
Access and Flow

Change Ideas

Change Idea #1 Continue with our current initiatives: Mobile X-Ray and ultrasound providers, using the support from our Physicians, and Nurse Practitioner for after 
hours assessments, using internal diagnostic technology to diagnose, and develop suitable treatment plans.

Methods Process measures Target for process measure Comments

Our homes Quality Improvement Lead 
will gather all data, review quarterly, and 
analyze trends. We will review this data 
at our monthly Interdisciplinary Team 
meetings.

The number of transfers to the 
Emergency Department from our home 
will be reviewed monthly by our Quality 
Improvement Lead.

40% of high risk residents have focused 
assessments completed by the 
Registered Staff prior to an emergency 
room visit by June 30, 2026.

N/A

Measure - Dimension: Efficient

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Rate of ED visits for modified list of 
ambulatory care–sensitive 
conditions* per 100 long-term care 
residents. 

P Rate per 100 
residents / 
LTC home 
residents

CIHI CCRS, 
CIHI NACRS / 
October 1, 
2024, to 
September 
30, 2025 (Q3 
to the end of 
the following 
Q2)

31.60 29.00 Key drivers for Emergency 
Department transfers/visits are 
fixable i.e. early identification of 
condition changes, improved 
communication with primary care 
providers, and improved in person 
assessments. The desired target is 
ambitious enough to demonstrate 
real change and achievable based 
on comparable homes.
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Change Idea #2 Diagnostic technology - purchased a Bladder Scanner, and an ID Now Multiplex Tester to assist in the assessment and diagnoses of urinary retention, 
and respiratory infectious diseases. We have implemented a standing order for foley catheter insertion secondary to retention when indicated.

Methods Process measures Target for process measure Comments

Our homes Quality Improvement Lead 
will gather all data, review quarterly, and 
analyze trends. We will review this data 
at our monthly Interdisciplinary Team 
meetings.

The number of transfers to the 
Emergency Department from our home 
will be reviewed monthly by our Quality 
Improvement Lead.

The medical Director/Nurse Practitioner 
will be consulted on diagnostics used 
prior to considering hospital transfer, 
consultation will occur in 90% of cases, 
nurse will use clinical judgement when 
results indicate the potential for 
escalation, and early physician will 
improve in house management and we 
will be improvement by September 1, 
2026.

N/A

Change Idea #3 Ongoing utilization of an Automated Medication Dispensary to provide staff access to required medications, and treatments in an "emergency" supply 
to decrease ED transfers (i.e. Antibiotics, Prednisone, Naloxone, Glucagon, Insulin).

Methods Process measures Target for process measure Comments

Our homes Quality Improvement Lead 
will gather all data, review quarterly, and 
analyze trends. We will review this data 
at our monthly Interdisciplinary Team 
meetings.

The number of transfers to the 
Emergency Department from our home 
will be reviewed monthly by our Quality 
Improvement Lead.

By September 1st, 2026 the home will 
increase successful in-house 
management using the emergency drug 
supply by 25% and achieve 90% 
compliance with documentation and 
medical follow up monitored through 
monthly audits.

N/A
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Change Idea #4 Monthly Interdisciplinary Team Meetings to review individual cases or ED transfers, to identify trends, and discuss strategies/prevention in the future.

Methods Process measures Target for process measure Comments

Our homes Quality Improvement Lead 
will gather all data, review quarterly, and 
analyze trends. We will review this data 
at our monthly Interdisciplinary Team 
meetings.

The number of transfers to the 
Emergency Department from our home 
will be reviewed monthly by our Quality 
Improvement Lead.

Within six months the home will use 
monthly interdisciplinary team meetings 
to review clinical and operational trends, 
and develop targeted strategies and 
action items/follow ups in 90% of 
meetings.

N/A
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Experience

Change Ideas

Change Idea #1 Increased focus on improving our attendance rates for Residents who participate in Resident Council, and maintaining our collaborative relationship 
with Family Council as a portal for ongoing resident advocacy. Circulating Annual Resident Satisfaction Survey's, formalizing our complaint 
forms/process, incorporating resident preferences in care plans, and providing Social Work support if required.

Methods Process measures Target for process measure Comments

Our homes Administrator will continue 
to work closely and collaboratively with 
both the Resident Council and Family 
Council to increase awareness, promote 
participation.

The number of members in both 
councils will increase over the next 
twelve months.

By September 2026 we will increase 
Resident Council attendance by 25% and 
Family Council by 15% by implementing 
awareness strategies, to strengthen 
resident and family engagement.

Total Surveys Initiated: 224

N/A

Measure - Dimension: Patient-centred

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of residents responding 
positively to: "What number would 
you use to rate how well the staff 
listen to you?" 

O % / LTC home 
residents

In house 
data, 
NHCAHPS 
survey / Most 
recent 
consecutive 
12-month 
period

76.19 100.00 Every resident has a right to feel 
heard, respected and supported

Report Access Date: April 08, 2026

 4  WORKPLAN QIP 2026/27 Org ID 51279  | St. Lawrence Lodge 



Change Idea #2 Consistent staffing on Resident Home Areas - prioritizing consistency of staff for those with cognitive impairments.

Methods Process measures Target for process measure Comments

The finance department will be 
submitting quarterly staffing reports 
related to number of direct care hours. 
The scheduling manager has ongoing 
records of staffing levels, and staff 
working in designated areas.

The staff consistency rate will improve. By August 31, 2026 the Resident Home 
Areas will achieve 85% on shifts staffed 
by consistent team members, by 
implementing regular assignment 
practices and reducing cost unit 
reassignments by 30%.

N/A
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Change Ideas

Change Idea #1 We have revised our survey to reflect this question. We encourage Residents to come forward with any and all concerns to direct managers, the 
Director of Care, or the Administrator. We promote frequent review of the Bill of Rights in our Resident Council meeting.

Methods Process measures Target for process measure Comments

Use same survey method each time, 
track % of resident who answer 
positively and compare answers over 
time, review any identified trends and 
work collaboratively to make 
improvements.

Number of staff who acknowledge 
resident right to verbalize opinions.

By February of 2027 there will be an 
increase in the percentage of residents 
who responded positively from baseline 
by 85%.

Total Surveys Initiated: 224

N/A

Measure - Dimension: Patient-centred

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of residents who 
responded positively to the 
statement: "I can express my 
opinion without fear of 
consequences". 

O % / LTC home 
residents

In house 
data, interRAI 
survey / Most 
recent 
consecutive 
12-month 
period

40.18 100.00 Our organizational values are 
grounded in a resident centered 
approach fostered in respect, 
safety, transparency, and 
involvement of residents in their 
direct care planning.
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Safety

Change Ideas

Change Idea #1 Restorative Care Aide completing specific 1:1 programming to support residents who would benefit from strength and mobility training. Increased 
audits/reassessments re: fall prevention strategies, and device appropriateness in alignment with monthly Interdisciplinary Team meeting.

Methods Process measures Target for process measure Comments

Weekly mobility 
assessments/documentation will be 
completed for 100% of participants.

Residents level of mobility will be 
improved i.e. 2PA becomes a 1PA, or 
number of falls for the resident 
decreases.

By June 30th, 2026 the number of 
resident falls within the last 30 days, will 
reduce by 20%.

N/A

Measure - Dimension: Safe

Indicator #4 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of LTC home residents 
who fell in the 30 days leading up to 
their assessment 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
target 
quarter of 
rolling 4-
quarter 
average

17.45 15.50 This target is a reflection of how 
most homes are performing now, 
and moves us closer to the 
provincial benchmark. It is 
challenging enough to improve 
practice without being unrealistic.
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Change Ideas

Change Idea #1 Implement behavioral assessment prior to the implementation of pharmacological use of antipsychotic medication.

Methods Process measures Target for process measure Comments

Audit documentation to review if 
behavioral assessment occurred prior to 
prescribing of antipsychotics in the 
resident.

Number of new antipsychotic orders will 
decrease.

By December 31, 2026, 95% of all 
residents prescribed an antipsychotic 
will have documented evidence of a 
behavioral assessment. This will support 
safe prescribing practices, and 
contribute to a reduction in 
inappropriate use.

N/A

Measure - Dimension: Safe

Indicator #5 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of LTC residents without 
psychosis who were given 
antipsychotic medication in the 7 
days preceding their resident 
assessment 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
target 
quarter of 
rolling 4-
quarter 
average

19.44 18.00 This target supports performance 
expectations while allowing for 
resident complexity and 
demonstrates a strong effort to 
reduce inappropriate antipsychotic 
use.
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Change Ideas

Change Idea #1 Moisture Management Protocols will be implemented - good peri care routines, barrier cream use, and timely toileting.

Methods Process measures Target for process measure Comments

Monthly trending of total prevalence of 
stage 2 + pressure ulcers.

30% reduction in wound size in 2-4 
weeks.

By June 30th, 2026 the home will reduce 
the number of new stage 2 or greater 
pressure ulcers by 30%.

N/A

Measure - Dimension: Safe

Indicator #6 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of long-term care 
residents whose stage 2 to 4 
pressure ulcer worsened 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
reporting 
quarter for 
the rolling 4-
quarter 
average

3.99 3.50 This target pushes the home toward 
improvement while recognizing that 
complete elimination is not always 
possible. It is realistic but still aims 
for meaningful reduction.
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Change Ideas

Change Idea #1 Improve early identification and assessment to flag residents with repeated high risk behaviors.

Methods Process measures Target for process measure Comments

The lead of the restraint program will 
complete audits of EHR documentation 
to ensure clinical justification.

Evidence of at least three alternatives to 
restraints were attempted and 
documented.

By April 30th, 2026 ensure that 90% of 
restraints include documentation of at 
least three alternatives attempted.

N/A

Change Idea #2 To improve staff competence and confidence by providing scenario based training on restraint use alternatives.

Methods Process measures Target for process measure Comments

The lead of the restraint develop, 
implement education, and track staff 
completion.

Percentage of residents requiring 
restraints with justified documentation 
that incused underlying cause, why 
alternatives were insufficient and 
resident specific risks.

By July 2026, provide least restraint 
education to 95% of staff.

N/A

Measure - Dimension: Safe

Indicator #7 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of long-term care 
residents in daily physical restraints 

O % / LTC home 
residents

CIHI CCRS / 
July 1 to 
September 
30, 2025 
(Q2), as 
target 
quarter of 
rolling 4-
quarter 
average

17.43 15.75 This target reflects a commitment 
to minimizing use, while 
acknowledging a small number of 
residents who may still require 
restraints for legitimate reasons.
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