










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

TRILLIUM MANOR HOME FOR THE AGED 12 GRACE AVENUE

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)Continue the review of 

high risk fallers/frequent 

fallers at Quality Risk 

Rounds for interventions 

and strategies for the 

individuals. 

Interdisciplinary input will 

be sought from 

representatives from all 

departments in order to 

come up with solutions. 

High Risk Fallers, 

strategies and 

interventions will also 

continue to be discussed 

at the monthly Required 

Program Committee.

The minutes of Quality Risk Round 

Meetings will reflect Interdisciplinary 

discussions along with the discussed 

strategies and interventions to be 

implemented. Strategies and 

interventions will be discussed further 

at the Required Programs committee 

and these minutes communicated to 

Staff during Quality Risk Rounds.

High Risk round minutes 

and Required Program 

Committee minutes.

100% of all falls 

will be discussed 

and reflected in 

High risk round 

minutes. 100% of 

high risk fallers will 

be discussed and 

reflected in 

Required program 

committee 

minutes.

Safety 51857*Percentage of 

residents who 

had a recent 

fall (in the last 

30 days)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

20.87 18.78 With the 

implementation 

and 

maintenance of 

2 Fall 

Prevention 

Intervention 

Initiatives, along 

with 

maintaining 

interdisciplinary 

discussions at 

Quality Risk 

Rounds and the 

Required 

program 

committee, we 

will reduce the 

percentage of 

Residents falling 

by 10% over the 

year.

To Reduce 

Falls



2)Implement Falls 

Reduction programs for 

high risk fallers specific to 

Resident needs

Expand the Heightened monitoring 

program across the home that was 

started on one unit last year which 

has been proven to not only decrease 

the number of falls but also time 

spent by nursing staff on post falls. 

This method is suitable for those 

Residents with a CPS score of 0-3. 

This improvement initiative involves 

asking 5 Questions. As well, initiate 

and Roll out the Falling Leaves 

program, starting on the Severn unit 

January, reaching all units by June 

2015.

% of identified high risk 

fallers with an implemented 

heightened monitoring 

strategy.

Both Fall 

Reduction 

Initiatives will be 

FULLY rolled out 

by the end of June 

2015. At this time, 

75% of high risk 

fallers (those 

Residents with 2 

or more falls in 30 

days) will have an 

associated fall risk 

strategy 

implemented.

3)Increase Resident 

participation in the 

Nursing Rehabilitation 

Program and improve 

consistency of Nursing 

Rehabilitation principles.

Implement the duties for the Nursing 

Rehab Resource Nurse which includes 

assessments of Residents on 

admission, as well as for those 

Residents with a significant change in 

health status. The Nursing Rehab 

Resource Nurse will evaluate the 

success of interventions of Residents 

on the program quarterly. Through 

this implementation, there will be an 

increased number of residents on the 

program.

# of Residents on the 

Nursing Rehabilitation 

program.

Increase number 

of residents on 

program to 15% of 

all Residents

4)Improved Falls 

documentation training 

and monitoring

Falls documentation flow sheets 

distributed to all nursing staff via the 

Quality Binder along with Head injury 

flow sheet. Documentation will be 

audited weekly and follow up of 

improper documentation will be 

included in end of day Quality Risk 

Rounds Report to the Director of 

Resident Care and Nurse Manager

% of Residents with falls 

that have the correct falls 

documentation in their 

electronic Record.

75% of electronic 

records of 

residents with falls 

will have correct 

documentation for 

associated falls by 

December 2015.

Safety 51857*Percentage of 

residents who 

had a recent 

fall (in the last 

30 days)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

20.87 18.78 With the 

implementation 

and 

maintenance of 

2 Fall 

Prevention 

Intervention 

Initiatives, along 

with 

maintaining 

interdisciplinary 

discussions at 

Quality Risk 

Rounds and the 

Required 

program 

committee, we 

will reduce the 

percentage of 

Residents falling 

by 10% over the 

year.

To Reduce 

Falls



1)Wound care resource 

nurse to monitor wounds, 

liaise with Physicians for 

treatment options and to 

support the completion of 

wound assessments.

Provide support to the Wound Care 

Resource Nurse in the completion of 

weekly wound assessments and 

ensure coding is completed 

accurately.

# or Residents monitored by 

Wound Care nurse

75% of Residents 

with wounds to be 

monitored by 

Wound Care 

Resource nurse

2)Ongoing education and 

support to registered staff 

and PSW's on wound 

prevention and 

maintenance.

Increase staff training on wounds: 

Wound information and education 

will be created specifically for PSWs 

providing education on Stage 1 ulcers 

and protocols. Registered Staff will be 

assigned to complete Surge learning 

modules. A visual wound tip sheet 

and process document will be created 

and disseminated to all staff through 

the Job routine section in the Quality 

binders.

% of Staff trained on 

wounds.

85% of staff 

trained on wounds 

by November 

2015

3)Monthly auditing of 

status of wounds to 

ensure assessment 

completion and complete 

monitoring of wounds.

Manager, in conjunction with the 

Wound Care resource nurse to 

complete and analyze wound 

surveillance record. The Results from 

wound surveillance record to be 

reported monthly to via the Quality 

management meetings.

% of Residents with wounds 

with wound assessments 

completed weekly.

90% of Residents 

with wounds will 

have wound 

assessments 

completed weekly 

by October 2015

4)Skin Assessments are 

included in the quarterly 

assessments in order to 

ensure that no skin issues 

are missed.

Registered staff completes Skin 

Assessment in conjunction with the 

MDS when coding section M. This 

requires that the registered staff 

physically view Resident’s skin. The 

process is scheduled and monitored 

by the RAI coordinator

# of scheduled Skin 

Assessments completed

90% of scheduled 

Skin Assessments 

completed by 

December 2015

Safety

3.07 With the 

support 

provided to the 

Wound Care 

Resource Nurse, 

along with 

Education to 

staff, auditing of 

wound 

assessments 

and scheduling 

skin 

assessments 

quarterly, 

Trillium Manor 

will reduce the 

incidents of 

worsening 

pressure ulcers 

by 15% over the 

next year.

To Reduce 

Worsening 

of Pressure 

Ulcers

Percentage of 

residents who 

had a pressure 

ulcer that 

recently got 

worse

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51857* 3.61



1) Status Quo - to 

maintain the 

current level 

of restraints at 

Trillium Manor 

that exceeds 

the provincial 

benchmark.

1)Education of front line 

staff on prevention of 

incontinence

Develop and deliver through SURGE 

learning an education module on the 

prevention of incontinence for 

Nursing Staff. Track completion of 

module by staff.

% of staff who have 

completed prevention of 

incontinence training

75% of staff will 

have completed 

training by 

November 2015

2)Research into Residents 

with a change in coding 

and identify those who 

would benefit from 

prompted voiding and 

toileting routines.

The RAI Coordinator will ensure 

accurate coding and assessment of 

Residents. Using best practice criteria 

to establish protocols, Bladder and 

Bowel diaries will be trialed on a 

sample of Residents. Learnings from 

this trial will be analyzed and then 

both bladder and bowel diaries will be 

rolled out to all those that trigger 

worsening continence.

% of Residents with 

worsening continence and 

qualify based on established 

criteria that have bladder 

and bowel diaries 

completed.

95% of Residents 

with worsening 

continence and 

qualify based on 

established criteria 

will have bladder 

and bowel diaries 

completed on or 

before the end of 

August 2015.

3)Initiate criteria for 

candidates for : prompted 

voiding, scheduled 

toileting

The Analysis of Bladder and Bowel 

diaries will inform the development 

of toileting routines. Toileting 

routines will be initiated on a sample 

of residents. This trial will be 

analyzed, refined and rolled out to all 

of Trillium manor Residents. These 

routines will be documented 

accordingly in care plans.

% of Residents with 

established Toileting 

routines implemented who 

were identified as 

benefiting from this 

intervention through the 

bladder and bowel diary 

analysis.

5% of Resident 

who were 

identified as 

benefiting from 

this initiative will 

have implemented 

a toileting routine 

by November 

2015

Effectiveness 51857*Percentage of 

residents with 

worsening 

bladder 

control during 

a 90-day 

period

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

36.84

.To Reduce 

the Use of 

Restraints

2.31

31.31 Through 

education of 

staff and the 

implementation 

of bladder and 

bowel diaries to 

inform the 

creation of 

toileting 

routines specific 

to Residents, 

Trillium manor 

will reduce the 

incidents of 

worsening 

bladder function 

by 15% over the 

next year.

To Reduce 

Worsening 

Bladder 

Control

Safety

Percentage of 

residents who 

were 

physically 

restrained 

(daily)

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51857*



1) Indicator not 

currently 

selected as 

Trillium Manor 

is focusing on 

other quality 

improvement 

priorities.

1) Resident and 

family 

satisfaction 

monitored 

with annual 

satisfaction 

survey. No 

concerns at 

this time.

1) Resident and 

family 

satisfaction 

monitored 

with annual 

satisfaction 

survey. No 

concerns at 

this time.

Resident-

Centred

.

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). 

51857* .

Effectiveness

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). 

51857*Receiving 

and utilizing 

feedback 

regarding 

resident 

experience 

and quality 

of life. 

"Having a 

voice".

.To Reduce 

the 

Inappropria

te Use of 

Anti 

psychotics 

in LTC

Percentage of 

residents on 

antipsychotics 

without a 

diagnosis of 

psychosis

% / 

Residents

CCRS, CIHI 

(eReports) / 

Q2 FY 

2014/15

51857* 41.33



1) Resident & 

family 

satisfaction 

monitored 

with annual 

satisfaction 

survey. Not an 

improvement 

target for 

2015. Will 

Maintain 

Status quo - 

95% or better 

of 

respondents 

stating yes to 

this question.

1) Not a 

current 

question on 

our survey. 

Currently 

use the 

question in 

AIM ID #8

1)To create and 

implement a process for 

collection of data in order 

to create a baseline for 

this indicator.

Create a progress note in Point Click 

Care for the Registered Nurse to 

complete when a Resident is 

transferred to the Emergency 

Department for modified list of 

ambulatory care sensitive conditions.

# progress notes completed 

for residents transferred to 

ED for modified list of ACSC 

per 100 long-term care 

residents

100% of all 

transfers to ED for 

modified list of 

ACSC will have an 

associated 

progress note 

completed.

Creating a 

baseline for 

this indicator 

in order to 

determine 

future 

targets.

51857* 23.64 Collecting and 

tracking data to 

create a 

baseline in 2015

Receiving 

and utilizing 

feedback 

regarding 

resident 

experience 

and quality 

of life. 

"Overall 

Satisfaction

"

Resident-

Centred

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

.

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)

51857* .

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)

51857*


