2026/27 QIP Work Plans
Improvement Targets and Initiatives

Measure
Quality Measure/ Unit/ Source / Current. External
Issue Dimension Indicator Toe Poulation period Performance _Target Tarset Justificati Methods Process Measures Target for Process M Comments
- cells must = Priority 11 ifyou are not working on this indicator) O= Optional (do not select ifyou are not working on this indicator) C = Custom (add any other indicators you are working on)
Access and Flow | Timely 50th percentile |0 Hours / €D CIHI NACRS / ERNI[ 27.5 hours 30 hours Reduce the use of ED as Improve patient satisfaction by transferring patients from | 1) Physician Cohorting to Units Number of admissions in the ED at 0800, 1030, and 1500 | % improvement for time to inpatient bed.
emergency patients hospitals: (average from admitted patient holding area the £D to an inpatient bed resulting in a decreased length [2) Patient and Family Goals of Care Tools. .
department (ED) December 1st [ April 1, 2025 to Annual target is set based on of stay. 3) Bullet Rounds modification - Addition of Patient Estimated Discharge Date (EDD).
wait t 202210 January 31, 2026) incremental improvements. 4) Patient Escalation Pathway for Discharge and Ticket Home.
November 30th 5) Improve the 1100 hr discharge time.
2023, Non- (3339 hours for
ERNI hospltals: | peer group
April 15t 2023 t0 |average
September 30th [ (2023/24)
2023 (Q1 and
)
Equity Equitable %ot o % Management | Local data Managerial: 98% | Managerial Internal $P2026 Cultural Safety| St. Joseph's Care. | SP2026 has an EDI nitiative to implement Cultural Safety | 1) Staff: Traditional Wellness Lead, Interprofessional Educator. 1) Ensure staffing is maintained. progress for process measure willbe an increase in each | Executive-level
management and and staff collection / most | General Staff: Training Core Team set Group (S1CG) - |and e ) of culturalsafety g to allstaff and|2) Track % and iltarget is reached. target has been
staff who have recent General Staff: | reasonable targets for Scientific monthy RSC sessions. General staff) who have completed relevant training. removed as 100%
completed consecutive 12- d General 3) Develop a plan with Human Resources to identify other funding sources to support and enable achieved in last
relevant equity, month period Staff based on the capacity of | Committee & participation of previous frontiine staff
diversity, the Traditional Wellness Lead [ICG Manager of
clusion (EDI) and Elders, Target is Indigenous
and anti completion of "Repairing the | Cultural Safety &
education. Sacred Circle” (RSC) s part of | Education.
regionally
specifictraining.
Experience Patient-centred |% respondents |0 5% survey CIHI CPES-IC most | Q103 69.2% | 72% Target reflects a continued | OHA peer 1) Conduct a baseline survey of patient-facing staff to | 1) Assess baseline staff awareness: Develop and distribute a survey o patient-facing staff to evaluate | 1) Patient response to Q38 on CPESIC. Increase of patients reporting the received paperwork Planned
who responded responses recent on assess awareness d - 8 3 during PDL contact, increase in health record fle audit, [ improvement
“completely” to strengthening discharge however (e, PODS “Before h 2 ’ (PODS),  [2)% of patients who have received written post discharge | decrease in interventions needed by PDL. initatives
the following and ensuring Leaving the Hospital, Al Patients Should Know” and Patient-Oriented Education Tools (POET), and whiteboard utilization for goals of care and expected | instructions (through health records audit and PDL fependent on
question: Did you patients feel confident usestop 2 box. | SMARTT discharge process), and use findings to inform | length of stay. Results willinform targeted education and Increase of staff awareness of SMARTT process. continuet
recelve enough managing e funding for
information from hospitalization. 2) Support staffin using _[3)% of PDL intervention (suspect decrease of interventions specific
hospital staff by reinforcing hes and principles d meet prop B followed). supportive
about what to do SMARTT framework, implementing a Discharge Confidence | diverse care needs. positions set to
if you were Check within the Patient-Oriented Discharge Summary 4) Additionaly, Q38 has been added to ALL inpatient and expire March 31,
worried about (PoDS), up POETs and PODS ED surveys, allowing for g ple size and internal 2026, Iffunding
your condition or supports to improve patient readiness for discharge. Implement Discharge Confidence Checkwithin | measure of metric improvement. were not
treatment after PODS toidentify patients who may feel unprepared for discharge and require additional support. continued, it
Youleft the 3) Utilize 2025/26 Post-Discharge Liaison (PDL) and health 5) Integrate CPES-IC Question 38 into the PDL follow-up would be
hospital? record data to identiy patients at elevated risk for 4) Enhance post-discharge follow-up: Continue post-discharge foll s p process to support deeper analysis of performance and expected that
d d . , larify patient concens, and tostrengthen workplan would
tosupport d reduce practices. P d higher risk for readmission through 2025/26 PDL and have to
avoidable readmissions. for enhanced , wh d with revised to meet
consent
" “Before
Leaving the Hospital, Al Patients Should Know” — to support expectation-setting and improve
Education will , including Patient
Resource Folders, Jatf , and in-
room materials.
6) Enable data-driven local improvement: Share CPES-C results and themes emerging from follow-up.
interactions with clinical t unit-level
2 d transition planning.
Safety Effective Rate of o % completed Med | Local data 202526 @3 |65% Target maintained based on | None 1) Obtain baseline data on all completed Med Recs on 1) e o d ™ a 1) Completion of b
medicat Rec on Admission | collection / Most | Results = 55.85% current pharmacy staffing analysis. identify gaps, and inform targeted and proportion completed within 48 hours. .
reconciliation within 48 hrs / Al | recent with Dec and Jan resources. The team will pattems and
(Med Rec)at admitted patients | consecutive 12- | results trending continue progressing toward increase completion within 48 hours. 2)a. Percentage of staff who have completed the LMS | 2) . Establish LMS baseline completion rate by end of Q2.
Total staying >48 hrs | month period d get aligned 2) Extract d delivered. b. Deliver Med Rec education to 50% of outpatient cinics by
number of (excluding infants . with a ful staffing 2) Establish baseline LMS Dual Code completion rates and b. Percentage of outpatient cliics that have received | the end of Q2.
admitted patients that are born in respectively complement. and track rollout of targeted Med Rec education for 3)a. Utilize audit data and patient 2 education for pr direct Med Rec education. . Education action plan to be endorsed by the Med Rec
for whom a the Hospital) outpatient cinics. b. Continue pharmacy engagement in unit-based Quality Huddles to reinforce Med <. Rep v
Medication an ongoing education action plan that incorporates.

Reconciliation is
completed within

3)c
strengthen understanding of roles and processes related
0 Med Rec on admission.

ppr y aligr
with current adrmission volumes and Med Rec workload
) th

) trends and Med
plan for Best Possible Medication History (BPMH).

b. Identify Med Rec pharmacy resources required to go live with Meditech Expanse to help inform the.
Pharmacy HHR Master Plan.

develop a more

5) The MSO will
Med

(current and future

y and Human

Expanse.
3) 2. Number of targeted prescriber engagement sessions.
conducted.

3) a. Deliver targeted prescriber engagement sessions by
Qa.

3 patient units
incorporated into a Quality Huddle.

P Y Qs

4)a. Report on the proportion of proactive BPMH to Med

Rec audit data to identify d inform targeted quality improvement ). Proportion of v
Master plan. | nitiati after changes to resource allocation. b. Report on Med Rec resource plan to the Med Rec
b. Develop improvement based in practice b. Devel o g staffing 2 to obtain their endorsement
5) Leverage the Medication Safety Offcer (MSO) to utilize the|
Pharmacy HHR Master Plan. 5) The MSO wil

auditfindings to inform quality improvement and
optimization of the Med Rec process.

a. Present audit findings and quality improvement

5) The MSO does the following:
a. Compl Med

b,

recommendations to the Med Rec Committee by Q2.
b. Rep the

recommendations.




