
MEASURE: How do we know that a change is an improvement? CHANGE: What changes can we make that will result in the improvements we seek?

Objective Measure/Indicator Population Period
Current 

performance
Target Target justification

Planned improvement 

initiatives

(Change Ideas)
Methods Process measures Goal for change ideas

What is the 

objective of the 

quality 

improvement 

initiative?

What is the indicator 

that will tell you 

whether an 

improvement in 

happening?

What population 

are you targeting 

for the quality 

improvement 

initiative?

What is the time 

period 

representing the 

current 

performance?

What is the current 

performance in the 

time period 

specified?

What are you 

aiming for at the 

end of the fiscal 

year? What does 

the organization 

aspire to?

What is the rationale for 

selecting the target? 

How do you justify it? 

Provincial benchmark?, 

theoretical best?, 

Provincial Average?, 

Peer Leading 

Organization?

What initiatives will you put 

in place that will lead to the 

improvement being sought?

 What step-by-step methods will you be using to 

track progress on the planned initiatives?

What measures will allow you to evaluate 

when an activity has been accomplished?  

Processes must be measurable as rates, 

percentages and/or numbers over specific 

timeframes

What is the numeric goal specifically 

related to the process measure?

Establish a structured 

monthly ED transfer review 

to analyze reasons for 

transfers, identify trends/ 

preventable cases, and 

implement appropriate 

interventions to reduce 

unnecessary hospital visits.

1. Identify an interdisciplinary review committee 

per site

2. Develop analysis tool/process

3. Review internal ED transfer data and 

documentation

4. Identify trends or feedback for nursing and 

medical teams 

1. # of monthly ED transfer analysis 

2. # of intervention strategies implemented 

based on review findings

1. Monthly analysis completed 

2. At least 3 new intervention strategies 

implemented by March 31, 2026

Establish a standardized 

frailty screening process to 

ensure timely identification 

of high-risk residents, 

enabling proactive care 

interventions and reducing 

unnecessary hospital visits. 

1. Select and incorporate frailty screening tool into 

EHR systems

2. Train nurses and leaders on frailty screening 

process and actions to take as a result of frailty 

score

3. Monitor and audit frailty score completion 

4. Consider frailty scores when analyzing ED 

transfer data

% of clients screened for frailty 85% of clients will receive frailty 

screening within 72 hours of admission.

85% of clients will have an annual frailty 

screening.

85% of clients with a significant change 

in condition will receive frailty 

screening within 72 hours.

Implement scheduled care 

conferences with focus on 

goal setting and person 

centered care.

Scheduled care conference to review person 

centered goals, changes in status and care plan. 

Interdisciplinary team involved where appropriate               

1. % of nurses and leaders trained in facilitating 

a care conference

2. % of clients with care conference annually

1. 80% of regular FT nurses and leaders 

trained

2. 85% of clients to have care 

conference annually

Efficient To reduce 

avoidable 

transfers to 

Emergency 

Departments

ED transfers (internal 

data)

Nursing Sites 

(Binbrook, 

Willett, WHGH & 

Roxanne)

2024 2.5 ED Transfers per 

1000 bed days

2025/2026 Quality Improvement Plan (QIP)

2.38 Target set for 5% 

improvement



Implement a standardized 

process to ensure all 

residents receive a fall risk 

assessment on admission, 

annually and upon any 

significant change in health 

status, ensuring timely 

interventions.

1. Establish process for fall risk assessments at 

admission, annually, and with any change in 

condition

2. Training for staff on fall risk assessment 

processes including flagging change in status and 

annual assessment

3. Monitor for compliance and track progress 

using audits, report and feedback to the team

1. % of residents with a completed annual fall 

risk assessment

2. % of residents with a completed fall risk 

assessment after a change in status

3. % of nursing staff trained on fall risk 

assessment

1. 100% of clients will have a 

documented fall risk assessment 

annually

2. 100% of clients experiencing a 

significant change in status will have a 

fall risk assessment completed within 

48 hours

3. 90% of regular FT/PT nursing staff 

will complete training on fall risk 

assessments by July 2025

Strengthen compliance with 

the existing root cause 

analysis process by 

enhancing monitoring, 

accountability, and staff 

engagement to ensure 

every fall has a documented 

root cause and appropriate 

follow-up interventions.

1. Staff re-training on root cause analysis related 

to falls

2. Introduce auditing of post fall documentation to 

ensure root cause analysis is being completed with 

interventions addressed

1. % of regular FT/PT staff that do post fall 

assessments are re-trained on root cause 

analysis

2. Monthly audit of post fall documentation

1. 80% of regular staff that do post falls 

assessments are retrained on root 

cause analysis

2. Monthly audit completed

Establish a structured 

monthly falls review to 

evaluate the falls 

prevention program.

1. Create an interdisciplinary review committee 

per site

2. Develop analysis tool/process

3. Review internal falls data and documentation

4. Identify trends or feedback for nursing and 

medical teams 

1. # of monthly falls program analysis 

2. # of intervention strategies implemented 

based on review findings

1. Monthly analysis completed 

2. At least 3 new intervention strategies 

implemented by March 31, 2026

Experience Improve 

satisfaction with 

recreation and 

activity programs

% of clients indicating 

satisfaction with 

recreation programs

Clients from 

congregate and 

assisted living 

programs

2024 81% Congregate

74% Assisted Living

85% or greater Target set for 

improvement

Ensure all congregate and 

assisted living clients have 

achievable goals for and 

access to recreation.

1. Recreation Coordinator to structure support for 

each assisted living program coordinator to review 

program needs/gaps and development of a 

recreation calendar

2. Recreation assessment completed for all new 

and existing clients 

3. All care plans to include goal(s) for recreation

1. # of meetings with AL sites

2. % of clients with assessment for recreation 

needs and interests

3. % clients with care plans that include 

recreation goal(s)

1. Minimum quarterly meeting

2. 100% of clients will be assessed

3. 100% of clients will have recreation 

care plan goal(s)

Senior 

Leadership  

2024-2025 100% 85% of senior 

leadership

Maintain 85% of senior leaders completed 

training

Full Leadership 

Teams

New Indicator Collecting Baseline 85% of  leadership New Indicator 85% of leaders completed training

Target set for 4%  

further improvement

Client falls (internal 

data)

Prevent falls and 

falls related 

injuries

2024Nursing Sites 

(Binbrook, 

Willett, WHGH & 

Roxanne)

EDI Leadership team 

registration and

completion of 

Indigenous 

Cultural Safety

Training program

Maintain a training program 

to ensure leaders and 

senior leaders complete 

Indigenous Cultural Safety 

Training, strengthening 

their ability to provide 

culturally safe and 

responsive leadership.

Leadership team registration and

completion of Indigenous Cultural Safety Training 

program

Safety 4.22 Falls per 1000 

bed days

4.05

% of leaders completing programPercentage of staff 

leadership team who 

have

completed relevant 

equity, diversity,

inclusion, and anti-

racism education



Staff

completion of  

relevant equity, 

diversity, 

inclusion, and anti-

racism education

Front-Line Staff New Indicator Collecting Baseline 25% of regular 

FT/PT Staff

New Indicator Front-line staff and 

leadership completion of 

equity, diversity, inclusion 

and anti-racism education.

1. Develop roadmap plans for series of modules to 

cover EDI and anti-racism topics

2. Internally develop first module of course 

content and training materials for leaders to use 

for team training

3. Complete training sessions in live-in person or 

virtual team meetings

1. Plan developed

2. Content created for first module

3. Complete training in team meetings

25% of regular FT/PT staff completed 

first module of EDI training by March 

31, 2026

EDI Percentage of staff 

leadership team who 

have

completed relevant 

equity, diversity,

inclusion, and anti-

racism education


