WORKPLAN QIP 2025/26

Access and Flow

Measure - Dimension: Efficient

Org ID 53090 | Valley Manor Nursing Home

Indicator #1 Type PoL;E::\ t/ion ISDZ::; / Peffl;rrrfq-r;]ce Target |Target Justification External Collaborators
Rate of ED visits for modified list of O |Rate per 100 |CIHI CCRS, 16.81 15.10 |[To continue to remain below the
ambulatory care—sensitive residents / |CIHI NACRS / provincial and Champlain region
conditions* per 100 long-term care LTC home |Oct 1, 2023, average.
residents. residents [to Sep 30,
2024 (Q3 to
the end of

the following
Q2)

Change Ideas

Change Idea #1 Implement an SBAR transfer checklist for Registered Nurses.

Methods

Implement an SBAR transfer checklist for # of SBAR transfer checklists utilized per
month starting in July 2025.

Registered Nurses. The SBAR transfer
checklist will be reintroduced in Q1 and
it will be brought to the monthly RN &
RPN meeting for feedback. The SBAR
transfer checklist will be utilized by
Registered Nurses to provide pertinent
medical information to assist residents,
SDMs, and MD's in determining the right
treatment at the right place and at the
right time. The CQl Co-ordinator will
analyze, review, and report the data at
the Continuous Quality Improvement
meetings starting in Q2 of 2025.

Report Access Date: March 28, 2025

Process measures

Target for process measure

100% of transfers sent to the ED will
have the SBAR transfer checklist
completed by the registered nurse on
duty at the time of the ED transfer

Comments

Will obtain feedback from registered
nurses if having an electronic format will
encourage use vs paper form.
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_ WORKPLAN QIP 2025/26 Org ID 53090 | Valley Manor Nursing Home

Equity

Measure - Dimension: Equitable

Indicator #2 Type Lo / Sou_rce / cee Target |Target Justification External Collaborators
Population [Period Performance
Percentage of staff (executive-level, 0 % / Staff |Local data 77.31 90.00 |90 % of all staff will have received
management, or all) who have collection / education on equity, diversity,
completed relevant equity, diversity, Most recent inclusion,
inclusion, and anti-racism education consecutive and anti-racism by the end of Q4
12-month 2026
period

Change Ideas

Change Idea #1 Demonstrate our commitment to enhancing education on equity, inclusion, diversity, and anti-racism by creating an action plan based on the
assessment results from Section 1 of CLRI's "Embracing Diversity" Toolkit.

Methods Process measures Target for process measure Comments
Members of the Continuous Quality 100% of action plan components will be  50% of the components will be Total LTCH Beds: 90
Improvement Committee will use the developed and implemented by the end developed and implemented by the end

assessment from Section 1 of the of Q2 2025. of Q1 2025 and the remaining 50% by

"Embracing Diversity" Toolkit to evaluate , the end of Q2 2025.

the current state of equity, inclusion,
diversity, and anti-racism in our
organization. The Continuous Quality
Improvement Committee will collect
data on staff knowledge, attitudes,
practices, and experiences. The
committee will identify key areas of
strength and opportunities for
improvement.

Report Access Date: March 28, 2025
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_ WORKPLAN QIP 2025/26

Experience

Measure - Dimension: Patient-centred

Org ID 53090 | Valley Manor Nursing Home

listen to you?"

survey / Most
recent
consecutive
12-month
period

; Unit / Source / Current iy
Indicator #3 Type Bomrlation tberiod Do tormiies Target |[Target Justification External Collaborators
Percentage of residents responding O |%/LTChome |In house 62.22 72.00 |Increase satisfaction by 15 % by the
positively to: "What number would residents |data, end of Q4.
you use to rate how well the staff NHCAHPS

Change Ideas

Change Idea #1 Members of the Resident Council will review and revise the 2025 Resident and Family Satisfaction Survey, which will then be sent to the Family
Council for review with the support of the CQl Committee lead.

Methods
The Lead of the CQl Committee will

consult with Resident Council members
in Q1, scheduling meetings based on
their availability to review and revise the

Process measures

# of meetings held with members of the
resident council per month to review
and make changes to the Resident and
Family Satisfaction Survey.

Resident and Family Satisfaction Survey.

Following this meeting, input from the

Family Council will be gathered by

sending a copy to the Family Council

Chair for distribution. Meetings with the
Resident Council will take place in Q1 of

2025, during which members will

provide guidance on how the survey will

be conducted within the home.

Report Access Date: March 28, 2025

Target for process measure

The Resident and Family Satisfaction
Survey will be completely reviewed and Total LTCH Beds: 90
revised by Members of the Resident

Council with assistance of the lead of the
CQl Committee by June 30, 2025.

Comments

Total Surveys Initiated: 84
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WORKPLAN QIP 2025/26

Change Idea #1 Present the Resident and Family Satisfaction Survey before the end of Q2.

Methods

Review Resident and Family Satisfaction
Survey with Resident and Family

ensure that it is not too long and
addresses their concerns. Educate both
resident and families on the importance
of their feedback and opinions in a
resident-centered care environment

Process measures Target for process measure

Increase resident participation in the
annual Resident and Family Satisfaction
Councils prior to rolling out the survey to Survey to 65% of the resident

The goal is for 95% of residents and
families who complete the Resident and Total LTCH Beds: 90
Family Satisfaction Survey to provide a

positive response to this question.

Org ID 53090 | Valley Manor Nursing Home

Comments

Total Surveys Initiated: 84

Change Idea #2 Seek input from residents and families on their understanding of the statement, "I can express my opinion without fear of consequences."

Methods

The Manager of Recreation & Volunteers Number of residents and families
consulted each month on their
interpretation of the statement, "l can
express my opinion without fear of
consequences."

will collaborate with Resident Council
and Activation staff to gather feedback
during Resident Council meetings,
"Move-In" Multi-Disciplinary Care
conferences, and annual Multi-
Disciplinary Care conferences.
Additionally, 1:1 discussions will be
conducted to understand residents'
interpretations of the embedded
question for data collection in the LTC
Resident Experience Survey. The
Manager of Recreation & Volunteers will
collect, analyze, and present the findings
at the Continuous Quality Improvement
Committee meetings, held every two
months.

Report Access Date: March 28, 2025

Process measures Target for process measure

All residents and families will be
consulted throughout the year.

Comments
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_ WORKPLAN QIP 2025/26

Org ID 53090 | Valley Manor Nursing Home

Change Idea #1 To assess and update the home's Falls Prevention and Management program to incorporate the most current evidence-based practices.

Methods Process measures

The Direct Care Coordinator and the Percentage of falls prevention and
Restorative Care Coordinator will plan management program components
meetings for Q1 to review and revise the reviewed and revised based on current
homes Falls Prevention and evidence-informed practices."
Management program.

Recommendations for changes in the

program will be made in red and brought

forward to the Continuous Quality

Improvement Committee by the Direct

Care Coordinator and the Restorative

Care Coordinator for review and

approval. In Q2 the changes will be

brought forward to the monthly nursing

meetings by the Direct Care Coordinator

and the Restorative Care Coordinator.

Target for process measure Comments

100% of the falls prevention and
management program components will
be reviewed and revised based on
current evidence-informed practices by
the end of Q2.

Change Idea #2 To implement an injury prevention plan as part of the falls program.

Methods Process measures

The number of residents with a Fracture
Director and Valley Manor's Long Term  Risk Score (FRS) of 3 or higher whose
Care Pharmacist, the home will family doctor is notified of the fracture
implement the Fracture Risk protocol for risk and asked to consider prescribing a
residents with a Fracture Risk Score fracture prevention medication regimen.
(FRS) of 3 or higher, who will then be

evaluated for fracture prevention

medication. The Nursing Coordinator will

monitor this on a monthly basis and

present the findings at the Continuous

Quality Improvement meetings held

every two months.

In collaboration with the Medical

Report Access Date: March 28, 2025

Target for process measure Comments

By the end of Q3, 100% of residents with This will also help minimize ED visits, as
an FRS score of 3 or higher will be falls leading to fractures are a common
offered a fracture prevention medication cause of these visits.

regimen.



" G A R s 3 M g

& 1

. - . ., - S . Mg Rt g - " 1l e = A CWig T A 2 TR
== 'R - ' o Ty - - RS, LR [ FE T,
. S = . = . F g L R AT AL ] TR

g Wt . . = [ R A . Ty repifrwrmie ] O =1 -
gy . JPa  n e g s

TEEHEE R, LT LR kT

= syl vy preore. A5

Il FILLFIEEE L ST, of - T -

4 i HIRMESLC | HT= =T
WAl A = ah g

" e wlbals SH et -,

g, b URE S E T PR

LTI EE S e Bt e X o

L EET T WRC B L RN

i, JllekFw F = 2N

At w;mm“_:a .'a_mﬁ LA 'ﬁﬂﬂm

=-%T -
T L T R L T R B e T =L R r = pifFar- - " o
“md " e Lttt . . -0, ) = e = B R I T LT
-, 1° L . w = O ML R - . N
1- o a, =l IVt T - mw
= T . B L PR L Ik
. . 7
- I
= = -
- L f -
T . B .
=1 = '..

e P . '



WORKPLAN QIP 2025/26

Access and Flow

Measure - Dimension: Efficient

Org ID 53090 | Valley Manor Nursing Home

Indicator #1 Type PoL;::;t/ion }SDerJi;Cg / Pe(r:chl)rrr:;:ice Target |Target Justification External Collaborators
Rate of ED visits for modified list of O |Rate per 100 |CIHI CCRS, 16.81 15.10 |To continue to remain below the
ambulatory care—sensitive residents / |CIHI NACRS / provincial and Champlain region
conditions* per 100 long-term care LTC home [Oct 1, 2023, average.
residents. residents [to Sep 30,
2024 (Q3 to
the end of

the following
Q2)

Change Ideas

Change Idea #1 Implement an SBAR transfer checklist for Registered Nurses.

Methods

Implement an SBAR transfer checklist for # of SBAR transfer checklists utilized per
month starting in July 2025.

Registered Nurses. The SBAR transfer
checklist will be reintroduced in Q1 and
it will be brought to the monthly RN &
RPN meeting for feedback. The SBAR
transfer checklist will be utilized by
Registered Nurses to provide pertinent
medical information to assist residents,
SDMs, and MD's in determining the right
treatment at the right place and at the
right time. The CQl Co-ordinator will
analyze, review, and report the data at
the Continuous Quality Improvement
meetings starting in Q2 of 2025.

Report Access Date: March 28, 2025

Process measures

Target for process measure

100% of transfers sent to the ED will
have the SBAR transfer checklist
completed by the registered nurse on
duty at the time of the ED transfer

Comments

Will obtain feedback from registered
nurses if having an electronic format will
encourage use vs paper form.
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- WORKPLAN QIP 2025/26 Org ID 53090 | Valley Manor Nursing Home

Equity

Measure - Dimension: Equitable

: Unit Sourc C t oy
Indicator #2 Type > / . = bl Target |Target Justification External Collaborators
Population [Period Performance
Percentage of staff (executive-level, 0 % / Staff  |Local data 77.31 90.00 |90 % of all staff will have received
management, or all) who have collection / education on equity, diversity,
completed relevant equity, diversity, Most recent inclusion,
inclusion, and anti-racism education consecutive and anti-racism by the end of Q4
12-month 2026
period
Change Ideas

Change Idea #1 Demonstrate our commitment to enhancing education on equity, inclusion, diversity, and anti-racism by creating an action plan based on the
assessment results from Section 1 of CLRI's "Embracing Diversity" Toolkit.

Methods Process measures Target for process measure Comments
Members of the Continuous Quality 100% of action plan components will be 50% of the components will be Total LTCH Beds: 90
Improvement Committee will use the developed and implemented by the end developed and implemented by the end

assessment from Section 1 of the of Q2 2025. of Q1 2025 and the remaining 50% by

"Embracing Diversity" Toolkit to evaluate the end of Q2 2025.

the current state of equity, inclusion,
diversity, and anti-racism in our
organization. The Continuous Quality
Improvement Committee will collect
data on staff knowledge, attitudes,
practices, and experiences. The
committee will identify key areas of
strength and opportunities for
improvement.

Report Access Date: March 28, 2025
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_ WORKPLAN QIP 2025/26

Experience

Measure - Dimension: Patient-centred

Org ID 53090 | Valley Manor Nursing Home

Indicator #3 Type PoL;::;t/ion 22:‘:; / Pe(r:fl:)rrrri:;ce Target |Target Justification External Collaborators
Percentage of residents responding O |%/LTChome |In house 62.22 72.00 [Increase satisfaction by 15 % by the
positively to: "What number would residents |data, end of Q4.
you use to rate how well the staff NHCAHPS
listen to you?" survey / Most
recent
consecutive
12-month
period

Change Ideas

Change Idea #1 Members of the Resident Council will review and revise the 2025 Resident and Family Satisfaction Survey, which will then be sent to the Family
Council for review with the support of the CQl Committee lead.

Methods
The Lead of the CQl Committee will

consult with Resident Council members
in Q1, scheduling meetings based on
their availability to review and revise the

Process measures

# of meetings held with members of the
resident council per month to review
and make changes to the Resident and
Family Satisfaction Survey.

Resident and Family Satisfaction Survey.

Following this meeting, input from the

Family Council will be gathered by

sending a copy to the Family Council

Chair for distribution. Meetings with the
Resident Council will take place in Q1 of

2025, during which members will

provide guidance on how the survey will

be conducted within the home.

Report Access Date: March 28, 2025

Target for process measure

The Resident and Family Satisfaction
Survey will be completely reviewed and Total LTCH Beds: 90
revised by Members of the Resident

Council with assistance of the lead of the
CcQl Committee by June 30, 2025.

Comments

Total Surveys Initiated: 84
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WORKPLAN QIP 2025/26

Change Idea #1 Present the Resident and Family Satisfaction Survey before the end of Q2.

Methods Process measures Target for process measure Comments

Review Resident and Family Satisfaction Increase resident participation in the The goal is for 95% of residents and Total Surveys Initiated: 84
Survey with Resident and Family annual Resident and Family Satisfaction families who complete the Resident and Total LTCH Beds: 90
Councils prior to rolling out the survey to Survey to 65% of the resident Family Satisfaction Survey to provide a

ensure that it is not too long and population. positive response to this question.

addresses their concerns. Educate both
resident and families on the importance
of their feedback and opinions in a
resident-centered care environment

Change Idea #2 Seek input from residents and families on their understanding of the statement, "I can express my opinion without fear of consequences."

Methods Process measures Target for process measure Comments
The Manager of Recreation & Volunteers Number of residents and families All residents and families will be

will collaborate with Resident Council consulted each month on their consulted throughout the year.

and Activation staff to gather feedback interpretation of the statement, "I can

during Resident Council meetings, express my opinion without fear of

"Move-In" Multi-Disciplinary Care consequences."

conferences, and annual Multi-
Disciplinary Care conferences.
Additionally, 1:1 discussions will be
conducted to understand residents'
interpretations of the embedded
question for data collection in the LTC
Resident Experience Survey. The
Manager of Recreation & Volunteers will
collect, analyze, and present the findings
at the Continuous Quality Improvement
Committee meetings, held every two
months.

Report Access Date: March 28, 2025

Org ID 53090 | Valley Manor Nursing Home



GZ0T ‘8T YoJe|A :93e(Q SS920% Hoday

seap| aduey)

93esane
Jauenb
-¥ 8ujjod
J0 Jopenb
108.ue)
‘uoigau urejdweyd se ‘(¢0)
9y3 pue adesane |ejpuinoad 20T ‘0€ JUDWISSISSE JI9Y1
9y3 Yy10g Mo|3q ouewJopiad das o1 T Ainf| siuapisal 01 dn 3uipes| sAep Q€ 2y3 ul ||34 oym
ulejulew pue 30UI|[3IX3 10} 3AMIS| 00°'1T LS9T /SYDD IHID|”woyd11/%| O SjU9pISaL dwoy D17 Jo 98e1ua243d
9JUBWJO04I3d poliad| uoireindod
SJ0jeloqge||o) |eulalx] uoljeaiyiasnriadie] | 1981e] s J a1nog /30 adA] G# J01ed1pu|

awoH Suisinp Jouelp Asjjlep | 060€S Al 810

9}EG :uoisuawiq - aInseaN

Aajes

92/520Z dI0 NV1dXHOM _




n WORKPLAN QIP 2025/26

Org ID 53090 | Valley Manor Nursing Home

Change Idea #1 To assess and update the home's Falls Prevention and Management program to incorporate the most current evidence-based practices.

Methods Process measures

The Direct Care Coordinator and the Percentage of falls prevention and
Restorative Care Coordinator will plan ~ management program components
meetings for Q1 to review and revise the reviewed and revised based on current
homes Falls Prevention and evidence-informed practices."
Management program.

Recommendations for changes in the

program will be made in red and brought

forward to the Continuous Quality

Improvement Committee by the Direct

Care Coordinator and the Restorative

Care Coordinator for review and

approval. In Q2 the changes will be

brought forward to the monthly nursing

meetings by the Direct Care Coordinator

and the Restorative Care Coordinator.

Target for process measure Comments

100% of the falls prevention and
management program components will
be reviewed and revised based on
current evidence-informed practices by
the end of Q2.

Change Idea #2 To implement an injury prevention plan as part of the falls program.

Methods Process measures

The number of residents with a Fracture
Director and Valley Manor's Long Term  Risk Score (FRS) of 3 or higher whose
Care Pharmacist, the home will family doctor is notified of the fracture
implement the Fracture Risk protocol for risk and asked to consider prescribing a
residents with a Fracture Risk Score fracture prevention medication regimen.
(FRS) of 3 or higher, who will then be

evaluated for fracture prevention

medication. The Nursing Coordinator will

monitor this on a monthly basis and

present the findings at the Continuous

Quality Improvement meetings held

every two months.

In collaboration with the Medical

Report Access Date: March 28, 2025

Target for process measure Comments

By the end of Q3, 100% of residents with This will also help minimize ED visits, as
an FRS score of 3 or higher will be falls leading to fractures are a common
offered a fracture prevention medication cause of these visits.

regimen.
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