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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a quality improvement plan.  While 

much effort and care has gone into preparing this document, this document should not be relied on as legal advice and organizations should consult with 

their legal, governance and other relevant advisors as appropriate in preparing their quality improvement plans. Furthermore, organizations are free to 

design their own public quality improvement plans using alternative formats and contents, provided that they submit a version of their quality 

improvement plan to HQO (if required) in the format described herein. 
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Overview  

Villa St. Gabriel Villa is committed to delivering exceptional health care every day, with an emphasis on long 

term care.  We fulfill this commitment by integrating the following elements into our approach to quality 

improvement: 

 

Our core values  
As a Catholic health organization, we have chosen to adopt four core values – Service, Integrity, Dignity and 

Excellence.  These values guide our approach to care and act as the foundation to all of our planning activities and 

decision making practices.   

 

Our 2015-2018 Strategic Directions 
We have five strategic directions, each of which is rooted in our core values.  These are: 

1. Focus on patients first 

2. Lead in quality and safety 

3. Inspire and engage our people 

4. Optimize resources 

5. Engage community 

 

Our Annual Quality Improvement Work Plan 
Each year, we develop a Quality Improvement Plan that builds on the momentum of our improvement efforts to 

date.  The plan: 

 Includes challenging but realistic targets for improvement (and the justification for choosing those 

targets); 

 Identifies the initiatives that we have planned to help us achieve those targets; and, 

 Outlines how organizational leadership is held accountable for achieving the targets that we have set. 

 

Our Lean Management Philosophy 
As a matter of priority, we continue to work toward a culture where quality is entrenched in who we are and what 

we do.  Our work toward this end involves: 

 Maintaining focus on our Lean management philosophy; 

 Educating staff about our strategic goals and helping them to understand how these relate to our core 

values and this Quality Improvement Plan; 

 Educating our staff about the quality improvement tools and resources available to them; 

 Continuously enhancing our performance measurement, reporting and monitoring practices;  

 Working toward full conformance with CARF’s accreditation standards; and, 

 Routinely reviewing and/or updating our annual Quality Improvement Plan. 

 

Our Other Planning Processes 
When choosing our quality improvement targets and initiatives, we consider the following:   

 The terms of our current Long Term Care Services Accountability Agreement; 

 Our budgets;  

 Our operational plans; 

 CARF’s Aging Services accreditation standards;  

 Information related to our resident relations processes; 

 Aggregated results from Resident Satisfaction Surveys submitted the previous year; 

 Aggregated results from our annual Family Satisfaction Survey;  

 Aggregated results from our annual Staff Satisfaction Survey;  

 Resident and Family Council feedback;  

 Resident, and Staff Rounding sessions; and, 

 Aggregated critical incident data. 
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*CARF is a private, non-profit organization that accredits health and human services across the lifespan and 

continuum of care.   

 

For 2018-2019, we aim to:  

1. Focus on the following indicators suggested by HQO utilizing both CIHI data and our own in house data: 

a. Resident Experience: “I would recommend living here to a friend or family member” 

b. Resident Experience: “I can express my concerns and opinions with staff” 

c. Resident Experience:  “Care staff take the time to talk and listen to me” 

d. Falls 

e. Daily restraints use 

f. Work place violence; number of incidents reported 

 

2. Improve resident and staff safety by maintaining our hand hygiene compliance; raising staff 

immunization levels and compliance with our internal immunization policy; and, increasing the percent of 

staff with a current mask fit-test on file.   

 

3. Optimize our organizational effectiveness by addressing challenges related to staff attendance; 

improving staff satisfaction; and effective utilization of resources. 

 

4. Promote an integrated and resident-centred approach to care by continuing to educate our staff about 

ethical decision making; continuing to provide spiritual and religious care services and programming; 

monitoring resident experience using surveys and Resident Rounding sessions; and, strengthening our 

community partnerships.  

 

QI Achievement from the Past Year 
It was identified through both the Nursing and Food Service departments that texture modification for 

resident food was a concern. Family and residents had also voiced their concerns with inconsistency in the 

provision of texture modified food not only at meal service but also at nourishment pass. Texture 

modification is important at reducing the risk of choking or aspiration to residents who require their food to 

be modified.  

The texture modification concern was multifaceted and required communication, information sharing and 

collaboration amongst the Inter-professional team and their respective staff. The Food Services Manager 

acquired a new thickening agent that provided consistent thickening results and was conducive to thickening 

both food and liquids. This eliminated the need for multiple products, which could lead to the use of an 

inappropriate product, as well as inconsistency and errors in thickening food and liquids.   

Introduction and education on the use of the new product was provided to the Nursing staff in the form of in-

person education and on the spot training by the Dietitian with written directions for thickening provided 

within the dining rooms for Nursing staff to access readily. Thickening instructions were fastened to the 

handle of nourishment carts to ensure that staff were are aware of the thickening instructions as they went 

room to room providing residents with nourishments.  

Texture modification education was provided to the cooks and Food Services staff cross-trained as cooks, by 

the Dietitian and Food Services Manager. Education consisted of how to modify the texture of food, the 

proper use of kitchen equipment used for texture modification, and appearance of the proper consistencies for 

each type of texture modification.   

Therapeutic and Serving Forms were developed and introduced for morning, afternoon and evening 

nourishment passes.  These forms are supplied with the nourishment carts so that during nourishment pass, 

Nursing staff are aware of what options of nourishments are available and the proper serving size for each 
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texture modification. The night shift staff are provided with a similar list, to ensure that they are aware of 

what is safe to provide as a nourishment during night shift based on the food available within the unit servery. 

Audits continue to play a role in ensuring that texture modification is done appropriately and that any areas of 

improvement are identified, communicated, and implemented. This process has resulted in fewer concerns 

from residents and families, improved consistency in texture modification, and improved knowledge to 

Nursing and Food Services staff regarding texture modification, all resulting in the reduced risk of harm to 

residents.   

Resident Engagement 
The organization actively engages residents and family and utilizes feedback provided to assist in the 

development of the QIP change ideas. The ways that residents are engaged are:   

 Inviting residents and/or their family members to share their experiences with the Board of Directors;  

 Through an in-house annual Resident Satisfaction Survey;  

 Resident Rounding; face-to-face discussions with residents; 

 Through feedback from the Resident and Family Councils;  

 Through an in-house annual Family Satisfaction Survey;  

 Through an internal Resident Recreation Committee;  

 Through feedback from the Recreation Committee; and 

 By encouraging residents to share their compliments and quality improvement ideas using the “We Care 

What You Think” forms that are posted in the reception area.  

 

Collaboration and Integration 

VSGV’s inter-professional team collaborates with its community partners to identify and resolve challenges 

within the health care system.  Our partners include: 

 Ministry of Health and Long Term Care (MOHLTC) 

 Ontario Long Term Care Association (OLTCA) 

 Northeast Local Health Integration Network (NE LHIN)  

 Home and Community Care 

 Health Sciences North (HSN) 

 Northeast Specialized Geriatric Centre (NE SGC) 

 NOSM 

 Dental services with local dentists 

 Denture services with local denturist 

 Optometrist services with local optometrist 

 Behavioral Supports Ontario 

 Alzheimer Society 

 Sudbury District Health Unit 

 Long-Term Care Homes hub 

 Hospice Palliative Care Sudbury 

 City of Sudbury’s Senior’s Advisory Panel 

 

As a result of these collaborations, VSGV plays a significant role in the health care system by providing much 

needed long term care services within the region of the City of Greater Sudbury and more specifically to the town 

of Chelmsford within the region. Services to residents are also enhanced through such collaborations. VSGV also 

provides membership on various committees including those organized by the NELHIN, Public Health Ontario 

and local service groups and organizations. 

 

In 2018/19, we will continue to work with our community and system partners to enhance inter-organizational 

relationships and services within the regional continuum of care. 
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Engagement of Clinicians, Leadership and Staff 
We engage our staff at the individual level 

We actively encourage our staff to: 

 Seek informal feedback from persons served, colleagues (paid and unpaid) and other stakeholders; 

 Identify services or processes that require improvement and share their ideas with the management team 

via the All Ideas Matter program as appropriate; 

 Complete the annual Staff Satisfaction Survey; 

 Participate on project-specific quality improvement working groups which use CQI and Lean tools as 

appropriate;  

 Participate in Senior Leader Rounding and Dialogues for Mission sessions;  

 Participate in the Mentorship program; and, 

 Take advantage of training opportunities related to quality improvement. 

 
We engage our staff at the departmental level 

We have three departments – Clinical Services, Support Services and Corporate Services.  Each department meets 

monthly to monitor indicators related to its function within the organization and current quality improvement 

initiatives. The targets for these indicators are chosen based on our historical performance and provincial/national 

benchmarks (when available and as appropriate).  Each department manager is trained to use quality improvement 

tools/methods and is expected to use these with their respective staff to develop, implement and monitor quality 

improvement activities. 

 

We engage our staff at the inter-departmental level 

Representatives from each department meet monthly as a Quality Council.  The Council reviews departmental 

indicators and outliers and discusses both departmental and inter-departmental quality improvement initiatives.  

Representatives from various clinical departments meet for Falls Review, Restraints Review, and Care Plan 

review meetings.  

As above, quality improvement tools/methods are used to address issues as they arise. 

 

We engage our staff at the management level 

Our Operational Leadership Team: 

 Recommends management-level indicators and appropriate targets on an annual basis and reflect these in 

a quality improvement work plan;  

 Assesses performance data for management-level indicators and monitor action plans for outliers  on a 

quarterly and annual basis; 

 Monitors the efforts of site-specific Quality Councils and identifies opportunities for collaboration or 

recommends further improvement initiatives as appropriate; and, 

 Promotes a culture of safety and continuous quality improvement by: 

o Making evidence-based decisions; 

o Explaining to staff how change can positively affect their daily work and benefit the 

persons served; 

o Engaging staff in finding solutions to gaps in quality; 

o Publicly recognizing individuals and teams who identify a gap in quality and actively 

participate in a quality improvement initiative; and, 

o Encouraging staff to attend training opportunities. 

 

Our Caring Beyond the Moment Team:  

 Focuses on excellence in resident and patient care and improving the organizational work place culture 

by:  

o Conducting quarterly Resident and Patient rounding sessions and creating work plans based on 

feedback;  

o Conducting quarterly Staff Rounding by Senior Leaders with all staff at all departments and 

levels and creating work plans based on feedback;  
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o Promoting the staff Rewards & Recognition Program;  

o Educating the team at monthly meetings;  

o Providing education to staff on targeted subjects such as Words that Work, Service Recovery and 

Cultural Competency; and 

o Reviewing and analyzing the teams initiatives to ensure they are meeting their objectives.  

 

Our Senior Management Team: 

 Ensures that the human and financial resources required to support quality improvement initiatives are 

available, including a dedication person who is responsible for quality. 

 Approves annual quality improvement plan. 

 

We engage members of our Board of Directors at the governance level 

Our Board sub-committees: 

 Monitor outliers among management-level indicators and recommend further remedial action as 

appropriate; 

 Provide feedback on the performance measurement system overall and the management-level indicators 

chosen;  

 Analyze trends in our performance over time; 

 Ensure that quality improvement initiatives are evaluated; and, 

 Report on quality initiatives to the Board of Directors through the chairs of the board committees. 

 

More specifically, the: 

 Quality Committee of the Board monitors performance and action plans related to resident-centred care 

and safety.  It also reviews the minutes of the site-specific Quality Councils. 

 Executive & Finance Committee of the Board monitors performance and action plans related to the 

financial health, human resources and operations of the organization.   

 Mission and Spiritual and Religious Care Committee of the Board monitors performance and action plans 

related to the role of the Chaplain. 

 Ethics Committee of the Board monitors performance and action plans related to ethics and research. 

 The Professional Advisory Committee monitors the quality of medical diagnosis, care and treatment 

provided, as well as, clinical roles, the medial resource plan, the medical quality assurance program and 

the system of recurring quality of care issues. 

 

The Board of Directors: 

 Ensures that a continuous quality improvement philosophy is embedded in the organization’s by-laws, 

strategic plan, position descriptions and other internal processes. 

 Reviews and approves the annual quality improvement plan and monitors the organization’s progress 

toward achieving the objectives of the plan.  

 

Population Health and Equity Considerations 
We currently service a unique population related to rare medical diagnoses; PSP (Progressive Supranuclear 

Palsy). 

 

Currently we have one resident with PSP whereas in 2016, we had two residents. PSP is a rare population (4-6 out 

of 100 000) and is often misdiagnosed. 

It is an atypical Parkinsonism disease, presenting neurological conditions which affect a person’s mobility, 

resulting in increased falls due to rigidity and uncontrolled movements to limbs. PSP also affects eye control and 

vision as well as speech and swallowing capabilities.  

 

Enhanced interprofessional planning and assessment is required to meet the needs of the resident, and to 

incorporate the changes in symptoms during the progression of their disease into their plan of care. PSP is 

progressive and affects mood and cognition during the transition stages of the disease. Staff require additional 

education and tools to provide care effectively while meeting the changing needs of the resident. With PSP, no 
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two cases are ever the same. Therefore this disease requires frequent reassessment by all staff that are part of the 

care team as well as resources from community partners such as HCCSLP and OT services, , the Centre for 

Movement Disorder for our resident with PSP, and the Psychogeriatric Resource Consultant from North Bay 

Regional Health Centre. 

 
As an organization we look to strive for equity and ensure that we continually work both within ourselves and 

with each other to create a system that meets the unique needs of all of our persons served, staff, volunteers and 

visitors. 

 

We recognize the official status of two linguistic groups in the City of Greater Sudbury area and believe that 

residents derive unquestionable benefits in being able to communicate in their own language with those who take 

care of them. Therefore, in December 2011, we applied for and received a full French language designation. 

 

The funding letter for the 0.5 FTE RPN from Behavioural Supports Ontario (BSO) was received at the end of 

November.  Recruitment took place in December, resulting in the hiring of a very qualified RPN, who is 

scheduled to begin on January 15
th
.  The clinical services team will be working on refining the existing processes 

to incorporate this new and valuable addition. 

 

Additionally, we have committed to start with educating our managers in the following ways: 

1. Cultural education series from CARF: This 8 part series touches on all aspects of culture; age, gender, 

sexual orientation, gender expression, disability, spiritual belief, socio-economic status, and language.  

2. Indigenous Cultural Safety: This education was funded by the NELHIN. It will help our organization to 

better understand the history of Aboriginal people and the legacy of residential schools and to learn 

approaches to deliver health services in a culturally safe manner. 

3. Mental Health First Aid & Mindful Employer: This education improved our managers’ mental health 

literacy and provided the skills and knowledge for them to better manage potential or developing mental 

health problems in themselves or others.  

We are also committed to providing culturally competent health care by formalizing our existing work into a 

cultural diversity and competency plan. The focus of our plan is multifaceted: 

 To become more respectful and accepting of our diversities; 

 To promote diversity and inclusion in all that we do; 

 To commit to cultural awareness and competency training for our staff and volunteers; 

 To build a more robust and integrated diversity approach that enhances organizational culture; and 

 To include issues of diversity, equity and inclusion as fundamental to mission fulfillment and 

organizational excellence. 

 

Access to the Right Level of Care – Addressing ALC Issues 
As a long-term care home, we do not have direct influence on the number of ALC patients being created in the 

system.  However, we assist in decreasing the number of ALC patients in our community through the following 

strategies: 

 The Vice-President of Clinical Services is a member of the Sudbury Community ALC Steering 

Committee.  This committee meets monthly to review opportunities for system enhancements in all 

sectors that will increase flow and ensure the right person is in the right bed at the right time. 

 The Vice-President of Clinical Services is a member of the Sudbury Community Hard-to-serve 

Committee.  This committee meets quarterly to review individuals in the healthcare system who have not 

reached their ideal discharge destination.  In cases involving patients in acute care with responsive 
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behaviours, our organization continues to work with our system partners to develop transition plans for 

some of these hard-to-serve patients requiring long-term care in our facility.   

 We have enhanced our ability to accept residents with responsive behaviours through education on 

PIECES, GPA, Montessori, and U-First for frontline staff.  This has increased capacity to deal with what 

are typically known as BSO clients.   

 We have partnered with the Regional Chronic Kidney Disease Program at Health Sciences North to 

develop a pathway for individuals requiring long-term care who also require peritoneal dialysis.  Without 

this partnership these individuals would have nowhere to go and would be deemed ALC. 
 

Opioid Prescribing for the Treatment of Pain and Opioid Use Disorder 
We complete medication reconciliation on admission, and de-prescribe as appropriate. We have also implemented 

a new comprehensive pain assessment. 

  

Staff Safety & Workplace Violence  
The organization is committed to the prevention of workplace violence and to providing a working environment 

free from workplace violence. Our Workplace Violence Prevention policy identifies the definitions of workplace 

violence and the roles and responsibilities of each employee and each level of management in the organization for 

prevention and corrective action. Workplace Violence incidents are reviewed by Administration at the Quality 

Committee of the facility and the JOHS Committee as they occur. These incidents are also reviewed by the Senior 

Leadership Team for discussion of risk, or recommendations regarding further steps in resolution and prevention. 

Information from the Quality Committee is reviewed quarterly at the Quality Committee of the Board to make the 

Board aware of the items being addressed by the Quality Committee of the facility.  

 

The Senior Leadership Team understands the need for its commitment and ensures that it will make every 

reasonable effort to provide a safe and healthy work environment that meets or exceeds the legislative guidelines. 

 

The organization consults with the JOHS committee and the following legislation governing workplace violence 

in Ontario including: 

 Occupational Health and Safety Act, 1990, 

 Criminal Code of Canada, 1985, 

 Ontario Human Rights Code, 1990, 

 Workplace Safety and Insurance Act, 1997, 

 Compensation for Victims of Crime Act, 1990, and 

 Regulated Health Professions Act, 1991. 

 

In addition:  

 Workplace Violence policies and education are reviewed and completed annually;  

 GPA (Gentle Persuasive Approach) training is provided 9 months out of the year and as part of the 

general orientation process for new hires;  

 A Workplace Violence survey is completed annually;  

 Whistleblower Protection policy/procedure is reviewed annually;  

 WHMIS education is completed annually;  

 Internal Site Inspections are completed on a monthly basis, and reviewed at the monthly Joint 

Occupational Health and Safety meetings;  

 Workplace Violence reports are reviewed at the Joint Occupational Health and Safety meetings; and  

 Any safety concerns can be brought forward to any Joint Occupational Health and Safety member and/or 

the committee.  
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Contact Information 

Amanda Martel 

Quality/Risk Planner 

amartel@sjsudbury.com 

 

Other 

Accountability Management 
Our Senior Management team is ultimately held accountable to the Board of Directors for the targets and 

performance which is outlined in the Quality Improvement Plan.  

The executives who are accountable for our performance are the:  

 Chief Executive Officer; 

 Site Administrator;  

 Vice President Corporate Services;  

 Vice President Clinical Services/Chief Nursing Officer; and 

 Medical Director 

 

Our facility continues to provide coding training to our staff, which allows them to accurately capture resident 

acuity and provide a specific CMI for the facility as a whole.  This helps to provide us with the accurate clinical 

data that we require to make sound decisions.  We regularly review financial data with managers, to give them a 

better understanding of how costs are linked to the services that we provide.  Our teams meet regularly to ensure 

that we are focusing our resources where they will do the most good and to ensure that we are achieving value for 

money in all that we do.  Our facility continues to support a Resident-Based Funding model as it encourages all 

facilities to continue to strive for efficiencies without sacrificing quality. 
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Sign-off 
It is recommended that the following individuals review and sign-off on your organization’s Quality Improvement 

Plan (where applicable): 

 

I have reviewed and approved our organization’s Quality Improvement Plan: 

 

Board Chair Paul Marleau  

Quality Committee Chair Marion Briggs  

Administrator Jo-Anne Palkovits  

 

 
 

 


