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FOREWORD
For a healthcare system to function safely and well, all aspects of that system must be continuously
monitored and evaluated so that areas needing improvement are identified and acted upon. At the
request of the Minister of Health, the Health Quality Council of Alberta (HQCA) has closely examined the
adequacy and monitoring of quality assurance processes and quality management within continuing
care. This included the structures and processes that support the quality and safety of publicly funded
continuing care (home care, supportive living, and long‐term care services).
When these structures and processes are in place and functioning optimally – with a focus on
continuous monitoring and improvement – they support good quality of care for clients and residents in
our continuing care system.
Thank you to the many stakeholders who participated in interviews or otherwise gave of their time to
help ensure we gained the broadest possible understanding of current practices in quality and safety
management within continuing care. I also offer thanks to the members of the review team for their
hard work and thoroughness over the past number of months.
The HQCA is committed to working closely with the Ministry of Health and Alberta Health Services to
support the implementation of recommendations made in this report for the benefit of all Albertans
receiving continuing care. As much as this review was about systems and processes, those clients who
are served in this health system were always in our sights.

Patricia Pelton, Acting Chief Executive Officer, HQCA
Calgary, Alberta
April 30, 2014
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EXECUTIVE SUMMARY
Continuing care is an integrated range of services supporting the health and well‐being of individuals
living in their own home, a supportive living environment, or a long‐term care facility.1 The individuals
can be of any age and have a vast range of healthcare conditions. Many thousands of Albertans receive
continuing care services each year in a variety of settings.
In the fall of 2013, pursuant to Section 15 (1) of the Health Quality Council of Alberta Act,2 the Minister of
Health directed the Health Quality Council of Alberta (HQCA) to conduct a review that would examine
the adequacy and monitoring of quality assurance and quality management processes of home care
services delivered directly by Alberta Health Services (AHS) and by providers under contract to AHS.
The request for this review was prompted by concerns raised publicly and in the media. Subsequently,
following concerns raised about a few events in different long‐term care centres in the province, the
Minister directed the HQCA to expand its review from just home care to all of continuing care services.
The review was conducted by the HQCA’s Quality Assurance Committee (QAC) in accordance with
Section 9 of the Alberta Evidence Act.3

Scope
This review was limited to examining the adequacy and monitoring of quality assurance and quality
management processes in publicly funded continuing care health services. Privately funded continuing
care services were out of scope, as was any examination of access to continuing care services, the type or
scope of service provided, the funding of continuing care service, the individual providers of continuing
care service, the Accommodation Standards (or quality assurance activities related to the
Accommodation Standards), or aspects of contract management beyond quality management.

Methodology
The QAC gathered information from multiple sources:


Fifty‐six interviews with key stakeholders including the Ministry of Health, AHS, associations
related to continuing care services, and service providers.



A scan of healthcare quality management frameworks nationally and of activities related to
quality management within continuing care.



More than 500 documents, including those supplied by the Ministry of Health, AHS, continuing
care associations, and interviewees as well as through Internet searches.



Published and grey literature in quality management in home care services, focusing on aspects
such as frameworks, quality indicators, adverse events, performance reporting systems, quality
management best practices, and accreditation.



Published and grey literature from the past 10 years in quality management and safety
management to identify an inventory of models of safety management and quality management
in healthcare settings and other industries.

The information was synthesized into components of a quality and safety management framework.
System deficiencies and opportunities for improvement in the quality management systems currently in
place for continuing care in Alberta were then identified.
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The focus of the review was on determining how the Ministry of Health and AHS ensure the quality of
continuing care health services delivered directly by AHS and by providers under contract to AHS.

Findings
Contracts need to be standardized and compliance monitoring can be improved
Given that a significant proportion of services in continuing care are provided through a contractual
arrangement with external service providers, having a standardized contract is an important oversight
tool that supports consistent quality and safety management across continuing care. The contract holds
service providers accountable for reporting and performing quality improvement and quality assurance
activities. AHS monitors the providers’ compliance with obligations outlined in the contract, conducts
financial audits, and reviews performance information.
Continuing care contracts are not yet standardized across the province, resulting in variable contract
accountabilities. AHS is in the process of moving all new and existing continuing care service providers
towards a master services agreement (MSA) that will be consistent across the province; however,
moving legacy contracts to the new MSA has been difficult and is taking longer than originally expected.
Currently, responsibility for monitoring continuing care contracts is held in various AHS departments,
resulting in an ‘everybody is responsible’ situation. The risk in this kind of approach is that ‘nobody is
responsible’ as it is believed that responsibility lies elsewhere.

Core functions of quality and safety management can be strengthened
The main client assessment system in use within continuing care settings, developed by interRAI, is
being underused for quality monitoring and evaluation at all levels of the continuing care system. The
interRAI instruments are in use to varying degrees across the province, which means that the reporting
and use of the interRAI data, including quality indicators, is variable. Consistency of indicators,
measures, and reporting will be enhanced with the maturing of the interRAI data collection processes
and when all historical and current data is included in the Alberta Continuing Care Information System
(ACCIS). Variability across AHS zones and service provider organizations in the resources available to
support analysis and reporting was also noted.
Continuing care lacks a standardized, consistent, and province‐wide approach to administering client
and family experience surveys. A variety of survey questionnaires and processes are deployed across the
three continuing care service streams and across the many service provider organizations. This prevents
any opportunity to compare between sites or across or between AHS zones or to aggregate data at a
provincial level for reporting and quality improvement purposes.
No single repository exists to collect continuing care safety information from across the province. At
present, various mechanisms allow for the reporting of safety information, and contracted providers and
patients/families are not able to use AHS’ Reporting and Learning System. This significantly limits the
ability to identify and analyze safety issues across the continuing care system, and thus greatly impedes
effective quality and safety management because safety information is not widely shared to enable the
organization to learn and make improvements.
The duplication of auditing processes in continuing care results in redundancies and inefficiencies at the
provider, zone, and provincial levels. Together, the various processes result in the potential for six onsite
audits or inspections within the same year. In addition, the content of the different audits and standards
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often overlap. There were differing views on how to improve the process and which organization
(Ministry of Health or AHS) should be responsible for the audits.
There is considerable variability within and across the three continuing care service streams as to each
service provider’s accreditation status and the use and requirement of accreditation as a quality
management tool by AHS.

Clarification of roles, responsibilities, and accountabilities is needed
Quality and safety management in continuing care lacks clarity in roles, responsibilities, and
accountabilities among the Ministry of Health, AHS, and contracted service providers. Within AHS alone
there is a lack of clarity regarding roles and responsibilities for quality and safety management. This
results in confusion and duplication of effort. Areas of overlap and uncertainty include the auditing of
compliance to standards, monitoring of service provider contracts, and management of patient harm
events.

Recommendations
Three main areas were identified to improve the management of quality and safety in Alberta’s
continuing care system. The first area relates to AHS contract management and oversight of contracted
providers. The second area involves strengthening core functions of quality and safety management in
continuing care. The third addresses clarification of roles, responsibilities, and accountabilities for
quality and safety management in continuing care.

Recommendation 1
AHS develop a plan, with timeframes, to move all legacy continuing care contracts over to the
standardized master services agreement.

Recommendation 2
AHS make explicit where the responsibility and accountability for continuing care contract compliance
monitoring and oversight resides.

Recommendation 3
The Ministry of Health and AHS improve auditing processes in continuing care including CCHSS,
Accommodation Standards, and accreditation with a goal to remove redundancy and improve efficiency.
When redesigning the audit processes, some general principles should be considered:


Consistent application across the province and across the three continuing care streams.



Auditing to be done by a group that is removed from frontline or zone operations.



Separation of the auditing process from the process that provides quality improvement support
and coaching.

Required actions


The Ministry of Health and AHS explore combining the Accommodation Standards and CCHSS
auditing processes.
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The Ministry of Health and AHS publicly report the results of CCHSS audits.



The Ministry of Health and AHS ensure that the CCHSS audit tool includes mechanisms to assess
the rigour of the provider’s quality improvement program to verify that performance measures
are used to continuously identify improvement opportunities and that processes are in place for
implementing improvement strategies.

Recommendation 4
The Ministry of Health and AHS provide clarity on the role and requirement for accreditation in quality
and safety management for continuing care.

Required actions


The Ministry of Health review, and revise if required, the ministerial directive Mandatory
Accreditation in Alberta’s Health System, to provide clarity regarding the requirement for
mandatory accreditation for continuing care contracted service providers.



AHS develop a plan, with clear timelines, to ensure and monitor the accreditation status of all
contracted service providers.

Recommendation 5
The Ministry of Health and AHS complete the implementation and support the full use of the interRAI
assessment instruments and the Alberta Continuing Care Information System (ACCIS).

Required actions


Make interRAI information available to all continuing care stakeholders for continuous quality
and safety management.



Ensure appropriate, dedicated resources at all levels (micro and macro) to support
measurement, analysis, monitoring, and evaluation of interRAI information and the
identification and implementation of improvement opportunities.



Provide the public with access to site/provider‐level quality information.

Recommendation 6
The HQCA continue to build on the work completed to date to establish valid, reliable, and consistent
province‐wide client and family survey tools and processes for long‐term care, supportive living, and
home care that support and facilitate quality improvement efforts throughout the continuing care
system.

Recommendation 7
AHS develop a plan for incorporating all continuing care safety information (e.g., reportable incidents,
hazards/hazardous situations, close calls, patient harm events, concerns, and PPC reports) from AHS
staff, physicians, and contracted service providers to effectively identify and analyze safety issues, share
safety information across the continuing care system, and inform system improvement.
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Recommendation 8
The Ministry of Health and AHS develop an accountability matrix for continuing care that clearly
delineates the lines of responsibility and accountability for quality and safety management from the
Ministry to AHS, and from AHS to contracted service providers.

Recommendation 9
AHS ensure clear lines of accountability and responsibility for quality and safety management in
continuing care.
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Supplementary finding
In a Canada‐wide scan, including Alberta, nowhere could a comprehensive quality and safety
management model or framework for continuing care be found. Many jurisdictions demonstrated
aspects of quality and safety management (measure/monitor/evaluate, identify opportunities for
improvement, and improve the system); however, they were seldom integrated or captured in a
comprehensive framework document. Throughout Alberta’s continuing care health system, the elements
of quality management are employed, but to varying degrees of implementation, and without adequate
overall integration.
Alberta Health Services (AHS) has begun the development of a quality management framework for
continuing care with a supporting risk management structure, and a measurement and reporting
framework. The Ministry of Health has also contributed to this work through collaboration and
development of a: (1) Health Systems Outcome and Measurement Framework; and (2) environmental
scans on governance structure for quality assurance and healthcare risk assessment. In addition, the
Ministry’s 2014‐2017 business plan has identified the need to develop a framework that will assure
Albertans of the quality and safety of care provided in healthcare facilities.
However, despite the work completed to date, the province is still lacking an overarching integrated
approach to quality and safety management. The HQCA has identified a plan to develop a provincial
quality and safety management framework in its 2014‐2015 business plan. Without a consistent and
overarching quality and safety management framework, there is a risk that quality and safety resources
are used ineffectively, that care staff are overburdened with inefficient monitoring activities, and that
the system cannot as readily learn about and adopt practices that improve the quality and safety of
continuing care for Albertans.
A provincial quality and safety management framework that standardizes terminology and the
application of core principles and functions would ensure a systemic way of thinking about and
approaching quality management that would help to embed these important concepts into Alberta’s
overall health system now and in the future. This approach should incorporate the dimensions of quality
and areas of need of the Alberta Quality Matrix for Health, and should be applicable to various sectors
and service‐specific areas within Alberta’s healthcare system. In fact, as identified above, Alberta would
be leading the way in developing and establishing a provincial framework for quality and safety
management.
The development of a provincial quality and safety management framework would benefit from the
engagement of health system stakeholders from across the province and representing health service
sectors, provider and health professional organizations, the Ministry of Health, and academia. In
addition, utilizing national and international experts in quality and safety management from healthcare
and non‐healthcare industries for external validation would ensure all aspects of quality and safety
management have been addressed.
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PROJECT OVERVIEW
Background
In 2013 significant public and media attention became focused on home care services in Alberta.
Concerns centred on the home care request for proposal (RFP) process in Edmonton, and on missed
visits to home care clients. On September 9, 2013, pursuant to Section 15 (1) of the Health Quality
Council of Alberta Act,2 the Minister of Health directed the Health Quality Council of Alberta (HQCA) to
conduct a review that examined the adequacy and monitoring of quality management and quality
assurance processes of home care services delivered directly by Alberta Health Services (AHS) and by
providers under contract to AHS (Appendix l).
Through the fall, media attention became focused on other services within continuing care, beyond
home care, following concerns raised by families about a small number of events that occurred in
different long‐term care centres in the province. In response, on December 2, 2013, the Minister of
Health directed the HQCA to expand the review from just home care to all of continuing care services
(Appendix ll).

Scope
This report focuses not on specific events, but on system‐wide, comprehensive approaches to improving
quality and safety for the benefit of all Albertans receiving continuing care services.
The scope of the review was limited to publicly funded continuing care services. Privately funded
continuing care services were out of scope. As well, the review was to exclude any examination of access
to continuing care services, the type or scope of services provided, the funding of continuing care
services, the individual providers of continuing care service, the Accommodation Standards (or quality
assurance activities related to the Accommodation Standards), or aspects of contract management
beyond quality management (Appendix lll).

Methodology
This review was conducted using the Systematic Systems Analysis: A Practical Approach to Patient Safety
Reviews as a guide.4 The methodology encourages a systemic view of the healthcare system; that is, “how
all parts of the healthcare system play a role”, rather than a focus on “only one particular factor in
isolation”.4 The following describes the approach taken to collect and analyze information and to
develop recommendations and required actions.

Collection of information


Fifty‐six interviews were conducted with key stakeholders including the Ministry of Health, AHS,
associations related to continuing care services, and providers (direct delivery, contracted, not‐
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for‐profit, and for‐profit). The names of individuals invited to participate and whether or not
they participated have been, and will be, kept confidential. No clienti names or identifiers have
been, nor will be, disclosed.


An Internet scan was undertaken of healthcare quality management frameworks nationally and
of activities related to quality management within continuing care.



More than 500 documents were reviewed, including those supplied by the Ministry of Health,
AHS, associations, and interviewees as well as through Internet searches conducted by members
of the review team.



A review of the published and grey literature was conducted on the topic of quality management
in home care services. It focused on a number of aspects of quality management including
frameworks, quality indicators, adverse events, performance reporting systems, quality
management best practices, and accreditation.



A review of the published and grey literature from the past 10 years was completed on quality
management and safety management to identify an inventory of models of safety management
and quality management in healthcare settings and other industries (e.g., nuclear power,
aviation, and other transportation industries).

Analysis of information
In the analysis phase, the information that was gathered was synthesized into components of a quality
and safety management framework. System deficiencies and opportunities for improvement in the
quality management systems currently in place for continuing care in Alberta were then identified.

Development of recommendations
Recommendations for system‐level improvements were developed to mitigate the quality and patient
safety issues with the adequacy and monitoring of quality management in the provision of continuing
care. They are presented in this report as ‘issues, analysis, and recommendations’.

i

In this report, ‘client’ is a term used to describe a patient, client, or resident in all three streams of continuing care.
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Review team
The review was conducted under the HQCA’s Quality Assurance Committee (QAC) in accordance with
Section 9 of the Alberta Evidence Act.3 The Review of Quality Assurance in Continuing Care Services in
Alberta Quality Assurance Committee included:







Carmella Duchscherer, RRT BHS(RT) MPA, Quality & Safety Review Team Lead, HQCA
W. Ward Flemons, MD FRCPC, Quality Assurance/Quality Improvement Consultant
John P. Hirdes, PhD, Gerontology, Quality and interRAI Consultant
Donna MacFarlane, RN, Patient Safety Lead, HQCA
Charlene McBrien‐Morrison, RT(CSLT) MBA, Executive Director, HQCA
Donna Stelmachovich, RN, Continuing Care Consultant

The following people provided input into the report:






Rinda LaBranche, RN BEd MEd, Patient Safety Lead, HQCA
Christiane Langtry, Administrative Assistant, HQCA
Anette Mikkelsen, BSc(Psych) BSc(PT) MBA, Quality and Safety Initiatives Lead, HQCA
Dianne Schaeffer, Executive Assistant, HQCA
Eric Wasylenko, MD BSc MHSc, Health Ethics and End of Life Consultant
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INTRODUCTION TO CONTINUING CARE
The needs of people receiving continuing care services in community and facility settings are complex
and multidimensional in nature. People receiving these services are often affected by several chronic
health conditions at once (referred to as multimorbidity), and the interactions among these conditions
increase the complexity of their needs and costs of care.5 In addition, some of the conditions that
increase with age (e.g., Alzheimer’s disease and related dementias) affect a person’s medical condition,
ability to function in tasks of daily life, mental functioning, mood, and behaviour. These are further
complicated by psychosocial changes (e.g., widowhood) and environmental challenges (e.g., accessibility
in the built environment). Therefore, service providers across the continuum of care must employ a
variety of medical, rehabilitative, psychosocial, and environmental strategies to support the ability of
people to live as independently as possible.
Frailty is an important underlying challenge affecting many people in continuing care. Disease diagnoses
on their own provide inadequate information to understand the changes these individuals will
experience over time.6 Frailty is a broader clinical concept that considers a person’s diminished ability
to cope with challenges as a result of declining physical and cognitive capacity. There are debates about
the precise definition and measurement of frailty,7,8 but there is a broad‐based consensus that frailty is a
fundamental problem that affects most older people in the latter stages of their lives.
The response to the needs of people in continuing care typically involves multidisciplinary teams of
health and social service providers from different sectors in the continuum of care. Their experience is
often affected by how different sectors (primary care, hospitals, emergency departments, rehabilitation,
home care, long‐term care facilities) work together in a co‐ordinated, collaborative manner. The care
received in one context may affect the transition to another (e.g., the quality of home care can affect
rates of long‐term care placement) and services are often provided by different organizations
simultaneously, making the accountability for the quality of care shared, rather than exclusive.

Continuing care in Alberta
Continuing care in Alberta is an integrated range of services supporting the health and well‐being of
individuals living in their own home, a supportive living environment, or a long‐term care facility.1 The
individuals can be of any age and have a vast range of different healthcare conditions. Care can be
provided in three different settings, or ‘streams’: home living (i.e., home care), supportive living, and
facility living (i.e., long‐term care). Figure 1 shows the three streams and associated services within
continuing care.
Alberta Health Services (AHS) explains: “In addition, Alberta Health Services may be able to offer various
models of care within these streams. This may include adult family care, group homes, special centres
for Alzheimer’s disease and related disorders, transitional living settings and various types of seniors’
day programs. Individuals who receive publicly funded health services through Alberta Health Services
will undergo a needs assessment to determine their care and service needs.”9
‘Coordinated Access’ for continuing care describes a “province‐wide, person‐centred, integrated service
access and delivery approach”; the purpose of Coordinated Access is to provide reasonable, timely, and
appropriate access to publicly‐funded continuing care based on availability and determination of unmet
health needs.1 The need for services is determined through standardized assessment tools and
processes. Coordinated access is supported by case management.
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Case management is a collaborative process between the case manager (a healthcare professional), the
client, family, and other health professionals who may be involved in the client’s care, including the
family physician. Clients in either the home living or supportive living streams are assigned an AHS case
manager, who is responsible for providing transitional care and assessment to determine if the client’s
needs should be met with different services or in a different living setting. When a client transitions to a
long‐term care facility, the facility’s registered nurse is responsible for coordinating the client’s care.
Figure 1: The continuing care system

HCA – Healthcare aide
LPN – Licensed practical nurse
RN – Registered nurse
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Home living (home care)
Home care is a health service that supports individuals’ wellness and independence, with the goal to
help them remain safe and independent in their own home or care setting for as long as possible. Home
care supports Albertans of all ages and provides an array of services including health promotion and
teaching, treatments, care at end‐of‐life, rehabilitation, home support and maintenance, assistance to
maintain social connections, and support for family or others who assist clients. Home care includes
both professional health services and personal care services, as outlined in Table 1.10 Professional staff
include registered nurses, rehabilitation professionals, and respiratory therapists.
Table 1: Professional health services and personal care services provided by home care
Professional Health Services
Prevention, screening, and service intake
Assessment of health status and/or medical conditions
Performing treatments and procedures
Rehabilitation to achieve maximum function
Medication administration
End‐of‐life care (palliative)
Teaching and supervising self‐care
Teaching care and procedures to family or other
caregivers
Teaching and supervising home support service
providing individual care and performing assigned
activities

Personal Care Services
Personal hygiene (bathing and grooming)
Dressing
Toileting and incontinence management
Dining and oral care
Assisting with medications
Mobilization and transferring

People of all age groups receive home care support, including pediatrics (0‐18 years), adults (19‐64
years), and seniors (65 years and older). There are six main groups of people who receive home care
support:11


Acute: for individuals who need immediate or urgent, time‐limited interventions (within three
months) to improve or stabilize a medical or post‐surgical condition.



Rehabilitation: for people with a stable health condition that is expected to improve with a
time‐limited focus on rehabilitation to improve function. The treatment plan specifies goals and
expected duration of therapy.



Long‐term supportive: for individuals who are at significant risk for institutionalization due to
unstable chronic health conditions, and/or living conditions, and/or personal resources.



End‐of‐life: for people who, in one’s best clinical judgment, have an end‐stage disease and are
expected to live less than six months. Judgment should be substantiated by well‐documented
disease diagnosis and deteriorating clinical path.



Maintenance: for individuals with chronic stable health conditions, living conditions, and
personal resources who require ongoing support to remain at home.



Wellness: for people who are medically stable with a chronic medical condition or functional
limitation. These clients are normally seen infrequently or in a clinic‐type setting.
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The largest group of clients receiving home care support is ‘acute’, followed by ‘maintenance’. Figure 2
shows the number of home care clients, broken down in to the six categories, for 2011 and 2012.
Figure 2: Home care clients by type

Source: AHS Data Integration, Measurement and Reporting, 2013. Limitations: The counts are of patients who had an
assigned client group AND were attending in a home care program at the time of the assignment of a group.

Respite care is another type of service that is available for home care clients. It gives family caregivers a
short period of relief from their caregiving responsibilities.
More than 100,000 clients were served by the home care program in 2012/13.12 The average age of
clients in the long‐term supportive and maintenance program was 78. The home care program in
Alberta is growing at an average rate of five per cent a year and slightly faster in Calgary and Edmonton
at seven per cent. In the Calgary and Edmonton zones alone, more than 16,000 home care visits are
made each day. (Source: AHS STATIT Reporting System, 2014)

INTRODUCTION TO CONTINUING CARE

17

Table 2: Home care unique client counts by quarter, by zone

Table 2 shows the unique client counts quarterly for each zone. What it does not show is that some
clients move in and out of home care; for example, they may start and end care in quarter one, and then
receive care again in a later quarter. Therefore, the total number of client counts is actually much higher.
All individuals living in Alberta with a valid healthcare card are eligible to receive home care services.
Anyone can refer a person to home care for assessment of need, including the client, family, friends,
neighbours, or health professionals. Each AHS zone operates a centralized home care office with a toll‐
free number, where registered nurses provide intake and screening using standardized tools. Most
offices operate at a minimum of 14 hours a day between 8 a.m. and 10 p.m.; in Calgary and Edmonton,
however, this service is provided 24 hours a day, seven days a week. Home care can be operated by
private for‐profit, private not‐for‐profit, or public operators.

Supportive living
“Supportive living provides accommodation in a home‐like setting where people can remain as
independent as possible while they have access to accommodation and services that meets their
changing needs.”13 Supportive living serves the needs of a wide array of individuals that range from frail
seniors to young adults with mental health or physical disabilities. Supportive living settings vary by
size, appearance, and types of services provided; the types of settings include seniors’ lodges, group
INTRODUCTION TO CONTINUING CARE

18

homes, and mental health and designated supportive living accommodations.13 These supportive living
settings can be operated by private for‐profit, private not‐for‐profit, or public operators.13 The services
provided vary, but may include 24‐hour monitoring, emergency response, security, meals,
housekeeping, and life‐enrichment activities.
“Designated supportive living is where AHS controls access to a specific number of spaces according to
an agreement between AHS and the operator.”13 There are four levels within supportive living. In the
two lowest levels – supportive living level 1 (SL1), which is residential living, and supportive living level
2 (SL2), which is lodge living – support is scheduled and provided by home care. The higher supportive
living levels include 24‐hour support:


Supportive living level 3 (SL3) is for people who require a greater level of care than can be
provided through scheduled care in an individual’s home. SL3 clients are medically stable and
may have mild dementia with no risk of wandering, do not pose a risk to themselves or others,
may need a one‐person transfer and have increased care needs, some of which cannot be
scheduled. SL3 facilities are staffed with on‐site healthcare aides 24 hours a day to provide
personal care and support. A registered nurse from home care continues to provide professional
care and assessment, oversight, and direction.14



Supportive living level 4 (SL4) applies to people who have high levels of need for personal care
and support as well as the need for professional on‐site nursing care. SL4 clients have complex
medical needs that are predictable and that cannot be met at home, may have varying levels of
dementia, and require assistance with daily activities. SL4 facilities are staffed with on‐site
healthcare aides 24 hours a day, and nursing care and assessment is provided by an on‐site
licensed practical nurse (LPN). A registered nurse from home care continues to provide
professional care and assessment, coordination of care, oversight, and direction and is available
on call 24 hours a day.15



Supportive living level 4 dementia (SL4D) is for people with moderate to severe dementia, who
may be at a high risk of wandering and unpredictable behaviours but who are not a safety risk to
themselves or others. Dementia cottages are places where care can be provided to clients in
later stages of dementia or other forms of cognitive impairment.15

Supportive living level 3 and 4 facilities are operated as a partnership between AHS and the facility
operator. The operator’s services are contracted and funded by AHS, and each AHS zone has first right of
access to the funded spaces in SL3 and SL4. Table 3, below, shows the number of SL3, SL4, and SL4D
spaces in the province.
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Table 3: Number of SL3, SL4, and SL4D spaces in Alberta12
Number of Beds/Spaces
SL3
SL4
SL4D
Total SL3, SL3 and SL4D

As of March 31, 2013
1,552
4,531
1,896
7,979

Based on an individual’s assessed unmet need, personal care and health services are publicly funded.
The accommodation‐related costs, such as rooms, meals, housekeeping, and any other additional
services that are provided by the operator, are covered by the client. However, “affordable supportive
living spaces that were funded in part with capital grant dollars from the province cannot charge
residents more than the equivalent of what the maximum accommodation fees are for a private room in
a long‐term care facility”.13

Facility living (long-term care)
Long‐term care facilities are sometimes referred to as nursing homes or auxiliary hospitals. They are
designed for individuals with complex, unpredictable medical needs who require 24‐hour on‐site
registered nurse assessment and/or treatment.16 Individuals who require long‐term care are those with
complex, end‐of‐life care needs, serious fluctuations in health status, a need for medication management,
or who have unpredictable, unstable behaviour that places the individual or others at risk.16 Nursing
care is provided by registered nurses, licensed practical nurses, and 24‐hour on‐site healthcare aids,
who provide most of the care. In Alberta, 70 per cent of the nursing staff in long‐term care are
healthcare aides, 17 per cent are registered nurses, and 13 per cent are licensed practical nurses.17
All long‐term care facilities are either operated by AHS or are under contract to AHS.9 Some facilities are
stand‐alone buildings, while others may share space in a building with other services or may even be
located within an acute care hospital. As of December 31, 2013, there were a total of 14,594 long‐term
care spaces in Alberta, of which 9,779 were contracted. Table 4 indicates the number of long‐term care
sites and spaces, per zone.
Table 4: Long-term care capacity by AHS zone, as of December 31, 2013
Zone

LTC sites

LTC spaces

Calgary

39

5,003

Central

42

2,287

Edmonton

41

5,193

North

34

1,265

South

18

846

Total

174

14,594

Source: AHS Corporate Accountability & Monitoring

Residents in long‐term care facilities are responsible for paying for the accommodation‐related charges
according to standardized rates established by the Ministry of Health. Residents do not pay for
medications prescribed by a physician or for transfers to and from a hospital in an ambulance.9
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Roles and responsibilities in continuing care
Responsibility and accountability within continuing care can best be described by looking at the
different roles of the provincial government (including the Ministry of Health), the health authority
(Alberta Health Services), and the contracted service providers.

The provincial government
The Government of Alberta establishes the legislative and regulatory framework in which the health
system operates. The following legislation has particular importance to the continuing care system:


Supportive Living Accommodation Licensing Act (and the Supportive Living Accommodation
Licensing Regulation)



Nursing Homes Act



Hospitals Act



Public Health Act (and the Co‐ordinated Home Care Program Regulation)



Health Professions Act



Regional Health Authorities Act



Protection for Persons in Care Act

In addition to these acts, there are also two sets of standards that apply to continuing care:


The Continuing Care Health Service Standards (CCHSS) apply to all publicly funded continuing
care health services regardless of whether they are provided directly by, or under contract to,
AHS.18 These standards are based on six principles: client‐centred care, integrated care teams,
client and family involvement, wellness and safety, quality assurance, and quality
improvement.18 Operators and programs are inspected and audited to determine compliance
with the CCHSS.18



The Accommodation Standards are mandatory across the province for any publicly funded
facility providing care for four or more adults. There are two sets of Accommodation Standards,
one specific to long‐term care and another specific to supportive living. A system of inspection
ensures operators are compliant with or exceeding the standards before receiving a licence to
operate; continued compliance with the standards is required to maintain a licence.19

The Ministry of Health provides funding to AHS for the provision of healthcare services, including
continuing care services. The Ministry of Health does not directly provide continuing care services;
however, it sets strategic and directional policy, as well as establishes legislation and standards for the
health system in Alberta. In addition, the Ministry sets broad system expectations and, through
measuring and monitoring of performance and accountability, provides public assurance that the health
system is working appropriately.

Alberta Health Services
As the health authority, AHS is responsible for delivering healthcare services in Alberta, including
continuing care services, with the budget allotted by the Ministry of Health. AHS sets operational policy
that aligns with the Ministry’s directional policy; implements the CCHSS; and monitors, evaluates, and
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reports on the continuing care system’s performance. AHS may provide continuing care services directly
or may delegate the delivery of services through a contract agreement with a provider.
AHS is structured with a mixed model of provincial and zonal decision‐making and accountability. There
are a number of departments within AHS that have a role in providing and monitoring the delivery of
continuing care services (Figure 3):


AHS has established a ‘zone’ structure consisting of the North, Central, South, Calgary, and
Edmonton zones. The zones are responsible for the operational delivery of continuing care
services within their geographical area.



Community, Seniors, Addictions and Mental Health is a small provincial team that liaises with
government and external partners, develops strategy, leads the development of province‐wide
policy, and drives provincial consistency.



Contracting, Procurement and Supply Management (CPSM) supports each of the zones by
providing the legal and business expertise to establish contracts.



Seniors' Health Strategic Clinical Network (SCN) was established to bring together a diverse
group of stakeholders to focus on reshaping and improving continuing care and acute care
services for the elderly. Over the long term, the Seniors Health SCN will focus on three major
platforms: (1) healthy aging and seniors, (2) aging brain care, and (3) anticipating an aging
Alberta.20



Quality Healthcare Improvement (QHI) supports all of AHS in quality, accreditation, patient
safety, and patient concerns management activities.



Data Integration, Measurement and Reporting (DIMR) supports the collection, analysis, and
reporting of health system data.



Business Advisory Services provides business and financial expertise to the zone operational
leadership and to the Community, Seniors, Addictions and Mental Health Department.
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Figure 3: AHS Continuing care functional structure

Source: Retrieved from AHS website and modified by the HQCA.
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In addition, there are a number of provincial and zonal committees with membership from among these
various departments, which are tasked with specific activities. For example, there is a Home Care
Redesign Committee and an Integrated Continuing Care Steering Committee.

Contracted service providers
AHS contracts different service providers to provide health services in all three streams of continuing
care. These contracted service providers are responsible for:


Adhering to the signed contract with AHS.



Providing continuing care services.



Complying with the CCHSS and, where applicable, the Accommodation Standards.21

To enable access to information, especially for contracted providers who cannot access information on
AHS’s internal website, the Continuing Care Desktop has been available since 2006.22 The Ministry of
Health provided resources, computers, and training to continuing care service providers to implement
the desktop. The Continuing Care Desktop provides information about the CCHSS, a library, education,
provincial, and zone‐specific information, as well as information geared to healthcare aides.23
Figure 4 shows the responsibility and accountability structure from providers through to Albertans,
with the accountability relationship depicted with arrows.
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Figure 4: Continuing care system responsibility and accountability structure

Albertans
Government of Alberta

Ministry of Health
Responsible for:

Setting direction, policies, and provincial standards

Ensuring delivery of quality health services

Measuring and reporting on performance across the health system

The overall quality of health services in Alberta

Reporting to the Legislative Assembly on the health of Albertans

Facilitating the development and implementation of health policies and
strategies, including legislation, standards

Measuring monitoring compliance with legislation and standards

Alberta Health Services
Responsible for:

The delivery of healthcare services in Alberta

Setting operational policy that aligns with and flows from the
Ministry directional policy and identifies the key strategies and
actions needed to achieve change

Implementation of the CCHSS

Monitoring, reporting on, and evaluating health services
performance, including monitoring and reporting on compliance
with the CCHSS

Delegating responsibility with service providers and health
professionals who are directly employed, contracted or privileged
( i.e., have been granted hospital privileges) by AHS

Home Care Providers

Facility Operators

Responsible for:

Adhering to the contracts
signed with AHS

Healthcare service provided
in their facilities

Compliance with CCHSS

Responsible for:

Adhering to the contracts
signed with AHS

Healthcare services
provided in their facilities

Compliance with CCHSS and
Accommodation Standards

Source: Retrieved from the Accountability Framework CCHSS revision 2009/10 and modified by the HQCA
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AN OVERVIEW OF QUALITY AND SAFETY MANAGEMENT
“High‐performing healthcare systems are those that have created effective frameworks and systems for
improving care that are applicable in different settings and sustainable over time.”24
There are various and often overlapping definitions for activities whose goal is improved outcomes for
patients. The following definitions are presented to provide clarity to the discussion:


Quality assurance (QA): those activities that are carried out to set standards and to monitor
and improve performance so the care provided will satisfy stated or implied needs.25 The term
QA system refers to “organizations and processes for defining, assuring, maintaining, and
improving quality”, and “the extent to which they provide assurance that essential standards of
quality are being met”.26



Quality improvement (QI): activities aimed at improving performance; an approach to the
continuous study and improvement of the processes of providing services to meet the needs of
the individual and others.25 Through the use of teams, improvement opportunities are identified
and employees are empowered to take action on these opportunities using “practical methods
and tools” and “incorporating statistical methods and measurement” to identify problems and
monitor progress.27,28,29



Quality management: an ongoing effort to provide services that meet or exceed client
expectations through a structured, systematic process for creating organizational participation
in planning and implementing quality improvements.25 Quality management is broad and
incorporates quality assurance and quality improvement activities.



Safety management: a systematic approach to managing safety. This approach should include
the necessary organizational structural elements, including those for: governance and
management responsibility and accountability; policies and procedures; reporting,
investigating, evaluating, recommending and improving.30

The concept of quality management originated more than a century ago at the time of an emerging
interest in quality issues. Since then, quality management has evolved from a focus on the quality of a
product or service output to overall organizational quality management. It has also expanded from
technical and system considerations to attention now focused on an informed,31,32 empowered, and
engaged staff33,34,35 as an essential component of quality. The underlying premise behind quality
management is the continuous improvement of current state – not just ‘assuring’ quality or ‘controlling’
it.
Healthcare has learned about safety management from other industries, primarily aviation.36 A unique
feature of safety management compared with quality management is managing situations where things
did not go as planned, especially situations where patients suffered, or nearly suffered, harm. Often the
focus for collecting information about safety is unique because of its sensitive nature; therefore,
sometimes society has put safeguards in place, such as those described in the Alberta Evidence Act3
(Section 9), designed to increase the likelihood that people will volunteer information.
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Many quality management and safety management models exist in non‐healthcare industries; however,
there is no comprehensive model that integrates these two approaches. There are concepts or
principles26,27,36,37,38,39,40,41 that are common among these various models that can be applied to
healthcare systems:


Customer focus/patient‐centred



Engaged staff



Promotion of good governance and effective leadership



Accountability with clear roles and responsibilities understood by everyone in the system



Learning, innovation, and continuous improvement



Information and analysis/measured performance



Dedicated resources



Continuous improvement



Process and system approach



Results/outcomes – customer, supplier, partners, human resource, financial



Culture

Culture is a critical aspect of quality and safety management. “Culture – ‘how we do things round here’ –
is both a function of governance and a reflection of the leadership, values, and drive of those in senior
positions throughout the organization.”26 A culture that focuses on the quality of care and safety of
patients develops in organizations that have a vision of continuous improvement, make decisions based
on quality improvement principles, and make investments in infrastructure that supports quality
management (e.g., education and training, policies, information systems, quality and safety and data
analytics expertise). This requires and is supported by effective leadership and governance (as
identified in the models above) with a strong, unified vision for quality and safety, a commitment to
provide the necessary resources, and assurance of appropriate accountability for continuous
improvement.31,32,33,34,35,42,43

Core functions of quality and safety management
Quality and safety management has three core functions: (1) measure/monitor/evaluate; (2) identify
opportunities for improvement; and (3) improve the system. Figure 5 shows these three core functions,
and illustrates how quality and safety management is a continuous, ongoing process.
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Figure 5: Quality and safety management core functions

Measure/monitor/evaluate
Improvement starts with some form of measurement or evaluation following the axiom ‘you manage
what you measure’. Measurement creates the evidence for change when results are less than desired
and helps to establish obtainable targets. Measurement also serves to create a baseline to which future
system changes can be compared. Donabedian described measuring three characteristics of a system
that could be assessed to reflect quality – the outcomes of care, the processes that are undertaken that
produce the outcomes, and the system’s structure – those elements that are in place to support the
processes.44 An indicator can be defined as a measure used over time to determine the performance of
functions, processes, and outcomes. It can be used to assess the adherence to a standard, achievement of
quality goals, or as a quantifiable value that can be used to evaluate performance over time, rather than
just a ‘snapshot’ evaluation. Indicator monitoring often provides a valuable addition to standards‐based
evaluation, since indicators often focus on a few key structures, processes, or outcomes that represent
an overall picture of quality of the organization.45 Appropriate measures at different levels of the health
system are required to enable improvement.46

Identify opportunities for improvement
Information from measuring/monitoring/evaluating can be used to identify opportunities to improve
the quality of care and to identify safety hazards and hazardous situations. Because of the volume of
information and opportunities for continuous improvement that exist in any system, healthcare
organizations need to decide how they will use criteria‐based decision making to determine which
improvement activities will take priority.27,37 Decisions made with the goal of mitigating the risk of harm
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to patients are typically based on assessing the probability that a hazard or hazardous situation will lead
to harm, the number of patients that could be affected and the severity of harm that could be expected.

Improve the system
Through the use of teams, employees are empowered to take action on the improvement opportunities
using “practical methods and tools”.27,28,29 There are numerous quality improvement methodologies that
can be employed to facilitate system redesign (see the literature review in Appendix IV). When safety is
the focus of improvement efforts, a human factors‐based approach is often undertaken to understand
error‐provoking conditions; with a view towards making structural changes to the system that address
such conditions. Once improvement ideas have been tested and evaluated, the changes must be
implemented.

Quality and safety management in continuing care
The success of any quality and safety management strategy for continuing care depends on the
availability of scientifically sound evidence from a variety of sources addressing a broad range of
dimensions of quality. It is not enough to judge the quality of care based on a single, disease‐specific
indicator in only one sector of the care continuum. Instead, different information sources should be used
to address different aspects of quality across the continuum with a view to how the system as a whole
functions, in addition to the performance of individual care settings. A quality and safety management
(Q&SM) system should provide evidence about the experience of the population receiving services as a
whole while also being capable of supporting the evaluation of care provided to specific clients. An
organization’s Q&SM system must inform decision‐makers and regulators/funders about system
performance with respect to quality concerns that affect large numbers of older people as well as rare
but serious problems that may only affect a small number of people each year.
The three core functions (measure/monitor/evaluate; identify opportunities for improvement; and
improve the system) apply to any Q&SM system. Within each of these three core functions are activities
or elements, some of which are specific to the particular care area. For example, in continuing care there
are various elements within the core function of measure/monitor/evaluate, such as continuous
performance measurement (e.g., interRAI indicators), accreditation, audits, safety reporting, adverse
event reviews, surveys, and patient concerns (Figure 6). These are discussed below.
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Figure 6: Elements of quality and safety management as applied to continuing care

Accreditation
Accreditation is a formal external process used to assess and recognize “that a healthcare organization
meets applicable pre‐determined and published standards”. “Accreditation standards are usually
regarded as optimal and achievable”, and are designed to improve the quality of healthcare
organizations and encourage continuous improvement and organizational development.45,47,48
Accreditation usually involves “measuring an organisation against other equivalent organisations, and
providing feedback to the accredited organisation on progress towards quality goals and areas requiring
greatest attention”.47
Further research is required to determine the direct influence of accreditation on patient health
outcomes. “While there is no conclusive evidence about the direct impact of accreditation on client
outcomes”, there is some indication that the accreditation process contributes to improving health
outcomes.49

Surveys
Approaches to evaluating a client’s experience receiving care have been developed over several decades.
Earlier versions of these were referred to as ‘patient satisfaction surveys’; however, more contemporary
methods focus on the broader questions of the client’s quality of life and his or her perceptions of the
quality of care received. There are a number of problems with satisfaction‐based questions, making
them of limited use in healthcare settings.50 For example, there may be a tendency to respond positively
to avoid embarrassment or discomfort, and there is no clear reference standard against which individual
service recipients can judge the care they received in a specific setting. In home care or long‐term care
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settings, it is substantially more difficult to judge expectations, given the lack of experience in other
contexts. In addition, the sense of pressure to respond in socially desirable ways would be substantially
higher in a healthcare setting than in the hospitality industry.
Current approaches to evaluating client’s experiences in a particular healthcare setting tend to use
specific questions about how they feel in the setting (e.g., perceived safety, sense of belonging, having
meaningful things to do) and about how they feel they are treated by staff (e.g., staff respect privacy,
respond in a timely manner). These approaches deal both with the quality of the person’s life while
receiving care, and the aspects of quality of care that overlap with quality of life.51 For example, the
sense that staff members respect a client’s wishes could be thought of as relevant to both dimensions.
Surveys that address the client’s experience have the advantage of capturing the unique, subjective
experience of people receiving care. They also have important limitations that mean they can only
provide a partial answer to questions related to quality in continuing care settings. The most important
constraint is non‐response bias.52 People may be excluded from these surveys because they refuse to
participate for a variety of reasons, including concerns about the confidentiality of their responses and
potential repercussions if they give negative ratings. In addition, large portions of the continuing care
population may be excluded due to cognitive or communication impairments. Although people without
dementia may be able to respond to these surveys, it becomes increasingly difficult to obtain these
evaluations from those with more severe cognitive impairment. It may be possible to obtain ratings
about basic dimensions of quality of life (e.g., taste of food) but more abstract questions (e.g., being
valued by others) may not be feasible in people with severe cognitive impairment. As a result, surveys
related to care experience tend to focus on the healthier, cognitively intact population, and their
experience cannot be assumed to reflect the experience of people with severe cognitive impairment.

Client concerns
Any service‐providing organization, whether it is the hospitality industry, retailers, an educational
system, or healthcare, must have a mechanism for receiving and responding to customer, client, or
patient concerns. Quality indicators provide population‐level evidence about health system
performance, but service providers, health authorities, and governments are also accountable for care
provided on a person‐by‐person basis. The ability to register concerns about services provided and to
have that concern addressed is a basic expectation in Canadian society. Providing people in continuing
care and their family members with a way to address their concerns is therefore an essential part of a
quality and safety management system.
Concerns databases are relatively uninformative about the quality of care provided at the population
level, however. For example, it is well known that there are individual and cultural differences in the
likelihood of registering a complaint.53 Counts of concerns registered do not provide information on the
number of individuals who complained, do not indicate the rates of concerns in the eligible population,
and may under‐represent the views of less vocal subpopulations.

Continuous performance measures
The health of people receiving care has become a major focus of performance measurement systems
across the health system, including in continuing care. The approach has been to use standardized
quality indicators that deal with the factors expected to affect health, as well as direct measures of
health outcomes. The indicators used typically relate to one or more of three types: (1) structure, (2)
process, and (3) outcomes of care.54,55 The ability to obtain measures of these dimensions depends on
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the availability of valid, reliable, and standardized data sources for the populations of interest.
Historically, it has been easiest to obtain structural measures and most difficult to obtain outcome
measures.
Structural quality indicators deal with the types and amounts of resources available, the organization of
services, and models of service delivery. For example, these may include the ratio of health professionals
to the number of people who need their services (e.g., staffing levels in long‐term care), the per capita
expenditures in home care or long‐term care, the availability of allied health professionals (e.g., access to
rehabilitation), and approaches to determination of service eligibility. Structural indicators have been
reasonably common over the last several decades because the data sources for their calculation have
been readily available. These are only indirect determinants of health in the population, however, and
their relationship to quality is often ambiguous. For example, some systematic reviews argue that long‐
term care staffing levels translate into variations in quality in terms of wound care, functional ability,
and weight loss among residents.56 Other, more recent, systematic reviews done outside the United
States, however, suggest that the evidence linking staffing levels with quality of care is inconsistent and
overly simplistic in its focus on numbers of staff alone.57,58 Staff turnover, training, and how care is
organized may be more important structural indicators to consider, but they are also more difficult to
measure in a standardized way.
Process measures deal with how care is delivered and which services or interventions are provided.55
This can include measures that deal with receiving specific treatments (e.g., rehabilitation services), the
timing of the service (e.g., treatment within a given time period after needs are identified), and
adherence to best‐practice guidelines in care provision (e.g., avoidance of drugs known to be
problematic for older people). Process measures are likely to be more closely linked to population
health than structural measures because they deal with actual services or treatments provided to
individuals. The evidence base for what is considered a ‘best practice’ often changes over time, however,
and there are often differing views about what constitutes a “best practice”.59 This becomes even more
challenging with an older population accessing continuing care services, who have more complex health
conditions and who are often systematically excluded from most randomized clinical trials.60
Outcome measures deal with changes in a person’s health or with health‐related events that may be
attributable to the quality of care provided.55 These quality indicators are most relevant to the Institute
for Healthcare Improvement’s Triple Aim focus on improving the health of populations because they are
direct measures of health rather than factors that may or may not be associated with variations in
health. These kinds of measures have not been widely available previously, but the advent of
standardized health assessment systems for widespread use in the continuum of care is now making it
feasible to examine outcomes directly. For example, the interRAI family of assessment systems61
provides comprehensive measures of the strengths, preferences, and needs of people in home care, long‐
term care, assisted living, and other continuing care settings. These instruments have been adopted by
eight Canadian provinces and territories (including Alberta) and are supported nationally by the
Canadian Institute of Health Information (CIHI). Two decades of research based on interRAI instruments
has led to the development of outcome‐based quality indicators for community and facility‐based
settings.62,63,64,65,66,67
There are two approaches that organizations or regulators can take when using performance
measurement to ‘drive’ improvements in the health outcomes for clients. The first approach is to use
collected data to set targets and compare performance over time internally. The second approach is to
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use data to compare one organization with another. The main challenge faced by organizations seeking
to use outcome measures to compare quality across service settings has been the issue of risk
adjustment.55,68 Given that the needs of clients within healthcare organizations vary substantially
between organizations, the ability of outcome‐based quality indicators to make fair comparisons has
often been in question. It is an important limitation, because it may create disincentives for service
providers to take on people who are more likely to decline in health or experience adverse events (e.g.,
falls). Risk adjustment uses statistical techniques to control for population differences in a way that
attempts to ‘level the playing field’ in comparisons between organizations. The most current long‐term
care and home care indicators supported by CIHI and developed by interRAI use inclusion/exclusion
criteria for quality indicators. For example, people who are at the end of life are excluded from some
quality indicators because they will experience a clinical change that is substantially different from
others in the service setting. As well, advanced statistical adjustment techniques are used, such as
individual‐level risk adjustment (which accounts for the characteristics of the person that make him or
her more or less likely to experience the change or event) and organizational‐level standardization of
population‐risk levels, similar to the approach used with age‐standardized mortality rates.

interRAI
interRAI is a not‐for‐profit network of researchers and clinicians from 35 countries (including Canada)
who collaborate in the development and application of comprehensive assessment systems to identify
and respond to the strengths, preferences, and needs of vulnerable populations, including the
elderly.61,69 To date, eight Canadian provinces have adopted one or more of interRAI’s assessment
systems for home care, community support services, long‐term care, palliative care, and mental health
(inpatient and community) settings.
The primary purpose of interRAI assessments is to evaluate the strengths, preferences, and needs of the
person assessed with the aim of developing a person‐centred care plan in collaboration with the client
and family members.70,71 Each assessment provides a detailed overview of medical, functional,
psychosocial, behavioural, and cognitive factors that can influence the client’s quality of life. In addition
to supporting care plan development, the assessment, when repeated over time, can be used to track
outcomes of care – for example, depression,72,73 cognitive function,74 physical disability,75 pain,76
behaviour,77 pressure ulcer risk,78 and frailty.79,80 These instruments can also be used at the individual
level to match resources with a person’s needs.
The two main management applications using aggregated interRAI data at the organizational level are
funding and quality measurement. The Resource Utilization Groups (RUG) system uses interRAI data to
classify long‐term care and home care clients according to the level of resource needs based on their
clinical characteristics.81,82,83,84
The use of interRAI assessment data to calculate quality indicators is extremely useful for performance
improvement frameworks in continuing care. The most recent generation of quality indicators for
nursing homes85and home care65 used in CIHI’s reporting system places a greater emphasis on outcome‐
based measures of improvements and decline in health. (See Appendix V and Appendix VI for a further
description of the interRAI quality indicators, including historical development and the newly developed
suite of interRAI assessment instruments.)
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Public reporting on quality of continuing care
The Canadian Institute for Health Information (CIHI) supports national reporting systems for interRAI
instruments as part of its bilateral agreement with provincial and territorial governments. CIHI’s
reporting systems ensure that the quality of interRAI data are high and they provide regular reports to
individual organizations, regional and provincial governments, and partner organizations on the
characteristics of populations services, quality of care, and resource use.
Variations in the rates of risk‐adjusted quality indicators have been used to report publicly on the
performance of continuing care by provincial86 and national organizations.87 The typical way to report
on these indicators is to provide the rates of various quality indicators in specific organizations
compared to a reference standard distribution (e.g., a provincial or national distribution of organization‐
level rates). The individual organization’s standing in that distribution provides information about how
well the organization performs relative to others. In Canada, Health Quality Ontario (HQO) and CIHI
have collaborated to provide information on the quality of continuing care through publicly available
websites.86
Providing the public with access to provider‐level quality information can help with provincial quality
improvement in a variety of ways. First, it provides a transparent and scientifically sound source of
evidence about quality in the province (and in individual organizations) to any interested stakeholder,
including members of the general public. Second, it provides a common benchmarking framework that
individual organizations can use to set their own quality improvement goals. Third, it allows people
needing care, and their family members, to make informed choices about the organizations from which
they will seek continuing care services.

Identify and improve
Measuring quality through an approach that includes diverse measures of quality of life and quality of
care from a variety of information sources is a fundamental first step for a quality and safety
management system in continuing care. The act of measurement, however, is not an endpoint in itself.
Instead, the evidence obtained through these measurement systems must translate into action that aims
to improve performance where there is an opportunity to do so and to maintain excellence where it has
been achieved.
An example of how quality indicators have been used to drive quality improvement is the Seniors
Quality Leap Initiative (SQLI) undertaken by a collaborative network of Canadian (including Albertan)
and U.S. long‐term care facilities.88 The SQLI consortium includes CIHI, Accreditation Canada, the
Canadian Patient Safety Institute, Institute for Healthcare Improvement, and interRAI as collaborating
partners. Participating facilities use a 12‐indicator report based on interRAI quality indicators and
resident experience surveys to examine their performance with outcome‐based indicators relative to
each other and relative to provincial, state, and national standards. These reports are used to launch
collaborative interventions aimed at improving performance on priority indicators and subsequently to
evaluate the success of those initiatives.
Because the assessment data are gathered on an ongoing basis as part of normal clinical practice, it is
possible to evaluate the effect of improvement initiatives as they are implemented. The two current
priorities for SQLI are to reduce the use of antipsychotic medications in clients who do not have a
diagnosis associated with psychosis and to improve pain management.
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For the Pleasant View Care Home in Saskatchewan, restraint use was the norm for managing dementia
and falls. More than 50 per cent of residents experienced daily use of physical restraints, including trunk
restraints and chairs that prevent rising. When staff at Pleasant View began to use interRAI Quality
Indicators,68 they quickly recognized that their restraint use exceeded national standards based on
reports from the CIHI. A restraint‐reduction initiative was launched as part of a quality improvement
strategy at Pleasant View, and restraint use fell by 40 per cent, even with ongoing increases in the
intensity of resident needs.
A similar change was experienced by staff and residents at Willow Lodge Home for Special Care in Nova
Scotia. In this case, though, the quality concern related to high rates of depressive symptoms among
residents. Almost 60 per cent of residents had depressive symptoms according to CIHI QI reports, and
the majority of residents were involved in little or no activity in the home. A comprehensive strategy
with a broad focus on medical, psychosocial, and environmental interventions was introduced, and the
results were impressive: depression rates fell by half.
Internationally, Finland should be regarded as one of the best‐practice leaders in national efforts to
improve continuing care. Beginning in 2000, three Finnish cities (Helsinki, Kokkola, and Porvoo)
launched a national initiative to improve the quality of long‐term care in partnership with the Finnish
Institute of Health and Welfare.89 By 2010 the benchmarking initiative had enrolled 95 residential
homes and health centres and now includes public and private sector organizations in most Finnish
cities. As a result of this initiative the use of psychotropic medications dropped substantially (e.g.,
hypnotic use fell by more than 50 per cent) with no increase in rates of behavioural problems among
residents in participating homes.
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FINDINGS
The focus for this review was to determine how the Ministry of Health and AHS ensure the quality of
continuing care services delivered directly by AHS and by providers under contract to AHS. Findings are
presented according to the three core functions and the elements of quality and safety management as
applied to continuing care, as shown in Figure 7, below.
Figure 7: Quality and safety management

Measure/monitor/evaluate
Accreditation
During the course of interviews, accreditation was described as a continuous improvement process and
as the foundation of quality management. It was stated that accreditation looks beyond a simple
checklist of whether a given factor is or is not present, for example, and looks at evidence and
sustainability of practice. It was expressed that if service providers fully participate in accreditation,
then the foundation for quality service is there; however, by itself, accreditation does not assure quality
– it is an indicator of best practice and the service provider’s process to achieve it.
The Mandatory Accreditation in Alberta’s Health System ministerial directive requires that AHS take all
necessary steps to ensure that hospital, nursing home, and other service providers under contract:90


Participate in the accreditation processes undertaken by AHS.



Undertake other accreditation activities as may be required by the Minister or AHS.



Provide accreditation reports to AHS upon request.
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Advise and provide information on accreditation status, activities, and outcomes to AHS.

The AHS Community, Seniors, Addictions and Mental Health Department tracks the status of
accreditation of all providers across the three streams of continuing care (home living, supportive living,
and facility living).
The current Continuing Care Health Service Standards (CCHSS)18 (Standard 1.22(b)) require that AHS
obtain and maintain accreditation status from an appropriate accrediting organization as required by
the Ministerial directive (e.g., Accreditation Canada, Commission on Accreditation of Rehabilitation
Facilities). The proposed revisions to the CCHSS appear to have removed any reference to an
accreditation requirement. A concern was voiced during interviews that this would leave the
requirement for accreditation to be addressed solely through the service contract with AHS.
The AHS Master Services Agreement (MSA) Schedule C for home care providers11 requires that if the
home care service provider is not accredited by an approved accreditation organization, the provider
will:
a) Have chosen an accrediting organization and have begun preparation for the Primerii or
equivalent by March 31, 2014.
b) Have successfully completed the Primer or equivalent by March 31, 2015.
c) Be accredited by December 31, 2016.
As part of the 2013 AHS request for proposal (RFP) process for home care services in the Edmonton and
Calgary zones, there was a requirement for successful vendors to be accredited. AHS’s goal was to have
100 per cent of contracted home care service providers accredited. Shortly after the awarding of the
contracts from the RFP it was announced that some vendors that had lost their contract as a result of the
RFP process would be offered new contracts. Not all of those vendors were accredited.
The Master Services Agreement Schedule C for Long Term Care and Supportive Living does not include a
requirement for service providers to be accredited. In addition, it was identified that many legacy
contracts (those 20 or more years old) that AHS ‘inherited’ from the former health regions, also exclude
any requirement for accreditation. Currently, AHS wholly owned subsidiaries participate in the AHS
accreditation process. As not every subsidiary site is visited with each accreditation survey, resulting in
a lapse of years between survey visits, this is viewed by those interviewed as a ‘watered down’ version
of the accreditation process.
There is considerable variability within and across the three continuing care service streams as to each
service provider’s accreditation status and the use of accreditation as a quality management tool. Table
5, provided by AHS, shows the percentage of continuing care programs accredited, current to March 31,
2013.

ii The Accreditation Primer helps organizations assess key areas of quality and safety and move to the Accreditation Canada Qmentum
accreditation program. http://www.accreditation.ca/accreditation‐primer
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Table 5: Accreditation status, as of March 31, 2013
Total number of
sites/programs accredited

Total number of
sites/programs

% Accredited

Home care sites

29

79

37%

Home care programs

45

52

87%

Adult day programs

2

49

4%

Contracted agencies

0

12

0%

Supportive living

31

136

23%

Facility living

126

174

72%

Contracted housing sites

0

36

0%

Personal care
homes/Special care homes

0

92

0%

233

630

37%

Program

TOTAL

Audits
Continuing care undergoes a number of different audits, which are done by different organizations and
by different departments within organizations. The two main types of audits are those that assess
compliance with two Ministry of Health standards – the Accommodation Standards and the Continuing
Care Health Service Standards.

Accommodation Standards audits
The Accommodation Standards were originally established by the Ministry of Seniors. The Ministry of
Health took over responsibility for them when the health portion of seniors’ care was transferred to the
Ministry of Health. Inspections and auditing to evaluate compliance with the Accommodation Standards
are done by the Ministry’s 17 licensing inspectors that cover the province. In order to operate,
supportive living facilities must have a licence and long‐term care facilities must have a certificate.
Facilities must demonstrate compliance with the Accommodation Standards in order to obtain a new
licence or certificate, or to renew a licence or certificate.
The inspections are announced and scheduled with the facility ahead of time. During the site visit, the
licensing inspector reviews the 32 standards and the evidence gathered by the organization pertaining
to the standards, tours the facility, and speaks to residents or family members about matters related to
the Accommodation Standards. As part of the process, the licensing inspector reviews the facility’s fire
inspection report and, for supportive living sites, its environmental health inspection report. The fire
inspection is conducted by the municipal fire department and the environmental health inspection is
conducted by AHS.
At the end of the Accommodation Standards inspection, a report is completed by the licensing inspector
and a copy is left with the facility. The report documents the facility’s compliance or non‐compliance
with the standards. To address any areas of non‐compliance identified during the inspection, a
compliance action plan and associated timelines is developed. The inspection report is scanned and
entered into a database in the Licensing and Compliance Branch of the Ministry, and is immediately
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made available on the Ministry of Health website. Follow‐up for non‐compliance also occurs; this may
involve the facility providing evidence to demonstrate that the area(s) of non‐compliance has been
addressed (e.g., documentation to demonstrate the call bell system has had periodic testing to ensure it
is working properly), or may involve the licensing inspector doing another site visit (e.g., inspection to
observe that flooring has been repaired). Information about the follow‐up is documented, the
designation of non‐compliance is removed, a report is left with the facility, and the information is
updated in the Ministry of Health database.

CCHSS audits
The current version of the CCHSS was established in 2008 and an amendment made in March 2013.18
The Ministry of Health, through a collaborative process, is now working on a new version. Both the
Ministry of Health and AHS conduct CHSS audits.
The Ministry has two full‐time and one part‐time (2.5 FTE) health compliance officers who conduct
audits of continuing care facilities across the province. Although the CCHSS apply to all three streams of
continuing care, the Ministry’s health compliance officers have performed audits on long‐term care and
supportive living facilities only; to date no audits have been done by the Ministry within the home care
stream. Currently, Ministry audits are done based on a ‘risk assessment’. This means that facilities are
audited if they have not been audited recently, if issues or non‐compliance was identified in previous
audits, if other types of audits or inspections have identified non‐compliance, if there have been
complaints or concerns raised in the media, or if an audit is requested by the Minister of Health.
Although the decision to perform an audit is based on risk, all audits are scheduled with the facility.
During the site visit, the CCHSS are used, documents are reviewed, observations are made of care
processes (such as medication administration), a percentage of patient care records are examined, and
staff are spoken to. The health compliance officer writes a report on the findings from the site visit, the
facility is given a verbal debrief, and then a written report is provided later that describes the results of
the audit according to each of the standards. If the facility was found to be non‐compliant on any
standard, a letter to that effect is sent, requesting a response within 60 days that outlines the action
being taken to address the non‐compliance. The action plan to address non‐compliance is reviewed by
the health compliance officer and compared to the standards. If the action plan is deemed to be
acceptable, a written response is sent by the health compliance officer to the facility that removes the
designation of non‐compliance, and no follow‐up in‐person audit is conducted. Information from the
audits and follow‐up is tracked and filed by the Ministry.
Work is currently underway in the Ministry to have the audits from the CCHSS included in the same
database used by the licensing inspectors who perform the Accommodation Standards audits. Unlike the
results of Accommodation Standards audits, the results of the audits of the CCHSS are not posted on a
public website; however, it was noted that results of an audit from a facility in Calgary were posted in
December 2013 following significant media attention.
AHS conducts audits to the CCHSS in all three streams, including home care. Staff within each of the five
operational zones of AHS conduct the audits, and the results of the audits are collated and tracked
within the AHS Seniors Department. If deficiencies are noted during the audits, an action plan is created.
As of December 31, 2013, AHS has implemented a standardized audit tool and staff were trained in using
the tool, with the purpose of standardizing the audit process and decreasing variability among auditors.
Interviewees identified that implementation of the tool was delayed due to the expected release of the
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revised CCHSS. Prior to this, audits were done using different processes and tools by the five zones. The
proportion of audits that have been completed in each of the three streams differs substantially by zone.
AHS provides a yearly report to the Ministry of Health on the audits it has conducted. Recently, there has
been a concerted effort to improve the sharing of audit information between the Ministry of Health and
AHS. Still, a number of interviewees commented about the variability in the audits, including variability
among the AHS zones (i.e., audits in some zones found a substantially higher rate of fully compliant
operators than audits within other zones), as well as variability between the audits done by the Ministry
of Health and AHS.
Interviewees also commented that there are different philosophies of how to conduct audits. Some
interviewees felt that auditors need to provide support and education to the facilities to assist them in
becoming compliant to the standards; others felt that audits needed to be done using a more ‘hands off’
approach and that providing support and education needed to be done through other mechanisms.
Many interviewees also commented on the duplication of having both the Ministry of Health and AHS
conduct the same type of audits, as well as the ‘burden’ on the continuing care operators from the
number of audits that they undergo. Many different opinions were heard about how to streamline the
audit process and gain efficiencies, and whose role (Ministry of Health or AHS) it should be to conduct
the CCHSS audits.

Additional audits and inspections
A number of interviewees from different organizations commented on the redundancies, inefficiencies,
and ‘burden’ to the contracted providers because of the number of audits that the continuing care sector
undergoes. In comparison, other sectors in the health system, such as hospitals, are audited less often.
The concern of redundancy, inefficiency, and burden is not new; the issue has been identified in a
number of reviews and reports, dating back to at least 2005.
In May 2005, the Report of the Auditor General on Seniors Care and Programs made a number of
recommendations related to continuing care facilities. This included recommendations to: improve the
systems for monitoring the compliance of long‐term care facilities with the standards; update the
Seniors’ Lodges Standards and improve systems to monitor compliance.91
After the Auditor General’s report, an MLA Task Force on Continuing Care Health Service and
Accommodation Standards was struck, with a final report released in November 2005. In its report, the
MLA Task Force made a number of recommendations, which included: (1) adopt the draft CCHSS and
Accommodation Standards; (2) assess options for monitoring compliance with the CCHSS and
Accommodation Standards, with the goal of having inspections done by one organization; (3) develop
training and other supports as well as enforcement measures for providers who do not fully meet the
standards.92
Subsequently, a review was conducted for the departments of Health and Wellness, and Seniors to
inform them how to reduce overlap and duplication in the inspection and audit processes in continuing
care. The stakeholder groups that were consulted identified the value of inspection and audit processes
such as “protecting the health, safety and well‐being of residents; providing consistent standards across
the province; providing assurance to families and Albertans; fostering continuous improvement;
ensuring accountability”.93 The report, which was completed in 2012, included a number of
recommendations: (1) create a single, integrated group of inspections and auditors to deliver all health
and accommodation‐related inspections and audits of continuing care facilities; (2) review standards for
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continuing care health and accommodation to make them clearer, more consistent, more aligned, easy to
understand, and sensible; (3) improve training of inspectors and auditors to enhance consistency and
collaboration in the delivery of inspections and audits; (4)establish an electronic database to reduce red
tape and streamline inspection and audit processes; and (5) publicly report the results of all health‐
related and accommodation‐related inspections and audits of all continuing care facilities in the
province.
Until relatively recently, additional audits and inspections were also done in continuing care, which had
historically contributed to the perception of redundancy and burden. Established in 1973, the Health
Facilities Review Committee (HFRC), which reported to the Minister of Health, conducted unannounced,
routine reviews of long‐term care facilities and hospitals.94 The HFRC was abolished in the fall of 2013.
Continuing care facilities are also required to adhere to standards for infection prevention and control
(IPC). Previously, separate audits and inspections to ensure compliance were completed. Currently,
however, components of IPC are included in the CCHSS audits; separate IPC audits are no longer
conducted.
At present, there is the potential for a continuing care facility to undergo six onsite audits or inspections
within the same year. Along with audits to the CCHSS (done separately by the Ministry of Health and
AHS) and the Accommodation Standards, continuing care facilities also must undergo regular fire
inspections and public health inspections as part of the licensing process. The external accreditation
process that many providers participate in includes another form of auditing.
Among the audits and standards there is a certain amount of overlap. For example, a supportive living
site would have to meet all of the following standards, and would be assessed on its compliance,
regarding bathing and water temperature. Conceivably, the supportive living site could have five
separate audits/inspections related to bathing and water temperature as shown in Table 6.
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Table 6: Audits and inspections related to bathing and water temperature
Continuing Care
Health Service
Standards

1.21 (b) Personal care of clients including oral care, continence management and safe bathing practices.



Accommodation
Standards

The operators of long‐term care and AHS‐funded supportive living facilities shall ensure that their policies
and processes set out the requirement that:
o
Residents are provided with the opportunity for bathing, at a minimum, twice a week by the method
of his/her preference or choice and more frequently when determined by the client’s care plan.
For the purposes of this section, “bathing” includes tub baths, showers, full body sponge baths and bed
baths.18

21(1) An operator shall ensure that the temperature of flowing water provided for personal use in areas used by
the residents does not exceed the maximum safe level established in the Alberta Building Code.
21(2) An operator shall ensure that safe water temperatures for the personal use of residents are maintained
through
a) employee and resident training and education,
b) proper maintenance and monitoring of equipment, and
c) appropriate risk mitigation procedures.
21(3) An operator shall ensure that all maintenance personnel and employees involved with the water system are
sufficiently knowledgeable in the function and proper operation of the water gauges, water mixing valves
and therapeutic tub controls, if any, to maintain safe water temperatures.
21(4) Where a supportive living accommodation has one or more therapeutic tubs, the operator of the supportive
living accommodation shall ensure that a sufficiently knowledgeable employee or service provider tests the
temperature of the hot water flowing into each therapeutic tub each day prior to the first bath of the day
and documents the temperature in a log book or on a log sheet kept in the tub room for that purpose.19

Environment
Standards

Alberta
Building Code

The maximum hot water temperature discharging from all fixtures that clients use or contact should be
490C or less. Clinical staff should ensure a bathing/showering temperature of 380C to 430C.

Hand washing basins that are accessible to residents should have a hot water temperature of 490C or less.
Regulatory enforcement will be considered if temperatures exceed 540C.

In resident‐restricted areas such as the commercial kitchen or laundry areas, the hot water temperature
maximums for residents do not apply.

Residents must be adequately protected from injurious conditions such as radiators, hot water pipes or
other heating devices.

All personal hygiene items (brush, sponge, etc.) should not be left in the tub area.

Extra linen should not be stored or present in tub rooms.95
Safe water temperature as defined by the Alberta Building Code:


“Where a hot water supply is required by Sentence 7.2.1.2.(4), equipment shall be installed that is capable
of heating to at least 45○C but not above 60○C an adequate supply of service hot water for every dwelling
unit.” (2006, 7.2.6.1)

“If the authority having jurisdiction deems it necessary to protect children, the elderly, or persons with
disabilities or infirmities from burns, … b) except as provided by the plumbing regulations made pursuant
to the Safety Codes Act, the temperature of the water from faucets shall be limited to a maximum of 54○C.”
(2006, 7.2.6.7)
Safe water temperature as defined by the National Plumbing Code:




Accreditation
Canada
Standard

“3) All mixing valves supplying shower heads shall be of the pressure‐balanced, thermostatic, or
combination pressure‐balanced/thermostatic type capable of a) maintaining a water outlet temperature
that does not exceed 49°C and b)limiting thermal shock.”(2005, 2.2.10.7)
“4) The temperature of water discharging into a bathtub shall not exceed 49°C.”(2005, 2.2.10.7)96

16.10 The team implements a checking system for water temperature for resident bathing.
Guidelines
Processes and checking systems for high‐risk care or service activities are important to resident safety. To
identify high‐risk activities the team reviews their services and uses this information to develop and
implement checking systems to prevent and reduce risk of harm to residents.97

Safety reporting
At present, there are various mechanisms for reporting of safety information in continuing care in
Alberta. This includes the mandatory reportable incident process, staff reporting, Protection for Persons
in Care complaints, and reporting from patients and families (in the form of complaints and concerns).
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Reportable incidents
In both the current and the latest revised version of the CCHSS, the Ministry of Health requires health
authorities and operators to report ‘reportable incidents’ to the Ministry, following the process and
guidelines set out by the Ministry of Health.18,98 Incidents warranting mandatory reporting to the
Ministry of Health are those where the following occurred:
1. Resident death or serious harm:


due to an error or omission in the provision of health services;



due to an assault or aggression;



due to equipment being in disrepair or used in an unsafe manner.

2. Client unaccounted for when their absence is outside the limits set out in their assessment,
managed risk agreement, or care plan.
3. Unplanned activation of a contingency plan due to a staff disruption.99
The incident must also be either related to:


health funded, meaning accommodations or services that receive funding from AHS (i.e., long‐
term care, designated supportive living, personal care homes, family care homes, home care and
home living services); or



non‐health funded, which includes all other accommodations licensed under the Supportive
Living Accommodation Licensing Act that are not funded by AHS (i.e., lodges, private assisted
living, and group homes).100

The process for submitting a reportable incident was changed as of April 1, 2013. Prior to this change,
contracted providers submitted a completed incident form to AHS, which then forwarded the
information to the Ministry of Health. In the current process, the organization directly providing care
(AHS if it is direct delivery or a contracted provider if under a contractual arrangement to AHS)
completes a reportable incident form and submits it electronically. In the electronic submission process,
the form is simultaneously sent to the Ministry of Health and to AHS.
When the report is received by the Ministry of Health it goes into an email inbox where it is reviewed by
a complaints officer within the Standards Compliance and Licensing Branch. The information from the
form is entered into a database. For those reports that are submitted under the Accommodation
Standards, follow‐up occurs within specified timelines based on the level of risk determined by the
inspector:


High risk – within one business day for incidents where residents are under current or
imminent risk.



Medium risk – within 10 business days for incidents where the issue and the underlying cause
are still outstanding, but there is not an imminent risk to residents.



Low risk – within 30 calendar days where the issue has been resolved, but further work may be
required to address the underlying cause.
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No follow‐up occurs when issues and the underlying causes have been resolved. For those requiring
follow‐up, a Ministry of Health licensing inspector will contact the continuing care operator to gather
more information about the event and what follow‐up activities have occurred or are being planned.
For reportable incidents that are submitted under the CCHSS, the reports are submitted concurrently to
AHS and the Ministry of Health. Each report is reviewed to determine the need for follow‐up and to
determine the need for an audit through a risk analysis. The Ministry only follows up on the reportable
incidents related to the CCHSS that are considered to be high risk; that is, where there is an imminent or
current risk to residents or a death, assault, or serious injury caused by error or omission. Follow‐up
may include contacting the operator or completing a CCHSS audit.
Information on the number of reports received and the number/percentage that receive follow‐up by
the Standards Compliance and Licensing Branch is tracked; however, no regular reports are created on
the quality of care and patient safety information from the database for trending and further analysis.
In AHS, the electronic reportable incident forms are received initially by the Community, Seniors,
Addiction & Mental Health Department. The form is shared with the AHS zone within two business days,
where more information may be added and follow‐up occurs. Information from the reportable incidents
are entered into a spreadsheet for tracking. AHS receives a monthly log of reportable incidents from the
Ministry of Health; the Ministry of Health and AHS logs are compared, and incident reports that do not
meet the criteria are removed by AHS.

Protection for Persons in Care complaints
The Protection for Persons in Care Act “requires all publicly funded service providers to protect clients
from abuse and prevent abuse from occurring, and requires all abuse to be reported to Protection for
Persons in Care (PPC), the police or another regulatory body”.101 Individuals reporting an abuse to the
Ministry of Health’s PPC do so by calling a toll‐free number. Reports of abuse are reviewed by a PPC
complaints officer for thoroughness, additional information is gathered if required, and then a decision
is made if further investigation is warranted.101 Investigations can only be done by PPC if the care was
provided by an organization receiving government funding. If the alleged abuse is a criminal offence,
then it will be forwarded to the police. If the abuse involves a healthcare professional, it may also be
referred to a health professional regulatory body.
A PPC investigation involves gathering information, conducting interviews, doing site visits, and
reviewing records and other documents. After completion of an investigation, the director reviews the
investigator’s report, determines if the allegation is founded or unfounded, approves or rejects
recommendations, and then outlines specific action required of the individual or service provider to
prevent further abuse from happening.101 An appeal process also exists. The service provider must
respond to the decision and provide supporting documentation indicating compliance with the
recommendations. Information about PPC investigated cases, including the reports and decisions, as
well as statistical summaries on reporting, are posted on the Ministry of Health website.
The Ministry of Health shares PPC reports with AHS, which then enters the information into a log. The
Ministry sends a yearly log of all the PPC reports received to AHS so that a comparison can be made to
determine if reports were missed and to make necessary corrections. The chief executive officer (CEO)
of AHS is copied on all PPC director decisions concerning AHS facilities or providers who are contracted
by AHS. Information is then to flow from the CEO’s office to the operational zone and the provincial
Seniors Department. Some interviewees, however, stated that AHS does not always receive information
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about PPC complaints from the Ministry of Health, or does not receive the reports soon enough to
identify contracted providers that have problems with patient safety or quality of care. Interviewees
described examples when AHS was not aware of allegations of abuse in contracted facilities until after
they were reported in the media.

Incident reporting
The current CCHSS Standard 1.16 requires “processes to prevent, monitor, promptly respond to, and
report any adverse events resulting from medication use” and Standard 1.2 requires “reviewing
reportable incidents, near misses and other information to help prevent incidents from occurring in the
future”.18 Obligations for contracted providers to share incident reporting information with AHS is
dependent on the language in the contract. In the new master service agreement, there is a requirement
for operators to share incident reporting information with AHS: “The Service Provider shall immediately
report all significant safety events to AHS in sufficient detail necessary for AHS to fulfill any emergent
responsibilities and the Service Provider shall review and investigate all complaints and incidents filed
in relation to the Services provided by the Service Provider under this Service Schedule in accordance
with AHS Policies”.102
Organizations that are contracted by AHS to provide care may have their own internal reporting
systems. Within AHS, when clients experience harm or a close call, AHS staff, volunteers, and physicians
can submit an online report into the AHS Reporting and Learning System (RLS). Reports are coded and
then tracked and ‘trended’. Managers and advanced users are able to create trending reports for their
area. The Quality & Healthcare Improvement Department prepares quarterly reports on the numbers of
reports received and the themes. As well, different types of additional ad hoc reports can be created for
trending and analysis of specific patient safety issues.
It is important to note that staff who are not employees of AHS (i.e., employees of an organization
contracted to provide services), as well as patients and families, are not able to submit a Reporting and
Learning System report directly into the AHS online system. Some interviewees commented that
because the RLS only includes a portion of safety reports in continuing care, it is not seen as a good
source of safety information.

Concerns reporting
The current CCHSS include a specific standard requiring a process for clients to raise concerns and to
“provide a fair process for managing concerns/complaints and attempt in good faith to resolve
concerns/complaints within a reasonable time”.18 The draft revised standards also recognize the
importance of having a concerns/complaints process, requiring service providers to have a process in
place for managing concerns, to share information on the concerns resolution process, and to provide
information on external resolution processes for complaints/concerns.98
In Alberta, concerns from clients and families are received and managed through different mechanisms:


Contracted care providers may receive concerns directly and manage them through their own
internal processes. Information from individual concerns are not necessarily shared with AHS or
by the contracted providers, unless it meets the Ministry of Health’s requirements for a
reportable incident.



When care is provided directly by AHS, concerns from clients and/or families may come directly
to the AHS care providers, case managers, or management, which provides a response. Clients
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and families may also lodge a complaint through AHS’ Patient Relations Department and a
formal process will be followed. 103 Concerns that come to AHS through this formal process are
entered into the Feedback and Concerns Tracking (FACT) database. Information in the database
can be tracked and trended; as well, regular reports are generated from the database and shared
with the leadership at the zone and executive level within AHS.


Concerns may come from clients or families to the Ministry of Health or directly to the Health
Minister. When this occurs, the Ministry of Health shares the information with AHS for follow‐up
and responds to the individual who lodged the complaint.



Concerns about the conduct or competence of an individual healthcare provider can be made
directly to the provider’s professional regulatory body, in accordance with the Health
Professions Act.104



Patients and families may also send a formal concern to the Alberta Ombudsman. Legislated by
Alberta’s Ombudsman’s Act, the Ombudsman “responds to complaints of unfair treatment by
provincial government authorities, the patient concerns resolution process of Alberta Health
Services, and designated professional organizations under the Health Professions Act…”.105

Quality assurance reviews
The CCHSS require quality improvement and quality assurance systems to be in place, including
processes to review “incidents, near misses and other information to help prevent incidents from
occurring in the future”.18
AHS has a quality assurance committee structure, which is approved by the AHS Board. These
committees’ activities, mainly conducting quality assurance reviews, are done under the protection of
Section 9 of the Alberta Evidence Act. Staff from Quality & Healthcare Improvement support the quality
assurance committees and assist with conducting quality assurance reviews. A process is followed for
receiving and then accepting or rejecting recommendations from the quality assurance reviews. The
recommendations are entered into a database after completion of the review; the status of the
implementation of the recommendations is monitored, the database is updated, and a quarterly report is
distributed to the quality assurance committees and AHS executive leadership.
Reviews may also be conducted by contracted providers. AHS would only be involved in these reviews if
it was invited to participate by the contracted provider. Information from these reviews may or may not
be shared with AHS; however, if it meets the criteria of a reportable incident, then communicating the
action taken to address the safety problem with the Ministry of Health and AHS is required. From
interviews, it was noted that the involvement of AHS in quality assurance reviews undertaken by
contracted providers varies among the zones; some zones stated that the reviews were done in a
partnership between AHS and the contracted provider, while others stated AHS would not be included
in the review and would only receive a report of the provider’s actions to address the problems.
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Surveys
The current CCHSS (Standard 1.4 (e)) state that AHS shall conduct a survey of clients related to quality
of care at least every two years, analyze the results, share results with service providers (including staff
and clients), and respond to quality concerns that are identified through the survey.18 The proposed
revision to the standards would require that the service provider have a documented process for
providing feedback on client services and that clients and families “have access to”98 the process, but the
administering of a client/family survey is not specified.
The MSA Section 5.7 requires, “As reasonably requested by AHS, the Service Provider shall participate in
surveys of clients and families”.102 The MSA Schedule C for Supportive Living and Home Care quality
assurance sections state that the service provider shall “ensure that SL clients are given the opportunity
to evaluate or comment on the service”, “make available its satisfaction surveys to all SL clients”, and
“distribute and retrieve satisfaction surveys on a voluntary and confidential basis”.11,106 The Long Term
Care Schedule C requires that the Service Provider “submit documented evidence of a patient
satisfaction program, including documented evidence of … Client satisfaction surveys”,107 the format of
which can be determined by the Service Provider.
Various client/family satisfaction surveys that were either conducted by AHS at a provincial level, AHS
zones, or individual contracted service providers for the home care stream were reviewed. Although the
topic areas addressed in the surveys were somewhat similar, they were quite varied in the specific
questions asked, the respondent targeted (client and/or family), and the structure of the questionnaire
itself. As such, no two questionnaires are alike and so this does not allow any opportunity to compare
among sites or across or among zones, or to aggregate data at a provincial level for reporting and quality
improvement purposes beyond the individual site level. From the interviews it was apparent that the
measurement of client satisfaction was an important factor in quality management and it was
acknowledged that it required more attention.
As part of a collaborative effort led by the HQCA and including the former health regions (now AHS) and
the Ministry of Health, province‐wide surveys were initiated in the three streams of continuing care.
Beginning in 2007, the HQCA conducted its first survey of residents and families in long‐term care
centres across the province. The family survey was repeated in 2010 and data collection for a third
survey was initiated in March of 2014. The results of the surveys were shared with long‐term care
stakeholders across the province and each participating site received site‐specific results. The results
were shared with residents and families in an aggregated provincial‐level report.108 Service providers
are able to compare their specific results with zone and provincial results.
In late 2013, the first provincial survey of residents and families in supportive living environments (SL3,
SL4, and SL4D) was initiated by the HQCA. These results are scheduled for public release in the fall of
2014. In its 2014/15 business plan, the HQCA will begin surveying clients receiving home care services
across the province.
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Continuous performance measurement
Each organization, including the Ministry of Health and AHS, has established processes for collecting,
monitoring, and reporting quality improvement information at a site, organization (provider), zone,
provincial, and even national level.
In the current CCHSS, Standard 1.22 requires the quality improvement program to include “monitoring
client outcomes and comparing them with evidence‐based practice” and that quality indicators be used
to “improve services and achieve quality outcomes”.18 The proposed revisions to the CCHSS only require
that service providers “submit information including where applicable RAI data and other quality
indicator data as required by Alberta Health”.98 The use of this data for quality improvement (QI)
purposes is no longer specified in the proposed revisions.
Schedule C of the MSA for Long Term Care and Supportive Living require that AHS106,107 “shall evaluate
the Service Provider on an on‐going basis using AHS’ generated key service indicators to identify quality
improvement opportunities” and “service quality standards and indicators will continue to be
developed, monitored, reviewed and updated by AHS on a regular basis in collaboration with the Service
Provider”. The provider must also monitor and assess care standards and the effectiveness of the
services provided to determine possible improvements that will enhance the lifestyle and environment
of the clients. These improvements must be shared with AHS.
For long‐term care, the service provider is required to collect and submit specific performance indicator
data, including interRAI data, as required by AHS and in accordance with guidelines set out by the
Ministry of Health.
Schedule C of the MSA for Home Care11 specifies a list and frequency of reporting of “Quality” indicators
that include, survey results, accreditation results, number of medication incidents and witnessed falls,
and staff turnover.
The Ministry of Health reports annually on the number of people waiting in hospital beds and in the
community for continuing care. This performance measure monitors and reports on progress toward
reducing the number of people waiting in either acute/sub‐acute care or in the community for a publicly
funded continuing care living option. The stated intention is to provide all Albertans requiring
continuing care with access to appropriate options within 30 days.109
AHS reports publicly on 16 performance measures that reflect key areas within the health system it
believes are important to Albertans.110 Two of these measures reflect on specific performance aspects of
the continuing care system:


Satisfaction with long‐term care: The percentage of families of long‐term care residents who
rated the overall care as 8, 9, or 10, where 0 is the worst possible care and 10 is the best. In the
2010/11 AHS survey, 73 per cent of families rated the care as 8, 9, or 10. The target for this
measure is 78 per cent by 2015/16. AHS states that measuring family satisfaction with the care
that is being delivered to residents is an important component of managing the quality of
Alberta’s long‐term care services.110



Continuing care placement: The percentage of clients admitted to a continuing care option
(supportive living or long‐term care) within 30 days of the date they are assessed and approved
for placement. In 2012/13, 67 per cent of clients were admitted within 30 days of being
assessed and approved. The targets for this measure are 68 per cent by 2014/15 and 70 per
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cent by 2015/16. This includes patients assessed and approved and waiting in hospital or the
community. AHS believes that timely access to continuing care (supportive living or long‐term
care) ensures higher quality of life for seniors.110
The AHS Seniors Department has developed a dashboard of measures that are refreshed monthly. The
measures were agreed upon by the zones and the Seniors Health Strategic Clinical Network. This
dashboard is available to AHS staff but not to the contracted service providers. The dashboard contains
the following measures:111


Number of home care clients reported quarterly by zone and province.



Number waiting for supportive living (SL) and long‐term care (LTC), optimal and assessed by
month.



Number LTC and SL living spaces by 1,000 needs‐weighted population by zone (ratio of spaces
provided/1,000 needs‐weighted population).



Number waiting in acute/sub‐acute and community for LTC or SL (broken down), monthly and
zone.



Beds (spaces) available (LTC, SL) by zone.



Assessed and waiting in acute care by acute care site.



Caregiver distress.



Depression rating scale.



Pain scale.

Through interviews and a review of documents it became apparent that data collection, analysis, and
reporting of continuing care metrics varies greatly across the three continuing care streams, service
provider organizations, and AHS zones. Data and information are presented in various forms and in
various degrees of detail across the streams, provider organizations, and zones to support local
information and reporting needs. This variability is also due to the inconsistency and availability of
information systems from the legacy health regions, and the degree to which these systems have been
integrated to support the provision of continuing care services and therefore quality monitoring. For
example, home care program statistics provided to the HQCA came from various sources – STATIT,
DIMR, and Zone Weekly Visits Report. The interRAI contact assessment has only been implemented in
the North, Edmonton, and part of the Central Zone. The Calgary Zone would need to incorporate
assessment data into the PARIS system, which could take several years for full implementation. This
limits the analysis and reporting of wait time data across the province. The South Zone ‘lost’ historical
data when the Meditech system software was changed.
Current AHS reporting includes utilization statistics such as admissions, discharges, and transfers to the
three service streams; types of clients and services provided; missed visits; caseload measures; and
emergency department and hospital visits. Other metrics include incident reports, client/family survey
results, workforce measures (turnover, etc.), complaints, and only some interRAI measures.
Interviewees identified a disparity throughout the province in the resources available to support the
analysis and reporting of performance information. It was noted that variability exists both within
service provider organizations and among AHS zones.
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As part of the government’s results‐based budgeting process in September 2013, AHS identified
numerous issues regarding continuing care information systems that support what the HQCA heard
from interviewees and assessed from the documentation received. AHS identified that in order to
support better patient experience and care outcomes “system level outcomes will be more readily
available with the completion of the Alberta Continuing Care Information System (ACCIS)”.112 The
document goes on to state that “current performance measures are reviewed on a zone by zone basis
however there is limited review at the provincial level…Quarterly reports of provincial data are limited,
the only available and reliable measure used to indicate performance is unique home care counts,
however this does not provide information on the quality or even type of services being provided”. It
was also identified that “the introduction of the ACCIS database will increase opportunities to examine
quality measures from a population perspective, driving future quality improvement initiatives.112 In the
document it states that the “IT infrastructure is immature and not robust across the province”.
According to the Ministry of Health, the ACCIS has been functional since October 2010 with the ability to
capture interRAI information. System‐level reporting, interRAI outcome indicator calculations, and flow
of data to CIHI has been an ongoing process, with most of this functionality available currently. Long‐
term care interRAI information as of January 2010 and onwards has been submitted to ACCIS, and as of
March 2014 has been submitted to CIHI. All long‐term care service providers are currently submitting
data to ACCIS as of the most recent fiscal quarter; AHS ensures that providers are current with their
submissions. For interRAI HC information, work is ongoing to collect historical data for clients who were
active as of April 2011 and onwards; AHS and zones are currently working on submitting data to ACCIS
from 2011/12 and early 2012/13.

RAI quality indicators
The CCHSS (Standard 1.8) state that “continuing care clients are assessed for health service needs using
a standardized comprehensive assessment tool”.18
Prior to 2010, Alberta began implementation of interRAI’s Resident Assessment Instrument used in
long‐term care (RAI 2.0), and the Resident Assessment Instrument for Home Care used also in
supportive living (RAI‐HC).113
In 2012, as part of the Quality Enhancement in Continuing Care Project – RAI Quality Review Project it was
identified that there was no provincial review mechanism in place to validate the structure, business
rules, and outcomes of the interRAI assessment process. The review stated that a provincial review
process was needed to increase confidence in the reliability and validity of the interRAI assessment data,
and that coding of the interRAI assessments should be compliant with the definitions as outlined in the
respective CIHI Resident Assessment Instrument user manuals. The demonstration project would allow
AHS Seniors to develop standardized interRAI review approaches and tools for consistent application,
and to emphasize accurate interRAI coding to increase confidence in Alberta interRAI data. The Alberta
data are used for decision‐making at the clinical, operational, and strategic levels of AHS and the
Ministry of Health.114 This project is currently being implemented across the province.
Interviewees identified that the interRAI instruments are in use to varying degrees across the province;
that is, the interRAI instrument used in long‐term care is further ahead than the interRAI instrument
used in home care (interRAI HC). Therefore, the reporting and use of the interRAI data, including the
interRAI quality indicators, also varies. For example, the Edmonton Zone has just in the past year started
using the interRAI HC for assessment. It now needs to train the case managers to use the tool for care
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planning. The next step will be using the data for reporting quality indicators and for monitoring and
improving the quality of care. It was also identified that reports are not always available or used by
frontline staff. The North Zone has two small teams (one for home care and one for long‐term care) to
support education, data quality, and analysis and monitoring of quality indicators. The Central Zone uses
the clinical assessment protocols for LTC resident care planning purposes but does not yet use them for
home care client care planning. In addition, site managers pull interRAI long‐term care indicators and
review data at the site level and compared to other sites in the zone.

Contract monitoring
Continuing care contracts are not yet standardized across the province as some are ‘legacy’ contracts
that AHS inherited from previous regional health authorities and from the Ministry of Health, resulting
in variable contract accountabilities. AHS is in the process of moving all new and existing service
providers towards a master services agreement (MSA) and service schedules that will be consistent
across the province. Interviewees identified that moving legacy contracts to the new MSA has been
difficult and is taking longer than what was originally expected. Within the three streams, long‐term
care has the smallest proportion of contracted providers on the standardized MSA (see Table 7).
Table 7: Continuing care sites (per cent) on legacy contracts and standardized MSA as of April 2014
Legacy
Long‐term care
Supportive living
Home care
Home care day programs

MSA

83 (93%)

9

86 (38%)

206 (62%)

(7%)

26 (17%)

38 (83%)

7

30 (78%)

(22%)

The master services agreement: (1) clarifies the rights and obligations with respect to continuing care
service provision, (2) governs the relationship between AHS and the service provider, and (3) contains
the general terms and conditions governing the contractual relationship. The schedules, which are
specific to the three streams, provide additional and specific details about the services that are to be
provided, as well as additional requirements related to quality and safety, such as adherence to the
CCHSS, becoming accredited by an approved accreditation organization, reporting of incidents, quality
assurance processes, and reporting on performance results.11,106,107 A service provider that has contracts
in various zones, which may include a combination of legacy and new MSA contracts, may be held to
different accountabilities on the same matter.
As explained by interviewees, the contract is a ‘tool’ that enables the strategies, policies, and reporting to
occur, and enables AHS to hold the contracted providers accountable. AHS monitors the providers’
compliance with obligations outlined in the contract. For example, this includes monitoring compliance
with the terms in the contract, conducting financial audits, and reviewing the performance information
that is required by contract to be provided to AHS. Different departments within AHS are responsible for
these various oversight and monitoring activities – the five operational zones, Business Advisory
Services, and Contract Procurement & Supply Management.
Each zone is responsible for monitoring adherence to the clinical components of the contract. Yet, it was
identified in interviews that the degree of scrutiny and the level of monitoring of contractual compliance
varied across zones. The leadership in at least one of the zones commented that since AHS has been
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established, the zone has not been involved in the contract process and does not even have copies of the
contracts.
The Business Advisory Support Department performs financial audits, accessing the financial
information reporting measurement system (FIRMS) database, which is used by both the Ministry of
Health and AHS and contains financial information on contracted providers of long‐term care facilities.
The intent is to expand the number of organizations that are included in the FIRMS database; AHS long‐
term care facilities will soon be included in this database. FIRMS will also be expanded to include
supportive living and eventually home care. For those providers that are not entered into the FIRMS
database, financial templates are completed by the contracted providers, which are then reviewed by
AHS. The financial audit includes a review of financial information to evaluate the ‘financial health’ of the
contracted organization and also to ensure fiscal accountability. For example, the number of
professional and non‐professional care hours that are provided, categorized by different health
providers, are reviewed and compared to the contract requirements. If it is found that the number of
hours that have been contracted and paid for by AHS are not being delivered by the contracted provider,
AHS can recover the funding for this. The financial audits are more than just prudent financial practice,
however. Contracted providers that are not providing the number of patient‐care hours that they have
been contracted to provide, or that are providing the correct number of hours but are doing so through
an inappropriate mix of health providers (i.e., more healthcare aide hours than professional nursing
hours), may not be delivering a high‐quality service to their clients. This financial information is shared
with the zone operational leadership, as well as with a provincial steering committee, to be used along
with other quality measures in AHS’ monitoring of the quality of services provided.
Along with leading the establishment of agreements, the Contract Procurement & Supply Management
Department (CPSM) assesses aspects of contract compliance, such as determining if insurance
requirements were met. As well, CPSM is aware of all the contract requirements, and thus would involve
additional departments and individuals as required.
In addition to these distinct groups within AHS that are monitoring contractual compliance, AHS has a
committee called the Major Contracts Oversight Committee (MCOC). As a standing committee of AHS’
Executive Leadership Team (ELT), this committee is mandated “to provide guidance and
recommendations to the ELT on matters of contract oversight that may affect AHS strategies and
objectives, while ensuring that any contracting activity creates best value for AHS without
compromising on quality of care”.115 As part of its mandate to provide contract oversight advice to the
ELT, the MCOC provides direction and guidance on contracted services that are not delivering desired
results or meeting expectations and thus require intervention. The MCOC also receives and reviews
contract reporting information, such as reconciled payments against contracts, as well as some
performance metrics.
Interviewees stated that AHS recognizes improvements are needed in contract compliance monitoring
and oversight. The provincial Community, Seniors, Addictions & Mental Health Department does not
currently have responsibility for contract compliance monitoring and oversight. Interviewees
commented that the intention is that this department will take on more responsibility for aspects of risk
management and quality management in continuing care, including a role in contract compliance
monitoring and oversight. As well, AHS has recently developed a Contract Monitoring Framework, which
outlines performance monitoring and assessment; evaluation, risk, and response; and improvement
activities, such as corrective and preventive action.116
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Identify opportunities to improve the system
Across AHS there are different committees with mandates to review the available quality and safety
information, and then identify and prioritize opportunities to make improvements. This includes various
quality councils and committees that exist within the three continuing care streams and in and across
the five zones. The membership for these committees may include representation from the zones;
Community, Seniors, Addictions & Mental Health; Quality & Healthcare Improvement; CPSM; Infection
Prevention and Control; and service provider organizations. Most interviewees stated that decisions on
which improvement initiatives to pursue were often made through committee discussion and
consensus. AHS also has a formalized quality assurance committee structure; the mandate of these
quality assurance committees is to perform quality assurance activities as defined by the Alberta
Evidence Act.

Improve the system
The current CCHSS are based on a set of principles, one of which is quality improvement. The CCHSS
quality improvement Standard 1.2218 requires that quality improvement (QI) programs are established
to regularly evaluate and improve continuing care health services. The program components include,
but are not limited to:


Using quality indicators to improve services and achieve quality outcomes.



Developing, implementing, and overseeing QI strategies and action plans.

The standards compliance audit tool used by AHS auditors determines compliance with this standard
based on evidence of a service provider policy or process. Interviews with clients, families, or staff are
not a requirement of the auditing process for this standard. It is not clear what the process is to verify
that performance measures are used to identify opportunities for improvement (e.g., client outcomes
measures, client/family surveys), or what the process is for developing, implementing, and overseeing
QI strategies and action plans.117
The draft revised standards lack a specific standard that speaks to QI;98 however, Standard 20.0
(Information Reporting and Review) states that the service provider shall have a documented QI
program and policies and timelines in place to evaluate and improve healthcare services. The QI
program components, such as the requirement to develop, implement, and oversee QI strategies and
action plans, are either incorporated into other standards or are no longer specified.
In the SL and LTC Master Services Agreement Schedule C – “The Facility Supervisor/Manager's duties
include, but are not limited to the direction and coordination of quality improvement programs to
regularly evaluate and improve continuing care health services”. The contract goes on to state that “AHS
shall evaluate the Service Provider on an on‐going basis using AHS‐generated key service indicators to
identify quality improvement opportunities”.106,107 In the home care Schedule C the only reference to
quality improvement is to report on the accreditation status.
The AHS Seniors Department is responsible for collaborating with the zones to identify and gain
consensus on best practice, support the zones to adopt those practices, and develop standardized
practice and processes. This includes, for example, the standardized CCHSS audit tool, standardized
education and process for conducting interRAI assessments, and development of the healthcare aide
competency assessment profile. The AHS Seniors Department is the liaison with the Ministry of Health
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for “setting operational policy that aligns with and flows from the Ministry’s directional policy.”98 Within
the past year and a half, AHS Community, Seniors, Addictions & Mental Health Department has
implemented a Quality Improvement, Policy, and Evaluation (QIPE) team. This team provides resources
in the areas of quality outcomes, informatics, measurement, and project support services for the
department and the zones.
Zones participate in both local and provincial quality improvement initiatives, for example:


Quality Enhancement in Continuing Care Project – RAI Quality Review.114



Appropriate use of anti‐psychotic drugs with the Seniors Health Strategic Clinical Network.



Home care redesign strategic plan.118



AHS Alberta Improvement Way (AIW) pilot project in the Calgary Zone on home care missed
visits. Through a collaborative process a 50 per cent reduction in missed visits was set as the
project goal. This process is being rolled out to all home care providers in the Calgary Zone and
will be shared provincially.



Destination Home, which targets community‐based clients at risk for institutionalization to
maximize their potential to remain in their home if safely able to do so. The goal is to facilitate
safe discharge of patients – with comprehensive home care and community supports – while
awaiting assessment for continuing care.119



Path to Home, a provincial discharge model to improve transitions to community care and
reduce assessed and waiting times.119

As part of the patient‐care‐based funding model, 0.02 per cent of funding is allocated to operators for QI
purposes based on interRAI data and specifically identified QI initiatives. In addition, some QI or
innovation initiatives are funded through a Ministry of Health restricted grant. Interviewees expressed
concern that although the projects were worthwhile the one‐time grants did not provide for ongoing
funds to sustain the project beyond the end of the restricted funding grant (e.g., Destination Home and
Quality Enhancement in Continuing Care Project‐RAI Quality Review Project).

Supporting quality and safety – education, policies, and guidelines
Education
In the proposed revision to the CCHSS, specific standards were included that require continuing care
staff be provided training.98 Training on a number of quality and safety topics must be provided within
six months of someone being hired and after any existing guidelines, standard, legislation, or regulation
is revised. A list of other topic areas is included for which training must be provided within a year of hire
and every two years ongoing. Annually, the provider is required to ensure staff are aware of policies and
procedures.
AHS has a small provincial team, called the Quality and Safety Education Team, whose job is to provide
and support education and training on quality and safety for the organization. Examples of courses
include the basics of patient safety, quality improvement methodology, disclosing harm to patients and
families, and leadership in quality. There has been a movement towards making courses available
online; however, contracted providers cannot access the internal AHS website on which these
educational resources exist. AHS is using other mechanisms to support sharing of information and
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providing education to providers who are not direct employees of AHS; for example, an external website
was set up for a training project in medication reconciliation.
Although the focus of the AHS’ Quality and Safety Education Team’s activities has been to provide
education to AHS staff and physicians, in December 2011 a grant from the Ministry of Health was
secured that enabled AHS support for training of contracted continuing care providers. One of four
deliverables was to provide targeted education and coaching to interested contracted service providers
to improve baseline knowledge regarding patient safety principles (Fundamentals of Patient Safety) and
quality improvement methodology (AHS Improvement Way – AIW). Training opportunities were
provided between April 1, 2012 and March 31, 2013. In total 136 people were trained; 104 attended the
Fundamentals of Patient Safety course, and 32 attended the Alberta Health Services Improvement Way
course. Targeted education continued to be offered to continuing care contracted providers in the
2013/14 year.

Policies and guidelines
AHS has established two policies and an associated procedure that are specific to patient safety, which
are applicable to continuing care:


A policy and a procedure on Disclosure of Harm.120,121 Harm is defined as “an unexpected
outcome for the patient, resulting from the care and/or services provided, that negatively affects
the patient’s health and/or quality of life”.120 This policy describes AHS’ commitment to open
and honest communication between health professionals and patients and families; the
requirement to disclose harm, any risk of potential future harm, and whether there is any
change in care or monitoring; and the discretion to have a disclosure conversation with the
patient/family in cases where there was a close call, based on benefit to the patient in knowing
or wanting to know.



A policy on Reporting of Clinical Adverse Events, Close Calls and Hazards.122 The policy recognizes
that reporting of adverse events, close calls, and hazards is important for learning and
improving the safety of the health system, and that the participation of staff and medical staff in
reporting is key to developing a just and trusting culture. “The reporting and learning system is
a voluntary system of internal reporting that plays an important role in supporting a culture of
safety by ensuring that locally‐identified adverse events, close calls and hazards are reviewed
individually or in aggregate and/or trended and shared for the purpose of organizational
learning”.122

In addition to the above procedure and policies, a practice support guideline called the Immediate and
Ongoing Management of Clinically Serious Adverse Events has also been developed by AHS.123 The intent
of this guideline is to describe the roles and responsibilities of staff, physicians, and administrative
leaders and the actions to be taken when a clinically serious adverse event occurs. A number of staff
throughout AHS have received training in disclosure, and, along with staff from Quality & Healthcare
Improvement, are a resource to others who undertake disclosure conversations with patients and
families.

A final note
Despite the many continuing care quality and safety management elements and tools that have been
described such as accreditation, standards audits, safety reporting, continuous performance measures,
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and surveys, none of these alone can assure quality, nor can they provide the real‐time, day‐to‐day
monitoring of quality and safety provided by those at the frontline of care delivery. These ‘eyes‐on‐the‐
ground’ are a critical component of quality and safety management. In the home care and supportive
living streams AHS, through the case manager, has the ability to monitor on a day‐to‐day basis. This is
not the case in long‐term care, in which AHS must rely on the service provider for notification, as per the
CCHSS and/or contract provisions, when quality and safety issues arise.
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ISSUES, ANALYSIS, RECOMMENDATIONS, AND REQUIRED ACTIONS
Three main areas were identified to improve the management of quality and safety in Alberta’s
continuing care system. The first area relates to AHS contract management and oversight of contracted
providers. The second area involves strengthening core functions of quality and safety management in
continuing care. The third addresses clarification of roles, responsibilities, and accountabilities for
quality and safety management in continuing care.

Contracts
Issue
Due to variability in the continuing care contracts across the province, as well as lack of clarity for
contract oversight, the contracts cannot be fully utilized as a tool to support AHS oversight of quality and
safety management of contracted providers.

Analysis
Continuing care contracts are not yet standardized across the province, as some are legacy contracts
that AHS inherited from previous regional health authorities and from the Ministry of Health, resulting
in variable contract accountabilities. AHS is in the process of moving all new and existing service
providers towards a master services agreement (MSA) and service schedules that will be consistent
across the province; however, moving legacy contracts to the new MSA has been difficult and is taking
longer than originally expected. Within the three streams, long‐term care has the smallest proportion of
contracted providers on the standardized MSA.
Given that a significant proportion of services in continuing care are provided through a contractual
arrangement with external providers, having a standardized contract (MSA) is important for supporting
quality and safety management across continuing care. The contract is an important oversight tool; it
holds contracted service providers accountable for reporting and performing quality improvement and
quality assurance activities. AHS monitors the providers’ compliance with obligations outlined in the
contract, conducts financial audits, and reviews the performance information.
Currently, responsibility for monitoring compliance to continuing care contracts is held in various AHS
departments, resulting in an ‘everybody is responsible’ situation. The risk in this kind of approach is that
‘nobody is responsible’ as it is believed that responsibility lies elsewhere. Each zone is responsible for
monitoring adherence to the clinical components of the contract, although it was identified that the
degree of scrutiny and the level of monitoring of contractual compliance varies across zones.
Business Advisory Support performs financial audits. Contract Procurement & Supply Management
assesses some aspects of contract compliance (i.e., determining if insurance requirements were met)
and is aware of all the contract requirements, and thus would involve additional departments and
individuals as required.
When contracted providers are not delivering desired results or meeting contract expectations,
guidance can be sought from a standing committee of AHS’ Executive Leadership Team (the Major
Contracts Oversight Committee). However, the issues must first be identified and brought to the
committee’s attention. Having different departments across AHS responsible for various aspects of
contract compliance monitoring and oversight could create situations in which it is unclear who is
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ultimately responsible to take action when quality and safety issues arise. AHS has recently developed a
Contract Monitoring Framework, which outlines performance monitoring and assessment; evaluation,
risk, and response; and improvement activities, such as corrective and preventive action.

Recommendation 1
AHS develop a plan, with timeframes, to move all legacy continuing care contracts over to the
standardized master services agreement.

Recommendation 2
AHS make explicit where the responsibility and accountability for continuing care contract compliance
monitoring and oversight resides.

Audits and accreditation
Issue
The current auditing processes in continuing care result in redundancies and inefficiencies at the
provider, health authority, and ministry levels.

Analysis
Continuing care providers are audited on their compliance with the Accommodation Standards by
inspectors in the Ministry of Health; these audits occur as part of the regular licensing process, as do fire
inspections (conducted by the municipal fire department) and public health inspections (conducted by
AHS). Continuing care providers are also audited on their compliance with the CCHSS; these audits are
done by both the Ministry of Health (frequency determined by risk) and AHS (by staff within each of the
five operational zones, following a predetermined schedule). Finally, the external accreditation process
that many providers participate in includes another form of auditing. Together, these result in the
potential for six onsite audits or inspections within the same year. In addition, the content of the
different audits and standards often overlap, meaning that providers are assessed on the same item,
such as water temperature, through each of these different processes.
These redundancies, inefficiencies, and ‘burden’ of audits that the continuing care sector is exposed to is
not new; the issue has been identified previously in government reviews and reports.
In addition to redundancy, other issues are evident:


One of the problems with having different groups and numerous individuals conducting audits
is the inevitable variability and the potential of poor inter‐rater reliability. Many commented on
the differences between the CCHSS audit results conducted by the Ministry and by AHS.
Differences are also seen across the AHS zones. Recently, AHS has taken steps to decrease the
variability and improve the inter‐rater reliability of the CCHSS audits by creating a standardized
audit tool and standardized training for auditors.



Differing views were heard on how to improve the process, which organization (Ministry of
Health or AHS) should be responsible for the audits, and how audits can be approached. It was
suggested that to be meaningful, audits need to be conducted in an objective, ‘policing’ way, or
using a more collaborative, coaching approach.
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While the CCHSS apply to all three care continuing care streams, the Ministry’s focus has been
predominantly on facilities, and to date there have been no audits completed in home care.
Within AHS, the proportion of audits done in each of the three streams varies substantially
across the five zones.



Until relatively recently, CCHSS audit results were not shared between the Ministry of Health
and AHS. While the results of the Accommodation Standards audits are available to the public on
the Ministry of Health website, the results of the CCHSS audits are not.



The CCHSS quality improvement Standard 1.22 requires that quality improvement (QI)
programs are established to regularly evaluate and improve continuing care health services. The
program components include, but are not limited to: (1) using quality indicators to improve
services and achieve quality outcomes; and (2) developing, implementing, and overseeing QI
strategies and action plans.18 The standards compliance audit tool used by AHS auditors
determines compliance with this standard based on evidence of a service provider policy or
process; interviews with clients, families, or staff are not a requirement of the auditing process
for this standard.117 It is not clear what the process is to verify that performance measures are
used to identify opportunities for improvement, or what the process is for developing,
implementing, and overseeing QI strategies and action plans.



There is considerable variability within and across the three continuing care service streams as
to each service provider’s accreditation status and the use and requirement of accreditation as a
quality management tool by AHS.



Considerable emphasis has been placed on monitoring compliance with standards in continuing
care as a mechanism to assess for and assure quality. While monitoring for standards
compliance is an important component of assessing quality, it is only one mechanism.
Undergoing an audit to a set of standards once every two years, or even once a year, should not
be relied on as the sole mechanism for identifying quality issues in continuing care. It is one
source of information about quality, and it needs to be assessed along with information from
other sources, such as performance metrics, client/family experience, and safety information to
gain a complete picture of the quality of care and service that can then be used for quality and
safety management purposes. Audits are only one of the activities within a comprehensive
quality management system. Audits ensure compliance; they do not ensure quality.



In the past, conducting an audit was one response to an adverse event or a complaint, especially
those that may have garnered media or public attention. In these situations, however, there are
other quality and safety tools that would be far more effective, such as conducting a systems‐
level safety analysis to fully understand what has occurred, why, and what needs to be
improved.

Recommendation 3
The Ministry of Health and AHS improve auditing processes in continuing care including CCHSS,
Accommodation Standards, and accreditation with a goal to remove redundancy and improve efficiency.
When redesigning the audit processes, some general principles should be considered:


Consistent application across the province and across the three continuing care streams.



Auditing to be done by a group that is removed from frontline or zone operations.
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Separation of the auditing process from the process that provides quality improvement support
and coaching.

Required actions


The Ministry of Health and AHS explore combining the Accommodation Standards and CCHSS
auditing processes.



The Ministry of Health and AHS publicly report the results of CCHSS audits.



The Ministry of Health and AHS ensure that the CCHSS audit tool includes mechanisms to assess
the rigour of the provider’s quality improvement program to verify that performance measures
are used to continuously identify improvement opportunities and that processes are in place for
implementing improvement strategies.

Recommendation 4
The Ministry of Health and AHS provide clarity on the role and requirement for accreditation in quality
and safety management for continuing care.

Required actions


The Ministry of Health review, and revise if required, the ministerial directive Mandatory
Accreditation in Alberta’s Health System, to provide clarity regarding the requirement for
mandatory accreditation for continuing care contracted service providers.



AHS develop a plan, with clear timelines, to ensure and monitor the accreditation status of all
contracted service providers.

Continuous performance measurement
Issue
The information available from the interRAI assessment tool is being underused for quality monitoring
and evaluation at all levels of the continuing care system.

Analysis
By providing a common approach to assessment, care planning, and outcome measurement, interRAI
assessments are designed to serve as an integrated health information system linking all sectors in the
continuum of care.61,124,125,126 In addition to supporting the development of care plans for clients, the
assessment can be repeated over time to track outcomes of care related to depression72,73 cognitive
function,74 physical disability,75 pain,76 behaviour,77 pressure ulcer risk,78 and frailty.79,80 These
instruments can also be used at the individual level to support allocation of resources to match
individual needs.
One of the key benefits of the interRAI assessment instruments is that they allow for health information
that is gathered once during the initial assessment and in routine care to be used at other times by many
others for multiple applications. Therefore, this ‘ask once, use many times’ approach provides a cost‐
effective way to serve the information needs of a broad‐based quality and safety management system.
This information can be used to support quality improvement, funding, service planning, policy
development, program evaluation, and applied research aimed at improving the health and well‐being of
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vulnerable people. The use of interRAI assessment data to calculate quality indicators is extremely
useful for performance improvement in continuing care. The most recent generation of quality
indicators for nursing homes68 and home care65 used in the Canadian Institute for Health Information’s
(CIHI) reporting system places a greater emphasis on outcome‐based measures of improvements and
decline in health. The quality indicators also use more sophisticated risk‐adjustment techniques to
establish a level playing field in quality comparisons.
Alberta began implementation of interRAI’s Resident Assessment Instrument (RAI 2.0) and Resident
Assessment Instrument for Home Care (RAI‐HC) before 2010.113 It is expected that Alberta will begin
submitting data to CIHI’s Continuing Care Reporting System (CCRS) in 2014 and Home Care Reporting
System (HCRS) in 2015, which will provide the province the first opportunity to participate in national
quality benchmarking initiatives for these two sectors.
interRAI instruments are in use to varying degrees across the province; that is, the interRAI LTC is more
widely used than the interRAI HC. This means that the reporting and use of the interRAI data, including
the interRAI quality indicators, is variable. For example, some zones are only using the interRAI tools for
assessment, while others are also using it for care planning. The use of the quality indicators for quality
monitoring and improvement is quite limited.
In 2012, as part of the Quality Enhancement in Continuing Care Project – RAI Quality Review Project, it
was identified that there was no provincial review mechanism in place to validate the structure,
business rules, and outcomes of the interRAI assessment process.114 This project is currently being
implemented across the province.
In order to improve client experience and care outcomes, system‐level outcomes will be more readily
available when all data, historical and current, from interRAI HC is included in the Alberta Continuing
Care Information System (ACCIS). Consistency of indicators, measures, and reporting will be enhanced
with the maturing of the interRAI data collection processes and the ACCIS data reporting system. A
complete dataset in the ACCIS database will increase opportunities to examine quality measures from a
population perspective.
An anticipated future use of interRAI is to integrate this information with financial information to
produce cost‐effectiveness measures that will support AHS’s overall vision of ‘Better Quality, Better
Outcomes and Better Value’.127
There is variability across AHS zones and service provider organizations in the resources available to
support analysis and reporting. Some AHS zones and service providers have dedicated quality and safety
and data analytics support while other zones and service providers do not.
Providing the public with access to provider‐level quality information can help with provincial quality
improvement in a variety of ways. First, it provides any interested stakeholder, including members of
the general public, a transparent and scientifically sound source of evidence about quality in the
province. Second, it provides a common benchmarking framework service providers can use to set their
own quality improvement goals. Third, it allows people needing care, and their family members, to make
informed choices about the organizations from which they will seek continuing care services.
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Recommendation 5
The Ministry of Health and AHS complete the implementation and support the full use of the interRAI
assessment instruments and the Alberta Continuing Care Information System (ACCIS).

Required actions


Make interRAI information available to all continuing care stakeholders for continuous quality and
safety management.



Ensure appropriate, dedicated resources at all levels (micro and macro) to support measurement,
analysis, monitoring, and evaluation of interRAI information and the identification and
implementation of improvement opportunities.



Provide the public with access to site/provider‐level quality information.

Surveys
Issue
Continuing care lacks a standardized, consistent, and province‐wide approach to administering client
and family experience surveys.

Analysis
Current approaches to evaluating patients’ experience in healthcare settings tend to ask specific
questions about how people feel in the setting (e.g., perceived safety, sense of belonging, having
meaningful things to do) and about how they feel they are treated by staff (e.g., staff respect privacy,
respond in a timely manner). These approaches deal both with quality of life while receiving care and
the aspects of quality of care that overlap with quality of life.51 However, there are limitations to
measuring patient experience in that these measures only provide a partial answer to questions related
to quality in continuing care settings. The most important constraint is non‐response bias.52 People may
be excluded from these surveys because they refuse to participate for a variety of reasons, including
concerns about the confidentiality of their responses and potential repercussions if they give negative
ratings. In addition, large portions of the continuing care population may be excluded due to cognitive or
communication impairments. Feedback from families is equally important but it cannot be assumed to
be a proxy for the client. Family and resident experience data are not interchangeable; however, each
represents an important aspect of quality feedback.
Continuing care service provider organizations must have a process whereby clients can evaluate or
comment on the services provided, including making satisfaction surveys available to clients. This has
resulted in a variety of survey questionnaires and processes across the three continuing care service
streams and across the many service provider organizations. For example, of the surveys reviewed for
one of the streams in one AHS zone, questions are asked of either clients and/or families and similar
topic areas are explored but using different questions. This prevents any opportunity to compare
between sites or across or between AHS zones or to aggregate data at a provincial level for reporting
and quality improvement purposes beyond the individual‐site level. Often these questionnaires are
developed ‘in‐house’ without any form of reliability or validity testing and are administered using
various methodologies (i.e., phone or face‐to‐face interview, web‐based, and paper). The result is that no
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two survey processes are alike and therefore the quality of care and services cannot be consistently
measured or compared.
The HQCA’s survey of residents and families in long‐term care centres across the province, which began
in 2007, was repeated in 2010, and data collection for a third survey was initiated in March of 2014. The
results of the surveys are shared with long‐term care stakeholders across the province, and each
participating site receives site‐specific results. The results are shared with residents and families in an
aggregated provincial‐level report108 and reported publicly by AHS. When the 2014 survey process is
complete, three separate years of comparable data will be available for continuing care stakeholders to
compare at a site, zone, and provincial level.
In late 2013, the first provincial survey of residents and families in supportive living environments (SL3,
SL4 and SL4D) was initiated by the HQCA. These results are scheduled for public release in the fall of
2014. In 2014/15, the HQCA will conduct a pilot study to survey clients receiving home care services,
followed by a province‐wide survey.
The HQCA surveys use a stringent sampling and survey methodology and incorporate rigorous
validation, cognitive, and pilot testing to ensure reliability and comparability.

Recommendation 6
The HQCA continue to build on the work completed to date to establish valid, reliable, and consistent
province‐wide client and family survey tools and processes for long‐term care, supportive living, and
home care that support and facilitate quality improvement efforts throughout the continuing care
system.

Safety reporting
Issue
No single repository exists of continuing care safety information from across the province.

Analysis
At present, there are various mechanisms within AHS for the reporting of safety information in
continuing care. These include the mandatory reportable incident process; staff reporting of hazards,
hazardous situations (close calls), and patient harm events; reporting from clients or families (in the
form of complaints and concerns); and Protection for Persons in Care reports.
The reportable incidents process is mandatory and a requirement of the CCHSS. Specific criteria have
been defined for what must be reported by continuing care providers. Completed forms are submitted
electronically to the Ministry of Health and AHS simultaneously, but the information is entered into
separate databases or spreadsheets.
Systems exist within AHS for staff and physicians to report their safety concerns, including when
patients experience harm events or close calls; contracted providers and patients and families, however,
are not able to report into it. The service providers have their own individual processes and systems for
reporting as required by the CCHSS. Those contracted providers who are under AHS’ new contract
(master services agreement) are required to report incident information to AHS. Information is reported
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by the contracted providers on a monthly or quarterly basis, and includes the number of incidents
broken down into some broad categories, such as medication errors and falls.
Patients and families are provided different mechanisms to report safety concerns. They can complain
directly to service providers, and these complaints are managed and responded to through the service
provider’s internal processes. This information is not necessarily shared with the Ministry of Health or
AHS, unless it meets the criteria of a reportable incident or if it is reported to the Protection for Persons
in Care office. When care is provided directly by AHS, patients and families may complain to the person
providing the care or to AHS management, where it may be dealt with directly, or they may launch a
formal complaint through AHS’ Patient Relations Department. The Ministry or the Minister of Health
may also receive a concern and this will either be managed by the Ministry or be given to AHS or the
service provider to address. Lastly, complaints about the conduct or competency of an individual
healthcare provider can be made directly to the provider’s professional regulatory body.
Any individual can also report an allegation of abuse to Protection for Persons in Care. These complaints
are reviewed and responded to by the office of Protection for Persons in Care within the Ministry of
Health. If the allegation is related to an AHS facility, the Ministry will notify AHS through the office of the
chief executive officer. AHS logs and tracks these complaints on a separate spreadsheet.
The use of all of these various mechanisms for reporting means that there is not one single repository of
safety information in the province. This significantly limits the ability of the continuing care system to
identify, analyze, and trend safety issues, and thus significantly hampers effective quality and safety
management.
Safety experts recognize the importance of having a safety reporting system so that safety information is
widely shared, and thus the organization can learn and make improvements.

Recommendation 7
AHS develop a plan for incorporating all continuing care safety information (e.g., reportable incidents,
hazards/hazardous situations, close calls, patient harm events, concerns, and PPC reports) from AHS
staff, physicians, and contracted service providers to effectively identify and analyze safety issues, share
safety information across the continuing care system, and inform system improvement.

Roles and responsibilities
Issue
Quality and safety management in continuing care lacks clarity in roles, responsibilities, and
accountabilities among the Ministry of Health, AHS, and contracted providers. Within AHS alone there is
a similar lack of clarity regarding roles and responsibilities for quality and safety management in
continuing care.

Analysis
Responsibility and accountability for the continuing care system can best be described by looking at the
roles of the provincial government (including the Ministry of Health), the health authority (AHS), and
the contracted service providers. These responsibilities have been articulated in the Continuing Care
Health Service Standards (CCHSS)18 and in the Coordinated Access to Publicly Funded Continuing Care
Health Services: Directional and Operational Policy.1 The Government of Alberta establishes the
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legislative and regulatory framework in which the health system operates. AHS is responsible for
delivering continuing care services and sets operational policy that aligns with the Ministry of Health’s
directional policy. AHS implements the CCHSS, and monitors, evaluates, and reports on continuing care
service performance. AHS may provide continuing care health services directly or may delegate the
delivery of services through a contract agreement with a provider. Contracted service providers are
responsible for adhering to the contract with AHS, providing continuing care services, and ensuring
compliance with the CCHSS and, where applicable, the Accommodation Standards.
Despite these efforts, a lack of clarity still exists in roles, responsibilities, and accountabilities. For
example, the CCHSS state that operators (contracted providers) report to AHS as well as the Ministry of
Health.18 This means the contracted service providers may approach the Minister directly even though
they have a contractual relationship with AHS. This could result in both the Minister and AHS providing
frontline direction.
There is also a lack of role clarity between the Ministry of Health and AHS when it comes to managing
patient harm events or situations that attract media attention or involve a public perception of a quality
or safety issue. For example, there have been situations in which both the Ministry and AHS conducted
CCHSS audits within a day of each other at a continuing care facility where a concern had been raised.
This duplication of effort is an inefficient use of resources and, potentially, creates inconsistent
direction. Moreover, the continuing care operator may also conduct an internal review of a situation.
Within AHS itself a lack of clarity is evident in terms of roles, responsibilities, and accountabilities. AHS’
organizational structure has a combination of provincial and zonal responsibilities. Community, Seniors,
Addiction & Mental Health and the Seniors’ Clinical Strategic Network both have a role in improving
healthcare services for seniors. On the AHS organizational chart, they are distinctly separate from
frontline operations and where implementation of policy and best practice occurs at the zone level. In
the current organizational structure, these portfolios do not connect until they reach the level of the
official administrator.
There was variable understanding of the roles and responsibilities of the AHS provincial departments;
some zones identified them as being instrumental in identifying and implementing best practice, while
others said they interacted with provincial departments on an as‐needed basis only.
The functions of quality and safety management need to be clearly defined to ensure optimal care is
provided. Such an accountability matrix is shown in Table 8 for consideration.

Recommendation 8
The Ministry of Health and AHS develop an accountability matrix for continuing care that clearly
delineates the lines of responsibility and accountability for quality and safety management from the
Ministry to AHS, and from AHS to contracted service providers.

Recommendation 9
AHS ensure clear lines of accountability and responsibility for quality and safety management in
continuing care.
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Table 8: An example of a quality and safety management accountability matrix
Q&SM Functions ⇒

Measure / Monitor / Evaluate

Identify

Macrosystem

Review local data –
determine if results
are meeting goals

Participate in
reviews/audits as
requested

Review individual
reports and trend
reports

Review data across
microsystems and
for specific client
populations –
determine if results
are meeting goals

Ministry of Health

Create a procedure for
providers and clients to
Conduct internal audits report harm and near harm
of efforts to improve
Produce reports (send to
quality/mitigate risk
accountable people)
Contract/coordinate
accreditation process
Create requirement for
accreditation/audits

AHS

Funder /
Contract holder

Facilitate external
reviews/audits

Assure process
completed

Review accreditation
and audit reports

Review outcome
data

Assure organization
complies with
recommended
improvements

Inform clients
how to register a
concern
Be aware of
organization’s
results and any
local results



Report possible issues to Ministry of Health



Participate in investigations as requested
Analyze/trend
reports

Participate in
Report possible issues to the organization
interviews if asked

Review and trend Participate in
concerns over local system analysis as
care provided
required

Review local safety
Based on data – make
reports/client concerns
decisions about goals for that identify
improvement
hazards/hazardous
situations

Create a procedure

Establish a process to
identify and prioritize QI
opportunities and risk of
harm mitigation
strategies

Review and trend
concerns

Conduct a systems
analysis

Analyze/trend reports

Assure valid
policies/procedures Assure systems
Follow up valid reports
Contract/coordinate are in place & being analyses are
Assure valid
process
used
policies/procedures are in Issue order to
conducted
organization(s) for required Follow up valid reports
place and being used
according to
Review reports
Provide a second
changes
standards
review
process
Issue order to
when requested
organization(s) for

Review all safety
reports/client concerns
that identify
hazards/hazardous
situations – establish a
procedure for
Assign accountability for responding to identified
projects
issues

Participate if asked in quality
improvement/risk mitigation initiatives

Conduct QI projects

Test local strategies
to mitigate risk

Implement successful
Inform organization of
improvements
strategies and results

Conduct QI projects

Test organization
strategies to mitigate
risk

Implement successful
improvements
Implement
successful strategies

Assure valid policies and procedures are in place and
being used
Assure organization
follows a valid QI
Request reports on issues/events that have been
identified and plans for improvement/mitigation of process
risk/analysis of harm events

Mitigate risk

Hazards /
hazardous
situations

AHS

Report possible issues using the appropriate procedures identified by the
organization or funder

Opportunities to
improve quality

Organization

Participate if asked

Safety event
analysis

Microsystem

Participate in data
collection if asked

Surveys

Contracted
provider

PPC reports

Healthcare providers

Reportable
incidents

⇓

Organization
reports

Audits

Accreditation

Continuous
performance
measures

Accountabilities

Client concerns

Safety Reporting

Improve

Assure organization
follows a valid
process to mitigate
risk

required changes

PPC – Protection for Persons in Care; Q&SM – Quality and Safety Management
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SUPPLEMENTARY FINDING
“High‐performing healthcare systems are those that have created effective frameworks and systems for
improving care that are applicable in different settings and sustainable over time.”24
Although not the focus of previous reviews conducted by the HQCA, a theme has emerged regarding the
need for a comprehensive quality and safety management framework for Alberta’s healthcare system.
This was reinforced during the course of this review. A scan of healthcare systems and ministries across
Canada indicated that quality management components are used, and are integrated, to varying degrees
in continuing care; however, no examples of a comprehensive quality and safety management
framework or system could be found.
The literature review identified a wide variety of safety and quality management models, concepts,
approaches and tools but did not identify a unifying, comprehensive framework for healthcare. Many of
these models exist in non‐healthcare industries, with high‐level concepts that can be applied to
healthcare systems. Typically, manufacturing industries focus on quality management approaches. High‐
risk and high‐reliability industries such as aviation, rail transportation, and nuclear power have
developed the concept of safety management systems. Often, quality management and safety
management in non‐healthcare industries are addressed separately. In healthcare it is rare to find well‐
defined approaches for managing quality and managing safety systematically across an entire healthcare
system.
Also integral to a quality and safety management framework are core functions that ‘operationalize’ the
high‐level concepts of a quality and safety management model and make them applicable for the
healthcare system.
Measure/monitor/evaluate: improvement starts with some form of measurement or evaluation
following the axiom ‘you manage what you measure’. Measurement serves to create the evidence for
change when results are less than desired, and helps to establish obtainable targets. Measurement also
serves to create a baseline to which future system changes can be compared. Donabedian described
measuring three characteristics of a system that could be assessed to reflect quality: the outcomes of
care, the processes that are undertaken that produce the outcomes, and the system’s structure – those
elements that are in place to support the processes.44 An indicator can be defined as a measure used
over time to determine the performance of functions, processes, and outcomes. It can be used to assess
the adherence to a standard, achievement of quality goals, or as a quantifiable value that can be used to
evaluate performance over time, rather than just a ‘snapshot’ evaluation. Indicator monitoring often
provides a valuable addition to standards‐based evaluation, since indicators often focus on a few key
structures, processes, or outcomes that represent an overall picture of quality of the organization.45
Appropriate measures at different levels of the health system are required to facilitate improvement.46
Identify opportunities for improvement: information from measuring/monitoring/evaluating can be
used to identify opportunities to improve the quality of care and to identify safety hazards and
hazardous situations. Because of the volume of information and opportunities for continuous
improvement that exist in any system, healthcare organizations need to decide how they will use
criteria‐based decision making to determine which improvement activities will take priority.27,37
Decisions made with the goal of mitigating the risk of harm to patients are typically based on assessing
the probability that a hazard or hazardous situation will lead to harm, the number of patients that could
be affected, and the severity of harm that could be expected.
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Improve the system: working in teams, employees are empowered to take action on the improvement
opportunities using “practical methods and tools”.27,28,29 There are numerous quality improvement
methodologies that can be employed to support an effective system redesign. When safety is the focus of
improvement efforts, a human factors‐based approach is often undertaken to understand error‐
provoking conditions with a view towards making structural changes to the system that address such
conditions. Once improvement ideas have been tested and evaluated, the changes must be implemented.
Throughout Alberta’s system, the elements of quality management are employed in varying degrees of
implementation and integration. Some health service provider organizations are using performance
measurement, safety learning systems, standards compliance and accreditation, and patient experience
data to inform quality improvement decision‐making. These approaches are not always integrated into
an overarching quality and safety management system, however. Perhaps the clearest evidence of the
lack of integration is the many information/data systems that exist in silos, creating barriers to shared
systemic learning.
The Ministry of Health in Alberta recently conducted an environmental scan on governance structures
for quality assurance. The conclusion from the scan was that “despite a focus on health quality
improvement and management in recent years, a formalized governance structure for health quality
assurance does not exist in Alberta”. The purpose of the document is to guide further development in
quality management in Alberta.128 In addition, the Ministry has developed a Health Systems Outcome
and Measurement Framework and in the 2014‐2017 business plan has identified the following priority
initiative: “Develop an Assurance Framework to provide Albertans with assurance of the quality of care
and client safety provided in health care facilities”.129
The Minister’s Forum on Continuing Care is intended to serve as a new partnership between the
Ministry of Health, Alberta Health Services (AHS), and continuing care providers to discuss and address
policy issues with the goal of strengthening the continuing care system today and in the long term.130
One of the policy directions considered by forum members was public assurance. It was recognized that
assurance is the responsibility of the province and that greater alignment is required between the
Ministry of Health, AHS, and continuing care providers to achieve this.
Alberta Health Services (AHS) has recently identified the need for a quality management framework for
continuing care. It has developed a draft framework and held two workshops with stakeholders that
included the Ministry of Health and contracted service providers to provide input into the framework.
The resulting framework is proposed to represent a shared understanding of how quality of care will be
defined, measured, reported, and continuously improved, including identification and mitigation of
risk.131
However, despite the work completed to date, the province is still lacking an overarching integrated
approach to quality and safety management. The HQCA has identified a plan to develop a quality and
safety management framework for the province in its 2014‐2015 business plan.132 Without a consistent
and overarching quality and safety management framework, there is a risk that quality and safety
resources are used ineffectively, that care staff are overburdened with inefficient monitoring activities,
and that the system cannot as readily learn about and adopt practices that improve the quality and
safety of continuing care for Albertans.
A provincial quality and safety management framework that standardizes terminology and the
application of core principles and functions would ensure a systemic way of thinking and approaching
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quality management that would help to embed these important concepts into Alberta’s health system
now and in the future. The framework should be applicable to the various sectors or areas of need
across the health system as defined by the Alberta Quality Matrix for Health: being healthy, getting
better, living with illness or disability, and end of life.133 In fact, as identified above, Alberta would be
leading the way in developing and establishing a provincial framework for quality and safety
management.
The development of a provincial framework would benefit from the engagement of health system
stakeholders from across the province and representing health service sectors, provider and health
professional organizations, the Ministry of Health, and academia. In addition, utilizing national and
international experts in quality and safety management from healthcare and non‐healthcare industries
for external validation would ensure all aspects of quality and safety management have been addressed.
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Appendix V: Current interRAI quality indicators
Long-term care
ADL
 Unexpected loss of function in basic daily
activities
 Improved mid‐loss activities of daily living
(ADL) functioning (transfer and locomotion)
or remained completely independent in mid‐
loss ADLs
 Improved early‐loss ADL functioning
(dressing and personal hygiene) or remained
completely independent in early‐loss ADLs
 Improved in some basic daily activities
 Declined mid‐loss ADL functioning (transfer
and locomotion) or remained completely
dependent in mid‐loss ADLs
 Declined early‐loss ADL functioning (dressing
and personal hygiene) or remained
completely dependent in early‐loss ADLs
 ADL self‐performance declined
Behaviour
 Behaviour symptoms declined
 Behaviour symptoms improved
Continence
 Residents with indwelling catheters
 Residents whose bowel continence worsened
 Residents whose bladder continence
worsened
 Residents with a urinary tract infection
 Residents whose bowel continence improved
 Residents whose bladder continence
improved
Cognitive Function
 Cognitive ability worsened
 Cognitive ability improved
Communication
 Ability to communicate worsened
 Ability to communicate improved
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Delirium
 Residents with symptoms of delirium
Falls
 Fell in last 30 days
Infection
 Residents with infections
 New respiratory infection or not improved
Mobility
 Locomotion ability worsened
 Locomotion ability improved
Mood
 Worsened symptoms of depression
Nutrition/Weight
 Residents with feeding tube
 Unexplained weight loss
Pain
 Residents with pain
 Worsened pain
Pressure Ulcer
 Pressure ulcers at stage 2‐4
 Worsened pressure ulcers at stage 2‐4
 New pressure ulcer at stage 2‐4
Restraints
 Residents in physical restraints
Medication
 Antipsychotics without indicators of psychosis

163

Home care
Functional Indicators
 Improvement in instrumental ADL
 Decline in instrumental ADL
 Improvement in ADL
 Decline in ADL
 Improvement in cognitive performance
 Decline in cognitive performance
 Improvement in communication
 Decline in communication

Social Indicators
 Caregiver distress at follow‐up
 Social isolation and distress
 Reduced community involvement
Health Services Indicators
 No influenza vaccination
 Hospital, emergency department, emergent
care use at follow‐up

Clinical Indicators
 Improvement in bladder continence
 Decline in bladder continence
 Occurrence of falls at follow‐up
 Unexpected weight loss at follow‐up
 Injuries at follow‐up
 Improvement in mood symptoms
 Decline in mood symptoms
 Daily, severe pain at follow‐up
 Pain not adequately controlled
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Appendix VI: Development of interRAI assessments
Development of the interRAI assessment systems began with the release of the original Resident
Assessment Instrument (RAI) version 1.0 for nursing home settings in 1990 as a response to an Institute
of Medicine report on the quality of long term care in the United States.134 The interRAI network was
established in 1992 to begin a program of international research aimed at conducting cross‐national
comparative research in nursing homes.134 The RAI instrument was updated to its second version in
1994 in research led by the US Health Care Financing Administration in partnership with US members of
the interRAI network134 A series of evaluation studies demonstrated that the introduction of the RAI
into US nursing homes was associated with improved quality of care in multiple domain areas.134
By the mid‐1990’s the focus of interRAI research expanded to included development of new assessment
instruments for home care,135 inpatient psychiatry,124 and acute care.136 These were initially conceived
of as “stand‐alone”, but complementary, systems; however, by 2000 it was recognized that these
instruments could be seen to comprise an integrated health information system linking multiple sectors
of care.137 A multi‐year restructuring initiative was launched in order to update the entire family of
existing interRAI instruments and to develop new instruments for sectors not already covered by
existing assessments.126,138 The aim of this new effort was to fully harmonize assessment methodologies,
item definitions, and care planning approaches in order to comprise an assessment approach that would
cover the full continuum of care. The table below provides a list of all new interRAI assessment systems
that comprise the new, integrated suite of instruments.
The effort to update all interRAI instruments included a multinational effort to update the RAI 2.0. Given
the broad international use of this instrument, there was great interest in many countries to update the
instrument and to tailor it to the needs of all countries employing the instrument. Where previous
developmental work had been restricted to the US only, the research effort to update the RAI 2.0 was a
broad international effort including strong participation from Canadian researchers, long term care
organizations and CIHI. A 12‐country study of the reliability of the new interRAI instruments138 showed
that the new instruments had improved performance in reliability compared with previous instruments
and that reliability levels were comparable across various care settings including home care, nursing
homes, post‐acute care, palliative care and mental health.
The new interRAI Long Term Care Facility (LTCF) assessment system that arose from this restructuring
effort bears many advantages over the RAI 2.0, including improved reliability, reduced length (30%
shorter than RAI 2.0), easier administration, refined items and scales, and expansion of items related to
the resident’s perspective139,140 However, the key advantage of the interRAI LTCF is that it is fully
harmonized with all new interRAI instruments, whereas the RAI 2.0 in current use employs older item
response sets that require some adaption to compare with other interRAI assessments.
The interRAI LTCF has been the focus of a large scale multi‐national study on nursing home care in the
European Union known as the SHELTER Project.140 The study used the LTCF to examine clinical issues
like depression,141,142 delirium,143 inappropriate drug use,144 polypharmacy145 and diabetes care146 in
European nursing homes. However, a study of critical importance was done by Boorsma et al., who
showed that the interRAI LTCF was associated with improved quality of care and quality of life in Dutch
nursing homes as part of a randomized clinical trial.147
In the foreseeable future it will be important for Canadian jurisdictions to move to adopt the newer
interRAI LTCF instrument because it is more cost effective, more psychometrically sound, and more
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closely integrated with other interRAI instruments in use in Canada than the RAI 2.0. CIHI has begun an
initiative to update its reporting systems to receive data based on the new interRAI instruments. This
has been spurned, at least in part by the current or planned adoption of new suite instruments in
Ontario (Contact Assessment, Home Care, Palliative Care, Community Health Assessment), Manitoba
(Long Term Care Facility), and Newfoundland and Labrador (Community Mental Health). Considerable
work has been done by interRAI and CIHI to ensure that important applications like care planning
protocols, outcome measures, quality indicators and case mix classification systems can be fully derived
from the new instruments.
The new suite of interRAI assessment instruments
Care setting

interRAI Assessment

Nursing homes
Complex continuing care hospitals
Home care
Community support services
Assisted living
Primary care

interRAI Long Term Care Facility
(LTCF)
interRAI Home Care (HC)
interRAI Community Health
Assessment (CHA)

Acute care

interRAI Acute Care (AC)

Rehabilitation
Inpatient psychiatry

interRAI Post Acute Care (PAC)
interRAI Mental Health (MH)

Community mental health

interRAI Community Mental Health
(CMH)

Mental health crisis (e.g., emergency
room, mobile crisis teams)
Pediatric Residential Mental Health

interRAI Emergency Screener for
Psychiatry (ESP)
interRAI Child Youth Mental Health
(ChYMH)

Developmental Services
Pediatric Developmental Services

interRAI Intellectual Disability (ID)
interRAI Child Youth Mental Health –
Developmental Disability (ChYMH –
DD)
interRAI Self‐reported Quality of Life
Surveys

“Patient Experience” Surveys

APPENDIX VI: DEVELOPMENT OF INTERRAI ASSESSMENTS

Supplements or Screeners

Contact Assessment
Functional Supplement
Mental Health Supplement
Deafblind Supplement
Assisted Living Supplement
ED Screener
ED Contact Assessment
Post‐acute supplement
Forensic Supplement
Addictions Supplement (In
development)
Forensic Supplement
Addictions Supplement (In
development)

Adolescent Supplement
Addictions Supplement (In
development)

Nursing Home
Home Care
Independent Living
Senior Housing
Mental Health
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Appendix VIII: Acronyms
ADL
AH
AHS
AIW
BAS
CAPs
CC
CCHSS
CCQMF
CEO
CIHI
CPSM
DIMR
ELT
FACT
FIRMS
FL
FTE
HC
HCA
HL
HQCA
HS&QM
IHI
IT
LPN
LTC
MCOC
MDS
MLA
MSA
PA
PARIS
PCBF
PCC
PDD
PPC
QA
QHI
QI
QIPE
QM

Activities of daily living
Alberta Health
Alberta Health Services
Alberta Health Services improvement way
Business Advisory Services
Clinical assessment protocols
Continuing care
Continuing Care Health Service Standards
Continuing care quality management framework
Chief executive officer
Canadian Institute for Health Information
Contracting, procurement and supply management
Data Integration, Measurement & Reporting
Executive leadership team
Feedback and concerns tracking
Financial information reporting measurement system
Facility living
Full time equivalent
Home care
Health care aide
Home living
Health Quality Council of Alberta
Healthcare Safety & Quality Management
The Institute for Healthcare Improvement
Information technology
Licensed practical nurse
Long‐term care
Major contracts oversight committee
Minimum data set
Member of the Legislative Assembly
Master services agreement
Parliamentary assistant
Primary access regional information system
Patient care based funding
Primary community care
Persons with developmental disabilities
Protection for Persons in Care
Quality assurance
Quality & healthcare improvement
Quality improvement
Quality improvement policy and evaluation
Quality management
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RAI
RFP
RLS
RN
RUGs
SCN
SL
SQLI

Resident Assessment Instrument
Request for proposal
Reporting and learning system
Registered nurse
Resource utilization groups
Strategic Clinical Network
Supportive living
Seniors Quality Leap Initiative
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