
2025/26 Quality Improvement Plan Improvement Targets and Initiatives
William Osler Health System 2100 Bovaird Drive East, Brampton , ON, L6R3J7

AIM Measure Change

Issue Quality dimension Measure/Indicator Type

Unit / 

Population Source / Period Organization Id

Current 

performance Target

Target 

justification External Collaborators Planned improvement initiatives (Change Ideas) Methods Process measures Target for process measure Comments

Alternate Level of Care (ALC) Rate (%)
Access and Flow Efficiency Alternate Level  of 

Care (ALC) Rate (%) 

C Newly 

des ignated or 

discharged ALC 

patients  

within a  

speci fic time 

frame

Wait Times  

Information 

System (WTIS)  

951* 14.80 14.20 4% 

improvement 

over basel ine 

and a l igns  

with FY24/25 

s trategy 

scorecard 

target. 

1. Enhancing Senior Friendly Care processes  in the Emergency 

Department (ED) by s trengthening discharge trans i tions  and 

enhancing Rapid Geriatric Assessment to improve care

1. Supporting discharge trans i tions  with the goal  of ED divers ion

2. Enhancing Rapid Geriatric Assessment (RGA)

1. % of older adults  >65 supported by GEM/Behavioura l

Interventionis ts    

2. Implementing revised GEM referra l  document which

incorporates  s tandardized tool , ISAR (Identi fication of Seniors  At 

Risk)

1. 70% of older adults  supported through interprofess ional  rounds

2. 90% ED s taff education and 90% use by GEM by Q4 FY 2025/26

2. Increas ing compl iance of completion of Blaylock Risk

Assessment in ED for early identi fication of at-ri sk patients , 

implementation on risk-assessment score ava i lable on Bul let 

Round Boards  in the units

1. Completion of Blaylock Risk assessment for a l l  in-patient 

admiss ions  to Medicine units    

2. Blaylock ri sk assessment score to be displayed on the bul let 

round board, so that the inter-profess ional  team can understand

the risks  and decide the appropriate care plan. 

1. Rate of completion of Blaylock Risk assessment (in-patient 

admiss ions  to Medicine units )

1. 90% by Q4 FY 2025/26

3. Develop and implement ALC Pathways  for proactive trans i tions

of patients

1. Development, Implementation & Evaluation of ALC Pathways 1. % of ALC Patients  on a  defined ALC Pathway 1. 80% by Q4 FY 2025/26 

4. Development of Code RAPID (Resolving ALC and prolonged In

Patient Days)

1. Development & Evaluation of Code RAPID 1. The development and evaluation of Code RAPID is  completed 1. By Q2 FY 2025/26

90th Percentile Ambulance Offload Time (BCH & EGH)
Access and Flow Efficiency 90th Percenti le 

Ambulance 

Offload Time (BCH 

and EGH) 

P Patients  

arriving to the 

Emergency 

us ing EMS

National  

Ambulatory 

Care Reporting 

System 

(NACRS)

951* 38 min 36 min 5% 

improvement 

over basel ine 

1. Assess ing current processes  to enhance ambulance offload

efficiency through qual i ty improvement methodology

1a. Map the current Ambulance Offload process

1b. Use Lean and / or other Qual i ty Improvement tools  to redes ign 

the Ambulance Offload process

1. Completed current s tate assessment 

2. Recommendations  developed for future s tate improvement 

1. By Q1 FY 2025/26 

2. By Q1 FY 2025/26 

2. Increase the number of offload beds  at BCH (8) and EGH (4) to

improve patient flow and reduce wait times

1a. Develop an a lgori thm that identi fies  zones  / areas  within the 

department that can be sequentia l ly accesssed to absorb net new 

Ambulance Offload beds . 

1b. Identi fy new zones  / areas  within and external  to the 

department to create net new Ambulance Offload beds . 

1. Number of additional  Ambulance Offload Beds  at BCH and EGH

2. Reduce RN staff vacancy rate at BCH and EGH

3. AOT for BCH and EGH

1. Access  to 8 additional  Offload Beds  at BCH and 4 additional

beds  at EGH by Q2 FY 2025/26 

2. Reduce RN staff vacancy rate by 10% by Q4 FY 2025/26

3. Reduce BCH and EGH combined AOT by 5%

3. Expand the discharge feas ibi l i ty pi lot to other Medicine units

beyond Genera l  Medicine 3 

1. Engage with teams and sca le/ spread the exis ting pi lot program 1. Expans ion of the pi lot to other units  at BCH

2. Discharges  by 11 am

3. Discharges  on weekends

1. By Q1 FY 2025/26 

2. Statis tica l ly s igni ficant improvement by Q3 FY 2025/26 

3. Statis tica l ly s igni ficant improvement by Q3 2025/26 

4. Statis tica l ly s igni ficant improvement by Q3

4. Redes ign hal lway patient management process 1. Map current process

2. Engage inpatient and Access  and Flow teams in identi fication

process  and s trategies . 

3. Clari fy roles  and respons ibi l i ties  for overcensus  patient 

identi fication in a l l  areas .

1. Complete mapping of current process

2. Number of overcensus  patient on inpatient units  at 11am

during extreme gridlock. 

3. Number of overcensus  patients  on inpatient units  at 11am

during gridlock

1. By Q1 FY 2025/26 

2. Achieve 80% of overcensus  threshold in Extreme Gridlock    3. 

Achieve 80% of overcensus  threshold in Gridlock

% of respondents who responded 'always' to the following question " Were you involved as much as you wanted to be in decisions about your care and treatment?” 
Experience Patient-centred Were you involved 

as  much as  you 

wanted to be in 

decis ions  about 

your care and 

treatment? - 

Always

C Number of 

inpatients  

surveyed in 

the timeframe 

that 

responded 

'Always ' to the 

survey 

question.

Patient 

Experience 

Cal l  Centre 

Data  

951* CB (Col lecting 

Basel ine)

CB 

(Col lecting 

Basel ine)

Trans i tioning 

from the 

Patient 

Experience 

Cal l  Centre to 

Qualtrics  

Inpatient 

Short-Form 

Survey 

1. Strengthen patient-provider partnership through

implementation of refreshed whiteboards , eva luating inpatient 

nurs ing assessment documentation and increas ing MyChart 

regis tration among patients

1. Implement the refreshed whiteboard

2. Eva luate inpatient nurs ing assessment documentation of

"whats  i s  most important to you" question

3. Increase MyChart regis tered new users , including implementing

age 12 consent process

1. # of inpatient units  with refreshed whiteboards  (excluding

specia l i ty units ) 

2. Inpatient nurs ing assessment audits

3. Percentage of MyChart new user regis trations  per month

1. 100% by Q4 FY 2025/26

2. Col lect current basel ine

3. 56% or greater per month by Q4 FY 2025/26 (based on 2024 CY

basel ine + 2% improvement)

There are 860+ whiteboards , so the tota l  number i s  anywhere 

between 800-900 (excluding NICU, ICU and MH)

2. Implement the Health Justice Plan to foster cul tura l ly safe care

and humi l i ty in patient-provider interactions

1. Development, approval  and execution of the Health Justice Plan 1. Implementation of Health Justice Plan Year 1 ini tiatives

2. New Health Justice question in the patient experience survey 

responses

1. 100% of Year 1 Ini tiatives  completed by Q4 FY 2025/26

2. Col lecting basel ine

3. Elevate health l i teracy by increas ing uti l i zation of health

l i teracy appl ications  on the Integrated Beds ide Terminals  (IBTs)

1. Increase uti l i zation rate of health l i teracy appl ications  and

patient-facing digi ta l  resources  on the Integrated Beds ide 

Terminals  (IBTs)

1. Percentage of current patient-facing digi ta l  resources  updated

on IBTs

2. Number of new patient-facing digi ta l  resources  added on IBTs

3. Increase in average sess ion (in minutes) of health l i teracy 

appl ications  and patient-facing digi ta l  resources  that are

accessed on IBTs

1. 100% by Q4 FY 2025/26 

2. Col lecting basel ine

3. Col lecting basel ine

4. Advance People-Centred Care at Os ler through achievement of

PCC Certi fication by Accreditation Canada

1. Achievement of PCC Certi fication (Accreditation Canada) 1. Implementation of PCC Action Report (from Accreditation

Canada)

1. By Q1 FY 2025/26

Number of Falls with harm per 1,000 Patient Days on the Best Practice Spotlight Organization (BPSO) and Dedicated Education Units (DEU)
Safety Safe Number of fa l l s  

with harm per 

1,000 patient days  

on the Best 

Practice Spotl ight 

Organization 

(BPSO) and 

Dedicated 

Education Units  

(DEU)

C Number of 

harmful  fa l l s  

(Mi ld, 

Moderate, 

Serious  and 

Death) on EGH 

Respirology, 

EGH 6W Gen
Med, EGH 7E

Cardiology, BC
H Respirology,
BCH Stroke and
BCH Gen Med 3 

in the 

timeframe.

DATIX 

(numerator- 

number of 

harmful  fa l l s ) 

and Meditech 

(denominator- 

patient days)  

951* 1.17 1.12 5% 

improvement 

over basel ine 

1. Develop a  s tandardized process  for engaging fa l l s  champions

and s trengthen dissemination of fa l l s  audit results  with teams to 

drive targeted improvements

1. Selection, tra ining and tracking of fa l l s  champions

2.Develop a  tool  for program leadership to track active Fa l l s

Champions

3. Unit leadership engagement process  - debrief, audit and data

sharing - set targets  for compl iance

1. Number of active tra ined Fa l l s  Champions  (2 per BPSO and DEU

units )   

2. Formal  process  for selection, tra ining and tracking fa l l s

Champions

3. Development of a  tool  for leadership tracking

1. Atleast 2 Fa l l s  champions  per BPSO and DEU unit 

2. By Q2 FY 2025/26 

3. By Q2 FY 2025/26 

Covered in corporate nurs ing orientation 

2. Provide targeted fa l l s  prevention education for patients  and

fami l ies  and and rol l  out a  Fa l l s  Prevention LMS staff tra ining

1. Develop patient/fami ly education (inlcuding brochure)  on s ide

ra i l s  and fa l l s  prevention (with feedback from PFAC)   

2. Campaign during fa l l  prevention month (Nov 2025)

3. Implement LMS Module with s taff on the 6 BPSO/DEU units

4. Increase compl iance to the Fa l l s  Management System LMS on

the 6 units

1. Development of an education brochure

2. Completion of s ide ra i l  education campaign during Nov 2025 

fa l l  prevention month

3. Complete the implementation of Fa l l s  LMS Module on the 6 

BPSO/DEU units

4. Staff  Compl iance on  LMS completion

1. By Q2 FY 2025/26

2. By Q3 FY 2025/26

3. By Q2 FY 2025/26

4. 80% of  patient facing s taff by Q4  2025/2026 

3. Optimize the cons is tent activation and appl ication of Beds ide

Mobi l i ty Assessment Tool  

1. Beds ide mobi l i ty tool  data  qshi ft

2. Audit Score

3.Os ler BMAT Poster and whiteboard BMAT addition

1. Compl iance rate from Meditech % 10 increase

2. Audit score

1. By Q3 FY 2025/26 

2. Col lecting Basel ine

4. Optimize effective and timely activation of the high-risk fa l l s

protocol  

1.Protocol  documentation in fa l l s  intervention screen and Post 

fa l l  basel ine data  

1. Compl iance rate from Meditech % 10 increase

2. Audit score

1. By Q3 FY 2025/26 

2. Col lecting Basel ine

Percentage (%) of  Identified Leaders who have Completed Equity, Diversity and Inclusion and Anti-Racism Education
1. Establ ish Equity, Divers i ty and Inclus ion and Anti -Racism

learning as  an essentia l  tra ining for Staff Leaders , Phys ician 

Leaders , Board Members  and Board appointed Community 

Members , Cl inica l  Educators  & Profess ional  Practice Leaders

Equity Equitable Percentage (%) of  

Staff Leaders , 

Phys ician Leaders , 

Board and 

Community   

Members  who 

have Completed 

Equity, Divers i ty 

and Inclus ion and 

Anti -Racism 

Education

O  Staff Leaders , 

Phys ician 

Leaders , Board 

Members , and 

Community   

Members  

59.2% 90%  Target set at 

90%, 

cons idering 

factors  l ike 

s taff turnover 

and s taff 

leaves

1.Staff Leaders : Foundational  education wi l l  be coordinated

through the LMS. 

2.Phys ician Leaders : Foundational  education wi l l  be del ivered

through the LMS.

3 Board members  and Board-appointed Community 

Member/Patient Representatives :  Foundational  education wi l l

be part of Board Orientation. New education every 2 years  wi l l  be

del ivered in workshop format.  The cadence of the education is

every two years , with leaders  completing EDI Foundations

learning with other opportui ties  to receive further education on

EDI and health justice content within the two years . 

4. Cl inica l  Educators  & Profess ional  Practice Leaders  wi l l  complete

their EDI education in person; education/summit in June 2025 

during Q1. Contigency plan for new PPLs  or absentees  i s  to

complete EDI education via  LMS. 100 compl iance Q1. 

1. Staff Leaders : Completion captured by tracking through LMS. For 

Cl inica l  educators  and PPLs , EDI education wi l l  be tracked in their 

new leader orientation checkl i s t.

2. Phys ician Leaders : Completion wi l l  be tracked via  LMS.

3. Board members  and Board-appointed Community 

Member/Patient Representatives : Completion of education

tracked through Os ler's  Board Office.

 90% completion:

1. Staff Leaders : Recommended EDI learning has  been completed

before the end of the fi sca l  year.

2. Phys ician Leaders : Recommended EDI learning has  been

completed before the end of the fi sca l  year.

3. Board members  and Board appointed Community Members : 

Recommended EDI learning has  been completed before the end

of the fi sca l  year. For board members , one workshop tra ining with 

90% completion. 

90% recognizes  that at any given point in time when you are 

pul l ing reports  from the system you wi l l  be trans i tioning - new 

hires , s ick or pregnancy leaves , etc. 

We wi l l  use as  a  base  the Employee and Phys ician Engagement 

Survey (inclus ion questions) and Patient Engagement Survey 

(discrimination compla int and health equity questions) to trend 

impact on learnings  within the cul ture of the organization. 

Trending wi l l  be monitor throughout our EDI and Health Equity 

framework and programs - foundational  tra ining (QIP year 1) i s  a  

portion of this  broader work. 

EDI learning wi l l  be identi fied and recommended (by Senior Lead, 

Strategic Advisor, EDI) for completion by Os ler leaders

2. Incorporate EDI tra ining goals  and actions  into performance

reviews  and new leader orientation checkl i s ts  for Staff Leaders , 

Phys ician Leaders , Cl inica l  Educators , and Profess ional  Practice 

Leaders . 

(This  change does  not apply to Board Members  or Board-

appointed Community Members/Patient Representatives .)

1. Staff Leaders  & Phys ician Leaders : EDI learning wi l l  form part of 

each leaders  development plans

1a. Staff Leaders : Through regular performance/development plan 

check-ins

1b. Phys ician Leaders : Through regular department and divis ion 

meetings .

1. 90% completion of performance review with EDI reference

actions .

This  wi l l  ensure that i s  i t a  priori ti zed learning and managers  can 

work to a l igning the learnings  of this  foundational  education to 

speci fic work in the department/program the manager leads .   For 

phys icans , EDI learning wi l l  be tracked by the MSO as  there 

cannot be any updates  to CMaRS in 2024. Going forward (2025-

2026) once there i s  coordination between the LMS and CMaRS and 

a l igmment, EDI goals  can be added to performance reviews.  On 

going monitoring wi l l  occur with the board office.  

M = Mandatory (a l l  cel l s  must be completed) P = Priori ty (complete ONLY the comments  cel l  i f you are not working on this  indicator) A= Additional  (do not select i f you are not working on this  indicator) C = Custom (add any other indicators  you are working on)

LMS/workshop 

data  

951*




