~ Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP

Access and Flow | Efficient | Optional Indicator

Valley Manor Nursing Home

Last Year

Indicator #5 16.81

Rate of ED visits for modified list of ambulatory care—sensitive
conditions™ per 100 long-term care residents. (Valley Manor
Nursing Home)

Performance
(2025/26)

15.10

Target
(2025/26)

This Year

16.07

Performance
(2026/27)

4.40% NA

Percentage
Improvement Target
(2026/27) (2026/27)

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

Process measure
 # of SBAR transfer checklists utilized per month starting in July 2025.

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

Lessons Learned

The SBAR was reintroduced in an electronic format in June 2025, as the paper version introduced in 2024 was often difficult to locate and
complete. All progress note heading types related to ED transfers were removed from PCC, requiring nurses to document under the
designated heading. Along with ongoing audits of SBAR transfer checklist completion and regular reminders during RN meetings, this

approach has led to improved adherence to completing the SBAR transfer checklist.

Change Idea #2 M Implemented

Continue actively collaborating with the Medical Director, CEO, Director of Care, and Continuous Quality Improvement

Coordinator to reduce avoidable ED visits.

Process measure
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_ Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP Valley Manor Nursing Home

Comment

Additional education will be provided at each resident’s multidisciplinary care conference, including information about services available both on an outpatient
basis and within the home. The education will also highlight that nursing staff have 24/7 access to a physician, allowing assessments to be discussed and
treatment plans to be developed—an arrangement that differs from what residents would experience in a private home setting.

Equity | Equitable | Optional Indicator

Last Year This Year

indicator #4 7731 90 93.29 20.67% NA

Percentage of staff (executive-level, management, or all) who L
¢ : s . s A rf T
have completed relevant equity, diversity, inclusion, and anti- e orget Performance Improvement Target
. - . (2025/26) (2025/26)
racism education (Valley Manor Nursing Home) (2026/27) (2026/27) (2026/27)

Change Idea #1 "I Iimplemented [ Not Implemented M In Progress
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.

Process measure
* 100% of action plan components will be developed and implemented by the end of Q2 2025.

Target for process measure

* 50% of the components will be developed and implemented by the end of Q1 2025 and the remaining 50% by the end of Q2
2025.

Lessons Learned

An action plan was developed to address areas where promising practices had not yet been implemented. A total of 25 areas were identified
as requiring improvement. As of September 22, 2025, 50% of the action plan remained incomplete, despite follow-up communications sent
to each department manager on September 24, 2025, and December 2, 2025, and ongoing discussions at the Continuous Quality
Improvement team meetings held every two months.
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_ Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP

Valley Manor Nursing Home

Last Year

Indicator #2 62.22

Percentage of residents responding positively to: "What
number would you use to rate how well the staff listen to you?"
(Valley Manor Nursing Home)

Performance
(2025/26)

72

Target
(2025/26)

This Year
52.00 -16.43% NA
Percentage
Performance Improvement Target
(2026/27) (2026/27) (2026/27)

Change Idea #1 M Implemented [ |

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.

Process measure

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

Satisfaction Survey.

Target for process measure

 The Resident and Family Satisfaction Survey will be completely reviewed and revised by Members of the Resident Council with

assistance of the lead of the CQlI Committee by June 30, 2025.

Lessons Learned

Report Accessed: March 25, 2026
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Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP Valley Manor Nursing Home

On June 9, 2025, the NCC/CQI Coordinator communicated this change initiative to the Administrator and all managers. Managers were asked
to incorporate the following as standing agenda items at their monthly meetings:

As part of the Quality Improvement Plan (QIP) aimed at reducing resident and SDM complaints related to miscommunication or feeling
unheard, staff are reminded of the importance of:

Giving full attention when a resident or SDM is speaking, allowing adequate time for them to process information, respond, and ask
questions.

Using open-ended questions when appropriate—particularly when supporting residents with cognitive impairments—to promote
meaningful dialogue.

Demonstrating empathy in all interactions.
Actively reflecting on and acknowledging what is being shared.

An additional reminder will be circulated to the Administrator and managers to reinforce these communication strategies and ensure
ongoing emphasis with staff when engaging with residents and SDMs.

Comment

A total of 89 surveys were distributed, with 52 completed responses received (58.4%), reflecting an increase from last year’s response rate of 50%. On the
Resident and Family Satisfaction Survey, the home achieved an overall score of 76.5%, demonstrating improvement compared to the 2024 survey results.

The home plans to continue including this question in the 2026 Resident and Family Satisfaction Survey. However, the question previously asked at MDCC
meetings regarding residents’/SDMs’ ability to express their opinions without fear of consequences will be discontinued. Instead, the home will continue to
foster open communication with residents, SDMs, and family members during care conferences and will regularly remind them that staff are available to address
any questions or concerns.

Report Accessed: March 25, 2026
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- Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP

Process measure

Valley Manor Nursing Home

* Number of residents and families consulted each month on their interpretation of the statement, "l can express my opinion

without fear of consequences."

Target for process measure

* All residents and families will be consulted throughout the year.

Lessons Learned

At each MDCC, residents and families were asked this question. Some family members expressed surprise that it was being asked and
commented that they had no difficulty voicing their opinions. It was explained that the question was part of the Quality Improvement Plan
(QIP) and was intended to assess whether residents and families felt heard by Valley Manor staff and comfortable raising concerns without

fear.

All individuals who were asked during the MDCCs indicated that they felt comfortable approaching Valley Manor staff with concerns and
reported that they were appropriately directed to the right person when issues arose. The calculation for this indicator includes both the
information from the Resident and Family Satisfaction Survey and responses to this question asked at each MDCC (91 over the last year).

Comment

The home will continue to encourage residents and family members to voice their concerns, with an annual reminder provided at each MDCC and whenever
appropriate opportunities arise. Open communication with families will remain a priority and will continue to be actively promoted.

Safety | Safe | Optional Indicator

Indicator #1

Percentage of LTC home residents who fell in the 30 days
leading up to their assessment (Valley Manor Nursing Home)

Last Year

16.57

Performance
(2025/26)

This Year

16.21 2.17% NA

Percentage
Performance Improvement Target
(2026/27) (2026/27) (2026/27)
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Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP Valley Manor Nursing Home

The NCC/CQI Coordinator has been actively monitoring residents with a Fracture Risk Score (FRS) of 4 or higher. The family physicians of
these residents have been notified of the elevated fracture risk and asked to consider initiating a fracture prevention medication regimen in
collaboration with the home’s pharmacist. Three meetings were held with the pharmacist to review each resident with an FRS of 4 or
greater, assess their individual risk of injury, and develop evidence-informed recommendations to present to their respective physicians.

In addition, the DCC reviews each fall to evaluate the effectiveness of the current interventions and ensures they remain appropriate and
aligned with the resident’s and/or Substitute Decision-Maker’s (SDM’s) goals and wishes.

To further support fall prevention strategies, a visual logo sheet has been implemented at the head of each resident’s bed. This tool uses
clear symbols to highlight each resident’s individualized fall prevention interventions, enabling staff to quickly and easily reference key
elements of the resident’s plan of care.

Comment

Due to consistent improvement in this area, Valley Manor remains below the provincial average and will continue to prioritize fall prevention efforts.
Performance will continue to be monitored; however, the home's focus in the 2026/27 Quality Improvement Plan (QIP) will shift toward restraint reduction. Falls
data will be closely tracked to evaluate the impact of decreased daily restraint use on fall rates.

Report Accessed: March 25, 2026
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