2018/19 Quality Improvement Plan for Ontario Primary Care

"Improvement Targets and Initiatives"

i

South Georgian Bay CHCs 202-14 Ramblewood Drive, Wasaga Beach, ON L9Z 0C¢

Issue

Measure/Indicator

Type

Unit / Population

Source / Period

; must be completed) P = Priority (complete ONLY the comments cell if you are not working on this indicatc

Effective transitions Percentage of patients |P % / Discharged See Tech Specs /
who have had a 7-day patients Last consecutive
post hospital 12 month period
discharge follow up.

(CHCc AHACc NDICc)

Population health - Percentage of Ontario |A % /PC CCO-SAR,EMR /

cervical cancer screen-eligible women, organization Annually

screening 21-69 years old, who population eligible
completed at least one for screening
Daon tact in A2 manth

Population health - Percentage of Ontario |A % /PC See Tech Specs /

colorectal cancer screen-eligible organization Annually

screening individuals, 50-74 population eligible
years old, who were for screening
avardiia far calaractal

Population health - Percentage of patients |A % / patients with |ODD, OHIP-

diabetes with diabetes, aged 40 diabetes, aged 40 [CHDB,RPDB /
or over, with two or or over Annually
more glycated
hamangalahin (HhA1C)

Equity-Events Number of initiatives, |C Number / In house data

Addressing Barriers events, advocacy Initiatives,events, |collection /

Attended opportunities, and committee Annually
committee meetings meetings,
attandad that addracc advncacy

Equity-Impact Percentage of Health |C %/PC In-house survey /

Assessments Equity Impact organization Annually
Assessments population
completed on new (surveyed sample)
initiativiac naliciac and

Equity-Poverty Percentage of positive |C % / Tools Used In house data

Screening Poverty Screening Tool thatresultin a collection /
used that that result in referral Annually
aform completion or
rafareal mada

Equity-Target Percentage of CHC C %/PC In-house survey /

Population target population organization Annually
reached in programs population

(surveyed sample)




Population Health-
Breast Cancer Care
Screning

Percentage of eligible
female clients, aged 50
and over, who
completed a

mammagram in tho

% /PC
organization
population eligible
for screening

In house data
collection /
Annually

Timely

Timely access to
care/services

Percentage of patients
and clients able to see
adoctor or nurse
practitioner on the

como dovar novt dowv

%/PC
organization
population
(surveyed sample)

In-house survey /
April 2017 -
March 2018




Organization Id

Current
performance

Target

Target
justification

Planned improvement
initiatives (Change Ideas)

)r) A= Additional (do not select from drop down menu if you are not working on this indicator) C = custom (

91570* CB CB Current 1)1. Work with the local
performance hospital to ensure they
cannot be gauged |understand therole of
due to lack of SGBCHC including Nurse
cancictancyin Dractitinnarc 2 Davalan o

91570* 88 95.00 Target decided 1)1.Increase the rate of
based on prior cervical cancer screening in
year performance | eligible women
and corresponds
with MN_SAA

91570* 11 10.00 Target is set 1)Decrease the percentage of
based on prior clients who are overdue for
year performance |colorectal cancer screening
and corresponds
wiith N_SAA targat

91570* 83 85.00 Target adjusted 1)1.Maintain/slightly increase
according to past |the percentage of clients with
performance diabetes, aged 40 and over,

with two or more Alc tests
within thanact 12 manthe

91570* CB CB This is anew 1)To focus the team's
indicator for the [advocacy work on the factors
SGBCHC and that impact clients' health
therefore baseline | inequities
muct hag

91570* CB CB This is a new 1)To begin using the Health
indicator for Equity Impact Assessment
SGBCHC and
therefore baseline
doto miuict ho

91570* CB CB This is a new 1)To increase use of the
indicator for the |Poverty Screening Tool and
SGBCHC develop procedures for
therefore baseline | follow-up (filling out ODSP
data miict ha farmc rafarraltn nartnar

91570* CB CB This is a new 1)To begin using the standard
indicator for the |program evaluation to track
SGBCHC and whether programs are
therefore baseline | reaching target population
muct hg




91570* 76 85.00 Target based on | 1)Increase the percentage of
past years eligible female clients, aged 50
performance and |and over, who have
corresponds with [ completed a mammogram in
NM_SAA targat tho nroviniic fwwn vioar narind

91570* 62 68.00 Target set based |1)1. To improve office

on percentage of
improvement to
be obtained in

thoncaming

efficiencies by exploring
available tools/strategies (eg:
Advanced Access techniques)

2 _lmnrovonindorctanding nf




Methods

Process measures

add any other indicators you are working on)

1. The Clinical Manager will work with the hospital to review
therole of the CHC and to ensure all providers are
registered within the hospital database 2. All PHCP's will
notify the clinical nurse when they receive a hospital

admiccinn ranart ac vl ac diceharga ranart 2 Thao Clinical

Number of hospital admissions/discharges compared to
the number of clients who are seen within 7 days post-
discharge

1. Create searches through the EMR to be automated and
accurate 2. Create a recall system for clients overdue for
screening 3. Maximize use of reminder system within EMR
4. Consider culture sensitivity training for staff in order to

idantifv anitraach ctratagiaoc 5§ Navimiza auary clignt vicit by

Percentage of eligible women, aged 21-69 years old, who
completed at least one Pap test in a 42 month period

1. Create searches through the EMR to be automated and
accurate 2. Create a recall system for clients overdue for
screening 3. Maximize use of reminder system within EMR
4. Consider cultural sensitivity training for staff to identify

now nntroach ctratagioc B Novimizo ovory cliont vicit by

The percentage of eligible clients, aged 50-74 years old,
who are overdue for colorectal screening in the calendar
year

1. The diabetes team will work together to further develop
the system for recalling and connecting with diabetic
patients 2. The Data Management Coordinator will work
with the diabetic team to ensure a reminder system is put

in nlacowhan o cliontc'c A1C tactic diig 2 Thao Diahatic

The percentage of clients with diabetes, aged 40 and over,
with two or more HbAlc tests within the past 12 months

1. Data management coordinator will develop effective
tracking method for recording attendances 2. Clinical
manager to train staff on which advocacy, committee
meetings, initiatives and events can be counted as

'addraccing harrigre that imnact haalth aanity' 2 Stoff +o

Total number of initiatives/committee meetings/advocacy
opportunities attended or organized by any staff member,
that address barriers that impact client health equity

1. The clinical manager will train all staff on the use of the
Health Equity Impact Assessment 2. Policies and procedure
will be developed to support staff to use HEIA on new
initiatives, policies and programs 3. Support will be

nrovidod hyv clinical maonagar nintil ctaoff fool camfartahla

The number of new initiatives, policies and programs that
complete an HEIA, over the total number of new initiatives,
policies and programs.

1. Clinical manager to organize training to all staff on the
Poverty Screening Tool, 2. Clinincal manager to organize in-
depth training for appropriate staff (NPs, Clinical Nurse,
Health Promoter, Patient Navigator) on Poverty Screening

Tonl and Raonofitc Seraaning Toanl (coa

Total number of forms completed/referrals over the total
number of individuals with a positive result from the
Poverty Screening Tool.

1. Data management coordinator will develop effective data
analysis method for completed evaluations 2. Health
promotion staff, supported by the Clinical Manager will
develop a process and policy regarding using the standard

avaluatinn 2 Stoff wiill hagin nicing thao Standard Fyualiiation

The number of program participants that meet one of the
target population boxes in the standard evaluation, over
the total number of program participants that complete the
evaluation.




1. Create searches through the EMR to be automated and
accurate 2. Create a recall system for clients overdue for
screening 3. Maximize use of reminder system within EMR
4. Consider cultural sensitivity training for staff to identify

now nontraoach ctratagiaoc 5§ Naovimizo ovary clignt vicit by

The percentage of eligible female clients, aged 50 and over,
who have completed a mammogram in the previous two
year period

Explore and implement aspects of advanced access,
review/maximize provider schedules, examine complexities
of client care, optimize use of entire care team, explore
alternate care models, maximize use of the EMR, reduce

haclklanag nramato cantinnitv and avnlaralradiico na_chaw

Percentage of clients who report they are able to see a
doctor or nurse practitioner on the same day or next day,
when needed over a 12 month period




Target for process
measure Comments

Baseline rate of
hospital discharges
will be established

by December 31,
201
95% of eligible

women, aged 21-69
years old, will have
completed at least

ongDan toctin 2 40

Ten percent or less
of total eligible
clients, aged 50-74
years, will be

ovordiio for

85% of clients with
diabetes, aged 40
and over, will have
two or more HbAlc

tactc camnlatod in o

Baseline data will be
established to
determine to total

number of
initiativac leammitta

Baseline data will be
established of the
number of new
initiatives, policies

and nragramec that

Baseline data of the
total number of
forms
completed/referrals

mado nvartho tntal

Baseline data will be

collected for the
number of program
participants that

maat ananfthg




85% of eligible
female clients, aged
50 and over, will
have completed a

mammaogram in tho

68% of clients
surveyed will report
that they are able to
see a doctoror

nurco nractitinnor




