SPRING 2026

ANNUAL QUALITY
IMPROVEMENT REPORT

Our Commitment

Idlewyld Manor is pleased to share this
Annual Quality Improvement Report. Our
ongoing commitment to quality is reflected
in our mission and strategic plan to develop
and deliver quality services that are
responsive and innovative. Our goal is to
foster a culture of quality service
excellence for our residents, caregivers,
employees and other interest holders.
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Quality Improvement Framework

Our home, as part of Thrive Group, we pride ourselves on a culture of quality and continuous improvement.
The Quality Framework has been designed to ensure that alignment with the Strategic Directives is woven
into every aspect of service design. Forming the foundation of our framework is our commitment to our
mission, vision and values which places our clients and the community we serve at the centre of all our
decisions and interactions. The standards for quality are set by the Board of Directors and guided by the
senior leadership team using a number of quality improvement structures and processes. The primary
components consist of:

1. A Quality Committee of the Board has been charged with monitoring management’s quality of
client/resident care, support, and service delivery. The Committee makes recommendations to the Board of
Directors with respect to any policies or plans to maintain and improve the quality of care and customer
service to our clients/residents. The Board Commitment to Quality Policy supports the work of the Board and
staff by providing guidance to the Thrive Group of organizations to ensure the highest possible care,
customer service and support within a culture of continuous learning and quality improvement.

2. The Mission Score Card is a balanced scorecard that has an established set of performance
measurements that are used to set goals to support the Strategic Directives and measure outcomes and
overall health of the organization. The scorecard is used to measure incremental achievements, monitor
progress and evaluate efforts to ensure quality and plan for continuous improvement. These goals are
cascaded down into the organizations’ performance management system to ensure alignment of efforts that
will ultimately support the realization of the Strategic Directives.

3. Internal Score Cards are developed for each organization to monitor and measure indicators important
for operations, safety, enterprise risk management, quality improvement and cascaded goals from the
Strategic Directives and Mission scorecard.

4. Quality Improvement Plans are developed by each organization. These Plans identify goals and strategies
to ensure effective monitoring and meeting set metrics and accreditation standards.

5. The Enterprise Risk Management Plan has been developed and is regularly updated to identify and
prioritize risks from an integrated, organization—wide perspective. As well as contributing to |ega|
compliance and good governance, the risk management plan contributes to the strategic directives and the
operational activities of the organization and is key to risk mitigation and service improvements across the
Thrive Group organizations.

6. Commitment to Customer Service Excellence is core to our work and c1|igns with our strategies, values
and Service Promise. It is designed to support employees, volunteers, and staff throughout the organization to
consider Thrive Group’s standards and commitment to service excellence, for enhancing the experience of
residents/clients, staff, and stakeholders. These six components contribute to the creation of a client-centric
culture of excellence, qua|ity improvement and innovation. Not on|y does the Quc1|ity Framework guide our
efforts in meeting the needs and being responsive to our current clients, but will ensure that we create an
organization that is well-positioned to address the future requirements of an ever-changing client population.

Monitoring and Measuring Performance

At our home, quality improvement is a shared responsibility across all levels. Programs and departments
routinely monitor their internal indicators and use this data to assess performance and identify areas for
enhancement. Leaders review quality and operational indicators to inform planning and support decision-
making. Progress on priority areas is overseen by the leaders, Quality Council and reported regularly to both
the Board of Directors and its Quality Committee. Feedback from residents, families, and staff - as well as
incidents, complaints, and compliance inspections - is analyzed to guide responsive action p|c1nning. Annual
program evaluations, the Quality Improvement Plan (QIP), and operational planning processes are integrated
to ensure alignment and continuous improvement. Adjustments are implemented based on this data and
communicated through leadership updates, committee reports, and team discussions to ensure transparency
and accountability.

Thrive Group
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Our Quality Council

Idlewyld Manor established a Quality Council in 2022 in alignment with the
Fixing Long-Term Care Act, 2021. The Council meets quarterly and serves as a
key forum to support continuous quality improvement across the home. It reviews
quality and clinical performance indicators, resident and family experience
data, and updates from programs and departments. The Council also evaluates
key areas such as medication management and infection prevention and control,
identifies priority improvement areas, and monitors progress on quality
initiatives. In addition, it endorses the annual experience survey, supports the
development of the annual Quality Improvement Plan and report, and promotes
collaboration and shared decision-making among residents, families, staff, and
leadership.

Quality Council Membership

Administrator, Chair & Quality Lead - Rosa Mozaffari
Residents of the home - Trudy Kastrau, Noreen Smith

Family Council Member - Laura Buote, Christy Bradbury

Director of Nursing - Isoken Ikpomwonba Dedmated Qua“ty I_ead
Medical Director/Physician - Dr. Mark Grafham Rosa Mozaffari
Senior Director of Clinical Practice /NP - Jeanette O’Leary Fesnskie AdiisEi

Director of Clinical Practice /NP - Emily Bagley
Nurse Practitioner - Leanne Maslowski
Infection Control Lead - Jennifer Walker
Environmental Services Lead - James Derwinsky SCAN ME
Recreation and Volunteer Lead - Brad McCulloch

Physiotherapy Lead - Sofia Antony

Social Worker - Nicole Bassarab

Dietary Lead - Dayna Derwinsky

Registered Dietician (Seasons Care) - Joliene Kasper

Registered Nurse - Ida Issac, Ayse Gulhan

Registered Practice Nurse - Lawrence Noronha, Elisabeta Takacs
Personal Support Worker - Monica Flores, Patricia McPhee
Pharmacist (Silverfox) - Lisa Nguyen

Informatics Lead (Thrive) - Nicole Dalton Check out our Quality
Quality and Privacy (Thrive) - Janine Mills Improvement page on our
Public Health Representative - as available wilbet e ancfour Quahty
Improvement Board in our

lobby!

'/, dlevyld Manor

Thrive Group




Quality Improvement Planning Cycle

Idlewyld Manor has developed a Quality Improvement Plan (QIP) as part of the annual
quality improvement planning cycle since 2015. We submit our QIPs to Ontario Health
each April.

Idlewyld's QIP planning cycle typically begins in the early winter, and includes an

evaluation of the following factors to identify preliminary priorities:

» Progress achieved in recent years

e Ongoing analysis of performance data from the Canadian Institute for Health
Information (CIHI). Here we look at areas that indicate a decline in performance
and review benchmarks of other peer organizations that suggest improvement
required

» Resident, family, and staff experience survey results

» Emergent issues identified internally (trends in critical incidents) and /or externally

 Input from residents, families, staff, leaders and external partners including the
Ministry

» Mandated provincial improvement priorities (e.g. Ontario Health)

Preliminary priorities are selected by the Quality Council and discussed at various
forums to validate priorities and identify additional priorities that may have been
missed. These forums include the broader |eac|ership team, Resident Counci|, Fami|y
Council, and the Quality Committee of the Board of Directors. This is an ongoing
process with multiple touchpoints of engagement including different stakeholder groups
as QIP targets and high-level change ideas are identified and confirmed. Final review
of the QIP is completed by the Quality Committee of the Board, which endorses the
plan for approval by the Board of Directors. 2025/26 QIP priorities are outlined in this

report.
January - March July - September
e Review progress e Implement change ideas and
e Develop the plan measure/monitor outcomes and
¢ |dentify opportunities for improvements improvement

e Review data and engage key stakeholders
e Complete Workplan and Narrative

e Executive or Board sign-off October - December

e Submit QIP to Ontario Health
e Continue implementation work

] . e Plan for continued or new priorities
e Test and assess impact of change ideas

'/, dlewyld Manor
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Annual Resident Experience
Survey

2025/26

Our annual survey was conducted from
January 5 to February 11 2026. Both
our Resident and Family Councils
reviewed the questions and had the
opportunity to share feedback prior to
the survey launch. The survey was
offered electronically and in paper
formats. Residents and loved ones
were encouraged via email, social
media, and posters throughout the
home. Volunteers and recreation staff
supported residents to complete the
survey if needed.

Sharing Survey Results

Results of the survey were shared with:
« Quality Council (March 26)

« Resident Council (March 9)

« Family Council (April 30)

« Board Quality Committee (March 24)

» Board of Directors (April 16)

+ Staff at team meetings throughout
March and April

« Visually posted throughout the home
on infographics

N/
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Acting on Survey Results

Our leadership team and Quality Council
reviewed the survey results and selected all
areas from the survey where satisfaction
results were lower than 85% as quality
improvement priority areas for 2026 /27.
The priority areas that were identified from
the resident experience survey include:
 Strengthen consistency, quality and
continuity of care
 Improve responsiveness and timeliness of
care
Enhancing meaningful engagement
through programs and activities
Strengthen dining experience and
nutritional services
Improve laundry reliability and clothing
management

2025/26 SURVEY

RESIDENT
EXPE RIENCE

The Survey is
Open Until
February 11,
2026

We are committed to
quality improvement and
providing excellent
services and care. We
want to hear from YOU
about your experience -
and how we can make it
better!

°p.

Paper copies 4y
N/
%I;em'l’lgglf \/’ diewyid Manor

Use your phone to do
the survey here online!

Survey Poster

PAGE 5



2025/26 Survey SV/' dlewyld Manor

Resident Experience Thrive Grolip

1 2 C?)Lrjr:\r/j;/tsed 9 5% 9 70/0

Overall satisfaction Would recommend

39 Residents with care and our home
. services to others
84 Caregivers
Communication 96%
Average satisfaction in areas
including being kept informed, Feel treated fairly,
92% process for feedback, comfort feel accepted and
sharing opinions & feeling have a sense of
heard by staff belonging THRIVE GROUP

Satisfaction with Care and Services

Feel Care is Resident Programs 84°,
Centered o
91% Meal Service 93%
\
Food Quality 85%
\
Personal Care Environment 97%
\
92% Laundry 78%

O 20 40 60 80 100

We have heard from you...
Quality Improvement Priorities for 2026/27

1.Strengthen consistency, quality and continuity of care Please see our
webs; .

2.Improve responsiveness and timeliness of care B site or Quahty
oard for more

3. Enhancing meaningful engagement through programs and activities information aboyt
Ut our

4. Strengthen dining experience and nutritional services Quality 'mP"°Vement
9N and Progregg

€Ports on oy, qual;

'Mprovement work

5.Improve laundry reliability and clothing management



Reducing
Avoidable
Emergency
Department O
(ED) Transfers

O

Our performance...
||:”Bw',,r|d'5 Avoidable ED
Transfar rate has bean below
the prl:n'-.rin::iu| avarage the
past 5 years and we work to
continue this.
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Wounds

Our parf'urmunce...
Pravention and
miangemaennt of

wounds continues to

be a priority for our
home and is on our

Guu]itg,r Improvemeant
Plan for EDEE}I-"'E?.
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Fall and
Injury

Prevention

><

Our perfermance...
Fall prevention and fall related injury
preventicn is a priority for cur home.
©Our falls rate continues to be better
than the provicial average.

% of residents that fell in the last 30 days (CIHI)
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Antipsychotic Use

N ——

Our perfermance...
Antipsychotic reduction continues to be a pricrity
for our home and is on our Quality Improvement

Plan for EC'E&I,-"IE.?.

% of residents taking regular antipsychotic

medications
WM [pharmacy) QIP Target

Mational Target (15%)
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Improvement Priorities

t
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Timely & E
Transitions
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& Inclusion (EDI)

Equity, D

Safe & Effective Care

Thrive Group

Reducing Avoidable Emergency Department (ED) Transfers
Current Performance: The Home’s ED transfer remains below (better than) the
provincial average.
Our Goal: Maintain performance below the provincial average.
What We’re Doing:
* This year, we will review each Emergency Department visit to better understand
reasons for transfer and how we can continue to support care within the Home
« We will bring our care teams together regularly to look at trends, learn from O o
these experiences, and make improvements to support safe, timely care

Expansion of Training Provided on EDI, Anti-Racism and
Indigenous Cultural Safety

Our Equity, Diversity and Inclusion (EDI) Quality Improvement Plan focuses on
creating a more welcoming, respectful, and culturally safe environment for everyone
we serve and work with. This year, we will continue to build knowledge and awareness
by supporting leaders to complete Indigenous Cultural Safety training and expanding
EDI and anti-racism education to front-line staff through the first module of a new
learning series. By making this education accessible and encouraging participation, we
aim to strengthen understanding, reduce barriers, and support more inclusive, person-
centered care experiences for clients, residents, families, and staff.

THRIVE GROUP

Reducing Use of Antipsychotics

Current Performance: The percentage of residents taking a regular antipsychotic
medication is 26%, with steady improvement over the past year.

Our Goal: Reduce the percent of residents on these medications to 20%.

What We’re Doing:

» This year, we will strengthen regular medication reviews to ensure medications
are still needed, used safely, and adjusted when appropriate to best support
each resident’s well-being

« We will begin expanding the Living and Working Well education series for staff
to support more non-medication approaches in everyday care

<

Prevention of Wounds
Current Performance: The rate of worsened stage 2 to 4 pressure ulcers
remains above the provincial average.
Our Goal: To decrease the percentage from 3.74% to 3.30% to reach the
provincial average.
What We Are Doing:
» This year, we will ensure residents at higher risk have personalized
repositioning plans in place to support comfort, skin health, and prevention
» We will bring our care team together weekly to review any new pressure
injuries, understand what may have contributed, and take action to support
healing and prevent further issues



RNAO

. BEST PRACTICE
SPOTLIGHT
ORGANIZATION

Best Practice Spotlight Organization (BPSO0) C

Idlewyld Manor continues to advance its work as a Best Practice Spotlight Organization (BPSO)
through the Registered Nurses’ Association of Ontario (RNAO), with seven RNAO Clinical Pathways
now implemented across the home: Admission, Delirium, Resident /Family-Centred Care, Pain, Falls,
Palliative Care, and End-of-Life Care. This work continues to strengthen consistent assessment, care
planning, and follow-up in daily practice.

A key milestone of the designation was the completion and publication of the manuscript, “Utilizing
Best Practice Guidelines to Support Culture Change in Long-Term Care - Palliative Care in the Last
12 Months of Life,” in March 2026 (hyperlink to be included), contributing to broader sector learning.

Idlewyld Manor also received formal recognition from Dr. Karima Velji, the Chief of Nursing &
Professional Practice and Assistant Deputy Minister of Health. The home also welcomed Dr. Elhamo
Dolkar, President of the RNAO to celebrate the achievements of its BPSO champions. In addition, the
home received the 2025 “Reducing Antipsychotics Award” in recogpnition of its success in decreasing
inappropriate antipsychotic use.

Further strengthening this work, the Nurse Practitioner completed the RNAO Advanced Clinical
Practice Fellowship, applying the Serious Illness Conversation Guide to enhance goals-of-care and
end-of-life conversations aligned with the PoET project.

In 2026, the team will build on this momentum through the continued expansion of BPSO-related
work across the home. Key areas of focus will include strengthening the internal Champion network,
deepening staff engagement, and further embedding Best Practice Guidelines into daily care
through ongoing education, audits, and quality improvement initiatives. As part of this work, the
home will oﬂso undertake a thoughtful review of how Clinical Pathways are being used in practice,
with the goal of ensuring they are optimally aligned with person-centred care principles, resident
outcomes, and the realities of clinical workflows for staff.

Committees Focused on Quality

At Idlewyld Manor we have our eye on quality in all areas. There are a number of
committees and teams that focus on the monitoring, imp|ementation and evaluation of
our programs and quality improvement initiatives. These committees include:

Quality Council & Clinical Management Pain and End of Life Care Committee
Resident Council Infection Prevention and Control Committee
Family Council Joint Health and Safety Committee

Clinical Practice Advisory Committee Pleasurable Dining Committee

Nursing Practice Safe Medication (SMART) Committee

BPSO Steering Committee Equity, Diversity and Inclusion (Thrive)

Falls & Restraints Committee Wellness Committee (Thrive)

Skin and Wound Care Team Joint Health and Safety Committee (Thrive)

Emergency Planning Committee (Thrive)

\/ /\
§/’ dlevwyld Manor -
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Additional Quality Improvement Highlights from 2025-26

Specialized & Clinical Programs

 Maintained designation for Peritoneal Dialysis with ongoing staff recertification
Restorative Care Program supporting 17 residents to maintain or improve function
Medically Complex Program is stable with 20 designated bed:s
Continued designation as a Best Practice Spotlight Organization
Quality indicators including falls, pain, antipsychotic use without diagnosis, and ER
transfers remain below the provincial average

Workforce, Engagement, Education & Staffing

« Increased GPA coaches from two to three and improved training completion from
27% to 85%

« Delivered dementia experience training in partnership with the Alzheimer Society

 Maintained clinical recertifications for nursing and recreation staff

« Strengthened staffing through added and permanent PSW, recreation, housekeeping,
and supply roles

+ Expanded allied health services to include in-home eye clinic

« With Thrive Group, again was recognized as a Top 50 Great Place to Work
organization

Infrastructure, Environment & Capital
« Installed ceiling lift tracks and motors and completed nurse call system upgrade
« Completed lighting upgrades, exterior repairs, and phased blind replacements
« Enhanced resident, dining, and common spaces with new furniture, equipment,
gazebo, and lounge upgrades
 Upgraded six Resident Dens using fundraising to improve comfort, privacy, and
shared spaces

Resident Experience, Recreation & Equity
« Enhanced programming with new recreation equipment and Montessori resources,
including Young Adult Program
« Expanded cultural meal offerings to support diversity and resident-centred care
« Achieved French Language Services provider status with progress toward designation

Organizational Collaboration & Governance
« Strengthened collaboration across LTC homes through Compliance Program, Clinical
Practice Advisory meetings, and town halls

'/, dlewyld Manor e
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§V} Thrive Group
Resident and Family Involvement in

Quality Improvement

Experience Surveys

Surveys are distributed
annually to Residents and
their family members.
Responses are reviewed to
look at what we are doing well
and what needs
improvement.

Admission Process

From the start of their
stay, the admission
process is an important
time that residents
provide input to the
Home on their individual
care needs, preferences
and unique strengths.

Residents' and Family Council

For those who want to be more
involved in the Home, you can

Care Conferences o : .
join your appropriate council.

Care Conferences are (1) Residents' Council or (2)
regularly recurring in Family Council. Regular
our Home. Itis an meetings are held that allow
opportunity to discuss members to give valuable
change in status, feedback, voice concerns and
important needs and be involved in setting
updates to the care priorities.

plan. Staff must then
follow the updated care

olan. Complaints Process

A complaint can be made by anyone and can

. be written or verbal. Our Home responds to all
Direct Feedback complaints and follows a formal process of
Our staff are always documenting, following up and reporting to the

ready and open to
directly receiving
feedback or listening
to concerns. Where
possible, staff
endeavor to resolve
them right away.

appropriate authority.
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