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1.1 About the Partnership 
 

On March 28, 2013, Susan Fitzpatrick, Assistant Deputy Minister, Negotiations and 
Accountability Management, the Ministry of Health and Long-Term Care (MOHLTC), announced 
the formation of the Quality Management Partnership (the Partnership) in a memorandum that 
was widely distributed across the healthcare system. 

 

In the memorandum, the MOHLTC asked Cancer Care Ontario (CCO) and the College of 
Physicians and Surgeons of Ontario (CPSO) to work together to develop quality management 
programs for colonoscopy, mammography and pathology. The formation of the Partnership 
supports Ontario’s Action Plan for Health (2012) and its focus on quality across the health 
system, as well as recognition that consistent, system-wide approaches to quality management 
could improve patient safety and reduce variation in the quality of care across facilities. The 
MOHLTC directed the Partnership to develop the programs in close collaboration and extensive 
consultation with clinical experts, system partners and all other relevant stakeholders. 

 

 

1.2 Work to Date 
 

The Partnership began its work in April 2013. During the first few months the Partnership 
engaged three Clinical Leads (one for each health service), and established three Expert 
Advisory Panels with representation from physicians who practice in the service area, other 
health professionals, administrators and patients. For more information on the leads and the 
panel members, see www.qmpontario.ca. 

 

Between September 2013 and March 2014, the panels developed recommendations on high- 
level designs for provincial quality management programs and identified some early initiatives 
that, when implemented, will improve quality. The Partnership also commenced analysis of the 
potential information management and information technology (IM/IT) and legislative and 
regulatory impacts of the programs. After consultation with stakeholders, the Phase 1 report 
detailing this work was submitted to the MOHLTC in March 2014. 

 

In April 2014, the Partnership directed the panels to develop more detailed designs and 
recommendations for provincial quality management programs for inclusion in the Phase 2 
report that is due to the MOHLTC in March 2015. This document contains those 
recommendations. 

 

 

1.3 Patient Engagement 
 

The Partnership is engaging patients as active members in each of the Expert Advisory Panels 
and seeking advice from CCO’s Patient and Family Advisory Committee and other patient 
focused organizations. These contributions will guide future steps in the development of patient 
experience indicators as well as ongoing program development and implementation activities. 

http://www.qmpontario.ca/


Quality Management Partnership Consultation – Health System Administrators 2 

 

 

1.4 Purpose of this Consultation 
 

The Partnership is consulting with clinical experts, system partners and other relevant 
stakeholders, including patients, via an online survey and discussion forum, as well as in-person 
consultation sessions. 

 

This document provides a summary of the recommendations developed to date for provincial 
quality management programs for colonoscopy, mammography and pathology. The feedback 
garnered from this consultation will be considered as the Partnership finalizes its 
recommendations for the Phase 2 report. 

 

 

1.5 Next Steps 
 

Implementing provincial quality management programs of this size and complexity will require a 
phased, multi-year approach, and MOHLTC approvals are required before implementation and 
change management can begin. Work is already underway on the early quality initiatives 
identified in Phase 1 and targeted for completion from March to September 2015. These 
initiatives will provide valuable insights and learning to inform and set the stage for future work. 
In addition, the ongoing involvement and support of clinical experts, system partners and all 
other relevant stakeholders are crucial to the success of this endeavour. Accordingly, the 
Partnership will continue to consult with you to gather input and feedback as the work continues. 

 

 

2.0 Provincial Quality Management Program 
Overview 

 
 

2.1 Partnership Goal 
 

The goal of the Partnership is to design provincial quality management programs that will: 
 

 Increase the quality of care and improve patient safety 

 Increase the consistency in the quality of care provided across facilities 

 Improve public confidence by increasing accountability and transparency 
 

 

2.2 Program Components 
 

Provincial quality management programs must have the following five components: 
 

1.  Quality Defined:  Provincial standards, best practice guidelines and indicators at the 

individual provider and facility levels 

2.  Quality Assurance (QA):  Programs and processes to assess compliance with 

standards and guidelines and review quality indicators at the provider, facility, regional, 

and provincial levels 

3.  Quality Reporting:  Reports that provide healthcare providers and administrators with 

meaningful information on quality at the provider, facility, regional and provincial levels 

4.  Quality Improvement (QI):  Programs and initiatives to support clinical practice 

improvement as well as professional and organizational development 
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5.  Quality by Design:  Development of health system design recommendations to improve 

quality 
 

The recommendations in this document pertain largely to the first three components. To provide 
a structure for quality assurance that includes independent clinical review and follow-up of 
quality reports, the Partnership is also recommending a Quality Management Model (QMM). 
This model includes three tiers of clinical leadership at the provincial, regional and facility levels. 

 

Further work is needed to develop recommendations on the quality improvement and quality by 
design components listed above. This will be future work for the Partnership. 

 

 

2.3 Guiding Principles 
 

Provincial quality management programs must be: 
 

1.  Patient-centred and include patient experience-based quality metrics where relevant 
2.  Applicable to all physicians, allied healthcare professionals and facilities 
3.  Supportive and educational in nature but able to activate regulatory and/or funding 

levers when necessary 
4.  Based on collaboration and alignment with stakeholders 
5.  Value-added by addressing current inconsistencies, gaps and duplication 
6.  Built on and will leverage existing CCO, CPSO and other programs where possible 
7.  Adequately funded 
8.  Based on a common model of how performance data will be used that balances 

confidentiality with transparency while protecting the public interest 
 

 

2.4 Quality Management Model (QMM) 
 

The purpose of the Quality Management Model (QMM) is to provide a structure for quality 
assurance that includes independent clinical review and follow-up of quality reports. The model 
defines roles and responsibilities for three tiers of clinical leadership at the provincial, regional 
and facility levels. By defining roles and responsibilities at each of these levels, the model 
strengthens accountability and promotes consistency and transparency within the three service 
areas. 
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Figure 1: Quality Management Model 

 

The three tiers align with and support existing accountabilities to monitor quality and trigger 
improvement opportunities where applicable.  Each tier requires designated Quality 
Management Program (QMP) Clinical Leads: 

 

 QMP Provincial Lead:  Responsible for providing provincial quality management 
program oversight, reviewing physician, facility, regional and provincial quality reports 
and recommending improvement opportunities when quality indicators are not meeting 
standards. 

 

 QMP Regional Leads:  Responsible for providing regional quality management program 
oversight, reviewing quality reports of physicians and facilities within their region, 
recommending improvement opportunities when quality indicators are not meeting 
standards and providing support to Facility Leads. 

 

 QMP Facility Leads:  Responsible for providing facility quality management program 
oversight, reviewing quality reports of physicians within their facility, identifying quality 
improvement opportunities when quality indicators are not meeting standards and 
directly engaging physicians and administrators in implementing quality improvement 
strategies. 

 
Each service area will have a QMP Provincial Committee chaired by the QMP Provincial Lead. 
The committee will consist of QMP Regional Leads as well as representatives from related 
programs and organizations such as the Institute for Quality Management in Healthcare (IQMH) 
for the pathology QMP, OBSP for the mammography QMP, and ColonCancerCheck for the 
colonoscopy QMP. 



Quality Management Partnership Consultation – Health System Administrators 5 

 

 

 

Additional details on the key responsibilities for each of the QMP Clinical Leads roles are 
provided in the Appendix document. 

 

In addition, a QMP Advisory Committee for each service area with patient/service user, 
administrative and other representatives may be established. This committee would meet as 
required to provide expertise and to advise on updates to quality definitions, reports and future 
program recommendations. 

 

 

3.0 Quality Defined and Quality Assurance 
Recommendations 

 
Defining quality standards and guidelines facilitates consistency in the delivery of care across 
the province and provides a foundation for quality reporting and assurance activities. 

 

Quality assurance programs and processes assess compliance with standards and guidelines 
and review quality indicators at the provider, facility, regional, and provincial levels. 

 

Existing evidence and provincial, national and international standards and guidelines were 
reviewed as inputs to the recommendations. Current quality assurance programs and processes 
were also assessed to identify gaps and opportunities. The draft recommendations build on 
existing statutory requirements and quality programs in place within Ontario. 

 

The following sub-sections provide a selection of the draft recommendations for 
quality defined and quality assurance for colonoscopy, mammography and pathology. 
Details on the rationale for these recommendations are provided in the Appendix 
document. 

 

 
3.1 Colonoscopy 

 
 

Recommendations 

 

All facilities must adhere to a common set of standards based on the CPSO’s Out of Hospital 
Premises Inspection Program. 

 

All personnel that regularly reprocess endoscopy equipment must participate in a formalized training 
program (beyond the training provided by manufacturers). 

 

All facilities must participate in a common quality assurance program that includes regular inspections 
and assessments. 

 

All facilities must use the Global Rating Scale (GRS) as a quality assurance/quality improvement tool. 
The GRS is a tool that captures clinical indicators of quality and patient experience dimensions and is 
already adopted by other provinces and some hospitals in Ontario. Facilities can choose their own foci 
for quality improvement pathways and review peer comparison data from across the country. 
Implementation of this tool will be carefully planned to ensure appropriate support is provided. 

file:///C:/Users/tfabik/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/MRHNCAFH/Appendix_Health%20System%20Administrators-QMP%202014_10_09%20v3.pdf
file:///C:/Users/tfabik/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/MRHNCAFH/Appendix_Health%20System%20Administrators-QMP%202014_10_09%20v3.pdf
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3.2 Mammography 
 

 

Recommendations 

 

All women who choose to undergo screening mammography and meet the criteria must be screened 

in the Ontario Breast Screening Program (OBSP). 

 

Mammography reports must be standardized. 

 

All mammography must be digital. 

 

All breast images and reports must be integrated into a provincial repository to allow imaging and 
report sharing. 

 

All mammography units and viewing chain must be regularly inspected by a qualified medical physicist 
with training in mammographic systems. 

 

All facilities must maintain Canadian Association of Radiologists – Mammography Accreditation 
Program (CAR-MAP) accreditation. 

 

All facilities must participate in regular inspections and assessments to ensure they meet appropriate 
standards. 

 

All medical radiation technologists (MRTs) performing mammography must have regular image 

reviews. 

 

Retrospective peer review of interval cancers should occur for all reading radiologists. 

 

A prospective peer review (second reads) system should ideally be developed for screening 
mammography. 

 

CPSO peer assessments must be utilized for radiologists in Ontario. 

 

 

3.3 Pathology 
 

A survey to evaluate the uptake of Standards2Quality was deployed to all laboratory directors in 
Ontario. Standards2Qualilty is a set of guidelines developed by Path2Quality (a collaboration 
between the OMA Section on Laboratory Medicine and the Ontario Association of Pathologists) 
for quality management in surgical pathology professional practices. 

 

The results of the survey informed the following recommendations for pathology. 
 

Recommendations 
 

All laboratories in Ontario must have a Pathology Professional Quality Management Committee 
(PPQMC). 

 
All laboratories in Ontario must have a Pathology Professional Quality Management Plan. 
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Recommendations 

 

All laboratories in Ontario must have a guideline for classification of report defects/discrepancies/ 
discordances/errors. 

 

All laboratories in Ontario must have a guideline outlining the responsibilities of a pathologist 
requesting an external consultation, if applicable. 

 

All laboratories must have a policy that outlines the procedure for consultation with intra-departmental 
colleagues, including the documentation of those consults. 

 

Each laboratory must have a policy that outlines which sorts of cases require mandatory intra- 
departmental consultation and which are discretionary for the professional group. 

 

All laboratories must collect and review data on intra-departmental consultations, for the professional 
group. 

 

All laboratories must have a policy that outlines the processes for handling requests for review of 
cases by an external pathologist including the documentation and review of those results. 

 

All laboratories must collect and review facility level data on report defect and discordances revealed 
by external reviews, for the professional group. 

 

All laboratories must have a policy that outlines the processes for monitoring turnaround times on a 
regular basis. 

 

All laboratories must collect and review facility data on turnaround times, for the professional group. 

 

 

4.0 Quality Reporting Recommendations 
 

A key component of the provincial quality management programs is to measure provider and 
facility-level quality indicators consistently across the province and provide regular quality 
reports to individual physicians and to QMP Clinical Leads (as outlined in the Quality 
Management Model) to: 

 

 Provide an independent review of physician and facility quality reports 
Facilitate follow up when quality indicators do not meet standards and on quality 
improvement activities 

 Promote transparency and accountability 
 

Measuring and reporting quality indicators is critical to understanding current quality, making 
informed decisions around quality improvement investments, and monitoring improvement over 
time. 

 

The following sub-sections outline the proposed indicators for colonoscopy, 
mammography and pathology, as well as an overview of the approach to QMP data 
collection and reporting. 
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4.1 Proposed Colonoscopy Indicators 
 

Colonoscopy Provider Indicators 
 

 

Indicator Definition 

 

Total Colonoscopy Volume 
 

Total colonoscopy volume in a year 

 

Poor Bowel Preparation 
Rate (%) 

 

Percent of outpatient colonoscopies with poor bowel preparation 

 

Outpatient Polypectomy 
Rate 

 

Percent of outpatient colonoscopies in which ≥ 1 polyp was removed 

 

Outpatient Cecal Intubation 
Rate 

 

Percent of outpatient colonoscopies where the cecum or terminal 
ileum (TI) was reached 

 

Polypectomy Associated 
Bleeding Rate (%) 

 

Percent of outpatient colonoscopies with polypectomy where patient 
was admitted to hospital with lower gastrointestinal bleeding within 14 
days of the procedure 

 

Outpatient Perforations (#) 
 

Number of perforations among outpatient colonoscopies performed 

 

Colorectal Cancer (CRC) 
Detection Rate 

 

Percent of outpatient colonoscopies where CRC was detected 

 

Post-colonoscopy CRC Rate 
(%) 

 

(New and Interval CRC) 

 

Percent of persons who had a colonoscopy negative for CRC in a 
year in whom CRC was diagnosed within 6 to 36 months 

 

Adenoma Detection Rate 
 

Number of colonoscopies where at least one adenoma was identified 
and removed 

 

Colonoscopy Facility Indicators 
 

 

Indicator 
 

Definition 

 

Outpatient Cecal intubation 
rate* 

 

Percentage of outpatient colonoscopy procedures performed where 
the cecum or terminal ileum (TI) was reached 

 

Colonoscopies performed by 
endoscopists meeting 
volume standard* 

 

Percentage of colonoscopy procedures performed at each facility by 
endoscopists who have performed 200 or more colonoscopies in total 
in the reporting year 
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Indicator 
 

Definition 

Adherence to CCC 

Screening Program Wait 

Times 

 
1. Colorectal Cancer Screening 

Follow-Up Rate 

 
2. Colonoscopy Within 8 Week 

Benchmark 

1. Colorectal Cancer Screening Follow-Up Rate: 
 

Percentage of Ontario screen-eligible individuals with an abnormal 
FOBT result, 50-74 years old, who underwent colonoscopy within 6 
months of the abnormal screen date 

 
2. Colonoscopy Within 8 Week Benchmark: 

 
Percentage of Ontario screen-eligible individuals with an abnormal 
FOBT result, 50-74 years old, who underwent colonoscopy within 8 
weeks of the abnormal screen date 

 
 
Tier 1 and Tier 2 Adverse 
Events 

 

OHPs are currently required to report Tier 1 and Tier 2 adverse 
events to the CPSO. It is recommended that adverse events be 
reported for all facilities providing colonoscopies (including hospitals, 
OHPs, and IHFs), however further work will be required to implement 
adverse event reporting in the hospital and IHF environments. 

 

Patient Satisfaction 
 

Information on patient satisfaction measured through a common, 
province-wide tool. The focus of the initial efforts will be directed 
toward: 

 

  Determination/identification of existing patient 
feedback/satisfaction protocols 

  Aftercare experience 

  Equality of access 

  Timeliness 
 

*Note that these indicators were endorsed by the QMP Colonoscopy Expert Advisory Panel for the Quality-Based 
Procedures Year 1 Implementation. Within the QBP context cecal intubation rate is a facility-level indicator; however, 
as the quality management program also includes provider-level indicators, we have noted this indicator to be 
reported at both the provider and facility levels. It should also be highlighted that all provider level indicators will be 
included on facility reports in aggregate. 

 

 

4.2 Proposed Mammography Indicators 
 

The Partnership recommends that well-established national indicators and targets be used to 
measure and report on radiologist outcomes. Using these indicators and targets allows 
comparison with peers across jurisdictions. Current targets apply to screening in an organized 
program, so in the future, after a process of data acquisition, stabilization and review, targets 
will be established for all screening (i.e., screening inside and outside the OBSP). Indicators and 
targets for diagnostic mammography will be established in the future after a similar process of 
data acquisition, stabilization and review. 

 
Radiologist Outcome Indicators 

 
 

Indicator 
 

Definition 

 
Abnormal call rate 

 

Percentage of mammograms identified as abnormal at the screening 
episode 
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Indicator 
 

Definition 

 
Positive predictive value 

 

Percentage of abnormal cases with completed follow-up found to have 
breast cancer (DCIS or invasive) after diagnostic work-up 

 

Invasive cancer detection 
rate 

 

Number of invasive cancers detected per 1000 screens 

 

DCIS detection rate 
 

Number of DCIS cancers detected per 1000 screens 

 

Tumour size 
 

Percentage of invasive cancers ≤ 15 mm 

 

Nodal involvement 
 

Percentage of invasive screen-detected cancers that are node-negative 

 

Post-screen invasive cancer 
rate (interval cancer rate) 

 

Number of invasive breast cancers found after a normal mammography 
screening within 0 to < 12 mos, and 12 to 24 mos 

 

Mammography Facility Indicators 
 

 

Indicator Definition 

 

Wait time to first assessment 
 

Time from abnormal screen to first diagnostic assessment 

 

Wait time to diagnosis 
without tissue biopsy (core 
or open) 

 

Time from abnormal screen to definitive diagnosis 

 

Wait time to diagnosis with 
tissue biopsy (core or open) 

 

Time from abnormal screen to definitive diagnosis 

 

Mammography Implementation of Standards Indicators 
 

 

Indicator Definition 

 

Facilities performing 
screening mammography 
inside the OBSP 

 

Percentage of facilities performing screening mammography that are in 
OBSP (as proportion of all facilities) 

 

Facilities performing digital 
mammography 

 

Percentage of facilities performing digital mammography (as proportion 
of all facilities) 

 

Facilities participating in a 
provincial imaging and 
report repository 

 

Percentage of facilities performing mammography that participate in a 
provincial imaging and report repository (as proportion of all facilities) 
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4.3 Proposed Pathology Indicators 
 

Pathology Facility Indicators 

 
 

Indicator 
 

Definition 

 

Intra-Departmental Consult 
Rate 

 

Number of facility level intra-departmental consults for the professional 
group/total cases for the professional group 

 

External Consultation Rate 
 

Number of facility level external consults for the professional group /total 
cases for the professional group 

 

Intra-operative 
Consultation Accuracy 
Rate 

 

Number of accurate intra-operative consultations for the professional 
group/ total cases for the professional group 

 

Intra-operative 
Consultation Deferral Rate 

 

Number of deferred intra-operative consultations for the professional 
group/ total cases for the professional group 

 

Defect and Discordance 
Rate 

 

Number of cases within the facility where external review revealed 
report defects or diagnostic discordances for the professional group 
/total number of reports reviewed externally by the professional group 

 

Corrected Reports Rate 
 

Number of corrected reports stratified by reason for the professional 
group/ total number of reports reviewed by the professional group 

 

Turnaround Time 
 

Average facility time from specimen receipt to case sign out for 
professional group overall for all surgical pathology cases 

 

Pathology Implementation of Standards Indicators 
 

 

The following table includes examples of some of the indicators that will be collected 
and reported to evaluate the implementation of the standards identified in Section 1 of 
this document.  A complete list of these indicators is included in the Appendix 
document. 

 
 
 

 

Indicator (Y/N) 

Does your facility have a Pathology Professional Quality Management Committee? 

Does your facility have a Pathology Professional Quality Management Plan? 

Does your facility have a guideline for classification of report defects/discrepancies/ 

discordances/errors? 

Does your facility have a guideline outlining the responsibilities of a pathologist requesting an external 

consultation, if applicable? 

Does your facility have a policy that outlines the procedure for consultation with intra-departmental 

colleagues, including the documentation of those consults? 

file:///C:/Users/tfabik/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/MRHNCAFH/Appendix_Health%20System%20Administrators-QMP%202014_10_09%20v3.pdf
file:///C:/Users/tfabik/AppData/Local/Microsoft/Windows/Temporary%20Internet%20Files/Content.Outlook/MRHNCAFH/Appendix_Health%20System%20Administrators-QMP%202014_10_09%20v3.pdf
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Indicator (Y/N) 

 

Does your facility have a policy that outlines which sorts of cases require mandatory intra-departmental 

consultation and which are discretionary for the professional group? 

Does your facility collect and review data on intra-departmental consultations, for the professional 

group? 
 
 

4.4 QMP Data Collection and Reporting 
 

Some of the data that is required to generate quality reports is already being collected and 
reported by facilities.  It will take time to implement standard data collection and reporting 
processes and technology, and the timelines and approach may vary across the three health 
service areas. 

 

Facilities will be responsible for collecting and submitting data required for quality reporting to 
CCO.  CCO will manage data collection and reporting processes and technology on behalf of 
the Partnership including hosting QMP data.  As with all other CCO programs, appropriate 
safeguards will be implemented in order to prevent data from unauthorized access, modification 
or disclosure. 

 

Work is underway to establish a framework of the specific organizations and roles that will 
receive quality reports including the type of data they will receive e.g., identified or de-identified 
data, individual provider or facility level data, etc. 

 

The following are some of the key activities required before quality report generation and 
distribution can begin: 

 

1.  Conduct assessment to determine if the Partnership requires new authorities to 

collect and report the proposed data for the purposes of improving quality and 

increasing accountability and transparency within the healthcare system. 

2.  Seek and/or implement new legislative and regulatory authorities (if required). 

3.  Implement provincial data collection processes and technologies. 

4.  Collect required data elements from all facilities. 

5.  Conduct data stabilization period to validate data and ensure they are of high quality. 

Individual healthcare providers and facilities will be able to review their own data to 

validate its accuracy during this period. 
 

 

5.0 Summary 
 

This document provides an overview of recommendations for provincial quality management 
programs for colonoscopy, mammography and pathology. The recommendations cover 
standards, guidelines, indicators, quality assurance programs and processes, and describe a 
Quality Management Model (QMM) that provides a consistent structure for quality assurance 
that includes independent clinical review and follow-up of quality reports and maintenance of 
standards, guidelines and indicators. 
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The online survey and in-person consultation sessions will seek feedback on recommendations 
contained in this document. Your feedback will be taken into account as recommendations are 
finalized for inclusion in the Phase 2 report, to be presented to the MOHLTC in March 2015. 

 

This document represents the Partnership’s thinking to date on key aspects of quality 
management programs, and more work is on-going. There will be further opportunities to 
provide feedback on this work as it progresses. 
 
 

We value your feedback and would like to add your voice to this proposal. 

Please participate in the Health System Administrators survey. 

 

http://cpso.fluidsurveys.com/s/qmp-consultation

