
2016/17 Quality Improvement Plan for Ontario Long Term Care Homes
"Improvement Targets and Initiatives"

Quality 

Dimension
Objective Measure/Indicator

Unit / 

Population

Source / 

Period
Org Id

Current 

Rate
Target Target Justification

Planned Improvement Initiatives 

(Change Ideas)
Methods Process Measures Goal for Change Ideas Comments

1)Educate staff, residents and families 

regarding interventions to reduce the 

necessity for emergency department (ED) 

visits including promoting safe mobility, 

alternatives to restraints, continence 

management, pain management and 

palliative/comfort care measures.

RNs and RPN s to have regular and ongoing 

discussions with residents and/or families 

regarding goals of care. Review of all ED transfers 

with clinical care staff. Monthly review of Critical 

Incident submissions at Quality Improvement and 

Risk Management and Professional Advisory 

Committee.

Total # of Admissions to Acute Care from ER; Total # of 

Deaths at Hospital; Total # of Transfers to ED; Critical 

Incident System submissions.

Greater understanding and 

subsequent buy-in on the various 

alternatives to ED transfers.

Staff, residents and their families are a vital part of 

exploring options to reduce the rate of potentially 

avoidable ED visits.

2)Ongoing and regular education and 

mentoring for PSWs and other front-line 

staff related to early symptom 

identification and alternative treatments 

early on.

Establish protocols for clinical feedback including 

daily and weekly huddles for high-risk residents. 

Increase both formal as well as informal channels 

for reporting and following up on changes in 

residents condition and behaviour from front-line 

staff.

Total # of Admissions to Acute Care from ED; Total # of 

Deaths at Hospital; Total # of Transfers to ED.

100% compliance with change 

ideas through to the end of 2016.

Identification of at-risk residents earlier in the course of 

their disease process will aid in providing the necessary 

treatments early-on and in-house.

To Reduce the 

Inappropriate Use of 

Anti psychotics in LTC

Percentage of residents 

receiving antipsychotics 

without a diagnosis of 

psychosis. Exclusion criteria 

are expanded to include 

those experiencing delusions.

% / Residents CCRS, CIHI 

(eReports) / 

July – 

September 

2015 (Q2 FY 

2015/16 

report)

51688* 16.84 15.00 St. Patrick's Home is already 

well ahead of the mark on this 

QI as we are 9% lower than the 

ON provincial average. We will 

aim to further reduce the use of 

antipsychotics without a 

diagnosis of psychosis by 1.8% 

to reach an absolute target of 

15%.

1)Highlight all residents receiving 

antipsychotics on the three month med 

review in order to bring greater awareness 

to each attending physician.

Review of applicable medications including 

antipsychotics at care conferences and regular 

medication reviews. Discussion with physicians 

and staff Re: alternatives.

Ongoing and regular review of antipsychotic use. % 

residents taking antipsychotics without the diagnosis of 

psychosis.

Regular monitoring/auditing of all 

residents currently taking 

antipsychotics with the aim to 

deprescribe at every available 

opportunity, knowing that we will 

probably only reduce slightly since 

we are already at such a low rate of 

antipsychotic use.

Although we are ahead of the Ontario provincial 

average for this indicator, we will endeavor to improve 

upon our own rate.

1)Implement targeted and individualized 

toileting plans/schedules for residents.

Scheduled toileting plans will be integrated into 

the resident's care plan and pushed out to POC for 

documenting. Interdisciplinary team meetings at 

the RHA level (eg. House Council) to review 

progress and solicit feedback from staff. Review of 

program at continence team meetings.

# Residents using disposable incontinence products; % of 

use of disposable incontinence products; daily incontinent 

product change rate; direct staff and resident/family 

feedback; review of RAI MDS 2.0 Section H1b

100% compliance with individual 

toileting plans used to reduce the 

rate of worsening bladder control.

Although we were unsuccessful in reducing worsening 

bladder control in 2015, this additional indicator will 

remain on our QIP as a priority for 2016/17 as we 

refocus our efforts and re-establish a more robust 

Continence Program and associated Committee.

2)Redesign and re-introduce a new 

Continence Assessment Tool that is 

detailed enough to allow us to track and 

analyze data while at the same time being 

user-friendly.

Monitor, review and follow up on the information 

collected in each resident's continence assessment 

tool.

# Residents using disposable incontinence products; % of 

use of disposable incontinence products; daily incontinent 

product change rate; direct staff and resident/family 

feedback; review of RAI MDS 2.0 Section H1b

100% compliance by staff in 

completing the new CAT. Increased 

monitoring and auditing from 

program lead in addition to more 

detailed analysis of CAT data once 

complete.

A new Continence Assessment Tool (CAT) titled 

"Bladder and Bowel Continence Assessment" was 

created and implemented in 2015 but the use of the 

tool was limited as staff found it to be too exhaustive 

and time-consuming to complete. 

Domain 1: "Having a 

voice" and being able 

to speak up about 

the home.

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 

2015 – Mar 

2016 (or 

most recent 

12-month 

period)

51688* 91.4 95.00 We had gained 8.1% year-over-

year on this indicator so our 

goal is to improve modestly this 

year from 91.4% to 95%. We 

have chosen the survey 

statement "The care staff are 

responsive to my needs" as a 

measure of how well staff listen 

to our residents.

1)Annual resident satisfaction survey will 

be updated to include the following 

question - "What number would you use to 

rate how well staff listen to you?"

Update annual resident satisfaction survey to 

include: 'What number would you use to rate how 

well staff listen to you?'

Positive response rate on the annual resident satisfaction 

survey question - "What number would you use to rate 

how well staff listen to you?"

Our goal is to promote resident 

satisfaction and experience by 

encouraging staff to pay close 

attention to the individual requests, 

wishes and needs of our residents. 

Integrating this question allows us 

more accurate data reflective of 

how well staff listen to our 

residents.

Although not a direct correlation, we have chosen the 

resident satisfaction survey statement "The care staff 

are responsive to my needs" as a measure of how well 

staff listen to our residents as the specific survey 

question "What number would you use to rate how 

well staff listen to you?" was not included in the 2015 

survey.

ST. PATRICK'S HOME OF OTTAWA INC.

2865 RIVERSIDE DR. OTTAWA, ON K1V-8N5

AIM Measure Change

Resident-

Centred

Our goal is to reduce our 

percentage of worsening 

bladder control to 25% which 

would bring us back to our 

starting point from 2015.

To Reduce 

Worsening Bladder 

Control

32.45 25.00

Effective

% of residents with 

worsening bladder control 

during a 90-day period.

% / Residents CCRS, CIHI 

(eReports) / 

July - Sept 

2015 - Q2 FY 

2015/16

51688*

29 Our Home is aiming to reduce 

our potentially avoidable ED 

transfers in order to be better 

than that of the Champlain 

LHIN average of 29.2%

To Reduce 

Potentially Avoidable 

Emergency 

Department Visits 

for LTC Residents

Number of ED visits for 

modified list of ambulatory 

care–sensitive conditions* 

per 100 long-term care 

residents.

% / Residents Ministry of 

Health 

Portal / Oct 

2014 – Sept 

2015

51688* 30.61
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AIM Measure Change

Effective 29 Our Home is aiming to reduce 

our potentially avoidable ED 

transfers in order to be better 

than that of the Champlain 

LHIN average of 29.2%

To Reduce 

Potentially Avoidable 

Emergency 

Department Visits 

for LTC Residents

Number of ED visits for 

modified list of ambulatory 

care–sensitive conditions* 

per 100 long-term care 

residents.

% / Residents Ministry of 

Health 

Portal / Oct 

2014 – Sept 

2015

51688* 30.61 1)Shift in culture focusing on Person-

Centred Care. Eg. Holistic approach to care 

focusing not just on 'risk' and 'need' but 

also preferences, wishes, likes and dislikes. 

Seeing the whole person and their life story 

rather than just their 'condition'.

To launch this initiative a group of 9 staff (Front-

line staff and management) from various 

departments attended the Pioneer Network 

conference (A gold standard in Person-Centred 

Care) in Chicago in August, 2015. This group 

brought back an incredible amount of new ideas 

and energy geared towards Person-Centred care, 

which they are sharing with all staff through a 

series of 1-day education workshops which will 

run until April, 2016. A specific action plan for 

Person Centred Care will be developed for each 

RHA with staff input and development.

Positive response rate on the Resident Satisfaction Survey 

for the question "Would you recommend this nursing 

home to others?"

100% compliance and buy-in from 

all staff on new Person-Centred 

philosophy of care.

Although St. Patrick's Home has always supported a 

person-centred philosophy of care, 2016 will see this 

take root much more substantially through a series of 

education sessions, formal and informal huddles, 

display boards in the service hallway on each floor and 

regular discussions at meetings such as RHA House 

Councils, PSW and Nursing Practice as well as the 

various program committees.

2)Ongoing education/training with staff. ie. 

GPA, Person-Centred Philosophy, annual 

mandatories (Abuse, IPAC, etc.)

A more streamlined and systematic approach to 

ongoing education and training throughout the 

year on a suite of topics specific to the delivery of 

high-quality, person-centred care.

Positive response rate on the Resident Satisfaction Survey 

for the question "Would you recommend this nursing 

home to others?"

100% compliance and buy-in from 

all staff on the new "Person-

Centred" philosophy and 

mandatory in-services throughout 

the year.

Education and training for all staff is vital for 

understanding and delivering the type of high quality, 

individualized care our residents deserve.

1)Process mapping and review of entire 

laundry 'life-cycle'.

Comprehensive review of the Home's ability to 

accurately track personal items sent to laundry. ie. 

Better tracking system. Regular check-ins with 

residents, staff and families.

% of residents responding positively to this question on the 

annual resident satisfaction survey - "I always get my 

clothing back from the laundry".

100% compliance from all staff at 

all points of the process through to 

the end of 2016.

There are various points along this process where gaps 

have been identified. Eg. are clothing items being sorted 

correctly at the source? Are new items being delivered 

to laundry with the proper labeling requisition? Are 

items returned to the correct resident's wardrobe? 

Process mapping was not completed in 2015 due to 

time and resource limitations within the QI program, 

however, this activity is still warranted and will remain 

a change idea for 2016/17.

2)Refresher education with staff Re: 

Sorting at the source with new 4-bin carts, 

proper requisition for labeling clothes, etc.

Education and review of process with staff. 

Regular check-ins with residents, staff and 

families.

% of residents responding positively to this question on the 

annual resident satisfaction survey - "I always get my 

clothing back from the laundry".

100% compliance from all staff at 

all points of the process through to 

the end of 2016.

Sorting at the source increases efficiency and maximizes 

performance of both nursing as well as laundry services. 

1 new 4-bin laundry cart was purchased per RHA which 

includes the 4th bin for garbage which the staff were 

asking for. 1 more 4-bin cart is required per RHA and 

will be purchased this year.

1)Implement a 'Taste panel' made up of 

staff and residents.

A log book documenting the various taste panel 

activities. Informal check-in with staff, residents 

and families for feedback on meals.

Annual Resident Satisfaction Survey Question "My meals 

are tasty"; Weekly, monthly and/or quarterly dietary 

feedback cards.

100% compliance with new panel 

of tasters through to the end of 

2016.

Having buy-in and participation of staff and residents on 

the taste of the food should lead to better results in this 

area. This change idea did not meet its full potential in 

2015 as taste panels were not implemented across all 

RHAs as intended. This change idea continues to hold 

merit however and we will implement all aspects of this 

initiative in 2016/17.

2)Cooks touring the Resident Home Areas 

(RHAs) for direct resident feedback 

concerning the taste of food.

Regular and ongoing audits. Implement comment 

cards or dietary feedback cards to use while 

touring the RHAs and resident dining areas.

Annual Resident Satisfaction Survey Question "My meals 

are tasty"; Weekly, monthly and/or quarterly dietary 

feedback cards.

100% compliance from cooks on all 

Resident Home Areas (RHAs) 

through to the end of 2016.

Having the cooks tour the RHAs and resident dining 

areas ensures direct resident feedback in a timely 

fashion concerning the taste of food.

3)Continue regular and ongoing dietary 

audits.

Implement comment cards or dietary feedback 

cards to use while touring the RHAs and resident 

dining areas. Implement new auditing tool for 

dietary audits.

Annual Resident Satisfaction Survey Question "My meals 

are tasty"; Weekly, monthly and/or quarterly dietary 

feedback cards.

100% compliance from staff 

completing audits through to the 

end of 2016.

Regular and ongoing audits continue to play a key part 

of the quality improvement efforts related to dietary 

and nutritional services. Food Service Supervisors (FSS) 

on all shifts will complete the auditing process and 

provide feedback to the cooks and dietary aides, 

including proper procedures for various tasks.

% of residents responding 

positively to the statement "I 

always get my clothing back 

from laundry" on the 

resident satisfaction survey

% / Residents In-house 

survey / Jan 

2016 to Dec 

2016

51688* 71.6

90.00 Our Leadership and Quality 

Team strongly feel that 

anything less than 90% on this 

indicator is an opportunity for 

us to do much better in the 

eyes of our residents.

To Ensure Meals are 

Tasty

In-house 

survey / Jan 

2016 to Dec 

2016

51688* 74.1 75.00 Internal target based on the 

opinion and aspirations of our 

leadership and nutritional 

services team. 2015 saw an 

8.8% increase on this indicator 

from 65.3% to 74.1%.

Resident-

Centred

A: Percentage of residents 

who responded positively to 

the question: "Would you 

recommend this nursing 

home to others?" NHCAHPS)

% / Residents In-house 

survey / Apr 

2015 – Mar 

2016 (or 

most recent 

12-month 

period). 

75.00 Our aim is to reduce the 

occurrence of missing items 

and in-turn raise the 

percentage of residents 

responding positively to the 

question "I always get my 

clothing back from laundry" on 

our resident satisfaction survey. 

2015 saw an 11.9% increase on 

this indicator from 59.7% to 

71.6%.

To Ensure all laundry 

items are returned

% of residents responding 

positively to the statement 

"My meals are tasty" based 

on the resident satisfaction 

survey.

% / Residents

51688* 83.6Domain 2: "Overall 

satisfaction" (choose 

A or B).
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Unit / 
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Period
Org Id
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Planned Improvement Initiatives 
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AIM Measure Change

Effective 29 Our Home is aiming to reduce 

our potentially avoidable ED 

transfers in order to be better 

than that of the Champlain 

LHIN average of 29.2%

To Reduce 

Potentially Avoidable 

Emergency 

Department Visits 

for LTC Residents

Number of ED visits for 

modified list of ambulatory 

care–sensitive conditions* 

per 100 long-term care 

residents.

% / Residents Ministry of 

Health 

Portal / Oct 

2014 – Sept 

2015

51688* 30.61 1)Process mapping review of scheduling 

office processes to ensure maximum 

efficiency and effectiveness.

Ongoing and regular follow up with scheduling 

clerks. Review and discussion of what is working 

and what is not by department head and QI Lead.

# of Agency Hours - PSWs; # of Agency Hours - RPNs; # of 

Agency Hours - RNs; Daily work sheets for ongoing position 

coverage. Review of agency hours across all 3 positions 

(PSWs, RPNs and RNs) monthly.

Our goal is to streamline processes 

and maximize the use and 

integration of system tools in order 

to save time and resources that can 

be better spent on core scheduling 

activities, some of which will 

hopefully lead to less dependence 

on external agency partners.

Efficiency in processes will be reviewed to ensure 

maximum scheduling effectiveness. Stability and 

consistency in operational processes is the priority and 

goal.

2)Establish a hiring booth at local colleges 

and post available positions to college 

posting boards as well as HRDC's job bank.

We will have a greater visibility and presence at 

hiring fairs and college posting boards in addition 

to more postings with HRDC's job bank in 2016/17 

as we establish closer relationships with various 

external partners in order to increase both the 

quantity and quality of potential candidates for 

hire.

# of Agency Hours - PSWs; # of Agency Hours - RPNs; # of 

Agency Hours - RNs; Daily work sheets for ongoing position 

coverage. Review of agency hours across all 3 positions 

(PSWs, RPNs and RNs) monthly.

Our goal is to take advantage of as 

many opportunities as possible 

related to job fairs and increasing 

our visibility at local colleges in 

order to solicit a higher number of 

potential candidates that align with 

our mission, vision and values.

A more standardize approach was implemented with 

regards to our hiring and orientation process in 2015. 

Although this change idea was helpful in maintaining 

our staffing levels, the caliber of potential candidates 

did limit the number of new hires we were able to bring 

onboard.

3)Re-establish relationships with local 

colleges to bring nursing students back into 

the Home.

We will work closely with local reputable colleges 

and systematically bring nursing students from all 

3 disciplines (PSWs, RPNs and RNs) back into our 

Home in order to raise our visibility and presence 

in the community.

# of Agency Hours - PSWs; # of Agency Hours - RPNs; # of 

Agency Hours - RNs; Daily work sheets for ongoing position 

coverage. Review of agency hours across all 3 positions 

(PSWs, RPNs and RNs) monthly.

Our goal is to increase our visibility 

with local colleges in order to solicit 

a higher number of potential 

candidates that align with our 

mission, vision and values.

We are extremely excited to see students back in our 

Home after a hiatus of about 2 years due to a change in 

the working environment and morale brought about by 

the move to our new Home in December 2013.

1)Implement targeted and individualized 

toileting plans/schedules for residents.

Interdisciplinary team meetings at the RHA level 

(eg. House Council) to review progress and solicit 

feedback from front line staff, residents and/or 

family. Review of program at continence team 

meetings.

Total # of Falls that occurred within the month. Total # of 

Residents Who Fell within a month. Total # of serious 

injuries from Falls eg. Fracture Prevalence of Residents who 

fell (%). Prevalence of total falls (%) that occurred within 

the month.

100% compliance to end of 

calendar year, December 31st, 

2016.

Our falls analysis reveals that the majority of falls occur 

either at the bedside, in the washroom or between the 

bed and the washroom indicating a greater need to 

manage our resident's toileting requirements.

2)Maximum use of mobility devices/aids. Our rehab/restorative lead tracks and maintains 

the use of all mobility aids and devices. All staff 

are to remind and encourage each resident to use 

their mobility device regularly and appropriately.

Our rehab/restorative lead tracks and maintains the use of 

all mobility aids and devices as they relate to falls 

management. Total # of Falls that occurred within the 

month. Total # of Residents Who Fell within a month. Total 

# of serious injuries from Falls eg. Fracture Prevalence of 

Residents who fell (%). Prevalence of total falls (%) that 

occurred within the month.

100% buy-in and compliance across 

interdisciplinary departments on 

measures to prevent/reduce falls.

Maximum use of mobility aids/devices will reduce the 

risk of falls.

3)Provide refresher education for 

registered staff completing the Post Fall 

Assessment.

Although we introduced and trained staff on the 

use of a new Post Fall Assessment last year, 

refresher education at regular intervals 

throughout the year is required. Auditing on the 

use of the Post Fall Assessment and subsequent 

follow up with those not completing it accurately 

or on time is required.

Total # of Falls that occurred within the month. Total # of 

Residents Who Fell within a month. Total # of serious 

injuries from Falls eg. Fracture Prevalence of Residents who 

fell (%). Prevalence of total falls (%) that occurred within 

the month.

100% compliance of registered staff 

in completing the Post-Fall 

Assessment and 100% compliance 

of nursing management in 

reviewing the Post Fall Assessment 

for completion.

We have had positive feedback from registered staff 

using the new Post-Fall Assessment thus far but will 

require ongoing monitoring and reminders to complete 

on time and accurately.

4)Provide refresher education for all front-

line nursing staff on the various restorative 

programs benefiting residents who are at a 

greater risk of falling.

Although restorative programs that strengthen a 

residents ability to ambulate are in place, the 

opportunities for front-line staff to participate in 

such programs and support the residents in these 

activities are limited and sometimes overlooked. 

Providing refresher education on the various 

programs, their intent, as well as tips and tricks to 

overcome barriers to support these activities 

should help in seeing a rise in the amount of time 

spent on such programs.

Total # of minutes recorded in POC for restorative 

programs related to reducing falls. Total # of Falls that 

occurred within the month. Total # of Residents Who Fell 

within a month. Total # of serious injuries from Falls eg. 

Fracture Prevalence of Residents who fell (%). Prevalence 

of total falls (%) that occurred within the month.

Increased support/assistance from 

front-line staff implementing 

restorative programs related to 

reducing falls such as Active and 

Passive Range of Motion and 

Walking Program.

N/A

Safe 12.00 Our aim is to modestly improve 

our fall rate while continuing to 

reduce our restraint use.

To Reduce Falls Percentage of residents who 

had a recent fall (in the last 

30 days)

% / Residents CCRS, CIHI 

(eReports) / 

July – 

September 

2015 (Q2 FY 

2015/16 

report)

51688* 12.97

51688* 3.4 1.00 2015 average hours for agency 

PSWs was 3.4%. 2015 average 

hours for agency RPNs was 

4.1%. 2015 average hours for 

agency RNs was 8.0%.

To Reduce the use of 

Agency Personnel

Resident-

Centred

% of nursing hours 

contracted out to external 

agencies.

% / Residents In-home 

audit / Jan 

2016 to Dec 

2016
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AIM Measure Change

Effective 29 Our Home is aiming to reduce 

our potentially avoidable ED 

transfers in order to be better 

than that of the Champlain 

LHIN average of 29.2%

To Reduce 

Potentially Avoidable 

Emergency 

Department Visits 

for LTC Residents

Number of ED visits for 

modified list of ambulatory 

care–sensitive conditions* 

per 100 long-term care 

residents.

% / Residents Ministry of 

Health 

Portal / Oct 

2014 – Sept 

2015

51688* 30.61To Reduce the Use of 

Restraints

Percentage of residents who 

were physically restrained

% / Residents CCRS, CIHI 

(eReports) / 

July – 

September 

2015 (Q2 FY 

2015/16 

report)

51688* 18.54 6.00 Our plan is to further reduce 

our restraint use to be less than 

the current provincial average 

of 6.3%.

1)Continued education for staff, 

volunteers, families and residents on our 

least restraint policy and suggested 

alternatives to restraints.

Regular interdisciplinary team meetings with front 

line staff. Eg. House Council. 

Leadership/Committee meetings to review data 

and usefulness of measures used to reduce 

restraint use. Stay connected with Resident and 

Family Council on progress of restraint reduction 

and liaise with Rehab/Restorative team on 

potential candidates for restraint removal.

# of PASDs (PERSONAL ASSISTIVE SERVICE DEVICES); # of 

PHYSICAL RESTRAINTS; Prevalence of physical restraints.

100% compliance with restraint 

reduction initiative through to 

December 31, 2016.

Education and buy-in from all involved parties is vital 

for success.

1)Continue with and expand on the BAM 

Smart bed surface technology for the skin 

and wound care program.

The BAM smart bed technology provides us with 

the ability to monitor (and therefore manage) in 

detail, the actual turning and repositioning 

activities provided by our front line staff for those 

residents at the greatest risk of developing skin 

breakdown.

# of STAGE I Ulcers; # of STAGE II Ulcers; # of STAGE III 

Ulcers; # of STAGE IV Ulcers; # of ulcers worsening in last 

month - from stage II to III to IV; # of INTERNALLY acquired 

ulcers within last month (Stages I - IV).

100% compliance with turning and 

repositioning programs for all 

residents that have been identified 

as benefiting from such 

interventions.

There is a direct correlation between the amount of 

monitoring and subsequent follow up with staff 

completing turns and repositions and the success of 

said program. All 20 smart bed surfaces have now been 

allocated specifically to skin and wound care.

2)Increased participation of internal Skin 

and Wound Care Champion in consult with 

our external ET Nurse.

The Skin and Wound Care program will continue 

to utilize a dedicated Skin and Wound Care 

Champion that will be afforded the replacement 

time to deal directly with more individualized 

targeted skin care treatments.

# of STAGE I Ulcers; # of STAGE II Ulcers; # of STAGE III 

Ulcers; # of STAGE IV Ulcers; # of ulcers worsening in last 

month - from stage II to III to IV; # of INTERNALLY acquired 

ulcers within last month (Stages I - IV).

By affording our new Skin and 

Wound Care Champion the time 

and resources to deal directly with 

skin and wound issues, while 

liaising with our external ET Nurse, 

we expect to see less skin 

breakdown and improved incidence 

of pressure ulcers, both new and/or 

worsening.

N/A

3)Ensure adequate knowledge of 

turning/repositioning program. Eg. 

Improved monitoring/charting and more 

timely interventions i.e. turn/reposition 

Q2H via Point of Care (POC).

Increased monitoring and a dedicated resource for 

POC training, education and follow up to ensure 

buy-in and compliance on turning/reposition 

interventions where they exist. Audit and follow 

up with staff who are not having success with said 

program.

# of STAGE I Ulcers; # of STAGE II Ulcers; # of STAGE III 

Ulcers; # of STAGE IV Ulcers; # of ulcers worsening in last 

month - from stage II to III to IV; # of INTERNALLY acquired 

ulcers within last month (Stages I - IV).

Turning and repositioning programs 

will be implemented through POC 

for all residents identified as having 

a stage 1-4 pressure ulcer in 

2016/17.

Turning/repositioning programs pushed out to POC for 

charting on all residents identified as having a stage 1-4 

pressure ulcer is in addition to the BAM smart bed 

surfaces currently in place.

2.00 St. Patrick's Home is aiming to 

improve our percentage of 

worsening pressure ulcers to 

2%, which is 0.9% better than 

the current provincial average 

of 2.9%.

To Reduce 

Worsening of 

Pressure Ulcers

Safe

Percentage of residents who 

had a pressure ulcer that 

recently got worse

% / Residents CCRS, CIHI 

(eReports) / 

July – 

September 

2015 (Q2 FY 

2015/16 

report)

51688* 3.77


