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MIND FORWARD BRAIN INJURY SERVICES 
 

Quality Improvement Plan: 2026-2027 
 

Rationale:  

As a means of accountability to the legislation, Excellent Care for All Act (2010,) the 
agency’s Quality Improvement Plan (QIP) helps us document and review our current 
performance in a variety of areas.  



  
 

 

2 
 

                                             Quality Improvement Plan 2026-2027  

 
Purpose and Scope 
 
A Quality Improvement Plan (QIP) is a formalized set of quality commitments established by a 

health care organization for its patients, clients, residents, staff, and broader community on an 

annual basis. The primary objective of a QIP is to enhance quality through defined targets and 

strategic actions (Health Quality Ontario [HQO], 2022). 

Each organization is responsible for developing its own QIP. The Board of Directors and 

Executive Team must ensure adherence to the targets outlined within the plan, reinforcing a 

culture of continuous performance improvement. Health Quality Ontario identifies key priority 

areas within the provincial health care system. Mind Forward leverages these priorities to select 

relevant indicators aligned with broader health care objectives. The four priority areas are: 

• Access and Flow 

• Equity 

• Experience 

• Safety 

Under the Excellent Care for All Act (2010) and various accountability agreements, all public 

hospitals, most inter-professional primary health care organizations, home and community care 

support services, and long-term care homes are required to develop and submit a QIP annually. 

While Mind Forward does not fall within the scope of these mandated entities, our obligations 

under the Multi-Sector Accountability Agreement (MSAA) necessitate the creation and 

implementation of a QIP. This commitment highlights our dedication to continuous quality 

improvement and best practices, fostering a strong culture of excellence across the organization. 

This report provides an analysis of targets from 2025–2026, evaluating performance outcomes, 

reviewing improvement initiatives, and includes targets for 2026–2027.  
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Table 2: Analysis of 2025-2026 Targets 

 

Client Satisfaction Survey 

G
o

a
l 

Number of 
completed 
satisfaction survey 
to reflect 65% of 
clients served. 

O
u

tc
o
m

e
 

Goal achieved; 67% of 
clients were engaged in the 
survey. Of the 494 clients 
served, 330 engaged in the 
survey. 272 clients 
completed the full survey; 41 
clients were unable to 
answer due to cognitive 
limitations and 17 refused 
participation.  
 Im

p
ro

v
e
m

e
n

t 
In

it
ia

ti
v
e
s
  

☒ Complete Surveys throughout the fiscal 

☒ Continue to coordinate survey 

completion with ISPR completion 

☒ Monitor survey completion on PDS 

☒ Collect data on client refusals and 

inability to complete survey 

Daily Activity Schedules (DAS) 

G
o

a
l 

Daily Activity 
Schedule Training 
and Quality 
Improvement  

O
u

tc
o
m

e
 

Goals achieved; DAS 
training was provided at 
Goegan House, Britannia 
and Conover. 
 
DAS for all Goegan House 
clients was improved; quality 
scores were 88% or higher. 
 

Im
p
ro

v
e
m

e
n

t 

In
it
ia

ti
v
e
s
 

☒ Provide DAS training as applicable to 

sites and employees 

☒ Improve quality of the Goegan House 

DAS 
 

Intake  

G
o

a
l 

Complete 24 in-
services during 
fiscal 
 
Receive 6 suitable 
applications per 
month 
 
4 service initiations 
per month 
 

O
u

tc
o
m

e
 

Goals achieved; 55 in-
services completed during 
the fiscal 
 
On average, 8 suitable 
applications received per 
month 
 
On average, 5 service 
initiations per month 
 

Im
p
ro

v
e
m

e
n

t 
In

it
ia

ti
v
e
s
 ☒ Collect Data on in-services completed 

☒ Build relations/ partnerships with relevant 

populations 

☒Raise awareness about Mind Forward in 

the community  
 

PDS- Assisted Living 

G
o

a
l 

85% compliance 
rate for Assisted 
Living 

O
u

tc
o
m

e
 

Goal not attained; 
compliance rate was 84%. 

Im
p
ro

v
e
m

e
n

t 
In

it
ia

ti
v
e
s
 ☒Senior Program Manager to review PDS 

ongoingly with Program Managers 

☒Continuation of Directors monitoring PDS 

compliance rates for Manager Supervision  

☒ Continuation of site specific PDS rates 

☒ ISPRs outstanding for more than one 

month should be assigned a due date 
during clinical supervision 
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RDSP 

G
o

a
l 

RDSP 
Implementation  

O
u

tc
o
m

e
 

Goal achieved; all RDSP 
initiatives were implemented. 

Im
p
ro

v
e
m

e
n

t 

In
it
ia

ti
v
e
s
 

☒ Provide RDSP information to clients 

during transition meeting 

☒ Confirm receipt of RDSP information and 

interest during ISPR review 

☒ Confirm RDSP enrollment during ISPR 

review 
 
 

Day Program 

G
o

a
l 

Increase client 
reported skill 
development by 
15% for two day 
services groups 
 O

u
tc

o
m

e
 

Goal not attained; pre and 
post assessments showed a 
15% improvement at Halton 
Maker’s Market, compared to 
a 9% improvement at 
Colourful Minds. 
 Im

p
ro

v
e
m

e
n

t 

In
it
ia

ti
v
e
s
 

☒ Create pre and post program 

assessments 

☒ Complete the pre and post program 

assessment for two-day services groups 

☒ Analyze the results from the pre and post 

surveys 
 
 

  Safe Management  

G
o

a
l 

Review Safe 
Management 
(SMG) at 90% of 
the AL Team 
Meetings 

O
u

tc
o
m

e
 

Goal achieved; safe 
management was reviewed 
at 98% of the AL team 
meetings. 
 
 
 

Im
p
ro

v
e
m

e
n

t 

In
it
ia

ti
v
e
s
 

☒ Have safe management as a standing 

agenda item on team meetings 

☒ Meet as SMG group to identify priorities 

for training and establish an action plan 
 
 

Audits 

G
o

a
l 

Develop a 
standardized set of 
guidelines to for 
audit completion 

O
u

tc
o
m

e
 

Goal achieved; completed 
the standardized guidelines.  
 
 
 
 Im

p
ro

v
e
m

e
n

t 

In
it
ia

ti
v
e
s
 

☒ Utilize information from the inter-rater 

reliability exercise to create guidelines 

☒ Obtain feedback from auditors on 

guidelines prior to implementation 
 
 

Program Sign Off 

G
o

a
l 

Collect baseline on 
program review and 
sign-off by staff 

O
u

tc
o
m

e
 

Goal achieved; samples from 
different sites and programs 
were gathered to establish 
baseline. The review found 
differences across sites in 
how the sign-off sheet is 
implemented. 
Recommendation to 
standardize the process 
within C3. 
 
 
 
 
 
 

Im
p
ro

v
e
m

e
n

t 
In

it
ia

ti
v
e
s
 

☒ Collect data from a random sample of 

programs across all sites 

☒ Review the aggregate data with the 

leadership team 
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Equity, Diversity, and Inclusion 

G
o

a
l 

Analyze client 
demographics data 
and make service 
recommendations 

O
u

tc
o
m

e
 

Goal achieved; 36% of 
respondents are from an 
Asian, Black, Latin, Mixed 
Heritage ethnic group. 64% 
of respondents were males.  
 
Recommendation to 
integrate cultural and gender 
considerations into program 
planning. 
 
Recommendations to have 
an EDI goal in 2026-2027 
QIP. Im

p
ro

v
e
m

e
n

t 
In

it
ia

ti
v
e
s
 

☒ Review Health 8 Equity Questionnaire 

☒ Make recommendations on current 

processes and service delivery based on 
data review and analysis  
 
 

 

Summary 
Overall, eight of the 10 goals were fully achieved, while the remaining two came close to 

attainment. The annual average Program Documentation Spreadsheet (PDS) compliance target 

was 85%, with an achieved average of 84%. This target was impacted by a pest infestation at 

an assisted living site that required significant managerial attention. In addition, higher 

standards for notes to file within programs were implemented, to limit approvals for programs 

not being updated. 

The second unmet goal was a 15% increase in client-reported skill development across two day 

services groups. While one group achieved the 15% target, the other showed a 9% increase. 

The group with the 9% increase had high self-reported scores for some clients on the pre-

survey, leaving limited room for measurable improvement.  
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Quality Improvement Plan 2026-2027 

Target Indicators 
with addressing healthcare 

issues 

Target Rationale Actions 

Client Engagement 
Activities 
 
Addresses: Experience and 
Safety 

Implement the new 
standards for client 
engagement across 
four assisted living 
sites. 

Targeted and 
meaningful 
engagement 
supports improved 
rehabilitative 
outcomes. 
 

☐ Formalize definitions and criteria for the 

new standards of client engagement 

☐ Conduct a working group session for 

implementation 

☐ Modify client DAS 

☐ Begin data collection on C3 

Equity, Diversity and 
Inclusion (EDI) 
 
Addresses: Experience and 
Equity 

Develop a process 
to assess whether 
EDI factors are 
integrated into 
service delivery. 
 
Deliver five in-
service trainings on 
brain injury to 
organizations that 
advance equity, 
diversity, and 
inclusion (EDI). 
 

Integrating EDI 
ensures services 
are accessible and 
effective for the 
needs of diverse 
clients. 

☐ Engage with the EDI committee 

☐Gather feedback on EDI considerations 

and process from clients and caregivers 

☐ Create targeted training to attract a 

client base that is more reflective of the 
region’s population 
 

Engagement Note  
 
Addresses: Experience and 
Safety 

Collect baseline data 
on the accuracy of 
client engagement 
documentation in 
relation to client’s 
presentation and 
data. 
 

Accurate log notes 
supports timely 
informed decision 
making and client 
safety. 

☐ Audit six log note following clinical 

consultation on a specific incident 

☐ Monthly, compare one log note per 

Assisted Living (AL) site against the 
corresponding client data. 

☐ Compare six client incident and serious 

incident reports with corresponding log 
notes  

Emergency 
Department visits 
 
Addresses: Experience, 
Safety, Access and Flow 

Asses the rate of 
potentially avoidable 
emergency 
department visits for 
residents. 

This data will help 
identify gaps in 
care and improve 
preventative 
support. 

☐Revise the serious incident form to 

capture this data point 

☐ Train Senior Managers on how to 

effectively collect the data 
 

Education and 
Training 
 
Addresses: Experience and 
Safety 

Improve staff training 
on complex clients, 
increasing 
knowledge by 40%. 

Training enhances 
staff competence 
while supporting 
consistent and 
safe care for 
clients. 

☐ Complete a Pre and Post assessment 

during training sessions to assess 
changes in knowledge  

☐ Provide staff education on brain injuries 

and associated sequelae of six complex 
clients 

☐ Consultation between the Clinical and 

Programming team to deliver the training 
 
 



  
 

 

7 
 

                                             Quality Improvement Plan 2026-2027  

 

 

Report Completed By: Tanya Singh, Chief Clinical Officer 

 

___________________________  Date:   

Signature 

 

Approved By: Hunter Saggar, Chief Executive Officer 

 

____________________________  Date:   

Signature 
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