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INTRODUCTION
CentralHealth’s EnvironmentalScan 2013 is a comprehensive assessment and current
state analysis, focusing on the health status of citizens and the performance of the
health system. The region of focus is the centralregion of Newfoundland and
Labrador, more specifically the catchment area of the CentralRegionalHealth
Authority (herein referred to as CentralHealth). The information found herein willbe
utilized to assist strategic and operationalplanning within CentralHealth.
The scope of environmentalscanning is broad. An environmentalscan can be defined
as the analysis and evaluation of internalconditions, externaldata and factors that
affect an organization. An environmentalscan is usefulin identifying the trends and
drivers of change affecting an organization’s performance and provides information to
focus a plan for improvement.
The analysis and evaluation of the internalconditions of CentralHealth involved an
extensive review of corporate documents as wellas internalreporting systems and
databases. Input into the development of the scan was solicited internally from senior
leaders, directors, managers, frontline employees, and physicians. CentralHealth’s
leaders were consulted throughout the scanning process to attain updates for their
area of responsibility. They were also given the opportunity to provide any pertinent
information that could be used to inform strategic planning.
Externalfeedback was solicited from community partners and municipalities/service
districts to gain an understanding of the health needs of citizens across the region.
Q uestionnaires were distributed to these groups over the summer and early fallof
2013. A summary of the feedback can be found in Appendix A. This input supplements
information provided from community groups such as the Community Advisory
Committees and information gathered from the CentralNL Citizen Engagement
Project.
The majority of the externaldata utilized in the scan was derived from the following
sources: Canadian Census 2006 (Statistics Canada); the Canadian Com m unity Health
Survey (CCHS) 2005-2012; N ew foundland and Labrador Centre for Health Inform ation
(NLCHI); Com m unity Accounts; and the Canadian Institute for Health Inform ation (CIHI)
Health Indicators 2013. The most up-to-date statistics available were used and where
possible comparisons provided.
The 2014-2017 Strategic Directions set forth by the ProvincialGovernment of
Newfoundland and Labrador are outlined in Appendix B. These Strategic Directions are
intended to guide the development of CentralHealth’s new Strategic Plan. These
Strategic Directions must be considered as a part of the organizations strategic
planning process and must be reflected as appropriate in the CentralHealth Strategic
Plan, OperationalPlans and also divisionalwork plans.

This report uses the Health Indicator Fram ew ork, developed by CIHI and Statistics
Canada, to organize and present the information from both the internaland external
review.
The framework utilizes many indicators which are organized into four categories:
Com m unity and H ealth System s Characteristics
Provides usefulcontextualinformation, rather than direct measures of
health status or quality of care
H ealth Status
Provides insight on the health of Canadians, including well-being,
human function and selected health conditions
Non-M ed icalDeterm inants of H ealth
Reflects factors outside of the health system that affect health, such as
income and education
H ealth System Perform ance
Provides insight on the quality of health services, including accessibility,
appropriateness, effectiveness and safety
This report attempts to answer the following questions:
How healthy are the residents of the centralregion of Newfoundland and
Labrador?
How healthy is ‘CentralHealth’ as a health care system?
It is hoped this report willprovide the information required to assist the Board of
Trustees in identifying the priorities and Strategic Directions for 2014-2017.
The Health Indicator Framework is provided on the next page of this document. In
addition, the framework is inserted at the beginning of each section and can be used
as a guide to locate information.

COM M UNITY A ND H EA LTH SY STEM CH A RA CTERISTICS

Source: CIHI Health Indicators (2013)

H EA LTH SY STEM – A B OUT CENTRA L H EA LTH
CentralHealth is the second largest health region in Newfoundland and Labrador
serving a population of approximately 94,000 in 177 communities. The service district
extends from Charlottetown in the east, Fogo Island in the north, Harbour Breton in
the south to Baie Verte in the west. This geographicalarea encompasses more than
half of the totallandmass of the island and services nearly 20 per cent of the provincial
population.

VISION
CentralHealth’s vision is for healthy people and healthy communities.
M ISSION STA TEM ENT
By M arch 2017, CentralHealth willhave provided quality health and community
services and programs which respond to the identified needs of the people of central
Newfoundland and Labrador within available resources.
VA LUES
CentralHealth’s values offer principles and a guiding framework for allemployees,
physicians and volunteers.

Accountability - Each person is responsible for giving their absolute best effort to
achieving the success ofthe organization's vision ofhealthy people in healthy
com m unities.
Collaboration - Each person w orks as a team and partners w ith other providers and
organizations to best m eet the holistic needs ofclients and the organization.
Excellence - Each person contributes to quality im provem ent and a culture ofsafety
through the life-long developm ent oftheir know ledge, skills and use ofbest practices.
Fairness - Each person engages in practices that prom ote equity and adherence to ethical
standards.
Privacy - Each person respects privacy and protects confidential inform ation.
Respect - Each person is com m itted to fostering an environm ent that em braces respect,
dignity and diversity and encourages honest, effective com m unication.
LINES OF B USINESS
CentralHealth accomplishes its mandate through five lines of business:
Prom oting health and w ell-being
Preventing illness and injury
Providing supportive care
Treating illness and injury
Providing rehabilitative services
Within CentralHealth, there is a diverse array of primary, secondary, long term care,
community health and various enhanced secondary services. These are provided
through 11 health care facilities, including two regionalreferralcenters, 24 community
health centers and four long term care (LTC) facilities. In total, CentralHealth has 811
beds, operationaland staffed, throughout the region including 247 acute care, 510
long-term care, 13 palliative care, 9 respite, 5 restorative care, 3 residentialunits, and
24 bassinets.
CentralHealth is committed to a Primary Health Care (PHC) modelof service delivery.
A multidisciplinary team of health professionals, support staff, and partners provide
the care and services required to meet the mandate of CentralHealth.
Select utilization data is presented in the table below which indicates that there has
been an increase in the patient days and admissions to acute care, along with
emergency room visits.

Table 1: Central Health Key Statistics (2010-2013)
Key Statistics

2010-11

2011-12

2012-13

Patient D ays for Acute Care

74,805

75,508

79,941

Adm issions to Acute Care

7,144

6,820

8,223

264

264

247

Long Term Care Resident D ays

182,728

179,791

181,919

Adm issions to Long Term Care

375

369

388

Long Term Care Beds

518

518

510

O perating Room Procedures

8,442

8,735

8,091

Em ergency Room V isits

96,487

90,462

99,939

Total Em ployees

3,279

3,153

3,115

Acute Care Beds

Source: CentralHealth Finance Department (2013)

CentralHealth is also responsible for the licensing of 25 personalcare homes in the
centralregion with 1197 beds. Four of the homes are licensed for LevelI clients only
and the additional21 homes are licensed for LevelI/II. The regionalvacancy rate as of
November 1, 2013 was 30 per cent. Vacancy rates for personalcare homes are based
on the totalnumber of beds occupied and the staffing levels that are required to
provide care to clients. A vacancy rate of 30 per cent may initially indicate that there
are beds available throughout the region however, this rate should be interpreted
with caution as some personalcare homes cannot operate to maximum capacity due
to staffing levels (1).
CentralHealth partners with the M iaw pukek First N ation to support health care service
delivery at the Conne River Reserve. This partnership includes the provision of primary
and secondary health care services including health promotion and protection,
supportive care, treatment of illness and injury as wellas access to emergency services
(2).

RESOURCES & INTERNA L ENVIRONM ENT
The totalworkforce for CentralHealth is approximately 3,115 employees including 173
physicians, with 111 of these fee-for-service physicians. CentralHealth staff and
physicians are the organizations greatest resource. Unionized employees in the
organization are represented by both the Newfoundland Association of Public
Employees and Newfoundland Labrador Nurses Union. As detailed later in this report,
the Central Health Hum an Resource Plan 2010-2014 sets out a strategy to address key
human resource areas including leadership, talent management, transition, safety and

wellness. The goals of the plan are to ensure priorities are acted on and strategies are
developed to sustain human resources and services.
CentralHealth is undergoing a period of significant change and the internal
environment has shifted considerably since the 2010 EnvironmentalScan. At the
present time there are numerous review processes examining organizational
efficiency, and a management restructuring process is underway. CentralHealth has
been working diligently with the Department of Health and Community Services to
generate the greatest value for the substantialinvestment the ProvincialGovernment
makes in healthcare. The process has and willcontinue to generate efficiencies
particularity in non-clinicalareas while improving the overallquality of healthcare. As
detailed in the Health System Perform ance section of this report, clinicalefficiencies will
also need continued focus.
This section of the report attempts to detailthe current internalenvironment and
examines: organizationalculture, leadership, efficiency, resource allocation and
infrastructure, and quality improvement.
ORG A NIZA TIONA L CULTURE
CentralHealth acknowledges that organizationalculture plays a significant role in the
quality of work, client experience and staff engagement. In 2009, CentralHealth
contracted a consulting firm, Deloitte, to complete a CulturalAssessment of Central
Health. The purpose of the CulturePrint™ was to examine what areas of the
organization were working well, where improvements were needed, what employees
desired in terms of an organizationalculture, and what criticalactions needed to be
taken to enhance organizationalperformance. A totalof 1300 surveys were
completed for a response rate of 41 per cent. Results of the survey revealed a gap
between the current culture and desired culture, particularly in the following cultural
dimensions:
Involvem ent: The levelof contact and input with others and the ability to rely
on others. The willto involve others in decisions and problems.
O penness & Trust: The degree to which trust and open communication exists in
the organization.
Encouragem ent & Learning: The value placed on learning and development. The
opportunities available that allow people to grow, develop, and meet their full
potential.
Em bracing Change: The ability to adapt and manage change within the
organization.
Propensity for Risk: How wellthe organization supports risk-taking amongst
employees and responding to new situations.
Shared G oals and O bjectives: A clear understanding of the organization’s goals
and objectives and alignment of efforts to achieve those goals.
Seven recommendations were made for investment into the culture of CentralHealth
including: the development of a plan for culture, senior leadership and director level

team development, performance management, learning and growth, change
management, communication and collaboration. An action plan was developed and
work has been ongoing in the organization in allareas.
In 2012, the G uarding M inds @ Work survey was administered to staff throughout the
region. G uarding M inds @ Work is a unique, evidence-based, comprehensive set of
resources designed to effectively assess and address psychologicalhealth and safety
in the workplace. A psychologically healthy and safe workplace is one that promotes
employees’ psychologicalwell-being and actively works to prevent harm to employee
psychologicalhealth due to negligent, reckless or intentionalacts. The results of the
assessment corroborated the findings of the culturalassessment and provided further
insight into the actions and improvements needed.
CentralHealth also assesses the patient safety culture every three years by
administering the Patient Safety Culture Survey. This survey, developed by
Accreditation Canada, measures employees’ perceptions, attitudes, and activities
associated with patient safety. The survey allowed CentralHealth to identify successes
and opportunities for improvement, and monitor changes within the organization (3).
A comparison of the 2009 and 2012 surveys was conducted in an effort to understand
the changing climate of patient safety within CentralHealth (3). This analysis
produced the following centralthemes:
The importance of patient safety within CentralHealth is reinforced by
managers, directors, and senior leadership
Improvements can be made in the areas of talking about errors and
communicating actions from reported safety incidents, such as occurrences, to
frontline staff
Frontline employees report a higher levelof patient safety within their own
departments/units than in the organization as a whole
There has been an improvement in the overallperceptions of patient safety
The results of the 2012 survey have been shared with managers and frontline
employees. Over the next year, the Patient Safety Officer willbe working with
managers to review the results of the survey with employees to develop a culture
improvement plan.
Attendance management is a factor impacting organizationalculture and
performance. The Central Health Hum an Resource Plan addresses this significant reality
in healthcare organizations. CentralHealth has been challenged by employee sick
leave rates and the significant costs. In 2011-2012, as part of a strategy to contain and
reduce the costs of sick leave, CentralHealth implemented a practice of not replacing
the first sick callunless there were demonstrated patient safety concerns as a result of
this action. In the Hum an Resource Plan, CentralHealth projected a decrease in sick
leave by 2 per cent by 2012 and a further 2 per cent by 2014.

CentralHealth’s Employee Wellness/Health and Safety Division promotes a holistic
approach to attendance support which includes monitoring attendance, counseling
employees who exceed the organizationalaverage, and offering supports to
employees to increase their attendance at work, where appropriate. M isuse of sick
leave, when recognized, is dealt with through the Labour Relations process. Through
these efforts, CentralHealth reduced sick leave by 5.34 per cent in 2012. A reduction in
sick leave cost was not realized as wages increased at the same time. Sick leave use at
CentralHealth is consistent with sick leave use in the province and industry; however
CentralHealth does consider this to be an area where management controlmay
impact positive change. In 2011, sick leave costs totaled $7,369,773 and in 2012 cost
$7,452,062 with an increase of 1.12 per cent. Relief costs for 2011 and 2012 were
$3,947,866 and $3,989,402 respectively, with an increase of 1.05 per cent.
LEA DERSH IP
In 2011, CentralHealth approved the new M edicalStaff By-Laws which replaced bylaws that were in place for many years. The by-laws provide an administrative
structure for the governance of medicalstaff affairs and promote a focus on quality.
Currently, there are four wellestablished M edicalAdvisory Committees, one of which
is a RegionalCommittee, in place at CentralHealth. Physicians are engaged in a
number of quality processes, wait time committees and safety initiatives. Several
physician leaders have completed or are completing the Physician M anagement and
Leadership Program. This program is a collaboration between the RHAs, Department
of Health and Community Services and M emorialUniversity. This university certificate
program is designed to equip physicians in the Newfoundland and Labrador
healthcare system with the skills and expertise to excelas effective leaders. Since the
enactment of the new by-laws with a focus on quality, a change in the responsibilities
and remuneration for physician leaders, physician education and a shift in the
physician leadership in the organization significant progress has been made.
In the 2013 Accreditation Report it is noted that, “physician engagement is recognized
by the organization as a key element necessary to the success of the quality
management program. Adjusting communication and education sessions to suit
physicians’ schedules have greatly improved participation. Plus, clearly stating role
expectations for Chiefs of Staff and the M edicalChief of RuralServices as wellas the
implementation of a single set of by-laws have allcontributed to increased physician
engagement”. (4).
Clear accountability is required for effective leadership. In October 2013, Central
Health hosted a M anagement Forum for allmanagers to come together to discuss the
development of a Leadership Accountability Fram ew ork. This framework willprovide
CentralHealth with an understanding of responsibilities and expectations throughout
allareas of the organization and willaddress many of the issues identified during the
leadership focus groups noted in the next section (5). Physicians willalso be engaged
in the development of the accountability framework.

The draft Leadership Accountability Fram ew ork encompasses the directions set by the
organization’s governance and strategic directions and incorporates the values and
organizationalculture of CentralHealth. The framework focuses on six leadership
domains including: resource management, quality and safety, client-centered care,
collaboration and partnerships, leading and developing people and performance and
results.
To support leaders to lead in a caring environment, CentralHealth has adopted LEADS,
the Health Leadership Capacities Framework, as a foundationalelement for health
leadership development at CentralHealth. The LEAD S in a Caring Environm ent
Fram ew ork represents key skills, behaviors, abilities and knowledge, required to lead in
allsectors and alllevels of the health system. It presents a common understanding of
what good leadership entails. A key foundation for the LEADS framework is CARING –
for clients, for staff, for the health of citizens. This training process willassist leaders to
fulfilltheir roles and responsibilities identified in the draft Leadership Accountability
Fram ew ork.
EFFICIENCY
CentralHealth’s financialenvironment has changed in the recent past. Previously, the
focus was on stabilization of existing systems and containment of growth in
expenditures. Since the delivery of the 2012 budget, as provided by the Department of
Health and Community Services, Government of Newfoundland and Labrador, the
focus has shifted to a containment in the overallcost of providing health care. Central
Health has shifted into a period of intense analysis to identify areas to improve
efficiency and find ways to contain costs and improve productivity. This analysis was
primarily achieved through the Health Care M anagem ent (HCM ) review process which
is detailed in the section below.
In 2012, consultants from Health Care M anagem ent (HCM ) facilitated an operational
improvement process by which CentralHealth scrutinized its expenditures and were
benchmarked, or compared, to peer organizations both within Newfoundland and
Labrador and throughout Ontario. CentralHealth managers and directors were
engaged in a process to examine operations and identify efficiencies.
Numerous recommendations were prepared and analyzed for feasibility ensuring
there were no negative impacts on the quality and access to services. CentralHealth
has implemented a number of the recommendations while others are requiring
further planning prior to proceeding to implementation.
In addition to the HCM review, the RegionalHealth Authorities (RHAs) participated in a
Healthcare M anagem ent Review . To inform the process at CentralHealth, focus group
sessions were held during the spring of 2013 with the organization’s leadership
including management and physician leaders.
Overallthemes identified through the focus groups to be considered when
restructuring included: improved communication and teamwork; improved
technology and support; standardization; continuous quality improvement and safety,

continued education for managers; consolidated programs and services; autonomy
and accountability; evidence-based practices, and the utilization of indicators for
ongoing monitoring and improvement.
The changes planned or implemented to date from the HCM review process and the
management review willincrease productivity and efficiency at CentralHealth and
result in savings of approximately $8.7 million annually. Based on the results of the
review and subsequent actions, it was determined that CentralHealth could phase out
76 fulltime equivalents, including 21 management positions (6). In order to achieve
this reduction, positions willbe eliminated through attrition. Changes are underway to
restructure the organizationalmanagement structure with an emphasis on program
management and alignment of services to best meet client needs.
In addition to the operationalimprovement initiatives to focus on efficiencies detailed
above, other efficiency review processes are currently underway including the D eloitte
Strategic Procurem ent Project and the Health Shared Service Strategy and Supply Chain
Assessm ent.
In April2013, the Strategic Procurem ent Project commenced at CentralHealth. This
provincialproject is looking across allcore government bodies for opportunities to
implement process improvements and procurement savings. There are a number of
streams involved in this process ranging from commodities to corporate processes.
Representatives from CentralHealth’s Finance and M aterials M anagement
Departments, along with other program managers and directors, have been meeting
with members of the provincialproject team(s) to inform the work of the project. This
project is stillongoing and is expected to result in significant savings and efficiencies
(6).
The Shared Service Strategy and Supply Chain Assessm ent project is a feasibility study to
explore new areas for potentialimprovements in service quality and optimization of
resources. The scope of the project includes the identification of potential
opportunities for shared services across and within RHA’s and the development of a
strategy and implementation plan.
The project scope willalso include a supply chain assessment, which is the
examination of the flow of goods and processes in the areas of planning and inventory
management: sourcing and procurement; distribution and logistics; and identification
of potentialopportunities to sustain savings already realized in the Strategic
Procurem ent Project. This project willidentify potentialopportunities to increase
quality, accuracy, availability and timelines of healthcare services, promote more
integrated communication and collaboration across and within RHAs, and reduce
operating costs in non-clinicalareas (6).
Over the past number of years, CentralHealth has formalized financialanalysis
through a variance reporting process. Each month, directors are expected to review
their financialrecords and prepare their variance reports to identify current or
potentialfinancialpressures and also propose solutions to mitigate these pressures.

This has led to greater accountability and understanding of financialinformation by
the leaders in the organization (7). The finances of the organization are overseen by
Planning and Finance, a committee of the Board of Trustees. CentralHealth had a
strong performance in the areas of finance and resource management during the 2013
Accreditation process. Financialindicators are also monitored quarterly on the Board
of Trustees Scorecard.
RESOURCE A LLOCA TION & INFRA STRUCTURE
M aking resource allocation decisions that affect care and services is challenging given
the complexity of health needs of residents and the available resources. Accreditation
Canada assessed that CentralHealth is a good steward of its resources during the onsite survey of 2013 (3). This assessment was based on a number of factors and
processes in place in the organization. There is a well-documented policy and
procedure to support the capitalequipment and capitalrenovation allocation
decisions. There is good communication between CentralHealth and the Health
Foundations, the main fundraising entities in the region. As a result of this
relationship, the boards of the Foundation are able to clearly understand resource
requirements and are able to clearly communicate the organizations needs to the
funders. This relationship results in appropriate resource allocation and ensures that
the most pressing needs are met (3).
CentralHealth uses the Accountability for Reasonableness approach, which is an ethical
decision-making framework for fair priority setting. This framework identifies five
conditions of a fair priority setting process: relevance, publicity, revision, enforcement,
and empowerment. The Accountability for Reasonableness approach allows Central
Health’s leadership to establish its own process for identifying the “right mix” of
individuals to be involved in a decision. Additionally, it allows for the establishment of
its own tools, templates and processes as wellas ensuring the incorporation of core
values into the decision-making process.
To support infrastructure and equipment, CentralHealth has established a
comprehensive Preventative M aintenance (PM ) Program designed to support the safe
delivery of service to clients and staff. This program is tracked through a regional
Computerized M aintenance M anagement System (CM M S) and customized PM
programs are established in accordance to manufacturers’ guidelines. In addition to
the PM system, processes are in place for identifying broken equipment, equipment
problems and product alerts and recalls. This is achieved through the ClinicalSafety
Reporting System (CSRS), communications from manufacturers, Health Canada and
the Emergency Care Research Institute. An electronic tracking program for alerts, the
Risk and Safety M anagement Alert System (RASM AS), is also in place.
CentralHealth is committed to moving toward a capitalplanning and priorities
process that is based on the criteria of equipment condition and usefullife guidelines
as set out by the American Society for Health Care Engineering. In keeping with this
commitment, CentralHealth has engaged VFA, a software package utilized to manage,
track, and assess facility infrastructure. VFA is considered to be a rolling toolas it

facilitates long term planning for infrastructure maintenance while maximizing the
allotted expenditures. The VFA process involves a Facility Condition Assessment (FCA)
and is designed to provide accurate infrastructure data that can be used by the
organization for planning and resource management (8).
With respect to physicalstructures and resources, CentralHealth has performed
considerable work on infrastructure needs in the past number of years. Criteria have
been developed for infrastructure priorities that are based upon audit and inspection
of facilities allowing for multi-year planning. Currently there are a totalof 122 ongoing
projects being completed in facilities throughout CentralHealth. The types of projects
range from flooring upgrades to the facilities in New-Wes-Valley, at Brookfield Hospital
and Bonnews Lodge, to the redevelopment and relocation of the dialysis unit at the
CentralNewfoundland RegionalHealth Centre (CNRHC) (9).
As part of the redevelopment of CNRHC, the ProvincialGovernment provided Central
Health approximately $22 million to redevelop the operating suites. The new
operating rooms are expected to be completed by early winter 2014 and then work
willbegin on the redevelopment of the old operating suites. This willrepresent a
significant milestone in the redevelopment of the physicalstructure at CNRHC (9).
Redevelopment of the Lewisporte Health Centre, specifically North Haven M anor, has
been ongoing since 2012. Phase 1 was completed in 2013. In Phase 1, North Haven
M anor and a Protective Care Residence (PCR) was completed. The PCR provides a
home-like secure environment for individuals with mild to moderate dementia. The
focus of care within the PCR is for residents to experience life as much as possible in
the same manner as it had been experienced prior to the onset of the disease.
Supervision and support for residents is provided by personalcare attendants 24
hours a day. Professionalstaff are accessible to provide care coordination, leadership
and recreation. Phase 2, with completion expected in 2014, involves the
redevelopment of the administrative offices, laboratory, x-ray and support services
departments.
Q UA LITY IM PROVEM ENT
CentralHealth has made significant progress in the area of quality improvement. In
2011, CentralHealth approved an Integrated Q uality Im provem ent Fram ew ork for the
organization. As a part of the Q I Framework, the Board Performance and Improvement
Committee (BPIC) of the Board of Trustees, is responsible for overseeing the quality of
care, patient safety and clinicalservice provided by the organization. Reporting to the
BPIC is the Q uality Improvement Oversight Committee (Q IOC) with a mandate to
ensure processes are in place to continuously improve the quality of care provided by
CentralHealth. The committee is also responsible for the coordination and oversight
with respect to accreditation and quality improvement projects/initiatives.
To fulfillone of its objectives, the Q IOC developed a “Step-by-Step G uide to
Im plem enting Q uality Im provem ent Initiatives at Central Health” in the spring of 2013.
This nine step process guides the user from problem/issue identification through to

project completion which provides a coordinated, collaborative approach for quality
improvement projects/initiatives organization wide.
In recent years, the organization has also adopted severalprocesses that contribute to
overallquality and safety of health care programs and services including appropriate
investigation of occurrence reports, concise case reviews, quality case reviews and
patient safety leadership walk rounds, which are detailed further in this report.
Education and training sessions related to the M odelof Improvement, Plan-Do-StudyAct (PDSA) and process mapping has also been provided.
In the M ay 2013 Accreditation Report, the surveyors noted that, “the organization does
wellwith supporting quality improvement, safety initiatives and risk assessment and
mitigation across the region. The organizations’ attention to quality and safety as one
of its three strategic goals has resulted in a shift in the culture of the organization.” (4).
Although there has been a shift in culture with significant gains realized, efforts are
required to embed quality improvement into everyday practice. To achieve this, the
organization willneed to focus on building the capacity of staff to lead quality
improvement initiatives by delivering education and training on improvement theory,
methods, tools and techniques. One quality improvement approach that is receiving
nationalattention in health care is Lean. Lean management principles have been used
effectively for decades in the automobile industry and have successfully been applied
to the health care industry. Lean education through training sessions, workshops,
webinars and article dissemination has been ongoing at CentralHealth for the past
year. Lean methods and tools have been used to a limited degree throughout the
organization.
In healthcare, “Lean is a client-focused approach to managing and delivering care
embedded in continuous improvement. Lean is based on the concept of servicing a
greater volume of clients, with improved quality and more satisfied staff … with the
same or fewer resources… using creativity before capital” (10). Lean is about focusing
on value-added activities while eliminating non-value added activities. Examples of
how Lean has been used in health care includes: enhancing flow in the Emergency
Department, reducing wait list procedures, reducing medicalerrors by standardizing
and streamlining processes, and decreasing health care costs due to inefficient use of
time and wasted supplies. M any health care authorities across the country have
trained staff in Lean methodologies and tools to help transform their health care
system.
The key principles of Lean encourage a focus on processes that deliver value, eliminate
waste, promote flow, and continuously improve the processes and the people. Lean
principles, when applied consistently, can have dramatic effects on productivity, cost
and quality. In order for Lean principles to take root, leaders must first work to create
an organizationalculture that is receptive to Lean thinking. The commitment to Lean
must start at the very top of the organization, and allstaff should be involved in
helping to redesign processes to improve flow and reduce waste (11).

There are a number of key elements that facilitate improvement work in an
organization (12). The following are required:
A reliable flow of information
Education and training for staff in improvement theory, methods and
techniques (every employee has basic quality improvement methods and how
to apply methods in their work)
Understanding time and change management necessary to change core
processes
Alignment of strategic goals and improvement goals
Leadership to guide and inspire change (12)
Allstaff need to see their role as providing care/services as wellas improving
care/services.
Facilitators who have knowledge in quality improvement methods,
approaches, tools and techniques to support quality improvement initiatives.
With respect to a reliable flow of information required for quality improvement
processes, measurement, along with tracking and monitoring of indicators is required.
In the Healthcare M anagem ent Review , participants identified that the utilization of
indicators for ongoing monitoring and improvement was a requirement. One of the
domains of the draft Leadership Accountability Fram ew ork is performance and results.
Access to performance information is required for managers to be effective in this
domain.
At CentralHealth there are significant amounts of data collected and stored.
Retrieving the data and turning that data into usable information is often a resource
intensive activity. At the present time, there is no one location in the organization
identified to receive and process requests for information required for indicator
development, improvement initiatives, monitoring and auditing, etc.
CentralHealth is challenged at times to produce the data, information and in turn the
knowledge to focus improvement efforts and to inform decision making without the
expenditure of significant human resources. Business intelligence tools, discussed
later in this report, and a structured process to request and retrieve data/information
in the organization, need consideration. Recently, CentralHealth has partnered with
the Newfoundland and Labrador Centre for Health Information (NLCHI) to obtain
performance information to inform improvement efforts. This partnership should be
enhanced.

COM M UNITY – W H O W E SERVE
DEM OG RA PH ICS
The population of the centralregion is 94,415, indicating a population decrease of 5.9
per cent since 2003. This is compared to a provincialdecline of 3.5 per cent during the

same time period (13) (14) (15) (16). Considering the current population figures, the
overalldecline in the population has slowed.
Table 2: Central Health and Provincial Population Change 1996-2006
Central H ealth
Year

N ew foundland and Labrador

Population

Change in
Population (% )

Population

Change in
Population (% )

1996

111,335

-

551,792

-

2001

99,865

-10.3 %

512,930

- 7.0 %

2006

95,460

- 4.4 %

505,470

- 1.5 %

Source: Statistics Canada Census (1996-2006)

The following figures demonstrate the shift in the age of the population over time.
Fig.1 Central Health Population Change by Age Cohort (1991-2006)
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Source: Statistics Canada Census (1991-2006)

Fig.2 Central Health Population Changes by Age Cohort (2003-2013)
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Note that information provided below is the projected population or an estimate of
how the population willtrend in the coming years. The trends noted above are
expected to continue over the next 15 years. Illustrated below are the population
projections for the centralregion up to the year 2025. Not only willthe age
distribution change, but also the population is expected to decline from 94,415 in
2013 to 85,513 in 2025 (17).
Fig.3 Central Region Population Projections 2010-2025
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SCH OOL ENROLLM ENT
Data from Community Accounts indicates that there has been a steady decline in the
totalnumber of students enrolled in schools in the centralregion. There has been a 3.4
per cent decrease in the number of students enrolled in Kindergarten to grade 12
since 2010 (18). The number of schools throughout the centralregion has declined
from 75 in 2004-2005 to 65 in 2012-2013 (19). The trend of fewer schools and
decreased enrollment may be contributed to out-migration, low birth rates and the
aging population in the region.
Fig.4 Central Region Total N um ber ofStudent Enrollm ents (2007-2013)
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DEPENDENCY RA TIO
The dependency ratio is the ratio of the combined population aged 0-19 years and 65
years and older to the population aged between 20 to 64 years (20).
(0-19 years)+ (65 years plus)com p ared to (20-64 years)
This ratio is usually presented as the number of dependents for every 100 people in
the working age population. In 2012, the dependency ratio of the centralregion was
66.7 per cent, compared to the provincialratio of 58.7 per cent and the Canadian ratio
of 59.5 per cent (20).
M IG RA TION CH A NG ES
According to data available through Statistics Canada, in 2011-2012 the out-migration
numbers reached 10,829 for the province (21). Recent challenges in the fishery and
forestry industries, and the increased number of attractive high paying jobs in other
provinces, particularly Alberta, have provided strong incentives for people to migrate.

Fig.5 N ew foundland and Labrador O utm igration 2008-2012
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Furthermore, the geographic distribution of the population has changed and
generally the population of ruralcommunities has declined, while the population of
urban areas has grown. For example, between 2006 and 2011, the population of
metropolitan areas in Newfoundland and Labrador increased from 58 per cent to 59
per cent of the province’s totalpopulation while the population in the ruralareas
declined by approximately 1 per cent.
Due to migration changes, factors that need to be considered are:
Socialand emotionalimplications for families
Overallimpact on family structure
A shift in the demand for services and access to these services
Impact on citizens available to be community volunteers
Impact on resources in the community (i.e., snow clearing, childcare, home
support workers, etc.)
B IRTH RA TES
In 2011, approximately 4,463 live births were reported in Newfoundland and Labrador;
670 in CentralHealth indicating a 13.0 per cent decrease since 2010 when there were
770 births in the centralregion. The number of live births in the province has
decreased 10 per cent since 2009 when 4856 births were recorded.
In 2011, the totalbirth rate for the centralregion was 7.0. The totalbirth rate for the
province in 2011 was 9.0 (18). The totalbirth rate is defined as the ratio of live births to
the population expressed per 1,000.

Fig.6 Central Health and Provincial Crude Birth Rates
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Teen pregnancy is defined as the number and rate of pregnancies per 1,000 women
aged 15 to 19. The pregnancies include live births, induced abortions and fetalloss,
including stillbirths (at least 20 weeks gestation or fetalweight of at least 500 grams)
and cases of spontaneous abortion, illegally induced abortion, other and unspecified
abortion treated in generaland allied hospitals in Canada (20). The figure below shows
the totalnumber of reported teen pregnancies in the centralregion from 2005 to
2009. The trend has been relatively stable since 2005.
Fig.7 Central Health Total N um ber ofTeen Pregnancy 2005-2009
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A B ORIG INA L/IM M IG RA NT A ND M INORITY POPULA TIONS
Identifying aboriginal, immigrant and minority populations is important to ensure that
the most appropriate health services are provided since health status characteristics
and the determinants of health affecting these populations groups are different.
The following table summarizes the population of Aboriginalindividuals as wellas
immigrants and visible minorities in the region and how they compare to the province
and the country as well. The information presented is the most recent available,
however, given the current trend to employ immigrant workers in the province, more
current data may indicate an increase in this population since 2006 (16).
Table 3: Aboriginal, Visible M inority and Im m igrant Populations (2006)
Central Region

N ew foundland &
Labrador

Canada

Aboriginal

3.1%

4.7%

3.8%

V isible Minority

0.7%

1.1%

16.2%

Im m igrant

0.8%

1.7%

19.6%

Source: Statistics Canada Census (2006)

Based on these population demographics highlighted in the section above, the
following factors must be considered:
There is an aging population
There is a declining workforce
There are fewer youth and family members available for providing support of
aging or sick loved ones
There has been a decline in schoolenrollment
There may be a shift in requirements for services, location, access, and resource
allocation considering the changing demographics
INFLOW /OUTFLOW RA TIO
The inflow/outflow ratio is the number of separations (discharges and deaths) from
acute care/same day surgery facilities within a given region divided by the number of
acute care/same day surgery separations generated by residents of that region (20).
The inflow/outflow ratio is a measure of the utilization by residents of a specified
region and whether they are accessing care within or outside the region. The following
points describe how to interpret ratio values when determining the inflow/outflow in
a health center.

A ratio less than one Health care utilization by residents in a region exceeds
care provided within that region, suggesting an outflow effect. In other words,
residents traveled outside the region for health care services.
A ratio ofgreater than one Health care provided by a region exceeds the
utilization by its residents, suggesting an inflow effect. In other words,
residents from other regions are utilizing health care services from the region.
A ratio ofone Health care provided by a region is equivalent to the
utilization by its residents, suggesting that inflow and outflow activity are
equal.
A ratio ofzero None of the institutions in the region are able to provide
desired services and residents received care outside of their region.
At times, residents of the centralregion are required to traveloutside of the Central
Health region for services due to geographic location or more accommodating wait
times. For example, residents from the Coast of Bay region may travelto Burin due to
the closeness of the communities by boat. In contrast, residents from outside the
region are sometimes referred to CentralHealth due to shorter wait times. For
example, some residents of the Eastern region travelto Gander for hip replacement
procedures as the wait times are shorter than those of Eastern Health. Table 4 provides
overallinflow/outflow ratios as wellas figures for specific surgicalprocedures (20).
Table 4: Inflow /O utflow Indicators 2009-2011
H ip Replacem ent
Region

2009

2010

2011

Central

0.95

0.91

0.93

Eastern

1.07

1.02

1.01

W estern

0.95

1.00

1.08

Labrador-G renfell

0.71

0.94

0.85

Knee Replacem ent
Central

1.07

1.07

1.05

Eastern

1.01

0.99

0.98

W estern

0.95

0.98

1.06

Labrador-G renfell

0.77

0.82

0.83

H ysterectom y
Central

0.96

0.91

0.91

Eastern

1.06

1.06

1.08

W estern

0.98

1.01

0.99

Labrador-G renfell

0.83

0.75

0.76

O verall Inflow /O utflow Ratio
Central

0.85

0.84

0.84

Eastern

1.11

1.10

1.10

W estern

0.94

0.94

0.93

Labrador-G renfell

0.85

0.83

0.81

Source: CIHI Health Indicators (2009-2011)

In 2011, CentralHealth had an inflow/outflow ratio for hip replacements of 0.93. To
explain this indicator further, if the residents of centralregion had 100 hip
replacements in 2011, then CentralHealth performed only 93 of those hip
replacements. This indicates that 7 of the centralregion residents traveled outside the
region for service (20).
Alternately, in 2011, CentralHealth had an inflow/outflow ratio for knee replacements
of 1.05. During this timeframe, if CentralHealth performed105 knee replacement
surgeries the five knee replacements were performed on residents living outside the
centralregion (20).

H EA LTH STA TUS

Source: CIHI Health Indicators (2013)

W ELL-B EING
Well-being is defined as broad measures, both culturaland biological, of the physical,
mentaland socialconditions of individuals (22). In this section, various measures of
well-being are presented for the centralregion as wellas provincialand national
comparative information. Additionally, CentralHealth is committed to optimizing the
well-being of employees, recognizing that staff are members of the larger central
region population, through participation in the Excellence Canada’s M entalHealth at
Work Project. Information on this award winning initiative is detailed in this section.
PERCEIVED H EA LTH
Perceived health refers to the perception of a person’s health in general, where health
means not only the absence of disease or injury but also physical, mentaland social
well-being. In 2012, approximately 62 per cent of the population aged 12 and over in
the centralregion reported their own health status as either excellent or very good;
this has increased since 2009 when 57 per cent reported their own health status as
either excellent or very good. The results for 2012 are comparable to the provincial
and the nationalaverage of 60 per cent (22).
M ENTA L H EA LTH STA TUS
Self-reported mentalhealth status provides a generalindication of the population
suffering from some form of mentaldisorder, mentalor emotionalproblems or
distress, not necessarily reflected in self-reported perceived health. In 2012,
approximately 78 per cent of the population aged 12 and over in the centralregion
reported that their mentalhealth was excellent or very good. This is comparable to the
provincialaverage of 73 per cent. There was a smallvariance among men and women
with females rating 79 per cent and males rating 77 per cent (22).
LIFE STRESS STA TUS
Life stress status refers to an individual’s perception of the levelof stress in their life
ranging from not at allstressfulto extremely stressful. In 2012, approximately 14 per
cent of individuals age 15 and older reported having lives that were quite a bit or
extremely stressful. This rate is similar to the rates found in the 2009 survey, which
reported 15 per cent and slightly higher than the provincialrate of 13 per cent in 2012
(22).
B IRTH -RELA TED INDICA TORS
The indicators described below are key determinants to both the health and wellbeing of an infant and a new mother. Low birth weight, smallfor gestationalage, and
preterm births are key determinants of infant survival, health, and development (23).
Furthermore, high birth weight and large for gestationalage may result in
complications for the infant and mother during birth and may be associated with an

increased risk of diabetes. In the centralregion, high birth weight and large for
gestationalage babies may be related to rates of overweight/obesity and diabetes
which are discussed later in this report.
Table 5: Birth-Related Indicators (2005/2007)
Central H ealth

N ew foundland &
Labrador

Canada

Low Birth W eight

4.8%

6.4%

6.0%

Sm all for G estational Age

5.2%

6.6%

8.4%

Pre-term Births

7.7%

10.0%

7.8%

H igh Birth W eight

3.4%

3.0%

1.9%

Large for G estational Age

15.0%

15.7%

10.9%

Indicators

Source: Statistics Canada Canadian VitalStatistics Birth Database (2005-2007)

EX CELLENCE CA NA DA ’S M ENTA L H EA LTH A T W ORK
The Employee Wellness/Health and Safety Division of CentralHealth provides services
to ensure the health and safety of allemployees and to promote individualand
organizationalwellness. One initiative of this division, in partnership with M ental
Health and Addictions Services, was the establishment of the Workplace Wellness
Committee. This group is currently leading CentralHealth in a nationalpilot project
involving the promotion of mentalhealth and psychologicalsafety in the workplace.
The committee recognized that workplace strategies which integrate mentalhealth
promotion with job stress intervention hold particular promise in building a healthy
workplace, as they address mentalhealth problems regardless of cause, while
simultaneously reducing work-related factors contributing to illmentalhealth (5).
CentralHealth’s participation in Excellence Canada’s M ental Health at Work provides a
foundation for a healthy and safe workplace. The impact of worklife on overallwellbeing is wellestablished. CentralHealth recognized that improving the well-being of
employees also means impacting the well-being of the larger population (5).
The M ental Health at Work project involves various levels of certification and in 2011
CentralHealth achieved Level1. CentralHealth’s efforts to promote and protect
mentalhealth in the work environment were rewarded in M arch 2013 when Central
Health received Level2 certification. To achieve Level3 certification, CentralHealth
has identified priorities for future action including, but not limited to, continued
training for managers, staff training, dissemination of information and development of
work-related mentalhealth policy (5).
At the 2013 Aw ards for Excellence ceremony in Toronto, Ontario on October 30, 2013,
CentralHealth was honored to receive Excellence Canada’s M ental Health at Work
Bronze Aw ard.

H EA LTH CONDITIONS
Health conditions are alterations or attributes of the health status of an individual
which may lead to distress, interference with daily activities, or contact with health
services; it may be a disease (acute or chronic), disorder, injury or trauma, or reflect
other health related states such as pregnancy, aging, stress, congenitalanomaly, or
genetic predisposition (20).
CH RONIC CONDITIONS
The World Health Organization (WHO) and Centers for Disease Controland Prevention
(CDC) defines chronic disease as a “disease of long duration and generally slow
progression” (24). There are many different chronic diseases including, but not limited
to arthritis, cancer, chronic pain, diabetes, heart disease, lung disease and stroke.
In the centralregion, between 2005 and 2012, there was a reported increase in all
chronic conditions noted below in Table 6, with the exception of asthma and mood
disorders (25) (26).
Table 6: Percentage (% ) ofPopulation (age 12 and over) w ith Chronic Conditions
Region

Arthritis

D iabetes Asthm a

H igh
BP

CO PD

Mood
D isorders

Central H ealth (2005)

24.7

8.1

7.6

20.4

5.8 E

4.5 E

Central H ealth (2012)

25.5

9.9

6.5 E

24.4

-

4.4 E

E

Use with caution
Source: Statistics Canada, Canadian Community Health Survey (CCHS) (2012)

Not only are the rates of chronic disease increasing in the region, but central
Newfoundland and Labrador is leading the country with its high incidence of arthritis,
diabetes, and high blood pressure as displayed in Fig.8 below (22).
Fig.8 Com parison ofChronic D isease Rates 2012
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Risk factors associated with the development of chronic disease include smoking,
physicalinactivity, unhealthy diet, and excessive alcoholuse (27) (28), which
contribute to high blood sugar, blood pressure, cholesteroland excess body fat.
Though these factors contribute to the development of chronic conditions, there is
also an increased risk for developing chronic disease as we age. It has been found that
about 95 per cent of the province’s residents aged 65 years or older have at least one
chronic condition (29).
The following figures present the percentage of the population aged 12 and over
reporting having a chronic condition from 2008 to 2012 for arthritis, diabetes, and
high blood pressure. Notice the continualupward trend of increasing rates of chronic
conditions in the centralregion. Historically the population of the centralregion has a
higher incidence of arthritis, diabetes, and high blood pressure as compared to the
provincialand nationalrate with the exception of arthritis in 2010.
Fig.9 Com parison ofIncidence ofHigh Blood Pressure 2008-2012
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Fig.10 Com parison ofIncidence ofArthritis 2008-2012
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Fig.11 Com parison ofIncidence ofD iabetes 2008-2012
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H IG H B LOOD PRESSURE
Blood pressure, the force of blood against the walls of arteries, is measured as systolic
and diastolic pressures, with the systolic pressure recorded above the diastolic
number. Blood pressure lowers and rises throughout the day, with activity and
emotions, and tends to rise with age. Risk factors for high blood pressure, also known
as hypertension, include unhealthy lifestyle, other medicalproblems, medications,
race/ethnicity, and heredity. There are typically no symptoms associated with high
blood pressure itself, though it may be causing damage to the heart, blood vessels,
kidneys and other body parts (30).
High blood pressure is a serious condition that can lead to chronic health conditions,
such as coronary heart disease, heart failure, stroke, and kidney failure. High blood
pressure can often be prevented or controlled by reducing sodium intake, being
active, and keeping a healthy weight. Excess sodium intake is estimated to attribute to
almost 30% of hypertension cases. M edications, such as Beta Blockers and ACE
Inhibitors, are often included in treatment plans for those with high blood pressure.
High blood pressure is the most common reason for a physician visit and for taking
medication. In Canada, high blood pressure affects more than one of five people.
Women with blood pressure higher than normal(120/80mmHg), are at least 2.5 times
at greater risk of developing cardiovascular disease. In Canada in 2003, over 2.3 billion
dollars was spent on physician, medication and laboratory costs related to
hypertension. As noted in the graph, 24 per cent of the centralregion aged 12 and
over, have high blood pressure, which is slightly higher than the province and country
(31).

DIA B ETES
Diabetes is a serious chronic condition that has become increasingly common in
Canada. Persons living with diabetes are at risk for heart disease, stroke, circulatory
problems, nerve damage and blindness (32). In the province, approximately 34,235
people reported having diabetes in 2012, with females reporting slightly higher rates
of the disease. In the centralregion, the prevalence of diabetes for those 12 and over
was 9.9 per cent in 2012, the highest in the province (22).
The impact diabetes can have on clients living with the chronic condition, and the
health care system, is alarming and widespread. Due to comorbidities associated with
diabetes, clients have a higher likelihood of hospitalization than those without
diabetes. For example, individuals with diabetes are three times more likely to be
hospitalized with cardiovascular disease, 12 times more likely to be hospitalized with
end-stage renaldisease, and almost 20 times more likely to be hospitalized with lower
limb amputations. Additionally, diabetes is a chronic condition that is often
accompanied by other chronic conditions such as Chronic Obstructive Pulmonary
Disease (COPD) and heart failure. In Canada, over 36 per cent of individuals living with
diabetes have two chronic conditions and over 12 per cent are living with three or
more chronic conditions. Statistics Canada estimates that by 2018 there willbe 3.7
million individuals in Canada living with diabetes (33).
Since individuals living with diabetes are required to access health care services at a
rate higher than individuals living without the condition, there is an economic impact
of diabetes on the health care system. For example, individuals living with diabetes
access their family physician twice as often and specialists three times as often, as
those without the condition. Higher utilization of services indicates a higher cost
associated with treating and monitoring diabetes (33).
H EA RT FA ILURE
Heart Failure, often called congestive heart failure, occurs when the pumping action of
the heart is not sufficient to maintain blood flow to meet the needs of the body (34)
(31) (35). Risk factors include hypertension, ischemic heart disease, valvular heart
disease, diabetes mellitus, heavy alcoholconsumption, chemotherapy, family history,
smoking, obesity and hyperlipidemia (34) (35).
Heart failure is a serious condition and there is no cure but with lifestyle changes and
treatment options, individuals can manage the condition very well. Treatment
depends on the severity and cause of the disease. In a chronic patient in a stable
situation, treatment commonly includes medications with lifestyle changes, such as
smoking cessation, dietary changes, and light exercise. In some cases, heart failure
may be treated with implanted devices, such as pacemakers, or a heart transplant (34)
(35).
It is estimated that approximately 500,000 Canadians live with heart failure and it is
rising as more people survive heart attacks and other acute heart conditions (35). In

Canada, chronic heart failure hospitalizations occur frequently and accounts for a large
number of hospitalbed-days and re-admissions (36). According to internaldata, there
were 885 admitted patients with a diagnosis of heart failure between April2011 and
April2013 in CentralHealth (37). In both fiscalyears, 70 per cent of allpatients
admitted with heart failure were admitted to either JPM RHC or CNRHC, as indicated in
the table below. The average length of stay for heart failure at CentralHealth is 11.98
days.
Table 7: N um ber ofPatients Adm itted w ith Heart Failure 2011-2013
H eart Failure - CentralH ealth
Congestive Heart Failure, Left Ventricular Failure and Heart Failure Unspecified,I500 – I51
A pril1,2011 –
A pril1,2012 –
Facility
M arch 31,2012
M arch 31,2013
CentralNewfoundland RegionalHealth Centre

197

189

James Paton M emorialRegionalHealth Centre

120

117

A.M . Guy M emorialHealth Centre

1

2

Baie Verte Peninsula Health Centre

23

23

Green Bay Health Centre

19

22

Connaigre Peninsula Community Health Centre

23

13

Brookfield Bonnews Health Centre

36

12

Fogo Island Health Centre

5

17

Notre Dame Bay M emorialHealth Centre

29

37

TOTA L

453

432
Source: 3M , CentralHealth, 2013

CH RONIC OBSTRUCTIVE PULM ONA RY DISEA SE (COPD)
Chronic Obstructive Pulmonary Disease (COPD), the fourth leading cause of death in
Canada, is a chronic disease characterized by shortness of breath, cough, and sputum
production. COPD is an umbrella term for a number of progressive pulmonary
diseases including chronic bronchitis and emphysema. COPD is most frequently
diagnosed in individuals, male and female, aged 55 years or older and in many cases
the individualhas both chronic bronchitis and emphysema (38). As the disease
progresses, the severity of symptoms and the risk of premature death increase.
Individuals with COPD often report difficulty getting a good night sleep, doing chores
and errands, participating in daily activities, and maintaining regular working hours
(39). In the 2010-2011 fiscalyear, there were 125 COPD inpatient acute cases in Central
Health (40).
The economic burden associated with COPD exacerbations on the Canadian health
care system has been estimated in the range of $646 to $736 million dollars per

annum (41) and COPD as a whole, is estimated to cost the system up to $1.5 billion per
year. In Canada, patients admitted to hospitalwith a COPD lung attack, spend an
average of 10 days, costing an average of $10,000 per stay (42). According to data from
NLCHI, the average length of stay at CentralHealth for a patient with COPD as the
most responsible diagnosis is 9.16 days.
There are severalmodifiable risk factors for COPD. In approximately 80 to 90 per cent
of COPD cases, cigarette smoking is the primary underlying cause of the disease (38).
Other risk factors include exposure to second hand cigarette smoke, exposure to
environmentalor workplace dusts (e.g., coaldust, grain dust), history of chronic
childhood lung infections, and heredity. Although there is no cure for the disease, it is
preventable and can be best managed through smoking cessation. Smoking cessation
prior to the onset of disease reduces the risk of developing COPD and smoking
cessation after the onset of the disease helps slow the progress of the disease. In
addition to smoking cessation, maintaining a healthy lifestyle, medication adherence
and annualinfluenza vaccinations can help individuals with COPD achieve better
symptom control, reduce illness and hospitalizations and, therefore, improve their
quality of life (39).
CA NCER
It is estimated that there willbe 187,600 new cases of cancer and 75,300 deaths from
cancer in Canada in 2013. The following table illustrates the most commonly occurring
types of cancer which are prostate, lung, breast and colorectalcancers (43).
Table 8: Cancer Incidence 2005-2007 (Age-standardized Rate per 100,000 Population)
Region

Colorectal

Lung

Breast

Prostate

O ther

Total

Central H ealth

62.5

46.5

80.9

102.1

57.8

349.8

Eastern H ealth

72.2

54.7

92.8

137.4

55.5

412.6

W estern H ealth

69.2

42.5

80.8

105.7

66.3

364.5

Labrador/G renfell

52.5

34.6

50.0

74.9

60.8

272.8

NL

68.7

49.7

85.8

120.3

58.1

382.6

Canada

49.9

56.9

98.4

124.3

75.4

404.9

Sources: Statistics Canada, Canadian Cancer Registry (CCR) Database (July 2011 file)

Lung, breast, colorectaland prostate cancer continue to be the most common types of
cancer in Canada, excluding non-melanoma skin cancer. Based on 2013 estimates,
these cancers account for 52 per cent of allcancer cases; prostate cancer accounts for
26 per cent of allnew cancer cases in men; lung cancer accounts for 14 per cent; breast
cancer accounts for 26 per cent; and colorectalcancer 13 per cent.

The following table provides the age-standardized rate of death per 100,000
population for residents of the centralregion as compared to other RHAs, the province
and Canada (44).
Table 9: Cancer Related Rate ofD eath 2005-2007 (per 100,000 Population)
Region

Colorectal

Lung

Breast

Prostate

O ther

Total

Central H ealth

33.6

61.0

14.2

10.0

140.4

259.2

Eastern H ealth

30.5

63.5

20.0

12.1

122.1

248.2

W estern H ealth

31.4

83.8

18.4

19.7

134.1

287.4

Labrador/G renfell

27.5

46.2

11.5

8.0

99.5

192.7

NL

31.0

65.0

18.0

12.7

125.9

252.6

Canada

22.6

55.4

15.1

10.9

103.2

207.2

Source: Statistics Canada Canadian VitalStatistics Death and Demography Database (2005-2007)

H OSPITA LIZED STROKE A ND A CUTE M Y OCA RDIA L INFA RCTION (A M I)RA TES
Health indicators are helpfulin assisting organizations, such as CentralHealth, to focus
on areas of improvement such as hospitalization from stroke and acute myocardial
infarction (AM I). AM I is more commonly known as heart attack. CIHI calculates rates of
hospitalization for both of these conditions. Both rates are defined as the rate of new
events admitted to an acute care hospitalper 100,000 population age 20 and older.
For both conditions, a new event is defined as a first-ever hospitalization or a recurrent
hospitalization occurring more than 28 days after the admission from the previous
event in the reference period (20).
This data is significant as AM I is one of the leading causes of morbidity and death. The
rates of AM I and stroke are one of the leading causes of long-term disability and death.
M easuring both is usefulin developing health promotion strategies, estimating costs
and allocating health care resources. However, measuring both AM I and stroke that
are admitted to acute care does not reflect allcases as there are also non-diagnosed
events and fatalevents outside the hospital. The following two figures display the
trend in AM I and stroke hospitalizations from 2007 to 2011 for the centralregion, the
province and the country (20).

Fig.12 Com parison ofAM IHospitalizations (per 100,000 Population)
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Fig.13 Com parison ofStroke Hospitalizations (per 100,000 Population)
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From the numbers presented in Figs.12 and 13 it is evident that overallin 2011, Central
Health had slightly fewer hospitalizations from AM I and stroke than the province as a
whole. For AM I, 2011 was the first year that the rate for the centralregion was lower
than the provincialrate. However, it is noteworthy that the centralregion and
Newfoundland and Labrador hospitalizations for both conditions are significantly
higher than the nationalaverage, particularly for AM I (20).

H UM A N FUNCTION
Levels of human function are associated with the consequences of disease, disorder,
injury and other health conditions. They include functionalhealth, disability/ability,
activity limitations, and life expectancy (20).

FUNCTIONA L H EA LTH
Functionalhealth is defined as the population, aged 12 and over, reporting measures
of overallfunctionalhealth, based on 8 dimensions of functioning (vision, hearing,
speech, mobility, dexterity, feelings, cognition and pain).
In 2010, of the respondents in the centralregion, 79.3% reported to have good to full
functionalhealth. This compared to 79.4% of the provincialrespondents and 81.2% of
the nationalrespondents reporting good to fullfunctionalhealth (22).
DISA B ILITY -FREE LIFE EX PECTA NCY
Disability-free life expectancy distinguishes between years of life without any activity
limitation and years of life with at least one activity limitation. Thus the emphasis of
this indicator is not based solely on the length of life but the quality of life. The
residents of the centralregion have a disability-free life expectancy at birth of 69.2
years as compared to the provincialrate of 68.1 years and nationalrate of 68.6 (45).
DISA B ILITY -A DJUSTED LIFE EX PECTA NCY (DA LE)
Disability-adjusted life expectancy, DALE, not only measures the quality of life but
assigns four states of health including:
No activity limitations
Activity limitations in leisure activities or transportation
Activity limitations at work, home and/or school
Institutionalization in a health care facility
In 1996, the residents of the centralregion had a DALE rate of 74.3 years which
compares to a provincialrate of 73.7 years and nationalrate of 74.5 years (45).
LIFE EX PECTA NCY A ND H EA LTH -A DJUSTED LIFE EX PECTA NCY (H A LE)
Life expectancy refers to the number of years a person would be expected to live
based on mortality statistics (45). The life expectancy in 2007-2009 for the province
was 78.9 years; 76.5 years for males and 81.2 years for females (46). Where life
expectancy measures quantity of life, the Health Adjusted Life Expectancy (HALE)
measures quality of life by examining the number of years a person would be
expected to live in fullhealth. In 2006, males in Newfoundland and Labrador were
expected to live in fullhealth for 66.3 years and females for 69.4 years (46). Note that
regionalnumbers are not available for this measure.
INJURY H OSPITA LIZA TION
Injury hospitalization is defined as the age-standardized rate of acute care
hospitalization due to injury resulting from the transfer of energy (excluding

poisoning and other non-traumatic injuries), per 100,000 population (20). In 2011, the
injury hospitalization rate for CentralHealth was 507 per 100,000 population as
compared to 606 for the province. This indicator is important as it can guide injury
prevention programs such as public education, product development and use,
community and road design, and prevention and treatment resources. In 2007, Central
Health hired an Injury Prevention Coordinator. This position has been instrumentalin
providing education in the area of accident and injury prevention.
Fig.14 Injury Hospitalization Rate (Central Health, N ew foundland, and Canada) 2011
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DEA TH
Death indicators are a range of age-specific and condition specific mortality rates as
wellas derived indicators (20).
INFA NT M ORTA LITY A ND PERINA TA L M ORTA LITY
Infant mortality is a long established measure of the well-being of a society. This
indicator reflects the levelof mortality, health status, and health care of a population,
the effectiveness of preventive care and the attention paid to maternaland child
health. Perinatalmortality reflects the standards of obstetric and pediatric care as well
as the effectiveness of public health initiatives (46).
Infant m ortality – infants who die in the first year of life, expressed as number per
1,000 live births.

Fig.15 Com parison ofInfant M ortality Rate (per 1,000 Population) 2010-2012

Source: Live Birth System and M ortality System, 2010-2012, Centre for Health Information

Perinatal m ortality – late fetaldeaths (stillbirths with a gestationalage of 28 weeks or
more) and early neonataldeaths (deaths of infants aged less than one week) per 1,000
totalbirths (includes stillbirths).
Fig.16 Com parison ofPerinatal M ortality Rate (per 1,000 Population) 2010-2012

Source: Live Birth System and M ortality System, 2010-2012, Centre for Health Information;
Stillbirth Database, 2010-2012, Centre for Health Information

As illustrated in the graph above, the rates of infant mortality for CentralHealth have
been lower than the provincialrate for the three years noted. In 2010 and 2011, the
infant mortality rate for CentralHealth was lower than the Canadian rate which was
5.0 and 4.8 respectively.
With respect to perinatalmortality, CentralHealth has seen a significant increase from
2010 to 2012. The 2012 rate exceeds allother RHAs in the province and the provincial
rate.
CRUDE M ORTA LITY RA TES
Crude mortality rate refers to the number of deaths that occur per 1,000 population
(20). Below, Fig.17 shows the totalnumber of deaths while Fig.18 shows the crude
mortality rate by sex for the centralregion from 2007-2011. This indicator measures
the overallhealth of the population and represents data that correlates with life
expectancy. As illustrated by the graphs below, males consistently have a higher
mortality rate than females. This trend is found throughout the province and the
country.
Fig.17 Central Region Total N um ber ofD eaths by Sex 2007-2011
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Fig.18 Central Region Crude D eath Rate by Sex 2007-2011
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A CUTE M Y OCA RDIA L INFA RCTION (A M I)A ND STROK E IN-H OSPITA L M ORTA LITY
RA TES
The 30-Day Acute M yocardialInfarction (AM I or heart attack) In-HospitalM ortality Rate
is defined as the risk adjusted rate for allcauses of in-hospitaldeath occurring within
30 days of first admission to an acute care hospitalwith a diagnosis of AM I (47). The
30-Day Stroke In-HospitalM ortality Rate is defined as the risk adjusted rate for all
causes of in-hospitaldeath occurring within 30 days of first admission to an acute care
hospitalwith a diagnosis of stroke.
Some suggest that because AM I and stroke are leading causes of death, there is a
possibility that a lower risk-adjusted mortality rate following each event relates to the
underlying effectiveness of treatment and the quality of care provided (47).
Fig.19 30-D ay AM IIn-Hospital M orality Rate Com parison (Regional, Provincial, N ational)
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Fig.20 30-D ay Stroke In-Hospital M orality Rate Com parison (Regional, Provincial,
N ational) 2007-2010
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5-DA Y & 30-DA Y POST-OPERA TIVE ICU M ORTA LITY RA TE FOR SURG ERY
PA TIENTS
The 5-day and 30-day post-operative mortality rate is often used as an indicator of
quality in surgicalcare. Presented below are the 5-day and 30-day Post-Operative ICU
M ortality Rates for surgery patients. In the first two fiscalyears presented, Central
Health had the highest rate in the province, but the rate dropped in 2011-2012 below
the provincialaverage (20).
Table 10: 5-day and 30-day Post-operative ICU M ortality Rate for Surgery Patients, Fiscal
Year 2009/10 – 2011/12

FiscalY ear
2009-2010
2009-2010
2009-2010
2009-2010
2009-2010

Province
Eastern Health
CentralH ealth
Western Health
Labrador-GrenfellHealth

Num b er
of
Patients
2335
1224
503
449
159

2010-2011
2010-2011
2010-2011
2010-2011
2010-2011

Province
Eastern Health
CentralH ealth
Western Health
Labrador-GrenfellHealth

2388
1265
520
436
167

H osp ital

5-day M ortality
Num b er
of
M ortality
deaths
Rate
180
7.71%
93
7.60%
46
9.15%
33
7.35%
8
5.03%
193
100
44
41
8

8.08%
7.91%
8.46%
9.40%
4.79%

30-day M
Num b er
of
deaths
319
178
77
54
10
314
163
78
64
9

ortality
M ortality
Rate
13.66%
14.54%
15.31%
12.03%
6.29%
13.15%
12.89%
15.00%
14.68%
5.39%

2011-2012
Province
2383
208
8.73%
339
14.23%
2011-2012
Eastern Health
1301
121
9.30%
200
15.37%
2011-2012 CentralH ealth
497
44
8.85%
69
13.88%
2011-2012
Western Health
409
37
9.05%
56
13.69%
2011-2012
Labrador-GrenfellHealth
176
6
3.41%
14
7.95%
Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System, 2009/102011/12

LEA DING CA USES OF DEA TH
In 2009, the leading causes of death reported for the centralregion were (48):
Circulatory system diseases (31.1 per cent of alldeaths, as compared to 31.7
per cent for Newfoundland and Labrador)
Cancer (30.9 percent of alldeaths, as compared to 32.2 per cent for the
province and 29.8 per cent for the country)
Endocrine/nutritional/m etabolic diseases (8.7 per cent of alldeaths, as
compared to 6.1 per cent for the province)
Fig.21 Leading Causes ofD eath in the Central Region (2009)
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For comparison purposes, the three leading causes of death reported for the central
region in 2006 were:
Circulatory system diseases (36.3 per cent of alldeaths)
Cancer (26.3 per cent of alldeaths)
Endocrine,nutritional and m etabolic diseases (6.8 per cent of alldeaths)
From 2006 to 2009, there was a decrease in the deaths due to diseases of the
circulatory system and an increase in the deaths related to cancer and endocrine,
nutritionaland metabolic diseases. The top five causes of death have remained the
same.
There is a strategy underway within CentralHealth to implement best practices
regarding stroke care. There is no established cardiac rehabilitation program at Central
Health.

H OSPITA L STA NDA RDIZED M ORTA LITY RA TIO
The HospitalStandardized M ortality Ratio (HSM R) is broad system-levelindicator of
healthcare quality that measures whether the death rate at a hospitalis lower or
higher than would be expected. The HSM R compares the actualnumber of deaths to
the number that would be expected based on the types of patients a hospitalor
region treats. The HSM R = observed deaths/expected deaths x 100, with the
benchmark for adjusted hospitaldeath rates being 100 (49).
In 2011-2012, CentralHealth’s HSM R was 127, which was the highest HSM R in the
country. A HSM R Steering Committee was established in 2012 to investigate and
facilitate the use of the HSM R data as a quality indicator for the evaluation of hospital
mortality rates. Significant work has been undertaken to create an awareness of HSM R,
improve data quality, and physician documentation. As a result of these efforts, in
2012-2013, CentralHealth’s HSM R dropped to 112 (50).
There is a significant time commitment required to understand and act upon the
HSM R data once it is deemed to be valid. To be successfulin measuring, evaluating
and reducing hospitalmortality rates chart review processes, such as the “M ove Your
Dot!” and the “GlobalTrigger Toolfor M easuring Adverse Events”, developed by the
Institute of Healthcare Improvement (IHI), willneed to be implemented at Central
Health (50).

NON-M EDICA L DETERM INA NTS OF H EA LTH

Source: CIHI Health Indicators (2013)

H EA LTH B EH A VIOURS
Health behaviors are aspects of personalbehavior and risk factors that
epidemiologicalstudies have shown to influence health status (20). Personalhealth
practices or coping skills are the individualactions taken by people and the lifestyle
choices in which individuals engage to prevent disease, maintain health status,
promote or enhance self-care, cope with challenges, make decisions and problem
solve for themselves and dependent family members.
BREA ST FEEDING
According to the World Health Organization, the best way to get young infants the
nutrients needed for healthy development is through breastfeeding (20). From 20072009 the breastfeeding initiation rates for the centralregion have consistently
remained in the 50-60 per cent range. These rates are slightly lower than the provincial
rates for the same period, which remain around 63 per cent (51). Recent regionaldata
on breast feeding rates in Newfoundland and Labrador are not available from Statistics
Canada Canadian Com m unity Health Survey (CCHS). However, in 2012, results of the
CCHS determined that, nationally, 90 per cent of respondents indicated initiation of
breast feeding at birth. In the same year only 59 per cent of respondents from
Newfoundland and Labrador indicated initiating breast feeding at birth (22).
In the community health sector, public health nurses support new mothers through
breast-feeding education, programming and support. CentralHealth employs
Lactation Consultants who provide timely support to mothers in the community and
at the acute care health setting if required. Family Resource Programs throughout the
centralregion have also been key in providing support and encouragement for breastfeeding.
SM OK ING
In 2012, 23.1 per cent of the population aged 12 and over in the centralregion
reported they smoke daily or occasionally. In 2005 and 2007, the rate was 24 per cent
indicating a slight decline in the number of individuals in the centralregion who selfreported using tobacco. This is lower than the provincialrate of 26.1 per cent in 2012
(22).
In addition, in 2011, 5.8 per cent of the non-smoking population aged 12 and over in
the centralregion reported that at least one person smoked in their home and 15 per
cent reported exposure to second-hand smoke in a vehicle and/or public places in the
past month (22).
In 2009, CentralHealth developed a Sm oke Free Properties Initiative and offered a
supportive environment for transition to a healthier lifestyle. Currently allCentral
Health facilities are smoke-free and patrons of the facilities are requested not to smoke
on CentralHealth property. This initiative was in line with the provincialgovernment’s

strategic direction of improving population health by decreasing smoking rates and
protecting citizens from second hand smoke.
In 2012-2013, the Central Tobacco Aw areness Coalition, a community group which
includes representatives from CentralHealth, has been working on a Tobacco
Prevention Toolkit Project for children ages 10 to 12 years in the centralregion with
funding from a Department of Health and Community Services Wellness Grant.
A LCOH OL CONSUM PTION/OTH ER DRUG USE
Heavy drinking is defined as individuals in a population aged 12 and over who
reported having five or more drinks on one occasion, at least one time a month over
the past year. In 2012, information for the centralregion revealed that 25.9 per cent of
respondents were classified as heavy drinkers. This is compared to the provincial
average of 26.8 per cent and a nationalaverage of 17.4 per cent. CentralHealth region
had the lowest rate in the province. It should be noted that in allareas, men had a
higher percentage of heavy drinking compared to women. In the centralregion, 31.7
per cent of men and 18.3 per cent of women reported heavy drinking (22).
In 2012, a Student Drug Use Survey was conducted in Newfoundland and Labrador
that targeted students from grades 7-12. The survey revealed that in the previous 12
months, 46.6 per cent of students had not used alcohol, cigarettes or any other drugs.
Between 2007 and 2012, there was a 5.6 per cent decrease in the number of students
who reported using alcohol, cannabis and tobacco. However, during the same time
period, there was an increase in the number of students who reported using cocaine
and ecstasy (52).
G A M BLING
The Newfoundland and Labrador Gambling Prevalence Study indicates that in 2009,
71 per cent of residents in the centralregion were classified as gamblers (individuals
who use lotto tickets, raffles, slot machines, etc.) which compares to 77 per cent
provincially (53). This is a decrease compared to the 2005 data where the central
region had a rate of 78 per cent and the province a rate of 84 per cent. Gamblers were
equally split between males and females and the typicalgambler was between age 35
and 54, employed and had some post-secondary education. According to the study,
the rate of problem gamblers for the province has decreased from 1.2 per cent to 0.7
per cent. A more recent study has not been conducted.
FRUIT A ND VEG ETA B LE CONSUM PTION
The Canadian Com m unity Health Survey also measures nutritious food consumption of
fruits and vegetables, five or more times a day. This indicator measures the percentage
of the population who report to consume five or more fruits and vegetables per day
and is a measurement of healthy eating habits. The figure below displays statistics for
the centralregion, the province, and the country. In 2012, only 17 per cent of residents
in the centralregion reported eating fruits and vegetables 5 or more times a day as

compared to 25 per cent of the province and 41 per cent of Canadians. Since 2007,
citizens in the centralregion reported consuming far less fruits and vegetables than
the province or the country (25) (26) (22). When this indicator is viewed with the
information on overweight/obesity and levels of physicalactivity below this
information is of concern.
Fig.22 Com parison ofFruit and Vegetable Consum ption Five or M ore Tim es a D ay (Central
Health, N ew foundland, and Canada) 2007-2012
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PH YSICA L A CTIVITY
In the Canadian Com m unity Health Survey, physicalactivity is defined as the population
aged 12 and over who reported a levelof physicalactivity based on responses to
questions about nature, frequency and duration of their participation in leisure-time
activity. The responses to these items were rated active, moderately active or inactive
based on activity over the past three months. In 2012, the centralregion respondents
reported that 38.8 per cent were either active or moderately active indicating a 10 per
cent decrease in self-reported activity levelsince 2009. Therefore a greater proportion
of the population are considered to be inactive at 61.2 per cent. This compares to
provincialdata of activity at 50.7 per cent and Canadian data at 53.9 per cent. Physical
inactivity has been linked to high rates of chronic disease and obesity (22).
There have been multiple initiatives funded though the ProvincialWellness Grants,
since 2012, to address the levelof physicalactivity in the region (54). M any of these
programs are provided in partnership with other organizations and community
groups.

OB ESITY /OVERW EIG H T
Body weight is a result of many factors. Some of the factors, such as lifestyle habits, are
modifiable. M etabolism, family history and genetics cannot be changed. With the right
treatment, whether lifestyles changes or medicaltreatment, it is possible to lose
weight and lower risk of chronic diseases related to overweight and obesity.
According to the World Health Organization, individuals who are overweight or obese
are at an increased risk for cardiovascular disease, hypertension, type II diabetes as
wellas other diet-related chronic diseases (22). Body M ass Index (BM I), a method of
classifying body weight according to health risk, is typically used to measure
overweight and obesity. Overweight is defined as those individuals who have a selfreported BM I between 25 and 29.9. Obesity is defined as having a BM I over 30.
In 2012, approximately 66 per cent of individuals aged 18 and over in the central
region reported themselves to be either overweight or obese (41 per cent overweight,
25 per cent obese) (22). This is a significant increase from 2005 and is higher than the
provincialaverage as presented in the graph below (26). This data should be used with
caution as women are inclined to underestimate their weight, while men tend to
overestimate their height. In addition, as BM I increases, respondents are inclined to
underreport their weight.
The figure below indicates a higher rate of overweight and obese individuals in the
centralregion when compared to the province and the country.
Fig.23 Com parison ofO verw eight/O bese Incidence in Adults (Central Health,
N ew foundland, and Canada) 2005-2012
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The survey also measured youth obesity rates in the 12-17 age population. As
illustrated in Fig.24, youth obesity in the centralregion is significantly higher when
compared to rates in the province and in Canada. This trend can be found since 2005
with a peak in 2008. The number may be underestimated as reported height tends to

be overestimated, and reported weight underestimated. These biases would affect
the validity of the way overweight and obesity is measured. Also, the statistics in the
figure below should be interpreted with caution. For the year 2011, there is no
statistic provided in Fig.24 for CentralHealth as the data was too unreliable to be
published (22).
Fig.24 Com parison ofYouth O verw eight/O bese Incidence (Central Health, N ew foundland,
and Canada) 2005-2012
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On a positive note, a study completed by M emorialUniversity concluded that
childhood obesity rates for preschoolchildren in the centralregion in 2009-2010
returned to where they were 20 years ago. In the other three RHAs, the rates in 20092010 were significantly higher than 20 years ago (55).

LIVING A ND W ORK ING CONDITIONS
Living and working conditions are indicators related to the socio-economic
characteristics and working conditions of the population that epidemiologicalstudies
have shown to be related to health (20).
EDUCA TION
Educationalattainment is positively correlated with economic status and health
outcomes including healthy lifestyles and behaviors (32). Education increases the
opportunity for employment and income, and contributes to self-esteem and wellbeing. Educationalattainment is measured in the population aged 25 to 54 years and
is presented in the following table. The highest levelof education in the centralregion
is compared to the province in the table below. As illustrated, in 2006, the central
region had a higher incidence of residents without a high schoolcertificate (30 per
cent) compared to the provincialaverage (22 per cent) (16).

Table 11: Com parison ofHighest Level ofEducation Central and Provincial (2006)
Education
W ithout H igh School Certificate

Central Region
30 %

NL
22 %

H igh School Certificate only

22 %

20 %

Apprenticeship or Trade
College or N on U niversity Certificate or
D iplom a
U niversity

16 %

15 %

24 %

24 %

11 %

19 %

Source: Statistics Canada Census (2006)

EM PLOYM ENT/UNEM PLOY M ENT
Unemployment is defined as the proportion, or percentage, of the population aged 15
and over who did not have a job during the timeframe indicated (18). Newfoundland
and Labrador has the highest unemployment rate in the country at 13 per cent
compared to the nationalaverage of 7 per cent. In 2012, 18 per cent of individuals in
the centralregion were unemployed (56).
Table 12: Com parison ofU nem ploym ent Rate 2012 (Regional, Provincial, and N ational
D ata)
Region

2010

2011

2012

Central H ealth

20%

17%

18%

Eastern H ealth

12%

10%

10%

W estern H ealth

20%

21%

20%

Labrador-G renfell H ealth

10%

7%

10%

N ew foundland and Labrador

14%

13%

13%

Canada

8%

8%

7%

Source: Statistics Canada, Labour Force Survey, specialtabulations. The CANSIM table 109-5324 is an update
of CANSIM table 109-5304

Unemployment, underemployment, stressfulor unsafe working conditions are
associated with poor health. People who have more controlover their work
circumstances and fewer stress related demands from their job are healthier and often
live longer than those in more stressfulor riskier work environments. Employment has
positive effects on the community as a whole as it increases well-being, decreases the
gap between rich and poor and improves socialnetworking (32).
EM PLOY M ENT INSURA NCE INCIDENCE
The employment insurance (EI) incidence reflects the number of people receiving EI
benefits in the year divided by the totalnumber of people in the labor force. In 2011,
the centralregion had an EI incidence of 44 per cent compared to the provincial
incidence of 31 per cent (16).

It is worthwhile to note the age distribution of those receiving employment insurance
benefits. From 2003 to 2011, the percentage of youth (under 25) receiving EI benefits
declined from 5.1 per cent to 3.5 per cent and there was a decline in the 25-54 age
group during the same period. The over 55-year age group showed a large increase
from 6.7 per cent in 2003 to 12.3 per cent in 2011 (18).
Fig.25 Em ploym ent Insurance (EI) Incidence by Age for Central Region (2003-2011)
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PERSONA L RESOURCES
Personalresources measure the prevalence of factors, such as socialsupport, that
epidemiologicalstudies have shown to be related to health.
SELF RELIA NCE
A community’s levelof self-reliance is an indicator of the ability to earn income
independent of government transfers, such as Canada Pension, Old Age Security,
Employment Insurance and Income Support. A high ratio is indicative of less reliance
on government transfers or support. In 2010, the self-reliance ratio for the central
region was 72.5 per cent, as compared to the provincialrate of 78.5 per cent. The
centralregion experienced a slight increase from a rate of 71.1 per cent in 2006 (18). It
is worth noting that the aging population may influence this rate over time if trends in
outmigration and the aging population continue.
PERSONA L INCOM E PER CA PITA
Health status improves at each step up in the income and socialhierarchy. Adequate
income determines living conditions such as safe housing and the ability to buy
sufficient and adequate food. Coupled with these socialconditions is the ability to
access timely health care and sustain personalhealth and overallwell-being. Income
contributes to an individual’s ability to maintain a healthy lifestyle (32).

Personalincome per capita is defined as income from allsources received by an
individualincluding employment, as wellas government transfers, and is calculated
by dividing the totalincome by the population. In the centralregion, the average
personalincome per capita for 2010 was $24,700, which is below the provincial
average of $28,900 and the Canadian average of $31,600. In addition, in 2010 the
average couple family income for the centralregion was $69.500. This is compared to
the provincialaverage income of $85,700 and the Canadian average of $96,700 (18).
Fig.26 Com parison ofPersonal Incom e Per Capita 2005-10
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INCOM E SUPPORT A SSISTA NCE INCIDENCE
Income support assistance incidence, formerly known as socialassistance incidence,
reflects the number of people (including dependents) receiving income support
during the year divided by the totalpopulation. In 2012, 9.2 per cent of the population
in the centralregion received income support at some point, which is comparable to
the provincialaverage of 9.1 per cent (16).
The following facts are associated with income support in the centralregion:
Number of individuals on income support has decreased in the centralregion
from 14,085 in 2002 to 8,725 in 2012
Number of families receiving income support (including unattached
individuals) has decreased from 6,945 in 2002 to 5,490 in 2012
Number of children aged 0-17 in families receiving income support has steadily
decreased from 4,495 in 2002 to 2,125 in 2012
Average benefit for families collecting income support was $7,600 annually in
2012
LOW INCOM E LEVELS
The low-income cut-off is an income threshold determined by the portion of income
spent on necessities such as food, shelter and clothing compared to the average
family. Statistics Canada predicts that low-income families spend on average 20 per
cent more than average on those necessities (16).

The following table presents data on the incidence of low income in the centralregion
as compared to the province (57). The incidence of low income measures the
proportion of families with income below the low-income threshold.
Table 13: Incidence ofLow Incom e for the Central Region (2009)
G ander/N ew -W esV alley

G FW /Baie
V erte/H arbour
Breton

Province

Total Fam ilies

12.9%

14.4%

15%

Fem ale Lone-Parent

36.8%

38.1%

35%

N on Fam ily Persons

20.6%

23.5%

24.7%

Fam ily Type

Source: Community Accounts (2013)

ENVIRONM ENTA L FA CTORS
Determinants of health are factors that together contribute to the state of health and
well-being of populations and individuals (32). Physicalenvironments are identified as
one of these determinants of health and include human built factors such as housing,
roads, transportation, safety and naturalfactors such as air and water quality, allof
which have the potentialto influence human health.
TRA NSPORTA TION
In Newfoundland and Labrador, the vast geography, dispersed and aging population,
harsh weather conditions, growing health care demands, and transportation to and
from health care services is a growing challenge. This is especially relevant for the
centralregion given the relatively smallpopulation dispersed over a large geographic
area with more than 4 out of 10 clients living more than 60 minutes from a major site
(16). Unfortunately there is limited documentation regarding transportation in the
centralregion, but anecdotalevidence supports the notion that in many areas there is
limited availability to public transportation such as public bussing and taxi services. In
addition, due to the significant number of islands, some residents are reliant on the
operation of a ferry to access health services, which further compounds the
accessibility issues within the region.
Com m unity W heels
The Com m unity Wheels Project (CWP) began in Twillingate-New World Island in the fall
of 2011. The project was initiated as a result of the Community Profile (Isles of Notre
Dame) which indicated that transportation was an issue for citizens in the area. At the
time, CentralHealth was operating a facility bus that was not being used to full
capacity. LTC residents were utilizing the bus for trips approximately once a week and

occasionally by community members who were wheelchair dependent. An application
was put forward to hire a coordinator for a project that would see the bus used more
often by seniors and others in the community who had difficulty accessing
transportation (58).
The initialphase of the CWP was very successfulwith many individuals in the
community, the majority of who were seniors, utilizing the bus for grocery trips, to
attend medicalappointments, as wellas participate in community functions or special
trips for the purpose of engaging in the community. Regular monthly calendars were
developed and distributed. Volunteer drivers were recruited and trained. Individuals
using the bus provided very positive feedback, expressing how the project had
lessened their isolation in their own homes, made them more independent in
attending to their own needs, and improved their overallmentalwell-being. Phase
one of the CWP was completed in January 2013 (58).
In M ay 2013, the CWP partnership committee was successfulin securing funding from
the ProvincialWellness Grant to extend the project for another year. Phase 2 of the
project is now wellunderway with new clients (as wellas former clients) utilizing the
community bus. There has been a continuous increase in the uptake of this service.
Funding for this project willexpire again in M ay 2014 with efforts continuing to obtain
sustainable funding in the future (58).
Community busing is also available in the area of New-Wes Valley. This area utilizes a
Community Seniors Support Worker (formerly the Recreation Therapy Worker at
Bonnews Lodge) to engage seniors to participate in programs and services that target
the 65+ population. Throughout the year, the support worker uses the bus to
transport seniors to and from community events that are planned and sponsored by
CentralHealth, such as the Healthy Aging Celebration. The event is hosted in the fallof
the year and, on average, there are approximately 90 seniors in attendance. The
support worker also offers ten scheduled trips in the summer to regionaldestinations
for localseniors. The trips are advertised to localseniors and priority is given to those
who lack their own transportation and/or don’t get an opportunity to socialize with
their peers (59).
A IR Q UA LITY
The Air Q uality Health Index (AQ HI) is a public information toolthat helps Canadians
protect their health on a daily basis from the negative effects of air pollution. Health
Canada and Environment Canada have developed this tool, in collaboration with
provincial, health, and environment key stakeholders. The AQ HI is rated on a scale of
1-10; 1 being the least risk and 10 being the greatest. Provincialand regionaldaily
updates of this index are available daily on the AQ HI website for the areas of St. John’s,
M arystown, Grand Falls-Windsor, and Corner Brook. On November 14, 2013, the AQ HI
for Grand Falls-Windsor was 2, or low risk. Similarly, the AQ HI for other areas in the
province was also 2 (60). Air quality does not pose a concern for the citizens of the
region.

W A TER Q UA LITY
CentralHealth is responsible for monitoring and communicating the quality of public
drinking water supplies throughout the centralregion. In central, there are a totalof
107 public drinking water supplies that require ongoing monitoring. The water is not
tested by employees from CentralHealth. Rather an externalagency tests the water
quality and communicates the results to CentralHealth; a partnership known as the
D rinking Water Program . At any given time there could be between 30 and 40 boil
order advisories issued in the centralregion, or approximately 30 to 40 per cent of the
public drinking water supplies. In the fiscalyear 2012-2013 there were approximately
79 boilwater advisories issued on public water supplies in the centralregion (61).
Statisticaltrends with respect to boilorder advisories are often difficult to calculate
based on the fluid nature of water quality. In other words, boilorder advisories may
change from one day to the next. The best way to interpret this information is by using
a snapshot of the percentage of boilorder advisories for one day over a number of
years. The figure below shows the percentage of boilorder advisories on M arch 31st
from 2009 to 2013 (61).
Fig.27 Percentage ofWater Supplies w ith Boil O rder Advisories for the Central Region
(M arch 31st 2009-2013)
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SA FETY
One measure of safety is the use of bicycle helmets. In 2012, the population aged 12
and over in the centralregion who reported always wearing a bicycle helmet in the
past 12 months was 17.4 per cent. This compares to a provincialrate of 34.4 per cent
(18). There is no provinciallegislation with respect to bicycle helmets.
An area of significant concern in the province in the past number of years has been allterrain vehicle (ATV) safety. The practice of children and youth operating these
machines, lack of helmet use and the number of accidentalinjuries and fatalities is of
concern (62).

H EA LTH SY STEM PERFORM A NCE

Source: CIHI Health Indicators (2013)

A CCEPTA B ILITY
Acceptability is the notion that clients are satisfied with the levelof care offered within
a health facility and that the organization provides respect for the clients’ right to
privacy, confidentiality, and dignity (20). In addition, acceptability encompasses the
notion that the quality of work-life is acceptable to the staff and health care providers.
Furthermore, acceptability can be defined as the care/service provided meets the
expectations of the client, community, providers and paying organizations,
recognizing that there may be conflicting or competing interests between
stakeholders, and that the needs of the clients are paramount (20).
A CCREDITA TION
CentralHealth is committed to progressively improving the quality of the care and
services delivered throughout the centralregion. As a part of this commitment,
CentralHealth participates in the Accreditation Canada program. CentralHealth
achieves an accredited status by meeting Accreditation Canada’s nationalstandards
for health care quality (50).
Accreditation Canada is a nationalaccrediting body that sets standards that
organizations must achieve in providing care and services. Achieving the status of
accreditation demonstrates to the public and clients that CentralHealth meets the
standards set by Accreditation Canada which is a benchmark for organizations across
Canada. To be an accredited organization means that the organization and its staff
have undergone a series of evaluations and have been deemed to meet allnecessary
requirements. The process of Accreditation provides CentralHealth with the
opportunity to incorporate quality into everyday work and helps to build a culture of
quality improvement and patient safety throughout the organization (50).
At CentralHealth there are 17 Q uality Improvement (Q I) teams with strong
representation from various levels of staff within the program or service area. The
teams meet regularly to review Accreditation standards; identify areas for
improvement, either through self-assessments, surveys, discussion groups, client
concerns or identified risks; and identify and monitor indicators to improve
performance. The Q I teams also support the application and implementation of
evidence-informed practice which contributes to the building of a culture of quality
and safety and a systematic approach to quality improvement (50).
CentralHealth’s commitment to continuous quality improvement and safety was
highlighted during M ay 5-10, 2013 when an onsite accreditation survey was
conducted by seven surveyors who reviewed services and programs across the
continuum of care. The surveyors visited numerous locations and interviewed senior
leaders, board members, staff, physicians and clients to evaluate service delivery. In
addition, they reviewed a large volume of submitted documents as supporting
evidence for the quality of care and services delivered at CentralHealth (50).

CentralHealth was successfulin achieving 95.9 per cent compliancy or met 2426 of
the 2530 evidence-based standards reviewed (4). Reaching this levelof compliance
highlights the commitment of senior leaders, staff, managers, physicians, including
the Q I Teams who strive to enhance the safety and quality of healthcare services in
CentralHealth. There were severalreports that were required for follow up and all
were submitted in October 2013. The results of the report submissions escalated the
organizations Accreditation rating from Accreditation w ith Report to Accreditation w ith
Com m endation. In 2012, Accreditation Canada surveyed 1,066 health and social
services organizations, 23 per cent of those surveyed organizations reached this level
of compliance. The next scheduled survey willtake place M ay 2017.
CLIENT SA TISFA CTION
CentralHealth has a well-established Client Relations M anagement Program. The
Client Relations Coordinator (CRC), positioned within the Corporate Improvement
Department (CID), oversees the follow-up and investigation process of client inquiries
through the electronic Compliments/Complaints Reporting System. The CRC analyses
the system’s data and works closely with internaland externalpartners to identify
trends, gaps in service delivery and opportunities for systemic improvement (50).
The majority of reports entered into the Compliments/Complaints Reporting System
are expressed concerns or complaints. In the fiscalyear 2012-2013, there were a total
of 518 complaints and 78 compliments documented in the reporting system. These
reports are investigated and are categorized according to the issue and seriousness of
the complaint. A follow-up process is also established to communicate compliments
to employees or groups who receive compliments from clients and family members. A
thank you card is sent to the recipient of the compliment (50).
Once the investigation process is complete, compliments and complaints are classified
and organized by category. For example, if a complainant expresses dissatisfaction
with a waiting room in one of CentralHealth’s facilities, this complaint would be
classified as “Environment”. Data from the Compliments/Complaints Reporting System
is analyzed and trends in the classification of compliments and complaints indicate
areas for improvement as wellas areas of excellence (see Fig.28 and Fig.29 for a
breakdow n ofthe classification ofcom plim ents and com plaints) (50).

Fig.28 Total N um ber ofReported Com plaints by Classification Apr.1, 2012 – M ar.31, 2013
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Fig.28 shows the totalnumber of complaints by classification. From 2012-2013, the
three most frequently occurring complaints were classified as:
Access – 172 (or 33 per cent) ofall reported com plaints
Access is defined as concerns that relate to a person’s access to treatm ent or diagnostic
services being offered at Central Health.This includes concerns regarding w ait tim es and
inability to contact appropriate staff.
The most frequently occurring type of access complaint relates to timely access to a
physician or clinic, i.e. internist service. Also numerous complaints were received
regarding wait times for diagnostic procedures, blood collection services and
emergency room care.
Care/Treatm ent – 150 (or 29 per cent) ofall reported com plaints
Care/Treatment is defined as issues relating to deficiencies in actual care provided by
health care professionals.
When complaints are classified as care/treatment, complainants perceive their care to
be insufficient or inappropriate. The majority of complaints would relate specifically to
care provided by physicians. A portion of these complaints are concerning the overall
care/treatment provided by frontline employees.
Attitude/Com m unication – 72 (or 14 per cent) ofall reported com plaints
Attitude is defined as an individual’s response to a situation. Communication is defined
as a breakdow n in pathw ays ofcom m unication or lack ofinform ation.

The majority of complaints which are classified as attitude/communication relate to
the manner in which CentralHealth employees or physicians communicate with
clients. These complaints sometimes detailperceived disrespectfulinteractions
between staff and clients.
Note that 394 (or 76 per cent) of allreported complaints fallinto the categories of
Access, Care/Treatm ent, or Attitude/Com m unication highlighting areas for
improvement and ongoing monitoring (71).
Fig.29 Total N um ber ofReported Com plim ents by Classification Apr.1, 2012 – M ar.31,
2013
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Fig.29 shows the totalnumber of compliments by classification. From 2012-13, the
most frequently occurring compliments are classified as:
Care/Treatm ent – 61 (or 78 per cent) ofall reported com plim ents
O ther – 7 (or 9 per cent) ofall reported com plim ents
Access – 4 (or 5 per cent) ofall reported com plim ents
Attitude/Com m unication – 4(or 5 per cent) ofall reported com plaints
Note that 76 (or 97 per cent) of allreported compliments fallinto the categories of
Care/Treatm ent, O ther, Access or Attitude/Com m unication highlighting areas of
excellence and high satisfaction with the quality of services and care received (63).
CONNECT,A PPRECIA TE,RESPOND A ND EM POW ER (C.A .R.E.)
M any healthcare organizations face the challenge of ensuring that allemployees
interacting with clients utilize effective communication skills. When clients have
positive experiences with healthcare professionals they tend to also experience better
health outcomes. When clients are treated with courtesy and respect they are more
understanding of their health condition and the importance of follow-up care.
Additionally, client experience is significantly improved when employees
communicate effectively with clients (64).

CentralHealth is currently piloting the Treating Patients w ith C.A.R.E.program aimed at
improving communication with clients and enhancing client experience. This
program provides a conceptualmodeland communication techniques that can be
used as a guide for allemployees regardless of the area. C.A.R.E. is a modelconsisting
of four points: CONNECT, APPRECIATE, RESPOND, EM POWER. The program is delivered
through short presentations, interactive group work, case studies, and simulated
interactions with clients (64). Through the implementation of the C.A.R.E. program in
select areas, CentralHealth is hoping to increase the use of effective communication
among allemployees and therefore improve client experience and outcomes.
PA TIENT CA RE EX PERIENCE SURVEY
In 2012, over a two month period, the Patient Care Experience Survey was distributed to
patients discharged from CentralHealth’s acute health care centers (50). In 2012, there
was an Accreditation Canada requirement to assess patient experience in acute
inpatient services.
A totalof 167 surveys were returned to CentralHealth for a response rate of 13.6 per
cent. Over half of the surveys (99 or 59.3 per cent) were returned by patients
discharged from CNRHC (50).
The Patient Care Experience Survey assessed five dimensions of client experience –
respecting client values, expressed needs and preferences; patient safety; sharing
information, communication and education; coordinating and integrating services;
and enhancing quality of life in the care environment. Overall, patients who
responded to this survey rated CentralHealth’s acute care services very highly,
indicating a high levelof performance (see Fig.30 for results to survey question ‘O verall,
how w ould you rate the quality ofcare received?’) (50).
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Note that 83.9 per cent of survey respondents indicated the overallquality of care was
either “Very Good” (20.4 per cent) or “Excellent” (63.5 per cent) demonstrating a high
levelof satisfaction with the quality of care received as an inpatient at CentralHealth
(50) (65).
Patients rated performance in the areas of generalservices (i.e. cleanliness, and
directions); patient safety; and coordinating and integrating services as needing some
improvement. The results and trends found in the analysis provide insight into the
patient experience and highlight areas for improvement. Throughout the
organization, various Q I teams are in the process of developing action plans for their
specific area.
Some areas in the organization have wellestablished client feedback mechanisms in
place, Food Services is such an area. In this service area leaders monitor and report
client experience on a regular and consistent basis and make improvements and
changes based on the results of the surveys. Client experience overallis positive.
CentralHealth does not currently have a comprehensive plan for monitoring client
experience in allareas of care and service delivery. A plan for monitoring and
improving client experience needs to be a part of an organization’s overallquality
improvement strategy.
CENTRA L NL CITIZEN ENG A G EM ENT INITIA TIVE
The CentralNL Citizen Engagement Initiative was a collaborative project to learn how
to better engage and involve citizens of the centralregion in providing input on
matters that influence decision making that impacts them. The partners included
CentralHealth, Office of Public Engagement, CentralWest RegionalCouncil, Gander
New-Wes-Valley RegionalCouncil, College of North Atlantic – Grand Falls-Windsor
Campus, and M emorialUniversity – Facility of M edicine.
In 2013, 134 citizens from the centralregion participated in the community
engagement initiative, with a range in age from 15 to 75+ years, with 55-64 age range
representing 29 per cent of the participants.
The population of the region is changing and as the demographics change, services
need to change in order to meet the needs of the residents. By encouraging citizen
engagement, policy makers can ascertain which values are more important to citizens
when decisions that affect them are being made. The initiative was guided by two
main questions: what values are most important when making decisions and what
methodologies are optimalfor encouraging engagement.
Focus groups and online group formats were used to solicit information to answer the
questions posed. With respect to the question, what values are most important when
decisions are made as to what services should be available in the localarea, the
common themes were:
Accessibility to quality services

Sustainability
Q uality
Affordability
Closeness to family/community supports
Privacy/respect/communication
When asked what perspectives or concerns should be considered when making
decisions, there was great diversity in the participant responses. The generalthemes
were:
Citizens perspective/information need to be used, including those most
affected by the decisions
Socioeconomic and demographics of the population has to be considered
Sustainability and maximizing utility needs to be considered
This information provides a good basis for moving forward with a client engagement
strategy. Clients are currently engaged at various levels in the organization; however
there is no formalstrategy. A formalstrategy would help CentralHealth as it strives to
be more client-centered. To achieve this dimension of quality, involvement and
engagement of clients is required in allaspects of healthcare, including design and redesign of services, quality improvement, patient safety initiatives and the evaluation of
services.
PRIVA CY
CentralHealth is committed to respecting privacy and safeguarding confidential
information in its custody and controlin accordance with legislation. CentralHealth
considers personal/personalhealth/business information that is not publically
available as confidentialand has an obligation to protect this information. All
employees of CentralHealth have a responsibility to support the processes developed
to safeguard confidentialinformation. As the development of CentralHealth’s privacy
policies and processes in the protection of confidentialinformation is ongoing, its goal
is to examine the current knowledge and practices surrounding privacy and
confidentiality and identify gaps to enhance further the privacy and confidentiality to
support a culture of privacy (37).
In 2013, to date, there has been an average of 16 privacy breaches reported per month
at CentralHealth (37). A privacy breach occurs when there is unauthorized and/or
inappropriate access, collection, use, disclosure or disposalof personal/personal
health or business information. Such activity is “unauthorized” if it occurs in
contravention of ATIPPA or PHIA. The most common privacy breaches occur when
personalinformation of clients, employees or a corporation is stolen, lost or mistakenly
disclosed. For example, a privacy breach occurs when a computer/laptop containing
personalinformation is stolen or personalinformation is mistakenly emailed or faxed
to the wrong person.

Of the privacy breaches that are reported or identified each month, on average, there
are 3 notifications to clients that are required. The Health Information M anagement
and Privacy Department oversees allprivacy incidents and notifications (37).
CENTRA LSPEAKS:BUILDING CONNECTIONS IN LONG TERM CA RE (LTC)
In M ay 2011, CentralHealth held an event called CentralSpeaks. Approximately 125
participants, representing staff, residents, physicians, family members, volunteers and
community partners from the centralregion spent the day discussing LTC services.
The purpose of CentralSpeaks was to help determine if the delivery of LTC services in
the region met identified needs of residents, families, volunteers, partners and staff.
CentralSpeaks was designed to explore a new vision with those involved in the
delivery of LTC services.
The event was a success and laid the foundation for moving forward to make LTC a
better place to live and work. From the CentralSpeaks event a number of actions
followed. One significant action was the development of the LTC Councilin 2012 and
subsequently the development of the LTC Philosophy of Care.
LONG TERM CA RE (LTC)COUNCIL & LTC PH ILOSOPH Y OF CA RE
In 2012-2013, a LTC Councilwas established consisting of representatives from
families, volunteers and staff who provide LTC services. The purpose of Central
Health’s LTC Councilis to facilitate an evidence informed and consistent approach to
the provision of quality care in LTC facilities throughout the centralregion. The LTC
Councilstrives to support a collaborative approach to LTC across disciplines with the
input of residents, families, and community partners. This group monitors and
evaluates the quality of LTC care throughout the region and ensures consistency in
policy development and LTC practices.
The philosophy of care for LTC was developed with input from staff, leaders, residents
and families. CentralHealth has committed to providing the best possible health care
services in allareas throughout the centralregion. In keeping with this goal, Central
Health believes that residents who live in LTC and their families must be cared for with
compassion, dignity, and respect thus ensuring that needs are met and optimalquality
of life is achieved.
FA M ILY COUNCILS
The Lakeside Home Family Councilwas established in September 2012 with the
objective of improving quality of life and care for the residents. To achieve this
objective, the Family Councilprovides its members with a common voice to engage in
advocacy, communication, education and support. M embership is made up of
residents and their families and if requested friends of residents may also be
appointed by a resident to speak on their behalf. M embers are encouraged to bring
their issues and concerns to the table to achieve meaningfuland long-lasting

solutions through discussion and positive action (66). The meetings cover subjects
which affect the daily lives of residents and their friends and family including: safety
and security of the facility; changes to the modelof nursing; development of a
newsletter; etc. (66).
COM M UNITY A DVISORY COM M ITTEES (CA C)
Community participation is one of the pillars of the primary health care service
delivery model. To increase client engagement and participation in Primary Health
Care, Community Advisory Committees (CAC) are in place in allprimary health care
areas. The CACs are directly linked to CentralHealth’s Board of Trustees with a board
member co-chairing each of the committees. Public participation includes community
groups, non-profit agencies and community boards. CentralHealth strives to have a
diverse representation with respect to geography, age, gender, community
connections, and experience related to health issues in the community. There are
approximately 75 community volunteers who participate in the CAC’s across the
region. These committees provide valuable community input and feedback to Central
Health with respect to community needs and localpriorities. See more information on
the work of the CAC’s in the Primary Health Care section below.
PRIM A RY H EA LTH CA RE
As outlined in the mission of the 2011-2014 Central Health Strategic Plan, CentralHealth
willhave the best possible integrated health and community services and programs
that respond to the identified needs of the people of centralNewfoundland and
Labrador within available resources (2). In keeping with this mission, every year the
Primary Health Care Facilitator of each primary health care area completes a
comprehensive profile, involving research and consultation with community
members, to inform stakeholders of the health care activities and needs of the citizens.
The information presented below is a summary of the information collected in the
primary health care community profiles and identified priorities for each area.
Coast ofBays
The Coast of Bays region is home to 22 communities with populations ranging
from115 to 1905 citizens (16). In terms of geography, the Coast of Bays zone is broken
down into three sub-regions: Fortune Bay North Shore, Connaigre Peninsula, and Bay
D’Espoir, with a totalpopulation of 7,905 (67).
The Coast of Bays CAC is a dedicated group consisting of 11 members that meet on
average six times per year. The CAC has participated in severalactivities to educate the
committee on understanding primary health care and the determinants of health.
Since January 2010, the main focus of the team has been to work towards developing
an action plan utilizing information from the community profile and needs
assessment. The action plan is aligned with CentralHealth’s strategic directions and
reflects the information contained in the community profile (67).

The committee began development of an action plan to address mentalhealth issues
including an inventory of the existing programs and services and building on current
community assets. The committee’s plan is to develop a survey to be administered in
allschools in the Coast of Bays region to identify the stressors in youth’s lives (67).
Kittiw ake Coast
The Kittiwake Coast geographic area extends from Hare Bay to Fredericton, a distance
of 130 kilometers. The CAC meets approximately five times per year to identify and
discuss areas of concern in the large geographic area. The committee often consults
and coordinates with the Primary Health Care Leadership Team and the M entalHealth
& Addictions Team at the Brookfield/Bonnews Health Centre (68).
The priorities of the primary health group in the Kittiwake Coast area are guided not
only by the community profile and needs assessment, but also by the Strategic
Directions of CentralHealth. This is the case for allprimary health care areas. The core
focuses of the priorities for the Kittiwake Coast fallunder the strategic issues of Access
to Services and Healthy Aging. The following strategic issues, priorities, and initiatives
are currently underway; greater utilization of Telehealth, bed utilization in the
Acute/LTC environment, access to physician services, education pertaining to healthy
aging, and socialization opportunities for seniors (68).
G reen Bay & Area
The Green Bay & Area CAC committee has established priorities that are reviewed
regularly and include education on healthy eating, substance abuse/addictions, health
education to prevent chronic diseases, accessibility to medicalservices and programs
for seniors. After consultation with community members the primary health care
group in the Green Bay area agreed upon the following priorities for 2013-2014 (69):
Programs and services for the aging population particularly clients with
dementia
Expand on programs and services for children and youth aged 7-11 years
M entalHealth and Addiction Services
Communication and awareness
Programs and services for unpaid caregivers
Chronic disease prevention and self-management
Fogo/Change Islands
The Fogo/Change Islands CAC meet approximately 4 times per year and consists of
various community and health care representatives. The primary health care team in
this area developed various areas of focus to highlight strengths and challenges (70).
The primary health care team and CAC have been actively involved in several
initiatives including; mentalhealth, healthy living, chronic disease prevention and
management, options for children, youth and families, employment, safety, cervical
screening, care for seniors and their families, access to services and transportation.

Exploits Area
The CAC in the Exploits area meets on a monthly basis to set priorities and initiate
community projects related to health and wellness. The following are the top three
priorities for the CAC; improving health and wellness for children and youth, chronic
disease prevention and management, and mentalhealth (71).
In addition, there are various population health initiatives throughout the Exploits area
including:
Exploits community garden promoting active living and healthy eating
Delivery of mentalhealth public education sessions
Provision of evening clinics to increase community access to a physician
Lifestyle clinics offered in various communities throughout the area
Food and Fun Camps for students to teach healthy eating
Provision of education sessions for people living with diabetes
Tw illingate/N ew W orld Island
The Twillingate/New World Island CAC meets regularly and consists of various
community and health care representatives.
Through meetings with the Primary Health Care Team and the CAC for the
Twillingate/New World Island area priorities based on the needs of the population
were identified. The next stages in this process willinvolve the development of a
shared action plan for the primary health care team and the CAC with clear,
measurable objectives leading toward the vision of a healthier community. The
priority areas include; mentalhealth, health promotion related to healthy lifestyle
options, chronic disease prevention and management, options for children, youth and
families, supports for seniors and their families, access to and awareness of services
and transportation (72).
H EA LTH FOUNDA TIONS
CentralHealth has two registered charities which make additionalinvestments in
health programs and services throughout the centralregion: the CentralNortheast
Health Foundation and the South and CentralHealth Foundation (73).
The Director of Development is knowledgeable of capitalequipment needs
throughout CentralHealth’s region as a member of the CapitalInfrastructure Review
Committee. Requests are brought to the attention of the Foundation Board of
Directors for further discussion, presentations and voting. The magnitude of the
amount of equipment purchased through the health foundations is quite remarkable.
In the fiscalyear 2012-2013, over $735,000 was contributed from the health
foundations to purchase equipment and supplies throughout the region (73).
The Foundations have a long history of investments in health care equipment and
technologies, along with enhancements to the physicalenvironment encountered by

clients. In the past 12 months, some of the projects successfully completed with the
help of Foundation donors include:
The Lakeshore Healing Garden at JPM RHC (pictured below is the official opening
ofthe garden)

Source: CentralHealth On the Pulse (2013)

Funding for SentinelNode Biopsy equipment for the operating rooms at
JPM RHC and CNRHC
Revitalization of the M entalHealth Unit at the CNRHC
Ground breaking for the construction of the Therapeutic Wander Garden for
residents of the LTC Unit at the Baie Verte Peninsula Health Centre (BVPHC)
Revitalization of numerous family comfort rooms and palliative care rooms
throughout allhealth care facilities
There is significant support in the community and amongst the employees of Central
Health for the work of the Health Foundations. The Foundations do recognize that
current challenges include donor fatigue, competition for the donor dollar and staff
retention (73).
CentralHealth staff also contributes to the Foundation in very specialways. As an
example, every year employees at the BVPHC ensure their guests are treated to an
authentic Victorian experience by dressing in costume at their annualVictorian Tea
fundraiser. The money collected is used to support health care services in the area and
to further develop the wander garden located at the BVPHC (74).

Source: CentralHealth On the Pulse 2012

VOLUNTEERS
CentralHealth’s volunteer program consists of very committed and passionate
volunteers. From 2010 to 2013 the number of volunteers increased from
approximately 840 to 900 individuals. CentralHealth recognizes the impact volunteers
have on the quality of care and services provided to clients and families, as wellas the
immeasurable support afforded to CentralHealth staff. CentralHealth commends the
tremendous support by the volunteers with the Improving Health: M y Way, Chronic
Disease Self-M anagement Program, seasonalinfluenza vaccination clinics, auxiliary
groups within the authority and the volunteer services provided in allLTC and acute
care facilities. These partnerships are facilitated by the staff of CentralHealth in
collaboration with the dedicated volunteers (75).

A CCESSIB ILITY
Accessibility can be defined as the ability of clients to obtain care/service at the right
place and right time, based on respective needs (18). In addition, accessibility refers to
health care services available to allCanadians regardless of their geographic location
(76). Understanding the distribution of health professionals in rural, remote and urban
communities is vitalto the principle of accessibility. CentralHealth has identified that
accessibly is a challenge to the region due to a multitude of factors.

Some of the examples provided below represent gaps, while others show how
accessibility to services has enhanced the health of the population in the central
region. M ore than 4 out of 10 of residents in the CentralHealth region live more than
60 minutes away from a major health facility, this compares to less than 1 in 10 for the
Eastern Health region (16). In a region challenged by such an expansive geography,
strategic decisions must take into consideration the best use of available resources.
Community partnership is crucial; the importance of collaboration among health care
professionals in CentralHealth is vitalto the delivery of quality health care to the
residents throughout this region.
PH YSICIA N SERVICES
In 2012, 82.9 per cent of the population of Newfoundland and Labrador reported
consulting a medicaldoctor. This compares to 78.7 per cent of the national
population. Statistics for the centralregion are not available. Physician Services are
measured by the population aged 12 and over who reported having consulted a
medicaldoctor in the past 12 months (16). This includes family or general
practitioners, surgeons, allergists, orthopedists, gynecologists, psychiatrists and
pediatricians.
The totalnumber of physicians located in an area can indicate whether or not the
specified area is either resource rich or resource poor. The following table displays the
‘doctors rate’ by health authority as wellas overallfigures for the province and the
country. The ‘doctors rate’ is defined as the rate of physicians (both general
practitioners and specialists), per 100,000 population, found for a specified area (18).
This data suggests that CentralHealth is performing quite wellwith respect to the rate
of generalpractitioners. The Newfoundland and Labrador ‘doctors rate’ is 123 as
compared to 106 for Canada.
Table 14: D octors Rate 2013 per 100,000 (N ational, Provincial, and Regional Figures)
Region
Central H ealth
Eastern H ealth
W estern H ealth
Labrador-G renfell H ealth
N ew foundland and Labrador
Canada

D octors Rate (per 100,000 population)
G eneral Practitioner
123
126
116
114
123
106

Specialist
69
136
74
42
108
103

Source: CIHI Health Indicators (2013)

TELEH EA LTH
Since 2005, Telehealth has helped increase access to specialized and criticalhealth
care services for residents across the province. Telehealth improves capacity and
continuity of health care delivery and reduces professionalisolation by providing
health care providers greater access to consulting opportunities. The technology
allows clients to consult with specialists from across the province without leaving their
communities thus saving time, money and increasing access to care in addition to
reducing wait times. A Telehealth benefits evaluation showed that 79 per cent of
providers and 81 per cent of clients surveyed agreed that, “Telehealth has made it
easier for my clients/me to obtain an appointment with the specialist or other provider
at the provider site” (77).
Since 2009, the utilization of Telehealth services and therefore accessibility has
increased. In 2009-2010, there was an average of 60 Telehealth sessions per week or
240 per month. In 2012-2013, the number of sessions increased to approximately 75
per week, or 300 per month (78). A Telehealth indicator is tracked quarterly on the
Board of Trustees Scorecard.
Fig.31 Central Health Total N um ber ofTelehealth Sessions per Annum (2005-2013)
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Table 15: Central Health Telehealth Appointm ents Q 4 2012-13 (January-M arch 2013) by
Service and Site
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Source: CentralHealth Information M anagement & Technology Department (2013)

From the data presented above it is clear that the top three areas of high utilization
are:
O N CO LO G Y – The greatest number of Telehealth sessions are provided in the
area of oncology with almost half (358 or 49.7 per cent) of allsessions offered in
the specified timeframe, falling into this service.
D IALYSIS – Utilization of Telehealth is also apparent in dialysis services,
particularly in the Gander region since JPM RHC is a satellite location for this

service overseen by Eastern Health. Approximately 44.1 per cent (or 318) of all
Telehealth sessions are for dialysis services.
MEN TAL H EALTH – Although there is a significantly lower utilization of
Telehealth for mentalhealth services (2.6 per cent, or 19, of allTelehealth
sessions) it is worth noting that there are alternative pathways to treatment.
Traditionally, these mentalhealth and addictions clients would be required to
travelfor services. These clients can now availof treatment in their own
communities where Telehealth equipment is available for use.
Within the past year, services have been enhanced in the region, including the
addition of two new sites. The launch of the video-conferencing bridge, at Central
Health, which allows multi-point calls, has improved access. In addition, CentralHealth
is currently piloting the use of individualprovider web-cameras in the areas of
palliative/end of life and mentalhealth and addictions. This willimprove ease of use
for providers and improve access to the network given that an individualoffice can be
used as opposed to booking a meeting room space. Furthermore, in January 2014, a
“Tele-Stroke” pilot project that willsee improved access for stroke consultation and
care willcommence at JPM RHC.
CERVICA L SCREENING INITIA TIVE (CSI)
The goalof the ProvincialCervicalScreening Program is to implement and sustain the
elements of an organized prevention program thereby reducing the incidence of
cervicalcancer in Newfoundland and Labrador. A regular Pap test is recommended by
health care providers as it can detect changes in the cervix which can develop into
cancer (43).The program is coordinated provincially and is implemented in the four
RHAs within the province. In the centralregion the program was launched in 2003.
Each year provincialbenchmark data is released and provides the participation rate of
women 20-69 years of age. For 2012, the provincialbenchmark was 69 per cent.
Women in Newfoundland and Labrador continue to have cervicalcancer rates
comparable to the rest of the country. In 2012, 71 per cent of women in the central
region were reported to have at least one Pap test within three years (2010-2012)
compared to the provincialaverage of 69 per cent (22). At CentralHealth, this
indicator is tracked on an annualbasis on the Board of Trustees Scorecard.
Fig.32 shows the percentage of women across various age groups that were screened
in the centralregion and within Newfoundland and Labrador in 2010-2012. These
women received at least 1 Pap within this 3 year period. Notice that within each age
category the rate for cervicalscreening is slightly higher in CentralHealth than the
provincialrate (43).
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Each year, the last week in October marks Pap Test Aw areness Week. At this time
education, promotion and awareness activities are launched that target at risk
populations and women with a low participation in screening activities. The CSI
continues to be creative and innovative in its approach to reach allwomen in all
communities of the province (43).
PROSTA TE SCREENING
Since 2005, the centralregion has experienced an increase in the number of men who
have engaged in prostate screening. In 2009, 57 per cent of men in the centralregion
indicated receiving a Prostate Specific Antigen (PSA) Test compared to 45 per cent in
2005 (18). Previously the centralregion did not experience the same rate of prostate
screening as the rest of the province. It is suggested that increased awareness of
prostate screening in the centralregion has led to an increase in the number of men
who are screened.
COLORECTA L SCREENING
Newfoundland and Labrador has the highest rate of colorectalcancer mortality in
Canada (43). Due to the high incidence of, and mortality from, colorectalcancer, it is
imperative that efforts are made to address this growing health concern. Early
detection of colorectalcancer can improve client outcomes and increase survivalrates.
The N ew foundland and Labrador Colon Cancer Screening Program (NLCCSP) is a
population-based screening program for colorectalcancer. The goalof this program is
to reduce mortality from this form of cancer among individuals ages 50-74 in the
province who are at average risk for colorectalcancer (79).

The program was launched in the summer of 2012 in Western Health. In June 2013,
the NLCCSP expanded to offer fecal im m unochem ical test (FIT) screening to average
risk individuals in CentralHealth. The NLCCSP is using an automated FIT test which
replaces the more invasive and traditionalscreening method of colonoscopy. Note
that FIT testing is available only to clients who fit the criteria (79).
With the launch of the NLCCSP at CentralHealth, clients who were currently on a
colonoscopy waitlist for average risk screening were contacted and invited to consider
participating in the screening program by completing a FIT kit. Individuals who choose
to complete a FIT kit were removed from the screening waitlist with consent. Central
Health received funding for a 16-week position to contact clients on the screening
waitlist. Through this process, CentralHealth was able to reduce the colonoscopy
screening waitlist by approximately 33 per cent with 273 clients removed from the
waitlist (50).
CentralHealth’s Bow el Health Initiative, launched in 2005, has now been incorporated
and transitioned into the NLCCSP. It is anticipated that the implementation of FIT
testing willhave an impact on the utilization of CentralHealth’s resources and
decrease the number of individuals waiting for a screening colonoscopy thus
improving access for clients who need the procedure (50).
ENDOSCOPY SERVICES
CentralHealth provides endoscopy services at CNRHC and JPM RHC and continues to
be challenged to provide timely access to non-urgent services. Access to urgent
colonoscopies has improved significantly as a result of wait time initiatives. A regional
Endoscopy Wait Time Committee has been in place since 2011 that involves key
stakeholders. With support from the Access and ClinicalEfficiency Division of the
Department of Health and Community Services, a number of initiatives to impact
access have been undertaken.
The figures below provide an overview of the wait times for selected endoscopy
services. The growing wait time is indicative of an increased demand on endoscopy
services and the ability of CentralHealth to meet the demand. This is especially critical
given the growing incidence of colorectalcancer in the centralregion referenced
earlier.
Wait lists also experience growth as the number of no show appointments increase.
Since April2013, CentralHealth has been required to report no show rates for
endoscopy services to the Department of Health and Community Services. Since
reporting began, no show rates have fluctuated from 0 per cent to 25 per cent. It is
particularly difficult to have a standby list of clients who may be able to fillthe
appointment slots for endoscopy procedures given that preparation for these
procedures is time consuming and may take up to two days depending on the
procedure. To alleviate the challenges associated with no show appointments, not
only for endoscopy but also for diagnostic imaging and cardiopulmonary services,

CentralHealth is in the initialstages of implementing an electronic telephone
appointment notification system.
The data below is presented according to the 90th percentile. This calculation is a
representation of the totalwait time (in days) for 90 per cent of the clients who
received an endoscopy procedure in the specified timeframe. For example, if the 90th
percentile wait time for a colonoscopy is 500 days, this indicates that 90 per cent of the
clients, who had a procedure, were seen within 500 days. This calculation is referred to
as a retrospective wait time (50).
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Fig.35 Wait Tim e (90th Percentile in D ays) D ouble Procedure (CO LO N + O G D ) (2012-13)
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BREA ST SCREENING PROG RA M
There are a number of Breast Screening Programs throughout Newfoundland and
Labrador, including a program at JPM RHC. Funding has been provided by the
ProvincialGovernment to expand the program which willsee the program move to a
site in the community. The catchment area for the Breast Screening Center covers the
area of Terra Nova to Glenwood, including allcoastalcommunities (80).
In the fiscalyear 2011 to 2012, 74 per cent of eligible women in the screening program
catchment area had a mammogram (the target for breast screening is 70 per cent).
Clients who require a mammogram in Grand Falls-Windsor and surrounding area do
not have access to a formalbreast screening program. These clients access
mammograms at CNRHC but must be referred by a physician. Wait times for
mammography services are noted in the section below (50).
DIA G NOSTIC IM A G ING
CentralHealth currently has two multi-service regionalhealth centers, CNRHC and
JPM RHC, with the following diagnostic imaging (DI) services available (81):
GeneralX-Ray (CR)
Ultrasound (US)
Computed Tomography (CT)
M ammography (M G)
Fluoroscopy (RF)
Bone Density (BD)
In addition, Interventional(IV) Radiology, Nuclear M edicine (NM ) and M agnetic
Resonance (M R) are provided at JPM RHC.

In Baie Verte and on Fogo Island, generalx-ray and ultrasound services are provided.
Generalx-ray services are provided at eight additionalsites throughout the region.
The wait times for select diagnostic imaging procedures have increased over the past
number of years, impacting access to care and services (see figures below ). CT wait
times at CNRHC have decreased significantly as a result of wait time strategies
implemented in 2011-2012.
The following figures present the trends in wait times over the past three years for
selected procedures including CT, mammogram, ultrasound, bone scan, and M RI. The
following should be kept in mind when reviewing this information:
The data is presented according to the 90th percentile. This is the same
calculation used for endoscopy procedures noted earlier. Allwait times
presented below are specific to NON-URGENT (NU) procedures.
Note that M RI data is only available for the years of 2012 and 2013.
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Fig.38 Wait Tim e (90th Percentile in D ays) U ltrasound N U (2011-13)
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Fig.39 Wait Tim e (90th Percentile in D ays) Bone Scan N U JPM RHC O nly (2011-13)
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Fig.41 Wait Tim e (90th Percentile in D ays) Cardiolite N U JPM RHC O nly (2012-13)
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In addition, the following graphs provide a snapshot of CentralHealth’s wait times for
one particular month (September 2013) in comparison to that of other regions in the
province. This calculation differs from the previous wait time information where the
data was presented as the 90th percentile. The data below is calculated based on a
Third Next Available M ethodology and is defined as the length of time (in days)
between the last working day of the month and the next day where there are three
consecutive appointments available. This calculation is understood as a prospective
wait time and is calculated for various types of procedures depending on body part
(50).
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Fig.44 Wait Tim e (3rd N ext Available in D ays) M RIABD O M EN N U Regional Com parison
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At CNRHC, there is no formalbreast-screening program and as such, women of allages
are included in the wait time calculation presented in Fig.45. At JPM RHC, there is a
breast-screening program for women aged 50-69 years, as previously noted, therefore
only diagnostic procedures are counted in the wait time.
The DI Department has engaged in various quality improvement activities to address
the challenges identified (81). Severalinitiatives are ongoing.
No-shows have an impact on the number of appointment slots that are available to
clients and is a lost opportunity to provide effective and appropriate care to clients
who require diagnostic procedures. No-shows place a burden on the health system as
clients who are no shows must often be rescheduled for a future appointment.
To understand the significance of this factor on access and wait times, for the modality
of ultrasound at one site in Centralin 2012 there were 555 no-shows out of a totalof
7432 booked appointments. This translates into a no-show rate of 7.5 per cent which is
equivalent to one ultrasound technologist working 46.25 days (assuming there could
be 12 ultrasounds completed per day which is generally accepted as the standard).
From January to August 2013, there have been 484 no shows with a totalof 5796
ultrasound appointments booked at one site. This means that the no show rate has
actually increased from 7.5 per cent to 8.3 per cent (81).
In 2011, a pilot project by the Corporate Improvement Department in Diagnostic
Imaging showed that the number of no shows could be significantly reduced with
reminder calls (50). In the 2013-2014 budget, funding in the amount of $50,000 was
provided for the implementation of an electronic telephone appointment notification
system. This system willbe piloted in the Cardiopulmonary Services Department and
willbe rolled out to other areas, such as DI, in the future as resources are available. The
DI department has initiated reminder calls for M ammography appointments in
JPM RHC. The DI Wait Time Committee has established as a goalthe implementation of
reminder calls for allappointments.
CA RDIOPULM ONA RY SERVICES
Cardiopulmonary services provides a broad range of high quality cardiopulmonary
and diagnostic neurophysiology care to meet the inpatient and the outpatient needs
of the clients of CentralHealth, at JPM RHC and CNRHC. Consultative services to all
other sites in CentralHealth are provided as required. Services include diagnostic
neurophysiology, echocardiography, non-invasive cardiology, and respiratory therapy.
The no-show rate for each service is noted for the period of April1, 2013 to September
30, 2013 at the end of this section (82).
D iagnostic N europhysiology
Wait lists for Electroencephalography (EEG), used chiefly in the diagnosis of
seizures/epilepsy, are growing throughout the province. However, CentralHealth
currently has capacity in this area and is exploring the possibility of assisting other
RHAs to meet the demand for this service.

Echocardiography
An echocardiogram or cardiac echo is an ultrasound of the heart. Echocardiography
(ECHO) is used to diagnose cardiovascular diseases (82).
This service has experienced a reduction in wait times over the past severalyears (see
Fig.46); a trend expected to continue into the future. The reduction in wait times was a
result of the hiring and training of an additionalemployee and receiving funding for
additionalequipment. Note the wait time information below mirrors the data found in
the previous section relating to diagnostic imaging. The calculations are retrospective
(or 90th percentile) and prospective (3rd next available).
Fig.46 Wait Tim e (90th Percentile in D ays) Echocardiogram N U (2011-13)
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Source: CentralHealth Corporate Improvement Department (2013)

Fig.47 Wait Tim e (3rd N ext Available in D ays) ECHO N U Regional Com parison Septem ber
2013
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Source: CentralHealth Corporate Improvement Department (2013)

N on-Invasive Cardiology
Cardiology Technology involves non-invasive testing, monitoring, and functioning of
the heart and assessment and programming of implantable cardiac devices.
Cardiology Technologists provide test results and initialanalysis to a physician for use
in the prevention, diagnosis and treatment of cardiac disease. In this division, services
include (81): EKG, treadmillstress testing, exercise myoview and persantine stress
testing, ambulatory monitoring (i.e. Holter monitor testing), and pacemaker analysis.
CentralHealth is experiencing a growing wait list for Holter monitor testing. Currently,
consultations between the Cardiopulmonary Services Department and internal
physicians are underway in an effort to address the growing wait list. A growing
concern within Non-Invasive Cardiology is the staff mix specifically the number of
specialists or physicians compared to the number of technologists.
Data from the results of EKG tests are stored in the Cardiology Data M anagement
System (CDM S) similar to the PACS system used in DI. One important difference is the
ability for physicians to chart in the CDM S. When the EKG has been completed, the
results are automatically stored in CDM S and the physician can read the report in real
time. Implementation of this new technology has significantly improved access to test
results and thus have improved patient safety and timely appropriate care. The
concerning backlog of unreported tests has been addressed through this technology.
The department is working towards incorporating this technology in other areas,
including Holter testing and stress tests (82).
Respiratory Therapy
Respiratory Therapy is the application of technology to assist physicians in the
diagnosis, treatment, management, and care of clients with cardio-respiratory and
other associated disorders. They also play a very important and crucialrole in
emergency care, for example, in the case of a code blue or cardiac arrest. Some of the
services provided include: ventilation and airway management, physiological
monitoring for sleep apnea screening, intubation, arterialline insertion, medicalgas
administration, home care assessment and discharge planning, client assessment and
consultation, pulmonary diagnostics and asthma education (82).

Table 16: Wait List D ata Cardiopulm onary Services JPM RHC as ofO ctober 15, 2013
Exam Type
Sleep Studies
H olter Monitor
Am bulatory BP
PFT
Stress Test:
Physician A
Physician B
Physician C
Asthm a
Physician D
Physician E
Adult Asthm a

D ate ofO ldest
Requisition

Total N um ber of
Pending
Requisitions

D ate ofN ext
Available Appt

July 12, 2013
December 2, 2012
October 17, 2013

80
427
4

December 17, 2013
December 2, 2013
October 31, 2013

NONE

NONE

November 6, 2013

July 25, 2013
October 9, 2013
June 25, 2013

74
17
86

December 5, 2013
December 3, 2013
December 4, 2013

NONE
NONE
November 1, 2012

NONE
NONE
180

M ay 6, 2014
December 12, 2013
UNKNOWN

Source: CentralHealth Cardiopulmonary Services 2013

Table 17: Wait List D ata Cardiopulm onary Services CN RHC as ofO ctober 15, 2013
D ate ofO ldest
Requisition

Total N um ber of
Pending
Requisitions

D ate ofN ext
Available Appt

Apr. 25, 2013
M ar. 3, 2010
Jan. 24, 2013

106
250
11

Dec. 2,2013
Nov. 5, 2013
N/A

PFT

N/A

8*

No wait list

Pacem akers

N/A

300*

No wait list

EEG

N/A

1*

No wait list

N CS

Jun. 5, 2013

210

Nov. 19, 2013

Exam Type
Sleep Studies
H olter Monitor
Am bulatory BP

*N O TE: These clients are to be booked for follow -up on specific dates*
Source: CentralHealth Cardiopulmonary Services 2013

The wait time information presented in the previous tables represent the number of
clients waiting for each cardiopulmonary service. These wait times are not calculated
in the same manner as the previous diagnostic imaging and endoscopy wait times.
The tables above show the totalnumber of clients waiting for an appointment as of
October 15, 2013. The tables also show a timeframe for how long clients have been
waiting for the services. Note that the longest wait time is for Holter monitors.
No-shows also present a challenge in this service area as detailed in the table below.
No-shows in some service areas are significant and are impacting the service. As
previously noted, the newly funded electronic telephone appointment notification
system willbe implemented in Cardiopulmonary Services in 2014 (82).

Table 18: N o Show Rates - Cardiopulm onary Services (April 1- Septem ber 30, 2013)
CNRH C
Respiratory Therapy
Pulmonary Function Testing
Sleep studies
Home Oxygen Assessments
Non Invasive Cardiology
Ambulatory Blood Pressure
Holter M onitoring
Stress testing
Echocardiography
Diagnostic Neurology
Nerve conduction Studies
EEG

11.5%
31.3%
11.7%

16 %
11.9%
8%
6.7%

JPM RH C
Respiratory Therapy
Pulmonary Function Testing
Sleep studies
Home Oxygen Assessments
Asthma Centre
Non Invasive Cardiology
Ambulatory Blood Pressure
Holter M onitoring
Stress testing

15.2%
19.3%
0%
26.2%
17.5%
22.7%
5.7%

12.7%
8.6%

LA B ORA TORY SERVICES
CentralHealth maintains high standards for Laboratory Services through participation
in internaland externalproficiency programs including O ntario Laboratory Association
(OLA) Accreditation (83).
A fullrange of laboratory services are provided at CNRHC and JPM RHC. In addition to
these services, there are ten smaller laboratories located throughout the region
providing blood collection services, emergency testing and limited routine testing.
Furthermore, there are sixteen ruralblood collection only sites throughout the region.
Given that laboratory services, specifically blood collection services, are dispersed
throughout the region accessibility is enhanced. However, there are often concerns
and complaints expressed with respect to the wait times for blood collection. This is
especially an issue at JPM RHC and CNRHC. There have been some improvements
made; however, this continues to be an area of challenge. At ruralsites where blood is
collected, there are also at times concerns expressed with respect to the number of
blood collections that can be performed each day. An approach to this concern at
some sites has been to take a list of names for collection and once the maximum
number of slots is filled clients are asked to return another day. This approach to
managing the service ensures that clients are not waiting for long periods and then
turned away for service. The literature suggests that client experience improve when
the wait time for a service is known at the outset.
CH ILDH OOD IM M UNIZA TION
Immunizations prevent serious infectious diseases and have saved more lives in the
last 50 years than any other health intervention. The success of immunization
programs is dependent upon accessibility and immunization coverage rates (84).

In the centralregion, Public Health Nurses (PHN) administers routine immunizations to
infants and children as wellas adults who have not been immunized in early infancy,
in accordance with the Newfoundland and Labrador immunization schedule. The
exclusive delivery of the immunization program by PHNs has resulted in Central
Health’s immunization coverage rates being among the highest in this province and
country, consistently greater than 95 per cent which is the nationaltarget rate (85).
Table 19: Central Health Vaccine Coverage Rates at Age Tw o (Birth Years 2005 to 2010)
Vaccine
B irth
Year
2005
2006
2007
2008
2009
2010

DTaP-IPVH ib
98.6%
98.4%
99.5%
99.1%
99.0%
99.3%

MMR
Dose #1
99.4%
99.5%
99.5%
99.3%
99.5%
99.3%

MMR
Dose #2
97.8%
97.0%
99.1%
98.0%
98.2%
98.7%

Varicella

M en-C

Pneum ococcal

96.8%
98.6%
98.6%
97.8%
98.8%
98.7%

98.9%
99.8%
99.9%
99.3%
99.6%
99.3%

98.4%
98.0%
99.2%
98.5%
98.5%
98.2%

*Not included in the immunization schedule
Source: CentralHealth Public Health Department 2013

COM M UNICA B LE DISEA SES
The Communicable Disease Control(CDC) program works to prevent and controlthe
spread of communicable diseases by utilizing various strategies including public
education and awareness, immunization, harm reduction, secondary prevention
(treatment, screening, contact tracing), infection control, outbreak management,
reporting and surveillance. The controlof communicable diseases relies on the
cooperation, collaboration and coordination among public health, acute care,
infection control, laboratory and related health professionals at alllevels (84).
The following tables reflect the number of individuals diagnosed with a particular
communicable disease within Newfoundland and Labrador and in the centralregion
for the years 2009 through 2012.

Table 20: Sexually Transm itted Infection (STI) Rates Central Health (CH) and N ew foundland
(N L) 2009-2012
Syphilis
H epatitis C

H IV

Chlam ydia

G onorrhea

H epatitis B

Year

Infectious+
Noninfectiou
s

CH

NL

CH

NL

CH

NL

CH

NL

CH

NL

CH

NL

2009

3

86

0

6

49

535

1

10

0

24

2+1

3+5

2010

4

60

0

4

75

644

0

12

2

22

0+0

4+10

2011

6

63

0

3

56

688

0

26

4

29

0+0

6+4

2012

2

66

1

8

58

860

1

16

1

14

1+0

9+4

Source: Department of Health and Community Services (2009-2012). Communicable Disease
Surveillance System.

Table 21: Com m unicable D isease Rates Central Health (CH) and N ew foundland (N L) 20092012
Cam pyloB acter

E.Coli
Enteritis

G iardiasis

CH

NL

CH

NL

CH

NL

CH

NL

CH

NL

CH

NL

2009

7

32

2

4

3

24

0

0

207

1171

3

24

2010

7

39

0

0

5

35

0

0

0

0

0

0

2011

12

61

1

6

5

43

0

6

25

207

16

43

2012

5

42

0

2

4

21

0

0

67

237

34

209

H epatitis A

Influenza A

Influenza B

Year

M eningitis
(Viral)

Norw alk/
Noro Virus

Respiratory
Syncytial
Virus

Rotavirus
Enteritis

Salm onella

Tuberculosis

2009

0

2

24

45

16

148

14

75

6

35

0

20

2010

0

6

50

164

19

155

1

8

9

46

1

7

2011

0

4

36

57

9

117

3

22

12

65

0

7

2012

0

5

13

101

?

?

?

?

17

74

0

4

Source: Government of Newfoundland and Labrador (2009-2012).
Communicable Disease ControlSystem

M ENTA L H EA LTH A ND A DDICTIONS SERVICES
Accessibility to M entalHealth and Addictions Services has improved over the past
number of years, with services now available in many parts of the region. Although
services are more accessible, there is a wait time for services in some areas. The waitlist
for M entalHealth and Addictions Services is actively managed. Wait time information
is organized into two categories including clients waiting for intake (wait 1) and clients
waiting for clinicalassessment (wait 2). The data, as of September 2013, is presented
below (86).
Table 22: Central Health M ental Health and Addictions (Septem ber 2013)
Clients W aiting for InitialA ssessm ent
Child / Y outh
Site

Total
#

M ental
H ealth

A d dictions

A d ult
Total

M ental
H ealth

A d dictions

Total

M edian
W ait
tim e

Range W ait
tim e

G FW

33

7

0

7

26

2

28

4 weeks

0-7 weeks

G ander

15

2

0

2

10

0

10

10 weeks

3-14 weeks

Lew isporte

12

3

0

3

9

0

9

8 weeks

1-14 weeks

St.Alban's

0

0

0

0

0

0

0

0

0

Springdale

3

2

0

2

1

0

1

2 weeks

2-10 weeks

Baie V erte

0

0

0

0

0

0

0

0

0

N ew W es
V alley

0

0

0

0

0

0

0

0

0

Tw illingate

4

2

0

2

2

0

2

2 weeks

1-4 weeks

Fogo

0

0

0

0

0

0

0

0

0

67

16

0

16

48

2

50

TO TALS

Clients W aiting for Clinical Assessm ent
Child /Youth
Site

Total
#

Mental
H ealth

Addictions

Adult
Total

Mental
H ealth

Addictions

Total

G FW

100

16

1

17

71

10

81

G ander

38

10

0

10

22

6

28

Lew isporte

8

1

0

1

6

1

7

St.Alban's

5

3

0

3

2

0

2

Springdale

9

3

0

3

5

1

6

Baie V erte

15

3

0

3

11

1

12

9

0

0

0

9

0

9

1

0

0

0

1

0

3

0

0

0

3

0

188

36

N ew W es
V alley
Tw illingate
Fogo
TO TALS

Median
W ait
tim e
7.5
weeks
4.5 week
1.5
weeks
1 week

Range W ait
tim e
0-17 weeks
3-12 weeks
1-4 weeks
1-3 weeks
1-5 weeks

1

2 weeks
2.5
weeks
1.5
weeks
2 weeks

3

1 week

1-2 weeks

1-4 weeks
1-2 weeks
2 weeks

1
37
130
19
149
Source: CentralHealth M entalHealth and Addictions Department 2013

In M entalHealth and Addictions Services, wait times are monitored by program
managers, with a quarterly report submitted to the province. Reducing wait times,
thereby improving access, for these services is a focus within the department and is
achieved by monitoring clinicalefficiencies and processes. For example, the initial
intake process is completed via telephone to reduce the frequency of no show
appointments. Further work in this area is ongoing with the goalof significantly
reducing/eliminating wait times for clients of this service.
YOUTH A DDICTIONS TREA TM ENT CENTRE
The construction phase of the new Youth Addictions Treatment Centre to be operated
by CentralHealth in Grand Falls-Windsor is nearing completion. Planning, to date, has
included the following key components (86):
Creating referralcriteria and processes
Developing operationalpolicies and procedures
Establishing a youth withdrawalmanagement service
Developing a modelof care that is developmentally appropriate and culturally
sensitive
Formalizing an evaluation framework
Extensive recruitment and hiring process
Developing an extensive orientation and training program
Program planning and operationalrequirements are now in the process of being
finalized with input from departmentalstaff of CentralHealth; the Department of
Health and Community Services; the Department of Works, Services and

Transportation; and the Youth Treatment Centre facility in Paradise, under the
operation of Eastern Health. The new facility is scheduled to open in the winter of
2014.
Presently, there are no withdrawalmanagement services for youth available in the
province. The opening of the Youth Addictions Treatment Centre in Grand FallsWindsor willserve to bridge the gap in existing services for youth so that
comprehensive treatment can be offered closer to home (86). This center willimprove
access to services for youth and support for their families.
REH A B ILITA TIVE SERVICES
Rehabilitative Services encompasses audiology, occupationaltherapy, physiotherapy,
recreation services, and speech-language pathology. These services are available at
CentralHealth to pediatric, adult and geriatric populations (87). The Rehabilitative
Services Department tracks wait time information in an effort to streamline services,
improve access and provide service in a timely fashion.
Table 23: Rehabilitative Services Wait List Inform ation as ofSeptem ber 30, 2013
Service/Location
N ew -W es-V alley

Physiotherapy

Speech Language
Pathology

O ccupational
Therapy

Total # of
Clients
W aiting

Total # ofN ew
Referrals
(Sept 2013)

D ate ofO ldest
Requisition

27

3

October 2012

Tw illingate

All referrals currently sent to JPM RHC

Fogo Island

All referrals currently sent to JPM RHC

H arbour Breton

All referrals currently sent to CN RHC

Baie V erte

147

21

October 2012

G reen Bay

88

21

July 2012

G ander

290

G rand Falls-W indsor

207

31

January 2013

G ander

60

N/A

N/A

G rand Falls-W indsor

46

N/A

N/A

G ander (O utpatients)

19

N/A

January 2013

G ander (Com m unity)

63

N/A

November 2011

G rand Falls-W indsor
(O utpatients)

34

N/A

November 2012

October 2012

G rand Falls-W indsor
69
N/A
January 2012
(Com m unity)
Source: CentralHealth Rehabilitative Services Department 2013

As noted in the previous table, Grand Falls-Windsor, Gander and Baie Verte have the
most number of clients waiting for physiotherapy, with Green Bay having the longest
waiters. There is also a demand for occupationaltherapy that is not being met.
In 2009, Eastern Health completed a study to identify gaps in the provision of inpatient
rehabilitative services throughout Newfoundland and Labrador (88). Unfortunately,
little progress has been made since that time in terms of developing a holistic
rehabilitative services program throughout the province (87). The study identified
provincialgaps, as the centers in Eastern Health are tertiary centers for the province.
Due to factors such as the shift from institutionalto community care, the focus on
disease prevention and the increased demand, the aging population, and increase in
chronic conditions, gaps in rehabilitation care reduces patient flow through the
system and impairs the client’s ability to live independently at home.
The study suggested that there is a well-established and long-standing need for
designated rehabilitation beds within CentralHealth (88). These beds would need
support from nursing and rehabilitation staff in order to provide the required levelof
care. The study suggests that clients would be best served by 10-12 general
rehabilitation beds at either CNRHC or JPM RHC. The impact of the findings of this
study for the residents of the centralregion needs consideration.
END OF LIFE (EOL)H OM E CA RE PROG RA M
In 2007, the Department of Health and Community Services implemented a program
directed at addressing client’s end of life care needs for the purposes of avoiding or
reducing the length of stay in an acute care facility during their end of life experience.
This program is currently offered in five sites throughout CentralHealth and offers the
following services to eligible clients during their last four weeks of life at no cost to the
client:
Up to 219 hours of home support above and beyond what they are (if they are)
currently receiving home care support, over a four week period
Home oxygen, if required
Appropriate prescriptions and pharmaceuticals
Equipment and other materials
On-callnursing support during the last 48 hours when death is imminent
Clients receiving this community service must be aware of their diagnosis and have
support both at home from their caregiver(s) and their family physician. The Regional
Palliative/End of Life Care (PEOLC) Specialist Team coordinates this community service
in conjunction with community nursing providers and collaborates on best practice
end of life care.
Utilization of this program is currently among the highest in the province. From July
2012 to date, over 80 clients availed of the EOL Home Care Program with an average
length of stay of 26 days on the program per client. This number has increased 25-30

per cent every year since the inception of the program in 2007 and this is expected to
continue to climb considering the aging population demographics.
Despite the positive response to the EOL Home Care portion of integrated PEOLC,
there are severalgaps or barriers to care that influence accessibility of this service.
They are as follows:
Currently only five sites (six communities) have access to the program; this
limits the amount of service available within CentralHealth. On a regular basis,
clients have identified that they wish to remain at home for their EOL
experience, but this portion of the program is not available in their areas, and
so they are unable to do so, resulting therefore, in the utilization of their local
palliative or acute care beds.
The EOL Home Care program is only available for clients during their last four
weeks of life. This service does not follow best practice considerations in
palliative care. Services within the home should be made available throughout
the remaining months of the client’s life, not weeks. Clients regularly require
services before their finalfour weeks but programming is not available to meet
the request.
Frontline socialwork support is imperative to help the family navigate through
the complicated nature of end of life concerns such as financialsupport grief
and bereavement issues, caregiver burnout, and advanced care planning,
among others. Currently there are no primary community based socialwork
supports available to end of life clients.
Spiritualcare at the end of life is identified as a best practice component of
care. Currently there is no staff dedicated to address this complex end of life
concern that requires specialized education to address.
CH RONIC DISEA SE PREVENTION A ND M A NA G EM ENT
Chronic diseases are significant cost drivers and present challenges to the people and
community as wellas the health care system. Contributing to this are the common risk
factors such as smoking, physicalinactivity, unhealthy diets, and excessive alcoholuse,
which give rise to chronic conditions such as high blood sugar, high blood pressure,
high cholesterol, and diabetes (27) (28). The rates for these conditions in the central
region were provided earlier in this document.
Though many factors contribute to the development of chronic conditions, they are
more prevalent as individual’s age. Newfoundland and Labrador has an aging
population with over 16 per cent of its population 65 years of age or older. Studies
indicate that about 95 per cent of the province’s residents aged 65 years or older have
at least one chronic condition (29). Currently the Newfoundland and Labrador
provincialrates for chronic disease including heart disease, stroke, cancer and diabetes
are among the highest in Canada and chronic diseases are among the leading cause of
premature death and disability.

CentralHealth shares in the nationalchallenge of finding efficient and effective
strategies to prevent and manage chronic disease. In conjunction with the Im proving
Health Together: Policy Fram ew ork for Chronic D isease Prevention and M anagem ent in
N ew foundland and Labrador (28) and evidence-based recommendations Central
Health has developed a plan for Chronic Disease Prevention and M anagement. It
employs the Wagner Expanded Chronic Care M odel and works within a Primary Health
Care Framework to deliver quality care based on best practices and a collaborative
approach on alllevels over a lifetime.
In keeping with this approach, a RegionalChronic Disease Prevention and
M anagement Advisory Committee was formed in 2013 to provide leadership to the
work that is underway in CentralHealth related to severalchronic diseases. A
communication process is envisioned and current priority areas are diabetes care,
stroke care, chronic obstructive pulmonary disorder and chronic disease selfmanagement. Efforts made by CentralHealth are focused on reducing dependence on
the health care system and improving the quality of life of citizens (84).
Chronic diseases are, by their nature, ongoing and lasting medicalconditions. It is
because of this that individuals living with chronic disease(s) should be provided with,
and availof, a self-management program. The Department of Health and Community
Services, through the RHAs, have implemented the Stanford Chronic D isease SelfM anagem ent Program for individuals living with chronic conditions (89). In
Newfoundland and Labrador, the program is called Im proving Health: M y Way.
Im proving Health: M y Way brings people with different chronic diseases together to
help them build the skills and knowledge regarding how to make healthy lifestyles
changes and choose healthy behaviours. Self-management includes enhancing client
skills regarding developing the confidence to dealwith medicaltreatments, being an
active participant in daily care, and learning to manage the emotionalaspects
associated with a chronic condition (84).
Since implementation in 2011, CentralHealth has facilitated 31 workshops with 256
participants successfully completing the program. Eleven workshops took place in the
fallof 2013. The workshops are facilitated by clients of CentralHealth who are living
with chronic diseases themselves. These volunteers are trained and supported by
CentralHealth staff. CentralHealth is also working on initiatives around the selfmanagement of COPD and is continuing to support providers who work with clients to
encourage and use the self-management practices (84).
TRIPLE A IM IM PROVEM ENT PROJECT
CentralHealth is currently participating in an improvement project with the Canadian
Foundation for Healthcare Im provem ent (CFHI) and the Institute for Healthcare
Im provem ent (IHI) in the United States. This project is aimed at enhancing the health of
the population and delivering high quality health care at sustainable cost. Central
Health willbe using a specific population of those with chronic disease in the central
region as a focus for improvement. This valuable learning opportunity extends from

September 2013 to June 2014 and consists of numerous webinars and access to Triple
Aim faculty for assistance with problem solving and decision making.
Triple Aim is a change process implemented in over 100 organizations that is focused
on reducing cost, improving population health and improving client experience. It
involves identification of a population of focus, definition of system aims and
measures, development of a portfolio of project work and rapid testing of change.
Clients can expect less complex and much more coordinated care and the burden of
illness willdecrease. Importantly, stabilizing or reducing the per capita cost of care for
populations willlessen the pressure on publicly funded health care budgets (84).
DIA BETES CA RE PROG RA M
CentralHealth offers a standardized Diabetes Care Program for clients throughout the
region. In 2012, CentralHealth received funding to initiate a “Tele-diabetes” service
and Telehealth equipment was purchased for clinics in Gander, Grand Falls-Windsor
and M ose Ambrose. This service improves access, reduces travelfor clients as wellas
health care professionals which increases service efficiency.
In the past year, a satisfaction survey was distributed to diabetes clients throughout
the region. Incorporating client feedback and experience into the planning and
provision of diabetes services willaid in meeting the needs of clients (84).
In 2012, CentralHealth partnered with the Canadian Association of Wound Care
(CAWC) on their initiative known as Peer Education, or PEP Talk – D iabetes, Healthy Feet
and You. This program is an innovative workshop funded by the Public Health Agency
of Canada (PHAC), targeting individuals living with diabetes. Given that the central
region of the province has one of the highest rates of diabetes in the country, this
opportunity added to the current population health focus and health promotion
strategies utilized within the organization to create awareness of the disease (90) .
CH RONIC OBSTRUCTIVE PULM ONA RY DISEA SE (COPD)M A NA G EM ENT
CentralHealth has recognized the need to establish a coordinated approach to
manage COPD clients in the centralregion. This disease poses a significant burden on
the health care system due to client readmission and comorbidities.
In M arch 2013, focus groups were held with physicians, allied health professionals, and
nursing staff to discuss current services for clients with COPD and identify service gaps.
A core COPD project team was established and is represented on the Chronic Disease
Prevention and M anagement Advisory Committee.
Furthermore, CentralHealth has partnered with the Canadian Foundation for
Healthcare Im provem ent (CFHI) and other Atlantic Canadian health authorities to form
an Atlantic Collaborative for Innovation and Improvement in Chronic Disease. Through
the review of evidence-based programs, CentralHealth developed a comprehensive

project plan, in 2012-2013, which focuses on improving processes of care for clients
living with COPD and it incorporates aspects of acceptability, efficiency, effectiveness,
and sustainability. The evaluation framework and logic modelare currently being
finalized (82).
The next steps in the plan are implementation of inpatient standing orders, revamping
of the clinic for patients with COPD and development of an advanced COPD outreach
program.
STROK E STRA TEG Y
CentralHealth’s RegionalStroke Strategy Committee is actively working on
implementing the Canadian best practice recommendations for prevention and
management of stroke. CentralHealth was able to secure temporary funding to hire a
Chronic Disease Prevention and M anagement Facilitator to focus on standardizing
stroke care, particularly at JPM RHC and CNRHC. New policies, procedures, and
practitioner order forms have been created for stroke care and a plan for continuing
education is in place. An acute care working group worked on clustering clients
admitted with stroke to the medicine floor of the CNRHC. This is now in place. Allfulltime Registered Nurses working on the medicine units of JPM RHC and the CNRHC
have been formally trained in stroke care by completing a practicalstroke course
offered through Eastern Health (91).
JPM RHC has recently been chosen as one of the three pilot sites in the province for a
“Telestroke” project funded by the Canadian Stroke N etw ork. This provides physicians
in the JPM RHC emergency department with 24 hour, seven day a week access to
consult with the on-callneurologist located in Eastern Health. This is another example
of the implementation of evidence-based practice. Accessibility to services that follow
best practice guidelines is the desired state for allresidents throughout the central
region (29).
The RegionalStroke Strategy Committee is represented on the Chronic Disease
Prevention and M anagement Advisory Committee.

A PPROPRIA TENESS
Appropriateness refers to the expectation that the care/service provided to a client is
relevant to their individualneeds and based on established standards (20).
CENTRA L H EA LTH M ODEL OF NURSING CLINICA L PRA CTICE (M oNCP)
Research indicates that environments promoting autonomy, accountability and
effective interdisciplinary teamwork lead to greater work satisfaction in turn, better
client outcomes. The M odelof Nursing ClinicalPractice (M oNCP) incorporates values
and standards of nursing governing bodies, and although there is recognition that

change is difficult, successfulimplementation of the M oNCP willhave positive
outcomes on client care (92)
Upon implementation of the M oNCP, the goalis for the client to receive safe and
competent care from the most appropriate nursing provider whether it is a Registered
Nurse (RN) or Licensed PracticalNurse (LPN) (92). Continuity of care willbe achieved
by limiting the number of nurses assigned to a client. The modeladvocates for the
client to be involved in the decision making process enabling them to make informed
decisions while having their culturalbeliefs and practices recognized and respected
(93).
In order to achieve this levelof care, the RN/LPN has the freedom to make decisions
about client care within the scope of practice, in collaboration with the client (94).
These decisions are based on the best available evidence and nurses willwork to the
fullscope of roles and responsibilities as defined by their professionalbodies and
CentralHealth (93).
The RN/LPN has access to an assigned ClinicalNurse Expert to ensure immediate
advice for technicalproblems, complications, decision making, or when facing an
emergency. Access to diverse nursing expertise or specialist as needed (NP and other
specialist roles) is available. In addition, there is continuity and access to administrative
support 24 hours a day. Also, RN/LPNs have access to ClinicalNurse Educators for
support.
A committee is guiding the implementation of the modeland change management
assessment and strategies have been employed to assist with the transition to this
new model. The modelhas been implemented at the two regionalhealth centers and
allother facilities are in various stages of implementation. Evaluation of the modelis
currently ongoing (93).
A M BULA TORY CA RE SENSITIVE CONDITIONS (A CSC)H OSPITA LIZA TION RA TE
Access to primary health care is a priority for CentralHealth. The calculation of an
Am bulatory Care Sensitive Conditions (ACSC) hospitalization rate is considered a
measure of inappropriate health care. In other words, the client could have been
managed in an appropriate ambulatory care setting that could have prevented the
onset of the illness or condition or have controlled an acute episode of the condition.
A high ACSC is presumed to reflect issues with obtaining access to primary health care
(47).
ACSC is defined as the age-standardized acute care hospitalization rate for conditions
where appropriate ambulatory care prevents or reduces the need for admission to
hospital, per 100,000 population under age 75 years. This includes conditions such as
grand malstatus and other epileptic convulsions, chronic obstructive pulmonary
disease (COPD), asthma, heart failure and pulmonary edema, hypertension, angina,
and diabetes (47).

As indicated in the graph below, CentralHealth has a higher ACSC hospitalization rate
than the province and the country. In 2011-2012, the rate for CentralHealth was 451
per 100,000 population. This is compared to Western Health which was 518 and
Eastern Health which was 374 per 100,000 (20).
Fig.48 ACSC Hospitalization Rate Com parison (Regional, Provincial, N ational) 2007-2011
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CA ESA REA N SECTION
Caesarean section delivery is associated with higher costs and increased risk as it
increases maternalmorbidity and mortality (20). For the years 2009, 2010, and 2011,
CentralHealth maintained a slightly higher rate of caesarean sections than
Newfoundland and Labrador. Both the centralregion and the province have
experienced a higher rate than Canada (see Fig.49).
Fig.49 Com parison ofCaesarean Section Rates (Central, Provincial, and N ational) 20092011
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Information on the rates of emergency caesarean section for both JPM RHC and
CNRHC are available. The rates for JPM RHC were significantly higher than CNRHC in
2009-2010; however in 2011-2012 the rates are comparable.
Fig.50: Em ergency Caesarean Section Rates (% ) by Facility, 2009-2010 to 2011-2012
Facility
James Paton M emorialRegionalHealth Centre
(JPM RHC)
CentralNewfoundland RegionalHealth Centre
(CNRHC)

FiscalYear
2009/2010 2010/2011 2011/2012
17.5
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Source: NLCHI ClinicalDatabase M anagement System 2009/10-2011/12

REA DM ISSION RA TES
Readmissions rates show the percentage of clients who were readmitted to an acute
care facility post discharge. Readmissions are non-elective returns to acute care within
30 days post discharge. The percentage of readmitted patients is an important
balancing measure to indicate if changes to patient flow through the system are
negatively affecting care. While some readmissions are part of the planned care and
are desirable, others may be indications of a quality issue related to shortened length
of stay, premature discharge or discharge planning (95). Clients who are readmitted
require additionalcare for their condition therefore utilizing health care resources. The
following table shows the readmission rates for select areas for the centralregion, the
province, and the country. Notice that in allcases readmissions are higher in the
centralregion than in the province and the country.
Table 24: Risk-adjusted Readm ission Rate (% ) for Select Services 2011-2012
Indicator

Central

NL

Canada

30-day A M I Re-adm ission

13.6

11.6

11.5

30-day M edicalRe-adm ission

13.7

12.7

13.4

30-day SurgicalRe-adm ission
30-day Obstetric Re-adm ission

7.0

6.5

6.6

2.8

2.6

2.0

30-day Re-adm ission for M entalIllness

15.1

13.3

11.6

Source: CIHI Health Indicators (2013)

H OM E SUPPORT PROG RA M
Growth within the Home Support Program has been staggering. Since M arch 2006,
there has been an overallincrease of 993 new clients availing of the Home Support
Program. Of particular interest, the number of seniors who availof home support
services has increased by 772 individuals (or 250 per cent), since M arch 2006. In M arch
2006, there were 306 seniors receiving home support service; by August 2013, there
were 1078 seniors receiving service. The number of clients receiving home supports
with a physicalor intellectualdisability has increased but not significantly. In August

2013, there were 284 clients with physicaldisabilities and 368 individuals with
intellectualdisabilities in receipt of services. In total, there are1730 clients in the
centralregion who are receiving services through the Home Support Program (1).
The growing demand for home support services may be attributed to the following
factors:
The change in the provincialfinancialassessment process
An aging population
Unavailability of and/or stress of family and unpaid caregivers
Longer waitlist for LTC placements (82 per cent increase since 2007)
Increased demand for follow-up care at home following hospitaldischarge.
Increased demand for palliative care (prior to eligibility for End of Life
Program)
In addition to the increase in clients requiring home supports, there is evidence to
support that clients are presenting with illnesses and conditions of increased
complexity thus requiring higher levels of support services. This creates more demand
on the home support program both from a human resources perspective as wellas a
budgetary perspective. In M arch 2006, home support direct client costs were 16.8
million and in M arch 2013 the cost had increased to nearly 40 million (1).
In keeping with this growth factor, the existing human resources and management of
the Home Support Program are increasingly challenged. Overallprogram monitoring
and evaluation has been challenging in itself, as it requires allavailable resources to
keep the services flowing with regards to basic assessment, processing of requests,
payments, etc. Despite the significant increases in the demand for this service, staffing
increases have been minimal.
Fig. 51 below shows the significant increase of clients and costs associated with
providing home support services at CentralHealth. Based on the demographic profile
of the centralregion, projections estimate that these numbers willcontinue to rise in
the coming years (1).

Fig.51: Total N um ber ofCentral Health Hom e Support Program Clients (2006-2013)
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ENH A NCED H OM E CA RE SERVICES
CentralHealth strives to provide appropriate services for the population it serves. Over
time, the manner in which health care is provided shifts as the characteristics of the
population change. In keeping with a changing demographic, CentralHealth provides
services in the community that could, at one time, only be delivered on an inpatient
basis in an acute care setting. A specific example of this is the Enhanced Home Care
Services Program within the Community Support and ResidentialServices Division
which was implemented in 2007 (1).
Enhanced Home Care Services are available to clients requiring short term acute or
end of life care. Some of the services provided include IV antibiotic therapy, negative
pressure dressings, short-term home supports, follow-up chemotherapy care,
injections and pharmaceuticals, and equipment and supplies for end of life care.
Program growth is evident based on the totalnumber of referrals received for
Enhanced Home Care Services (1).

At present, Enhanced Home Care Services are provided in Grand Falls-Windsor,
Gander, Lewisporte, Glovertown, and Botwood and area. There were no new sites
announced for 2010, 2011, or 2012, and at present, there is no plan for program
expansion in 2013. However, Vacuum Assisted Closure (VAC) treatment for wound
care is now being offered in allcommunity health districts. Additionally, end of life
care services are provided to clients in their homes, outside of the designated sites.
However, the levelof nursing and socialwork services may vary slightly (e.g., evenings
and weekends), due to human resources availability (1).
H OM E CA RE A SSESSM ENT
The International Resident Assessm ent Instrum ent (interRAI) group in collaboration with
the Canadian Institute for Healthcare Inform ation (CIHI) has partnered to offer
healthcare institutions an assessment toolfor clients requiring home care. The
interRAI is a brief standardized clinicalassessment designed to inform home care
intake from community or hospital, and screening of vulnerable populations in
hospitalEmergency Departments (1).
The benefits of the assessment are that it helps to identify persons at risk of adverse
outcomes across care settings, provides real-time decision support for referraland
service planning, may prevent hospitaladmissions, alternate levelof care days or
repeat visits to the Emergency Department, and provides comparable data on all
referrals to home care.
The database willstore information based on the clinicalassessments completed by
employees in CentralHealth and promises to be a usefultoolthat willhelp to ensure,
among other outcomes, appropriateness of care. CentralHealth is planning to train
relevant staff by summer 2014 (1).
PA LLIA TIVE/END OF LIFE CA RE
In 2011, CentralHealth contracted an externalconsultant to complete a review of
palliative/end of life care services. The results of this report identified steps that could
be taken to address gaps in service and established an integrated approach to end of
life care.
The CentralHealth Palliative Care Team is a regionalmultidisciplinary specialist team
who provide secondary care support to the palliative/end of life client as they move
through their finaljourney by engaging with the client, their family and their primary
care practitioners. Clients can be seen in their homes, in an acute care facility, in a
long-term care facility or in other settings. This team supports the client and the family
who are living with a palliative diagnosis in addition to the primary care providers who
provide care on a day to day basis for their client. Another major component of
program’s mandate is education of clients, staff and communities.

The team is comprised of a RegionalM anager, a Physician Specialist, two nursing
coordinators, one socialworker and part-time clericalsupport.
Since the inception of the team in July 2012, over 360 referrals have been received by
the team for clients who require secondary supports. The high number of referrals in
the early stage of implementation of a new service demonstrates the vast need for
integrated, effective, client-based palliative/end of life services in this region. Referrals
come from allsources within the region, with a large portion coming from the acute
facilities and Cancer Care, both in this region and in St. John’s.
Best practice dictates that services for palliative/end of life care should be available up
to one year from expected death. Due to current resource capacities, the team is only
available to accept referrals up to six months from expected death. While the team has
educated and encouraged stakeholders to refer clients as early to six months as
possible, the current average referraltime is 24 days prior to death. Oftentimes the
referralis delayed due to either a family’s willingness to accept the referralor a
physician’s willingness to cease active treatment of the disease and move towards
comfort care.
CentralHealth currently has 14 palliative beds, located in both acute and long-term
care facilities. After reconstruction is completed at JPM RHC, two additionalpalliative
beds willbe available. These palliative care beds are distributed as follows:
Site
Baie Verte
Buchans
Connaigre
Botwood
Gander
GFW
Green Bay
Kittiwake Coast
Lewisporte
Twillingate
Fogo
GFW-Carmelite
Springdale- Valley Vista

PEO L Facility Beds
1
1
1
2
2
1
1
1
1
1
(float)
1
1

Bed utilization in CentralHealth facilities is high with allfacilities reporting an 80-100%
occupancy rate for palliative clients. When dedicated beds are not available, clients
are either admitted to another acute care bed, or kept waiting in another location until
a suitable placement becomes available.

LONG TERM CA RE PA LLIA TIVE SERVICES
The specific nature of LTC identifies that residents living in these facilities experience
end of life with a different dynamic than those in other spectrums of care. In an effort
to work towards an integrated perspective, a needs assessment of services and staff
knowledge of the issue willtake place in 2014 and this information willinform
planning. Some of the challenges at present are:
End of life care for clients with dementia. This makes communication and
effective pain/symptom management very difficult since clients are often
unable to communicate effectively their needs due to this illness.
Education for staff who serve in these facilities needs to be very specific and
sensitive to the nature of care. Attachments are often made to these clients
and so bereavement and grief issues that are unaddressed over a period of
time often manifests into other issues.

COM PETENCE
Competency is a knowledge, skillor attribute causally related to effective behavior
(20). An individual’s knowledge and skills need to be appropriate to the care/service
being provided. Providing health care workers with usable information, organized
around a specific content area that has the ability to produce a consistent response to
situations or information, willprovide the best client care.
PROFESSIONA L DEVELOPM ENT & CONTINUING EDUCA TION (PD & CE)
CentralHealth supports the education of staff to ensure competency and a safe
environment for both clients and staff. Training is provided internally through inhouse resources and externally through the financialsupport of employees to enrollin
courses and attend educationalconferences and workshops (96).
In 2010, Accreditation Canada identified an increased need in resources for education
of staff, both internally and externally (97). Over the past severalyears, the Professional
Development and Continuing Education (PD & CE) Department has made strides to
enhance the educationalopportunities available to employees and physicians. New
courses include Building a Better Tom orrow in N ew foundland & Labrador (BBTNL)
modules, Presentation & Facilitation Skills training, 5-Person Restraint and Behavioral
Emergency M edication modules, and a variety of soft-skills training. Also in 2013, the
department worked with the two former Continuing M edicalEducation (CM E)
Committees to merge into one regionalcommittee with the goalof strengthening
CM E opportunities available to physicians.
Advanced Cardiac Life Support (ACLS) is now being offered on site in ruralcentres.
New videoconference equipment willhelp further enhance access to sessions such as
GeneralOrientation and CM E. An online generalorientation and orientation for

managers is also under development. There is a recognized need for a manager’s
orientation and training program.
The PD & CE Department is also responsible for the Education Assistance Program.
This program provides staff up to $500 or five paid education days per year when
registered in a certified college or university. In 2012-2013, $15,210 was provided to 53
employees pursuing formalpost-secondary education, and 40 employees were
awarded up to five paid education days.
CentralHealth also has a regionallibrary system with three locations in operation. The
services available include literature searches, interlibrary loans, document delivery,
teaching and a resource library. These services are utilized by staff and leaders
throughout the organization and provide accessibility to evidence-based practice
literature.
In the upcoming year, PD & CE willbe involved in severalnew initiatives including the
roll-out of the Gentle Persuasive Approach (GPA) training for LTC staff. Increased
training willenhance competence in caring for clients with dementia and willenable
staff to provide the best possible care.
Additionally, new CM E opportunities, training in adult learning, M icrosoft 2010
training, and ethics education are planned. In collaboration with other departments,
PD & CE has recently been exploring the possibility of implementing a learning
management system and willcontinue to work towards this goal(96). Alignment with
the new strategic directions of the organization willneed to be a focus for 2014.
TRA INING M A TRIX
In 2008, CentralHealth implemented a training matrix as part of a WHSCC PRIM E
initiative. The training matrix has two main purposes: to identify mandatory training
of each position within departments and to track which employees have or have not
completed mandatory training. The training matrix is a toolto ensure that all
employees in the organization have the training required to perform their work safely
and ensures that training of employees remains up-to-date. In 2013, Accreditation
Canada recognized CentralHealth for the comprehensive training matrix
implemented throughout the organization.
PA RA M EDICINE
Currently, each site lying within the centralregion has its own emergency phone
number for accessing Emergency M edicalServices (EM S). Pamphlets are distributed
and widely available throughout the region listing the telephone numbers for area
ambulances. CentralHealth provides a standard ambulance dispatch form at allsites
as a toolfor individuals who receive the ambulance callto document required
information (98).

CentralHealth is working with the Department of Health and Community Services as
wellas Western Health to implement the Am bulance D ispatch and M onitoring System
(ADAM S). ADAM S uses a globalpositioning system (GPS) to monitor ambulances
throughout the region and is designed to provide optimaland efficient transfer of
clients. Specific criteria are utilized to determine whether a nurse escort is required for
transfers. By using ADAM S, Western Health experienced a significant reduction in the
number of nurse escorts for client transfers, translating to nearly half a million dollars
in cost savings (98). CentralHealth is currently in the process of building a command
center to operate ADAM S.
Along with the development of ADAM S in CentralHealth, the Department of Health
and Community Services is exploring the implementation of a provincial911
emergency callsystem. With this development on the horizon, CentralHealth is
ensuring the ADAM S command center willhave the capacity to receive 911 calls
should the centralregion be chosen to provide this service. The structure of the 911
callsystem is not finalized and allcalls may be routed through St. John’s.
Emergency medicaldispatch training is available to employees of CentralHealth;
however, not allindividuals who receive calls are certified as a dispatcher. M any of
these individuals work in roles such as Switch Board Operator, RN, LPN, etc. Provincial
M edicalOversight required that allindividuals who receive emergency calls have
appropriate dispatch training by January 2013. Given the implementation of the
ADAM S system, dispatch training has not been completed to date. Depending on the
rollout of the ADAM S system, training willbe provided as required.
In the absence of a CentralDispatch, the EM S Team willseek provincialand regional
support to implement a standardized calltaking system to ensure consistency in
ambulance dispatching. The EM S Q I Team is working with the Senior Leadership Team
to alleviate this challenge (98).
TECH NOLOG Y
Health care technology is a broad concept that can be defined as the set oftechniques,
drugs, equipm ent and procedures used by health care professionals in delivering health
care to individuals and the system s w ithin w hich such care is provided.
Standing Senate Committee on SocialAffairs Science and Technology (2007)

Newfoundland and Labrador, since 2001, with strategic direction from the
Department of Health and Community Services, has been working like many other
provinces across Canada to deliver safe and effective health care through the
Electronic Health Record (EHR). The goalis that whether the information originates
from a doctor’s office, clinic, hospitalor pharmacy, it willappear as one record. The
Newfoundland and Labrador Centre for Health Information (NLCHI) and the four
regionalauthorities completed an initiative to assess EHR readiness. The objective of
the assessment was to determine the levelof awareness of clinicalstaff regarding the
EHR/Labs Project. Work is progressing on this provincialinitiative (99).

In order to gauge the technologicalcapacity and productivity of the health care
authority, CentralHealth participates in a benchmarking process through an American
company called HIM SS Analytics. HIM SS Analytics assigns a numericalvalue on a scale
of one to eight to the usage and capacity of technologicalsystems within an
institution; the higher the score the higher the technologicalcapacity. Historically,
CentralHealth has maintained a score of between 4 and 5, the highest score in the
province. In addition, CentralHealth also scores highest in the province for measures
of productivity indicating a high functioning, low-waste IM aT Department (78).
Technologicalcapacity is attained by providing CentralHealth employees with the
proper tools. At CentralHealth, some examples of tools being utilized include, but are
not limited to (78):
Client Registry
The client registry is a toolthat holds demographic and administrative information
related to individuals who receive health and community services in Newfoundland
and Labrador.
Centralized D ictation
CentralHealth’s Lanier dictation transcription system is a digitalvoice system used by
clinicians and transcriptionists to dictate and transcribe medicalreports and is
equipped with speech recognition capabilities. In the past there were two outdated
dictation systems located at JPM RHC and CNRHC. Access to these systems from other
locations throughout CentralHealth was limited.
In 2010, regionalimplementation of the new Lanier dictation system began and
included both Health Records and Diagnostic Imaging. This provided the ability to
connect to facilities and transcriptionists from outside the region to the one system
allowing for workload leveling.
Simultaneously back end speech recognition for physicians who dictated heath record
reports was also implemented. With backend speech, the physician dictates as per
usualand the transcriptionist receives a document for editing. In June 2013, this
technology was also introduced to the Diagnostic Imaging Department at JPM RHC to
provide the same technology to radiologists in the department. Using this technology,
when the dictation is complete, the radiologist can provide an electronic signature
and the report is completed without transcriptionist intervention. Implementation is
currently underway at CNRHC for Health Records, DI, and Pathology. This technology
improves accuracy and timely availability of reports and diagnostics.
Turnaround times for reporting have improved dramatically and CentralHealth is
currently transcribing reports the same day they are dictated. In addition, the Health
Information M anagement and Privacy Department has the capability to share
workload across facilities reducing or eliminating the need for relief or overtime. It also
provides an opportunity to educate staff and perform required data quality checks.

Meditech Consolidation – Central H ealth H U B
Before the amalgamation of the east and west health boards, CentralHealth utilized
two separate information systems: M editech East and M editech West. On November
18, 2013, these two systems were merged to create one centralized information
system in CentralHealth. This process involved mass training of and communication
to employees throughout the organization. One M editech system, now called Central
Health HUB, willenhance standardization and storage of client information.
Throughout the region, allemployees willbe able to access health records
electronically regardless of the location of the client or employee.
BUSINESS INTELLIG ENCE
In health care, information insights coupled with clinicalcollaboration can
dramatically improve quality of care, patient safety and outcomes, while also
improving the cost-effectiveness of care. This concept is referred to as business
intelligence (78).
CentralHealth is embarking on a smarter approach to health care, one that turns data
into clinicaland organizationalinsights for better outcomes. CentralHealth began
using these tools in 2013. The most recent initiative includes gathering insights from
patient flow and bed utilization. With that information CentralHealth willbe able to
provide real-time client and bed status throughout the care teams. This willenable
discharge planners to proactively manage the discharge planning process and better
facilitate patient flow (78). Funding has also been secured to develop the wait time
component that willassist with tracking and monitoring of wait times for care in select
services.
ETH ICS
The Ethics Framework for CentralHealth is based on an extensive review completed
by an Ethics Task Force in 2007. The purpose of the Ethics Task Force was to gain an
understanding of ethicalissues faced by the organization and to determine the
appropriate structure and process for guiding decision-making and promotion of core
values. Based on the work of the task force, a single committee structure was
recommended to address, educate, promote, and review allappropriate ethical
matters (100).
In April2008, a new committee was formed. In 2009, ethics resources within the
Province collaborated to provide consistent and accessible support to each RHA. The
success of this collaboration led to the establishment of the Provincial Health Ethics
N etw ork ofN ew foundland and Labrador (PHENNL) in 2012. The Network consolidates
ethics expertise within the province, ensuring access to expert resources, opportunity
to participate in ethics related professionaldevelopment and sharing of ethics
experience and activities within the province. One example of this collaboration is the
development of an ethics-specific framework that assisted decision-makers in the
2012 drug shortage (100). Additionally, leaders, employees, clients and families at
CentralHealth have access to an ethics consultation service. Provision of this service

improves the competence with which staff and leaders can perform their duties with
respect to the best possible care for clients when ethicalissues arise in care provision.
DISCLOSURE OF A DVERSE EVENTS TRA INING
CentralHealth supports the process of disclosure of harm and adverse events to
clients, families and substitute decision makers. Since 2010, CentralHealth has been
building the competency of directors, managers, physicians, and lead hands in the
area of disclosure. In 2012, three individuals from CentralHealth were trained by
Faculty from the Institute of Healthcare Communication to become disclosure trainers
to assist with the roll-out of disclosure education (50).
In 2013, a work plan was developed and disclosure education is now being provided
to targeted health care providers in allCentralHealth’s facilities. The disclosure
education has recently been expanded to the frontline employees who provide direct
care to clients. In total, 760 managers, directors, senior leaders, physicians and
frontline staff have attended these education events. CentralHealth’s disclosure policy
was revised to incorporate the changes in occurrence reporting, education and the
processes followed when disclosure is required (50).
M ORE OB – EDUCA TION IN OB STETRICS
An obstetricalservice requires highly competent
healthcare professionals and is a high risk area. Central
Health has committed to implementing the M O REO B
Program in the obstetricalunits of JPM RHC and
CNRHC. This program is a comprehensive, three year,
Source: M ore OB 2013
patient safety, professionaldevelopment and
performance improvement program for providers and
administrators. It integrates evidence-based professionalpractice standards and
guidelines with current patient safety concepts, principles and tools (50) .
In the fallof 2013, twelve core team members including physicians, nurses, the Patient
Safety Officer and a senior leader attended a two-day education session to learn about
the M OREOB framework and the processes to create an implementation plan. The core
members are divided into two teams and they willrollout the three modules over the
next three years to allobstetricalstaff.
Obstetricalstaff at both referralsites attended a launch day in November 2013 to learn
about the M OREOB Program and how they willbe involved in this patient safety
initiative. This commitment by the organization will, no doubt, have a positive impact
on the obstetricalservices provided by CentralHealth (50).

CONTINUITY
Continuity is defined as the ability to provide uninterrupted, coordinated care/service
across programs, practitioners, organizations, and levels of care/service, over time (20).
PH Y SICIA N RECRUITM ENT
Continuity of care refers to a continuous relationship over time between clients and
their health care providers (20). There is evidence to support that continuity of care
improves preventive care, increases adherence to treatment and increases client
satisfaction and experience. In addition, there is evidence to support that health status
and chronic disease outcomes are improved with continuity of care (101). In the health
care system, the implications of this evidence could potentially impact cost
effectiveness; the frequency of emergency room visits; and the overallnumber of
admissions to hospitals. At times, physician shortages make it difficult for Central
Health to provide continuity of care.
CentralHealth has made great strides in the past number of years and has increased
the number of physicians from 129 in 2007 to 173 in 2013.CentralHealth does
continue to face challenges with recruitment and retention of family physicians and
some specialty physicians in some areas (102). CentralHealth is also currently
recruiting for positions in pediatrics, radiology, surgery, internalmedicine and family
medicine. Timelines for recruiting physicians pose major challenges with maintaining
continuity of service. (102).
H UM A N RESOURCE PLA NNING
In allpositions throughout the organization, CentralHealth is committed to
employing the best-qualified applicants who have the ability to provide the best
possible care and highest quality services. Recruitment and retention efforts focus on
best practices for quality of work life, workload measurement, professional
development, succession planning, bursary and incentive programs and improved
recruitment materials (103).
The Employee Relations Department, in consultation and collaboration with other
departments in the organization, has developed a human resources plan for Central
Health. There are a number of factors challenging the health sector workforce
including: an aging and declining workforce; a need to build leadership capability;
workforce shortages; changing health needs and increased public expectations; and
advances in technology and tools. Within CentralHealth, these issues drive the need
for a comprehensive human resource plan. This plan provides a framework for
enhancing and managing human resources to support the goals and objectives of the
organization (103).
The Central Health Hum an Resource Plan 2010-2014 sets out a strategy to address key
human resource areas including leadership, talent management, transition, and safety
and wellness. The goals of this plan are to ensure priorities are acted on and strategies

are developed to sustain human resources and services. CentralHealth acknowledges
that organizationalculture plays a significant role in the quality of work and employee
engagement. The strategies outlined are intended to foster a culture where
employees are engaged and provide the best possible care to clients (103).
CentralHealth experiences a consistent movement or flow of new and existing staff
through the organization. This of course has an impact on the continuity of care in
some areas but strategies are in place to minimize this impact as much as possible. As
an example of staff flow, the following table illustrates the number of separations and
new hires in CentralHealth between July and September 2013.
Table 25: Central Health Total N um ber ofSeparations and N ew Hires July-Septem ber 2013
Em ploym ent Status

July 2013

A ugust 2013

Septem ber 2013

Retirem ents

3

4

4

Resignations

16

16

12

Other

5

14

9

TotalSeparations

24

34

25

TotalNew H ires

34

24

15

Source: CentralHealth Employee Relations Department (2013)

EFFECTIVENESS
For effectiveness in health system performance, the care/services, intervention or
action must achieve the desired results (47). The effectiveness of health care is the
relationship between the levelof resources invested and the levelof results, or
improvements in health. An evaluation plan outlining the methodology to evaluate
the care/services, intervention or action willprovide evidence as to whether the goals
and objectives are met. In addition, it willhighlight program effectiveness and identify
system improvements in healthcare delivery.
PROG RA M PLA NNING A ND EVA LUA TION
With increasing pressure placed on healthcare to report information related to the
efficiency and effectiveness of programs and services, the demand for program
evaluation has never been greater. M anagement at alllevels are responsible for
planning, monitoring, and evaluating programs and services; however, the ability to
fulfillthis duty greatly varies across the organization. In order for CentralHealth to
develop an evaluative culture, its’ leaders need to have a solid foundation in program
planning and evaluation and they must be able to work collaboratively with staff to
ensure the necessary performance information is gathered to support decisionmaking needs across the organization.

At the M anagement Forum hosted in Gander in October 2013, a current state
assessment with regards to the knowledge, skills and practices of leadership
surrounding program evaluation was conducted. The results of the survey indicate
that there are improvements needed at CentralHealth with respect to the evaluative
culture.
The management skilllevelfor various evaluation activities is low. The areas that
received the lowest ratings were developing evaluation frameworks and program
logic models, both of which are very important functions to ensure that programs and
services are effectively designed and implemented to meet the needs of the
population.
Recommendations from the report of the current state assessment include developing
a process and framework for evaluation within the organization, making evaluation a
priority and leadership accountability for evaluation, delivering education and training
to management on program planning and evaluation, and investing in resources that
increase the ability of management to gather and use performance information.
RESTORA TIVE CA RE SERVICE
CentralHealth believes a creative and innovative response is required to address the
challenges associated with alternate levelof care (ALC) and medically discharged
clients; additionally CentralHealth is committed to ensuring accessibility to the
appropriate levelof care. The development of the Restorative Care Service at Central
Health was as a result of a quality initiative of the LTC Q I Team. The Restorative Care
unit in Twillingate is an interdisciplinary, family centered, holistic approach to client
care. This program focuses on maximizing an optimallevelof functioning following a
decline in functionalability as a result of an acute situation or chronic condition; thus
enabling the client to regain/retain their independence. The focus is on assisting the
client to achieve a levelof independence such that they can either return home or to
the most appropriate setting.
The five-bed restorative care unit located in Notre Dame Bay M emorialHealth Centre
in Twillingate, admits clients from allover the centralregion. Often clients are hesitant
to travela long distance to receive care, however once on the unit perception quickly
changes. Through therapeutic intervention, such as occupationaltherapy and
physiotherapy, many of the clients enjoy participating in typicaldaily activities that
improve and expand their functionalcapabilities.
An evaluation plan, including a client survey, was utilized to answer questions
regarding the implementation and specific outcomes of the Restorative Care Project
and assist the organization in identifying and correcting program issues (50).
Since 2010, a number of clients of the Restorative Care unit have completed the
satisfaction survey upon discharge. The results of this survey indicate the success of
the Restorative Care Program. It was found that 97.5 per cent of clients would not have
made the same progress had they remained at home. From M arch 2011 to December

2012, there were 55 admissions to the Restorative Care Unit. Of these admissions, 44
clients were discharged to the community, with 7 clients being transferred to acute
care. The average length of stay was 27 days.
FA LLS PREVENTION PROG RA M
The goalof the Falls Prevention Program at CentralHealth is to improve the quality
and safety of patients, residents, and clients by optimizing opportunities for safe
mobility and by preventing and managing falls. The Falls Prevention Program has
been implemented in the areas of acute care and LTC since January 2011. The
implementation and evaluation of a Falls Prevention Program is vitalsince falls is one
of the most costly sources of injury among alladult age groups and is associated with
an increase in mortality in the elderly population (50).
The Falls Prevention Program evaluation plan was designed to assess the program’s
processes and outcomes in acute care and LTC settings The gaps identified through
evaluation were: the assessment toolwas not completed in a timely manner over 60
per cent of the time, nearly 50 per cent of the time the falls interventions were not
documented in the client’s care plan, there was a lack of appropriate program training,
to just name a few. The Falls Prevention Steering Committee continue to address
these gaps and has focused on such improvements such as continued
teaching/training, information sharing, development of pamphlets, and creation of
the Falls Champions Network (50).
A Community Falls Prevention Program was developed and fully implemented in the
community sector in April2013. A Falls Prevention pilot project in a personalcare
home in 2012 highlighted the importance of having this program in place. A Falls
Prevention Program policy has been approved for allsectors. Falls continue to be one
of the top three reported occurrences in the ClinicalSafety Reporting System (50).
The number of falls and injuries after a fallare collected quarterly from the Clinical
Safety Reporting System and reported on the Board of Trustees Scorecard (50). In the
second quarter of 2013-2014, the falls rate in acute care was 5.99 as compared to the
benchmark of 5.82 per 1000 patient days, with 15.7 per cent of falls resulting in injury.
The falls rate for LTC was 6.83 as compared to the benchmark of 5.54 per 1000 patient
days, with 25.4 per cent of falls resulting in injury.
Successes in acute care and LTC areas are attributed to the implementation of a
number of interventions and individualistic programs for the safety of clients to
prevent falls and injury due to falls. A number of improvements in programming with
the implementation of bed sensors, grip socks, chair sensors, hip protectors and
prescribed Vitamin D in LTC, to name a few, appear to have decreased falls and injury.
With continued efforts to utilize equipment, improve assessments, share successes
and improve care plans to prevent falls a target rate of 10 per cent below the
benchmark has been set as the new goalfor 2013-14 (50).

The Falls Prevention Steering Committee is currently
promoting safety huddles to assess clients who fallto
develop individualfallprevention strategies. The Canadian
Falls Prevention Curriculum was delivered to employees of
CentralHealth in 2012 and willbe offered again in 2014.
Some clinicaleducators and care facilitators have been
trained as falls champions. In this role, they willbe content
and practice experts in falls prevention and promote falls
programming. This role is integralfor the sustainability and
continued success of falls prevention (50).
Source: CentralHealth Corporate Improvement Department 2010

A SSERTIVE COM M UNITY TREA TM ENT (A CT)TEA M
M entalHealth and Addictions Services within CentralHealth have a variety of service
options designed to meet the needs of individuals within communities. In 2010,
CentralHealth implemented an Assertive Community Treatment (ACT) Team to
advance provincialmentalhealth initiatives and help meet the requirements of the
newly proclaimed M entalHealth Care and Treatment Act (86).
The ACT Team is an evidence-based modelof community mentalhealth care intended
for individuals with severe and persistent mentalillness who have not responded well
to traditionalmentalhealth services. These individuals often have had lengthy and
frequent admissions to hospitaland are considered at risk for future hospitalizations.
ACT is provided by an interdisciplinary team of eight individuals who share the care of
allclients. The goalis to provide services within the team to avoid fragmented service
delivery. ACT’s broad aims include maximizing medication adherence, minimizing
relapse, meeting basic and socialoccupationalneeds, enhancing quality of life,
improving socialand vocationalfunctioning, promoting independent living skills, and
decreasing caregiver burden and enhancing community tenure (86).
CentralHealth’s ACT Team is located in Grand Falls-Windsor, and provides services to
approximately 60 clients. ACT covers an area of approximately 40 km’s from its
headquarters. Since its inception, ACT has had a focus on evaluating both program
implementation as wellas its outcomes.
The main outcome measures were the number of readmission days and emergency
department visits before and after ACT engagement. The average number of
readmission days reduced from 14 to zero (p< .05) following engagement with ACT.
The average number of visits to ER’s also reduced from three to one (p< .05). The ACT
team continues to engage in a continuous quality improvement framework and is
currently engaged in using the World Health Organization Q uality of Life M easure to
determine individualquality of life.
In 2010, Accreditation Canada commended CentralHealth on this initiative and
recommended that the program extend to operate on evenings and weekends based

on client need. The program has since expanded operations to evenings and
weekends and is supported by an after-hours on-callsystem (97).
SA FE RESIDENT H A NDLING PILOT PROG RA M
CentralHealth is currently participating in a pilot project supported by the Provincial
Government to lower the injury rates of RNs, LPNs and PCAs related to resident
handling and movement. The pilot is currently being implemented at three LTC
facilities in the region, Bonnews Lodge in New-Wes-Valley, Carmelite Home in Grand
Falls-Windsor, and North Haven M anor in Lewisporte.
Key components of the program include: training and educating employees;
designating a program champion; and providing additionalresident handling
equipment (ceiling lifts, floor lifts, slings, friction reducing devices, etc.). It is
anticipated that the implementation of this program at allacute and LTC facilities will
significantly reduce the probability and severity of nursing injuries, thus reducing
medicalaid and lost time claims, making CentralHealth a much safer place to work
and receive care. Preliminary results are showing a significant reduction in lost-time
resident handling injuries. The lost time resident handling pre-implementation injuries
were 38. The post-implementation injuries to date are reported to be 9. These
preliminary results appear to confirm the effectiveness of the program. If this
continues, the outcome of reduced injury and reduced lost time willbe realized.
PA TIENT ORDER SETS
PatientOrderSets.com is a transformative healthcare solution now used by over 260
health care organizations across Canada. Order sets are sophisticated evidence-based
checklists used by clinicians to ensure that clients get the appropriate treatment at the
right time to achieve the desired outcomes. Health care centers or institutions who
implement a comprehensive order set strategy are expected to (104):
See a significant improvement in patient safety and quality of care
Optimize use of physicians’ time by eliminating hand-written repetitive orders
of medications, tests and treatments
Improve and streamline work processes for nurses, pharmacists and other
clinicians
Observe a significant reduction in healthcare costs (one hospitalstudy
demonstrated a reduction in length of client stay and a 50% reduction in readmissions by adopting the PatientOrderSets.com solution)
Improve communication among health care providers
Reduce the number of preventable medicalerrors that occur in relation to
client orders and transfer of information
CentralHealth senior leaders and physician leaders have explored the usage and
benefits of patient order sets and have decided to move forward with implementation
of patient order sets throughout CentralHealth, starting in the ruralsites. Planning is
currently underway that willsee initialimplementation in early 2014 (105).

EFFICIENCY
Although effectiveness and efficiency are both concepts that add an economic
dimension to health care, efficiency is a much broader term (47). Efficiency, regarding
health system performance, refers to achieving the desired results with the most cost
effective use of resources. Efficiency can be described as the relationship between the
levelof resources invested into the health care system and the volume of services, or
improvements in health achieved. Severalinitiatives focused on efficiencies were
discussed earlier in this report.
A LTERNA TE LEVEL OF CA RE (A LC)
Alternative Levelof Care (ALC) refers to the utilization of acute care beds for clients
who occupy an acute care bed after the acute phase of their inpatient stay is
complete. In Canada, there is a growing concern over the number of ALC patients
within acute care. The impact of this is significant as acutely illclients remain in the ER
when there are no inpatient beds available, surgeries are cancelled or postponed, and
clients are discharged earlier than initially planned. This is currently the reality of
CentralHealth; specifically at CNRHC and JPM RHC. This situation also has an impact on
the ruralsites.
It is important to note that although it is typically assumed ALC clients are waiting for
placement in a LTC facility, over one third of clients are waiting for alternative services
such as convalescence care, palliative care or because medicalservices are not
available in their area (for example, chemotherapy) (106) . Increasing the number of
LTC beds willnot solely alleviate this challenge.
In 2007-2008, ALC cases accounted for 5 per cent of allhospitalizations in Canada and
14 per cent of allhospitaldays in acute care (106). Within Atlantic Canada during
2009-2010, 4 per cent of clients discharged from hospitalhad ALC days. This
information needs to be considered along with the data presented on the average
length of stay later in this report to target the specific groups of clients who would
benefit most from enhanced discharge planning (106).
In 2009-2010, 42 per cent of patients in Atlantic Canada were discharged from hospital
to LTC placements and 35 per cent where discharged home with or without supports.
In this province, 29 per cent were discharged to LTC facilities and 44 per cent were
discharged home with or without supports. The most common diagnostic reasons
among allALC patients are dementia and waiting placement (106).
In Newfoundland and Labrador, there are a number of factors that contribute to the
ALC issue:
Aging population
Population dispersed across a vast area of geography
Limited post-acute care options
Expectations of clients and families with respect to placement options

Limited number of LTC placements
Incidence of chronic disease and co-morbidities
The table below shows the totalnumber of clients with ALC days, the totalnumber of
ACL days and the bed equivalency for allCentralHealth acute care facilities for the
fiscalyears 2007-2008 to 2010-2011 (107).
Table: 26 Total ALC Cases, ALC D ays and Bed Equivalency (Based on 100% occupancy rate)
Facility Region
Discharge FiscalYear
2007-2008
2008-2009
2009-2010
2010-2011

CentralRegionalH ealth A uthority
Cases (SUM )
495
612
518
536

A LC LOS in Days (SUM )
12,481
12,864
14,689
14,557

B ed Equivalency
34
35
40
40

Source: CIHI, SpecialRequest, 2012

As indicated in the graph below, the length of stay for ALC clients in the centralregion,
for the most part, has steadily increased from 2008 to 2013 most notably at the
CNRHC. The increase in ALC length of stay indicates an increase in the utilization of
beds for purposes other than acute care.
Fig.52 Central Health ALC Total Length ofStay 2008 to 2013 (JPM RHC and CN RHC)
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Source: NLCHI SpecialRequest (2013)

LENG TH OF STA Y (LOS)– A VERA G E LOS A ND EX PECTED LOS
Average length of stay (ALOS) refers to the average number of days that patients
spend in hospital. It is generally measured by dividing the totalnumber of days stayed
by allinpatients during a year by the number of admissions or discharges. Day cases
are excluded (108).

The average length of stay (ALOS) in hospitals is often used as an indicator of
efficiency. Allother things being equal, a shorter stay willreduce the cost per
discharge and shift care from inpatient to less expensive post-acute settings. However,
shorter stays tend to be more service intensive and more costly per day. Too short a
length of stay could also cause adverse effects on health outcomes, or reduce the
comfort and recovery of the patient which can sometimes lead to higher readmission
rates and costs.
The expected length of stay (ELOS) is the length of time an individualis expected to
stay in hospital, based on the patient’s age, most current acute length of stay and case
mix groups (CM G’s) complexity. Expected length of stay does not account for ALC
(non-acute) days.
The following information on ALOS and ELOS is presented for CentralHealth.
Comparisons are provided when available. This data is a starting point for further
exploration and analysis. Data on lengths of stay for specific conditions can be
influenced by a number of factors, i.e. waiting for transfer to a tertiary center, data
quality, etc.
ELO S and ALO S for V aginal D elivery
Fig.53 Average Expected Length ofStay (Expected) and Average Acute Care Length ofStay
(Actual) (in days), Hospitalizations Involving Vaginal D elivery, by Central Health (both
referral centres) and N ew foundland and Labrador, 2009/10-2011/12.
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Source: NLCHI ClinicalDatabase M anagement System 2009/10-2011/12

ELO S and ALO S for Acute Coronary Syndrom e,Myocardial Infarction,Angina
Table 27: Average Acute Care Length ofStay (ALO S ) (in days) for Acute Coronary
Syndrom e (ACS), M yocardial Infarction (M I), and Angina, facilities and N ew foundland and
Labrador, 2009/10-2011/12
Fiscalyear
2009/2010 2010/2011 2011/2012
12.0
11.8
11.7

Facility
James Paton M emorialRegionalHealth Centre
(JPM RHC)
CentralNewfoundland RegionalHealth Centre
(CNRHC)
JPM RHC and CNRHC Combined
Newfoundland and Labrador

9.5

10.3

10.0

9.5
8.3

10.3
8.3

10.0
8.4

Source: NLCHI ClinicalDatabase M anagement System 2009/10-2011/12

Table 28: Average Expected Length ofStay (ELO S)(in days) for Acute Coronary Syndrom e
(ACS), M yocardial Infarction (M I), and Angina, facilities and N ew foundland and Labrador,
2009/10-2011/12
Facility

2009/2010
5.6

James Paton M emorialRegionalHealth Centre
(JPM RHC)
CentralNewfoundland RegionalHealth Centre
(CNRHC)
JPM RHC and CNRHC
Newfoundland and Labrador

Fiscalyear
2010/2011 2011/2012
5.8
5.0

4.9

5.7

5.0

5.3
5.1

5.8
5.2

5.0
4.8

Source: NLCHI ClinicalDatabase M anagement System 2009/10-2011/12

ALO S for Post-operative Surgery ICU Patients
Table 29: Post-operative Surgery ICU Patients and LO S (JPM RHC & CN RHC)
Fiscal
Year
2009-2010
2009-2010
2010-2011
2010-2011
2011-2012
2011-2012

H ospital

Num ber
of
Patients

Total
H ospitalizations

Post-ICU
LOS Total
(in Days)

CNRHC
JPM RHC
CNRHC
JPM RHC
CNRHC
JPM RHC

165
107
177
121
191
106

173
110
180
123
196
107

693.92
546.94
871.08
736.48
1017.25
643.21

A verage PostICU LOS (in
days)per
Patient
4.21
5.11
4.92
6.09
5.33
6.07

Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System, 2009/102011/12

Table: 30: Post-operative Surgery ICU LO S for Health Authority ofResidence & N L
H ealth A uthority of Residence
or H ospital

A verage Post-Operative ICU LOS
(in Days)per Patient
2009-2010

Province
Eastern Health
CentralH ealth
Western Health
Labrador-GrenfellHealth

4.72
5.11
4.45
4.31
3.78
2010-2011

Province
Eastern Health
CentralH ealth
Western Health
Labrador-GrenfellHealth

5.89
6.36
4.9
5.54
6.27
2011-2012

Province
Eastern Health
CentralH ealth
Western Health
Labrador-GrenfellHealth

4.59
4.23
5.4
4.88
4.34

Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System,
2009/10-2011/12

ALO S and ELO S by Most Responsible D iagnosis (MRD x) Category for Central H ealth
Table 31: LO S and ELO S by M RD x Category for Central Health
M RDx Description

Premature rupture of membranes
Gonarthrosis [arthrosis of knee]
Live born infants
Acute myocardialinfarction
Other chronic obstructive pulmonary
disease
Other medicalcare
Heart failure
Pneumonia, organism unspecified
Type 2 diabetes mellitus
Angina pectoris
Gonarthrosis [arthrosis of knee]
Cholelithiasis

TotalA cute
Care
Episodes
1,219
1,218
1,617
1,017
884

A verage
ELOS

A verage
LOS

2.01
4.58
1.87
5.91
6.34

3.13
6.80
2.56
11.46
9.16

752
731
643
617
523
475
468

6.78
6.97
5.80
7.84
3.99
4.35
3.41

11.62
11.98
8.71
10.82
9.11
5.74
4.49

Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System,
2009/10-2011/12

LO S and ELO S for Top 10 Patient Services & Top 10 Provider Services for Central
H ealth
Table 32: LO S and ELO S for Top 10 Patient Services for Central Health
Patient Service Description
GeneralM edicine
GeneralSurgery
Family Practice
OBS Delivered
Newborn
Orthopedic Surgery
Gynecology
Psychiatry
Pediatric M edicine
Urology

TotalA cute
Care Episodes
9,190
4,549
3,986
2,078
2,073
1,728
1,149
1,118
929
750

A verage
ELOS
5.81
6.16
5.20
2.36
2.30
5.04
2.67
10.16
2.69
3.31

A verage
LOS
10.59
8.23
11.94
3.58
2.73
6.98
2.97
19.53
3.24
4.01

Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System,
2009/10-2011/12

LO S and ELO S for Top 10 Provider Services for Central H ealth
Table: 33 LO S and ELO S ofTop 10 Provider Services for Central Health
Provider Service Description
Family Practice/GeneralPractice M edicine
InternalM edicine
GeneralSurgery
Pediatrics
Obstetrics and Gynecology
Orthopedic Surgery
Psychiatry
Otolaryngology
Urology
Cardiac Surgery

TotalA cute
Care
Episodes
9,386
5,140
4,301
2,968
2,861
1,826
1,140
822
750
478

A verage
ELOS
4.91
6.25
5.79
3.13
2.48
4.87
10.09
2.26
3.30
9.87

A verage
LOS
10.75
10.05
7.70
3.89
3.42
6.98
19.36
2.84
4.01
10.78

Data Source: NL Centre for Health Information, ClinicalDatabase M anagement System,
2009/10-2011/12

W A IT TIM ES
According to Health Canada, wait time refers to the length of time it takes individuals
to access health care services such as specialist’s services, diagnostics and treatment
services (109). In 2004, the First M inisters Report identified five priority areas that
include cancer, heart, diagnostic imaging, joint replacement and sight restoration
(110).

Information on wait times was also provided earlier in the Accessibility section of this
report. Wait times continue to pose a significant challenge for CentralHealth and
impacts the citizens of the centralregion in a number of ways.
CentralHealth has employed a RegionalWait Time M anager since 2011, who is
responsible for the wait time submissions as noted below. This position is also
responsible for the planning, development, implementation and evaluation of a
RegionalWait Time M anagement Program. The focus of the position to date has been
limited and focus has not been turned to the development of a regionalwait time
management program or regionalstrategy. The focus for 2014 willneed to be on a
current state assessment with respect to wait times, wait time management strategies,
including booking and scheduling. Standardized policies are required in the region
with respect to no-shows, cancellation, validation, scheduling including pending and
booking. Waitlist management is required once a program or service develops a wait
list; however this represents significant waste in healthcare if not managed in the most
efficient manner.
The Corporate Improvement Department of CentralHealth, reports to the provincial
Department of Health and Community Services wait times in a number of key areas.
These wait times are also reported to the Board of Trustees through the quarterly
scorecard. Q uarterly reporting is required on four of the five priority areas mentioned
above (N O TE: Central Health does not perform Cardiac Bypass surgery).
In addition to quarterly reporting of select wait time data which was noted earlier in
the report, CentralHealth reports the Third Next Available appointment for select
diagnostic imaging (DI) procedures (see Table 36), endoscopy volumes, and orthopedic
surgery volumes on a monthly basis (50).
Table 34 displays selected CentralHealth wait time information for the fiscalyear 20122013. The information shows the percentage of clients who received treatment within
the benchmarks established.

Table 34: Percentage (% ) ofClients Receiving Treatm ent w ith Benchm ark Tim e in Central
Health (2012-2013)
Q1
Apr-Jun
2012

Q2
Jul-Sep
2012

Q3
O ct-D ec
2012

Q4
Jan-Mar
2013

Benchm ark

Echocardiography (CN RH C only)

35%

24%

10%

21%

30 days

H ip Replacem ent (JPMRH C only)

90%

93%

83%

87%

182 days

Knee Replacem ent (JPMRH C only)

87%

89%

95%

87%

182 days

Em ergency hip fracture repair
(JPMRH C only)

100%

100%

100%

100%

48 hours

Prostate Surgery (CN RH C only)

100%

100%

100%

100%

60 days

CN RH C

85%

43%

72%

67%

JPMRH C

66%

68%

76%

89%

CN RH C

45%

48%

54%

49%

JPMRH C

25%

23%

26%

32%

CN RH C

98%

90%

88%

93%

JPMRH C

84%

94%

97%

91%

Procedure

Mam m ography

Colonoscopy

Cataracts

30 days

30 days

112 days

Source: CentralHealth Corporate Improvement Department (2012-2013)

The wait times for DI procedures throughout other regions in Newfoundland and
Labrador depend on the site within the region. For example, in CentralHealth,
mammography screening and diagnostic wait times are significantly different at
JPM RHC and CNRHC, as the latter does not have a formalbreast-screening program as
noted previously. To assist in the management of the demand for DI procedures,
requests are classified and prioritized according to Table 35 (81).
Table 35: Classification, D efinition, and Ideal Tim efram e for D IProcedures
Classification
EM ERG ENT
URG ENT
NON-URG ENT
SCREENING

D efinition

Ideal Tim efram e

Immediate danger to life, limb, or organ

Less than 24 hours

Unstable/potential> emergent

Less than 14 days

M inimalpain/dysfunction/ disability

Less than 30 days

Non-symptomatic

N/A

Source: CentralHealth Department of Diagnostic Imaging (2013)

Table 36 displays DI wait time information (third next available appointment) for all
RHAs in the province. Areas of concern for CentralHealth are mammography and
ultrasound. Note that alltypes of requests (emergent, urgent and non-urgent) are
grouped together in the following table.

Table 36: D IThird N ext Available Wait Tim es in N um ber ofD ays by Region (O ctober 2013)
Region
DI Procedure
Central

Eastern

W estern

Labrador

31-355

1-68

1-27

0-4

CT – H ead

0-26

0-10

0-14

0-4

CT – Spine

0-22

0-10

0-14

0-4

CT – Chest/A bdom en

0-21

0-10

0-14

0-4

US – Pelvis

0-360

0-74

0-111

0-350

US – Carotid

0-109

0-39

0-56

0-350

US – B reast

0-89

0-54

0-21

0-350

US – A bdom en

0-166

0-52

0-80

0-350

M am m ography

Source: CentralHealth Corporate Improvement Department (2012-13)

There have been a number of successfulwait time strategies implemented in the
region. The DI Department at one site is in the process of completing a clinical
validation project focusing on ultrasound referrals pended for greater than one year.
These referrals were returned to the referring physician to determine if the ordered
test was stillrequired (50). A high percentage of the referrals were cancelled as the
procedure was no longer required as determined by the physician.
The Endoscopy Services Program under the leadership and direction of the Regional
Endoscopy Wait List M anagement Committee was successfulin reducing wait times
for clients referred for an urgent colonoscopy. The strategies to address the waitlist
and access issues have been multi-faceted including implementing CentralIntake,
standardizing booking practices across both referralcenters, and identifying necessary
policies such as the recently approved no-show policy to address no-show rates.
W A IT TIM ES FOR CA RDIA C CA TH ETERIZA TION
Cardiac catheterization, also known as coronary angiogram, is provided for residents
of the province by Eastern Health. Urgent in-hospitalwait times for this procedure
impact length of stay in acute care at CentralHealth. From October 2012 to April2013,
the median wait time for urgent, in-hospitalprocedures at CentralHealth was two
days with a range of 0-8 days. The median wait time for July through September 2013
was 5 days with a range of 0-10 days. From October 2012 to September 2013, there
were 255 urgent, in-hospitalprocedures completed at Eastern Health as a result of
referrals from CentralHealth facilities. There were an additional36 patients who had
this procedure whose home address was within the CentralHealth regionalboundary
but who were not referred from a CentralHealth facility. In total, for the same period,
there were 634 cardiac catheterizations completed for CentralHealth’s residents (111).

W A IT TIM ES IN TH E EM ERG ENCY DEPA RTM ENT
For many clients, the Emergency Department represents the ‘front door’ or the initial
contact with the health care system. In Canada, almost 60 per cent of admissions to
hospitalare through an Emergency Department (20). There are 11 emergency
departments operating throughout CentralHealth including two 24-hour emergency
departments and nine callback emergency departments.
While there are no standardized Emergency Department wait time benchmarks, the
Canadian Association ofEm ergency Physicians (CAEP) through its Canadian Triage and
Acuity Scale (CTAS) guidelines, provide a reference point for idealwait times.
Depending on the severity of a client’s medicalcondition when presenting to an
Emergency Department, CTAS provides staff with guidelines on how quickly the client
needs medicalcare.
In 2012, the Department of Health and Community Services, Government of
Newfoundland and Labrador, announced a five year strategy to reduce Emergency
Department wait times in the province. As part of this strategy the Emergency
Department at CNRHC was selected as one of the 13 Category A sites to start
implementation of the strategy. In 2012-2013, an externalconsultant (X32 Healthcare)
was commissioned and a review was completed with recommendations and findings
shared in August 2013 (112).
Lean methodology and tools have been employed to carry out the recommendations
of the X32 Healthcare Project such as the 5S method of organizing work areas,
reducing the various wastes, and increased visualmanagement. The percentage of
clients triaged in less than 10 minutes increased from 44 per cent before the review to
58 per cent following the changes recommended in the review. The external
consultants found that the largest impact to the flow of the Emergency Department
from a single project would be the implementation of a fast track service. A proposed
quality improvement initiative has been developed with the goalof implementing a
fast track service in the CNRHC Emergency Department staffed by a nurse practitioner
and physician. Implementation of this service is expected to be realized in 2014 (112).
CentralHealth has supported severalinitiatives to increase wait time safety in the
Emergency Department including, but not limited to:
The Emergency Department at JPM RHC engages in an hourly wait room
checklist and a folder system for reassessment management
The Emergency Department at CNRHC is using a paper and labelsystem to
manage reassessments
Emergency departments at both referralcenters now use electronic triage with
the ability to enter reassessment data electronically
Emergency Departments at both referralcenters use continuous video
surveillance systems in the waiting rooms. Client waiting areas are visible from
both the nursing station and inside the triage room to assist in monitoring

clients. This is a safety feature that aids in identifying any sudden situation that
may occur in waiting areas.
The average time from arriving to the Emergency Department to seeing a physician
continues to be a challenge at both CNRHC and JPM RHC. There has been some
improvement in the door to triage time with the addition of a triage nurse at CNRHC.
The Emergency Department at JPM RHC began electronic triage documentation in
September 2013. This willallow for increased data collection and trending. A review of
this Emergency Department is planned for 2014. Although triage is a routine practice
in the care of clients presenting to Emergency Departments throughout the region,
CentralHealth does not have a standardized triage practice/policy implemented
across allsites.
Overcrowding in the Emergency Department continues to pose challenges (113). By
utilizing Lean principles, patient safety has improved for clients in the hallways of the
Emergency Departments by numbering stretchers, adding privacy curtains, and
allocating dedicated staff to care for these clients. Supply carts and dedicated charting
areas have also been provided (112).
In 2012, there were on average 60 patient visits per day to the Emergency Department
at the CNRHC. Of the 22,000 visits in 2012, 1,884 patients were admitted which is a 9
per cent admit rate, or 5 patients per day. Currently there are no formalcriteria for
admission to the Emergency Department. The decision to admit is made by the
consultant physician. Furthermore, there are no formalcriteria established to indicate
need for transfer. This high priority issue was identified in the 2013 Accreditation
Report (4).
Improvements have been ongoing at ruralsites, specifically with regards to AM I care.
At the Green Bay Health Care Centre the Acute M yocardialInfarction (AM I) Team
identified an issue related to access of timely treatment which was rooted in the
registration process. A new process to increase safety and efficiency and access to
services, was needed to improve the quality of care delivery. The team developed a
new registration system whereby the patient is greeted by a staff member who
inquires about their compliant and registers them for the appropriate service. Patients
are then streamed to the appropriate treatment location and those requiring prompt
treatment in the emergency department are quickly recognized and now receive their
care in a much timelier manner. This new change required reorganizing of the
processes in the Emergency Department and walk- in clinic as wellas the roles and
responsibilities of staff in severaldepartments. The changes are currently being
evaluated to ensure the change has resulted in an improvement.
CLIENT FLOW
Client flow is a challenge in many care/service areas at CentralHealth. This has been
recognized as a challenge that has the potentialto impact access, efficiency,
effectiveness, and client experience. This is not a problem that is focused in a single
department, but is an organizationalissue. ED overcrowding, as an example, is a

system-wide challenge and its root cause is usually poor client flow (e.g. unavailability
of inpatient beds, inappropriate admissions, delays in the decision to admit, delays in
discharge, and lack of timely access to diagnostic services and care in the community).
At CentralHealth, at any given time there are up to 30 per cent of inpatient beds
occupied by ALC clients at the referralcenters. In the community, there are long
waiting lists for LTC beds which create a host of challenges and prompt complaints
from clients and their families.
The Emergency Department tends to be most impacted and has undertaken some
specific actions. Physicians and the leadership of the CNRHC and JPM RHC have
negotiated the number of beds assigned to each service area in an effort to have
better management of the beds and services. Research indicates that poor client flow
often results from a mismatch between capacity and demand. By evaluating client
flow data and considering allsources of demand, organizations can understand the
pattern of demand. Once patterns of demand are understood, organizations can
develop a strategy to meet variations in demand, reduce barriers to client flow and
overcrowding (114).
Integralto solutions is the continuing education of the public and design of other
options to divert clients away from the Emergency Departments. At CNRHC, in 2012,
80 per cent of Emergency Department visits were triaged at Canadian Triage Acuity
Scale (CTAS) 4-5 level, this can overwhelm appropriate response to the grey area of
CTAS level3 clients (3). This percentage of low acuity clients is higher than similar
sized ruralhospitals. Accreditation Canada surveyors in their 2013 report to Central
Health suggested that engagement of the public in this issue could be a partial
solution along with developing further community options such as working with
private clinics to extend hours (3). The integration of bed management for both rural
sites and the referralcenters requires sustained attention along with effective
discharge planning processes.
The registration process at the CNRHC is currently under review. There are a number of
factors that result in bottlenecks and thus problems with flow. There is currently a
team assessing this situation and a statement of work has been completed to guide
improvement in this area. CentralHealth has recently identified funding that will
enable the hiring of an externalconsultant to guide the organization to address this
area of concern.
Significant improvement work has been completed in the area of client flow in
Endoscopy Services, particularly at the CNRHC, guided by the CentralHealth
Endoscopy Services Wait Time M anagement Committee, with the assistance of
externalconsultants. This work has resulted in many efficiencies being realized thus
improving the quality of the service. Work is in this area continues to be ongoing.
ORTH O INTA K E & A SSESSM ENT CLINIC
In 2012, the Government of Newfoundland and Labrador released A Strategy to Reduce
Hip and Knee Joint Replacem ent Surgery Wait Tim es in N ew foundland and Labrador. The

Canadian Orthopedic Association recommends patients requiring hip and/or knee
replacement surgery should wait no longer than 90 days from referralto initial
orthopedic consult (wait 1) and no more than 182 days for surgery (wait 2). As a result
of the provincialstrategy, funding has been provided to RHAs throughout the
province to develop interdisciplinary CentralIntake and Assessment Clinics (OIA) to
address wait times (115).
The strategy released in 2012, indicated five goals to reduce wait times (116):
To shorten the wait time and improve the coordination of initialorthopedic
assessment (wait 1) as wellas the services required by patients before and after
hip and knee replacement surgeries
To improve the efficiency of the hospitalservices associated with hip and knee
joint replacement surgeries (best practices)
To address current backlog of patients waiting for hip and knee replacement
surgeries
To improve collection and use of wait time data for hip and knee replacement
surgeries
To reduce the number of patients who require knee and knee replacement
surgeries in the long term
CentralHealth’s Ortho Intake and Assessment Clinic opened in November 2013 and is
located at JPM RHC. The clinic has a multidisciplinary team to assess clients to
determine whether they are appropriate candidates for surgery, to provide education
and support to patients to prepare them for surgery, and to improve coordination of
waitlists for hip and knee joint replacements in the region. Clinic staff includes a parttime project lead/OT position (joint position), a full-time physiotherapist, a part-time
nurse, a part-time socialworker, and a part-time clericalsupport position.

SA FETY
CentralHealth is committed to integrating safety into allaspects of service delivery for
clients in the centralregion, as wellas for staff and visitors. In healthcare, patient safety
and worker safety has emerged separately. However, safety for clients and staff is
inextricably linked (117). Efforts have been made at CentralHealth to integrate both
patient safety and worker safety, however for this to be most effective it must be
linked at a strategic level.
The Baker et al. study of 2004 estimated that 7.5 per cent of clients admitted to acute
care hospitals in Canada experienced one or more adverse events (118). The study also
concluded that 36.9 per cent of those adverse events were judged to be highly
preventable. The impact of adverse events on staff can be significant. Healthcare
providers have been referred to as the second victims of adverse events given the
trauma experienced by some providers following such an event. At CentralHealth
there is a commitment from the board and senior leadership to make safety a priority.
In this section of the document, there are numerous initiatives and information

detailed on how CentralHealth is promoting a culture of safety and monitoring safety
issues throughout the organization.
BOA RD COM M ITTEES
The Board of Trustees has made great strides in supporting a culture of safety within
CentralHealth through the implementation of board committees developed solely for
the purpose of quality, risk and patient safety oversight including the Board
Performance Improvement Committee (BPIC) and its subcommittees, Board Patient
Safety Subcommittee (BPSS) and Q uality Improvement Oversight Committee (Q IOC).
The role of BPSS is to ensure that CentralHealth has a comprehensive plan to address
the priority issues affecting patient safety. The committee is responsible for the
development of a comprehensive client safety plan for the organization. The plan
focuses on patient safety with some indicators linked to worker safety, recognizing
that worker safety is necessary for patient safety.
CLINICA L SA FETY REPORTING SY STEM (CSRS)
A well-established Occurrence Reporting Policy is in place to meet the
recommendations of the Cameron Report and the Report of the Task Force Report on
Adverse Health Events, specifically pertaining to adverse health events management
(118) (119).
In 2011-2012, a provincialoccurrence reporting system, the ClinicalSafety Reporting
System (CSRS), was implemented at CentralHealth. CSRS trainers from the Corporate
Improvement Department provided education to over 2500 employees (directors,
managers, physicians, frontline staff) pertaining to CSRS, occurrence reporting, patient
safety, and the importance of an organizationalculture of safety. Occurrences and
close calls are managed by managers or approvers throughout the organization. CSRS
is monitored to ensure occurrences are investigated in a timely manner and the
appropriate follow-up actions taken for high severity occurrences. CSRS is also
monitored for trends in reporting. Historically the top three types of occurrences
reported by staff of CentralHealth have been falls, laboratory occurrences, and
medication. M ost recently, the number of medication occurrences has increased
slightly making it the second most reported occurrence. Falls are consistently the
number reported occurrence in CSRS. As noted earlier, CentralHealth has a
comprehensive falls prevention strategy. Safety and security is also a frequently
reported occurrence that requires further assessment to determine the current state
and desired state, along with the identification of gaps.
Fig.54 below shows the totalnumber of occurrences and close calls reported monthly
since CSRS implementation in October 2011. CentralHealth employees report
approximately 387 occurrences per month. On average, 15 per cent of reported
occurrences are close calls indicating no harm to the client involved. About 10 per
cent of reported occurrences are considered adverse events indicating a degree of
harm experienced by the client and approximately 65 per cent of occurrences reach
the client but do not cause harm (50).

Fig.54: Central Health Total N um ber ofReported O ccurrences O ctober 2011 – N ovem ber
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In M ay 2013, NLCHI completed a provincialevaluation of the implementation of CSRS.
At CentralHealth, it was noted that there was a 25 per cent increase in reported
occurrences post implementation when compared to data from the previous year
(120). One of the expected outcomes of the CSRS implementation was increased
reporting. CentralHealth was the only health authority that seen an increase in
reporting post-implementation. Improved occurrence reporting suggests employees
feelcomfortable reporting patient safety events. Not only does this increase signify
improved occurrence reporting, it also shows a growing patient safety culture
throughout CentralHealth.
RISK A SSESSM ENT CH ECK LIST PROG RA M
CentralHealth is currently participating in the Risk Assessment Checklist Program,
provided through CentralHealth’s insurer, HIROC. This toolis designed to identify
areas of risk and potentialsafety issues throughout the organization. The Risk
Assessment Checklist Program is comprised of a three year cycle, with 2013 being year
one. The main objectives of the program are to focus on top risks, focus on top
mitigation strategies, and increase the impact on patient safety and decrease adverse
events and claims (50).
The top three risks identified by the organization with support from HIROC were
related to managing medications and obstetricalservices. As noted earlier, obstetrical
services are implementing the M OREOB program which is a part of the organizations
strategy to improve patient safety and reduce risk in this area. M edication
management, another area of elevated risk, has many components. There are a
number of initiatives underway to improve medication management i.e. M edication
Reconciliation (50).

FA ILURE M ODE EFFECT A NA LYSIS (FM EA )
To improve safety, CentralHealth uses the prospective analysis technique FM EA to
examine processes within CentralHealth in an effort to identify areas for
improvement. This analysis uses a multidisciplinary project review team to examine a
process or procedure, identify allsteps involved, and isolate where a potential
breakdown or failure of the system could occur. The use of this system approach to
risk management requires that preventive strategies be implemented in relation to
the assigned risk priority, which identifies the areas of greatest concern (50).
In 2011, the FM EA team along with the manager of renalservices completed a FM EA
on the admission of dialysis clients to JPM RHC for an acute medicalcondition. To
ensure safe and quality care is provided to these clients and is based on best practice,
the FM EA team developed a pathway of care including standardized physician orders
and a nursing intervention plan. The implementation of the order set and care plan is
in progress (50) .
In 2012, the FM EA team completed a prospective analysis on the referralof clients
from ruralsites to the referralsites for emergent diagnostic imaging examinations
during after-hours and weekends. A standardized pathway of care was developed
which was detailed in a policy and is currently being reviewed by physicians.
Embedding the developed pathway willrequire policy approvaland communication
to allinvolved stakeholders. This is expected to be completed by early 2014 (50).
The FM EA chosen for 2013 is a prospective analysis of the process for admission of an
individualwith sleep apnea to ensure CentralHealth is providing safe and quality care
at the right time and in the right place. The FM EA team willidentify process problems
and determine system improvements to eliminate any potentialfailures before
reaching the patient (50).
Q UA LITY CA SE REVIEW S (Q CR)
CentralHealth also conducts retrospective reviews such as the root cause analysis on
occurrences that result in serious/severe harm to clients. This retrospective approach is
utilized by a team of professionals who identify root causes and suggest
recommendations for areas of improvement (50).
Implementation of Q CR’s has led to a greater understanding and learning as to why
client harm occurs and how to prevent it from recurring. Development and approval
of guidelines for Q CR’s over the last year has led to improvements in CentralHealth’s
quality assurance process. Precise criteria in these guidelines have created a more
inclusive process to improve the delivery of safe, quality care (50).
Leaders and physicians continue to be engaged in the process. When a review is
completed, senior leadership approves recommendations and the case is presented to
the Board of Trustees. The outcome of the review and recommended actions are
shared with the client and/or family and relevant CentralHealth employees. The

implementation of the recommendations is monitored to ensure success in enhancing
patient safety and prevention of recurrence (50).
SA FER H EA LTH CA RE NOW INTIA TIVES
Safer Healthcare Now (SHN) is the largest patient safety campaign in Canadian history
and is the flagship program of the Canadian Patient Safety Institute. To date, Central
Health has implemented five SHN initiatives. Some are fully implemented and others
are stillin progress in various stages throughout the region. Data is being collected
quarterly on implemented initiatives and shared with key stakeholders. Results are
measured against set goals and results that do not meet the established goals are
investigated and changes made or recommended for improvement (50).
At CentralHealth, Safer Healthcare Now initiatives implemented include:
Surgical Site Infection (SSI)
The goalof the SSI initiative is to optimize the prevention of post-surgicalinfections as
they are the most common health care associated infection among surgery clients.
The SSI initiative has been implemented at JPM RHC and CNRHC for severalyears.
Q uarterly data is collected on various surgeries and results shared and used for
continuous improvement (121). Targeted surveillance, or monitoring, is performed
and reported on the following surgeries: c-sections, bowelsurgeries, inguinalhernia
repair with mesh at CNRHC and c-sections, bowelsurgeries, inguinalhernia repair with
mesh, and totalabdominalhysterectomies at JPM RHC. At present, efforts are
underway to reduce SSI rates for bowelsurgeries at CNRHC.
Acute Myocardial Infarction (AMIor heart attack)
The AM I initiative involves the implementation of treatment protocols to ensure that
reliable, evidence-based care is provided to AM I clients. The goalof the AM I initiative is
to reduce the mortality of clients experiencing a heart attack who present to an
emergency department. The AM I initiative is partially implemented in allapplicable
emergency departments in the region and fully implemented in severalfacilities. As a
part of improving AM I care, AM I teams are working on implementing a medical
directive for clients who present to the emergency department with suspected AM I
symptoms in order to expedite care (122).
V enous Throm boem bolism (V TE) Prevention
The VTE initiative aims to ensure that clients are assessed for their risk of VTE upon
admission and prescribed VTE prophylaxis, or blood thinners, if necessary. VTE is a
collective term used to describe the presence of a blood clot or pulmonary embolism
and is one of the most preventable adverse events experienced by clients in the health
care system. The VTE initiative is fully implemented in allacute care areas in Central
Health. A regionalpolicy/guideline has been put in place to achieve a standardized,
reliable process (123). Q uarterly auditing occurs in allacute care units throughout
CentralHealth to monitor compliance with elements of the VTE initiative. Over time,
there has been an improvement in compliance (50). M onitoring willcontinue untilthis
evidence-based practice is completely embedded.

V entilator Associated Pneum onia (V AP) Prevention
The VAP prevention initiative involves the implementation of four evidence-based
elements known to reduce VAP and therefore mortality associated with VAP. This
initiative has been implemented in CentralHealth for a number of years at CNRHC and
JPM RHC. Since implementation, the rate of VAP has decreased dramatically in both
CentralHealth referralcenters (124).
Medication Reconciliation (Med Rec)
The purpose of this initiative is to reduce adverse drug events by developing a formal
process to review and transfer medication information of clients at transitions of care
(admission, transfer, and discharge). CentralHealth has made progress with this
initiative; however an electronic solution is needed to move forward. This willrequire a
substantialinvestment of resources. In M ay 2013, Accreditation Canada noted that
CentralHealth needs to commit to accelerating the organizationalplan for full
implementation of M ed Rec. At present, M ed Rec is implemented upon admission,
transfer and discharge in all11 LTC facilities in the region. The initiative is also
implemented to include admission, transfer and discharge in select acute care areas.
CentralHealth is now working on a comprehensive implementation plan to spread
M ed Rec to allapplicable areas in the region (125). M ed Rec must be a priority for
CentralHealth to improve patient safety with respect to medication management and
to meet the Required OrganizationalPractice (ROP) tests of compliance for 2017
Accreditation.
PH A RM A CY
CentralHealth utilizes a Pharmacy and Therapeutics (P& T) Committee review process
to establish protocols for limiting and standardizing medications throughout the
organization. The Pharmacy Q I Team also reviews high concentration medications,
“look alike, sound alike” medications, and has published a list of prohibited
abbreviations to allunits and in the community (50). In addition, CentralHealth has
adopted the inclusive list of the abbreviation, symbols and dose designation identified
on the Institute of Safe M edication Practice (ISM P) Canada’s “Do Not Use List”.
Education and distribution of information has occurred across the region. The
committee also reviews CSRS occurrence data on a quarterly basis for the purposes of
monitoring, trending, and actions required. To ensure safety is maintained throughout
allareas of medication administration, the Pharmacy Department are engaged in a
variety of initiatives including, but not limited to (126):
Tele-pharm acy
Utilizing Telehealth technology, pharmacists are able to consult with remote or rural
health care centers to provide pharmaceuticalsupport and intervention. During the
2013 Accreditation Canada Survey, Tele-pharmacy was awarded nationalrecognition
for this Leading Practice.

Falls Prevention
Pharmacy plays an important role in CentralHealth’s Falls Prevention Program. The
pharmacy receives referrals after a client experiences a fall. M edication history is then
reviewed to ensure a change in drugs was not the root cause of the fall.
Ask. Listen. Talk.
CentralHealth is involved in the Canadian Patient Safety Institute’s campaign Ask.
Listen. Talk. This campaign encourages staff and clients to speak up if they do not
understand any pertinent medicalinformation. This is especially important in relation
to medication orders (127).
Medication Reconciliation (see previous inform ation Safer Healthcare N ow )
D angerous Abbreviations
The pharmacy is participating in an auditing process to track the use of dangerous and
prohibited abbreviations in medication orders. There has been a significant reduction
in the use of prohibited abbreviations as a result of the awareness, education and
auditing.
Antim icrobial Stew ardship
Antimicrobialstewardship is the practice of minimizing the emergence of
antimicrobialresistance by using antibiotics only when necessary, by selecting the
appropriate antibiotic, route of administration, and dose schedule to optimize
outcomes while minimizing adverse effects.
Effective January 2013, CentralHealth was required to establish an Antimicrobial
Stewardship Program as this was a new ROP identified by Accreditation Canada. In
2012, a RegionalAntimicrobialSteering Committee was developed to focus on the
required organization practices.
B A RIA TRIC PA TIENT SA FETY
Approximately 10 per cent of the generalpopulation is morbidly obese. There are a
number of challenges with respect to providing safe patient care for the bariatric
client at CentralHealth: staff education/preparedness/expertise, resource availability,
availability of equipment, discharge planning and lack of proper infrastructure
planning (87).
At the present time, CentralHealth professionals respond to bariatric patients as they
present, services are reactive and ad hoc for an individualclient as opposed to there
being a planned approach for this specific population. Consideration is being given to
the development of a Bariatric Steering Committee to address this area of unmet need
at CentralHealth.

B ED M A NA G EM ENT
In 2012, in response to Health Canada’s Notice to Hospitals regarding risk of
entrapment of patients in hospitalbeds, CentralHealth created an inventory of the
beds that put clients at potentialrisk for entrapment. Facilities that were equipped
with these beds were put on alert and advised to implement recommended strategies
to reduce bed entrapment. CentralHealth proceeded to purchase standardized beds
and mattresses to ensure clients are provided with safe, age friendly equipment. Beds
that posed the greatest risk for entrapment were taken out of service (50).
To formalize and continue this work, a terms of reference was developed for a Bed
M anagement Committee. This committee willdevelop a bed management plan to
mitigate risks associated with bed entrapment in acute and LTC settings. Furthermore,
this committee willrecommend that sites purchase a bed system measurement tool
and devise a plan to do regular entrapment assessments on allhospitalbeds (50).
PA TIENT SA FETY LEA DERSH IP W A LK ROUNDS
Patient Safety Leadership Walk Rounds demonstrate to staff senior leadership’s
commitment in building a culture of patient safety (128). The
walk rounds are a process that fosters improved communication
and teamwork around safety. The team is comprised of a
member of the Senior Leadership Team or the Director of Health
Services in ruralareas, the Patient Safety Officer or designated
scribe, the director/manager of the department/unit and frontline employees. These sessions provide an opportunity to discuss
and facilitate an open atmosphere to share patient safety
information (50).
The results of the Accreditation Canada’s Patient Safety Culture Survey showed the
most significant improvement was in the area of support from senior leadership for a
safe and just culture. Walk rounds allow leaders to be visible throughout the
organization therefore exemplifying CentralHealth’s commitment to a culture of
safety (50). The target of forty (40) walk rounds per year has been reached since
implementation in 2010 (50).
SITUA TION,B A CK G ROUND,A SSESSM ENT A ND RECOM M ENDA TION (SB A R)
Communication is noted as a root cause in 60 per cent of adverse events in healthcare.
At CentralHealth, Q uality Case Review teams have recommended the implementation
of a verbalcommunication toolto improve communication among healthcare
providers. Situation, Background, Assessment and Recommendation (SBAR) is an easy
to remember verbalcommunication toolused to enhance communication between
team members.
SBAR is an evidence-based framework that consists of standardized prompt
statements or questions within four categories, to ensure employees are sharing

concise, accurate and pertinent information. It allows employees to communicate
assertively and effectively, reducing the need for repetition. It can also help develop
teamwork and foster a culture of safety (50).
The toolcan be used when calling a physician, transferring a client between health
providers, communicating with different health providers such as a nurse, paramedic,
and physiotherapist or during a shift change in the maintenance department or on a
nursing unit. SBAR is currently being implemented throughout CentralHealth in
nursing services. In 2014, education sessions willcontinue with other professional
groups throughout the organization. An organizationalpolicy with respect to the use
of SBAR willbe developed in 2014 (50).
SBA R
Verb alPatient Rep ort
S Situation
Describe briefly the situation.
Give a clear, concise overview.
B Background
State the medicalhistory
pertinent to current situation.
A
Assessment
Provide a clinicalanalysis.
What is the problem?
R Recommendation
Suggest what is required/
recommended for continued care.
Source: CentralHealth Corporate Improvement Department 2013

SA FE SURG ERY CH ECK LIST
The Safe Surgery Checklist (SSCL) is a communication toolutilized within the
intraoperative setting consisting of a briefing, time out and debriefing (129). This tool,
which is an Accreditation Canada ROP, was fully implemented in the operating rooms
at JPM RHC and CNRHC on October 1, 2012. The appropriate surgicalteam members,
including the registered nurse (RN), operating room technologist (ORT), surgeon or
physician designate, anesthesiologist when applicable, and the client when
appropriate, willcomplete the checklist and the three phases are documented in the
nurse operative record (50).
Evaluation of the completion of the three phases of the checklist is conducted each
quarter and reported on the Board of Trustees Scorecard. Recently, CentralHealth
achieved an overallcompliancy rate of 86 per cent. Areas for improvement are
identified after each quarterly audit and are communicated to the physician and
nursing groups. The policy for Safe Surgery Checklist has been drafted and is currently
under review by the physician leadership. An evaluation of the implementation is
currently underway given the checklist has now been in place for just over one year
(50).

INFECTION PREVENTION A ND CONTROL (IPA C)
The Infection Prevention and ControlDepartment at CentralHealth has four dedicated
positions including a regionalcoordinator and three infection controlpractitioners in
the areas of Gander, Grand Falls-Windsor, and Lewisporte (130).
Infection Prevention and Controlis a criticaland vitalpart of patient safety and quality
improvement. There have been significant improvements in the surveillance of
Healthcare Associated Infections and Hand Hygiene Compliance over the last few
years (130).
H AI(H ealthcare Associated Infections)
CentralHealth is an active participant in the provincialsurveillance of M ethicillin
Resistant Staphylococcus Aureus (M RSA) and Clostridium D ifficile (C-D iff). Rates of
colonization and infection are monitored and reported quarterly by means of a
provincialdatabase. These rates are monitored quarterly and data is collected by
means of microbiology reports, IPAC consults, antibiotic utilization reports and
community surgicalsite infection referrals.
H and H ygiene Com pliance/Education
CentralHealth adopted Canada’s Hand Hygiene Audit Toolkit- Stop!Clean Your Hands in
2009-2010 (131). Allfacilities have selected Hand Hygiene Auditors and delivered
education in the auditing process. Hand hygiene audits are required annually but
completed on a rotating basis thereby providing hand hygiene compliance rates per
quarter. Hand hygiene compliance is extremely important in the reduction of
organism transmission and overallHAI rates. Employees of CentralHealth are required
to complete an online Hand Hygiene M odule annually, as part of the hand hygiene
education process. Over the past year the IPAC team has traveled to sites throughout
the region for a Hand Hygiene Blitz. This endeavor involved the public as wellas
employees in hand hygiene education.
O utbreak Managem ent
IPAC engages Infection Prevention and ControlNurse Liaisons at each ruralfacility.
CentralHealth has outbreak management policies in place and best practice
interventions are followed during an outbreak to ensure quick resolution and minimal
negative client outcomes.
EM PLOY EE W ELLNESS/H EA LTH A ND SA FETY
The Employee Wellness/Health and Safety Division, established in 2005, is an
employee-focused division of the Employee Relations Department. Its objective is to
facilitate a safe work environment and healthy lifestyle for allemployees, while
meeting the organization's strategic goals. CentralHealth’s Employee Wellness/Health
and Safety program contributes to the health and safety of its employee population
through pre-employment health assessment. This includes immunization against
transmittable diseases including influenza. In 2012, 62 per cent of CentralHealth staff
received the influenza vaccine (5).

Employees are encouraged to contribute to the development of a safety culture
through participation in and with their OccupationalHealth and Safety Committees,
and to availof services intended to support their health and attendance at work
through accident and illness prevention. Employees can availof assistance to return to
work for either work or non-work related illness or injury, supported through an
Employee and Family Assistance Program that recognizes the impact of an employee's
personalproblems on their work life (5).
Employee Wellness/Health & Safety Division tracks and trends various indicators
relating to work-related injuries/illness and this information is communicated
throughout the organization on an annualbasis. The following information provides a
summary of the indicators tracked for work-related injuries/illnesses and early and safe
return to work.
Table 37: Early & Safe Return-to-Work Sum m ary
Early & Safe Return-to-W ork – Sum m ary
2013
Num ber of Lost Tim e Claim s
Num ber of Lost Tim e Claim s requiring ESRTW Program m ing
Top 5 Injury by O ccupation
1. LPN
31 %
2. PCA
16 %
3. Domestic Worker
12 %
4. RN
15 %
5. Food Service Worker
6%
Top Five Causes ofInjury
1. Overexertion
26 %
2. Bodily reaction
7%
3. Other body reaction & execration
6%
4. Fallfrom same level(Slip and Fall)
11 %
5. Repetitive motion
6%
Top Five Injury by Body Type
1.
2.
3.
4.
5.

M ultiple body parts
Back
Shoulder
Arm
Neck

18 %
34 %
16 %
6%
3%

Average Num ber of W eeks before starting an ESRTW Program
Average RTW Plan Duration (W eeks)

147
37
Increase by 3%
Decrease by 4%
Decrease by 4%
Increase by 5%
Decrease by 2%
Decrease by 9%
Decrease by 10%
Decrease by 7%
Increase by 1%
Decrease by 3%
Decrease by 17%
Increase by 4%
Increase by 4%
Increase by 1%
Decrease by 1%
19.45
8

Some recent initiatives within the Employee Wellness/Health and Safety Division
include (5):
Code W hite D evelopm ent
Employee Wellness is partnering with Health Emergency M anagement to implement
Code White in allfacilities. In addition to assisting with the development of site
specific codes, a training plan has been developed which includes two enhanced
knowledge modules, 5-Person Restraint and BehavioralEmergency M edication. The
Code White identifies key employees at each site to be part of a Code White Team.
This initiative is part of CentralHealth’s comprehensive Violence Prevention Program.
PRIME
Since 2008, CentralHealth has achieved the objectives of the Workplace Health, Safety
and Compensation Commission’s PRIM E incentive program. This is a demonstration of
the success of CentralHealth’s OccupationalHealth and Safety (OH& S) Program.
O ccupational H ealth and Safety
Directives, issued by Government Services, are mandatory processes that must occur
within an institution in order for the institution to maintain a safe and stable working
environment. CentralHealth is mandated to follow specific processes for its directives
to ensure proper mitigation of risks to clients, employees, and property. The following
list provides an overview of directives currently being addressed by CentralHealth (5):
•
•
•
•
•

Compressed Gas Safety (RegionalDirective – Ongoing)
Working Alone Procedures (RegionalDirective – Ongoing)
Hazardous M edications (RegionalDirective – Ongoing since 2009)
ChemicalSafety (RegionalDirective – Ongoing)
Asbestos Program M anagement (Directive for 10 specific sites – Ongoing)

As noted earlier, worker safety and patient safety are linked. The risks identified above
that are the subject of current directives, for the most part, poses safety concerns for
both workers and clients.
PA TIENT SA FETY EDUCA TION PROG RA M
The Patient Safety Education Program (PSEP) aims to
advance the shift to patient centered, systems-based care
through the education of health care professionals using
the PSEP curriculum. In November 2012, the development of a PSEP trainer team was
the first step at CentralHealth in facilitating and teaching peer health care
professionals the patient safety concepts to foster patient safety thinking and practice
to enhance safe health care delivery. Seventeen employees in CentralHealth have
received the PSEP training and are guided by a detailed work plan to disseminate the
curriculum. The PSEP curriculum is being utilized to address the themes identified in
the 2012 Patient Safety Culture Survey (50).

PA TIENT SA FETY DA YS
CentralHealth’s third annualPatient Safety Days event was held on October 29, 2013
in Gander and October 30, 2013 in Grand Falls-Windsor. It was a great success with
over 90 employees attending each day. Employees learned how their peers are
making patient safety a priority every day (50).
One of the many highlights of this patient safety event was the recognition of Central
Health employees for their efforts in actively enhancing patient safety in three
different areas: good catches; safe practices; and prevention of patient harm. Over 25
employees were recognized for their contributions to patient safety and were
awarded certificates for either a good catch or safe practice.
H EA LTH EM ERG ENCY M A NA G EM ENT (H EM )PROG RA M
In 2006, CentralHealth established a Health Emergency M anagement (HEM ) Program.
The HEM program was developed in accordance with the nationally recognized “allhazards approach” to emergency management ensuring consistency with the
emergency management activities delivered by Health Canada, the Public Health
Agency of Canada, and the health departments of other provinces and territories (61).
CentralHealth’s HEM Coordinator works closely with the Regional HEM Advisory
Com m ittee who supports and oversees the development and ongoing maintenance of
a comprehensive Health Emergency Plan for the CentralHealth. In keeping with the
Em ergency M anagem ent Fram ew ork for Canada Central’s HEM team utilizes an AllHazards Em ergency M anagem ent Approach.This approach emphasizes the importance
of identifying allpotentialrisks and impacts, naturaland human-induced (intentional
and non-intentional) to ensure that decisions made to mitigate one risk do not
increase vulnerability to, and the likelihood of, other risks occurring 91. The All-Hazards
Em ergency M anagem ent Approach addresses the whole spectrum of emergency
preparedness including pandemic influenza (132).
The members of the HEM Program at CentralHealth engage in a variety of emergency
preparedness activities; assist in the development of policy related to emergency
management; and contribute to the sustainability of a comprehensive HEM plan. The
following items highlight some of the activities and initiatives currently in progress or
completed since the last scan (61):
RegionalEmergency M anagement Framework development
Ongoing UniversalCode development
Pandemic Influenza Plan
Adverse Severe Weather Events Framework development
Ongoing Training and Education
Emergency Exercises and Evaluation

A PPENDIX A – SUM M A RY OF ENVIRONM ENTA L SCA N INPUT
Q UESTIONNA IRES
In the fallof 2013, CentralHealth’s senior leaders, directors, managers, physicians and
frontline employees were engaged to provide input into the development of the 2013
EnvironmentalScan. CentralHealth also engaged community partners and
municipalities, who represent citizens and clients in the region, as these groups have
insight into the health needs of the population.
The Corporate Improvement Department developed a series of questionnaires which
were available in an online or paper format. Q uestionnaires were developed for
directors, managers, physicians, frontline employees, municipalities, service districts,
and community partners such as schools or other not-for-profit organizations (i.e.
YM CA).
The input questionnaires distributed to CentralHealth’s senior leaders, directors,
managers, physicians and frontline employees, included the following questions:
1. CentralHealth is committed to providing quality services. Q uality services are
services that are provided in a safe, effective, client-centered, timely, and
efficient manner. How can we better provide services that are:
a. SAFE? (keeping people safe)
b. EFFECTIVE? (avoiding underuse or overuse of services)
c. CLIENT-CENTERED? (putting clients and families first)
d. TIM ELY? (reducing waits and harmfuldelays in care)
e. EFFICIENT? (making the best use of valuable resources)
2. What are the biggest challenges that face CentralHealth in fulfilling its
mandate of “healthy people and healthy communities”?
3. Given CentralHealth’s mandate of “healthy people and healthy communities”,
what do you think the three strategic directions should be for 2014-2017?
4. Do you have any additionalcomments, information, or ideas you would like to
share at the time with respect to the completion of the EnvironmentalScan?
These questions were designed to allow respondents to provide their opinions and
perceptions regarding the organization’s overalldirections and approach to delivering
care in the centralregion. The questionnaires were analyzed and results are noted
below.
It is noteworthy that the responses of allgroups (i.e. senior leaders, directors,
managers, physicians, and frontline employees), despite the levelof the respondent in
the organization, for the most part, were consistent. In other words, whether the
respondent was a director or frontline employee, the overallresponses and trends in
the responses, were extremely similar.

Senior Leaders,D irectors,Managers & Frontline StaffInput
The tables below show the top five themes for each question posed. These responses
represent the senior leader, director, manager, and frontline employee groups
(N= 140).
1a.H ow can w e better p rovide services that are SAFE?
Response

Percentage (% )

Expand hum an resources (i.e.hire m ore staff)

16.6

Engage in quality im provem ent processes (i.e.M ed Rec, audits, Q CR, PD SA,
CSRS) to m onitor care and identify areas for im provem ent

15.6

Im prove training ofstaff(i.e.up to date on policies, procedures, availability of
resources, etc.)
O H&S, em ployee w ellness, physical as w ell as psychological
Provide appropriate equipm ent and assistive devices (i.e.am bulance, ensure
buildings are w heelchair accessible)

14.9
13.5
8.3

1b .H ow can w e better p rovid e services that are EFFECTIV E?
Response

Percentage (% )

Standardize practice and procedure (i.e.screening process)

23.9

M onitor service usage;decrease w aste

14.0

Educate public (i.e.O PD vs.ER services) and im prove com m unication w ith
clients
Provide appropriate public health services in the com m unity (i.e.PT, after hours
clinics)
Clearly outline departm ental and m anagem ent responsibilities (i.e.acute care)

10.4
9.6
9.0

1c.H ow can w e b etter p rovid e services that are CLIEN T-CEN TERED ?
Response

Percentage (% )

Involve clients and fam ilies in their care/self-m anagem ent

22.7

Provide the m ost appropriate services for the population (i.e.w alk-in clinics,
prim ary healthcare, cardiac care, etc.)

14.2

Educate staffon im portance ofrespectable interactions w ith patients

12.0

Involve clients on com m ittees;ask for feedback (i.e.surveys)

10.7

Educate clients (i.e.procedures, consent, docum entation, etc.)

7.9

1d .H ow can w e b etter p rovid e services that are TIMELY?
Response

Percentage (% )

Im prove w ait list m anagem ent;increase responsibility

17.6

Standardize and stream line services/program s (i.e.ER, Lab Services)

16.2

Expand hum an resources (i.e.m ore staff)

16.1

Allocate resources effectively (hum an and financial)

9.5

Clarify decision-m aking processes;develop clears lines ofaccountability

7.4

1e.H ow can w e better p rovid e services that are EFFICIEN T?
Response

Percentage (% )

Allocate hum an resources effectively including positions

15.5

Standardize and stream line services and program s (i.e.process m apping)

12.1

Educate and train staffappropriately

12.1

Foster a team approach em phasizing clarity ofroles and responsibilities

9.5

Trending analysis ofpatient data for evaluation

8.6

2.W hat are the b iggest challenges that face CentralH ealth in fulfilling its
m and ate of “healthy peop le and healthy com m unities”?
Response

Percentage (% )

Budget, finances, m oney constraints, cut backs

19.7

Lack ofeducation for clients/public on healthy living, health prom otion,
chronic disease, healthy aging

18.4

Provide the m ost appropriate services for the population (i.e.grow ing num ber
ofseniors)
G eography – program and service delivery in a challenging area
Lack ofstandardization in and betw een departm ents/program s;com peting
priorities

13.1
9.2
8.5

3. G iven CentralH ealth’s m andate of “healthy p eople and healthy
com m unities”,w hat d o you think the three strategic d irections should be for
2014-2017? (Currently CentralH ealth’s strategic goals for 2011-2014 are A ccess
to Services,H ealthy A ging,and Q uality & Safety)
Response

Percentage (% )

Chronic disease self-m anagem ent/health prom otion/health living

17.0

Q uality and safety

16.0

Access to services (i.e.decreased w ait tim es)

15.5

All current priorities are im portant and should not change
Provision ofthe m ost appropriate com m unity health services (i.e.a holistic
approach)

13.8
11.8

Physician Input
Specific input was solicited from the physician leadership groups at the M edical
Advisory Committee (M AC) meetings. This input included feedback on what the
physicians thought were the greatest challenges facing CentralHealth and what the
2014-2017 Strategic Directions should be for the organization. Physician input is
provided in the following table.
Table: Central Health Physician Input – Challenges and D irections
Challenges
Lack oflong term care beds
Lack ofhum an resources (i.e.lack ofstaff)
Access to care and long w ait tim es
Lack offinancial resources
Lack of‘healthy’com m unity
program s/activities
Chronic disease m anagem ent
U tilization ofbeds for m edically discharges
and ALC patients

D irections
Patient safety and quality
Healthy aging (m ore long term care beds
and program s)
Fiscal responsibility
Residential/com m unity support
Im proved collaboration w ith internal and
external stakeholders
Im proved internal com m unication
Wait tim e m anagem ent
Access to long term care beds and services
Im prove services for chronic conditions

In addition to the feedback solicited at the M AC meetings, the physician group in
CentralHealth was engaged to provide input with use of a questionnaire. A paper
questionnaire was sent to every physician and the electronic version was later sent to
the Chiefs of Staff/Service. Overall, the response rate for the physicians input
questionnaire was very low. The following responses were provided by the physicians
who did reply:
Diagnostic services and specialist referralpathways are OVERUSED and may be
alleviated with stricter criteria and standards
Accessibility (infrastructure improvement needed, i.e. ramps and automatic
doors)
Stop with new forms and software
M ore staff, retention of staff and increased availability of equipment
Better relationships between facilities needed
LTC clients are using up acute beds (waiting for other options, not good
lifestyle for LTC patient and decreases available beds for acute care patients)
The following were identified as required strategic directions:
Better prevention strategies
o Primary instead of tertiary care
o Promotion of patient self-care
o Help seniors stay at home or in senior homes (support out of hospital)
o Education on available resources and healthy lifestyle
o Look at longer-term fixes instead of short-term fixes

Compensate for areas in short supply
o Provide support to prevent burnout of health care providers
o M ore Canadian-trained grads needed – IM Gs also want to work with
Canadian-trained doctors and some departments have only IM GS
Improve working relationships
Com m unity Partners and Municipalities/Service D istrict Input
Input was solicited from a variety of community partners and municipalities. This input
included feedback on what these groups thought were the globaltopics for Central
Health to consider for the next strategic directions. Feedback was received from a total
of 34 townships and community partners including:
Canadian Cancer Society
Com passion Hom eCare Inc
Belleoram
Tow n ofRobert's Arm
Pleasantview M anor
Hom e Care Agency
Tw ilight M anor, Em bree
Harbour Breton
Burlington
N orthern Arm
Brighton
South Brook
Local Service D Istrict ofJackson's Cove,
Langdon's Cove and Silverdale
Tow n ofPoint Leam ington
Tizzard's Harbour Local Service Area

Tow n ofG rand Falls-Windsor
Avoca Collegiate
St.Alban's
Advanced Education and Skills
RCM P G ander
Cottrell's Cove Academ y
Provincial Hom ecare Agency
Canadian Red Cross
Leading Tickles Prim ary
CARE Transition House
Little Bay, N L
Triton
M illertow n
G aultois
M cCallum
Springdale
Sm ith's Harbour

The input from these groups regarding globaltopics that need to be addressed by
CentralHealth can be summarized into the following themes:
H ealthy Living – H ealthy Aging
o Healthy aging for seniors
o Prevention of obesity/inactivity (especially in youth/children)
Mental H ealth & Addictions
o Better services, better education (for staff dealing with patients with this
population)
Transportation
o Transportation to medicalappointments (and other health-related
appointments) – especially for seniors

A PPENDIX B – PROVINCIA L G OVERNM ENT STRA TEG IC DIRECTIONS
2014 - 2017
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