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Quality [ IDTES e Progress Report/Status: Reviewing Last Year's | Planned improvement initiatives (Change
Issue S # |Type  |Measure/Indicator performance performance | Target Target justification Trends - Chart Previous year change idea - . Methods Process measures Target for process measure |Comments
dimension Change Ideas - Ideas) This year steps for more efficency
2023/2024 2024/2025
Access and Efficient 1 |Optional |Rate of ED visits for modified list of Reducing avoidable ED visits through Ensure preventive care and early treatment for common This change was implemented as intended. Reduce p 1) support for LTC staff to 1) The number of telehealth consultations conducted | Conduct a minimum of 50
Flow ambulatory care-sensitive Maintain <5 improved chronic disease management aligns: conditions that could lead to potentially avoidable ED visits: Department (ED) visits by Long: It with ED before transfer. 2) before visiting the emergency department transfers. |telehealth consults each
conditions* per 100 long-term care " X = 100’ with Ontario Health recommendations. RNs and LTC MDs will continue the initiative to provide early Term Care (LTC) clinical capacity (Phase 1 -| Establish an LTC early intervention protocol for 2) Percentage of cases where early intervention quarter.
residents. residents treatments for common conditions at ECU, administering these Implementation: increase beds in long- prevalent conditions. prevented an ED visit.
treatments at ECU rather than transferring patients to the ED. term care).
Timely 2 |Priority/ |90th percentile ambulance offload Aligns with the average best practices of N New Priority indicator for this year. Improve collaboration with regional EMS |Conduct joint EMS-hospital coordination meetings  |" Number of EMS-hospital coordination meetings" or |Increase EMS pre-arrival
New time Ontario Health. Current performance (18 services. and establish EMS pre-arrival protocols. | of EMS pre-arrival notifications. " [notifications by 30% within 6
*x 18 minutes <30 minutes |minutes) is strong — the goal is to sustain - months.
performance within the best-practice i
threshold through collaboration with EMS. E
3 [New 90th percentile emergency The current performance (12h 12m) is " Reduce ED length of stay for admitted  |1) Conduct virtual ward rounds for real-time patient |1) Number of early discharges completed. 2) [Transfer 90% of admitted | Explain on the second point
department length of stay for T e ee——— slightly better than Ontario’s average (13h). .. patients by improving bed flow and prioritization. 2) Optimize | Percentage of admitted patients who are transferred |patients to inpatient beds
admitted patients st e <12 hours | This target reflects our commitment to New indicator for this year. inpatient coordination. inpatient discharge planning to free up beds earlier in |to an inpatient bed within 4 hours. within 4 hours.
improving internal bed flow and ensuring the day
timely | e S B

4 |New 90th percentile emergency Current performance (10h 6m) already New indicator for this year. Reduce ED length of stay for high-acuity |1) Establish a dedicated "STAT Priority" pathway for |1) Percentage of patients receiving STAT diagnostics |Achieve 80% of STAT Planning to have a Medical Laboratory
department length of stay for exceeds the provincial average . patients through faster access to critical | high-acuity patients who require imaging and within 30 minutes. 2) Percentage of | diagnostics within 30 Technician in the Emergency Room (ER)
nonadmitted patients with high 10 hours and 18 10 hours and 6 (approximately 11h). This target facilitates diagnostics and specialty care. laboratory services. 2) patients seen by a specialist within 60 minutes of minutes over the next 6 to reduce ER wait times.
acuity (CTAS 1and 2) - minutes <10hours ¢ jicker access to critical care for high-risk ~ * Enhance real-time access to specialist consultations | referral. months. Ensure that 90% of

patients. through virtual or on-call services. specialty consults occur
- A within 1 hour.

5 |New 90th percentile emergency Target enhances its virtual care promotion . New optional indicator for this year. Increase adoption of virtual care to 1) Expand access to telehealth and educate patients |1) Percentage of low-acuity patients using virtual Increase the utilization of SLMHC Telemedicine - Promotes the
department length of stay for A strategy. Minimizing unnecessary emergency reduce unnecessary ED visits for low- about the benefits of virtual care options. 2) Provide |care instead of the Emergency Department (ED).  2) |virtual care by 40% within 12 |Virtual Care.
nonadmitted patients with low 7 Hrs minutes <6 hours [department time for low-acuity patients acuity patients. a follow-up virtual visit option for patients who do | Number of patients directed to virtual care at triage. [months.
acuity (CTAS 4 and 5) boosts efficiency and satisfaction. ' not need Depart D)

6 |Optional [90th percentile emergency While reported times from the admission 1) Time to the inpatient bed: Patients admitted in ED ED wait-time data: Meditech data Improve inpatient bed availability and 1) Enhance bed flow using real-time tracking 1) Number of patients transferred to inpatient units |1) Achieve 90% of inpatient
department wait time to inpatient |3 hours and 48 decision to bed are under 1 hour, internal stretchers spend more time in the ED, even though they are | report(previously manual) created for quarterly |prioritize strategies to reduce ED wait dashboards. 2)  |within the targeted timeframe. 2) transfers within the target
bed minutes (from . Red“‘? “_"3' review indicates that total ED stays still counted/considered as admitted to the inpatient unit. 2) report analysis. times. Pilot "early morning discharge" strategies.  3) Percentage of inpatient discharges completed before |time in 6 months.

(This metric refers to the time after | admission 49.8_m|_nutes (fr_o’" EDwaittime |, erage approximately 34 to 38 hours. N Optimize patient flow from ED to Inpatient: A surge capacity a bed utilization protocol that priori 11 AM. 2) Ensure 25% of inpatient
an admission decision is made. It | decision) admission decision) | before Establishing a target of 24 hours or less aligns plan is being i (under process) to Emergency Department(ED) admitted patients over discharges occur before 11
does not capture the total ED stay | Actual total wait: |CU@l total wait: Jinpatient bed |\ i, the ontario Patient Ombudsman : relieve pressure in the Emergency Department (ED). elective cases when necessary. AM.
time, which averages ~34 hours.)  |~33 hours ~38 hours to <24 hours | oidance and promotes safer, more efficient T e
patient flow.
7 |Priority/ |90th percentile emergency The provincial P90 benchmark is 4.4 hours. | New priority indicator for this year. Reduce Emergency Department(ED) wait |1) Streamline triage protocols with rapid assessment | Percentage of patients triaged within 15 minutes and | Reduce the registration-to-
New department wait time to physician T — A ETSET The target supports triage optimization and times for physician initial assessments by |zones. 2) Deploy real-  |the number of patients redirected to virtual or physician assessment time
initial assessment - - <4 hours |early assessment for safer, faster patient . optimizing triage and allocating resources |time tracking of wait times. 3) Introduce Tele- |primary care alternatives. by 25% within 12 months.
care. effectively. triage for non-urgent cases to redirect patients
s = = before arrival.
8 |Priority/ |Daily average number of patients This is a new indicator. The target reflects New priority indicator for this year. Reduce the number of Emergency 1) Implement an early discharge program with targets |1) The average number of patients waiting at 8:00 1) Ensure that 25% of
New waiting in the emergency the intention to minimize ED boarding Department(ED) patients waiting for an  |for morning discharges before 11 AM.  2) Improve |AM. 2) inpatient discharges occur
department for an inpatient bed at 8 through improved early discharges and inpatient bed by bed turnover between the ED and inpatient units | Percentage of inpatient discharges completed before | before 11:00 AM. 2)
am. dashboard-based bed management. . and improving patient flow. by utilizing a bed management dashboard with real- |11 AM. 3) Number of | The primary objective is to
time updates. 3) Conduct daily "bed | daily bed huddles conducted. ensure that 25% of patients
new 0.02 <0.5 patients huddles" to track inpatient discharges and resolve are discharged by 11:00 am,
. delays. with a secondary objective
of entering 30% of discharge
orders into the EMR by 9:30
c — am-

9 |Optional | Percent of patients who visited the Setting a realistic goal of 5.3%, based on the 1) Access and Flow: According to the patient's CTAS, the nurse | 1. Under process and carried over to the next Reduce the percentage of patients who | 1) Provide real-time patient updates via text 1) Percentage of patients receiving real-time wait- | 1) Reduce the LWBS rate by
ED and left without being seen by a provincial average from 2022/23, and aiming will check on ER patients in the waiting area every 2 to 3 hours. |fiscal year (2025). Our registration and triage leave the Depar D) ifi or digital screens to improve triage time updates 2) 30%in 12 months.  2)
physician to decrease wait times and enhance triage 2) Enhance Communication: Regularly provide real-time areas are currently undergoing construction. A | without being seen by enhancing flow and | communication. 2)  |Percentage of high-risk LWBS patients engaged by |Increase patient

communication. . updates on estimated wait times to improve communication | triage nurse will supervise patients in the waiting |offering alternative care options. Implement a "triage liaison nurse" to interact with | triage liaison nurse. 3) Number of |engagement with wait-time
12.31% 16.97% <10% with waiting patients via visual displays on the ED webpage.  |area. 2.1 high-risk LWBS patients and prevent unnecessary patients redirected to virtual or alternative care. updates by 50% in 6 months.
‘ Transparent ication helps manage ionsand  |submitted a proposal to Michelle this year (2024) departures. 3) Provide a
| reduce frustration. for funding that is primarily allocated to the next virtual physician consultation option for low-acuity
fiscal year (2025). patients experiencing long wait times.

Equity Equitable | 10 |Optional | Percentage of staff (executive-level, Supports internal audit objectives and 1) Indi Cultural Safety and Awareness Training 1. The development of our in-house EIDAR Improve staff engagement and the 1) Establish a tracking system in HR to monitorand | 1) Percentage of staff who have completed training. |1) Achieve 100% training | A new program is in development and
management, or all) who have Al staff are trained cultural transformation; aligns with national Opportunities: The development of 12 to 14 new sections for | program, customized to meet our hospital's application of EDI principles beyond the  [report on training completion rates. 2) Percentage of staff survey/scoring 80 %+ on post- |completion in 12 months. | will be implemented for the upcoming
completed relevant equity, diversity, at orientation. standards for inclusive care. - the Anishinaabe Culturally Safe Care training video module is in |specific needs, has made significant progress. completion of training. t-training or |training 2) Ensure 80% of trained  |fiscal year.
inclusion, and anti-racism education Based on a manual progress. 2) Equity, Building on last year's groundwork, the program feedback surveys to measure the impact of learning. staff demonstrate

audit; minor . Inclusion, Diversity, and Safety Cultural Training: Healthcare |is now finalized and set for rollout this fiscal year. knowledge retention in
inaccuracies may organizations that provide mental health and substance abuse |2. Ninety-one percent of Executive-level and assessments.
56.15% exist. >90% . services must foster a culture of safety and sanctuary. Management staff have completed Trauma
A new training “ Leadership must understand and support organizational stress |Informed Care Training.
program with " resulting from providing care to those who have suffered from
updated content " historical trauma. This workshop will equip leaders with the
and delivery is in . knowledge and skills necessary to transform their agencies into
development. trauma-informed organizational sanctuaries of care.

11 |Optional |Percentage of staff (executive-level, Supports internal audit objectives and " 1) Indi Cultural Safety and Awareness Training 1. The development of the in-house EIDAR Improve staff engagement and the 1) Establish a tracking system in HR to monitor and 1) Percentage of staff who have completed training. |1) Achieve 100% training A new program is in development and
management, or all) who have All staff are trained cultural transformation; aligns with national Opportunities: The development of 12 to 14 new sections for | program, tailored to our hospital's specific needs, |application of EDI principles beyond report training completion rates. 2) 2) Percentage of staff survey/scoring 80 %+ on post- |completion in 12 months. will be implemented for the upcoming
completed relevant equity, diversity, at orientation. standards for inclusive care. " the Anishinaabe Culturally Safe Care training video module is in | has made significant progress. Building on the training completion. post-training or |training 2) Ensure 80% of trained fiscal year.
inclusion, and anti-racism education Based on a manual " progress. 2) Equity, groundwork laid last year, the program is now feedback surveys to measure the impact of learning. staff demonstrate

audit; minor . Inclusion, Diversity, and Safety Cultural Training: Healthcare  |finalized and scheduled for rollout this fiscal year. knowledge retention in

inaccuracies may organizations that provide mental health and substance abuse |2. Trauma-Informed Care training was completed assessments.

56.15% exist. >90% ' services must foster a culture of safety and sanctuary. by 91% of Executive-level and Management

A new training N Leadership must and support stress.

program with . resulting from providing care to those who have suffered from

updated content " historical trauma. This workshop will equip leaders with the

and delivery is in . knowledge and skills necessary to transform their agencies into

development. ) trauma-informed organizational sanctuaries of care.

Experience  |Patient- 12 |Optional |Percentage of residents responding Improves person-centred care; aim to - Respect residents' values, preferences, and expressions of This depends on the current demographics of the |Improve staff and 1) training based on resident feedback for | 1) Percentage of residents reporting improved staff | 1) Increase positive resident | Clerk required for QA - BPSO Funding
centred positively to: "What number would recover previous high-performance level. needs: Continue to maintain satisfactory performance results. |residents, as some of our clients are more or less |accountability in addressing resident staff, introduce "Resident Voice" communication listening skills. 2) responses by 20% within 12 | will be used as possible.
you use to rate how well the staff N Additionally, acknowledge and celebrate instances where cognitively aware. It is an ongoing and continuous| concerns. boards, and conduct real-time surveys on resident | Percentage of resident concerns resolved within 7 |months. 2) Ensure
listen to you?" 100% 50% >90% resident input has resulted in positive changes and process. i 2) afollow-up |days. 90% of resident concerns are
N impi in the i the impact of requiring staff to how they resolved within 7 days.
residents' opinions reinforces the value of their contributions. addressed resident concerns.

13 |Optional | Percentage of residents who Supports residents’ rights and psychological Respect residents' values, preferences, and expressions of Residents' council regular meetings previously | Enhance a culture of psychological safety |Conduct staff training on psychological safetyand  |1) The percentage of residents who reported an Increase positive resident
responded positively to the safety in accordance with LTC standards. - needs: Continue to maintain satisfactory performance results. |took place; however, due to staff changes, we are | for residents by inc structured ion policies. increase in comfort in expressing their opinions. 2) |responses by 10% within 12
statement: "I can express my opinion Additionally, acknowledge and celebrate instances where still trying to ensure that monthly meetings feedback and ensuring staff Percentage of complaints reported and addressed | months.
without fear of consequences"”. 100% 83.33% >90% resident input has resulted in positive changes and continue to happen. accountability. within 7 days.

v impl in the i the impact of
' residents' opinions reinforces the value of their contributions.

14 |Optional |Percentage of respondents who Aligns with patient-centred discharge 1) Integrate verbal instructions with other forms of Under process. Communication will be carried | Improve patient ing of 1) structured teach-back methods to 1) Percentage of patients demonstrating 1) Increase positive QA department uses BPSO Fund, where
responded “completely” to the practices and improves care continuity. communication (e.g., written or visual): Ensure all patients over to the next fiscal year (2025), and the discharge instructions and ensure ensure staff understanding with patients. 2) |understanding using the teach-back. 2) |responses to 95% in patient |needed, for Quality improvement - org-
following question: Did you receive review the D/C paper. discharge package will be reviewed for this year. |guarantee retention after discharge. Introduce post-discharge follow-up calls to clarify | Number of patients receiving post-discharge follow- [surveys within 12 months. |wide.
enough information from hospital . 2) Combine verbal i with other questions. 3)Include  |up calls within 48 hours. 3) Number |2) Ensure 80% of discharged
staff about what to do if you were modes (e.g., written, visual): It is considered best practice to clear visuals in discharge instructions. Identify high- |of high-risk patients receiving extended follow-up |patients receive a follow-up
worried about your condition or 50% 66.66% 280% use a variety of communication methods, including verbal risk patients (e.g., elderly, those with chronic beyond 48 hours. call within 48 hours.

treatment after you left the
hospital?

instructions, written notes, and visual aids, when providing
instructions to ensure effective communication.

conditions) for improved follow-up through virtual
check-ins beyond 48 hours.

3) Ensure 90% of high-risk
patients receive extended
follow-up.




Effective 15 |Custom/ |Percentage of hospital inpatient Rare, geography-specific condition; New custom indicator for this year Improve early detection and management |Implement screening protocols for at-risk 1) Number of patients screened for blastomycosis 1) Screen 100% of high-risk
New admissions or ED visits where monitoring facilitates regional surveillance of blastomycosis to reduce hospital populations, such as those exposed to soil, risk factors. 2) Number of patients upon ED or
blastomycosis (ICD-10 code ED cases =9 and education. admissions. construction workers, and forestry workers. providers trained in early detection and inpatient admission. 2)
B40.0-B40.9) is recorded as the main ) ED cases= 4 " management. Train 100% of ED and
N s . Inpatient cases = N Monitor only N - N
diagnosis within the reporting ) Inpatient cases = 2 primary care physicians in
period. blastomycosis recognition
within 12 months.
16 |Custom/ |Percentage of ED patients initially Concentrate on early detection of sepsis to New custom indicator for this year Improve early sepsis detection to reduce |1) Implement an early warning system (EWS) to 1) Percentage of ED patients screened for sepsis at |1) Screen 100% of ED
New misdiagnosed but later confirmed to minimize complications and improves the misdiagnosis and expedite treatment. identify sepsis risk factors in Emergency Department |triage. 2) patients with signs of
have sepsis (ICD-10 codes A40, A41, outcomes. (ED) patients. 2) Use sepsis Percentage of ED staff trained in sepsis recognition. |infection for sepsis during
R65.2, etc.) during admission or screening tools (e.g., gSOFA(Quick Sequential Organ triage. 2)
within 48 hours of discharge. Failure Assessment), NEWS2 (National Early Warning Train 100% of ED staff on
cB cB cB Score 2) at triage and during physician assessments. sepsis recognition and
Provide training to Emergency Department (ED) management within 12
physicians and nursing staff on early sepsis months.
identification and protocol adherence.
17 |Custom/ Number of Form 1 patients Following the Ontario Ombudsman's New custom indicator for this year Reduce delays in transferring Form 1 Establish real-time tracking of patient wait times for |Average time from the issuance of Form 1to a 1) Ensure that 80% of Form 1|no change
New successfully transferred to a recommendation to reduce delays in patients to Schedule 1 facilities. Form 1 in the Emergency Department (ED). successful transfer. patients are transferred
Schedule 1 facility/Orng Pickup psychiatric transfers. within 8 hours for urgent
within 8 or 24 hours of Form 1 @ 580% within cases. 2)
issuance. (Timeframe can be o 45.6 Hrs Pt Ensure that all(100%) Form 1
adjusted based on our hospital : patients are transferred
policy or best practices) ! within 24 hours for non-
— urgent cases.

Safety safe 18 |Optional [Medication reconciliation at Aligned with Accreditation Canada standards, Perform Conduct 1) Completed - Pharmacy Coordinator has been | Improve accuracy and adherence to 1) Establish a pharmacist-led medication 1) Percentage of discharged patients who receive | 1) Resolve 90% of identified | From QA dept: SCF collaboration with
discharge: Total number of supports the safe transitions and reduces reconciliation within 24 to 48 hours after hospital discharge.  |hired in Pharmacy. 2) Currently in progress - | medication reconciliation at discharge. | r iliation process in ion with medication re iliation medication discrepancies  |the SLRPSI OSCAR Database(OSCAR EMR
discharged patients for whom a Best readmissions. (Method: Hiring a Pharmacy Coordinator / Pharmacist by the | collaborated and communicated with Oscar, the and nursing staff. 2) Utilize Number of medication discrepancies identified and ~ |before discharge. database / Dashboard). The
Possible Medication Discharge Plan Pharmacy Department.) Health System Manager, and EMR Physicians electronic medication reconciliation tools to identify |resolved before discharge. 2) Achieve 90% of patients |collaboration with SLRPSI has been
was created as a proportion the total from SLRPSI. Additionally, the SC-Form is and track discrepancies. 3) Implement | Percentage of patients who understand their reporting medication initiated and is currently in progress.
number of patients discharged. currently under development and is being post-discharge follow-up calls to verify medication | medications post-discharge (survey). understanding post-

Under Process Under Process 290% reviewed for approval by the Therapeutic adherence. discharge.
Community. Once this is finalized, it will be rolled
out. Ongoing updates and collaboration for
formalization and automation in OSCAR, along
with the EMR team, will continue into the next
fiscal year, 2025.

19 |Optional |Percentage of LTC home residents Current performance is already below the Evaluate and manage fall risk: 1) Continue c with done upon quarterly, and | Aiming to decrease falls among LTC home | 1) Conduct regular training on fall prevention for 1) Number of staff trained in fall prevention. 2) [1) Train all (100%) of the
who fell in the 30 days leading up to provincial average of 16.6%. The target pharmacists for comprehensive medication reviews and when medication changes occur; touch points |residents by improving fall prevention nursing and support staff. 2)  |Percentage of residents assessed for fall risk. nursing staff on fall
their assessment supports fall prevention efforts and aligns conduct thorough, regular reviews for residents at risk of falls. |during daily huddles regarding safety checks and |strategies beyond training for staff. Implement a fall risk assessment tool for all residents prevention within 12

with best practices for resident safety. Evaluate the necessity, dosage, and potential side effects of  |equipment. to identify individuals at high risk. 3) Supply months.

9.40% 8.22% <8% each medication. 2) Establish a mobility aids/devices for at-risk residents. 2) Assess all (100%)
post-fall huddle process to promptly analyze after each fall residents for fall risk
incident. Identify contributing factors, discuss preventive quarterly.

‘ measures, and implement necessary changes.

20 Percentage of LTC residents without Target seeks to improve proper prescribing Brought back this indicator this year for analysis and Reduce the inappropriate use of 1) Conduct regular medication reviews/evaluations | 1) Percentage of antipsychotic prescriptions that 1) Decrease the prescribing
psychosis who were given practices, minimize unnecessary use, and improvement. antipsychotic medications among Long- | with pharmacists and prescribers. 2)  |were reviewed and adjusted as necessary. 2)  |of inappropriate
antipsychotic medication in the 7 approach or fall below the provincial average - Term Care(LTC) residents who do not Implement a deprescribing protocol that includes Number of residents who successfully tapered off antipsychotics by 25% within
days preceding their resident (20.5%) while preserving clinical judgment have psychosis. gradual dose reduction plans when appropriate. unnecessary antipsychotics. 3) 12 months. 2) Train
assessment 11.59% 21.88% <18% flexibility. 3) Train staff in alternative behavioral management | Percentage of staff trained in non-pharmacological ~|90% of the staff in non-

S —— strategies, such as music therapy, sensory interventions. pharmacological
interventions, and environmental modifications. interventions within 12
months.

21 |Optional |Rate of delirium onset during Currently, there is no data available on hospital-acquired delirium, as it has not been systematically tracked within our institution. Moving forward, we will i screening and ion processes to establish a baseline rate and monitor trends.

22 |Optional |Rate of workplace violence incidents Preventing workplace violence is a safety 1. Awareness and Training: - Ongoing, comprehensive training |GPA and SURGE training sessions are conducted | Reduce workplace violence incidents that | 1) Conduct regular de-escalation and violence 1) Number of staff trained in de-escalation 1) Train 90% of frontline
resulting in lost time injury priority. The zero tolerance goal reflects programs should be maintained for all staff members to annually to ensure staff competency and result in lost-time injuries. prevention training for frontline staff. 2) |techniques. 2)  |[staffin de-escalation

legislative expectations and aligns with recognize, prevent, and respond effectively to workplace readiness. Establish post-incident debriefing and support Percentage of staff utilizing post-incident support |techniques within 12
in lost time injury |in lost time injury = |0 lost time | Occupational Health and Safety standards. violence. The training should include de-escalation techniques services, such as mental health support for affected |services. months. 2)
-0 0 injuries and conflict resolution skills 2. Awareness and Training - staff. Offer post-incident support
Hospital: Launch to educate for all (100%) of affected
about the workplace environment. staff.

23 |Optional |Rate of workplace violence incidents Workplace violence prevention is a critical 1. Awareness and Training: - Ongoing, comprehensive training |GPA and SURGE training sessions are conducted | Reduce workplace violence incidents that | 1) Conduct regular de-escalation and violence 1) Number of staff trained in de-escalation 1) Train 90% of frontline

resulting in lost time injury safety priority. The zero tolerance goal programs should be maintained for all staff members to annually to ensure staff competency and result in lost-time injuries. prevention training for frontline staff. 2) |techniques. 2)  |[staffin de-escalation
reflects legislative expectations and aligns recognize, prevent, and respond effectively to workplace readiness. Establish post-incident debriefing and support Percentage of staff utilizing post-incident support |techniques within 12
in lost time injury [in lost time injury = |0 lost time | with Occupational Health and Safety violence. The training should include de-escalation techniques services, such as mental health support for affected |services. months. 2)
=0 2 injuries standards. and conflict resolution skills staff. Offer post-incident support

2. Awareness and Training - Hospital: Launch awareness
i to educate about the
environment.

for all (100%) of affected
staff.

Less than 5

Performance
@ Target / Benchmark




