
2026/27 Quality Improvement Plan
"Improvement Targets and Initiatives"
AIM Measure Change

Quality Dimension Issue Measure/Indicator Type 

- Mandatory 

- Priority

- Additional

- Custom 

- Optional

Unit of Measure Data Source / 

Period

Organization Id Current 

performance

Target Target Justification Is this indicator 

related to 

Emergency 

Department Return 

Visit Audits?

Is this indicator 

related to Executive 

Compensation?

Is this indicator 

related to part of 

the 2025/26 Pay-for-

Results (P4R) Action 

Plan?

External Collaborators

Let us know if you are 

involved in a collaboration 

with external partner(s) to 

work on this issue/indicator, 

including any efforts 

underway or planned with 

your Ontario Health Team.

Planned Improvement Initiatives (Change Ideas)

"Please provide details about the change ideas that will lead to 

improvement. You are encouraged to include at least four (4) 

change ideas per indicator because it typically takes many change 

ideas to influence the outcome"

Methods

"This column identifies the step by step methods the 

organization/OHT will be using to track progress on its 

change ideas. Include details such as how, and by whom (e.g. 

department) the data on the change ideas will be collected, 

analyzed, reviewed and reported"

Process Measures

"The measure that evaluates whether the change idea being tested is working as planned. 

Processes must be measurable as rates, percentages, and/or numbers over specific timeframes. 

e.g.:

- “number of fall risk assessments reviewed per month by the quality team";

- "number of patients/clients/families surveyed per month";

- "number of staff that demonstrate uptake of education documented per quarter". 

For more information see the Measurement Plan Instruction"

Target for process measure

"This is the organization's/OHT's target 

for process measure (goal). The 

target/goal should be SMART – specific, 

measurable (numerical if possible), 

achievable, realistic, and time sensitive. 

E.g., “60% of complex patients will have 

documentation of a shared care plan at 

discharge by June 30, 2019 and 70% by 

Dec 31, 2020”

Comments

This is where any additional comments about the initiative should be 

included (factors for success, partnerships, linkages to other 

programs, etc.). If your organization elects not to include a priority 

indicator in the QIP/cQIP (for example, because performance already 

meets or exceeds the provincial benchmarks), then this must be 

documented in the comments section. This field can be used to 

provide additional information to complete your continuous quality 

improvement initiative report.

Scale and Spread Fit2Sit improvements to remaining 2 sites. Identify factors to support the spread of the F2S at each site 

through process mapping, reviewing and sharing lessons 

learned from other sites and subsequently develop action 

plans for implementation.

% of eligible F2S patients identified and part of the program within 30 minutes of triage

# of NH staff & EMS paramedics educated on the F2S program

Ambulance Offload Time (AOT) of Fit2Sit pts

Ambulance Offload Time (AOT) of all pts at 90th percentile

100% Niagara EMS & ED Staff educated on 

the F2S program

85% Eligible F2S pts are identified and part 

of program within 30mins of triage.

90 Minutes AOT of F2S patients

Explore the potential for the implementation of a Horizontal 

Waiting Room program in the ED.

Explore (review of research and leading practices, 

environmental scan), design and test (pilot on one unit using 

PDSA cycles) the concept of a horizontal waiting room. and 

develop action plans to address them.

# of pts offloaded to horizontal waiting room

Physician Initial Assessment for EMS patients

AOT for horizontal WR patients

PIA: Under 3 hours

AOT for HWR: Less than 90mins

Update Charge Nurse standard work and orientation with a focus 

on how to enhance flow in the ED.

Creation of a standard work document for ED Charge Nurses.

Development of a robust orientation process over multiple 

days that includes an introduction to our Pay4Results 

metrics and strategies to create flow within the department.

# of charge nurses trained 100% of Charge Nurses trained on new 

standard work approach

Expansion of Orthopaedics Trauma OR Block to improve 

timeliness and access of hip fracture patients to the operating 

room. 

Increase our staff complement able to perform hip fracture 

surgery.

Sustain 1.5 OR days dedicated to trauma to 3 full days of 

ortho-trauma procedures through 2026-27.

Percentage of hip fracture patients receiving surgery in 48 hours or less, from time of admission to 

the OR. 

80% of hip fracture patients will receive 

their surgery within 48 hours of admission 

by end of March 2026, and 85% by Dec 

2026. 

We have seen improvements in our process measure on this since 

implementation of this change in September.  (~20 % increase in 

compliance with target times with surgery within 48 hours at SCS)

Prioritize OR access based on time since decision to admit patient 

for hip fracture procedure.

Per Niagara Health's "Standardizing Emergency/Urgent 

Surgical Priority Codes" Policy:

Hip fractures will continue to be booked as a priority C case 

upon presentation to the emergency department. Upgrade 

urgency to B case after 24 hours on the C list.

*Hip fractures will be booked as urgent B priority cases 

directly if greater than 24 hours have passed since the injury 

(delayed presentation, hospital transfer, etc.)

Percentage of hip fractures upgraded from a priority C case to a priority B case within 24 hours. 100% of hip fracture cases will be 

upgraded from a C level priority code to a 

B level priority code after 24 hours on the 

C list by April 2027.

Implement  the new Ontario Health "Hip Fracture Care Quality 

Standard Toolkit" released in 2025, to improve how we manage 

pre and post-operative hip fracture patients at Niagara Health.

Assemble an interdisciplinary working group or committee 

including but not limited to: PT/OT, pharmacy, medicine, 

perioperative/surgical services, diet, etc. to review and work 

through the implementation toolkit.

Decide upon strategies to be implemented and monitor 

success through formal measurement and sustainability 

plan. 

Number of change ideas related to improving time to surgery for hip fracture patients developed 

with sustainability plans in place by December 2027.

Hip Fracture Toolkit Implementation 

Working Group will aim to meet monthly 

from April 2026 to December 2027.

At least 3-4 change ideas targeted at 

improving time to surgery within 48 hours 

for hip fracture patients will be developed 

with sustainability plans in progress by 

December 2027.

This group will be focused on analyzing recommended change ideas 

by OH to improve the care of hip fracture patients at large at Niagara 

Health. 

Any change ideas that should result from this group, directly related 

to the improvement of hip fracture patients' time to surgery should 

be captured in future QIP plans with progress to date capturing 

materialized change ideas. 

Equitable Equity Percentage of the Niagara Health 

Team (Staff and physicians) who 

have completed relevant equity, 

diversity, inclusion and anti-racism 

education. 

O = Optional Percentage Local data 

collection/ Apr 

25-Mar. 2025

Apr/25 - Mar/26

80.8%

85%

Q1 target is 

21.3%, 

Q2 target is 

42.5%, 

Q3 target is 

63.8%,

Q4 target is 85%

85% is the target to 

offset the 

compliment of 

causal staff and 

individuals on leave.

No Yes No Patient partners on DEI 

Committee, community 

agency tables discussions, 

discussions with community 

agencies at NH DEI and 

Equity conference

Monthly audits of data and the sharing of the completion rates. Audit data will be provided to unit managers to support 

their individualized plans to support staff in completing the 

training.  Other strategies that will be used to support 

completion include: YouTube video option for group viewing, 

DEI video series link to this module which provides a 

certificate upon completion and highlighting the importance 

of completing this training during Celebrate Diversity Month.

Completion rates updated monthly. Compliance rate at end of year 85% or 

greater across NH and including physicians

Equity Average emergency department 

wait time to physician initial 

assessment for individuals with 

sickle

cell disease (CTAS 1 or 2)

Emergency department wait time 

to physician initial assessment is 

the duration (time elapsed) 

between

triage and physician initial 

assessment for patients with sickle 

cell disease whose condition was 

triaged

as CTAS level 1 or 2.

O = Optional Minutes National 

Ambulatory Care 

Reporting 

System and 

Discharge 

Abstract 

Database/ Dec 

2024-Oct. 2025

139 minutes 78 Minutes for 

CTAS  -1 and 2 

cases

44% improvement 

target.

No No Yes No Patients with sickle cell disease (SCD) frequently experience delays 

in recognition and treatment upon arrival to the Emergency 

Department (ED). These delays contribute to prolonged time to 

analgesia, inconsistent care processes, increased length of stay, 

and poorer patient experience. Reliance on patient 

self‑identification or manual chart review creates variability and 

increases the risk of missed or delayed identification, particularly 

during high‑volume ED periods.

Change Idea:

To improve early identification of patients with sickle cell disease 

upon ED arrival by implementing a standardized, non‑stigmatizing 

visual indicator within the Health Information System (HIS), 

enabling timely activation of evidence‑based SCD care pathways. 

We will collaborate with Health Information System (HIS) 

team and the Health Equity Manager to conduct a quality 

improvement (QI) initiative using a Plan–Do–Study–Act 

(PDSA) framework to implement and refine a standardized 

electronic visual indicator for patients with known sickle cell 

disease (SCD) presenting to the Emergency Department. The 

intervention will leverage existing functionality within the 

HIS to enable early, automatic identification without reliance 

on patient self‑report or manual chart review.

Within 6 months of deploying a standardized, non‑stigmatizing SCD visual indicator in the HIS, 

average emergency department wait time to physician initial assessment for individuals with sickle 

cell disease (CTAS 1 or 2) will decrease by 44% from baseline. 

78 Minutes for CTAS  -1 and 2 cases

No Continue to socialize and embed the Reimagining Patient 

Experience Plan and the Six Key Elements of Patient Experience 

across inpatient units, through rounding and attending huddles

Expand the current patient experience rounding process to 

include a targeted approach to meet with patients who are 

ready for discharge. The goal is to ensure patients feel that 

they have received information they require before they go 

home and if gaps are identified they are addressed in real-

time. 

# of units engaged in pilot process. 

# of patients rounded on during PE rounding at discharge initiative on pilot units.

# of  concerns brought forward during PE rounding about discharge that are addressed in real time 

Engage with 6 units in 2025-26 as a pilot 

process. 

50-55 patients rounded on per month 

through PE rounding

All patient concerns and questions about 

discharge addressed in real-time per 

month through PE rounding at discharge 

initiative

No Integrate a standardized discharge understanding question into 

Access and Flow discharge planning processes.

Pilot a program on units in which the Patient Experience 

Team in partnership with primary nurses will directly ask 

patients being discharged if they have the information they 

need if they become worried about their condition or 

treatment after they leave the hospital

# of Units 

# of patients 

engaged in discussion about receiving the information they need prior to discharge 

Pilot a program on 1-3 inpatient units

80% of patients on the pilot units are 

engaged in discussions about receiving the 

information they need prior to discharge

Yes Yes NoPatient Survey/ 

Jan 25-Dec 25
Jan/25 - Dec/25

51.8%

65% 22% improvement 

target.

Patient-centred Experience

Patient-centred

Did patients feel they received 

adequate information about their 

health and

their care at discharge?

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 = Optional Percentage

No Yes Niagara EMS

Hospital

M = Mandatory (all cells must be completed) P = Priority (complete ONLY the comments cell if you are not working on this indicator) A= Additional (do not select if you are not working on this indicator) C = Custom (add any other indicators you are working on), O = Optional

Minutes National 

Ambulatory Care 

Reporting 

System / Dec 

2025-Oct. 2026

Jan/25 - Dec/25

NH:97 mins

90 minutes Target moves NH 

closer to the 

HNHBB 

benchmark while 

demonstrating a 

31% 

improvement.

YesTimely Access and Flow

Timely

90th Percentile ambulance offload 

time. 

Ambulance offload time is the 

duration (time elapsed) between 

the time of ambulance arrival at 

the

emergency department and the 

time the ambulance transfer of 

care process is complete.

P = Priority

Timely Access and Flow

Timely

Percentage of patients with hip 

fracture whose time to surgery is 

less than 48 hours

*Time to hip fracture surgery is the 

duration (time elapsed) between 

first arrival to any hospital and the

start of surgery for hip fracture.

O = Optional Percentage NoNoNoNational 

Ambulatory Care 

Reporting 

System and 

Discharge 

Abstract 

Database/ Dec 

2024-Oct. 2025

63.60%

65% April - Aug.

75% Sept-  Oct 

April 1 to 

September 30, 2025 

(Q1 and Q2)

*Calculated using 

proxy data, 

admission time at 

NH to surgery time. 

90% 90% is the Provincial 

Hip Fracture Model 

of Care target for 

hip fracture patients 

to receive surgery 

within 48 hrs. of ER 

admission.

No



AIM Measure Change

Quality Dimension Issue Measure/Indicator Type 

- Mandatory 

- Priority

- Additional

- Custom 

- Optional

Unit of Measure Data Source / 

Period

Organization Id Current 

performance

Target Target Justification Is this indicator 

related to 

Emergency 

Department Return 

Visit Audits?

Is this indicator 

related to Executive 

Compensation?

Is this indicator 

related to part of 

the 2025/26 Pay-for-

Results (P4R) Action 

Plan?

External Collaborators

Let us know if you are 

involved in a collaboration 

with external partner(s) to 

work on this issue/indicator, 

including any efforts 

underway or planned with 

your Ontario Health Team.

Planned Improvement Initiatives (Change Ideas)

"Please provide details about the change ideas that will lead to 

improvement. You are encouraged to include at least four (4) 

change ideas per indicator because it typically takes many change 

ideas to influence the outcome"

Methods

"This column identifies the step by step methods the 

organization/OHT will be using to track progress on its 

change ideas. Include details such as how, and by whom (e.g. 

department) the data on the change ideas will be collected, 

analyzed, reviewed and reported"

Process Measures

"The measure that evaluates whether the change idea being tested is working as planned. 

Processes must be measurable as rates, percentages, and/or numbers over specific timeframes. 

e.g.:

- “number of fall risk assessments reviewed per month by the quality team";

- "number of patients/clients/families surveyed per month";

- "number of staff that demonstrate uptake of education documented per quarter". 

For more information see the Measurement Plan Instruction"

Target for process measure

"This is the organization's/OHT's target 

for process measure (goal). The 

target/goal should be SMART – specific, 

measurable (numerical if possible), 

achievable, realistic, and time sensitive. 

E.g., “60% of complex patients will have 

documentation of a shared care plan at 

discharge by June 30, 2019 and 70% by 

Dec 31, 2020”

Comments

This is where any additional comments about the initiative should be 

included (factors for success, partnerships, linkages to other 

programs, etc.). If your organization elects not to include a priority 

indicator in the QIP/cQIP (for example, because performance already 

meets or exceeds the provincial benchmarks), then this must be 

documented in the comments section. This field can be used to 

provide additional information to complete your continuous quality 

improvement initiative report.

No Leverage the Niagara Health Discharge Working Group to lead 

quality improvement related to inpatient discharge information.

Design and implement a process to have a patient oriented 

discharge summary document for patients that provide all 

necessary information.  Goal will be to develop the form and 

pilot this through multiple PDSA cycles on one unit and then 

scale and spread this across NH.

# of working group/committee meetings by end of year (December 2026)

# of discharge summary components completed (i.e. med rec section, red flags section etc.)

# of units onboarded 

# of patients on the pilot units that receive a discharge package

This is a baseline year. Targets will be 

established for next year's QIP

Yes Yes NoPatient Survey/ 

Jan 25-Dec 25
Jan/25 - Dec/25

51.8%

65% 22% improvement 

target.

Patient-centred Experience

Patient-centred

Did patients feel they received 

adequate information about their 

health and

their care at discharge?

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 = Optional Percentage


