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	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	1
	Patient/Resident-Centred
	Experience
	The percentage of LTC residents that respond positively to “I feel that I have a voice and am listened to by staff”
	% / LTC resident respondents
	70%
	97%
	100%
	
	
	98.5%
	97%

	
	GOAL: Sustain the current high percentage of residents who feel they have a voice and are listened to by staff, ensuring performance remains stable.

	
	PURPOSE: This indicator reflects the extent to which residents feel valued, included, and respected in their daily interactions with staff. Feeling heard is a core component of person‑centred care and is directly linked to resident well‑being, trust, and overall satisfaction with the care environment. Sustaining this measure helps ensure that residents’ preferences, concerns, and lived experiences meaningfully shape their care, supports stronger therapeutic relationships, and reinforces a culture of dignity and respect across the home.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Support Resident’s Council and work with them to make improvements in the home.
	Research Ontario Resident’s Council for tools to enhance resident engagement.
	Research, develop and implement tool.
	Research and implementation of tools will be completed by end of QIP cycle.
	Kyla Roy
Jen Wiita 

	
	Consider adopting a model of care (e.g. the Butterfly Approach) that would be best suited for out resident population.
	Research, develop and implement model (Montessori approach, vinyl bookcase stickers).

	Implement chosen model.
	Model of care will be implemented by end of QIP cycle.

	Madison Boudreau,
Jennifer Wiita,
Kyla Roy,
Cathy Blanchette

	
	Strengthen consistency of resident-centered communication across all staff.
	· Introduce brief, practical “micro‑skills” training (active listening, validation, open‑ended questions).
· Use real resident scenarios in huddles to reinforce learning.

	% of staff who complete resident‑centred communication refresher training.
	≥ 90% of staff complete training within the year.
	Madison Boudreau,
Jennifer Wiita,
Kyla Roy,
Cathy Blanchette





	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	2
	Patient/Resident-Centred
	Experience
	The percentage of LTC residents that respond positively to “I feel that I can speak up without fear of consequences”
	% / LTC resident respondents
	70%
	95%
	No responses
	
	
	95%
	94%

	
	GOAL: Sustain the current high percentage of residents who feel they can speak up without fear of consequences, ensuring performance remains stable.

	
	PURPOSE: This indicator reflects how safe and supported residents feel when voicing their needs, concerns, or opinions. A sense of psychological safety is essential to person‑centred care, trust, and overall well‑being. When residents feel they can speak openly without fear of negative repercussions, they are more likely to participate in their care, raise issues early, and engage meaningfully in decision‑making.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Ensure Healthcare providers are educated on the different attributes of resident-centred care; empowerment, communication, and shared decision making.
	Develop education.
	# of staff that receives the education (huddles, surge videos).
	80% of staff will receive the education by the end of the QIP cycle.

	Madison Boudreau
Jennifer Wiita

	
	Engage 1:1 with the LTC Residents. 
	Survey residents monthly to check in.
	The Activity Coordinator will meet q-monthly with the LTC Residents that have a high CPS score to provide survey.
	70% of residents will feel they can speak up without consequences.
	Cathy Blanchette
Ongoing









	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	3
	Patient/Resident-Centred
	Experience
	The percentage of patients who responded “yes” to the question: “My discharge plan provided me with a good understanding of the next steps in my care when I left the Hospital”
	% / survey respondents
	
80%

Tied to executive compensation at 1.5%
	
100%
	
100%
	
	
	
100%
	
96%

	
	GOAL: Sustain the current high percentage of patients who feel their discharge plan provided them with a good understanding of the next steps in their care after leaving the Hospital, ensuring performance remains stable.

	
	PURPOSE: This indicator reflects how well the hospital supports patients during one of the most vulnerable points in their care journey: the transition from hospital to home or community services. A clear understanding of next steps—such as medications, follow‑up appointments, warning signs, and self‑care instructions—is essential for safety, recovery, and preventing avoidable readmissions. Strengthening this measure helps promote patient empowerment, reduces confusion and anxiety, and ensures that discharge planning is truly patient‑centred, coordinated, and responsive to individual needs.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Provide education to staff about appropriate discharge practices and how to verify that their patients are leaving the hospital with enough information.
	Surge Learning education, educator in-services.
	Number of staff that have received the education.

	80% of staff will receive education by the end of the QIP cycle.
	Cindy Wotherspoon

	
	Use Teach-Back method, which involves asking your patient(s) to repeat in their own words the instructions or information that you have provided.
	Staff education on teach-back method, policy development/safety huddles.
	Number of patients who report they understand discharge instructions.
	80% of patients will report they understand the instructions.
	Jenn Hart

	
	Review existing discharge checklists & PODS
	
	
	
	Madison Boudreau






	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	4
	Efficient 
	Access & Flow
	The percentage of mental health patients who receive an offer for follow up services following an ER mental health visit.
	% / ED mental health patients
	
85%

Tied to executive compensation at 1.5%

	
98%
	
95%
	
	
	
96.5%
	
80.8%

	
	GOAL: Increase the percentage of mental health patients who receive an offer for follow‑up services after an emergency department mental health visit, ensuring that every patient is provided with timely, appropriate, and supportive options for ongoing care once they leave the hospital.

	
	PURPOSE: This indicator reflects how effectively the hospital supports patients during a critical transition point in their mental health journey. Offering follow‑up services is essential for continuity of care, safety, and recovery, particularly after a crisis‑driven ER visit. Ensuring that every patient receives an offer for follow‑up helps reduce repeat visits, strengthens connections to community supports, and promotes long‑term stability. Improving this measure reinforces a system where patients feel supported beyond the ER and where care transitions are reliable, equitable, and person‑centred.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Engage patients in discharge planning. Use patient-oriented discharge summaries (PODS) to ensure patients/clients are well prepared for discharge. Evaluate how well your own service is meeting needs as part of the discharge process.
	Update existing PODS tool for Mental Health Patients.

	Percentage of patients that have a completed discharge summary.
	90% of patients who present to ED for Mental Health complaints will have completed PODS.

	Jackelyn Labelle

	
	Standardize follow up process
	Introduce a standardized Mental Health ER Discharge Checklist that includes offer for follow-up.
	Percentage of Mental Health ER Discharge Checklist completed
	85% of patients who present to the ED for Mental Health will have a Discharge checklist completed
	Madison Boudreau
Cindy Wotherspoon





	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	5
	Safe 
	Safety
	The percentage of patients with major depression identified by a trained professional to be at considerable risk to themselves or others, or who show psychotic symptoms, who receive immediate access to a suicide risk assessment, and, if necessary, preventative intervention.
	% / patients at risk of suicide

	
50%
	
31%
	
100%

	
	
	
65.5%
	
23%

	
	GOAL: To increase the percentage of patients with major depression identified by a trained professional to be at considerable risk to themselves or others, or who show psychotic symptoms, who receive immediate access to a suicide risk assessment.

	
	PURPOSE: Immediate access to a suicide risk assessment is a critical component of safe, high‑quality care, helping clinicians understand the level of risk and determine the most appropriate next steps. Ensuring timely preventative intervention supports patient safety, promotes stabilization, and strengthens continuity of care during a vulnerable period.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Review and revise as needed, NUR 201 Suicide risk in Emergency and LTC 6-13 Suicide Prevention in LTC.
	Work with Flex Nurse to revise policy as needed and educate staff.
	Provide education to staff on suicide risk assessment tool.
	100% nursing staff will understand policy
	Jenn Hart


	
	Coaching for staff on safe talk

	Formalized in-service or lunch and learns with NOSP as needed to educate staff
	Provide education / coaching to staff on communication best practices
	90% of the frontline staff will receive the education.
	Senior Team








	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	6
	Efficient
	Access & Flow
	The percentage of hospitalizations where patients with a life limiting illness are identified to benefit from palliative care and subsequently have their palliative care needs assessed using a comprehensive and holistic assessment.
	# of patients identified with a life limiting illness / # of patients who receive a comprehensive assessment
	
70%
	
17%
	
33%
	
	
	
25%
	
52%

	
	GOAL: To increase the proportion of hospitalized patients with a life‑limiting illness who are proactively identified as benefiting from palliative care and who receive a timely, comprehensive, and holistic palliative care assessment that supports individualized care planning and improves quality of life throughout their hospitalization.

	
	PURPOSE: To ensure that patients living with a life‑limiting illness receive timely, person‑centered palliative care by strengthening early identification practices and promoting comprehensive, holistic assessment of their needs. This indicator supports improved symptom management, enhanced communication, and care planning that aligns with patients’ values and priorities throughout their hospitalization.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Revise admission checklist to include identification of patients with a life-limiting illness.
	Work with Nurse Manager to revise admission procedures.
	Number of admitted patients with life limiting illness and the administration of a comprehensive and holistic assessment tool.
	85% of admitted patients will receive a comprehensive assessment.
	Cindy Wotherspoon
Madison Boudreau

	
	Policy Implementation
	Review the Ontario Palliative Care Network resource "Tools to support Early Identification for Palliative Care" as a guiding document for staff.
	Develop and implement policy and procedure related to the tools use.
	A policy will be developed by the end of the fiscal year.
	Madison Boudreau







	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	7
	Timely 
	Access & Flow
	The proportion of Alternate Level of Care (ALC) patients coded correctly upon designation.
	% / ALC patients

	Process Measure 
	90%
	100%
	
	
	95%
	Collecting Baseline 

	
	GOAL: Improve the accuracy and consistency of ALC coding so that a higher proportion of ALC patients are coded correctly to ensure reliable data that supports effective patient flow management, resource planning, and system‑level reporting.

	
	PURPOSE: This indicator reflects how well the hospital identifies and documents ALC status, which is essential for understanding patient flow, bed utilization, and discharge barriers.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)
	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	ALC Order Set
	Develop standardized ALC order set, providing clear definitions of ALC statuses
	% of ALC designations supported by completed ALC order set
	≥ 95% of ALC designations have a completed order set
	Madison Boudreau

	
	ALC Policies
	Review and revise existing ALC policies and develop additional supporting policies as needed.
	Provide education/awareness to staff on new policies/policy revisions
	100% of nursing staff, physicians and management will be familiar with policies.
	Cindy Wotherspoon
Jenn Hart

	
	ALC Coding Training 
	Deliver education sessions on ALC definitions and coding to nursing and physicians
	% of nursing & physicians who complete ALC coding training
	≥ 90% of staff complete training
	Madison Boudreau









	
	AIM
	MEASURE

	
	QUALITY
DIMENSION 
	ISSUE
	QUALITY
IMPROVEMENT
INDICATOR
	UNIT / POPULATION
	TARGET
	Q1
	Q2
	Q3
	Q4
	YTD
	PREVIOUS YTD

	8
	Timely 
	Access & Flow
	The median time from ALC designation to discharge.
	# of days between ALC designation date and discharge date / ALC discharges

	Process Measure 
(Days)
	35.5
	55
	
	
	[bookmark: _GoBack]45.25
	Collecting Baseline 

	
	GOAL: To reduce the median number of days patients remain in hospital after ALC designation.

	
	PURPOSE: To assess how long patients remain in hospital after being designated ALC, which may highlight delays related to community placement, long‑term care access, rehabilitation availability, or internal discharge processes.

	
	CHANGE IDEAS

	
	Planned Improvement Initiatives (Change Ideas)

	Methods
	Process Measures
	Target for Process Measure
	Person
Responsible 

	
	Early Identification & Proactive Discharge Planning
	· Implement early screening for ALC risk within 24-48 hours of admission
· Begin discharge planning at admission
	% of patients with ALC-risk screening completed within 48 hours of admission
	>90% of eligible patients screened within 48 hours
	Cindy Wotherspoon

	
	ALC Huddles
	· Weekly ALC huddles with standardized checklist 
· Review barriers and next steps only
	% of ALC patients discussed in daily huddles
	≥ 95% of ALC patients reviewed weekly

	Cindy Wotherspoon

	
	ALC Dashboard
	· Develop ALC dashboard for tracking – census/LOS/barriers
· Review at unit huddles, interdisciplinary rounds, executive huddles
	Frequency of dashboard updates and review
	Dashboard updated weekly

	Cindy Wotherspoon



Inclusion criteria
· All inpatients designated ALC at any point during their stay
· Patients discharged during the reporting period

Exclusion criteria
· Patients who died in hospital
· Patients not yet discharged at the end of the reporting period
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