










2015/16 Quality Improvement Plan for Ontario Long Term Care Homes
"Improvement Targets and Initiatives"

SIMCOE MANOR HOME FOR THE AGED

AIM Measure Change

Quality 

dimension
Objective

Measure/ 

Indicator

Unit / 

Population

Source / 

Period

Organization 

ID

Current 

performance
Target

Target 

justification

Planned improvement 

initiatives (Change 

Ideas)

Methods Process measures
Goal for change 

ideas
Comments

1)1. Fall process map 

outlining the required 

documentation and 

follow-up after each 

fall.

1. Map is at each nursing station and all 

registered staff have an electronic copy.

1. audit % of high risk fallers for 

completion of required steps.

To have a 

reduction in 

injuries 

sustained by 

falls.

2)Falling leaves-fall 

prevention program 

(identifying bracelet 

and post fall huddles: 

yellow leaf on W/R 

mirror and by 

residents bed)

Audits will be completed quarterly to 

ensure identifiers for high risk residents 

remain in place , are current and 

applicable.

Fall risk assessments, care plans, 

resident and residents room will be 

checked/reviewed for required 

program interventions.

All residents on 

the Falling 

Leaves program 

will be 

identified and 

all interventions 

in place.

3)Review of high risk 

fallers/frequent fallers 

at weekly high risk unit 

meetings.

White boards in the nursing station on 

each unit will have high risk residents 

listed for all staff to be aware of those at 

risk.

When completing unit meetings, 

Registered staff will ensure list is 

current and all required documentation 

and follow up is completed.

All residents 

that are 

identified as a 

high risk will be 

reviewed with 

the intent of 

reducing falls 

within the home 

overall.

22 19.8 To reduce the 

percentage of 

falls in last 30 

days by 10%

To Reduce 

Falls

Percentage of 

residents who 

had a recent 

fall (in the last 

30 days)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

Safety 51827*



4)Increased PSS 

staffing at identified 

peak fall times.

Achieva has completed an assessment of 

past falls and identified peak times of fall 

and location of falls. This will be posted 

by unit in each nursing station.

PSS staffing levels will increase in 

March to ensure coverage of peak fall 

times.

To see a 

decrease in falls 

at peak fall 

times as 

residents will be 

more engaged 

in activities.

5)Implementation of 

more Hi-low beds 

along with appropriate 

bed position height for 

each individual.

Beds will be positioned at a safe transfer 

level for each individual resident and 

height marked on wall.

Physio will be asked to assist with 

determining height of safe transfer for 

residents. Staff will be educated on 

correct positioning and documentation 

verified in residents care plan.

To have a safe 

transfer height 

from bed for 

each identified 

resident.

1)Establish two RPNs 

to lead wound care 

program

Wound care leads have been selected 

and are completing monthly wound 

rounds.

Each lead will complete one day per 

month

These 

champions will 

become a 

resource of all 

nursing staff for 

skin and wound 

issues within 

the home.

2)Wound care leads to 

provide training for 

PSW's and RPN's

Wound care leads will train PSW's and 

RPN's on their role in skin and wound 

care and prevention. Reviewing 

enhanced positioning of turning clock in 

each residents room Stress the 

importance of following the set out 

turning schedule as identified on the 

clock Re-education to PSW's on 

continence care and repositioning New 

tracking sheet for wounds and required 

follow up for each unit.

Wound care leads will track via a sign in 

sheet the number of staff trained and 

what was included in the training.

All staff will 

receive the 

necessary 

training by the 

wound care 

leads by June 

1/15

22 19.8 To reduce the 

percentage of 

falls in last 30 

days by 10%

To Reduce 

Falls

Percentage of 

residents who 

had a pressure 

ulcer that 

recently got 

worse

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51827* 3.64 3.28 10% 

reduction 

based on the 

trend over 

the last year 

and working 

towards 

meeting the 

provincial 

average.

To Reduce 

Worsening of 

Pressure 

Ulcers

Percentage of 

residents who 

had a recent 

fall (in the last 

30 days)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

Safety 51827*



3)Care plans will be 

audited to ensure 

accuracy in wound 

care

Wound care leads to complete chart 

audits for residents with pressure ulcers 

and wounds.

% of care plans will be audited monthly 

for those residents with 

wounds/pressure ulcers

Care plan are 

individualized 

and reflect 

current 

treatment for 

skin/wound 

issues.

4)To ensure residents 

with wounds have a 

plan of care with 

interventions to 

address wound care.

The registered staff on the unit to create 

an individualized plan of care for resident 

with wounds. Sue Bailey RNAO educator 

will provide education on wound 

documentation to registered staff.

Review of a % of care plans and 

progress notes monthly for complete 

and appropriate documentation.

Staff will be 

educated and 

will follow Best 

Practice for 

documentation 

and wound 

care.

1)Bi-monthly restraint 

reduction committee 

meetings will be held.

Meeting invites will be sent to all 

members of the committee for the 

duration of 2015.

Minutes of meetings will be kept on the 

x-drive with names of those in 

attendance.

100% 

completion of 

all meetings in 

2015

2)Alternative to 

restraints assessments 

to be completed 

monthly.

Assessments are on E-MAR for 

Registered staff to complete between 

the 10th and 15th of each month.

Quality Coordinator will audit 

completion of assessments monthly for 

completion and appropriate 

interventions.

100 % 

completion of 

all assessments

3)Education will be 

provided to residents, 

families and staff on 

lest restraint policy in 

the home.

Education is provided with each new 

admission and ongoing when a family 

requests a new restraint application.

Policy is in the new admission package 

and is reviewed with family on 

admission.

To have all new 

residents and 

families feel 

comfortable 

with least 

restraint 

strategies as per 

home policy.

Percentage of 

residents who 

had a pressure 

ulcer that 

recently got 

worse

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51827* 3.64 3.28 10% 

reduction 

based on the 

trend over 

the last year 

and working 

towards 

meeting the 

provincial 

average.

To Reduce 

Worsening of 

Pressure 

Ulcers

Safety

Percentage of 

residents who 

were physically 

restrained 

(daily)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51827* 3.9 To Maintain 

or reduce the 

current 

restraint rate 

of 3.9% for 

2015.

To Reduce 

the Use of 

Restraints

3.79



4)Staff are to follow 

the least restraint 

policy and process for 

application of or 

consideration of a new 

restraint.

Staff are aware of the policy and it is 

reviewed annually. when a new restraint 

is being considered, staff are referred to 

policy for review.

Education for least restraint is provided 

in the new hire hand book and annually 

at annual education.

All staff will be 

compliant with 

the policy.

1)Each resident will be 

assessed on admission 

for continence status 

and applicable 

interventions.

Will be done using the continence care 

assessment on PCC

New resident charts will be reviewed to 

ensure completeness of the 

assessment.

100% 

completion of 

new admission 

continence care 

assessments.

2)Residents are 

monitored for 

appropriateness of 

scheduled toileting 

routine and Nursing 

Rehab program. 

Documentation for 

such will be 

completed.

Nursing Rehab nurse will review the MDS 

coding and residents appropriateness to 

the program regularly.

Rehab nurse will set a schedule to 

ensure reviews are completed. Discuss 

with staff at high risk unit meeting if 

there are any residents who may 

benefit from the program.

All interventions 

will be 

implemented 

with the goal to 

achieve optimal 

continence 

maintenance.

3)RAI Coordinator will 

provide re-education 

to all registered staff 

on accuracy of coding 

of continence status in 

MDS

All Registered staff will receive education 

with in the next 90 days.

Coding will be monitored for accuracy 

especially those on nursing rehab.

To have all 

registered staff 

code resident 

continence 

accurately in 

MDS.

4)All residents will be 

reassessed for the 

appropriate brief size 

and type. This will be 

done with the 

revitalization of the 

tena team.

All residents will be reviewed by a Tena 

team member, Tena rep and nurse 

manager

Skin and Wound, Continence 

committee meetings will have a 

standing agenda item that will include 

the review of current posted product 

profiles.

To maintain 

accurate 

profiles for staff 

to utilize during 

resident care.

Safety

Percentage of 

residents who 

were physically 

restrained 

(daily)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51827*

20.85

3.9 To Maintain 

or reduce the 

current 

restraint rate 

of 3.9% for 

2015.

To Reduce 

the Use of 

Restraints

3.79

17.55 To reduce by 

10% to meet 

provincial 

average or to 

exceed the 

provincial 

average.

To Reduce 

Worsening 

Bladder 

Control

Percentage of 

residents with 

worsening 

bladder control 

during a 90-day 

period

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

Effectivenes

s

51827*



5)Tena Portraits will be 

reviewed and 

implemented.

Tena team member along with Tena Rep 

and Nurse Manager will complete.

Staff will be educated on Tena 

portraits.

Staff will be able 

to identify the 

most 

appropriated 

continence 

product using 

the Tena 

portraits.

1) This 

indicator 

will be 

monitored 

and baseline 

data 

collected. 

No 

improvemen

t plan will be 

incorporate

d at this 

time.

20.85 17.55 To reduce by 

10% to meet 

provincial 

average or to 

exceed the 

provincial 

average.

To Reduce 

Worsening 

Bladder 

Control

Percentage of 

residents on 

antipsychotics 

without a 

diagnosis of 

psychosis

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51827* 48.88 .To Reduce 

the 

Inappropriat

e Use of Anti 

psychotics in 

LTC

Percentage of 

residents with 

worsening 

bladder control 

during a 90-day 

period

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

Effectivenes

s

51827*



1) Resident 

and family 

satisfaction 

monitored 

with annual 

satisfaction 

survey. No 

improvemen

t plan will be 

put into 

place at this 

time.

1) This 

Indicator 

will be 

reviewed 

annually 

with the 

family and 

resident 

satisfaction 

survey. No 

improvemen

t plan will be 

put into 

place at this 

time.

Percentage of 

residents 

responding 

positively to: 

"What number 

would you use 

to rate how 

well the staff 

listen to you?" 

(NHCAHPS)

% / 

Residents

In-house 

survey / Apr 

2014 - Mar 

2015 (or 

most recent 

12mos). 

51827*Receiving 

and utilizing 

feedback 

regarding 

resident 

experience 

and quality 

of life. 

"Having a 

voice".

.

Percentage of 

residents 

responding 

positively to: "I 

can express my 

opinion 

without fear of 

consequences." 

(InterRAI QoL)

% / 

Residents

In-house 

survey / Apr 

2014 - Mar 

2015 (or 

most recent 

12 mos). 

51827* .

Resident-

Centred



1) This 

indicator 

will be 

reviewed 

annually 

with the 

annual 

Resident/Fa

mily 

satisfaction 

survey. No 

improvemen

t plan will be 

put into 

place at this 

time.

1) This 

indicator 

has not 

been 

chosen. It 

will be 

monitored 

annually 

with the 

annual 

resident/fa

mily 

satisfaction 

survey.

.

Percentage of 

residents 

responding 

positively to:  "I 

would 

recommend 

this site or 

organization to 

others." 

(InterRAI QoL)

% / 

Residents

In-house 

survey / Apr 

2014 - Mar 

2015 (or 

most recent 

12 mos)

51827* .

Percentage of 

residents 

responding 

positively to: 

"Would you 

recommend 

this nursing 

home to 

others?" 

(NHCAHPS)

% / 

Residents

In-house 

survey / Apr 

2014 - Mar 

2015 (or 

most recent 

12mos)

51827*Receiving 

and utilizing 

feedback 

regarding 

resident 

experience 

and quality 

of life. 

"Overall 

Satisfaction"

Resident-

Centred



1)Base line data will be 

collected to monitor 

for potentially 

avoidable ED visits.

Data will be collected for this indicator 

from PCC and MDS.

Progress notes for "transfer to 

hospital" will be reviewed monthly and 

data gathered. MDS section P5 and P6 

will have coding checked for accuracy 

quarterly.

Staff will 

complete only 

one enter under 

"transfer to 

hospital" title 

for the initial 

transfer. All 

other follow up 

documentation 

will be 

completed 

under 

applicable title 

ie. "Care 

monitoring".

Number of 

emergency 

department 

(ED) visits for 

modified list of 

ambulatory 

care sensitive 

conditions* 

(ACSC) per 100 

long-term care 

residents 

% / 

Residents

Ministry of 

Health 

Portal / Q3 

FY 2013/14 - 

Q2 FY 

2014/15

To Reduce 

Potentially 

Avoidable 

Emergency 

Department 

Visits

Integrated 51827* 31.49 To collect in-

house 

baseline data 

on avoidable 

ED visits.


