
Access and Flow

Change Ideas

Change Idea #1 Implement a structured quarterly review process for newly completed Emergency Department (ED) transfer audits

Methods Process measures Target for process measure Comments

(1) Develop a standardized ED transfer 
audit review template (2) Schedule 
quarterly interdisciplinary review 
meetings (3) Review completed audits 
and identify trends, contributing factors, 
and improvement opportunities (4) 
Document actions and share key findings 
with care teams

# of quarterly interdisciplinary review 
meetings held

3 quarterly ED transfer audits meetings 
will be held by March 31, 2027

Measure - Dimension: Efficient

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Rate of ED visits for modified list of 
ambulatory care–sensitive 
conditions* per 100 long-term care 
residents. 

P Rate per 100 
residents / 
LTC home 
residents

CIHI CCRS, 
CIHI NACRS / 
October 1, 
2024, to 
September 
30, 2025 (Q3 
to the end of 
the following 
Q2)

18.46 17.54 Performance is currently better 
than provincial average. Goal is to 
maintain performance below the 
provincial average with a 5% 
relative improvement.
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Change Idea #2 Implement standardized education for residents and families on the capacity and care options available within the LTCH during care conferences

Methods Process measures Target for process measure Comments

(1) Develop standardized education 
about the capacity and care options 
available (2) Integrate education into 
scheduled care conferences (3) Add a 
checkbox on the care conference 
(assessment) to confirm education was 
provided (4) Educate staff conducting 
care conferences on when and how to 
provide the information (5) Conduct 
periodic audits of care conference 
documentation to monitor completion

Percentage of care conferences where 
education was provided to residents 
and/or families

85% of care conferences will include 
education by March 31, 2027
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Equity

Change Ideas

Change Idea #1 Completion of equity, diversity, inclusion and anti-racism education by all staff

Methods Process measures Target for process measure Comments

(1) Expand roadmap plans for series of 
modules to cover EDI and anti-racism 
topics (2) Continue rollout of first 
module to all staff

% of regular FT/PT staff completed first 
module of EDI training

85% of regular FT/PT staff completed 
first module of EDI training by March 31, 
2027

Measure - Dimension: Equitable

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of staff (executive-level, 
management, or all) who have 
completed relevant equity, diversity, 
inclusion, and anti-racism education 

O % / Staff Local data 
collection / 
Most recent 
consecutive 
12-month 
period

85.71 85.00 To reach and maintain target of 
minimum of 85% of staff completed 
first training module.
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Safety

Change Ideas

Change Idea #1 Implementation of Living and Working Well education series to all current staff and new hires

Methods Process measures Target for process measure Comments

(1)Continue implementation of 2 day 
education series for all staff (2)Expand 
implementation of change ideas in 
interdisciplinary working groups 
(education environment, huddles, well-
being domains, morning routines and 
mealtimes (3)Measurement of impact

% of staff that have completed the full 2 
day living and working well education 
series

By December 31, 2026, 85% of all staff 
will complete the full 2 day living and 
working well education series

Measure - Dimension: Effective

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of residents taking a 
regular antipsychotic medication 

C % / LTC home 
residents

In house data 
collection  / 
Oct 1-Dec 31 
2025 (Q3)

33.00 25.00 This years QIP we are looking at 
internal pharmacy data of residents 
taking antipsychotic medications. 
We have seen improvements each 
quarter this past year. Target set for 
further improvement by 24.4% 
(relative).
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Change Idea #2 Strengthen quarterly medication reviews (QMR) for residents prescribed psychotropics to review appropriate use and ongoing reassessment by 
incorporating the Psychotropic Assessment Tool to support more meaningful reassessment

Methods Process measures Target for process measure Comments

Reinforce the standardized workflow for 
completing the medication assessment 
tool across all terraces, clarifying 
responsibilities for both the nursing and 
prescriber sections. (1) Review the 
process during nursing huddles and 
prescriber meetings to ensure continued 
understanding of the purpose, value, 
and expectations for completion. (2) 
Integrate the process into orientation 
and ongoing training for new nurses and 
prescribers to sustain consistent 
practice. (3) Conduct monthly EMR 
audits to monitor completion rates of 
both sections of the assessment tool 
across all terraces. (4) Provide regular 
feedback to teams and prescribers on 
completion rates and address gaps 
through targeted reminders or workflow 
adjustments. (5) Track the impact on 
deprescribing by reviewing medication 
data quarterly, including potentially 
inappropriate medications (e.g., 
antipsychotics, benzodiazepines, 
anticholinergics). (6) Review findings 
with prescribers and pharmacy during 
medication review discussions to 
identify opportunities for deprescribing 
and improve medication safety.

% of residents prescribed psychotropics 
that receive a Psychotropic Assessment 
Tool completed during the QMR process

By March 31, 2027, 80% of residents 
prescribed psychotropics will receive a 
Psychotropic Assessment Tool 
completed during the QMR process
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Change Ideas

Change Idea #1 Improve the understanding and practices of frontline staff on the impact that optimal bed height and call bell placement has on fall prevention

Methods Process measures Target for process measure Comments

(1) Provide training to frontline staff on 
optimal bed height and call bell 
placement (2) Develop an audit tool to 
assess the 4Ps (Pain, Position, 
Placement, Personal Needs) that 
captures bed height and call bell 
placement data (3) Implement process 
for completing audits (4) Monitor and 
review auditing findings bringing 
learning back to frontline teams

(1) Development of 4Ps audit tool (2) % 
of planned 4Ps audits completed

(1) Audit tool developed and 
implemented by September 30, 2026 (2) 
85% of planned audits are completed by 
March 31, 2027

Measure - Dimension: Safe

Indicator #4 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of LTC home residents 
who fell in the 30 days leading up to 
their assessment 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
target 
quarter of 
rolling 4-
quarter 
average

15.32 14.50 Target for set for improvement by 
5.35% (relative) Provincial average 
is 15%.
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Change Idea #2 Strengthen the quality and consistency of root cause analysis (RCA) for falls by supporting nurses to conduct and document meaningful RCA using a 
"Five Why's" –informed approach within existing falls clinical pathways

Methods Process measures Target for process measure Comments

(1) Introduce "Five Why's" prompt/tool 
to guide staff (2) Provide brief education 
to registered staff on how to complete 
meaningful root cause analysis.

% of registered staff educated on the 
root cause analysis approach % of falls 
with root cause analysis completed in 
the falls clinical pathway

85% of regularly scheduled registered 
staff receive education on root cause 
analysis by May 31, 2026 85% of falls 
have root cause analysis by December 
31, 2026

Change Idea #3 Implement a PSW Admission Lead model to strengthen falls prevention during the first 30 days following admission focusing on early observation of 
falls risk and communication with the care team

Methods Process measures Target for process measure Comments

(1) Develop the process and tools 
(checklist/guide) for PSW admission 
leads (2) Introduce the admission lead 
process, function and purpose to the 
team (3) Identify a PSW lead on the unit 
to take a lead role for new admissions 
(4) Monitor, evaluate and expand unit by 
unit/admission by admission

(1) Develop tools and begin program (2) 
% of new admissions with a PSW 
admission plan initiated.

(1) Tools developed and process 
launched by April 30, 2026 (2) 75% of 
new admissions will have a PSW 
admission lead supporting falls 
prevention by March 31, 2027
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Change Ideas

Measure - Dimension: Safe

Indicator #5 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of long-term care 
residents whose stage 2 to 4 
pressure ulcer worsened 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
reporting 
quarter for 
the rolling 4-
quarter 
average

6.41 4.90 Target set for improvement by 23% 
(relative) - which is half way to the 
provincial average.
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Change Idea #1 Embed individualized repositioning plans in the electronic Plan of Care (POC) for residents identified as high or very high risk for pressure injury 
development (PURS ≥4)

Methods Process measures Target for process measure Comments

(1) Develop and embed an individualized 
repositioning plan within the electronic 
POC for each identified resident (2) 
Ensure each plan includes defined 
turning frequency, positioning 
instructions and required support 
devices (3) Incorporate point-of-care 
documentation prompts to support staff 
in documenting repositioning 
interventions in real time (4) Provide 
education to staff on the repositioning 
plan requirements and documentation 
expectations (5) Audits to monitor 
adherence to repositioning plans and 
identify opportunities for improvement

% of residents identified as high/very 
high risk for pressure injuries have an 
individualized repositioning plan 
embedded in the electronic POC

By September 30, 2026, 85% of residents 
identified as high/very high risk for 
pressure injuries will have an 
individualized repositioning plan 
embedded in the electronic POC

Change Idea #2 Implement a standardized 72-hour interdisciplinary review process for all new or worsened stage 2 or greater pressure injuries to identify contributing 
factors and ensure appropriate corrective actions are implemented

Methods Process measures Target for process measure Comments

(1) Identify all new or worsened stage 2 
or greater pressure injuries through EMR 
(2) Add each new or worsened stage 2+ 
pressure injury to agenda for the next 
interdisciplinary rounds (3) Conduct an 
interdisciplinary review including 
nursing, dietary, rehabilitation, and 
others as required (4) Review 
contributing factors (5) Document 
planned actions and care plan 
adjustments following each review (6) 
Track completion of interdisciplinary 
reviews and corrective action 
documentation

% of new or worsened stage 2 or greater 
pressure injuries reviewed by 
interdisciplinary team within 72 hours of 
identification

By October 30, 2026, 80% of new or 
worsened stage 2 or greater pressure 
injuries will be reviewed at weekly 
interdisciplinary rounds with 
documented corrective actions
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