
Access and Flow

Change Ideas

Change Idea #1 Establish a Proactive Transition Standard plan for known patients, ensuring that all clinical assessments, transfer paperwork, and "Ready for Transfer" 
confirmations are finalized on the afternoon prior to the scheduled move to the Complex Care Floor.

Methods Process measures Target for process measure Comments

A "Next-Day Readiness" Audit will be 
completed daily. For any patient 
identified as a known transfer to 
Complex Care, the medical team will 
prioritize the completion of discharge 
orders and handover summaries during 
their afternoon/evening rounds.

The percentage of audited complex care 
transfers where the discharge orders 
and transfer summaries were 
timestamped as completed the day 
before the transfer took place.

60% of audited transfers will show that 
the discharge/transfer documentation 
was completed the day before the 
transfer.

Measure - Dimension: Timely

Indicator #4 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Daily average number of patients 
waiting in the emergency 
department for an inpatient bed as 
of 8 a.m. 

C Number / ED 
patients

CIHI NACRS / 
April 1, 2025- 
December 31, 
2025

1.10 0.88 Reduction by ALC throughput

Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Change Idea #2 Implement a Morning Capacity Activation protocol to ensure that pre-identified admissions to the Complex Care Floor are physically transitioned by 
09:00 AM.

Methods Process measures Target for process measure Comments

Following the completion of 
documentation the day prior, the Night 
Shift Lead will confirm the "First-Move" 
status of pre-identified patients. 
Coordination with the transport team 
and the receiving unit will be front-
loaded to ensure the patient departs the 
sending ward no later than 08:45 AM.

The percentage of pre-identified 
transfers where the patient is physically 
present on the Complex Care Floor and 
"Bed Occupancy" is recorded by 09:00 
AM.

60% of pre-identified admissions will be 
transitioned by 09:00 AM.

Change Idea #3 Implement a Rapid Turnover Cycle for vacated beds ensuring that cleaning is initiated and completed within 60 minutes of a patient’s departure.

Methods Process measures Target for process measure Comments

The Medical/Surgical department will 
trigger a "Vacated" notification 
immediately upon the patient physically 
leaving the room. This notification will 
include a timestamp. Environmental 
Services (EVS) will prioritize these beds 
over routine area cleaning. Once the 
clean is complete, the room status will 
be updated to "Available" in real-time to 
allow for the immediate transition of the 
incoming patient.

The percentage of vacated beds that are 
marked as "Clean and Available" within 
60 minutes of the recorded "Patient 
Discharge/Transfer" timestamp on the 
Medical/Surgical Unit.

70% of audited bed turnovers will be 
completed within 60 minutes.
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Equity

Change Ideas

Change Idea #1 Enhance staff awareness of unconscious bias and foster a culture that actively promotes equity, diversity, inclusion, and anti-racism.

Methods Process measures Target for process measure Comments

Diagnostic Imaging Staff are to be 
trained in Anti-Racism Indigenous 
Cultural Safety Training Program.

80% of the Diagnostic Imaging 
Department will have registered and 
completed corporate's endorsed 
Indigenous Cultural Safety Training 
program within the 2026-2027 fiscal 
year.

80% of staff will confirm completion of 
the program.

Measure - Dimension: Equitable

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of staff (executive-level, 
management, or all) who have 
completed relevant equity, diversity, 
inclusion, and anti-racism education 

O % / Staff Local data 
collection / 
Most recent 
consecutive 
12-month 
period

11.04 35.00 Focusing on front facing staff during 
this implementation phase, 
expanding organizationally until 
80% of all FT/PT staff have 
completed education.

Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Change Idea #2 Enhance staff awareness of unconscious bias and foster a culture that actively promotes equity, diversity, inclusion, and anti-racism.

Methods Process measures Target for process measure Comments

Laboratory Staff are to be trained in 
Anti-Racism Indigenous Cultural Safety 
Training Program.

80% of the Laboratory Department will 
have registered and completed 
corporate's endorsed Indigenous 
Cultural Safety Training program within 
the 2026-2027 fiscal year.

80% of staff will confirm completion of 
the program.

Change Idea #3 Enhance staff awareness of unconscious bias and foster a culture that actively promotes equity, diversity, inclusion, and anti-racism.

Methods Process measures Target for process measure Comments

Patient Registration Staff are to be 
trained in Anti-Racism Indigenous 
Cultural Safety Training Program.

80% of the Patient Registration 
Department will have registered and 
completed corporate's endorsed 
Indigenous Cultural Safety Training 
program within the 2026-2027 fiscal 
year.

80% of staff will confirm completion of 
the program.

Change Idea #4 Enhance staff awareness of unconscious bias and foster a culture that actively promotes equity, diversity, inclusion, and anti-racism.

Methods Process measures Target for process measure Comments

Maternal Newborn Staff are to be 
trained in Anti-Racism Indigenous 
Cultural Safety Training Program.

80% of the Maternal Newborn 
Department will have registered and 
completed corporate's endorsed 
Indigenous Cultural Safety Training 
program within the 2026-2027 fiscal 
year.

80% of staff will confirm completion of 
the program.

Change Idea #5 Enhance staff awareness of unconscious bias and foster a culture that actively promotes equity, diversity, inclusion, and anti-racism.

Methods Process measures Target for process measure Comments

Social Work Staff are to be trained in 
Anti-Racism Indigenous Cultural Safety 
Training Program.

80% of the Social Work Department will 
have registered and completed 
corporate's endorsed Indigenous 
Cultural Safety Training program within 
the 2026-2027 fiscal year.

80% of staff will confirm completion of 
the program.
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Experience

Change Ideas

Measure - Dimension: Patient-centred

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of respondents who 
responded “completely” to the 
following question: Did you receive 
enough information from hospital 
staff about what to do if you were 
worried about your condition or 
treatment after you left the 
hospital? 

O % / Survey 
respondents

Local data 
collection / 
Most recent 
consecutive 
12-month 
period

82.14 70.00 Maintain or improve score while 
increase 'n' size of responses.

Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Change Idea #1 Enhance the Readiness Assessment to include a collaborative approach to pre-discharge planning session involving the multidisciplinary Team, the 
patient, and their designated support network to identify post-hospitalization education and support needs.

Methods Process measures Target for process measure Comments

For all 'complex patients', a Transition 
Planning meeting will be triggered 48 
hours before the expected discharge 
date. This assessment involves 
Physiotherapy, Occupational Therapy, 
Pharmacy, and Nursing collaborating 
with the patient’s family to identify 
specific "worry points" (e.g., wound 
care, red-flag symptoms, or medication 
side effects). A personalized "What If" 
Action Plan will be co-created, providing 
the patient with clear, written 
instructions and a direct contact number 
for concerns, ensuring they feel 
"completely" informed before leaving.

The percentage of audited 'complex 
patient' files that contain a completed 
Multidisciplinary Readiness Assessment 
involving at least one family member or 
support person.

60% of complex patient discharges will 
have a documented Collaborative 
Readiness Assessment completed prior 
to discharge.

Total Surveys Initiated: 112

Complex Patient is defined as an 
individual 60 years or older who also 
presents with a low Braden score 
(indicating skin integrity risk), a high 
frailty score (indicating significant 
functional impairment), and is 
unattached (lacking a primary care 
provider).

Change Idea #2 Develop and implement a standardized "Transition Toolkit," including a physical Discharge Envelope for patients, an optimized Electronic Medical 
Record (EMR) Discharge Note template, and a formal Discharge Standard Operating Procedure (SOP).

Methods Process measures Target for process measure Comments

To eliminate variability in what patients 
receive, the team will design a 
"Discharge Envelope" that acts as a 
central hub for all education materials, 
prescriptions, and follow-up dates. 
Simultaneously, the Discharge SOP will 
be updated to reflect these new steps. 
To ensure successful adoption, a 
mandatory "Transition Excellence" 
education module will be rolled out to 
all inpatient nursing staff, covering the 
new SOP and the use of the standardized 
templates.

Percentage of inpatient nursing staff 
who have completed the "Transition 
Excellence" training and demonstrated 
competency in the new SOP.

80% of staff will have completed the 
training and have access to the 
standardized toolkit.
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Change Idea #3 Hardwire patient education into the clinical workflow by making the "Education Reviewed" section a mandatory field within the EMR Discharge 
Summary template.

Methods Process measures Target for process measure Comments

The EMR template will be modified so 
that a discharge summary cannot be 
finalized without the clinician selecting 
at least one "Education Provided" 
category. This forces a pause in the 
workflow to reflect on the patient’s 
understanding. The categories will 
correspond to the gaps identified during 
the earlier Collaborative Readiness 
Assessment.

Percentage of 'complex patient' charts 
discharge summaries audited where the 
"Education Reviewed" section is 
completed with specific, relevant 
categories selected.

60% of audits will show that the 
education section has been 
appropriately selected and documented.
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Safety

Change Ideas

Change Idea #1 Establish a standardized, psychologically safe approach to post-incident recovery following incidents of workplace violence.

Methods Process measures Target for process measure Comments

Formal Post-Incident Debrief Training 
will be provided to leadership to 
establish a standardized, psychologically 
safe approach to post-incident recovery 
following incidents of workplace 
violence.

The percentage of Directors who have 
completed the Formal Post-Incident 
Debrief training module.

80% of Directors complete training.

Measure - Dimension: Safe

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Rate of workplace violence incidents 
resulting in lost time injury 

O % / Staff Local data 
collection / 
Most recent 
consecutive 
12-month 
period

0.00 0.00 Maintain absolute target of zero.

Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Change Idea #2 Standardize the use of the Violence and Aggression Assessment Tool (VAAT) across ED, and inpatient units to proactively identify and flag patients 
with a high risk for aggressive behavior upon admission or change in status.

Methods Process measures Target for process measure Comments

All ED and inpatient Registered Nurses 
and Registered Practical Nurses will 
receive education on how to integrate 
the VAAT into their baseline 
assessments. This tool scores dynamic 
risk factors (e.g., confusion, irritability, 
verbal threats). When a high-risk score is 
identified, it triggers an immediate 
Behavioral Care Plan, which may include 
increased rounding, specialized signage, 
or early multidisciplinary intervention. 
By "flagging" risk early, staff can apply 
de-escalation techniques before a 
physical assault occurs, preventing 
injuries that lead to lost time.

The percentage of ED and inpatient staff 
who have completed the VAAT 
Competency Education.

80% of staff complete the training

Change Idea #3 Strengthening the escalation chain by ensuring Directors possess the clinical competency to translate VAAT data into actionable oversight and 
resource allocation.

Methods Process measures Target for process measure Comments

VAAT training will be completed by all 
Clinical Directors by to ensure leadership 
competency in the identification, 
escalation, and oversight of patient 
aggression risk.

Percentage of Clinical Directors that 
complete competency training.

100% of all Clinical Directors will 
complete education.
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Change Idea #4 Standardizing the Gentle Persuasive Approach (GPA) across the Complex Care floor to ensure a universal language and response to responsive 
behaviors. This initiative moves away from specialized roles, ensuring all staff receive the same high-level training to maintain a safe environment for 
both patients and providers.

Methods Process measures Target for process measure Comments

Training will be delivered to all staff 
working on the Complex Care unit (4B) 
to support consistent and evidence-
based responses to responsive 
behaviours.

Number of Complex Care staff 
completing the full GPA training session.

80% of staff complete the training.
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