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Quality Improvement in LTC:
Getting Involved and Making an Impact

Rachel Ozer, PhD, MHA



🞂 Be able to describe the dimensions of quality, the systemic approach of quality 
improvement compared to individual clinical care, and the Model for Improvement used 
widely in healthcare to set overall goals and conduct iterative tests of change for 
sustainable improvement

🞂 Understand the annual quality improvement process in LTC homes, common current 
objectives and opportunities to align clinical priorities and concerns with organizational 
efforts

🞂 Be able to recognize the components of teamwork in LTC practice and opportunities to be 
an influencer for change through your own contributions as well as collaborative leadership

🞂 Understand the quality improvement practice requirements on physicians and how these 
could be applied to clinical practice in LTC

Session Objectives



🞂 Resident health outcomes aligned to 
best practice

🞂 Positive resident and family 
experience

🞂 Health equity 

🞂 Positive provider experience and 
wellness

🞂 Value for Money (Cost Efficiency) 

Quality is for Everyone

Quality includes multiple goals

Building a healthcare system that’s Fit for Purpose | PwC Canada



🞂 Quality improvement 
recapitulates investigation-
diagnosis-treatment cycle at 
a more systemic level

🞂 Addressing widespread or 
recurrent factors that impact 
many individuals

🞂 Identifying and mitigating 
underlying root causes that 
otherwise lead to chronic 
situations

QI to Address Systemic Patterns

(9) Avoiding Short-Term Solutions: Utilizing the Iceberg Model for Long-Term Success | LinkedIn



🞂 LTC homes must have a quality lead and a quality committee.  The medical 
director must sit on the quality committee.

🞂 The Excellent Care for All Act created the requirement for annual quality 
improvement plans.  This process is a routine opportunity to address 
opportunities with organizational support and resources.

LTC Homes All Engage In Improvement

Ontario Health Quality Improvement Plan 2026/27 Program Update



🞂 Homes want to improve antipsychotic use, falls and avoidable ED visits 
as well as pressure ulcers, dining, and recreation experiences.

🞂 Enablers and challenges from the provincial experience are known

What are homes working on?
Ontario Health Quality Improvement Plan 2026/27 Program Update



🞂 The Model for Improvement is a globally 
validated approach to healthcare 
improvement 

🞂 Maintain a clear focus on an overall aim and 
measures of improvement while iteratively 
testing changes

🞂 Suitable for busy, interprofessional teams, 
yields value for effort

• plausible effective interventions

• begin implementation with small,                                 
adaptive, iterative cycles of change

• cycles converge on sustainable change     
and new standard procedures

Getting Involved: the Model for 
Improvement

rf-change-package-emergency-dept-util-en.pdf



What would you like to see 
improve in the LTC settings 
where you practice?

What do you think needs 
improvement?

4327 5448



ED Optimization Quality Concerns 

Building a healthcare system that’s Fit for Purpose | PwC Canada

Visiting ED could 

involve long waits, 

days on stretcher, 

agitating 

environment

Stressful and 

emotional urgent 

decisions between 

LTC team & care 

partners

Higher risk of ED 

transfer based on 

language & 

communication

ED is a high-cost 

care setting for 

needs that can be 

met elsewhere

ED visit may not 

improve chronic 

disease and may 

increase frailty



🞂 Addressing hospital utilization can involve a wide 
range of care processes in a LTC home so may give 
ample opportunity to raise clinician 
concerns/priorities

🞂 Drawing on provincial experience suggests change 
ideas

Taking a Supported Approach to ED 
Utilization

rf-change-package-emergency-dept-util-en.pdf

Your Aim is Your Ultimate Destination

The AIM of _______(LTC home name) Emergency Department Utilization 

Improvement Team is to decrease the necessity for ED visits experienced by any 

resident by 25% (from a baseline of ___to  ___(per month) by _____ (date).



Measures in an ED Utilization Project
Suggested Outcome Measures

1. Number of visits to the ED each month by cause: fall, potentially preventable 

deterioration in conditions, others

2. Of the residents that went to the ED from the LTC home, percentage of residents 

who have multiple ED visits within a 30 day period

Suggested Process Measures

1. Percentage of residents at high risk for an ED visit who had a change in condition 

documented on the Shift to Shift report (or progress notes) in the 24 hours prior to 

ED visit. (High risk residents are defined as those admitted to the LTC home within the last 30 days; re-

admitted to  the LTC home from an ED visit or hospitalization within the last 30 days; those who have 

experienced a change in medication, change in treatment plan or significant change in condition (as per RAI 

MDS) within the last 7 days).

2. Percentage of residents re-admitted from ED/hospital to the LTC home in the 

previous month with follow-up care documented in the physician’s orders and 

care plan within a 24 hour period.

3. Percentage of all residents in the LTC home who have an up-to-date care plan 

(10% sample reviewed). (Up-to-date care plan includes all risk assessments complete and 

family and resident engagement).



Change Ideas Across the Care Process

Recognition & 

Assessment

• Determine baseline 

ED utilization

• Identify common 

reasons for ED 

visits

Engage Residents 

& Family

• Educate residents 

about options for 

services

• Evaluate resident 

and family 

satisfaction using 

surveys

Care Planning for 

Prevention

• Implement 

interventions 

consistent with 

resident values, 

needs, preferences, 

risk factors

• Communicate risk 

status with family 

and staff

• Understand 

resident advance 

care directives that 

impact ED 

utilization

• Follow up on ED 

transfer record 

upon return from 

hospital

Improve Work Flow

• Educate staff about 

ED utilization, 

contributing factors 

and signals of 

potential change in 

condition

• Review policy in 

LTC home related 

to change in 

condition and ED 

transfer

• Establish 

partnerships with 

community care, 

primary care, 

diagnostic services, 

paramedic services 

and acute care

Develop Routine 

Practices

• Manage chronic 

conditions.  

Optimize pain 

management.  

Detect early 

behavior change 

and altered mental 

states

• Timely identification 

and treatment of 

infections, 

inadequate food or 

fluid intake

• Test huddles with 

interprofessional 

team to discuss 

high-risk residents 

and their care plans



🞂 Use a Plan-Do-Study-Act approach to all tests of change

🞂 Start small – testing a change in a small area for a limited time gives more opportunity to 
adapt and optimize

🞂 Collect feedback to optimize the change and address barriers, concerns, questions

🞂 Scale the change to involve more participants when it is working well and has support of 
pilot group

🞂 Establish a process to review feedback, monitor measures and adjust changes

🞂 Plan who is the team leading the QI project and how the team communicates

🞂 What is being measured in the tests of change; how often will the measurements be 
reviewed; who is preparing the data for review

🞂 How will the project communicate “up” – to management for potential resource needs and 
“down” – to front line teams about how interventions are going and what is needed

Process of Improvement Work



What are barriers or enablers 
you have experienced around 
LTC improvements?

Have you participated in LTC 
improvement projects?

4327 5448



🞂 LTC Physician Model and Structure of Practice

🞂 Participation as a consultant does not support time spent on organizational development

🞂 Potential for reactive management that could have benefitted from more proactive care

🞂 Regulatory and social expectations in LTC distinct from community or hospital settings

🞂 Taking Proactive Approach to Participation and Influence

🞂 Define available time for improvement discussion – 15-30 minutes before rounds?

🞂 Advocate and help build interprofessional team – family education, health status 
observation, assessment and communication

🞂 Identify and advocate about structural factors: documentation systems that support 
updating and communicating about goals of care

Considering Feasible Teamwork



Serious Illness Conversation Teamwork

Clinician

Discuss specific clinical 

situation and prognosis with 

resident & care partners 

Prepare for contingencies & 

exacerbations

Nursing

Alert resident and care 

partners to changes in 

health and supports in the 

home

Provide information about 

illness trajectories –

education sessions & 

pamphlets

Organize interprofessional 

huddles to discuss 

changing care needs

PSW

Observe and communicate 

about health changes

Learn and contribute to 

PAIN-AD assessment

Social Work

Foster support for grief, loss 

and bereavement in 

residents, care partners and 

LTC teams

Dietary Services

Support learning about 

changes in eating, options in 

the home and nutrition at 

end of life

Recreation

Develop and demonstrate 

meaningful engagement and 

communication with all LTC 

residents





Step 1: QI Activities Selection [View]

You will need to independently complete three 

activities from the list of included QI activities;

Step 2: Practice Improvement Plan (PIP) [View]

You will need to identify an opportunity to improve 

upon within your practice (i.e. identify a problem that, if 

solved, will result in better quality of care or services).

Upon completion and submission of your PIP, it will be 

reviewed by a CPSO Medical Advisor or physician QI 

Coach using the PIP Evaluation Report. Our CPSO 

Medical Advisors and QI Coaches are also available to 

meet with you and support you with feedback and 

coaching on your QI goals.

All physicians who successfully complete the QI for 

Individuals program will be considered to have met 

CPSO Quality requirements for this 5-year cycle.

Engaging in QI is Physician Practice

CPSO’s suite of Quality Improvement 

and Quality Assurance programs are 

designed to help Ontario physicians 

engage in self-reflection, 

improvement, and meet their Quality 

requirements in five-year cycles.

Participation in these programs also 

allows physicians to earn Continuing 

Professional Development (CPD) 

credits.

CPSO - QI for Individuals & Groups Subset



BIG DOT 

❑ Usually dashboard approaches, or big picture

SMALL DOT

❑ Individual projects

❑ Usually considered as the amalgamation of many 

PDSA cycles.

Small Dot / Big Dot approaches



Small Dot reporting 



Antipsychotic usage 



Restraint usage (possible counterbalance measure)









1. Self guided or peer- supported

2. 5 step program, with post – reflection 

3. Suggestions from calendar of events

4. E-mail reminders

BLUE  Pill   or  the RED  Pill



1. Scope of practice

2. Identify Gaps

● Pick suggestions available from CanMEDS – FM

● Select the resources you can access 

● Drop down menu

3. SMART goals

● Set your goal (e.g clinical, personal, etc)

● Set interim goals (up to 3)

● Ability to enroll in CFPC programs that may help in your goal

● Timelines established

4. Commitment to change

● Identify what can be controlled or not

● Small tests for what can be controlled

5. Reflection

● Email reminder is received – based on timeline(s) chosen

● Share progress, reflections, successes, barriers 

● If goal not reached, can be reflected on

● E-mail reminder for reflection exercise

● Reached goal, partial, did not reach

PLP





1. Activity details

i. Include the CanMEDS roles that apply

2. Consider the information available

3. Critical appraisal of the information

4. Make a decision (? PDSA) based on the 

appraisal

5. Reflect ( 6 – 12 weeks)

6. Evaluate the impact 

1. What are you doing differently

2. What are the successes, barriers

3. What further changes would you consider, or do 

differently

Linking Learning to…



6 credits

DFCM - Toronto



?

cpd.utoronto.ca/ideas/




