WORKPLAN QIP 2026/27 Org ID 941 | Humber River Health

Access and Flow

Measure - Dimension: Timely

. Unit S C t e
Indicator #7 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population [Period Performance
90th percentile ambulance offload P Minutes / |CIHI NACRS / 41.00 30.00 |Ontario Health, in consultation with
time Patients |December 1, Emergency Medical Services and
2024, to Paramedic Services has set a target
November of 30 minutes
30, 2025, in
alignment
with the Pay
for Results
program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Change Ideas

Report Access Date: March 31, 2026




_ WORKPLAN QIP 2026/27

Change Idea #1 1. Implement the O-zone, EMS, Triage, and SA action items identified through the workflow analysis to improve ED-specific performance metrics. 2.
Reinforce standardization of the ED PFM role to optimize bed management and expedite patient admissions, discharges, and transfers.

Org ID 941 | Humber River Health

Methods Process measures Target for process measure Comments

1. Implement the quality improvement
(Ql) action items identified through the

Percentage of patients with ambulance  90% of patients with ambulance offload
offload time within target of 30 minutes. time of 30 minutes or less.

We have demonstrated improvement in
Emergency Department (ED) metrics

ED workflow analysis across key areas,
including EMS, O-zone, SA, and Triage. 2.
The ED Director will collaborate with the
CC Director to conduct a focused
workflow analysis of the ED PFM role to
optimize access and patient flow.

over the past year; however, there
remains room for further improvement.
We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and

inpatient bed turnaround time. Notably,
for the third consecutive year, we are

ranked the #1 Emergency Department in
the province based on P4R performance.

Measure - Dimension: Timely

. Unit / Source / Current e
Indicator #8 Type el | [Farice Performance Target [Target Justification External Collaborators
90th percentile emergency 0 Hours /ED |CIHI NACRS / 10.40 6.00 [Target established by the Auditor
department wait time to inpatient patients |December 1, General Report stating 6 hours
bed 2024, to
November
30, 2025, in
alignment
with the Pay
for Results
program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No

Report Access Date: March 31, 2026
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Change Ideas

Org ID 941 | Humber River Health

Change Idea #1 1. Ensure alignment between inpatient and ED surge protocols with ED performance metrics (e.g., inpatient-to-bedtime). 2. Partner with inpatient
managers to reinforce a “pull” culture for timely transfers of patients to inpatient units. 3. Collaborate with the Director of CC to reinforce Ql actions
identified during the Kaizen event related to admit-to-inpatient bedtime.

Methods

1. Finalize and align inpatient and ED
surge protocols with agreed-upon ED
performance metrics (e.g., inpatient-to-
bedtime). 2. Conduct daily Bed Meetings
to identify and address barriers to timely
patient transfers from the ED to
inpatient units. 3. Continue to monitor
and evaluate the impact of additional
inpatient bed capacity on ED flow and
performance.

Report Access Date: March 31, 2026

Process measures

Compliance with daily bed meetings

Target for process measure

Daily bed meetings occurring 100% of

the time

Comments

We have demonstrated improvement in
Emergency Department (ED) metrics
over the past year; however, there
remains room for further improvement.
We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are
ranked the #1 Emergency Department in
the province based on P4R performance.
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Measure - Dimension: Timely

Indicator #9 Type unit / Sou‘rce / Current Target |Target Justification External Collaborators
Population |Period Performance
Percent of patients who visited the 0 % / ED CIHI NACRS / 2.31 1.50 |Target established by HRH based on
ED and left without being seen by a patients  [April 1, 2024, percentage improvement
physician to March 31,
2025 (i.e., FY
2024)
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Change Ideas

Report Access Date: March 31, 2026
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Change Idea #1 1. Reinforce standardization of the ED PFM role to optimize bed management and expedite patient admissions, discharges, and transfers. 2.
Implement quality improvement initiatives identified during the PIA Kaizen event. 3. Collaborate with the ED Chief to identify and advance ED-specific
physician quality improvement action items.

Methods Process measures Target for process measure Comments

1. Review the current LWBS policy and  Number of chart reviews for patients Chart reviews completed for 30 patients We have demonstrated improvement in
update as needed. 2. Conduct 30 chart  who LWBS in ED who LWBS Emergency Department (ED) metrics
reviews for patients who LWBS in ED and over the past year; however, there
identify any action items. remains room for further improvement.

We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are
ranked the #1 Emergency Department in
the province based on P4R performance.

Report Access Date: March 31, 2026
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Measure - Dimension: Timely

Org ID 941 | Humber River Health

Change Ideas

Report Access Date: March 31, 2026

Unit S C t
Indicator #10 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance

90th percentile emergency P Hours /ED |CIHI NACRS / 6.20 4.00 |The Ontario Health target for this
department length of stay for patients |December 1, indicator from the Pay for Results
nonadmitted patients with low 2024, to program is 4 hours.
acuity November

30, 2025, in

alignment

with the Pay

for Results

program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Org ID 941 | Humber River Health

Change Idea #1 1. Implement the O-zone, EMS, Triage, and SA action items identified through the workflow analysis to improve ED-specific performance metrics.

Methods

1. Implement the quality improvement
(Ql) action items identified through the
ED workflow analysis across key areas,
including EMS, O-zone, SA, and Triage. 2.
Monitor ED performance metrics
monthly to evaluate progress and inform
continuous improvement efforts.

Measure - Dimension: Timely

Process measures

implemented

Target for process measure

Percentage of Ql action items identified 100% of Ql action items from ED
through the ED workflow analysis

workflow analysis implemented

Comments

We have demonstrated improvement in
Emergency Department (ED) metrics
over the past year; however, there
remains room for further improvement.
We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are
ranked the #1 Emergency Department in
the province based on P4R performance.

Report Access Date: March 31, 2026

. Unit S C t e
Indicator #11 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population [Period Performance
90th percentile emergency P Hours /ED |CIHI NACRS / 8.20 7.00 |The Ontario Health target for this
department length of stay for patients |December 1, indicator from the Pay for Results
nonadmitted patients with high 2024, to program is 7 hours.
acuity November
30, 2025, in
alignment
with the Pay
for Results
program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No




] workpLAN aip 2026/27 Org ID 941 | Humber River Health

Change Ideas

Change Idea #1 1. Implement the O-zone, EMS, Triage, and SA action items identified through the workflow analysis to improve ED-specific performance metrics.

Methods Process measures Target for process measure Comments

1. Implement the quality improvement  Percentage of Ql action items identified 100% of Ql action items from ED We have demonstrated improvement in
(Ql) action items identified through the through the ED workflow analysis workflow analysis implemented Emergency Department (ED) metrics

ED workflow analysis across key areas,  implemented over the past year; however, there
including EMS, O-zone, SA, and Triage. 2. remains room for further improvement.
Monitor ED performance metrics We will continue to work collaboratively
monthly to evaluate progress and inform with the ED and HRH teams to achieve
continuous improvement efforts. target performance, with a focused

emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are

ranked the #1 Emergency Department in
the province based on P4R performance.

Report Access Date: March 31, 2026
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Measure - Dimension: Timely

Org ID 941 | Humber River Health

Change Ideas

Report Access Date: March 31, 2026

Unit S C t
Indicator #12 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance

90th percentile emergency P Hours /ED |CIHI NACRS / 4.40 3.40 |[The Ontario Health target for this
department wait time to physician patients |December 1, indicator is 3.4 hours or less.
initial assessment 2024, to

November

30, 2025, in

alignment

with the Pay

for Results

program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No
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Org ID 941 | Humber River Health

Change Idea #1 1. Collaborate with Deloitte and the Research team to support implementation of ScaleAl queuing technology to improve patient experience by
reducing in-hospital wait times and PIA times (CTAS 4 and 5 only). 2. Implement quality improvement initiatives identified during the PIA Kaizen event.
3. Collaborate with the ED Chief to identify and advance ED-specific physician quality improvement action items.

Methods

1. Collaborate with Deloitte and
Research team to evaluate the
opportunity of revising the ED physician
schedule. 2. Implement the PIA Kaizen
event QI action items to improve PIA. 3.
Continue to collaborate with Research
team to develop a data driven Al
algorithm predictable model to guide
the ED staff schedule including the ED
physician schedule bases on historical
and real time data.

Measure - Dimension: Timely

Process measures

Target for process measure

implemented

Percentage of PIA Kaizen event Ql action 100% of PIA kaizen event Ql action items
items implemented

Comments

We have demonstrated improvement in
Emergency Department (ED) metrics
over the past year; however, there
remains room for further improvement.
We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are
ranked the #1 Emergency Department in
the province based on P4R performance.

it C t
Indicator #13 Type Uni / Sou‘rce / urren Target [Target Justification External Collaborators
Population |Period Performance
Daily average number of patients P |Number/ED |CIHI NACRS / 4.04 5.00 |The Ontario Health target for this
waiting in the emergency patients  |April 1, 2024, indicator is a 25% reduction from

Report Access Date: March 31, 2026

department for an inpatient bed at 8 to March 31, baseline.
a.m. 2025 (i.e., FY
2024)
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 Ideas

Org ID 941 | Humber River Health

Change Idea #1 Strengthen real-time hospital-wide patient flow oversight through the Command Centre to proactively identify and resolve access block prior to 8
a.m. Standardize early-morning discharge planning across inpatient units, including daily unit-level discharge targets and escalation for barriers to
discharge. Expand use of pre-9 a.m. discharge and bed turnaround strategies, including early environmental services prioritization and early patient
transport. Utilize surge and escalation protocols during periods of sustained access pressure to protect ED capacity.

Methods

¢Daily Command Centre huddles with
multidisciplinary representation to
review real-time demand, capacity, and
discharge readiness. eUse of
standardized dashboards to monitor
admitted ED patients, inpatient bed
availability, and discharge progress.
eUnit-level accountability for discharge
timing, with clear escalation pathways
for unresolved barriers. eOngoing
collaboration with Environmental
Services, Patient Transport, and clinical
teams to reduce bed turnaround times.
eContinuous review of cases
contributing to no-bed admits to identify
system-level improvement
opportunities.

Report Access Date: March 31, 2026

Process measures

ePercentage of inpatient discharges
completed before 11 a.m. eNumber of
inpatient beds available by 8 a.m.
eAverage time from admission decision
to inpatient bed assignment.
eCompliance with daily discharge target
setting at the unit level. eFrequency of
Command Centre escalation related to
access and flow barriers.

Target for process measure

*>=30% of inpatient discharges
completed before 11 a.m. eSustained
availability of inpatient beds to meet
early-morning demand. eReduction in
admission-to-bed assignment time
quarter over quarter. ¢100% unit
participation in daily discharge planning
processes.

Comments

Reducing the number of patients waiting
in the emergency department for an
inpatient bed is a key indicator of
effective access and flow across the
hospital. Achieving and sustaining a
target of zero no-bed admits at 8 a.m.
requires coordinated, hospital-wide
action focused on proactive discharge
planning, early-day bed availability, and
real-time operational oversight. This
work supports timely access to care,
improves patient experience, and
reduces congestion and risk within the
emergency department.
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Measure - Dimension: Timely

Unit S C t
Indicator #14 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance

90th percentile emergency 0 Hours /ED |CIHI NACRS / 20.70 16.00 |Target established by HRH based on
department length of stay for patients |December 1, in-year organizational best
admitted patients 2024, to performance

November

30, 2025, in

alignment

with the Pay

for Results

program
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Change Ideas

Report Access Date: March 31, 2026
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Org ID 941 | Humber River Health

Change Idea #1 1. Ensure alignment between inpatient and ED surge protocols with ED performance metrics (e.g., inpatient-to-bedtime). 2. Partner with inpatient
managers to reinforce a “pull” culture for timely transfers of patients to inpatient units. 3. Collaborate with the Director of CC to reinforce Ql actions

identified during the Kaizen event related to admit-to-inpatient bedtime.

Methods

1. Finalize and align inpatient and ED

Process measures

Compliance with daily bed meetings

Target for process measure

Daily bed meetings occurring 100% of

Comments

We have demonstrated improvement in

surge protocols with agreed-upon ED the time Emergency Department (ED) metrics
performance metrics (e.g., inpatient-to- over the past year; however, there
bedtime). 2. Conduct daily Bed Meetings remains room for further improvement.
to identify and address barriers to timely We will continue to work collaboratively
patient transfers from the ED to with the ED and HRH teams to achieve
inpatient units. 3. Monitor ED target performance, with a focused
performance metrics monthly to emphasis on PIA, EMS offload times, and
evaluate progress and inform continuous inpatient bed turnaround time. Notably,
improvement efforts. 4. Continue to for the third consecutive year, we are
monitor and evaluate the impact of ranked the #1 Emergency Department in
additional inpatient bed capacity on ED the province based on P4R performance.
flow and performance.
Measure - Dimension: Timely
Unit S C t
Indicator #15 Type n / ou.rce / urren Target |Target Justification External Collaborators
Population [Period Performance

Percentage of patients with hip (0] % / Patients |CIHI DAD, 87.76 91.00 [Target established by HRH:
fracture whose time to surgery is NACRS / April Achievable target based on current
less than 48 hours 1to performance and implementation of

September change ideas

30, 2025 (Q1

and Q2)
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Report Access Date: March 31, 2026
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Change Ideas

Org ID 941 | Humber River Health

Change Idea #1 #1 - ED triage to imaging — reduce time to diagnoses and pathway activation #2 — Start nerve blocks in ED along with multi-modal analgesia #3 —
Evaluate efficacy of orthogeriatric model in supporting the hip fracture population

Methods

Working group with ED, In-patients and
peri-operative teams to process map
pathways and execute change ideas
using a Ql framework and rapid PDSA
cycles. **Real-time data dashboards
need to be created, and chart review
process and timelines defined as current
processes remain highly manual.
Opportunity to tweak Senior’s Care Tile
in the Command Center.

Report Access Date: March 31, 2026

Process measures

#1 Door to x-ray time = 60 minutes
(outcome measure for initiative #1) - %
of x rays ordered by triage nurse based
on medical directive - ED arrival to
diagnostic confirmation = 120 minutes -
% of suspected hip fracture patients
receiving imaging without CT as first line
(unless clinically indicated) - variable
based on cohort #2 % of hip fracture
patients receiving PNB in emergency
department prior to transfer to in-
patient bed (outcomes measure for
initiative #2) - % of anaesthesia consults
made by ED Physicians - Anaesthesia
arrival times = 75 minutes - Documented
pain scores within 30 minutes of arrival
to ED, within 30 minutes of PNB
administration — achieving pain
management goal and achieving opioid
sparing impact - Opioid Usage #3 % of
patients referred ortho-geriatric model
of care 24 hours post-operatively % of
patients with documented delirium risk
screens and activation of prevention
bundle % of patients mobilized POD #1
Time to Rehab (HTLD) and discharge
destination Opioid Usage on in-patient
unit (no target defined — will commence
baseline data collection)

Target for process measure

#1: - Impact on imaging queuing and
delays in other patient cohorts - % of
patients requiring repeat or alternate
imaging (CT) #2: - ED LOS - % of cases
with Local anaesthetic systemic toxicity
(LAST) events #3: - 30-day re-admission -
In-patient mortality - Delirium rate -
Pressure injury rates - LOS

Comments
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Equity

Measure - Dimension: Equitable

Org ID 941 | Humber River Health

Change Ideas

Report Access Date: March 31, 2026

. Unit S C t e
Indicator #1 Type n / ou.rce/ urren Target |Target Justification External Collaborators
Population [Period Performance
Average ED wait time to physician O |Minutes/ED |CIHI NACRS / 47.29 15.00 |Target times to physician initial
initial assessment (PIA) for patients  |April 1 to assessment by CTAS level have been
individuals with sickle cell disease September defined by the Canadian Association
(CTAS 1 or 2) 30, 2025 (Q1 of Emergency Physicians
and Q2)
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 1. Implement the O-zone, EMS, Triage, and SA action items identified through the workflow analysis to improve ED-specific performance metrics. 2.
Collaborate with Deloitte and the Research team to support implementation of ScaleAl queuing technology to improve patient experience by reducing
in-hospital wait times and PIA times (CTAS 4 and 5 only). 3. Continue to refresh ED staff education on sickle cell disease (SCD) during skills days, with a
focus on SCD triage workflows, order sets, and finalizing the ED SCD referral process.

Methods Process measures Target for process measure Comments
1. Reinforce triage/ED staff education by Percentage of staff trained on Sickle Cell 100% of staff trained on ED sickle cell We have demonstrated improvement in
placing a greater focus on sickle cell- Workflow workflow Emergency Department (ED) metrics

related content, ensuring the inclusion
of proper triage classification. 2. Work in
collaboration with external partners
(e.g., UHN, SCAGO, NYGH, Black Creek)
to identify a referral pathway. 3. Audit
the use of the ED SCD order set. 4.
Implement the ED SCD patient passport.
5. Create a SCD dashboard to evaluate
the SCD metrics in 24 hours. 6. Monitor
the data regarding patient who present
in ED with sickle cell disease to and
course correct. 7. Review the CSD
metrics monthly to evaluate progress.

Report Access Date: March 31, 2026

over the past year; however, there
remains room for further improvement.
We will continue to work collaboratively
with the ED and HRH teams to achieve
target performance, with a focused
emphasis on PIA, EMS offload times, and
inpatient bed turnaround time. Notably,
for the third consecutive year, we are
ranked the #1 Emergency Department in
the province based on P4R performance.
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Measure - Dimension: Equitable

Unit S C t
Indicator #2 Type n! / ou.rce/ urren Target |Target Justification External Collaborators
Population |Period Performance

Percentage of staff (executive-level, 0 % / Staff |Local data 76.60 100.00 |Target established by HRH based on
management, or all) who have collection / theoretical best
completed relevant equity, diversity, Most recent
inclusion, and anti-racism education consecutive

12-month

period
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No

Change Ideas

Change Idea #1 Launch a Health Equity and Cultural Humility training module with a goal to achieve 100% completion rate amongst the leadership team (Executive-
level, Directors, Managers and Clinical Practice Leaders). Emphasize the learning objectives and potential impact of the educational material to drive
leader awareness and commitment to partake in the training. Monitor ongoing leadership completion rate of the Health Equity and Cultural Humility
module providing regular reminders and support to outstanding leaders as necessary. To promote continuous improvement and application of
cultural humility principles, encourage leaders to share at appropriate forums their key learnings and adoption of the module content within their
local department. Develop educational tools and resources to support the leadership team's uptake of the module. Explore the opportunity to deliver
the education through an existing leadership forum to enhance participation in a group environment.

Methods Process measures Target for process measure Comments

Report Access Date: March 31, 2026



WORKPLAN QIP 2026/27

Pilot the Health Equity and Cultural
Humility training with a subset of leaders
to identify training strengths and
opportunities ahead of the larger scale
rollout. Present the Health Equity and
Cultural Humility training to the
leadership team emphasizing the
learning objectives and practical use of
the training material in one’s role.
Monitor the Health Equity and Cultural
Humility training completion rates.
Include completion metrics in leadership
dashboards or regular performance
reviews. Provide one-up leaders with key
messages to engage leaders who have
not yet completed the module by
communicating the benefits and
relevance of the training. Identify a
leader as part of the pilot cohort to co-
present the Health Equity and Cultural
Humility training to the leadership team
with emphasis on how the training
supported the leader’s understanding
and ability to address health inequities.
Develop a Leader Huddle Script with FAQ
focusing on Health Equity and Cultural
Humility content while also addressing
common questions or concerns derived
from the training content. Provide the
Leader Huddle Script along with the FAQ
in leadership and manager forums and
ensure its availability on the EDI
SharePoint site. Offer EDI Manager-led
information sessions or micro-trainings
to reinforce key concepts from the
module.

Report Access Date: March 31, 2026

1. Module feedback sought via pre- and 1. Delivery the training pilot in Q1 (April
post- training surveys as part of the pilot —June) of 2026/27 with the collection of

cohort 2. Module completion rate 3.
Number of leaders who proactively
engage in EDI Manager-led information
sessions and/or micro-trainings 4.
Number of forums in which the Health
Equity and Cultural Humility training is
provided as an opportunity for leaders
to partake and engage with 5. Number
of leaders who request and download
the Health Equity and Cultural Humility
Leader Huddle Script and FAQ.

pre- and post training feedback 2.
Implement enhancements as identified
via the training feedback survey to
ensure module is ready to be rolled out
to all leaders in Q2 (July — Sept) of
2026/27 3. Present the module to all
leaders with expectations, learning
resources and endorsement from pilot
leaders by September 30, 2026 4. 50% of
leaders complete the module by
December 31, 2026 5. 100% of leaders
complete the module by March 31, 2027

Org ID 941 | Humber River Health
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Experience

Measure - Dimension: Patient-centred

Org ID 941 | Humber River Health

following question: Did you receive
enough information from hospital

Most recent
consecutive

. Unit S C t e

Indicator #3 Type n / ou.rce / urren Target |Target Justification External Collaborators
Population [Period Performance

Percentage of respondents who (0] % / Survey |Local data 93.24 90.00 [Target established by HRH based on

responded “completely” to the respondents |collection / current performance

staff about what to do if you were 12-month
worried about your condition or period
treatment after you left the

hospital?

Is this indicator related to:

Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Change Ideas

Report Access Date: March 31, 2026
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Org ID 941 | Humber River Health

Change Idea #1 e Enhance SMART Discharge by integrating digital tools (e.g., QR codes linking to patient education resources on external HRH website). ® Ensuring
warm hand-offs to community partners for patients with complex needs. ® Embed cultural competency training for staff to ensure discharge
instructions are inclusive and accessible.

Methods

¢ Early engagement: Discharge package
(SMART Discharge) provided at
admission, with clear labeling for easy
reference. ¢ Post-discharge follow-up:
Continue callback program for post-
PCI/CHF patients ® Community resource
linkage: refer patients to telehealth and
rapid response nurse programs etc. ®
Critical Care: -Use the “Leaving the ICU”
guide to educate patients and families -
Review Qualtrics discharge survey
reports to identify improvement
opportunities e Structured discharge
planning with personalized education
and teach-back methodology. ¢ Digital
engagement: Provide multimedia
education (pamphlets/handouts, videos)
accessible via patient portal and
integrated bedside terminals.

Report Access Date: March 31, 2026

Process measures Target for process measure Comments

1. Percentage of Medicine Units 1. 100% 2. Surveillance metric 3. Total Surveys Initiated: 5087
providing the SMART Discharge packages Surveillance metric 4. Surveillance metric

at admission 2. Percentage of PCI/CHF

discharges receiving follow-up call from

Cardiac Nurse Clinician 3. Percentage of

ICU discharges where patients complete

the Qualtrics-based experience survey 4.

Percentage of referrals to community

services at discharge from hospital
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Safety

Measure - Dimension: Safe

Org ID 941 | Humber River Health

. Unit S C t e

Indicator #4 Type n! / ou.rce / urren Target |Target Justification External Collaborators
Population [Period Performance

Medication reconciliation at (0] %/ Local data 79.61 82.00 [Target established by HRH:

discharge: Total number of Discharged |collection/ Achievable target based on current

discharged patients for whom a Best patients Most recent performance and implementation of

Possible Medication Discharge Plan

consecutive

change ideas

was created as a proportion the 12-month
total number of patients discharged. period

Is this indicator related to:

Emergency Department Return Visit Audits No
Executive Compensation No
Pay-for-Results Action Plan No

Change Ideas

Change Idea #1 1. Continue work on Project AMPLIFI to streamline discharge information transfer to outgoing facilities. 2. Complete an exploratory analysis to force
function completion of discharge medication reconciliation at the point of discharge.

Methods Process measures Target for process measure Comments

% of patients receiving discharge 82% corporate discharge medication
medication reconciliation at the point of reconciliation rate
discharge (HQO methodology).

1. Project AMPLIFI working group has a
detailed project plan and methodology.
2. Environmental survey to review
landscape of mandatory completion of
discharge medication reconciliation and
review of technical capabilities within
Meditech.

Report Access Date: March 31, 2026
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Measure - Dimension: Safe

Org ID 941 | Humber River Health

Change Ideas

Report Access Date: March 31, 2026

Indicator #5 Type Unit / Sou‘rce / Current Target |Target Justification External Collaborators
Population |Period Performance
Rate of delirium onset during 0 % / Hospital |CIHI DAD / 0.25 0.20 |Target established by HRH based on
hospitalization admitted [April 1 to percentage improvement
patients |September
30, 2025 (Q1
and Q2),
based on the
discharge
date
(Discharge
Date/Time)
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 e Participation in OH Models of Care Innovation Fund GEMINI-Delirium Project: Implement use of Al to identify patients at high risk for delirium at
time of admission and implement delirium prevention bundle for these patients e Development & implementation of Mobility Standard refresh e
Implementation of Bed Assignment strategy for patients over age 64 to reduce bed moves

Methods Process measures Target for process measure Comments

¢ Continue Delirium DASH monthly * Rate of Routine Sedative-hypnotic  Rate of Routine Sedative-hypnotic Senior team support for monthly process
working group to develop and orders ¢ Rate of PRN Sedative-hypnotic orders 13.3% (lower is better) ® Rate of metric data will be sought

implement workplan and orders * Rate of Delirium Order Set Use PRN Sedative-hypnotic orders 5.5%

accountabilities for change initiatives ¢  for CAM+ patients ¢ CAM compliance (higher is better) » Rate of Delirium

Participation in Delirium Models of Care within 24 hours (%) ¢ CHASM Order Set Use for CAM+ patients 30%

meetings and implement protocols as compliance (at least 1 intervention) (%) (higher is better) ¢« CAM compliance
part of research project ® Huddles and  for CAM+ patients ¢ % patients over age within 24 hours (%) 95.7% (high is

skills day training re Mobilization 64 with 1 or more bed moves post better) ¢ CHASM compliance (at least 1
strategy, expectations and monitoring ® admission ® % compliance with intervention) for CAM+ patients (%)
Creation of a monthly dashboard of documentation of mobility assessment  87.9% (higher is better) e % patients
process metrics to ensure visibility of and minimum of 3 mobility activities over age 64 with 1 or more bed moves
improvement and impact of change daily post admission (Baseline and Target
ideas TBD) ¢ % compliance with

documentation of mobility assessment
and minimum of 3 mobility activities
daily (Baseline and Target TBD)
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Measure - Dimension: Safe

Org ID 941 | Humber River Health

Most recent
consecutive

date

Unit S C t
Indicator #6 Type n! / ou‘rce / urren Target |Target Justification External Collaborators
Population |Period Performance
Rate of workplace violence incidents| O % / Staff |Local data 0.09 0.07 |Target established by HRH based on
resulting in lost time injury collection / organizations best performance to

12-month
period
Is this indicator related to:
Emergency Department Return Visit Audits No
Executive Compensation Yes
Pay-for-Results Action Plan No

Change Ideas

Change Idea #1 1) Standardize workplace violence training for all new employees incorporating CPI practices for de-escalation as part of new staff orientation LIME
modules 2) Work towards development of a Behavioral Escalation Response strategy involving new CPL — Violence Prevention and CPI practices for

patient facing service areas.
Methods

1) Determine CPI practices which can be
broadly incorporated for new staff as
part of onboarding training 2) Conduct a
GAP Analysis to determine criteria for
Behavioral Escalation triggers to use to
initiate outreach for de-escalation and
support prior to calling a Code White
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Process measures

1) Frequency of meetings determined
along with agenda and core
development group responsible for
developing module 2) Establishment of
working group and meeting schedule
with project plan to conduct GAP
analysis

Target for process measure

1) Feedback from new hires confirming
they have received Workplace Violence
training as part of orientation 2) GAP
analysis completed and Business Plan
developed if required to support any
investment opportunities identified

Comments




