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Excellent Care for All 
Quality Improvement Plans (QIP): Progress Report for 2018/19 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 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

1 Total number of alternate 
level of care (ALC) days 
contributed by ALC patients 
within the specific reporting 
month/quarter using near-
real time acute and post-
acute ALC information and 
monthly bed census data 

 8.5 12.7 10.5 Q3 YTD Waypoint continues to 
have ALC rates below 
the target that was 
established by the 
NSM LHIN.   
 
WHAT ACTIONS ARE 
WE TAKING?  

Ongoing participation 
at a local, regional, 
and provincial level in 
the development of 
strategies, policies, 
guidelines, and 
education.  
• Ongoing 
collaboration with our 
Home & Community 
Care team (formerly 
CCAC) and other 
housing providers is 
essential in 
addressing ALC.  
• ALC rates are 
reported at monthly 
Senior Team huddles 
to ensure everyone is 
aware and can assist 
in strategy building, 
where necessary. 
• A psychiatrist lead 
has been identified to 
champion the work of 
the leading practices 
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implementation.  

• Leading practices work 
is underway and will 
continue throughout the 
remainder of the year.  

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 2018/19) 

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? 

1)Increase staff 
awareness 

No The target date for the implementation of the ALC Leading 
Practices has been moved to Q4 2018-19 

2)Standardize the 
process of setting 
expected 
discharge date 
(EDD) 

Yes This was an automated process and required assistance from 
Clinical Informatics in order to effectively run reports that are 
generated via the electronic medical record 

3)Increase patient 
and family 
participation in 
care planning 

No The target date for the implementation of the ALC Leading 
Practices has been moved to Q4 2018-19 
  

4)Match capacity 
with demand 

Yes Learned that we need to explore other options and 
partnerships to address affordability of housing caused by 
increase in rents.  Rent subsidy bundling was requested and 
approved by partners and Ministry of Health.  There has not 
been an equal uptake for the Road to Recovery project 
regionally. So flexibility in terms of utilizing the unallocated 
spaces to regions with a higher demand was necessary.  
Flexibility in terms of eligibility was needed to ensure that 
patients who are on short stay hospitalization could be 
contacted post-discharge and would not lose their place if they 
were discharged before locating a suitable apartment.  The 
key learnings were that collaboration and flexibility are 
necessary to ensure that the program is accessible.  
 

5) NEW:  Sustain 
ALC Rounds 

 ALC Rounds are held for every patient who is designated as ALC.  

 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance as 

Target as 
stated on 

Current 
Performance 

Comments 
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stated on 
QIP2018/19 

QIP 
2018/19 

2019 

2 Percent positive response to 
the OPOC survey question “I 
think the services provided here 
are of high quality” 

 80 
 

82.00 77%  

 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

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? 

1)Enhance partnerships 
with the Aboriginal 
Health Circle 

Yes We were successful in pursuing a CIHR grant with the 
Barrie Area Native Advisory Circle, and other partners 
(CMHA, Western University). The results of the grant 
will allow us to be more informed on our current state, 
and will enable future research and clinical work in this 
area. Other research projects are beginning to be 
explored with BANAC, Western University, the 
Waakebiness-Bryce Institute, and other potential 
partners. The current project has resulted in 
strengthening our partnership with the Aboriginal 
Health Circle, and formed the basis for re-engaging the 
Aboriginal Research Committee. 

2)Increase staff 
knowledge and 
awareness of cultural 
competence and safety 
regarding patient care 

Yes Implementation of the Emergency Use of Restraint and 
Seclusion and the Therapeutic Engagement and 
Assessment policies in May 2018, provided staff with 
education regarding restraint and seclusion and 
Human Rights considerations.  With the roll-out of the 
revised Human Rights on Creed-based Grounds Policy 
(approved Dec 8 2018) and the subsequent alignment 
of the Human Rights e-learn module foundational 
knowledge will again be imparted (underway).   
Conversation/Wellness Kits re Organizational Culture: 
Human Rights in Mental Health were launched at the 
Leaders' Forum in Dec 2018 and will cascade to all 
levels of the organization beginning mid-January.  
Case studies explore Human Rights considerations 
and unconscious bias.  Ontario Human Rights 
Commission approval to be sought.  Participant by 
staff who applies restraints and seclusion is mandatory 
and attendance will be tracked (as part of our 
response to the Ontario Human Rights Commission 
Minutes of Settlement compliance. 

3) Improve French 
language services 

Yes French Language Services policy was developed and 
approved by the Board in May. Established a  
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French Language Services Advisory Committee in 
September. The committee meets quarterly and 
reports to the Board. The committee is preparing a 
2019/20 French Language Services plan for 
submission to the NSM LHIN in April 2019. 

4)Standardize care 
planning 

Yes Continue with refresher and qualitative audits.  
 

5)Improve 
standardization of care 

No Need a dedicated physician lead.  
 

6)Develop patient-
centred treatment plans 

Yes Continue with refresher and qualitative audits. 

7)Match capacity to 
demand 

No That providing evening and weekend services is 
complicated and requires a great deal of coordination 
between on in-patient programs.  Some programs 
have endeavored to adjust Recreation Staff schedules 
based on aggregate needs but no coordinated plan 
has been established.   A Recreation project team was 
formed to improve patient access to evening and 
weekend programming which was met with mixed 
review and support.  The project outcome was utilized 
to inform the further work of model of care consultants 
so the work was not lost. Lesson learned is that timing 
and communication plans are essential. 

8)Listen to patients Yes Provincial Employment and Education area have 
surveyed the High Secure Provincial Forensic 
Programs patient population to determine their service 
priorities.  A report has been developed to attempt to 
diversify services and will take some time to 
implement, due to projected costs and operational 
requirements.    

 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

3 Number of workplace 
violence incidents 
reported by hospital 
workers (as by defined 
by OHSA) within a 12 
month period. 

 343 326 260 Q3 YTD This new indicator shows 
significant fluctuation in 
the first 8 months of 
measure, with 5 of 8 
months having met the 
target.   Our data is 
shown to be easily 
influenced by individual 
patient activity that 
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results in temporary 
changes in acuity on 
specific programs.   

 

Change Ideas from 
Last Years QIP 
(QIP 2018/19) 

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? 

1)See work plan for 
workplace violence 
frequency and 
severity 

1)See work plan for 
workplace violence 
frequency and severity 

1)See work plan for workplace violence frequency and 
severity 

 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

4 Workplace Violence 
Frequency (Lost time 
claims per 100 full 
time equivalents) 

 0.98 0.93 2.31 Q3 YTD Indicator is trending above 
the current target.  We are 
seeing a increase in the 
frequency of lost time 
injuries due to patient 
violence specifically in the 
Regional Dual Diagnosis 
and Geriatric programs.  
This data is in line with 
anecdotal reports of 
increased patient acuity in 
those program areas.   
 
 
WHAT ACTIONS ARE WE 
TAKING? 
The employer continues to 
implement quality 
improvement initiatives 
aimed at reducing incidents 
and associated lost time. 
New initiatives include: 
• Psychological Health & 
Safety launched new staff 
resource in late September 
geared at education 
regarding mental health 
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services in the community. 
• Waypoint completed gap 
analysis of 2017-18 VARB 
tools, and is participating on 
provincial development 
teams for 2018/19 VARB 
tools. 
• Waypoint is participating 
on Ministry of Labour 
Research & Development 
Team Phase 2 to create 
2018-19 workplace violence 
tools for Hospital sector. 

 

Change Ideas from Last 
Years QIP (QIP 2018/19) 

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? 

1)Improve compliance in 
Internal Responsibility 
System, specifically related 
to risk/incident reporting and 
follow-up 

Yes 
 

Increased focus on identification of mitigations 
options in incident reports. New procedure in 
Health & Safety department ensured that 
Managers identify hazards mitigations and 
communicate back to staff. This process change 
was initiated in January 2018, and has been an 
important improvement in the transparency of the 
incident reporting process.   
 
PRIOR STATE:  Prior feedback from staff noted 
that some were not sure what happened once they 
submitted an electronic incident report.   
 
CURRENT STATE: Staff who submits an incident 
report now receives an update from the HEALTH & 
SAFETYoffice that includes the reported hazard 
and the mitigation strategies implemented by the 
Manager.  They are also provided with the 
opportunity to follow-up/appeal if they do not 
believe their concern has been adequately 
addressed.  This effectively closes the loop in the 
incident reporting process.   
 
MEASURE:  % OF SPIRIT FILES CLOSED WITH 
MITIGATION ALREADY IN PLACE (PRIOR TO 
HEALTH & SAFETYFOLLOW-UP) = 79% ytd 
 
This is intended to measure the frequency with 
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which Managers are actively investigating and 
providing follow-up in the electronic incident files as 
part of their supervisor competency requirements.   
This helps the Health & Safety office to identify 
Managers that may require additional supports in 
incident investigation. 
 
MEASURE:  STAFF APPEAL RATE = 0% 
There have been zero staff appeals of file closures 
since January 2018.  We interpret this to mean that 
no staff have been dissatisfied with the steps taken 
by the Manager to address the reported concern. 

2) Improve compliance in 
Internal Responsibility 
System, specifically related 
to risk/incident reporting and 
follow-up. 

Yes Health & Safety campaign promotes and audits 
monthly manager departmental inspections, 
placing increased focus on hazard identification 
prior to incidents occurring. 
 
The Health & Safety office has committed to 
providing a monthly newsletter to Managers.  Each 
newsletter discusses a unique aspect of the safety 
system, and highlights a topic that can be 
discussed with staff at Safety Huddles.     
 
SAFE & WELL BRANDING:  Newsletters have 
been branded under SAFE & WELL, which is a 
multi-site branding initiative shared by the four 
mental health and addictions partners, The 
campaign promotes safety processes and 
resources for staff and patients. Topics often relate 
to discussion areas found on corporate SAFE & 
WELL boards that were distributed to each 
department. 
 
Employee Health, Safety & Wellness hosted SAFE 
& WELL week in third week of September 2018. 
 
MEASURE:  # OF MONTHLY SAFETY 
NEWSLETTERS = 100% 
 

3)Improve data collection 
related to patient violence 

Yes These new workplace violence indicators 
(frequency and severity) are in use, and are 
discussed at monthly Leadership Team Huddles.  
They provide a high level summary of overall 
statistics, but looked at in isolation they do not tell a 
complete story.  The real value is gained from 
digging deeper into contributing factors.   
 
INTERPRETATION OF MEASURES:  Both 



 

Page | 8 

 

indicators provide a statistic that is per hundred 
full-time employees.  We find that there is often 
difficulty with the Managers relating to the statistic 
in discussions.  In management huddles, it is 
proving more effective/relevant to discuss the data 
that drives the statistic - total Lost Time Injuries 
and Total Lost Days - as it makes the indicator 
more relatable to the work Managers do.  
 
FREQUENCY MEASURE: 
This is a measure of how many incidents have 
occurred across the hospital, however we 
understand that our incident rates are generally 
driven by clinical programs.  As such, deeper 
analysis and Quality Improvement initiatives are 
generally focused on where the incidents actually 
occur. 
 
SEVERITY MEASURE: 
This indicator measures lost time across the 
hospital, and is greatly impacted by the severity of 
claims.  One long term absence can produce the 
same measure as multiple short duration 
absences. So it is important to break this statistic 
down into contributing claims (using the frequency 
data) when looking at this indicator. 

4)Reduce stigma and 
support understanding and 
empathy re: psychological 
health, safety and wellness 

Yes Three quarterly staff conversation kits have been 
distributed to all program and department leaders.  
 
1.  The first kit (Engagement) ended with a 91% 
completion rate among Managers.  Completion of 
this kit was closely monitored at the SLT level, 
which included discussions regarding both overall 
corporate compliance and individual compliance. 
2.  The second conversation kit (Civility and 
Respect) ended at 59% completion rate among 
Managers.   
3. The third conversation kit (Psychological 
Protection) sits at 40% with a due date of mid-
January 2019. 
 
COMPLETION RATES:  Initial conversation kit 
completion was actively monitored at Leadership 
Team huddles, and resulted in a high rate of 
completion.  However, monitoring of subsequent 
kits (#2 and 3) transferred to Quarterly Quality 
Reports as a reportable indicator, and the 
completion rate has dropped significantly.  The 
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absence of individual compliance monitoring (in the 
form of direct follow-up from the VP) has greatly 
impacted the amount of discussions taking place. 
   
FEEDBACK:  Feedback from Managers who 
participate in the kits has become more positive as 
they gain experience with the conversations.  
Those who participate in the kits seem to be more 
engaged in them, and are more confident leading 
the discussions. 

5)Improve availability of 
Employee Support Services 

Yes Staff Employee Family Assistance Program 
utilization rates are provided by the EFAP service 
provider.   
 
ANNUAL RATES 
2015:  14.22%  (prior to re-launch) 
2016:  35.37%  (year of re-launch) 
2017:  31.83%  
2018:  25.59% YTD 
 
EXPECTATIONS:   
1.  We expected that utilization rates would 
increase significantly with the relaunch of the 
EFAP, and that occurred.   
2.  We also expected that the immediate increases 
would not be sustained, but hoped to see a higher 
level of utilization than was present prior to the re-
launch.  That has also occurred. 
 
CURRRENT STATE:  We are in our third year 
since the EFAP was re-launched, and utilization 
rates are still higher than pre-launch rates in 2015.  
We see this as a positive outcome of the continued 
promotion of psychological health services to staff.  
General awareness of psychological health, and of 
resources, remains high. 

6)Improve communication of 
roles and responsibilities 

Yes 
 

Safe & Well Waypoint newsletter and Staff 
Information Session included key messages about  
"security and safety is everyone's responsibility” 

7)Implement a procedure for 
random searching of non-
metallic material for patients 
exiting vocational services in 
the Provincial Program 

No Vocational Services Staff are awaiting patient pat 
down training from Forensic Security Office staff 

8) NEW: Assess current use 
of planned patient room 
extraction procedures 

 Commenced measure of injuries in planned room 
extraction training in order to identify process 
improvements related to training provided to staff. 
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Completed a review of room extraction events and 
related processes, and identified both safety and 
clinical process improvement initiatives aimed at 
reducing injuries that occur during room 
extractions. This includes an increase in staff 
trained to participate in planned room extractions, 
increase in Managers trained to lead room 
extractions 
 
Implemented patient room extraction checklist that 
will standardize extraction process and identify 
situational hazards and mitigations in advance of 
procedure. 

 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

5 Workplace Violence 
Severity (Lost time 
claim days per 100 full 
time equivalents) 

 38.6 36.6 33.87 Q3 YTD Indicator is trending slightly 
above the current target (as 
of November 2019).   The 
indicator has been heavily 
influenced by continued 
lost time from a November 
2017 incident for which the 
worker is still absent from 
work.  Lost time from this 
injury is no longer counted 
in measure effective 
November 2018, and we 
expect to see a positive 
impact on this indicator for 
the remainder of the period 
as all other LTI claims have 
resulted in very few lost 
hours. 

 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

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? 

1)See work plan for 
workplace violence 

1)See work plan for 
workplace violence 

1)See work plan for workplace violence frequency 
and severity 
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frequency and 
severity 

frequency and severity 

2)Improve 
assessment of patient 
risk of harm 

Yes Risk for suicide now integrated into standardized 
patient security level system assessment  

 

 

 

 

 

ID 
Measure/Indicator 

from 2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

6 Percentage of quarterly 
clinical assessments 
indicating acute control 
medication use (i.e., 
chemical restraint) 
( %; Mental health 
patients; October 2015 
- September 2016; 
CIHI OMHRS) 

972 4 4.0 1.96 Q3 YTD 
 
*Not yet 
verified from 
CIHI 

Waypoint's 5 year Quality 
Safety and Risk plan 
established the goal of 
exceeding performance 
year over year. The target 
is hopeful and may never 
be achieved: Waypoint 
includes Ontario's only high 
security, all male, forensic 
hospital beds. As such, our 
patients typically present 
with complex conditions 
and behaviours and cannot 
be safely and effectively 
served elsewhere in the 
province - hence the 
comparatively high restraint 
rates, relative to our peers. 
That said, we continue to 
maintain stretch targets for 
ourselves, and the target 
for 2017-18 carries over for 
2018-19. 
 
 

 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

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? 
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1)Improve the 
therapeutic milieu 

Yes Bayview: 60% of Safe Wards modalities implemented. 
Changed original implementation plan:  Originally 
planned to introduce staff to one modality per week. 
Quickly discovered that sustainability of each modality  
required a slower pace, and moved to one modality 
introduced per month  
 
Awenda/Beckwith: A little too ambitious about the 
timelines. We initially thought that this would be 
completed much sooner than expected, as was the 
feedback from our peer hospitals. So far, the change 
appears to have an impact on the pilot units  

2)Improve 
communication with 
patient following 
restraint or clinical 
isolation 

Yes Staff are continuing to complete a debrief with a patient 
after each instance of restraint in an effort to improve 
communication with our patients. 
 
Bayview: 90% of patients offered a debrief following a 
restraint or clinical isolation 
 
Awenda / Beckwith: These are an invaluable tool that 
provide excellent information about a restraint event 
and how we can reduce the use of restraint in future 
occurrences. These continue to occur; I would 
recommend continuing to complete them. 

3)Improve 
understanding of 
patient needs 

Yes Completion of an individualized Patient Safety Support 
Plan to improve our understanding of our patient’s 
needs. 
 
Bayview:100% of Patient Safety Support Plans 
completed 
 
Awenda/Beckwith: These are completed on a yearly 
basis and updated as required. They are impactful, 
however the Crisis Prevention Plan are used on the 
Awenda and Beckwith units much more frequently. 

4) NEW: Increase 
coordination of efforts 

 Ongoing efforts to create a project plan incorporating 
the various Waypoint initiatives including external 
consultants, additional seclusion relief efforts supported 
through funding from the MOHLTC, the auditing 
process of events that include the use of restraint, 
among other initiatives. 
 
There is currently a working group including the Clinical 
Director of the Beckwith and Awenda programs, 
Director of Professional Practice, and the project 
management team to help identify efficiencies, and 
streamline workflow. 
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5) Medication reviews  • Review of antipsychotic prn use through Evidence 
Based Advisory Council (EBAC). 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance as 

stated on 
QIP2018/19 

Target as 
stated on 

QIP 
2018/19 

Current 
Performance 

2019 

Comments 

7 Percentage of quarterly 
clinical assessments 
indicating 
physical/mechanical restraint 
use 
( %; Mental health patients; 
October 2015 - September 
2016; CIHI OMHRS) 

972 11.9 9.0 11.7 Q3 YTD 
 
*Not yet 
verified from 
CIHI 

see notes for 
acute control 
medication use 

 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

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? 

1)Improve the 
therapeutic milieu 

Yes Bayview: 60% of Safe Wards modalities implemented. 
Changed original implementation plan:  Originally 
planned to introduce staff to one modality per week. 
Quickly discovered that sustainability of each modality  
required a slower pace, and moved to one modality 
introduced per month  
 
Awenda/Beckwith: A little too ambitious about the 
timelines. We initially thought that this would be 
completed much sooner than expected, as was the 
feedback from our peer hospitals. So far, the change 
appears to have an impact on the pilot units  

2)Improve 
communication with 
patient following 
restraint or clinical 
isolation 

Yes Staff are continuing to complete a debrief with a patient 
after each instance of restraint in an effort to improve 
communication with our patients. 
 
Bayview: 90% of patients offered a debrief following a 
restraint or clinical isolation 
 
Awenda / Beckwith: These are an invaluable tool that 
provide excellent information about a restraint event 
and how we can reduce the use of restraint in future 
occurrences. These continue to occur; I would 
recommend continuing to complete them. 

3)Improve Yes Completion of an individualized Patient Safety Support 
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understanding of 
patient needs 

Plan to improve our understanding of our patient’s 
needs. 
 
Bayview:100% of Patient Safety Support Plans 
completed 
 
Awenda/Beckwith: These are completed on a yearly 
basis and updated as required. They are impactful, 
however the Crisis Prevention Plan are used on the 
Awenda and Beckwith units much more frequently. 

4)Improve teamwork Yes Teams complete 28 day consults for patients requiring 
the use of seclusion, and ethics consults are being held 
for patients requiring the use of seclusion for 60 days 
or more. 

5)Improve data quality Yes Built a single source of data based on the new EHR 
that pulled required fields related to restraint and 
seclusion use. 

6) NEW: Increase 
coordination of efforts 

 Ongoing efforts to create a project plan incorporating 
the various Waypoint initiatives including external 
consultants, additional seclusion relief efforts supported 
through funding from the MOHLTC, the auditing 
process of events that include the use of restraint, 
among other initiatives. 
 
There is currently a working group including the Clinical 
Director of the Beckwith and Awenda programs, 
Director of Professional Practice, and the project 
management team to help identify efficiencies, and 
streamline workflow. 

 

 

ID 
Measure/Indicator from 

2018/19 

Org 
Id 

Current 
Performance 
as stated on 
QIP2018/19 

Target 
as 

stated 
on QIP 
2018/19 

Current 
Performance 

2019 

Comments 

8 Percentage of patients 
with first follow up 
outpatient* appointment 
after discharge from 
inpatient service within 7 
days (*Includes 
Waypoint Outpatient 
Services only) 

 77 81 75 Q3 YTD WHAT ACTIONS ARE 
WE TAKING? 
 
• With the implementation 
of Electronic Health 
Record some outpatient 
files are no longer closed 
when a client is admitted 
to Admission Assessment 
Program at Waypoint; this 
provides continuity of 
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documentation and 
reduces risks related to 
duplication of records, and 
confusion around active 
files. 
• Improving Data Integrity 
by ensuring GRASP data 
is completed as close to 
point of care as possible. 
The Manager huddle 
boards are specific to the 
completion of workload 
measurement and 
contacts. 
• Exploring why we are not 
at target, there is always a 
story in the client’s journey 
and opportunities for 
improvement. 

 
 
 

Change Ideas from 
Last Years QIP (QIP 

2018/19) 

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? 

1)Listen to the 
customer 

Yes All situations where a client has not been seen within 7 
days reviewed on a monthly basis with team members 
and data reported to Senior Leadership Team.  
Recognition that data collection methods have created 
inaccurate information (data gathered from 6 months prior 
to outpatient registration, thus clients declining 
appointment on discharge but subsequently being 
referred by GP  were captured in stats).  This has led to 
changes in parameters for 2019-20. 

2)Improve 
communication / use 
automation 

Yes % of clients receiving follow up with Mobile Treatment 
and Support Team on day of discharge is very high as 
discharges are planned and anticipated and the Mobile 
Treatment and Support Team clinicians are actively 
involved in the discharge.  This is harder to achieve with 
acute care client referrals, however clinical coordinators 
are accessing SharePoint admission/discharge report to 
monitor client movement.   

3)Improve 
communication 

Semi Inpatient and Outpatient teams are working 
collaboratively to improve the referral process. The 
Outpatient Assessment and Treatment Services, and 
Mobile Treatment and Support Team Clinical 
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Coordinators or delegates review admission and 
discharge reports every morning; this is further supported 
by phone calls with the inpatient Social Worker to review 
the client’s transition in care. 
 
Tried a variety of communication mechanisms with AAP 
however daily phone calls during rounds proved 
cumbersome and inefficient use of time.  Utilising 
SharePoint reports provides timely information, plus 
direct communication between teams is continually 
encouraged. 

4)Improve 
communication 

Yes Indicator data was gathered between Dec. 2017 and 
March 31 2018 demonstrating a vast improvement in 
each of the three areas.  Results were subsequently 
monitored to ensure communication practices (access) 
was sustained and integrated.  
 Indicators now retired. 

5)Match amount of 
service to client need 
based on clear goals 

No OCAN training being rolled out in last quarter 2018 

 


