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MESSAGE  

FROM THE CHAIR 
 

On behalf of the Board of Trustees of Central Health, I am pleased to present Central Health’s Annual 

Performance Report for the fiscal year, ending March 31, 2017. 

 

This Annual Performance Report is the third report from the 2014-2017 Central Health Strategic Plan and 

was prepared under the Board’s direction, in accordance with the Transparency & Accountability Act and the 

Regional Health Authorities Act. As a Board, we are accountable for the information, results, and variances 

contained within this annual report.  

 

This report provides progress updates on Central Health’s three strategic issues – access, healthy living, and 

client flow. In addition to measured results, highlights of partnerships and accomplishments are featured in 

this report.  

 

Central Health’s leadership, staff, physicians, volunteers, and partners are a dedicated group of individuals, 

committed to continuous improvement of the programs and services provided to clients, residents, and 

patients throughout this region.  

 

On behalf of the Board of Trustees, I would like to take this opportunity to recognize and thank the many 

individuals, groups, and communities that make Central Health stronger. Looking back over 2016-2017, this 

group has much to be proud of and much to celebrate.  

 

Considering the current fiscal environment and the increasing healthcare demands, we expect 2017-2018 to 

bring additional challenges to Central Health. Moving forward, we will build on our past experiences and 

learnings – working together, adopting best practices, embracing innovation, and remaining person-centred – 

to fulfill our vision of healthy people, healthy communities. 

 

Sincerely 

 

 

 

 

 

Donald Sturge 

Chair, Central Health Board of Trustees 
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OVERVIEW 
 

KEY STATISTICS 
 

Central Health is the second largest health authority in Newfoundland and Labrador, serving approximately 

94,000 people (20 per cent of the province’s population) living in 177 communities. 

 

With a geographical area encompassing more than half the total land mass of the island, the Central Health 

region extends from Charlottetown in the east, Fogo Island in the north, Harbour Breton in the south, to Baie 

Verte in the west. 

 

Central Health is governed by a Board of Trustees, as appointed by the Independent Appointments 

Commission process. Central Health has approximately 3,100 dedicated employees. There are approximately 

106 fee-for-service physicians practicing within the region, and the organization is supported by approximately 

700 volunteers, and two foundations. The Central Northeast Health Foundation and the South and Central 

Health Foundation operate under the direction of two volunteer Boards of Directors. 
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Central Health is committed to a Primary Health Care (PHC) model of service delivery where a 

multidisciplinary team of health professionals, support staff, and partners provide the right care by the right 

person at the right place at the right time.  

 

Central Health provides a variety of primary, secondary, long-term care, community health, and other 

enhanced secondary services through: 

 Two Regional Referral Centres 

 Nine Health Centres 

 11 Long-term Care Facilities (5 co-located in Health Centres) 

 23 Community Health Centres 

 Two Residential Treatment Centres 

 One Regional Office 

 

As of April 2016, health and community services are provided through 43 facilities, with 262 acute and 524 

long-term care beds. The number and types of beds at any facility may fluctuate slightly, as a result of major 

renovations and capital infrastructure investments.  

 

In addition, Central Health licenses and monitors standards at 25 privately owned personal care homes, and 

oversees implementation and monitoring of standards for three private ambulance operators and nine 

community ambulance operators. 
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Central Health works with the Miawpukek First Nation to support health services delivery in Conne River. 

This collaboration includes the provision of primary and secondary healthcare services, including health 

promotion and protection, supportive care, treatment of illness and injury, as well as access to emergency 

services. 

 

Central Health works closely with officials of the Department of Health and Community Services (HCS) on 

a variety of initiatives including chronic disease self-management, appropriateness, access, healthy public 

policy, and provincial strategy development. Central Health maintains a close working relationship with all 

the Regional Health Authorities (RHA) in the province and collaborates on projects of mutual benefit. 

 

With an annual budget of approximately $380 million, Central Health invests those funds in three general 

areas: direct care, support services, and administration. Direct care consumes 74 per cent of the budget, 

followed by support services at 17 per cent, and administration at 9 per cent. 
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HIGHLIGHTS  
AND PARTNERSHIPS 
Central Health is pleased to report on many accomplishments that were achieved with partners over the 

reporting period, as well as initiatives resulting from operational planning. Progress has been made towards 

addressing the strategic directions of government in all areas and the following highlights some of the 

activities undertaken in 2016-2017 in efforts to support the achievement of the following outcomes: strengthen 

population health and healthy living; improved accessibility to programs and services meeting the current and 

future needs of individuals and communities, particularly those most at risk; and improved performance and 

efficiency in the health and community services system to provide quality services that are affordable and 

sustainable.  

POPULATION HEALTH 

Meals on Wheels 

In the summer and fall of 2016, the Food and Nutrition Services Department at the Central Newfoundland 

Regional Health Centre (CNRHC) partnered with the Town of Grand Falls-Windsor Age Friendly Steering 

Committee to develop the Meals on Wheels Program for the community. The goal of the program, which was 

launched on December 8, 2016, is to help maintain the health and well-being of aging residents while 

maximizing independence and dignity. To date, the program provides hot, nutritious meals to 15 seniors who 

experience challenges and require support. Meals are prepared by the Food and Nutrition Services 

Department at CNRHC and delivered to seniors in their homes by program volunteers. Central Health is 

proud to be part of this community partnership addressing a key issue impacting the health of seniors while 

supporting aging residents to remain in their homes. 
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Reducing Antipsychotic Medication Use in Long-Term 

Care (LTC) National Pilot Project: A Partnership with the 

Canadian Foundation for Healthcare Improvement 

(CFHI)  

Across Canada, more than one in four seniors in long-term care is prescribed antipsychotic medication 

without a diagnosis of psychosis. In 2014-2015, Central Health worked with the Canadian Foundation for 

Healthcare Improvement (CFHI) to start addressing the inappropriate prescribing of antipsychotic medications 

to residents in four long-term care sites within the Central region. Central Health’s goal was to lower the use 

of antipsychotic medication and improve the quality of care and quality of life for residents.   

 

During this reporting period, the initiative spread to three additional Central Health long-term care facilities. In 

efforts to embed and sustain the improvement initiative, a standardized Medication Reconciliation Form and 

the ‘LTC De-prescribing of Antipsychotic Medications Order Set’ was developed and implemented for all 

nurse practitioners (NPs) and physicians who practice in long-term care. This new order set has been shared 

with healthcare organizations in British Columbia, Alberta, Winnipeg, Ontario and New Brunswick as a 

leading practice. Since the formal end of the CFHI collaborative, Central Health continues to further reduce 

the rates of inappropriate use of antipsychotic medications across all 11 long-term care homes. The Canadian 

Institute for Health Information (CIHI) reports that the overall rate of antipsychotic medication use for Central 

Health long-term care homes in 2016 was 38 per cent, down from 47 per cent in the same quarter of 2015. 
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Annual Healthy Aging Celebration 

This year marked the 9th Annual Healthy Aging Celebrations hosted by the Kittiwake Coast Health Services 

Area Community Advisory Committee (CAC). The CAC partnered with Shopper’s Drug Mart, the Barbour 

Living Heritage Village and the Cape Freels Heritage Trust to provide a day of fun, socialization and 

education for the 55+ population. The planning committee partnered with various community members and 

organizations to provide pertinent health information to community residents. The event which took place in 

June 2016 focused on the following topics: chronic disease prevention and management, adult protection, 

advanced healthcare directives, nutrition, and smoking. The event has grown each year with the Healthy 

Aging Celebration attracting 70+ participants. 

 

Impaired Driving Awareness Maze 

On March 14, 2017 an Impaired Driving Awareness Maze was held in New-Wes-Valley for grade 7-12 

students from Pearson Academy and Lumsden Academy. The maze was envisioned and developed by a 

local RCMP Corporal with the event organized and implemented through partnerships between the New-Wes

-Valley Fire Department, local RCMP detachment, Kittiwake Funeral Home, Pearson Academy, Lumsden 

Academy, community volunteers and Central Health. 

 

The local high school students began the maze by entering a party scene with each student given a glass of 

water to resemble a beverage. As the students were distracted and took turns using the intoxicated or ‘drunk’ 

goggles, volunteers dropped candy into their cups to represent an unknown substance being added to their 

drink. The realistic reenactments involved the following scenes: a vehicle crash, emergency department, 

funeral home, court house and a view into the thinking of a youth addicted to drugs in an attempt to cope with 

surviving the ordeal.  As each class completed the maze, the students were debriefed by the RCMP. The 

feedback from 175 participants suggested it was an event with significant impact. 
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Veggie and Fruit Campaign 

This provincially funded, health promotion awareness campaign was designed with the goal of 

increasing vegetable and fruit consumption among residents of the Central region as recommended by 

Canada’s Food Guide. The campaign, a commitment of  “The Way Forward: A Vision for Sustainability 

and Growth in Newfoundland and Labrador,” aims to increase awareness and engage individuals to take 

action for healthy living. The objective was to increase awareness that fresh, frozen and canned 

vegetables and fruit can all be healthy choices. This awareness campaign was targeted to parents and 

caregivers of children aged 5-13 years with the message that fruits and vegetables should be included in 

all meals and snacks. A short video was developed and was played repeatedly at the local movie 

theater. Advertising was purchased on electronic digital signs, online and at local drive thru venues and 

Twitter messages with the Central Health account were also utilized.  

 

This Children, Seniors and Social Development funded campaign was launched with a breakfast 

featuring fruit choices at Smallwood Academy in Grand Falls-Windsor on March 14, 2017 with full 

student and staff population in attendance as well as parents, volunteers, and supporting partners. The 

distribution of lunch containers, featuring the key messages of the campaign, to all grade three students 

in the Central Health region, aims to sustain the messaging to both students and parents. Banner Bugs 

with the campaign messages were also displayed during community events with the aim of reaching a 

broader parent population.  
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Winter Maze – Focusing on Snowmobile Safety  

The Central region has many rural, remote and isolated areas and snowmobiling is an integral part of outdoor 

winter activities and safety should be paramount. In 2016-2017, Central Health’s Health Promotion 

Consultants adapted a program, developed by Labrador-Grenfell Health, and starting in January 2017 with 

partners delivered four Winter Maze workshops with the program now available annually to all high schools in 

the region upon request. This program supports the curriculum outcomes for the senior high school Healthy 

Living Course. The emphasis of this workshop is on preparation and planning for snowmobile excursions in 

the event of getting lost. There is also a focus on the influence of drugs and alcohol while operating a 

snowmobile, travelling alone as well as necessary communications. Participating in and supporting this 

comprehensive health approach to injury prevention are the following community partners: Volunteer Fire 

Department(s), Department of Fisheries and Land Resources; Ground Search and Rescue; Junior Canadian 

Rangers; RCMP; Newfoundland & Labrador English School District (NLESD); and community volunteers with 

knowledge in emergency preparedness, emergency response and knowledge of local landmarks. 
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Lewisporte and Area Family Resource Program 

Community Kitchen  

In partnership with Public Health Nurses (PHN), the Lewisporte and Area Family Resource Program (FRP) 

acquired a provincial wellness grant to develop and deliver a community kitchen program to parents of 

children 12 years and younger. This program, offered throughout the winter of 2017, helped to educate 

parents on safe food handling, preparation and delivery of healthier meal choices. Sessions assisted in 

informing parents on how they can afford to eat healthy options; and with preparation, meal planning can  

be enhanced.  

 

At the end of each of the 10 weeks the parents planned, prepared and shared a lunch meal and also took 

home a “heat and serve” breakfast, lunch and supper meal option to share with their family. Community 

members donated freshly caught cod; recently harvested vegetables and locally picked berries to add 

variety to the menu items, demonstrating that healthy eating with local options is an attainable goal. The 

participants were provided with resources to assist them in creating their own meals at home and the overall 

response to the program was very positive. Community partners for this project were key to its success and 

included the Philadelphia Pentecostal Church, Norris Arm Boys and Girls Club, Central Health, Town of 

Lewisporte and its Community Garden, Service NL, Lewisporte and Area Co-op, Lewisporte Academy and 

community volunteers. 

 

Skin-to-Skin Contact after a Cesarean Birth: Another 

Step towards Baby Friendly Status 

Newfoundland and Labrador has the lowest breastfeeding rates in Canada. As a pilot project, the Maternal 

and Child Health Team at James Paton Memorial Regional Health Centre (JPMRHC) identified a quality 

improvement initiative that was cost-effective, evidence-based and could help further Central Health’s goal 

to achieve ‘Baby-Friendly’ status. Overall, it was felt the Skin-to-Skin Contact initiative could make an 

immediate and measurable difference in breastfeeding rates, improve patient satisfaction with the birthing/

perinatal experience and impact the health of babies born at JPMRHC. The World Health Organization 

(WHO) recommends “placing babies in uninterrupted skin-to-skin contact with their mothers immediately 

following birth for at least an hour or until completion of the first feeding or as long as the mother wishes.” 

Prior to this initiative, Central Health was already practicing skin-to-skin with vaginal births but not using this 

practice for babies delivered via cesarean section.  
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Initially, introduction and education occurred with staff in the Operating Room (OR) and Recovery Room 

areas of JPMRHC in Gander. By April 2016, more than 80 per cent of mothers delivering stable infants via 

cesarean section at JPMRHC were initiating ‘skin-to-skin’ contact with their babies in the OR. By summer 

2016, this practice was initiated at CNRHC. At present, Central Health has accomplished greater than 90 per 

cent of mother-baby dyad ‘skin-to-skin’ in the OR following a cesarean section. Overall, this initiative has 

achieved the following outcomes: improved patient satisfaction, progression toward Baby Friendly Status for 

Central Health facilities, improvement in breastfeeding rates, increased public and staff awareness and 

acceptance of skin-to-skin and breastfeeding initiation. This was an excellent example of how a small hospital 

initiative truly achieved something very meaningful to parents, babies and staff. 
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ACCESS 

Gentle Persuasive Approach Training for Pastoral Care 

Providers in Long-Term Care 

The Gentle Persuasive Approach (GPA) is a 7.5 hour evidence-based training program designed for people 

who care for older adults with dementia and their challenging responsive behaviours. In 2015, Central Health 

adopted GPA as a core competency for staff. Currently, all long-term care staff who have direct contact with 

residents with dementia receive this training; to date, there are over 500 staff trained. In January 2017, due to 

the expressed need amongst pastoral care providers, Central Health’s GPA coaches offered this training to 

these providers in several long-term care sites. Overall, pastoral care providers who received the training 

report feeling “more equipped” to offer spiritual and pastoral care to residents diagnosed with dementia. This 

initiative will continue to support providers who are serving the region’s aging population.  

 

Enhanced Care at Personal Care Homes 

Following the evaluation of an 18 month pilot project, the Government of NL approved permanent funding for 

the implementation of an Enhanced Care Option in personal care homes (PCHs). Along with the other RHAs, 

Central Health commenced implementation of this program in October 2016. This additional care option 

allows individuals to age in place, in a community setting. It can also serve to prevent unwarranted extended 

stays in hospital or premature admission to long-term care. To enhance professional support devoted to the 

PCH sector, funding was provided to add 0.5 registered nurses and 1.5 licensed practical nurses, as well as 

funding to support allied healthcare staff, medical equipment and professional staff travel cost.    

 

To date, Central Health has received and approved several applications from PCHs to provide enhanced 

care. Central Health was allotted 20 client subsidies by the province with floating subsidies available once 

these were exhausted and by May 2016, 20 subsidies were utilized. These subsidies have served to enhance 

the appropriate placement of clients and reduce the number of patients waiting in acute care beds for long-

term care placement. This initiative is an example of collaboration between Central Health, the Department of 

Health and Community Services, PCH owners/operators, clients and communities to improve the quality of 

care for residents of the Central region.  
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Infrastructure Upgrades 

During this reporting period, two major infrastructure upgrades were completed at CNRHC and JPMRHC that 

directly enhanced capacity to provide quality patient care. At CNRHC, Central Health completed a five year 

project to upgrade the main electrical systems and emergency electrical backup system. Prior to this project, 

the existing electrical system was aging and at maximum capacity with no redundancy in the emergency 

backup system in some critical areas of the facility. With the project completed, this facility now has 100 per 

cent redundancy which meets the standards set out by the Canadian Standards Association (CSA).  

Over the past number of years, JPMRHC experienced a growing need for oxygen supply for patient care and 

the operation of new equipment. With external oxygen supply coming from out of province, weather 

conditions could negatively impact the reliability of the supply. To mitigate this patient safety risk, Central 

Health completed upgrades to double the capacity for providing bulk oxygen supply on site which drastically 

decreased the dependency on the external supply. 

 

Working Together: Health Foundation Supports     

Mental Health Services   

The South and Central Health Foundation (SCHF) provided donations to the Mental Health Unit (2E) at 

CNRHC to support the quality care of patients as well as improve the environment for patients and staff. 

Donations provided to the Mental Health Unit have supported educational materials; recreation program 

supplies; and renovations to patient rooms. Donations in 2016 and 2017 have totaled nearly $200,000. The 

foundation plans to continue to support the Mental Health Unit until all inpatient rooms are renovated. The 

unit staff cannot say thank you enough for helping keep patients safe, secure, and supported! 

 

Improving Access to Mental Health and Addictions 

Services  

At the beginning of this planning cycle, Mental Health and Addictions Services at Central Health piloted a new 

model of access to address wait-times throughout the region. During the course of the pilot, data was 

monitored and consistently indicated progress with clinical efficiency, through improved wait-times and 

reduced or eliminated waitlists. To build on this work, the service began to transition to a more centralized 

process supported by the implementation of a toll-free number for clients and families to access services 

throughout the region. Prior to the implementation of this centralized triage process, clients requesting 

services would have waited several weeks for first contact with a clinician. A goal of the program was to 

contact all clients within one business day and currently 88 per cent of clients are contacted within one 

business day of referral receipt. During the first contact with a triage clinician clients are provided with a first 

appointment, as well as any other information on community resources required. Appointments are provided 

based on the clinical priority-ranking determined during the triage process. On average, clients are provided 

with a first appointment within 14 business days.  
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AN ACCOUNTABLE, SUSTAINABLE, QUALITY HEALTH 

AND COMMUNITY SERVICES SYSTEM 
 

Health Foundations Commitment to  

Sustaining Services 

Central Health continues to be supported by two charitable Health Foundations which endeavor to ensure  

the very best in healthcare for the citizens of the Central region. The success of the foundations is only 

possible with the generosity of individuals, families, organizations and businesses. The Central Northeast 

Health Foundation along with the South and Central Health Foundation are distinct, registered charities, with 

a combined history of over 60 years of service to the communities of the Central region.  

 

During this reporting period, there have been many accomplishments, including the opening of the SMART 

(Seniors Maintaining Active Recreation Time) room for medically discharged patients at JPMRHC; the first in-

residence Therapeutic Service Dog, named Bear, arrived for youth served at Hope Valley Treatment Centre; 

the Emergency Department (ED) waiting area was revitalized for the comfort of patients served at CNRHC; 

and new technology arrived for persons in need of emergency care at CNRHC and JPMRHC. A new Bike 

Sharing Program was developed for clients availing of Mental Health and Addictions Services made possible 

with funding from Bell Aliant. Funding from two major unions within the province, the Hotel and Restaurant 

Workers’ Union Local 779 and the Operating Engineers Local 904, resulted in the creation of a peaceful 

palliative care room at the A.M. Guy Memorial Health Centre in Buchans and the funding of emergency care 

equipment for patients served at JPMRHC. As well, Mental Health First Aid programs were hosted thanks to 

the support of Foundation donors. The mental health programming provides education and guidance for front 

line responders who may encounter individuals who are coping with mental illness at times of distress. 

 

Nourish: A National Leadership Program Exploring  

the Future of Food in Healthcare  

Central Health is excited to be one of the organizations exploring the future of food in healthcare through the 

National Leadership Program, Nourish. In the fall of 2016, Suzanne House, Manager of Food and Nutrition 

Services at the JPMRHC, was selected to join a group of 25 innovators from across Canada on a two year 

journey focused on exploring the question, “How can food improve the patient experience, institutional culture 

and community well-being?” Under Suzanne’s direction and leadership, Central Health has commenced a 

project at JPMRHC looking at a change to the food service delivery model with the goal of improving patient 

choice and experience, increasing patient food consumption and realizing a reduction in food wastage. The 

Nourish Program is supported by a network of facilitators, mentors and partners who are committed to a co-

learning, co-practicing approach to system transformation. For more information about this exciting work 

connect to www.nourishhealthcare.ca. 

http://www.nourishhealthcare.ca
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Provincial Hand Hygiene Auditing  

The most common way of transferring the microorganisms that cause healthcare-associated infections is on 

the hands of healthcare workers during patient care. Hand hygiene is considered the single most important 

way to reduce healthcare associated infections; yet, compliance with hand hygiene protocols remains 

suboptimal. The goal of the new hand hygiene auditing program is to improve and sustain the hand hygiene 

practices of healthcare workers by providing a consistent provincial approach to a hand hygiene program. 

The results, in addition to other measures, will assist RHAs with evaluating the effectiveness of their infection 

prevention and control interventions and making further improvements based on this information. Public  

reporting of hand hygiene rates is one of many interventions that may help shape and change healthcare 

worker behaviours. Public reporting encourages transparency and accountability of healthcare organizations. 

Data collection for public reporting commenced January 2017.  

 

All RHAs are now using software on handheld devices to collect the required data and the use of technology 

will allow for consistent data collection and reporting across multiple sites. Trained auditors include people 

from a variety of areas such as clerical and front line healthcare workers or volunteers. These auditors 

observe the number of times that healthcare workers perform hand hygiene compared to the number of times 

hand hygiene should have been completed. The rates presented on the Department of Health and 

Community Services website are best used to measure individual RHA performance over time. It is not 

intended to be a source for making decisions about healthcare nor should the rates be used to make 

generalizations about the quality of care provided by RHAs. 
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Health Workforce Planning 

Central Health is pleased to be engaged in developing a partnership with Keyin College, Grand Falls-Windsor 

campus, and the Town of Grand Falls-Windsor to attract and train internationally educated health 

professionals to practice in the Canadian healthcare system. International healthcare program graduates who 

are seeking to enhance their employability by learning/experiencing the Canadian system will pay to be 

trained in classroom, mentored in hospital and provided with cultural onboarding to prepare them for 

successful careers in Central Health, NL and Canada. The purpose of this initiative is four-fold: address the 

professional workforce needs of Central Health; train for export throughout the province and country 

Canadian-experienced internationals; help achieve NL’s immigration and population growth strategy; and 

develop a revenue stream within the local region. 

 

Central Health representatives have met with officials from the HCS and Advanced Education Skills and 

Labour to inform and gain support for the initiative. Meetings have also taken place with Deloitte and the 

Atlantic Canada Opportunities Agency who will be providing a business plan and assisting with seed funding 

for necessary labor and marketing costs. The proponent of this entity will be the Excite Corporation, the Town 

of Grand Falls-Windsor’s business development arm.  

 

Lean Education and Training  

Lean is a systematic approach to identifying and eliminating waste or non-value added activities. To build 

quality improvement capacity and capability at all levels in the organization Lean education and training has 

been a priority. Front line staff, physicians, and managers at all levels of the organization; along with partners 

and clients, must work together towards system transformation with the aim of improved quality of care and 

services. The Lean Education Series, developed to provide an awareness of Lean, is comprised of nine one-

hour education sessions offered via webinar to allow staff anywhere in the organization to learn about Lean 

directly from their work location. During this reporting period, 156 staff registered for these sessions with 82 

staff completing all nine sessions. To build knowledge and skills, Lean Apprentice was developed, a two-day 

workshop offered by Central Health Lean Black Belts and/or Candidates that includes education on Lean 

thinking, methodology and tools. There is a focus on the essential Lean tools and practices that can be 

applied within healthcare to increase efficiency and quality, improve client/worker experience and reduce 

waste. To date, 35 staff have completed this training and some have moved on to enroll in a Lean Green Belt 

program. In addition, nine staff have completed the Lean Green Belt program and an additional four leaders 

in this reporting period were successful in earning a Lean Black Belt.  
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Lean Improvement Initiatives  

There have been many improvements at Central Health as a result of Lean initiatives. Two of the initiatives 

are as follows: 

 

Reducing Waste Using 5S 
5S is a workplace organization method that uses five words starting in S - Sort, Shine, Set in Order, 

Standardize, and Sustain - to describe how to organize a work space for efficiency and effectiveness. Several 

5S projects ranging in size were completed this reporting period with approximately $28,900 identified in 

savings as a result of one-time expires and reductions in stock.  

 

Applying a Lean Methodology to Client Flow  
Several Kaizen events, or improvement initiatives, were held on the Medical Unit at JPMRHC in order to 

eliminate waste and add value to the services provided to patients. In addition to enhancing the patient 

experience, the intent was to reduce the patient’s length of stay and optimize the flow of patients from the ED.  

Numerous departments within Central Health and a patient’s family member attended the initial meeting to 

determine the improvement work the Medical Team would undertake. The improvement events identified 

included implementing 5S in the two utility rooms, designing a SMART room, adding computer technology on 

medication carts and working together to design the new Medical Unit. The improvements initiated and 

completed meant returning recovered nursing time to patient care to improve performance outcomes with 

respect to flow, discharge planning and ultimately increasing the availability of beds to facilitate timely 

transfers from the ED. These Kaizen events contributed to reduced transfer times from the ED to the Medical 

Unit through the elimination of wastes in motion, defects and inventory which was redirected to patient care 

therefore adding value to service delivery.  
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Human Resources Strategic Planning 

A comprehensive Human Resources Strategic Plan was developed and provides a roadmap for workforce 

and organizational development. During its development it was evident that much work was underway and 

many programs and initiatives were in place throughout the organization to achieve the goals set out in the 

plan. In determining the strategic issues for the HR Plan, consideration was given to the organizational 

priorities of person- and family-centred care, better value through improvement, better health for the 

population and better care for the individual. The HR Plan will focus on enhancing organizational 

effectiveness through four strategic priorities with well-defined and measurable outcomes. These four 

priorities are workforce development, organizational development, leadership and a quality work environment. 

These strategic priorities will support the organization’s human resource vision of “an engaged and 

collaborative workforce of skilled people working together to support the development and delivery of  

person- and family-centred healthcare to people living in the Central Health region.” 
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STRATEGIC ISSUE 1:  
ACCESS TO SERVICES 

 

Access to healthcare can be broadly defined as the extent to which clients are able to receive services from 

the health system. Accessibility is a dimension of quality and as such is a priority for Central Health. Access  

is impacted by numerous factors including capacity, demand, client flow, structure and consistent work 

practices. An understanding of these factors is needed in order to improve access and reduce wait-times.  

The Central Health Wait-Time Management Framework, (see Figure 1), was developed in response to this 

need; the framework has been used to facilitate increased knowledge and awareness of wait-time 

management, in addition to assisting with the development of wait-time strategies to increase equitable and 

timely access to care throughout the region.  

 

Figure 1: Central Health's Wait-Time Management Framework  

GOAL:  By March 31, 2017, Central Health will have improved access to select health and 

community services. 

MEASURE: Improved access to select health and community services. 

Planned Indicators 

for 2014-17 
Actual Progress for 2014-17 

Implemented a wait-

time management 

framework 

  

Central Health developed and implemented a Wait-Time Management Framework.  

The framework consists of six elements fundamental to Central Health’s goal to 

improve access to health and community services: Capacity, Structure, 

Accountability, Knowledge and Information Management, Communication, and 

Evaluation and Monitoring. A communications strategy was developed to support the 

dissemination of the framework. Purposeful meetings were held to educate staff in 

their understanding of the framework and to increase capacity in the development of 

wait-time strategies throughout the region. To date, the implementation of the 

framework has been primarily targeted to the following areas: Orthopedic Surgical 

Services and Ortho Intake Assessment Clinic (OIAC), Surgical Services, Diagnostic 

Imaging, Cardiopulmonary Services, Endoscopy Services and Physiotherapy. 
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Enhanced access to 

Telehealth services 

Central Health has enhanced access to Telehealth for clients and providers while 

reducing waitlists and increasing efficiencies for healthcare providers. Standard 

processes for new healthcare providers were developed and implemented, along 

with education, training modules, and the establishment of core teams to guide the 

enhancement and development work. A new option for Telehealth access, Desktop 

Solutions software, was installed on the provider’s desktop providing additional 

access points for Telehealth along with convenient access for providers from their 

own offices/clinic space. The number of providers utilizing Telehealth to provide 

service to clients continues to grow with program areas such as Mental Health and 

Addictions, Diabetic Services, Nutrition Services, and Palliative Care recently 

incorporating Telehealth as an option in their programs. Central Health has also 

responded to provincially lead projects to provide improved access for clients of the 

Central region. Support has been provided to a Tele-rheumatology pilot project and 

Telehealth has been used to support program access for parents of youth at the 

Hope Valley Treatment Centre. 

Reduced client no-

show appointments 

in select areas 

  

Central Health was successful in reducing no-shows in select areas. No-show 

appointments negatively impact access, patient safety and patient experience. No-

show appointments can lead to negative outcomes for patients; inefficient use of 

resources including staff and equipment; and results in increased wait-times for 

patients. A Lean Black Belt project, focused on reducing no-show appointments in 

three program areas: Endoscopy Services (all appointment types), Cardiopulmonary 

Services (sleep studies & Holter monitor tests) and Rehabilitation Services 

(physiotherapy appointments), was conducted. In Endoscopy Services, an 

automated notification system (ANS) for appointment reminders was implemented at 

both CNRHC and JPMRHC. This project was a part of a provincial initiative involving 

the other RHAs with support from the department of HCS. The project resulted in 

more than a 50 per cent reduction in the no-show rate for Endoscopy Services at 

both sites. 

The second area of focus was Cardiopulmonary Services which had the highest 

rates of no-show appointments in the organization for which metrics are monitored. A 

volunteer-based appointment reminder program was implemented at JPMRHC for 

reminder calls for sleep studies and Holter monitor tests. No-show rates were 

reduced by more than 50 per cent. The third area of focus was Rehabilitative 

Services, specifically physiotherapy services at CNRHC. Staff-based calling 

implemented in this program area resulted in a no-show reduction rate of 50 per 

cent. 

This Lean project demonstrated that significant waste can be reduced and/or 

eliminated by reducing no-show appointments and the potential for further waste 

reduction organization wide is substantial. The wasted resources of empty slots for 

three program areas exceeded a value of $100,000.  Six recommendations were 

made to reduce no-show appointments and increase access moving forward. 
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Implemented 

initiatives to improve 

access to select 

services 

Central Health implemented a number of initiatives to improve access to services. 

The following summarizes key wait-time initiatives that occurred throughout the 

planning cycle: 

Cataract Surgical Services 

 New booking process and additional OR time for Cataract Surgical Services at 

JPMRHC 

 Purchase of Ophthalmology equipment to enhance operational efficiencies within 

the perioperative setting 

 Implementation of an electronic documentation system, Operating Room 

Management (ORM), to create standardized documentation and operational 

efficiencies 

 Integration of one dedicated JPMRHC clerical resource to address administrative 

issues related to waitlists 

Diagnostic Imaging (DI) 

 New booking process for Cardiolite testing and switching from an individual 

procedure list/per clinician to one list for all clinicians 

 Patient diversions to improve access to Ultrasound (US) 

 Reminder appointment calls for MRI appointments to reduce no-shows 

Endoscopy Services 

 Additional staff and resources provided to increase the volume of procedures 

being completed 

 Central intake process implemented at both JPMRHC & CNRHC 

 Implementation of a two room model for services at CNRHC 

 Employee and Physician engagement in Lean improvement processes and 

regular monitoring of wait time data 

 Implementation of an Automated Appointment Notification System (ANS) to notify 

Endoscopy patients via telephone of pending appointments 

Orthopedic Surgical Services and Orthopedic Intake Assessment Clinic (OIAC) 

 Evaluation of OIAC referral process to ensure appropriate referrals with primary 

focus on knees 

 Validation of waitlist data and a new triage system with physicians reviewing all 

referrals for medical appropriateness 

 Development and dissemination of quarterly wait-time reports for hip and knee 

replacement surgeries 

 An enhanced communication strategy to primary healthcare providers regarding 

the OIAC and referral management 
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  Cardiopulmonary Services 

 Completion of echocardiogram current state analysis; to enhance understanding 

of demand and capacity and validation of the waitlist 

 Implementation of phone call reminders to notify patients of pending Holter 

monitor and sleep studies testing 

 Revision of referral forms with priority ratings assigned along with a new referral 

triage system with specialists reviewing referrals for medical appropriateness 

Physiotherapy Services 

 Completion of a review of outpatient access to physiotherapy services using 

Lean methodology to identify areas of inefficiencies and improvement 

opportunities 

 Implementation of a new appointment referral and booking process; a Central 

Intake for Physiotherapy in which patients are able to book appointments when 

they are ready for treatment 

Improved wait-times 

in select priority 

areas 

Through various improvement initiatives Central Health was successful in reducing 

wait-times in priority areas. 

Endoscopy Services 

Benchmarks for urgent colonoscopies at JPMRHC and CNRHC are consistently 

being achieved with the majority of patients having their procedure within 0-14 days. 

Non-urgent waits have dropped notably at JPMRHC with the average wait for a non-

urgent colonoscopy being 61 days; this compares to a 441 day wait in March 2014.  

There has been a significant decline in the wait for non-urgent colonoscopies at 

CNRHC also, with the average wait being 34 days; this compares to 334 days wait in 

March 2014. 

Diagnostic Imaging 

There has been over a 60 per cent decrease in the number of patients waiting for 

Ultrasound (US) at both sites.  Non-urgent waits have declined at JPMRHC with the 

average wait for a non-urgent US being 101 days; this compared to a 202 day wait in 

March 2014. This decline in non-urgent waits for US is also apparent in CNRHC with 

the average wait being 27 days, this compares to an 87 day wait in March 2014. 

Wait times for urgent CT scans at CNRHC are consistently being met within the 0-14 

day benchmark, and there has been a significant improvement at JPMRHC with the 

average wait being 13 days; this compares to a 20 day wait in March 2014. The 

majority of patients are having their non-urgent CT scan within 30-40 days at both 

sites, which is close to the 30 day target. 
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 Cardiopulmonary Services 

There has been a significant decline in the number people waiting for a Holter 

monitor test in the region; in March 2015, 826 people were waiting for this test and 

this has dropped to 257 people waiting in March 2016. The non-urgent wait for Holter 

monitor testing has also declined, with the average wait-time currently being 37days 

at JPMRHC and 79 days at CNRHC; this compares to a previous 377 day wait-time 

at JPMRHC and 589 day wait-time at CNRHC. 

A decline in pulmonary function tests (PFTs) wait-time is also evident, with patients 

currently waiting 24 days at JPMRHC and 61 days at CNRHC for a non-urgent PFT; 

this compares to a 53 day wait-time at JPMRHC and 89 day wait-time at CNRHC in 

March 2014. 

Orthopedic Surgical Services and Orthopedic Intake Assessment Clinic (OIAC) 

Patients are currently seeing a clinician from the OIAC within two to three months 

from referral receipt, which is a two-fold reduction from 2013 when there was 

approximately a 253 day wait to see a surgeon. 

Physiotherapy Services 

A notable improvement in access to Physiotherapy Services occurred in 2016, which 

is a direct result of the implementation of the Central Intake referral and booking 

process. In March 2017, the urgent time wait is within 15 working days; this 

compares to a six month wait in 2015. The non-urgent wait is within four weeks and 

this compares to a 16 month wait in 2015. 
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OBJECTIVE: By March 31, 2017, Central Health will have implemented the wait-time 

management framework in the priority areas identified as requiring improvement. 

MEASURE: Implemented components of the framework and improved access to select health and   

community services. 

Planned Indicator 

for 2016-17 
Actual Progress for 2016-17 

Implemented 

recommendations 

from all of the 

components of the 

wait-time 

management 

framework in select 

service areas 

Implementation of components of the Central Health Wait-Time Management 

Framework continued in 2016-2017. While the region continued to make progress 

on wait-time components that were introduced in 2015 and 2016, new 

recommendations related to the components of Capacity, Communication, 

Evaluation and Monitoring were introduced and implemented in 2016-2017. 

Building upon the foundational work from 2014-2016, the following 

recommendations from the framework were a focus for this year: 

 Assessment of capacity and demand in priority areas including review/monitoring 

of number of referrals, number waiting and number completed 

 Development of monthly and quarterly wait-time reports and monitoring 

processes 

 Development of evaluation plans and metrics 

 Review/modification of referral forms to increase access to medically appropriate 

services 

 Review/modification of evidence-based urgency categories to increase timely 

access 

 Review/development of clinically appropriate benchmarks and targets 

 Development of wait-time working groups 

 Validation of waitlists 

 Education and increased skillset to develop wait-time strategies 

 Use of existing clinical information and business intelligence systems to support 

electronic wait-time measurement 

These recommendations were implemented in Orthopedic Surgical Services and 

Ortho Intake Assessment Clinic (OIAC), Diagnostic Imaging, Cardiopulmonary 

Services, Endoscopy Services and Physiotherapy Services. 
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Discussion of Results 

The Central Health Wait-Time Management Framework has been developed and successfully 

implemented in select areas. The framework aligns with Central Health’s mission to provide quality health 

and community services such that clients can obtain care or service at the right place and right time from 

the most appropriate healthcare provider, based on respective needs. As a first step to the development 

of this framework, in 2014 and 2015, a current state analysis for all services that maintained a waitlist at 

Central Health was conducted to understand current waitlist and waitlist management practices at Central 

Health. A literature review was also completed to understand best practices in wait-time management. 

These results informed the development of the wait-time framework, in addition to providing a baseline for 

the organization to measure progress towards improved wait-time management. 

 

The framework consists of six components: Capacity; Structure; Accountability; Knowledge and 

Information Management; Communication; and Evaluation and Monitoring. While implementation of all 

components of the framework is essential, the primary focus in 2015 was to first implement 

recommendations related to Structure, Accountability, and Knowledge and Information Management. This 

was a purposeful decision in an attempt to bring awareness to foundational wait-time elements. 

Furthermore, with this education in place, staff were more equipped to understand system resources and 

develop targeted wait-times strategies. In 2016 and 2017, the organization continued to build on the work 

completed in addition to implementing recommendations related to Capacity, Communication, and 

Evaluation and Monitoring. The implementation of the wait-time management framework is a process that 

will continue with refinements as lessons are learned and best practices identified. The successes in the 

select departments over 2014-2017 have created motivation for other departments and services to 

become educated in wait-time management with a common goal to improve access to care across the 

region. 
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STRATEGIC ISSUE 2:  
HEALTHY LIVING  
 

The World Health Organization (WHO) and the Center for Disease Control and Prevention (CDC) define 

chronic disease as, “a disease of long duration and generally slow progression.” Chronic diseases have the 

following common characteristics: may develop silently for years before detected; can impact quality of life; 

share common risk factors such as obesity, smoking, inactivity; are rarely curable but can be managed; and 

require, long term action for management, with involvement from the person living with chronic disease, 

multidisciplinary healthcare team and the community. Chronic disease is a major concern for the residents 

of Newfoundland and Labrador with 65 per cent of residents over the age of 65 having one or more chronic 

diseases. With increasing risk factor rates and incidence of chronic disease, there is an increasing impact 

on individuals, the health system and communities. Providing effective chronic disease prevention and 

management strategies requires a combination of approaches targeted at primary, secondary and tertiary 

level prevention, as well as appropriate and accessible health services throughout the continuum of care. 

 

Chronic Disease Prevention and Management (CDPM) is defined as a coordinated, systematic process 

involving various stakeholders, including individuals and communities. Central Health’s CDPM Program is 

tasked with shifting care from an illness orientation to a wellness orientation leading to a fundamental shift in 

how we think about and provide care. With a strategic focus on Healthy Living, Central Health has prioritized 

the need to effectively support people and communities to be healthy, to provide care that focuses on 

individuals holistically and to effectively integrate this work throughout the continuum of care within the 

organization. This work leads to better care and more appropriate health service utilization. 
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GOAL: By March 31, 2017, Central Health will have improved capacity to address population 

health related issues within the region. 

MEASURE: Improved capacity to address population health issues. 

Planned Indicators 

for 2014-2017 
Actual Progress for 2014-2017 

Implemented 

components of the 

Central Health 

Chronic Disease 

Prevention and 

Management 

Strategy 

Central Health implemented components of the Central Health Chronic Disease 

Prevention and Management (CDMP) Strategy. After consulting with key partners 

and stakeholders final approval of Central Health’s CDPM Strategy was completed in 

2014-2015. The CDPM Advisory Committee that provides strategic leadership to the 

CDPM Program and related work throughout the organization, completed a 

comprehensive review process to identify strengths and opportunities for 

improvement which led to the development of a regional CDPM work plan. Guided by 

the regional and provincial CDPM strategies and adopted models of care, the CDPM 

work plan identified 5 of the 14 goals from the regional strategy as priorities in the 

areas of Heart Failure, Stroke, and Chronic Obstructive Pulmonary Disease (COPD). 

Work has been undertaken and continues in priority areas, as identified. In 

partnership with an external partner, FONEMED North America, Central Health 

launched implementation of a telephone based Heart Failure Outreach Program. 

Utilizing alternate access to care, the program was able to service people living with 

Heart Failure throughout the entire region. The program offers comprehensive and 

individualized assessments and care plans through a collaborative care approach 

between the Heart Failure nurse, primary care provider, other health professionals 

and the client. The Heart Failure Program has transitioned to the sustainability phase 

through development of an internal program. The Regional Stroke Steering 

Committee was re-established to lead development and implementation of a regional 

stroke work plan. The Canadian Stroke Best Practice recommendations and 

provincial priorities have guided the work in this area.  

Working groups were developed to focus on acute and hyperacute stroke care, 

identify opportunities for improvement in practice and implement change. With 

respect to COPD, which is a common progressive incurable but treatable lung 

condition, Central Health developed the COPD Outreach Program. Bringing together 

an interdisciplinary team, the program provides self-management support, system 

navigation, and coordination of care, individualized action plans, psychological 

support and access to advanced care planning. 

Improved supports 

for clients and 

providers to 

implement a self-

management 

approach to care 

Central Health has improved supports for clients and providers to implement a self-

management approach to care.  Leading up to 2014, Central Health developed and 

maintained formal partnerships with the other RHAs and the department of HCS to 

implement Improving Health: My Way, a community-based, peer led chronic disease 

self-management program. Established throughout the region, the program meets 

set benchmarks and standards with an ongoing focus on continuous quality   
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 improvement and evaluation. In September 2016, Central Health’s CDPM Advisory 

Committee developed a framework defining the successful components of  

implementing a self-management approach to chronic disease to guide work plan 

development and implementation. Implementation of the work plan is on target with 

defined timelines. 

Collaboration with external stakeholders and experts led to the development of a 

unique model for implementing self-management service delivery for Central Health. 

The model includes a champion and mentorship based grass roots approach for staff 

self-management skill set development, intertwined with implementation of a 

sustainable Health Coach Program. Engagement, approval and support from 

leadership within the organization have occurred and are key factors supporting the 

implementation. 

Developed and 

strengthened 

community 

partnerships 

Central Health developed and strengthened community partnerships to support 

healthy living for the population of the region. 

Women’s Wellness 

Following the completion of a needs assessment, education and health promotion 

opportunities unique to women’s health were developed to promote women’s 

wellness. The delivery of the health and wellness campaign was a partnership with 

the Shopper’s Drug Mart Tree of Life Campaign. A one-day health and education 

seminar was developed for each health service delivery area. Between September 

15 and November 29, 2016, workshops were held in New-Wes-Valley, Botwood, 

Glovertown, and Springdale with 84 women participating. 

The “Road Show” format, comprised of 6 education sessions, provided a consistent 

health and wellness message to women throughout the Central region. Along with 

Shoppers Drug Mart, other partners included: CHANNEL, Central Regional Wellness 

Coalition, Status of Women Central, Violence Prevention South and Central, 

Canadian Mental Health Association, the Canadian Cancer Society and Cervical 

Screening Initiatives. These workshops continue to be supported in the region. 

Healthy Students Healthy Schools 

This past year has provided the opportunity to redefine the Healthy Students Healthy 

Schools (HSHS) profile within the region with renewed direction from The Way 

Forward. Central Health, along with various government departments, is working 

under the leadership of a regional team to identify the needs of the population served 

and develop a plan to address those needs. This team is working together “to 

engage schools to create settings that support healthy living and learning.” The 

partners on the team include the Newfoundland & Labrador English School District 

(NLESD), Kids Eat Smart Foundation, and Central Health. The projects underway 

and/or identified to date include the Healthy School Planner, Project SucSEED and 

Healthy Schools Summit. 
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OBJECTIVE: By March 31, 2017, Central Health will have continued to implement strategy goals to address 

priority health areas. 

MEASURE: Implemented strategy goals to address priority health related issues in the region 

Planned Indicators 

for 2016-2017 
Actual Progress for 2016-2017 

Continued 

implementation of the 

Heart Failure 

sustainability work plan 

and COPD work plan; 

and finalized and 

implemented work 

plans for the Regional 

Stroke Program and 

Regional Diabetes 

Care Program 

Central Health continued implementation of the Heart Failure sustainability work 

plan, the Chronic Obstructive Pulmonary Disease (COPD) work plan as well 

finalized and implemented work plans for the Regional Stroke Program and 

Regional Diabetes Care Program. The Heart Failure Outreach Program utilizes a 

self-management service delivery model including comprehensive health risk and 

heart failure assessments, complex and individualized care plans, education, 

navigation and primary care provider engagement. The sustainability plan for the 

Heart Failure Outreach Program changed in March 2016, altering the work plan to 

a focus on developing a supported program internal to Central Health. Maintaining 

integral components of the delivery model, work has focused on identifying clinical 

and clerical capacity, developing a program in Meditech, defining program flow, 

while maintaining current case load and incoming referrals. 

The COPD Outreach Program underwent change given the external funding for 

the project terminated in April 2016. Internal resources were identified and 

leveraged in September 2016 which allowed for reinstatement of the program as 

well as expansion. As a part of the work plan, changes were made to the 

Respiratory Care Centre and COPD Outreach to ensure sustainability and to 

allow for available resources to be used as effectively and efficiently as possible. 

The Regional Stroke Program has aligned closely with provincial priorities in 

defining work plan objectives. Working groups have been identified to lead priority 

implementation, being guided by provincial and regional direction and quality 

indicators. Work continues to focus on hyperacute and acute stroke care, with 

expansion to secondary stroke prevention. 

 Wellness Café 

As a result of a funding opportunity from TELUS in 2014, informal non-curriculum 

time sessions were developed to connect students with health leaders to discuss, 

explore and access health information on their identified needs. These sessions 

entitled Wellness Café sessions have addressed the following topics: addictions and 

mental health, sexual health and nutrition, as well as, physical activity themes. 

Central Health is pleased to continue to support these peer led sessions at 

participating schools in the region and in the fall of 2016. Cafés were held in Bay 

d’Espoir, Harbour Breton, Botwood, Twillingate, and New-Wes-Valley. 
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Discussion of Results 
Over 2016-2017, the Chronic Disease Prevention and Management (CDPM) Program has been successful 

in continued implementation of strategy goals to address priority health areas and in targeted efforts to 

effectively support people and communities to be healthy, provide care that focuses on individuals 

holistically and effectively integrate this work throughout the organization. Significant efforts were focused 

on the Heart Failure Outreach Program, COPD, Regional Stroke Program, Regional Diabetes Care 

Program and the self-management approach to care. Success in moving forward with work plan 

development and implementation was actualized through maximizing resources, utilizing alternate access 

to care, expanding work scopes and applying innovative thinking to identified barriers. 

 The Regional Diabetes Care Program works from an approved regional work 

plan, developed and implemented by the Regional Diabetes Care Program 

Committee. The focus has expanded to program improvement efforts beyond 

ambulatory programming to acute care, long-term care and continuing care. 

Numerous working groups have been established over the past year to address 

targeted work on goals from the work plan. 

Implemented the 

approved Self-

Management Work 

Plan 

An approved self-management work plan has been implemented and it defines 

two goals towards a vision to have an integrated, comprehensive approach to self

-management across the region: Goal one - empower and prepare individuals to 

manage their health and health care; Goal two - provide and evaluate training 

and support for health professionals to enable them to implement effective self-

management strategies. The framework developed in September 2016 defines 

the components necessary to deliver a successful approach to chronic disease. 

With four key components, current work plan goals align with two framework 

components. 

Within the framework, work on Goal one is focused on the continued 

implementation and enhancement of the Improving Health: My Way chronic 

disease self-management program. Implementation targets and benchmarks 

were met, and evaluation, communication and community engagement work was 

implemented to increase knowledge and referrals into the program. With respect 

to Goal two, a self-management skill set implementation model with a grass roots 

champion approach and a Health Coach Program has been developed. This 

model will be implemented in a phased approach with defined timelines and 

targets. 
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The Regional Diabetes Program developed working groups to focus on implementing actions identified in 

the work plan. Partnerships with other Central Health programs were strengthened and formalized through 

establishment of working groups to focus on: diabetes in acute care; diabetes program operations and 

evaluation; diabetes and continuing care; insulin pump program; diabetes orientation; and diabetes foot 

care. In addition, in response to staffing needs, a new operational model of care was developed for the 

delivery of diabetes services to the Lewisporte Health Service Area. This work required identification of 

clinical capacity at the regional referral sites, developing a central intake and booking process, and building 

the service around desktop Telehealth technology to ensure both staff, and most importantly, client needs 

were met.  

 

The Regional Stroke program targeted efforts in re-establishing the steering committee in response to 

provincial priorities. In addition, work continued with the acute stroke working group targeting inter-

professional efforts at identifying gaps and improving acute stroke care. 

 

The Heart Failure Outreach Program experienced a significant change as the initial sustainability plan was 

altered due to the changes in Central Health’s partnership with FONEMED. In response to the change, the 

CDPM Department developed, with support from FONEMED, a sustainability plan entirely internal to 

Central Health. This work has also laid the foundation for a formal chronic disease case management 

model that can be built on to address other chronic diseases. 

 

The Self-Management Program focused efforts in the development of a model for sustainable 

implementation of a self-management service delivery model. Collaboration with external expertise and 

stakeholders enabled the CDPM Advisory Committee to develop an innovative model and phased 

implementation plan. Currently in early implementation phases, the self-management champion and health 

coach model has gained significant support throughout the organization.  The coming 24 months will see 

full implementation of both defined phases of this work. Continued partnerships with stakeholders in other 

provinces and with the health foundations are planned as this work continues. 

 

Planning and strategic success to date has allowed the beginning of a true shift in how care is provided to 

people with chronic disease. Continued development of formal partnerships with other departments within 

Central Health will allow for synergy between department priorities, shifting to more effective collaborative 

care, and thus better patient outcomes and improved quality of life. 
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STRATEGIC ISSUE 3:  
CLIENT FLOW 
 

As with other healthcare organizations, client flow is a challenge in many care and service areas at Central 

Health. Challenges continue with respect to overcapacity and overcrowding but opportunities for improvement 

are continuously identified and process improvements initiated to improve client flow. During this planning 

cycle, addressing client flow required a critical analysis of the practices and processes in selected program 

areas, as well as understanding the flow of admissions, bed availability, transfers/repatriation, length of stay 

and discharge planning. The development of coalitions between healthcare teams, including physicians and 

clients and their families, was necessary to facilitate process improvements. Exploration and application of 

innovative thinking along with the utilization of quality improvement methodologies and tools facilitated the 

efforts outlined in this strategic issue.  

 

The Clinical Efficiency Consultant collaborated with teams to implement client flow improvement initiatives to 

eliminate waste and add value to care and services delivered to the clients in select program areas. The 

improvement work focused on the timely transfer of boarded patients from the ED to the inpatient units to 

reduce and mitigate overcrowding in the ED. This work required organizational commitment to align resources 

and support for process improvement work to achieve the desired future state of enhanced client flow. 

GOAL: By March 31, 2017, Central Health will have reduced and mitigated overcrowding in the 

emergency department by improving client flow. 

MEASURE: Reduced and mitigated overcrowding in the emergency department. 

Planned 

Indicators for 

2014-2017 

Actual Progress for 2014-2017 

Documented and 

implemented a 

coordinated 

approach to 

improve client 

flow 

Over the past three years there has been a documented and coordinated approach to 

identifying issues in client flow, as well as, finding and applying solutions to improve the 

flow of clients primarily in the two acute care facilities, CNRHC and JPMRHC. A Client 

Flow Leadership Team has met regularly to inform and review the plan for addressing 

priority client flow initiatives in the organization. Client flow improvement initiatives 

began with enhancing understanding of the factors impacting client flow and 

developing a current state assessment which identified challenges impacting client flow 

for select client populations. Multidisciplinary teams created value stream maps to 

highlight the challenges within the program areas affecting client flow. Challenges 

identified provided opportunities for discussion and actions for improvements. Action 

plans were created to reach a future state with improved processes to enhance client 

flow. 
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 Client flow data was compiled from internal and external sources and shared with the 

team. This has provided teams with retrospective information to be utilized for 

identifying trends and the development of program goals. This targeted approach from 

knowledge sharing, group discussions, team goals, action plans through to monitoring 

and evaluating improvement initiatives was spread to different program areas to 

improve flow and reduce overcrowding in the ED. Lessons learned as well as 

improvement opportunities were shared between inpatient program areas at both 

CNRHC and JPMRHC to ensure achievements in client flow were continuously 

improving input, throughput and output. Common interventions implemented for 

inpatient areas included improved communication strategies and timely 

documentation. In addition, each unit implemented unique processes including 

improved referral generation, targeted huddles, promotion of conditional discharge, 

and communication boards, to name a few. 

Implemented 

priority initiatives 

consistent with 

the provincial 

“Strategy to 

Reduce 

Emergency 

Department Wait 

Times (2012)” 

developed by the 

Department of 

Health and 

Community 

Services 

Priority initiatives were implemented in the EDs at JPMRHC and CNRHC to improve 

client flow that were consistent with the provincial strategy. The priorities included: 

improving the efficiency of higher volume of patients in the ED; improving throughput 

and output of the ED and improving the collection, reporting and use of ED wait-time 

data. Initiatives were designed to reduce the number of boarded clients in the ED by 

improving the throughput of admitted patients from the ED to the inpatient acute care 

units. As well, efficiencies continue in the ED to optimize output through the 

continuation of the fast track program, utilization of the Community Rapid Response 

Team (CRRT), and utilization of all regional acute care beds for patient admissions. 

Nationally recognized wait-time metrics or measurements of ED function such as door 

to doc, doc to discharge, left without being seen, and patient satisfaction were 

collected quarterly and disseminated to Board of Trustees, senior leaders, physicians 

and front line management and staff. This data along with established benchmarks for 

each metric was used to determine whether performance was meeting the accepted 

targets. The two regional EDs continue to improve their operations and overall function 

to address the wait-time issues and client flow. The ED employees at CNRHC 

continue to build on the successes with improvements in triage, visual management 

system, standardization of work and registration occurring in the department. The ED 

employees at JPMRHC continue to apply Lean principles and methods in their 

department to review internal processes, understand inefficiencies and gain insight for 

potential opportunities to reduce wait times and improve client throughput and output. 

Developed and 

monitored targets 

for improving 

client flow 

Central Health developed and continues to monitor targets for improving client flow. 

Client flow information is compiled from a number of data sources. Cognos, a business 

intelligence tool, provides real-time information with respect to client visits to the ED. 

This tool also pulls patient and bed utilization information for all facilities in Central  

Health through the Bed Manager software. This tool facilitates communication 

between physicians, managers and leaders who are involved in optimizing client flow 

through the utilization of all beds in the region. Utilizing available data teams, targets 

for improving client flow were developed. Targets included decreased length of stay for 

a defined client population, decreased number of hours patients boarded in the  
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 ED, achieving a discharge time of 11 a.m., for the majority of inpatients and improving 

timely referral generation for multidisciplinary team members. The client flow targets 

were monitored by team members to determine whether the client flow initiatives were 

on track or needed further discussion and new actions. The targets were shared with 

team members on an A3 report and were displayed in the program areas at CNRHC 

and JPMRHC for staff to review. An early success achieved with respect to decreased 

length of stay was with the admitted patients who received total joint replacements. 

The client flow improvement work reduced the length of stay for targeted clients who 

received a total knee arthroplasty from 5.29 days to 3.94 days. The length of stay for 

clients who received a total hip arthroplasty was reduced from 5.34 to 4.51 days. 

Decreasing the length of stay for this patient population continued and the wins were 

spread to other inpatient areas. The reduced length of stay improved the flow of clients 

through the system especially with respect to admitted patients in ED waiting for 

inpatient beds.  

Targets were also developed and monitored organizationally through the Board of 

Trustees Scorecard which included such client flow indicators as number of hours 

clients were on stretchers in the ED and percentage of clients admitted and discharged 

from the ED, and percentage of clients seen by the emergency physician and nurse 

practitioner within the defined time of 120 minutes. The intent was to improve client 

flow through the system to decrease the number of stretcher hours in ED. The number 

of stretcher hours reflects the workload activity in the ED which impacts client flow. 

Patients lying down require ongoing nursing care while nursing staff have to provide 

care to the continuous flow of triaged patients. The number of stretcher hours was 

decreased when the hospital capacity was lower. During the second quarter in 2016-17 

when capacity at JPMRHC was at its lowest in two years, the stretcher hours were at a 

low of 11 per cent. This was a significant reduction in comparison to other quarters. As 

efforts continue to improve client flow the number of stretcher hours is expected to 

decrease. 

Reduced 

overcrowding in 

the emergency 

department 

Overcrowding was reduced in the ED by improving the transfer of admitted patients 

from the ED to each inpatient unit utilizing a multidisciplinary team approach. The 

current state for the flow of clients from ED to the targeted inpatient unit was mapped 

to identify the barriers and challenges impacting the transfer of admitted patients and 

multidisciplinary teams were presented with quarterly flow data. Each team set goals 

and a number of strategies were implemented in the different areas including improved 

communication protocols with respect to bed availability, timely bed assignment, timely 

handover, and morning huddles to discuss patient admissions. As a result, there was a 

continual decrease in the hours the admitted patient was staying in the ED before an 

inpatient bed became available at JPMRHC. The wait time for an inpatient bed was 

below the benchmark of 8.0 hours in the last two quarters.  

In addition, three new policies, Acute Care Bed Management, Overcapacity and Client 

Repatriation, were devised and implemented to provide a standardized approach to 

improve bed utilization and mitigate overcrowding in the ED. To supplement the Client 

Repatriation policy a brochure, entitled Transfer to Another Facility for Continued Care, 

was developed for clients upon admission. The purpose of this information pamphlet 

was to communicate and explain that a transfer to another facility in Central Health  
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 may be necessary to ensure every patient receives the right care, in the right place, at 

the right time by the right healthcare provider. The continuation of Fast Track at 

CNRHC and JPMRHC has served to mitigate overcrowding in both EDs by ensuring 

clients are seen by the right healthcare provider for the right treatment in an accepted 

time frame. This has prevented congestion in the ED with decreased wait-times for 

clients and increased throughput and output. Improvements in the time from 

presentation to the ED and the patient being discharged home by the nurse practitioner 

at CNRHC continued to improve with over 90 per cent of the clients being discharged 

with 120 minutes, the targeted benchmark. 

OBJECTIVE: By March 31, 2017 Central Health will have targeted specific barriers and 

implemented strategies to improve client flow throughout the organization. 

MEASURE: Specific barriers related to client flow will have been targeted and improvement 

strategies implemented. 

Planned 

Indicators for 

2016-17 

Actual Progress for 2016-17 

Implemented 

improvement 

strategies to 

reduce transfer 

times from the 

Emergency 

Department to 

inpatient units to 

improve client 

flow and reduce 

overcrowding in 

the Emergency 

Department 

  

  

A number of improvements were implemented to reduce transfer times from the ED to 

inpatient units to improve client flow and reduce overcrowding in the ED. These 

improvements included compliance with the mixed gender policy, discharge goal at 11 

a.m., collaboration with physicians to receive conditional discharge orders, optimize 

transfers from the ED to inpatient units throughout the 24 hour period, compliance with 

overcapacity policy and timely discharges in the electronic health record to optimizing 

transfers when beds were available. These strategies are continually monitored to 

ensure the optimization of bed availability to reduce overcrowding in the ED. As well, 

the appropriate utilization of all acute care beds in the region has been the goal each 

day at Central Health including transferring the most appropriate patients to the rural 

facilities to optimize flow at EDs in the referral centres. 

 

Bed occupancy data at all facilities along with ED admissions and scheduled surgeries 

continues to be disseminated from the Bed Manager tool every weekday to the team 

and admitting physicians to facilitate conversations to improve client flow. The CRRT 

helped optimize flow from the ED by providing services to clients to support them in 

their home and prevent an admission to the ED. Other strategies implemented to 

improve flow from ED to inpatient units by eliminating wastes and returning healthcare 

providers time back to the client included improved admission communication protocols 

for team members and improved inventory flow. 
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Discussion of Results 
Reducing and mitigating overcrowding in the ED by improving client flow has been a focus during this 

planning cycle. Numerous improvement strategies using quality improvement methods and tools have been 

employed to achieve this goal. Reducing transfer times from the ED at JPMRHC and CNRHC to the inpatient 

units has required strong partnerships and collaboration with the entire multidisciplinary team. To ensure a 

standardized approach to improve bed utilization and optimize delivery of care it became apparent that 

approved policies and established practices required redeployment and both are now continually monitored.  

A number of strategies were implemented including a mixed gender policy; 11 a.m. discharge; transfers to 

available inpatient beds throughout the entire 24 hour period; and patient discharge from Meditech 

immediately upon discharge to ensure timely patient flow to the available bed.  Adherence to the standardized 

approach outlined in the Overcapacity Policy to ensure safe, quality care for all admitted patients was also 

necessary. Furthermore, when a facility was in overcapacity this often meant the creation of overflow beds on 

the inpatient units and utilization of all acute care beds throughout the organization to reduce and mitigate 

overcrowding in the EDs.  

 

The utilization of all acute care beds in Central Health has been necessary to ensure admitted clients receive 

timely care by the right healthcare provider in the right place. This strategy to reduce overcrowding in the ED 

at the two secondary sites has meant transferring admitted patients from the ED, as well as from inpatient 

units, to the rural care facilities throughout the region. This has required strong partnerships between 

healthcare providers, including physicians, and most importantly appropriate communication and 

conversations with client and their families. Other improvement strategies implemented over the last year to 

reduce overcrowding in the ED include the temporary assignment of an overflow area in both secondary sites 

to ensure admitted patients are not boarded in the ED. Consistent communication of bed occupancy to 

involved stakeholders electronically, weekday huddles with managers and care facilitators at the secondary 

sites to optimize discharge planning, and appropriate bed utilization have served to mitigate overcrowding. As 

Implemented 

continuous 

improvement 

strategies to 

enhance client 

flow and 

discharge 

planning on the 

inpatient units to 

mitigate 

overcapacity 

  

Continuous improvement initiatives were implemented to enhance client flow and 

discharge planning on the inpatient units to mitigate overcapacity. A multidisciplinary 

approach was utilized with the aim to meet client goals and utilize all available 

resources for discharge. Weekday huddles provided the opportunity to discuss client 

discharge challenges and identify options for timely client discharge. Regular 

multidisciplinary team meetings with the admitting general practitioners and hospitalists 

led to improved communication and discharge planning to optimize client outcomes 

and discharge goals. To improve flow from acute care to long-term care facilities, a 

team met to improve this process to optimize discharge from acute care and timely 

transfer to the available long-term care bed. Implementation of earlier lab collection on 

the surgical unit helped to facilitate discharge planning for surgical patients since 

physicians had access to this information during their morning rounds. Monitoring, 

spreading and sustaining improvement initiatives such as conditional discharges, 

communication protocols, appropriate referral generation and visual management tools 

have been sustained. 
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most other RHAs, Central Health continues to have high numbers of clients who are designated alternate 

level of care (ALC) occupying acute care beds that do not require the intensity of acute services. Central 

Health has a representative on the Provincial Alternate Level of Care (ALC) Working Group which was 

formed to understand the barriers and challenges resulting in patients being designated ALC. The intent is 

to implement provincial policies, protocols or programs to help reduce the number of ALC patients/patient 

days, in keeping with the work that is occurring in the long-term care and community services sector to 

improve client outcomes and optimization of flow in acute care beds. The work of the group is in the 

preliminary stages and is expected to continue over the next year.  

 

The flow of clients from acute care to long-term care facilities was challenged as a result of several barriers 

which created delays in transfer. Improvement initiatives included standardized communication protocols, 

accommodation of multiple admissions on a day and collaborative efforts for admissions on weekends; in 

order to decrease the length of time to transfer the client from acute care to their new long-term care home. 

A goal was formalized to meet the transfer time of 24-48 hours and key messages were devised to ensure 

all team members understood the expectation. To monitor successes, the target of 24-48 hours is 

continually evaluated and the average transfer time achieved over the first six months was 34 hours. 
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OPPORTUNITIES  

AND CHALLENGES 
 

Medication Reconciliation Implementation 

Medication Reconciliation, often referred to as Med Rec, is a process whereby healthcare providers 

systematically gather a best possible medication history (BPMH) in partnership with the client and/or family 

upon admission. Admission orders are then generated to ensure that the client is ordered the appropriate 

medications and any changes in the client’s medication regime are intentional. Med Rec processes help 

ensure that accurate and complete medication information is communicated upon care transitions, such as 

transfer and discharge, in order to prevent adverse drug events. In Central Health, medication occurrences 

remain one of the top three occurrences reported.  

 

A Med Rec process on admission, transfer and discharge is also a Required Organizational Practice (ROP) 

set by Accreditation Canada for several client care service areas and is required to be fully implemented 

across the continuum of care by 2018. Central Health is committed to the implementation of a robust Med 

Rec process and as such this is one of the organization’s patient safety goals monitored by the Board 

Patient Safety Subcommittee. At the present time, Mental Health and Addictions and Long-Term Care 

service areas have Med Rec completely implemented at all transitions of care with implementation in 

Community Nursing service areas expected in June 2017. 

 

Although Med Rec is a critical component of safe medication management, it is complex and challenging to 

successfully implement organization wide. In order to support the most effective and efficient process, 

Central Health has worked with the other RHAs to procure a technical solution to enable providers to 

perform Med Rec electronically. An organizational kick-off meeting was held in December 2016 with key 

stakeholders with implementation anticipated to begin in September 2017. Central Health has aligned its 

resources to establish a project team, with Senior Leadership sponsorship, to support successful 

implementation. The project plan has been developed and the team is in the initial phases of the project. 
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Responding to the Opioid Crisis  

There is significant work underway to address the Opioid crisis, both in the Central region and throughout 

the province. In December 2016, the Government of NL launched the Opioid Action Plan which included 

the launch of the Take-home Naloxone Kit Program. Central Health has been working closely with the 

Department of HCS to ensure these kits are in the hands of front-line providers and people who need them. 

Initially, nurses were trained throughout the region to provide education to staff who work with at-risk 

individuals so those staff could provide kits and education to their clients. There are several 'kit contacts' 

throughout the region and the Central Health website provides a toll-free number for individuals who require 

access to a kit. Central Health has also provided kits to physicians for distribution to patients. Additionally, 

Central Health has been working towards making Naloxone kits available in EDs for those who may 

present after-hours in crisis. 

 

Mental Health and Addictions Services and Public Health are currently working together to provide walk-in 

services for clients who are using narcotics and are at risk of overdose, sexually transmitted infections, and 

other complications of drug use/abuse. As well, extensive work has been underway to eliminate wait-times 

for all clients of Mental Health and Addictions Services such that opioid users who request services from 

Central Health and who may be in crisis can be seen quickly. Opioid use is a significant threat and will 

continue to challenge the healthcare system. Central Health will continue to make this issue a priority to 

ensure the best response to this crisis both in the short-term and into the long-term.  

 

Improving Mental Health and Addictions Services  

Mental Health and Addictions Services have worked diligently over the past three years to reduce wait-

times, increase accessibility to services, and develop an approach to delivery of these services that is 

person-centered and unique to the needs of the individual. The All-Party Committee report released in 

March 2017 outlines 54 recommendations aimed towards addressing gaps in mental health and addictions 

and enhancing services currently in place. The Government’s Action Plan to provide an integrated program 

with provincial policies and procedures and break down existing barriers gives Central Health an 

opportunity to build on the success to date and to ensure that efforts to improve are consistent with the 

provincial plan. The regional Mental Health and Addictions Services program is well positioned to engage in 

this work as the staff are eager to participate and lead this work.  
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The ability to provide formalized training and facilitate new skill development for staff within Mental Health and 

Addictions Services has been challenging given budgetary constraints with most education requirements 

being addressed using the expertise of individuals within existing services. With the implementation of the 

Action Plan in response to the All-Party Committee recommendations, education for staff will be paramount, 

with an initial focus on developing skills in Single-Session Therapy. Efforts to improve accessibility will 

continue, with the potential to reduce non-attended appointments within the program. Despite efforts to 

improve accessibility to date, the program continues to face high no-show rates.  

 

Centralized Transcription Services 
Health Information Management (HIM) is examining strategies to help reduce medical service wait-times, 

increase the quality of those services, and enhance the patient experience. Achieving these goals will result in 

better value including cost savings that can be redirected to patient care and sustainability of the healthcare 

system. To examine and develop future-state strategies; HIM, in partnership with Technology Services, is 

actively engaged in the development of a centralized transcription service. Transcribed clinical documents 

form part of the patient’s health record, which provides a communication and decision-making tool for 

providers; information to support patient care treatment plans; a historical record of a patient’s medical care; 

and a source document from which health and service quality data is extracted for planning, evaluation and 

monitoring purposes. Capturing transcription information as close to the care event as possible contributes to 

better care. The less time there is between the care event and the actual recording of that data, the more 

accurate and complete the information.  

 

Today, variation exists in terms of how care events are dictated, transcribed, reviewed, approved and 

distributed. Many out-of-date technologies are still in use, processes and workflows are not standardized, and 

backlogs arise which can potentially impact patient care. A process improvement project team is on target to 

produce a strategy outlining future state and an implementation plan for a centralized transcription service for 

the region. By transforming how the service is delivered patient care will be enhanced by improving 

turnaround times, improving the quality and accuracy of transcribed information, and implementing other 

efficiencies related to standards and workflows that will reduce costs. 
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New Role of Nurse Practitioner in Long-Term Care 
In September 2015, the first full-time NP for long-term care was assigned to Lakeside Homes, a 102 long-

term care bed facility, in Gander; Carmelite House, a 65 long-term care bed facility, in Grand Falls-Windsor; 

and the Long-Term Care Transitional Unit at CNRHC. The NP has been providing residents with timely 

access to assessments and treatments for acute, episodic and semi-urgent conditions and injuries. The NP 

has been providing advanced nursing care, including health promotion and prevention and chronic disease  

management for common resident health issues in collaboration with physicians and other members of the 

interdisciplinary team. The NP in long-term care has assumed a leadership role in influencing evidence-

informed clinical practice which has improved resident outcomes at these facilities. Best practice clinical tools 

have been developed, such as standardized Long-Term Care Patient Order Sets, to assist physicians and 

NPs in standardizing geriatric care in long-term care. These patient order sets are used daily and as a result 

there is clinical data to suggest that quality indicators have improved significantly. As a result of the  

successes and improvement noted, in some rural healthcare sites where NPs have a dual role, Central 

Health has been successful in expanding their scope of practice in long-term care. Enhanced scope of 

practice in long-term care provides a significant opportunity to provide better value and better care and as 

such there are plans to expand the scope of the NPs in additional rural health service areas starting in the  

fall of 2017.  

 

New Technology to Improve Preventative Maintenance 

Program  
The Facilities Management and Engineering Department is in the process of implementing a new 

Computerized Maintenance Management Program to improve the Preventative Maintenance Program at 

Central Health which will serve to improve patient and worker safety. This new technology will allow the 

department to track all medical equipment that requires preventative maintenance. The goal of a 

successful preventive maintenance program is to establish consistent practices designed to improve the 

performance and safety of the equipment. The new technology will provide staff the ability to track any 

demand work orders associated with any piece of equipment and ensure that equipment is replaced or 

disposed of within the appropriate timelines. This new program will also allow Central Health staff to work 

more efficiently, as the program will provide staff with an update on the status of the work order via email at 

each stage of the process. This technology provides an opportunity to add value, improve safety and 

efficiency.  
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Inpatient Primary Care Model 
Primary care in hospitals by community-based family physicians has been on the decline in NL over the past 

number of years. Traditionally, family physicians admitted their patients from the community and provided 

after-hours call for inpatients, usually as a group practice. Changes in the amount and type of work, along 

with the model of payment, led to a deterioration of the relationship between the RHAs and the community 

family physicians. As a result, many family physicians chose to discontinue their involvement with in-hospital 

work. To continue after-hours coverage and primary care of inpatients in some secondary sites, hospitalist 

positions were created. A hospitalist is a physician hired with primary responsibility for in-hospital care of 

inpatients.  

 

Currently, family physicians who want to be involved with in-hospital work, those who are currently involved, 

and hospitalists are looking to better define the work, as well as renew the relationship with the RHA to 

ensure a high quality service for patients and an improved job satisfaction for physicians. To renew the 

relationship between primary care physicians and the RHA, the department of HCS and the Newfoundland 

Labrador Medical Association (NLMA) have made funds available through the Clinical Stabilization Fund, 

funded by the Government of NL to support projects and initiatives that inform and advance primary care 

services in NL and establish new patterns of practice. Funds have been allocated for a project to engage all 

the stakeholders and to present a model for in-hospital primary care. This model should be contemporary and 

focus on the standard of care, define responsibility and workload, at the same time provide a governance 

structure and a reasonable model for remuneration. This work started in January 2017 and is projected to be 

completed on or about September 2017. Central Health is appreciative of the support provided by the 

department of HCS and the NLMA and views this as an excellent opportunity to partner with physicians to 

improve several dimensions of quality at Central Health; including safety, continuity, worklife and efficiency.  

 

Person- and Family-centred Care (PFCC)  
Accreditation Canada has defined person- and family-centred care (PFCC) as an approach that guides all 

aspects of planning, delivering and evaluating health care services. Accreditation Canada has adopted four 

values that are fundamental to this approach which are integrated into the evidence-based standards 

followed by Central Health: dignity and respect, information sharing, partnership and participation, and 

collaboration. The focus of PFCC is always on creating and nurturing mutually beneficial partnerships 

amongst clients, families, physicians, and staff.  
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To achieve this approach and embed this philosophy, Central Health is developing a PFCC Strategy to 

chart the path forward. In 2016, an extensive assessment of the current state was carried out by engaging 

staff, physicians, clients, families, and community members in focus groups throughout the region. In total, 

11 key indicators of PFCC were assessed with the analysis providing a baseline and identifying gaps and 

focus areas for improvement. At Central Health, moving forward, a PFCC approach will shape all 

interactions, guidelines, policies, programs and space design to improve client experiences while 

engaging staff throughout the organization. Providing PFCC means working collaboratively with clients 

and their families to provide care and services that are respectful, compassionate, culturally safe, and 

competent. To fully achieve this approach, clients and their families will be engaged as partners at all 

levels of the organization. This presents both a challenge and an opportunity. The organization will be 

challenged to do things differently and has an opportunity to improve patient experience, engage staff, 

and in turn improve patient outcomes.  

 

Partners in the Design of Space  
Central Health is committed to involving staff and patients in the design of new spaces, in conjunction with 

renovations of existing space within its facilities. To best facilitate this commitment, the Facilities 

Management and Engineering Department within Central Health has implemented 3P, a Lean method.  

3P stands for the ‘Production Preparation Process’ which is an event-driven process for developing a  

new product or design concurrently with the operation that will produce it by the people who will interact 

with it. The goal is to develop a new or renovated space that meets patient and staff requirements in the 

way that has minimal waste and the best value. This process is typically healthcare accomplished by 

conducting a multi-day “3P event” in which a team rapidly creates and tests potential designs to optimize 

flow and value. The team focuses on the processes and space related to one service line or department 

and is comprised of cross-functional members essential to the work. Central Health most recently used 

this process for the development of the Endoscopy and Cystoscopy Suite for CNRHC and also for the 

JPMRHC Medical Unit. Both of these projects are scheduled to be completed within the next three years 

with the end result being a space that is designed with the patient in the forefront. Moving forward the  

use of 3P will be adopted as a standard and provides an opportunity for Central Health to fully engage 

staff and patients, as well as meet new Accreditation Canada Standards related to person- and  

family-centred care.  
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Provincial Home Support Program Review 
In August 2016, the department of HCS released the Provincial Home Support Program Review Final Report 

completed by Deloitte. The report provides a current state of the home support program in NL along with key 

findings and opportunities for improvement. The review involved extensive consultations by Deloitte with 

internal and external stakeholders, client satisfaction survey, jurisdictional scan and literature review, data 

collection and analysis. In line with the report recommendations, Central Health is working closely with the 

department of HCS, the other RHAs and community stakeholders to capitalize on opportunities to achieve a 

more sustainable system based on present and future demands. The need for a consistent province wide 

system of home support services is well recognized and thus provincial collaboration is essential. Several 

initiatives with specific timelines for implementation are being pursued. Recommendations relate to the 

following areas: program intake and referral; assessment, planning and coordination; home support delivery; 

and policy and monitoring. This work provides both an opportunity and a challenge for Central Health with 

changes required to implement the recommendations. Over the next year and throughout the new strategic 

planning cycle Central Health will work collaboratively with the department of HCS and the other RHAs to 

support and/or implement the recommendations outlined in the report.  

 

Integrated Risk Management  
Integrated Risk Management (IRM) is a continuous proactive system wide approach to identifying, assessing, 

understanding, acting on, and communicating risk from an organization-wide, aggregate perspective. Based 

on Accreditation Canada’s Leadership Standards, as part of an organization’s monitoring and improvement of 

quality and safety, a process to manage and mitigate the risk in the organization is required, including 

implementation of an IRM approach. Central Health is in the process of adopting an IRM Framework and a 

high level Guidance Team was established early in 2017 to guide and shape this framework and 

implementation plan. IRM will provide Central Health’s leadership and governing body with ready access to 

real and potential risk information which will allow the organization to better align and incorporate risk 

management approaches into its planning activities. Through active input from leadership and upon review of 

trended data from multiple sources several areas presenting risk to Central Health’s patients and staff have 

been selected as the initial focus. A robust implementation plan has been drafted which includes an education 

component, policy and framework development, communication plan, and evaluation plan.  
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Focusing on Better Health for the Population  
Better health for the population will need focused efforts in the upcoming planning cycle. Central Health 

continues to be challenged to impact health outcomes for the population of the region. Given the health 

status of the population and the priorities identified by the provincial government, improving the health of 

the population by focusing on primary health care, healthy living, chronic disease prevention and 

management, and mental health and addictions will need to be priorities. The Newfoundland and 

Labrador Primary Health Care Framework lays out a vision where individuals, families, and communities 

are supported and empowered to achieve optimal health and well-being within a sustainable system. 

Central Health’s plan will need to focus on expanding primary health care initiatives in priority areas 

throughout the region to enable the continuation of primary health care reform. Building on work 

underway in this area, continued implementation of the Central Health Chronic Disease Prevention and 

Management Strategy will require a focus on priority recommendations. Increasing awareness and 

engaging individuals to take action for healthy living continues to be a challenge but the targets set forth 

in The Way Forward related to obesity, smoking, physical activity, and fruit and vegetable consumption 

provides an opportunity given the clear direction and expectations for the health sector. The opportunity 

lies in working with the other RHAs and the provincial government to move forward together to achieve 

better health for the population.  
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Appendix D—Key Contact Information 

President and Chief Executive Officer 

Rosemarie Goodyear 

709.292.2138 

rosemarie.goodyear@centralhealth.nl.ca 

  

Vice President, Finance & Infrastructure 

John Kattenbusch 

709.292.3014 

john.kattenbusch@centralhealth.nl.ca 

  
Vice President, Human Resources  
& Support Services 

Terry Ings 

709.256.5531 

terry.ings@centralhealth.nl.ca 

  

Vice President, Rural & Allied Health 

Sean Tulk 

709.292.2454 

sean.tulk@centralhealth.nl.ca 

  

Vice President, Long-term Care  
& Community Health 

Heather Brown 

709.292.2454 
heather.brown@centralhealth.nl.ca 

  

Vice President, Medical  
& Diagnostic Services 

Dr. Jeff Cole 

709.292.2151 

jeff.cole@centralhealth.nl.ca 

  
Executive Director, Acute Care  
& Chief Nursing Officer 

Joanne Pelley 

709.256.5531 

joanne.pelley@centralhealth.nl.ca 

  

Director, Communications 

Gaïtane Villeneuve 

709.292.8309 

gaitane.villeneuve@centralhealth.nl.ca 

  
 

Client Relations Coordinator 

1.888.799.2272 

client.relations@centralhealth.nl.ca 

  

Privacy Manager 

709.256.5452 

privacy@centralhealth.nl.ca 
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