- Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP Mary Berglund CHC

Access and Flow | Efficient | Optional Indicator

Last Year This Year

Indicator #5 220.00 225 | 225.00 2.27% NA

Number of new patients/clients/enrolments (Mary Berglund

CH C) Performance Target bert | Percentage . fareat
(2025/26) (2025/26) erformance mprovemen arge
(2026/27) (2026/27) (2026/27)

OHT Population: 0-5 years of age

Change Idea #1 /1 Implemented
Communicate effectively so that people are aware that we are accepting new patients, including pediatric

Process measure
e number of new patients stratified by age group

Target for process measure

e Total of 225 new patients for the year

Lessons Learned

Although we offer pediatric services to the region, patients are not always willing to travel the distance to the community. We have been
able to offer a few Child assessments to patients within the region who would otherwise be on the wait list.

Comment

This number will vary from year to year dependent on seasonal residents, number of pediatric patients who will travel to the community etc.
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Equity | Equitable | Optional Indicator

Last Year This Year

Indicator #6 100.00 100 100.00 0.00% 100

Percentage of staff (executive-level, management, or all) who

. . . . . . Performance Target Percentage
’ Y] ] - erformance mprovement arget
have completed relevant equity, diversity, inclusion, and anti (2025/26) (2025/26) Perf I T
racism education (Mary Berglund CHC) (2026/27) (2026/27) (2026/27)

OHT Population: All staff and board members

Change Idea #1 /1 Implemented

All existing and new staff will have completed relevant equity, diversity, inclusion and anti racism education

Process measure

¢ Percentage of staff and board members who have completed training

Target for process measure

e 100 percent of staff and board members will have completed this education

Lessons Learned

All staff have completed the training

Comment

This will be an annual refresher for all staff

Equity | Equitable | Custom Indicator
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Last Year This Year

Indicator #4 49.80 70 68.00 -  NA

Number of clients age 13 years and older who had an individual percentage

encounter with the CHC within the most recent 1-year period P’:;L"Z'S;:;e (zzsz;s) Performance Improvement Target
an d (2026/27) (2026/27) (2026/27)
who responded to at least one of the following four

sociodemographic data questions: racial/ethnic group,

disability,

gender identity, or sexual orientation. (Mary Berglund CHC)

OHT Population: all patients 13 +

Change Idea #1 /1 Implemented
Monitor the completion of sociodemographic information on a monthly basis and set a monthly target for reception.

Process measure

¢ 1. The Data Management Coordinator (DMC) to provide monthly report on socio-demographic data 2. Reception team to call and
follow up on clients who have not completed socio-demographic questions. 3. ED to follow-up with staff to review achievements
after receiving the monthly report.

Target for process measure

¢ 1. Sociodemographic information provided by DMC monthly. 2. Calls with missing sociodemographic information are contacted
regularly. 3. Achievements are shared with staff.

Lessons Learned

Asking clients to complete this information has become a consistent practice, however many clients still choose not to answer these
questions.

Comment

This will be a regular part of reception process to continue to ask our clients to complete this information and provide reasoning why we ask these questions.
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Experience | Patient-centred | Optional Indicator

Mary Berglund CHC

Last Year

Indicator #3 97.00 97

Do patients/clients feel comfortable and welcome at their

. . o) Performance Target
primary care office? (Mary Berglund CHC) (2025/26) (2025/26]

OHT Population: all patients who complete this survey question

This Year
97.00 0.00% NA
Percentage
Performance Improvement Target
(2026/27) (2026/27) (2026/27)

Change Idea #1 /1 Implemented

This is at minimum, a maintenance target with a goal to maintain our current score of 97% of patients surveyed

reporting that they are comfortable at their primary care office

Process measure

¢ 1) Number of patients who complete a patient experience survey 2) Collect data on the question around patients' level of

comfort . 3) Share patient feedback with the team

Target for process measure

e We aim to maintain the current achievement of 97%.

Lessons Learned

This number has stayed between 90-97 percent for a number of years. The challenge is always to get clients to fill out the surveys

Comment

We will be looking at another indicator for the next QIP as this number has been stable for a number of years.

Report Accessed: February 09, 2026



_ Quality Improvement Plans 26/27 (QIP): Progress Report on the 2025/26 QIP Mary Berglund CHC

Safety | Effective | Custom Indicator

Last Year This Year

Indicator #2 CB 75 58.00 - NA

% of clients with diabetes who have received a foot exam in the
Performance Target Percentage

last twelve months (Mary Berglund CHC) Performance Improvement Target

(2025/26) (2025/26) (2026/27) (2026/27) (2026/27)
OHT Population: 18 and over

Change Idea #1 /1 Implemented

Increase the number of diabetic foot assessments by any provider, providing diabetic care
Process measure
e % of clients with a documented Inlow's 60-second foot Diabetic Foot Screen in the last 12 months

Target for process measure

e 75% of diabetic clients will have documentation of a foot assessment by December 31, 2025

Lessons Learned

This was a difficult number to find from our EMR system and there were challenges on the way it was documented to pull the information
correctly.

Comment

We will be looking at how our providers are documenting this as feel the number is likely much higher than actual.
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Last Year This Year

Indicator #1 CB 70 75.00 - NA

% of clients over 65 with Flu vaccine documented (Mary

Percentage

Performance Target

Berglund CHC) (2025/26) (2025/26) Performance Improvement Target
(2026/27) (2026/27) (2026/27)

OHT Population: 65 and older

Change Idea #1 /1 Implemented

Annual Flu lists distributed to clinical team to contact clients over 65+ and offer Flu shot appointments. Continue
documentation on flu shots done on site, done elsewhere, declined and ineligible.

Process measure

e Reported on using the EMR to generate a total MBCHC performance metric. Den = Eligible clients 65+. Num = clients 65+ with Flu
shot recorded in their chart.

Target for process measure

e 70% clients 65 plus will have been offered vaccine

Lessons Learned

Biggest challenge is that clients can receive a flu vaccine elsewhere which doesn't then depict an actual true percentage of clients who have
received the vaccine.

Comment

Because of the inability to have this information available if a client goes to a pharmacy or elsewhere for the flu shot we will not be adding this to the new QIP. It
will still be a regular process at our regular appointments
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