
Access and Flow

Change Ideas

Change Idea #1 Assess baseline HbA1c monitoring rates among clients with type 2 diabetes, stratified by those engaged with the Diabetes Educator and those who 
are not.

Methods Process measures Target for process measure Comments

1. Explore the EMR system to learn how 
to pull the report. 2. Once report is 
pulled, work with clinical team and 
Diabetes Educator to identify the 
barriers for clients not meeting this 
indicator. 3. Review barriers and begin 
work on implementing and formalizing 
our Diabetes program which is inclusive 
and culturally sensitive. 4. Assess 
number of no show appointments for 
Diabetes

% no show for Diabetes appointments 80% of Diabetes clients will attend each 
appointment

We are predicting that when a client no 
shows for an appointment there may be 
an external barrier which we hope to 
address through a better understanding 
of potential barriers.

Measure - Dimension: Efficient

Indicator #1 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of clients with type 2 
diabetes mellitus who are up to date 
with HbA1c (glycated hemoglobin) 
blood glucose monitoring 

O % / PC 
patients/clien

ts

all patients 18
 + with a type 

2 diabetes

EMR/Chart 
Review / 
Most recent 
consecutive 
12-month 
period

CB 75.00 not something we have been 
monitoring regularly
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Change Ideas

Measure - Dimension: Timely

Indicator #5 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of screen-eligible people 
who are up to date with cervical 
screening 

O % / PC 
organization 
population 
eligible for 
screening

all screen 
eligible 
patients

EMR/Chart 
Review / Q2 
2025 
(covering 42 
months of 
participation 
for cytology 
(Pap) testing, 
and 66 
months of 
participation 
for HPV 
testing up to 
September 
2025)

63.00 80.00 This is an area that we significantly 
improved over the last 5 years but 
saw a drop in the last year.

Report Access Date: February 09, 2026

 2  WORKPLAN QIP 2026/27 Org ID 92236  | Mary Berglund CHC 



Change Idea #1 Increase cervical cancer screening rates by creating additional appointments and opportunities to receive the testing on site.

Methods Process measures Target for process measure Comments

1. Dedicating specific days within 
provider schedules to focus on and 
schedule testing. 2. Utilize our monthly 
calendar of events to highlight and 
prioritize cervical screening. 3. Print off 
quarterly the list of eligible clients for 
follow up phone call by clinical staff. 4. 
Identify from list of providers who will 
be designated to provide cervical 
screening testing.

% of patients eligible and who wish to 
book an appointment

100 % of patients who wish to receive a 
cervical screening appointment are 
booked in with a provider as next 
available appointment.
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Equity

Change Ideas

Change Idea #1 Improve the understanding of and address the barriers experienced by indigenous peoples in our community.

Methods Process measures Target for process measure Comments

1. Provide dedicated time for staff to 
attend training or educational 
opportunities. 2. Explore the opportunity 
to engage an indigenous traditional 
healer to provide traditional teaching 
and or ceremony at the centre.

# of sessions provided and # of 
participants

Provide 1 or more opportunities for 
teaching or ceremony

We have offered online learning 
opportunities as it has been difficult to 
find in person educators but we are 
hopeful to be able to offer at least one in 
person event this year.

Measure - Dimension: Equitable

Indicator #2 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

Percentage of staff (executive-level, 
management, or all) who have 
completed relevant equity, diversity, 
inclusion, and anti-racism education 

O % / Staff

all staff 
members

Local data 
collection / 
Most recent 
consecutive 
12-month 
period

100.00 100.00 This becomes a norm within the 
culture of the organization
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Experience
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Change Ideas

Change Idea #1 Our team and clients are able to articulate how the providers and health centre team go above and beyond for the community of Ignace.

Methods Process measures Target for process measure Comments

1. Ask our staff, our Board and our 
clients what does "Go the extra mile 
mean to you? and how do you 
demonstrate it. 2. Ask our clients 
through surveys, online social media 
forums, program evaluation forms and in 
person at our Annual Harvest Dinner if 
they feel we demonstrate the value of 
going the extra mile 3. Identify areas of 
improvement where clients feel we 
could have done better. 4. Target a 
quarterly approach to obtain higher 
numbers of client feedback

Percentage of clients who answered the 
question

Collecting baseline

Measure - Dimension: Patient-centred

Indicator #3 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

The percentage of clients who 
responded yes to the question: Do 
you feel your provider/ the Health 
Centre lives up to its value of "go 
the extra mile"? 

C % / All 
patients

all 
clients/patien

ts of the 
centre who 
respond to 

the question

In-house 
survey / April 
1, 2026-
Dec.31, 2026

CB 75.00 This is a big piece of our new 
strategic plan and is engrained 
within our values so it is an 
expectation that we make every 
endeavor to go the extra mile
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Safety

Change Ideas

Change Idea #1 Formalize the process of providers utilizing EReferral

Methods Process measures Target for process measure Comments

1.Identify barriers to not utilizing OCEAN 
2. Identify the workflows of the 
providers already using eReferral 
(OCEAN) routinely 3.Educate our 
colleagues on these workflows and assist 
those who have difficulty with digital 
platforms either through education or 
delegation or both. 4. Regular discussion 
at weekly huddles which will assist in 
normalizing the process. 5. 1:1 support 
will be provided to providers facing 
challenges with using the system.

We will measure success by the number 
of providers utilizing EReferral 
consistently

80% of providers utilizing OCEAN

Measure - Dimension: Safe

Indicator #4 Type Unit / 
Population

Source / 
Period

Current 
Performance Target Target Justification External Collaborators

eReferral: Percentage of clinicians 
within the primary care practice 
utilizing this provincial digital 
solution 

O % / Staff

all providers

Local data 
collection / 
Most recent 
information 
available

CB 80.00 We have some providers who are 
not comfortable with changing 
technology and like to do things the 
"old way"
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