve ALC target (OH West Target = 6) by using a standard Senior Leader: VP of
escalation process and checklist. Patient Care
e Interdisciplinary bed rounds involving community partners (Ontario Services/CNE
Progress towards a long-term target of Health atHome/Home and Community Support Services)
achieving a 25% reduction in . CoIIe.ctir?g a.nd monitoring baseline of delirium onset during Staff & Physicians
Conservable Bed Days, defined as bed hospltallzathn. (QiP) . . L . .
2 | days saved by reducing avoidable . Implementatlion of .ewdence-mf'ormed'order sets for hlgh-l.mpact case Patient a!'ld Family
admissions, unnecessary length of groups (H!G) |.ncIud|ng Heart Fallure without Coronary Angiogram and Advisors
stay, and non-clinical discharge Arrhythmia without Coronary Angiogram .
barriers e Strengthen Home First approach to discharge planning beginning at Ontario Health atHome
admission to support safe, timely transitions to the most appropriate
next level of care. Home and Community
e Improvement in patient-reported experience: Did Acute Care patients Support Services
feel they received adequate information about their health their and
their care at discharge in? (QIP — will include Acute Care, ED, Surgical
Services and OB)

We will continue to value, invest in and recognize our teams.
e Continue to value, invest in and recognize our people and teams.
e Prioritize the growth and well-being of our people and teams.
e Strategically use our resources to achieve our goals.

EMBRACING EQUITY, DIVERSITY, AND INCLUSION IN EVERYTHING WE DO

ANNUAL INITIATIVES SUCCESS METRICS SUPPORTING PARTNERS

(WHAT WE WILL ACHIEVE) (HOW WE WILL MEASURE SUCCESS) (WHO DRIVES RESULTS)

1 Embracing Equity, Diversity, and e 100% of executive-level who have completed relevant equity, Senior Leader: President
Inclusion in everything we do diversity, inclusion, and antiracism education (QIP) & CEO

Providing Exceptional Care Page 2 of 6



Strategic Plan Quality Goals & Objectives 2026-27

HANOVER &
HDH bisres
HOSPITAL

Increased staff awareness and engagement in EDI through
participation in learning opportunities, events or initiatives.

Health Equity Committee
Staff & Physicians

PFAC

Encourage a culture of listening
through intentional engagement and
information-gathering

95% of full-time and part-time staff will be rounded on quarterly by
the management team.

Support a culture of continuous improvement by systematically
tracking staff-driven initiatives identified through rounding and
team huddles.

Enhanced feedback loop including refreshed education on effective
rounding, quarterly “Rounding Round-Up” featuring staff-initiated
improvement projects.

Senior Leader: President
& CEO

Staff

Create an organizational mindset that
values openness, reflection and shared
learning

Improvement in the Global Workforce Survey question, “My
manager considers my suggestions for improving patient safety?”
(Increase positively by 5%)

Rebranding of incident reporting to emphasize learning and growth
by reframing shared reports as Learning Moments with a positive,
improvement-focused tone.

Senior Leader:
JHSC
Patient Safety Committee

PFAC

Providing Exceptional Care
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HANOVER &
Strategic Plan Quality Goals & Objectives 2026-27 HBH DISTRICT

HOSPITAL

_ We will advance a forward-thinking culture into our operations to ensure our
Innovating for sustainability.

a Sustainable e Ensure fiscal responsibility and financial stability.

Future e |dentify innovative solutions to ensure our sustainability.

e Advocate for enhanced resources to strengthen our ability to care for our patients and community.

EMBRACING EQUITY, DIVERSITY, AND INCLUSION IN EVERYTHING WE DO

ANNUAL INITIATIVES SUCCESS METRICS SUPPORTING PARTNERS
(WHAT WE WILL ACHIEVE) (HOW WE WILL MEASURE SUCCESS) (WHO DRIVES RESULTS)
e Development of comprehensive cybersecurity plan outlining Senior Leader: VP of
.Strength.ening cybersecurity to protect organizational priorities, risks, safeguards and response process. Finance and Operations
|nformat|9n, systems, and e Formalize relationship with the LDG - Cybersecurity Southwest.
1 | organizational trust e Completion of required cybersecurity training for all full-time and IT Manager
part-time staff to promote safe digital practices and reduce
preventable cyber risks. All Staff and Physicians
Align financial performance with e Report actual budget compared to planned budget. Senior Leader: VP of
planned operational budget Finance and Operations

All Staff and Physicians

e Implementation and optimization of parking lot revenues through

L new parking gates and layout. Senior Leader: VP of
Advance revenue-generating initiatives . . . - . . .
. ) S e Launch Bone Density services to increase clinical revenue and fill a Finance and Operations
to strengthen financial sustainability . .
3 | by optimizing existing assets need in the community.
imizi xisti ) - . . .
yop . & . 8 . e Offer external partners training conducted by HDH inhouse trainers. All Staff and Physicians
expanding service offerings and . . . .
. . . e Apply to all applicable grants and one time funding opportunities.
pursuing new funding opportunities. ; ) i .
e Increase Non-OHIP Uninsured Fees and Supplies to align with PFAC

regional and provincial benchmarks.

Providing Exceptional Care Page 4 of 6



HANOVER &
Strategic Plan Quality Goals & Objectives 2026-27 HBH DISTRICT

HOSPITAL

We will actively engage with our community and partners to understand and address

Anticipating community needs.

e Lead with purpose.

e Align our efforts with those of Ontario Health and our local health care partners.

e Anticipate and respond to the needs of our community through active engagement and partnerships.

EMBRACING EQUITY, DIVERSITY, AND INCLUSION IN EVERYTHING WE DO

& Responding

ANNUAL INITIATIVES SUCCESS METRICS SUPPORTING PARTNERS
(WHAT WE WILL ACHIEVE) (HOW WE WILL MEASURE SUCCESS) (WHO DRIVES RESULTS)
Senior Leader: President
& CEO
e Exploration of an Age Friendly Certification in collaboration with the
. . Town of Hanover Human Resources
Enhance Senior Friendly Care by . ., )
. . e Participation in select Town of Hanover Seniors’ Events to provide Manager
strengthening partnerships and . . .
1 |, . . education and promote hospital services.
increasing community engagement to ) e . . .
¢ Implementation of the Identifying Seniors at Risk (ISAR) tool in the Town of Hanover
better support older adults. , .
Emergency Department and develop associated action plan to
improve early identification and support for at-risk seniors. PFAC
Health Equity Committee

Providing Exceptional Care Page 5 of 6



Strategic Plan Quality Goals & Objectives 2026-27

HANOVER &
HDH bisres
HOSPITAL

Advocating for resources, policies, and
partnerships that enable care close to
home

Continued advocacy for the ED Renovation Project.

Ongoing communication with the local MPP, Ontario Health and
Ministry of Health to ensure HDH priorities remain visible and
understood.

Sustained collaboration with the Grey Bruce Ontario Health Team to
advance shared regional initiatives

Senior Leader: President
& CEO

Grey Bruce OHT

Local MPP and
government partners

Community and
Municipal Leaders

Providing Exceptional Care
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Operational Plan - Appendix D

2026/27
QUALITY GOALS !:IN?EI:!

&OEBIECTIVIES HOSPITAL

EMBRACING EQUITY, DIVERSITY, AND INCLUSION IN EVERYTHING WE DO

Caring for our Innovating for a Anticipating
Patients Sustainable Future & Responding

Progress towards a long-term target of
achieving a 25% reduction in
Conservable Bed Days

Full-time and part-time staff will be rounded on
quarterly by the management team. (Goal 95%)

Number of engagements and initiatives to
enhance Senior Friendly Care.

Align financial performance with planned
operational budget

Did Acute Care patients feel they received Improvement in the Global Workforce Survey Number of revenue-generating initiatives
adequate information about their health and question, “My manager considers my suggestions for implemented to strengthen financial
their care at discharge? (Goal 95%) (QIP) improving patient safety?” (Increase positively by 5%) sustainability.

ED P4AR SCORECARD Unts | oo | nesst | ek | esae | TOTAL

QIP Initiative: Hours
90" percentile emergency department wait time to physician initial assessment,
QIP Initiative: Patients

Daily average number of patients waiting in the emergency department for an
inpatient bed at 8 a.m.

QIP Initiative: %

% of patients visiting the ED and left without being seen by a physician.

90" percentile ambulance offload time. Minutes
0™ percentile ED length of stay for non-admitted patients with low acuity. Hours
90" percentile ED length of stay for non-admitted patients with high acuity. Hours
Q0™ percentile emergency department length of stay for admitted patient Hours

a0™ percentile ED wait time to inpatient bed. Hours
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Risk Management Plan

The purpose of the risk management plan is to protect patients, staff members and visitors from
inadvertent injury. The plan is also designed to protect the organization’s financial assets and
intangibles, such as reputation and standing in the community.

The risk management plan is a primary tool for implementing the organization’s overall risk
management strategies. It is designed to provide guidance and structure for the hospital’s clinical and
administrative services that drive quality patient care while fostering a safe environment for staff and
patients.

The focus of the risk management plan is to provide an ongoing, comprehensive, and systematic
approach to reducing risk exposures. Risk management activities include identifying, investigating,
analyzing, and evaluating risks, followed by selecting and implementing the most appropriate methods
for correcting, reducing, managing, transferring and/or eliminating them.

Under the direction of the risk manager, the risk management program provides for collaboration
among all departments, services, and patient care professionals within the hospital. Hanover and District
Hospital’s risk management plan provides policies, procedures and protocols to address events which
may include organizational-related liability, professional liability, general liability and workers’
compensation. The identification, investigation and management of accidents, injuries and other
potentially compensable events are a primary responsibility under the risk management plan. This
process is directed by the risk manager and others who are delegated to participate in the various
components of managing adverse events occurring with patients, staff, visitors and organizational
assets.

Risk management will influence, persuade and educate leaders within the following departments in
order to achieve quality care in a safe environment and protect the organization’s resources:

e Administration including Human Resources

o Allied Health and Adjunct Professional Services (Laboratory, Diagnostic Imaging, Infection

Control, Rehab Services)

e Health Records & Data/Health Information and Privacy Management

e Maintenance

e C(linical (Surgical Services, Emergency Department, Acute Care, Obstetrics, Dialysis)

e Employee Health

e Environmental Services, Dietary, Medical Device Reprocessing

e Medical Staff

Objectives of the Risk Management Plan
The objectives of the risk management program include, but are not limited to:
e Promoting the quality of patient care, in collaboration with quality/performance improvement
activities;
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e Enhancing patient satisfaction;

e Minimizing the frequency and severity of adverse events;

e Supporting a culture of just-cause; non-punitive culture that promotes awareness and
empowers staff to identify risk-related issues;

e Enhancing patient safety through participation in organizational safety strategies and other
patient safety initiatives;

e Enhancing environmental safety for patients, visitors and staff through participation in
environment of care-related activities;

e  Utilizing risk management strategies to identify and minimize the frequency and severity of near
misses, incidents and claims;

e Managing adverse events and injuries;

e Evaluating systems that can contribute to patient care, error or injury;

e Educating stakeholders on emerging and known risk exposures and risk reduction initiatives;

e Achieving requirements promulgated by Accreditation Canada; and

e Complying with provincial mandates, applicable laws, regulations and standards.

Specific Components
The risk management plan will include the following components:

Incident Reporting

Incident reporting is intended to provide a systematic, organization-wide program of reporting risk
exposures to identify potential future liability. The risk management program includes an event
reporting system that is used to identify, report, track, and trend patterns of events with the potential
for causing adverse patient outcomes or other injuries to people, property or other assets 