
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 "During this emergency 
department visit, how often did 
nurses explain things in a way 
you could understand?" 
(Question 18) 
( %; ED patients; Q1 FY 2017/18 
(April-June 2017); NRC Picker) 

957 66.80 70.00 70.80  

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? 
Utilize patient experience 
related to 'readiness' for 
discharge (e.g., disposition 
from ED) to inform change 
ideas to strengthen our 
teaching information & 
strategies. 

Yes Longitudinal and Real-time survey results were 
mined for comments. Using the comments helped to 
identify specific themes and tangible action items. 

Provide nursing and other 
staff with education on 
evidence-based practices 
related to health teaching 
for patients & families 

Yes Education on use of the "Teach Back" method of 
information delivery was offered to all ED's. The 
ability to deliver this to all staff was impacted by 
attendance at the designated education days. 
Ongoing reinforcement/refresher is required to 
solidify the skill. Methodology needs to be embedded 
in unit level orientations to ensure that new staff 
receive it. Also should explore alternative methods of 
delivering content/refreshers (e.g. online learning 
modules) 

Provide nursing and other 
staff with education on how 
to access patient education 
materials on EDIS system 

Yes Nearly all staff have received training on how to 
access the ED discharge patient information material 
within the ED Health Information System (EDIS) 



Review & revise patient 
education materials to 
ensure they are the most 
useful to patients, ideally 
with patient & family input 

No Content cannot be revised (we only have the option 
to eliminate those that are not relevant to QHC. This 
list has been reviewed for ongoing relevance. 

Where appropriate add 
'prompts' within the EDIS 
intervention screens to 
remind staff to provide 
health teaching and provide 
written resources 

Yes We were able to attach suggested potentially 
relevant ED discharge teaching information to the 
patient chart by linking it with the "Presenting 
Complaint". We selected presenting complaints that 
are unlikely to result in admission as a starting point. 
This allows staff to easily determine, from existing 
materials, what is relevant for a specific patient and 
print from within their documentation. This has been 
completed for a portion of the presenting complaints 
and further work is needed to address outstanding 
presenting complaints. 

 
  



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 

2 30-day QHC Readmission 
Custom Rate for Patients with 
COPD from NACRS 
( %; All COPD Patients; 
January - December 2016; 
CIHI NACRS) 

957 18.80 18.30 21.40  

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? 

Identify patients at risk of re-admission 
in order to better support their 
discharge process and community-
based care plan 

No LACE tool rolled out to medical IPU's. 
Significant challenges with this being 
consistently assessed in units with high 
volume discharges. Focus shifted to 
information provided at discharge (PODS). 

Adoption of discharge action plans / 
recommendations for patients 

Yes Implementation of Patient Orientated 
Discharge Summaries (PODS) for 4 QBP 
diagnoses (including COPD) in mid-
October. Initial feedback from patients 
about PODS is very positive. Ongoing 
education and monitoring will be a focus in 
the new year - this is a strategic priority. It 
will be important to identify an effective 
way to measure the number of COPD 
patients admitted and discharged home 
with PODS. 

Seek to learn from COPD patients 
when they are readmitted by 
interviewing them to learn how we 
could have prepared them better. We 
can use their experiences and 
feedback to inform PDSA cycles to 
improve 'readiness' for discharge 

No Patients not necessarily re-admitted with 
same discharge diagnosis however still 
have COPD as a focus diagnosis. In June, 
real-time surveys conducted at 3 different 
sites and 3 different units with similar 
findings. At this time it was determined 
that this was not the time to pursue this 
change idea. There is a sub region group 
working with data that supports we have a 
high prevalence of COPD in our region as 
well as elevated admission and 
readmission rates for COPD. The reasons 
are multi-factorial and require more in 
depth examination before resuming. One 



example of this is how we ensure 
consistency with determination of COPD 
staging. 

 
  



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 ALC Conversion Rate 
( Rate; General medicine and 
surgery inpatients; July - 
September 2017; Hospital 
collected data) 

957 2.77 2.90 2.99  

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? 
Gain a better 
understanding of patients 
who convert to ALC will 
help us identify trends and 
change ideas 

Yes Education provided to Patient Flow Coordinators and 
review of ALC conversion cases as standard work 
for this role was implemented. 

To enhance team support 
of patient's maintaining 
mobility and function 

No Completed assessment refers to early ED OT 
assessment (ED diversion) which provides functional 
support while in the ED and provides guidance only 
on transition to the IPU’s. Approval received from 
LHIN Nov 2018 to begin second phase which will 
starts Dec 2018 - March 2020 through one time 
funding. This second phase will provide therapeutic 
services earlier in the LOS (in ED) with 
measurement of functional improvement and better 
coordination of unit to unit communication and care 
between nursing, allied, and non-regulated staff. The 
goal is to improve functional status during a 
"standard" acute LOS and/or reduce acute LOS as a 
result of improved function and in addition reduce the 
need for Home and Community Care services upon 
discharge. 

 
  



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 Did you receive enough 
information from hospital staff 
about what to do if you were 
worried about your condition or 
treatment after you left the 
hospital? 
( %; Survey respondents; April - 
June 2017(Q1 FY 2017/18); CIHI 
CPES) 

957 57.10 57.10 51.00  

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? 
Utilize patient experience 
related to 'readiness' for 
discharge to inform change 
ideas to strengthen our 
teaching information 
&strategies 

Yes Longitudinal and Real-time survey results were 
mined for comments. Using the comments helped to 
identify specific themes and tangible action items. 

Provide nursing and other 
staff with education on 
evidence-based practices 
related to health teaching 
for patients & families 

Yes Education on use of the "Teach Back" method of 
information delivery was offered to all med/surg 
IPU's. Ongoing reinforcement/refresher is required to 
solidify the skill. Methodology needs to be embedded 
in unit level orientations to ensure that new staff 
receive it. Also should explore alternative methods of 
delivering content/refreshers (e.g. online learning 
modules) 

Provide nursing and other 
staff with education on how 
to access patient education 
materials via EDOC or 
otherwise 

No Patient education material available in the Meditech 
system was determined to be unsatisfactory for 
patient teaching. Rather than spend time 
investigating if and how alterations can be made we 
decided to pursue Patient Oriented Discharge 
Summaries (PODS) which are in paper format. 

Review & revise patient 
education materials to 
ensure they are the most 
useful to patients, ideally 
with patient & family input 

No We elected to move ahead with PODS rather than 
revise content in our Health Information System. The 
development of the PODS was heavily influenced by 
a Patient Experience Partner. 

Where appropriate add 
'prompts' within the EDOC 

No Not using Meditech discharge materials. We have 
created a prompt to complete the LACE tool in the 



intervention screens to 
remind staff to provide 
health teaching and 
provide written resources 

admission documentation. 

Development of PODS for 
4 select diagnoses (COPD, 
CHF, Pneumonia, Stroke) 
which are provided and 
reviewed prior to 
discharge. 

Yes PODS have been very successful and follow-up 
phone calls with patients who received one have 
been very encouraging. We are planning to roll out 
additional PODS in the upcoming year. The late 
implementation (mid-October) of this has resulted in 
only a minor impact to the LAG measure. As we 
increase the volume of patients who receive them 
and have sufficient time for analysis (result of 
longitudinal lag in results)we are confident that this 
will positively impact this measure. 

 
  



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 Number of workplace violence 
incidents reported by hospital 
workers (as defined by OHSA) 
within a 12 month period. 
( Count; Worker; January - 
December 2017; Local data 
collection) 

957 CB CB 103.00  

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? 
Implement a Comprehensive 
Violence and Harassment 
Program consistent with 
Guidelines of the PSHSA 
across all QHC and all 
departments 

Yes comprehensive incident review process 
implemented in July 2018. Focus of this process 
is to determine the root cause of violent incidents 
and spread learning from these experiences to 
the team and other units. Included also a 
comprehensive revision to the Workplace 
Violence policy and the implementation of a 
flagging process in the ED's for patients who 
screen positive on the Dynamic Appraisal of 
Situational Aggression (DASA) assessment 
tool.De-escalation training module completed 
through e-learning technology to ensure all staff 
have proper knowledge moving forward to de-
escalate situations they are presented with. 
Increased monitoring of formal de-escalation 
training (in our higher risk patient care areas) has 
also been implemented. 

Sustain standard work and 
reporting developed in 
2017/18 through Fiscal Year 
2018/19 

Yes Time frames for completion of a Violence 
Incident review (includes review of events and 
manager, director, and VP sign off) are 
monitored and reported monthly at our 
Grassroots Transformation meeting. The 
identified time frame of 10 days is being met with 
significant consistency. 

 
  



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 patients discharged 
from hospital for which discharge 
summaries are delivered to primary 
care provider within 48 hours of 
patient’s discharge from hospital. 
( %; Discharged patients ; most 
recent 3 month period; Hospital 
collected data) 

957 CB CB CB  

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? 
Build reporting on 
relevant time 
intervals 

No We have been able to build a report for discharge to 
dictation and then dictation to transcription. We have not 
yet been able to determine the delivery time as this is 
currently achieved through multiple methods. A focus for 
the upcoming year will be examining our current processes 
for D/C summary delivery to primary care providers and 
applying process improvement and lean principles where 
able. We will be providing each department with the 
discharge to dictation time frames (department level and 
physician specific) for discussion and monitoring. 

Scanning of 
inpatient charts 

Yes All inpatient charts are being scanned into system. 

Front end dictation 
pilot project. 

Yes The pilot project was successful: resulted in a significant 
decrease in transcription volumes of progress notes within 
the pilot group (76% reduction) and 100% adoption. 

Creation of a 
standard 
discharge 
summary to 
streamline process 

Yes A standard discharge summary template was created for 
family and internal medicine. 

 



 


