
Excellent Care for All 
Quality Improvement Plans (QIP): Progress Report for 2016/17 QIP 

The Progress Report is a tool that will help organizations make linkages between change ideas and improvement, and 
gain insight into how their change ideas might be refined in the future. The new Progress Report is mostly automated, so 
very little data entry is required, freeing up time for reflection and quality improvement activities. 

Health Quality Ontario (HQO) will use the updated Progress Reports to share effective change initiatives, spread 
successful change ideas, and inform robust curriculum for future educational sessions. 
 

 

ID 
Measure/Indicator from 

2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

1 Medication reconciliation at 
discharge: The total 
number of patients with 
medications reconciled as a 
proportion of the total 
number of patients 
discharged from the 
hospital 
( %; Mental health patients; 
Q3; Hospital collected data) 

972 62.00 85.00 98.00 We successfully 
sustained high 
performance with this 
process and will retire 
this indicator from the 
2017-18 Quality 
Improvement Plan. 
Operational leaders will 
continue to monitor 
performance. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Update our reporting on 
Discharge Med Rec to 
reflect a more consistent 
definition for uniform 
reporting with our peer 
hospitals. 

Yes Consultation with our peer hospitals continues. 
Exclusion criteria may be updated in 2017-18 to better 
reflect those instances in which medication 
reconciliation cannot be completed at time of 
discharge. For example: unplanned emergency 
transfers, or court appearance whereby the patient is 
discharged and does not return to the 
original/admitting hospital. 

 

  



ID 
Measure/Indicator 

from 2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

2 Number of patient falls 
per 1000 patient days 
( Rate per 1,000 
patient days; Mental 
health patients; Q3 
YTD; Hospital 
collected data) 

972 2.65 2.45 2.76 Current performance is 
higher than last year at this 
time. However, a closer look 
reveals that the change is 
driven exclusively by an 
increase in the number of 
falls reported at severity 
level 0 (near miss) and 1 (no 
harm; no intervention 
required). Hospital wide falls 
with harm (levels 2-4) 
remains identical to last year 
at this time. The falls 
prevention and harm 
reduction work is focused 
almost exclusively on the 
geriatric psychiatry program. 
This program saw a 16% 
decrease in falls with harm 
(8 fewer falls with harm 
YTD). The 2017-18 indicator 
will be focused on those falls 
that are associated with 
harm. We will continue to 
monitor the number of falls 
reported at severity levels 0 
and 1, since we assume that 
increased staff awareness 
and practice changes will 
contribute to an overall 
increase in near misses 
and/or non-harmful falls. We 
expect this will be 
accompanied by a decrease 
in the numbers of falls 
associated with patient 
harm. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 

were your key learnings? Did the change ideas 
make an impact? What advice would you give to 



others? 

Change the work 
environment 

Yes Conduct quarterly environmental audits of program 
furniture and other clutter in all patient areas on the 
geriatric psychiatry program: Staff are more alert to the 
impact that the environment has on falls risk, and are 
more proactively managing clutter and maintaining a tidy 
environment. The findings of the environmental audits 
helped staff clear hallways and assign equipment such 
as laundry carts to specific locations – now marked with 
black and yellow tape. The audit tool helps identify trip 
hazards, floor conditions, lighting, condition of furniture, 
equipment and patient alarms, as well as patient flow 
(congestion) through the spaces. The audit tool also 
includes photos of how patient areas ought to look when 
everything is in its right place, including properly laid out 
inpatient rooms, corridors, shower room, tub room, care 
rooms, bathroom, tub room, seclusion room, and fire 
exits. 

Develop a falls risk 
strategy 

No Implement a falls prevention checklist. Measure: 
Number of falls prevention checklists implemented. 
Timeline to complete this change has been redefined to 
accommodate schedule to implement EHR. Future work 
will be done in partnership with our EHR partner, 
Ontario Shores Centre for Mental Health Sciences. 

Develop a falls risk 
strategy 

No Implement a post fall analysis checklist. Measure: 
Number of post fall analysis checklists implemented. 
Timeline to complete this change has been redefined to 
accommodate schedule to implement EHR. Future work 
will be done in partnership with our EHR partner, 
Ontario Shores Centre for Mental Health Sciences. 

Education / Training No Ensure all program staff have comprehensive 
understanding and application of SPIRIT (incident 
reporting system) Fall Risk categories (complete), falls 
prevention checklist (incomplete), and post-fall analysis 
checklist (incomplete). Measure: Number of staff 
educated. Staff are more actively assessing falls risk. 
From literature reviews, the team is learning more of the 
complex and interactive impact of falls risk factors, in 
addition to environment, e.g., biological, behavioural, 
medications. Team members report back on literature 
reviews at team huddles. This knowledge encourages 
the team to explore alternative falls risk management 
strategies, as well as to actively engage the psychiatrist 
to limit PRN’s as appropriate. 

1. Implemented new 
protective devices 
policy 2. 
Communication 

Yes 1. New protective devices policy: Some geriatric patients 
forget that they can’t stand. Then, when they try to get 
up they can fall. The new protective devices policy 
acknowledges that individual patient risk factors may 
require a restraint (e.g. wheelchair lap belt) to promote 
patient safety. In this case, the policy can increase 



safety through the use of the lap belt. It can also reduce 
the need for extra staff to observe patients one-to-one. It 
is hoped that the new practice may also help facilitate 
transfer to long-term care as the new practice is closely 
aligned with LTC practices. This is a challenging 
situation for a team working to maintain a safe 
environment while maximizing patient quality of life. It 
requires the team to look at each patient’s unique 
circumstances and goals, and to figure out the best way 
possible to provide a safe and positive patient 
experience. 2: Communication. Morning report includes 
reminders about specific issues and prevention 
opportunities. Patient room whiteboards shows patient 
specific information related to transfers and mobility, bed 
positioning, mobility aids, and other safety devices. 
Weekly huddles focus on the strategic goal of increased 
safety and reduced harm from falls. The huddle is open 
to all staff and facilitates information sharing and 
encourages staff ideas to help reduce risk e.g., 
housekeeping staff identified that patient mats didn’t 
move with the patient, or nursing staff alert the team that 
certain patient alarms are not working. 

 

  



ID 
Measure/Indicator from 

2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

3 Percent positive score to 
the Ontario Perception of 
Care Tool for Mental 
Health and Addictions 
(OPOC-MHA) survey 
question "I think the 
services provided here are 
of high quality" 
( %; Mental health patients; 
annual survey; Hospital 
collected data) 

972 CB CB 77.1 This is the first year that 
Waypoint inpatients and 
outpatients were asked 
to complete the Ontario 
Perceptions of Care 
Tool for Mental Health. 
The survey was 
administered to 
inpatients and 
outpatients and we 
await the validated 
results. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last 
Years QIP (QIP 2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Improve use client/patient 
Personal Action Recovery 
Plans (PRAP) in 
rehabilitation and 
recreational services 

Yes The most challenging aspect of making this change 
was the development of the tracking mechanism. 
The lag measures are being met for each of the 
various Rehab areas as the Quality Improvement 
Plan is directly related to the teams' standard work. 
Lesson learned: The more meaningful the change 
idea is to improving standard work, the more likely 
staff will endorse and succeed with change. The 
concept of using a SMART approach to goal setting 
and attainment was used in 2016-17. Staff members 
are now asking for discipline specific Quality 
Improvement Plans which means an increase from 
one program WIG (wildly important goal) in 2016-17 
to a minimum of three for 2017-18. Staff endorsed 
and staff driven activities seem to yield higher 
productivity and success rates when a coaching 
approach is applied. 

Increase clinical nutrition 
resources 

Yes Increased the complement of registered dietitians 
from 1 to 2 in Feb 2016. This allowed the registered 
dietitians to begin attending some clinical rounds, 
engage with patients upon admissions with less than 
7 day stay, establish drop-ins whereby registered 
dietitians are available on programs to talk to 
patients and educate them regarding nutrition issues 



of their choice. This has resulted in an increase in 
patient and staff satisfaction with clinical nutrition 
services and improved quality of nutrition services 
with follow up. Daily stats were tracked and charted 
monthly and most often exceeded target. 

Increase food variety Yes Solicited patient input regarding food items on 
hospital menu and revised the regular menu. All 
meals were then entered into CBORD (menu and 
recipes planning software) system - which took a 
staff member 6 weeks to complete. We also created 
a vegetarian menu to increase variety of food items 
to this population.. We received great feedback from 
patients indicating an increase in patient satisfaction 
with hospital menu. Drawback is the labor required 
for data entry into system and testing of new meal 
tickets. 

Introduce Fun Food 
Fridays 

Yes The concept was to bring fast/trendy foods to the 
patients, since many individuals are long term 
patients. Every Friday lunch was a fast/trendy food 
type lunch, offered with soft drink. The set of four fun 
food Fridays is revised three times a year to prevent 
patient fatigue with these food items. We conduct 
patient satisfaction audits on the first rotation of each 
new set. To date, the variety has been a resounding 
success - and represents an easy way to offset 
menu fatigue in a long-term setting. 

 

  



ID 
Measure/Indicator 

from 2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

4 Percentage of 
discharged inpatients, 
referred to and having 
an outpatient 
appointment within 7 
days of discharge 
( %; Mental health 
patients; Q3 YTD; 
Hospital collected data) 

972 CB 100.00 58.00 This is a new measure, 
being piloted as part of the 
wait time measurement 
collaboration among the 
four specialty psychiatric 
hospitals and Cancer Care 
Ontario. We continue to 
improve the indicator 
definition to match the intent 
of prompt post-discharge 
follow-up. This has involved 
continual data quality 
improvements and 
performance needs to be 
interpreted within that 
context. That said 
performance varied during 
the first nine months, from a 
low of 44% to a high of 
75%, with increasing 
attention and process 
improvement work being 
identified. 
 
Physician shortages 
impacted the capacity to 
meet the targets, and teams 
continue to identify ways to 
improve service efficiency 
and effectiveness. Many of 
the planned process 
improvements for 2017-18 
are related to patient 
throughput, care and 
discharge planning based 
on standardized 
assessments. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 

were your key learnings? Did the change ideas 
make an impact? What advice would you give to 



others? 

Improve predictions 
about which outpatient 
service best meets a 
particular client’s 
needs 

Yes Re-educate staff on the standardized Level of Care 
Utilization System (LOCUS): Approximately 80% of 
outpatient staff have been trained/retrained in the use 
of the LOCUS tool. However, it is not being used and/or 
evaluated on a consistent basis. The measurement will 
be built into the EHR which will provide opportunity to 
draw data and reports more easily than currently. 
LOCUS is being used to determine the movement of 
clients between Outpatient Assessment and Treatment 
Service and Mobile Treatment and Support Team and 
is a helpful tool. 

Deploy clearly 
articulated service 
inclusion and exclusion 
criteria 

Yes Improve the triage process for outpatient referrals: The 
community team has worked closely with Central Intake 
team to develop clearly articulated inclusion and 
exclusion criteria. This is being implemented for the 
outpatient Dual Diagnosis Consultation Team and has 
been presented to several community organizations to 
improve our referral and intake process. 

Match the amount of 
service to the client 
need based on clear 
goals 

No Use a collaborative care plan: Work still to be done in 
2017-18 

Develop cooperative 
relationships with 
primary care providers 

No Discharge clients to primary care providers: Some initial 
work has been done regarding this change idea – 
Decision Support has created “real time” data which 
identifies current clients having both a primary care 
provider and Waypoint psychiatrist. The plan is to target 
and develop partnerships with specific physicians. 
Relationships with individual physicians are being 
developed and opportunities to build relationships are 
discussed regularly. 

Remove bottlenecks Yes Implement brief consultation (i.e., fast track) for clients 
previously discharged to primary care: New inclusion 
criteria identify fast tracking clients within 6 months post 
discharge. We have been doing this with some 
success. Challenges arise when sticking so firmly to 6 
month cut off. 

 

  



ID 
Measure/Indicator 

from 2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

5 Percentage of 
quarterly clinical 
assessments 
indicating acute 
control medication use 
( %; Mental health 
patients; Q3 to Q2; 
CIHI OMHRS) 

972 4.82 7.00 2.87 We have comparatively low 
acute control medication use 
compared to our specialty 
hospital peers. Our efforts to 
reduce all types of restraints 
are related to a series of 
common action plans. 
Please see the physical / 
mechanical restraint 
progress report and 2017-18 
work plan for more detail. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last Years 
QIP (QIP 2016/17) 

Was this change 
idea implemented as 

intended? (Y/N 
button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with 

this indicator? What were your key 
learnings? Did the change ideas make an 
impact? What advice would you give to 

others? 

See work plan details listed for 
reducing physical / mechanical 
restraints. The same initiatives 
are intended to reduce all 
restraint and seclusion. 

Yes See details re: physical / mechanical restraint 

 

  



ID 
Measure/Indicator 

from 2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

6 Percentage of quarterly 
clinical assessments 
indicating 
physical/mechanical 
restraint use 
( %; Mental health 
patients; Q3 to Q2; 
CIHI OMHRS) 

972 7.45 8.00 10.47 Given the patient 
population that we serve, 
and the nature of referrals 
to our program from other 
psychiatric hospitals across 
the province, we expect our 
restraint performance to be 
different from other 
providers, and higher than 
our acute control 
medication rates. Despite 
the natural ebbs and flow of 
this indicator - often driven 
by a handful or patients - 
we are confident in the 
gradual decline we see 
over time. Our most recent 
performance can be 
attributed to evolving 
physician practices as well 
as staff vigilance and 
ongoing commitment to 
patient quality of life. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last 
Years QIP (QIP 2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Joint Restraint 
Minimization Committee 
Strategies to decrease 
seclusion/restraint 

Yes Enhanced verbal skills and Therapeutic Intervention 
refresher training as intended. Unit staff trained in 
patient debriefing and Patient Safety Support Plans 
(PSSP) review and addition of Behavioural Support 
Staff (BSS) on the Awenda program will lead to 
improved processes. Safewards pilot soon to be 
underway. Foundational training was not rolled out 
due to many contributing factors including the 
deployment of Clinical Educators to EHR and off-
program activities. Debriefs tracked on Huddles 
Board antecedence addressed PSSP updated 72 
hours from admission, or when antecedence 
identified or q6 mths reviews, when patients 



decompensated these were very helpful in calming 
them as staff could offer the three identified comfort 
measures. Learnings: Seclusion decreased as 
patients stabilized and transferred off unit only to 
increase as a new resource intensive patient was 
admitted. Learnings: Staff and patient injuries 
decreased; Violence and aggression decreased; self-
injurious behavior incidence decreased It was 
identified that far too many Nurses lack the 
fundamental knowledge in Mental Health Disorders 
and intervention strategies that will support the 
patient. The repeated deferring of this initiative is not 
addressing the knowledge, skill and judgment that is 
lacking around mental health disorders, sign and 
symptoms, recovery, psychiatric medication, 
intervention strategies remains a concern. -------
Cause (Organizational pressures). Foundational 
education in mental health for staff is being included 
in the Clinical Services Plan refresh. The 
implementation of Safe wards was delayed d/t the 
EHR roll out, the departure of Clinical managers, the 
quitting of the Nurse educator, the mat leave of the 
BSS, the 2nd Nurse educator being pulled to EHR. 
The Pre Test Survey is underway, Liam to consult 
with a Project Manager re: rollout. Education plan has 
been developed and will be taught to the identified 
Champions in a train-the-trainer methodology. Dec 
15, 2016 Liam Marshall and Ray Cole received 
confirmation we are now part of the provincial 
Safewards community of practice. Collaborative 
restraints minimization and prevention strategy 
resulted in comfort measures and debriefings being 
introduced on pilot units across the four specialty 
psychiatric hospitals. Results to date are promising. 
Further collaboration will be continuing in 2017/18 
through the partnership with Ontario Shores Centre 
for Mental Health Sciences. 

Staff Engagement to 
decrease restraint usage 

Yes Implemented as planned; progress being tracked at 
Huddles. Strategies/supports have been identified 
and utilized Debrief of staff and patients for each 
emergency restraint / seclusion. Traumatic Incident 
Support Team (TIST) and Employee Assistance 
Program (EAP) was offered to staff. Health & Safety 
Coordinator promoted a psychologically healthy and 
safe work environment through Civility in the 
Workplace sessions. Learnings: Staff and patient 
injuries decreased; Violence and aggression 
decreased; patients' self-injurious behavior incidence 
decreased. All of which contributed to safe and happy 
patients and staff. Specific line items in GRASP 
(workload measurement tool) were developed to track 



restraint (as of November 2016). This data source 
lead to more accurate measures of patient seclusion - 
voluntary or otherwise. 

Patient Engagement to 
decrease restraint usage 

Yes Implemented as planned; progress being tracked at 
Huddles. Strategies/supports have been identified 
and utilized Debrief of staff and patients for each 
emergency restraint / seclusion. Traumatic Incident 
Support Team (TIST) and Employee Assistance 
Program (EAP) was offered to staff. Health & Safety 
Coordinator promoted a psychologically healthy and 
safe work environment through Civility in the 
Workplace sessions. Learnings: Staff and patient 
injuries decreased; Violence and aggression 
decreased; patients' self-injurious behavior incidence 
decreased. All of which contributed to safe and happy 
patients and staff. Specific line items in GRASP 
(workload measurement tool) were developed to track 
restraint (as of November 2016). This data source 
lead to more accurate measures of patient seclusion - 
voluntary or otherwise. 

Feedback and team 
learning 

Yes Audits continue to be completed by Clinical Educators 
as per policy. Audits are more of a process audit 
versus identifying patient experience. Incorporation of 
historical audit tool may help identify patient 
experience; will look at incorporating elements of 
historical audit into present tool. 

 

  



ID 
Measure/Indicator 

from 2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

7 Readmission Rate: 
Percent of Acute 
Assessment Program 
inpatients readmitted to 
Waypoint within 30 
days of discharge. 
( %; Admitted to Acute 
Assessment Program; 
Q3 YTD; Hospital 
collected data) 

972 9.17 11.00 7.90 Current performance is 
current as of November 30, 
2016 YTD discharges 
Indicator Experience:30 day 
recidivism data and patient / 
family communication 
documents were presented 
at North Simcoe Muskoka 
LHIN Clinical Services 
Integration and 
Implementation Committee. 
Waypoint Acute 30 day 
recidivism rate remains 
below the other two 
schedule one hospitals in 
LHIN 12 and are well below 
the provincial average. With 
sustained performance on 
this indicator, it will be 
retired from the 2017-18 
Quality Improvement Plan 
and monitored by 
operational leaders. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP 
(QIP 2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 
were your key learnings? Did the change ideas make 
an impact? What advice would you give to others? 

Improve 
communication with 
community partners 

Yes Key learning: Providing timely discharge information to 
patients/family and community partners is critical and 
driving our success with this work. Working with the 
Physicians in order to provide 2 – 8 hours notice for 
people being discharged can be difficult. As well, some 
patients want to leave as soon as the Physician informs 
them they can be discharged. Experience: Unplanned 
discharges remain a challenge. Obtaining medication 
reconciliation documentation to ensure this is enclosed 
with the documentation being faxed is a challenge. 
Physicians Impact Acute Assessment 30 Day Recidivism: 
2014-15 = 12.9% 2015-16 = 10.7% 2016-17 Q3 YTD = 
7.9% 

Improve Yes Key learning: Planned discharges help the 



communication with 
patients 

interprofessional team to ensure that the patient has all 
the required information, documents and belongings for 
their discharge. We have more work to do to help patients 
understand the value of the information. Short notice 
discharges, when the patient wants to leave, does not 
permit the time required to gather, and complete the 
information and often the patients leave without their 
information. Experience: The interprofessional team has 
incorporated the document completion process into their 
daily activities. The weekly huddles continue to reinforce 
the commitment as the team continues to reach the set 
targets. Challenges and barriers were quickly recognized. 
Team members quickly accepted commitments to tweak 
the processes. The huddle board is located where 
patients can see the commitment to have the information 
ready for them at discharge. At times patients have asked 
staff for more than 1 copy of their document. Unplanned 
discharges (15 minutes notice) challenge the 
interprofessional team: they are often unable to prepare 
the necessary information to ensure the patient has what 
they need for a safe discharge with all their belongings. 
The initiation of the discharge documentation is 
sometimes the first time the interprofessional team is 
aware that a patient is being discharge. 

 

  



ID 
Measure/Indicator from 

2016/17 

Org 
Id 

Current 
Performance 
as stated on 
QIP2016/17 

Target 
as 

stated 
on QIP 
2016/17 

Current 
Performance 

2017 

Comments 

8 Total number of ALC 
inpatient days contributed by 
ALC patients within the 
specific reporting period 
(open, discharged and 
discontinued cases), divided 
by the total number of 
patient days for open, 
discharged and discontinued 
cases (Bed Census 
Summary) in the same 
period. 
( %; Mental health patients; 
October 2014 – September 
2015; WTIS, CCO, BCS, 
MOHLTC) 

972 6.87 6.40 7.33 Performance on this 
indicator has shown a 
steady month to month 
decline, from an April 
high of 8.17 to a 
November low of 
6.62%. Staff education 
and vigilance to the 
issue have helped 
identify appropriate 
patients, which are 
regularly discussed at 
the ALC reviews. Our 
partnership with CCAC 
staff is critical to this 
work. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP 
(QIP 2016/17) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 
were your key learnings? Did the change ideas make 
an impact? What advice would you give to others? 

Training No Implement Level of Care Utilization System (LOCUS) 
training. This change idea had to be delayed given the 
staff training required for implementation of the E.H.R. 
This training would impact all clinical program areas and 
as such would have been competing for the time of 
clinicians who were also undergoing E.H.R training. Also, 
as project leaders learned more about LOCUS, it became 
evident that training staff about the tool is only one part of 
an overall plan required to implement LOCUS across the 
hospital. 

Standardization 
(create of formal 
process) 

No Develop a policy/guideline to include all items related to 
access to care and ALC avoidance: As we have been 
collecting information and gathering other hospitals’ 
policies, we have developed a framework for the 
components of an Access to Care Policy. Running 
parallel to this work is the development of an ALC Policy 
through the NSM LHIN. This will inform our work here at 
Waypoint and become part of our overall Access To Care 
strategy. An important lesson learned here is that access 
to care is much broader and incorporates more 
components than originally thought. Having a single 



policy that incorporates all aspects of accessing care at 
Waypoint will be of great benefit. 

Improve 
communication 

Yes Implement patient/client flow meetings: A key learning 
with this indicator is that it is not the right indicator to 
assist in improving access to care. We will be changing 
the focus of these meetings to be inclusive of both patient 
flow issues and quality rounds/huddles that relate to 
access. This group will form a sound board for the 
development of a policy and provide expertise in 
resolving patient flow areas of concern 

Training No ALC Training: This change idea had to be delayed given 
the staff training required for implementation of the 
E.H.R. This training would impact all clinical program 
areas and as such would have been competing for the 
time of clinicians who were also undergoing E.H.R 
training. However, through the process of instituting ALC 
Reviews – we were able to educate teams at the point of 
care and therefore, some ALC education was completed 
and successfully adopted by certain program staff (e.g., 
Social Workers) 

Improve 
communication 

Yes Institute ALC Patient Review Meetings: Getting these 
meetings integrated into clinical care teams has not been 
easy but it has been very rewarding. We are learning lots 
about the barriers to discharging patients and engaging 
others (i.e. lawyer; ethical consults; CCAC; etc) in a 
different way. Through these meetings we are able to 
stay on top of actions and follow up on items that can 
easily slip by. ALC Review meetings take the focus away 
from the overall care planning and puts focus on the 
issue of ALC and discharge. We will continue with this 
change idea and continue to integrate across all 
programs. 

 

 


