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Project Story:

* Over the past few years we have found that the
completion of Ontario Perception of Care (OPOC)
surveys does not accurately represent the diversity
of clients served.

* |t iIs our mission to increase survey completion rate
across programs at CASON and continue to
iInclude the voice of interested and affected parties

* We will achieve this by the creation and
implementation of an “OPOC policy”, outlining how
OPOC'’s will be delivered and inputted.
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Problem/Opportunity Statement

CASON has been conducting OPOC in
person for several years, however this been
a challenge during the ongoing pandemic
with virtual program delivery.

Lack of regular OPOC data representing all
programs and clients served, gives us an
opportunity to improve unlike previously
done at end of the fiscal year.

CASON cannot improve programs without
any strategy to implement and review
OPOC data regularly as staff are uncertain
without the information, leaving clients
needs unmet resulting in them leaving the
program and hinders staff.

AIM Statement

* \We plan to complete 10 % of
OPOC everé/ qNart_er with _
diverse CASON clients including
Outreach, family, caregivers,
children of loved ones who are
at different points of their client
journey by April 1, 2023.

 Additionally, we plan to draft
policies & procedures for OPOC
Implementation at CASON by
April 1, 2022.
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Diagnostic Tools — The Vital Few.
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Change ldeas

TN Dis(overy Review OPOC data to discover (understand) client
(1 ) (gems) perceptions. ldeas to improve services can be
. /MM Statement | highlighted from OPOC feedback and comments

We plan to complete a minimum of 10% of
OPOC every quarter with diverse CASON Use OPOC data as evidence for funding applications
Hire someone to gather and input OPOC data

clients that is representative of all
programs and clients who are at different - - Provide gift cards/honorarium for clients completing OPOC

points of their journey by April 1, 2023,

« Random Word Generator:

pirates

Team work, all staff have to be on board for OPOC
implementation, rolling in the same direction

: beauty holistic view across the agency vis single program

TN | rare Getting feedback from the rare clients who are not being
2 | Random Word: (from the list) | represented currently eg. groups for homeless shelter,

i community centre. OPOC not recommended for groups but

Jewels ‘ can be used as way to bring clients together

* A change idea being implemented| ,
| N\ B ros he sy vl

Additionally, we plan to draft policies &
procedures for OPOC implementation at
CASON by April 1,2022.

: Share summary with staff & clients, families about their
] feedback
'

™
' What comes lqI mind when you
| think of this word?
1

Information/Training
sessions for staff I .

[ w )

* How we will know that this is working:

# OPOC will increase, staff will feel more educated about the
evaluation tools used in the agency




Driver Diagram (minti)

AIM Statement:

Complete a minimum of
10% of OPOC every
quarter by diverse CASON
clients that is
representative of all
programs and clients who
are at different points of
their journey

Outcome
Measure:

Primary Driver:
OPOC Delivery

% Clients who report
disagreement and/or
N/A to OPOC section
“participation/rights”

Secondary Driver:
Unclear
Policy/Targets

Balancing
Measure:

Change Idea:
Policy to establish set
amount of OPOC for
each program based

on#or %

We are not
capturing client
diversity across

programs as
planned.

Process Measure:

Have targets been

set? Are they being
met?

We are not
capturing
representation of all
CASON programs
as planned.
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PDSA Planning : Share OPOC Training Resources

Cycle 4: OPOC completion will be
reviewed quarterly by QIC

Cycle 3:

*  Managers, Directors and Quality
Improvement Committee members
will follow up with staff via team
meetings, clinical supervisions and

Cycle 2: check ins

* Review resources on the 'p' drive. *  Check ins will occur at least once a
Experiment with search function month

» Add to supervision & regular
team check-in list

Cycle 1: Are the OPOC resources 30 days for staff across the

effective to staff & actually lead to agency to review (Mar 8-Apr 7)

implementing OPOC




What have we measured so far?

e OQutcome Measure:

Under the targeted section of “participation/ rights” we had a
97% completion rate and did not receive any feedback indicating
“disagree” or “strongly disagree”

Process Measure:

Targets have been set to complete OPOC surveys with a
minimum of 10% of clients in each program across the agency.

Data is still being collected for this quarter.
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Lessons Learned / Ah-ha Moments

* The most significant learning moment was:

* The “TRIZ" exercise; acknowledging how the problem could be made worse, and then
generating change ideas to correct possible problems in advance.

* How will you know when your project is at the point of
sustainability'?

* Quality Improvement Committee will review completion % quarterly. We can assume that
project is at the point of sustainability if targets have been met by the end of the 2022-
2023 fiscal year



Project Title: Mood Walks program for youth ages 12 -29

Project Organizations:

- The City of Hamilton

- The Town of Innisfil

- CMHA Grey Bruce

- CMHA Ontario

- London Intercommunity Health Centre

THE EXCELLENCE THROUGH QUALITY IMPROVEMENT PROJECT (E-QIP)
COHORT 6 REPORT BACK

/ Excellence through Quality
Improvement Project
Community-focused. Data-criven,

PRESENTATION DATE: June 23, 2022




Project Story:

Mood Walks has a long history of getting people outside; weekly walks
into nature in small groups, participants notice a positive change in their
overall wellbeing.

Our QI group was tasked with researching the possibility of using this
already proven program to improve and support youth's overall
wellbeing.

In the CMHA National "Mental Health Impact of COVID-19" survey
results, stats showed that 2 of the top 4 most negatively affected
populations during the pandemic were youth ages 18-24 and students.

We hope that Mood Walks will become a go-to Tier 1 program that
anyone can implement in their community to support youth mental
health.

Cohort 6 Report back session



Problem/Opportunity Statement

Development of a Mood Walks model/program
tailored for youth ages 12-29 to support optimal
physical and mental well-being through
engagement with nature both physically and
socially by walking outdoor in groups. The
group-based program offers knowledge,
empowerment, leadership and skill building
activities while minimizing negative impacts
such as inactivity, loneliness, social

isolation, accessing resources and long wait

lists.

AIM Statement

Develop the core components of a Mood
Walks program for youth aged 12 - 29
years, by March 31, 2022, and at least 4
partner organizations will deliver, test and
evaluate the program by August 31, 2022.
By October 31, 2022, the final model and
toolkit of the Mood Walks program will be
released and promoted throughout the
province.
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Impact

e-QiP

Encelence through Guality
Improvement Project

Diagnostic Tools — The Vital Few

Impact - Effort Grid Decision Making Matrix

Clearly articulate in the
manual which

components are

Ensure all mood walks
leaders have the "Hike
Leader" training from

Mood Walk leaders
have the tools and
resources to meet the

Ensure all mood walks
leaders have access to a

hike safety pack and

Involve youth from
diverse backgrounds in
the development of the

Link ongoing COP
members with E-QIP Ql
team for continuous

Be open to feedback
from youth and leaders
and be ready to change

Hire youth as MW
leaders or adults that
have experience

necessary in order to Hike Ontario challenges participants other necessary program improvement and adapt as needed working with youth
Ensure all mood walks Have the program Offer open and closed Access local green Offer groups with Funds and/or gifts in
programs have access available and accessible | (group options space, and then find varying difficulty so kind to mitigate barriers

to the necessary
equipment

during times that are
good for the youth

trails - build on group
input

there is a suitable group
for all abilities

Quick Wins

Raising awareness of
the social determinants
of health (SDH) impacts
on mental health

Partner with
organizations to make
the program more
accessible to their

approach like programs
to manage recruitment
and distinguish fit for
youth in communities

Schedule

Major Projects




Change Ideas

We had several change ideas, and they were narrowed down by the
Impact/Effort grid. Following are examples of key change ideas:

* Tools, training, and resources for hikers and hike leaders
* Outcomes evaluations and contributions for quality improvements

e Continuously engaging youths in desighing a Mood Walks model by
evidence

* Locations and accessing green space



Driver Diagram (mini)

AIM Statement: ’ Secondary

Develop the core components of a Primary driver: Change Idea: Process
Mood Walks program for youth aged 12 driver: To be To involve youth Measure:
- 29 years, by March 31, 2022, and at To co-develop the continuously from all backgro Number of
least 4 partner organizations will curriculum engaging with unds in the youth that
deliver, test and evaluate the program through a youth to co-design development of participate in
by August 31, 2022. By October 31, cohesive and 2 Mood Walks the program the co-design
2022, the final model and toolkit of the effective team edlel o g process
Mood Walks program will be released syeellae

and promoted throughout the province.

Outcome Measure:
Number of
organizations that OPOC Question #32 —
collaborate to develop, if another youth was in
test and evaluate the need of similar help |
youth-friendly MW would recommend this
program program

Balancing Measure:




PDSA Planning — Mood Walks

Change Idea: Involve youth from diverse backgrounds in the development of the
program

Cycle 4: Modify and finalize the
youth model with the feedback
received from the youth.

Cycle 3: Pilot project started and are receiving
feed back from youth

Cycle 2: Solicited youth feedback in curriculum
development

Cycle 1: Inviting youth to be part of our project




What Motivated you to participate in Mood Walks

| hope to learn new skills for co... 16
| want opportunities to meet ne... 2

| like to learn new things 14

14
| have fnends who are taking th... 10
12
| have heard good things about ... 2 10
| want to learn more about outd... 9 8
| would like to increase my phys... 12 6
| am curious about the program 10 4
@ o ? , - [
0
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Lessons Learned / Ah-ha Moments

* One of the biggest Ah-ha moments for our project group is hearing the updated list each week of the rising numbers of
CMHA branches and other community groups that want to offer this Tier 1 support for the youth in their community and
the NUMBERS of youth already signed up to participate in those pilot groups! It has been way more than we
anticipated!

* Another very significant learning that needs to be recognized and stated was seeing first-hand the truth in the 4th and
final round of the CMHA National research project - "Running on empty" that found that the pandemic had
greatly strained the already-overstretched community mental health sector and its workforce. This was very much felt
within our small but mighty group. The co-chairs of the Mood Walks Ql project would like to take this opportunity to
thank ALL of our group members that always had 100 other things that needed to be done and were experiencing the
over-stretching of themselves but gave up a weekly slot of their time (PLUS!) to be part of the Ql project. We HEAR youl!
We SEE you! We appreciate you! We are humans first, a Ql project second!

* Next time, we would be more gentle on ourselves with the timeline. We set out a very ambitious plan, generated by our
first-hand understanding of the incredible needs of those aged 12-29 in our communities even when we didn’t have
baseline data

* We are continuing to have incredible work on the model, developing themed ideas, self-care tools, and mindful meditation
techniques for youth to participate, learn and practice as we are starting to see the changes via emojis.



Testimonials

Facilitator's testimonials:

“*“Not only has there been mood changes, but participants are
motivated to explore and hike different trails”

< "Participants are enjoying the group, and in we have seen growth in
participants and how they interact”

““They want the hikes each week.”
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\Words from participants
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Organization: CMHA Toronto Branch
Project Title: FSHP Transitional Plan

Project Status as of: June 1st, 2022

Canadian Mental
Health Association
Toronto
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] - =
e-QiP
PRESENTATION DATE: June 23rd, 2022 Excellence through Quality
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Project Story:

 The FSH receives referrals from the client’s primary case manager in the TRHP 1&2
programs.

* The client is deemed ‘ready’ for independent housing, however they may experience a
relapse in the transition process. Therefore the application is considered premature as the
client may require additional skills and support to live more independently.

« The FSH program will work collaboratively with the referring worker and client in
developing a Transition Plan that may create direction for providing better outcomes.

» The Transition Plan will be included in the referral package as a practi *"ﬁéi
/k‘ﬁij‘ 7
=

SFD - b
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Problem/Opportunity Statement

* The FSH program have
received premature referrals
from the TRHPs programs.

 How can the programs
assess the client’s
“readiness” within a recovery
framework?

AIM Statement

« CMHA Toronto FSH team
aims to develop & complete
transition plans for 100% of
new referrals to the program
by June 2022, as to
determine the service user’s
readiness for independent
living.

Cohort 6 Report back session



Diagnostic Tools — The Vital Few
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Change Ideas

* The Ontario perception of Care Tool for Mental Health and
Addictions (OPOC) — client feedback through peer interviews and
anonymous mail in responses.

* Developed a transition plan, testing with clinician and upload into
EMR

* Feedback from clients on their experience in using the plan.



Driver Diagram (mini)

AIM Statement:
CMHA To_ron.to FSH
team will aim to Secondary Driver:
provide transition Change Idea:

I for 100% of .
‘ anrzfgﬁraf)sotg’ tcr)]enew Research best practices Process Measure:

program by June I  Standardized Transition  pu— — (g Transi_ti_on Plans & # of clients
2022, as to determine Plan staff training of TP feedback with TP
the service user’s Timing of the Transition
readiness for Plan
independent living

o Driver: o
rimary Driver Create Transition plan

Process Measure:

# staff attended
training

Process Measure:
Outcome Measure: % staff satisfied

with training
# clients who
responded strongly
agree or agree to
OPOC #27
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Balancing Measure:
Staff satisfaction with
Transition plan




PDSA Planning (one change idea)

Cycle 4: Client feedback in
using the TP

Implementation of the
transition plan into the FSH
program by June 2022

Cycle 2: Staff Training for
consistency in using the TP by
May 31, 2022

Cycle 1: Literature Review of
transition plans



OPOC Survey conducted by Peer with Clients

=
. Stronghy +
Strongly Agree Agree Disagree Di ree . ".ﬂt Total
Items 4 3 2 1 + Applicable
r | %% n - n %% n | %% 1009 n M
Selected Question #1
7.1 had a good understanding of my
treatment services and support plan. 0 0.0% 3 100094 0 0.0% o 0.0% ] 0 3
Selected Question #2
27. Staff helped me develop a plan for when |
finish the program/treatment. o 0.0% 3 100.0% 0 0.0% o 0.0% 3 (] 3
Selected Question #3
28. I have a plan that will meet my needs
after I finish the program/ftreatment. 2 B6.73 1 33.3% 0 0.0%% 0 0.0% 3 (] 3
Selected Question #1
29. staff helped me identify where to get
support after | finish the program/treatment. 1 3333 2 66.73% ) 0.0% o 0.0 3 o 3




Lessons Learned / Ah-ha Moments

 What were you / are you most excited about?

We're excited with using a new approach in assisting the forensic population
as they move into independent living into the community.

How will you know when your project is at the point of
'sustainability’?

The program will receive less premature referral application. In addition,
the clients may experience improved outcomes as they work
collaboratively with the transition plan.
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Project Story:

Over the past two years, Mission Service's has seen an increase in on-site overdoses
This can result in death or long term health impacts in our service users and has
revealed a need for intervention.

During this time we have seen an increase in mental health struggles with our clients
directly related to substance use and gaps in services (lack of ability to connect clients
with community sites).

We recognized a lack of staffing and resources to diffuse situations (mobile response
support vs. police intervention). We wanted to build staff capacity to handle these
complex situations, raise awareness of substance use risks, enhance client safety anc
build more awareness around street drug supply.

We wanted to find an innovative way to both support staff and clients in %ﬁ@w s wvhile

positively impacting the opioid crisis in our community. ‘.. o @
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Opportunity Statement AIM Statement

Since 2019 we are seeing a By Dec 31. 2022. we
decline in the health of service . ’ ’
users, an increase in will develop a Harm

overdoses/serious occurrences at  Reduction Program

our sites and an increased need : :
to support neighbours as a result that will provide 1000

of the opioid crisis in Hamilton. A Interactions to

Harm Reduction team will improve individuals using
health outcomes, reduce

overdoses, build staff capacity services at Four
and provide education/resources  Points Hotel and
for our service users. :

Men's Shelter.
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Diagnostic Tools — Fishbone Diagram

Neighbours /

Neighbourhood Site Locations

lack of site lines

Working collaboratively
® within the agency

Neighbour concerns
[ complaints a

Hotel location ——

Shared policies

MNeedles being found
across the org

around sites - close
proximity to school

at Wentworth difficulty checking on folks —

supports to come to

consistent harm reduction training them or support

Staff are overwhelmed P
o0 at on-boarding for all staff going to supports to

dealing with opioid

crisis . access health care
More staff to support Declining health of
programs R O service users due to —

specializing in harm . substances
‘ reduction
Newer staff needing

Easier to access low
education/support —7

barrier health high acuity is often more challengin




Diagnostic Tools —5 Whys

seeing increase in overdoses could result in death or long term health impacts and shows need for
intervention

\
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/
/
i
|
|
\
| M
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7/
/
|
|

i\ lack of individualized plans including usage and health challenges
\ referrals to other resources
A WHY? RS
» ’ communication to other staff
l’ plans would be developed in partnership with the client, speaks to committment from client,
|

opioid crisis

long-term use

alcohol use and crystal meth use are prevalent across the board (interactions between mixing)
v drug use - including increased risk of communicable diseases

reluctance to talk about because of stigma and fear of being restricted from services
overwhelmed by system

normalized use and unsure where to start

belief that abstinence is the only solution
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Change ldeas

N eqiP

Lessirraa v S
o i m g

Through staff training (training
modules) staff will feel more
confident when there is an
overdose.

We will know the change is
making an improvement when
staff report higher confidence in
offering assistance during the
event.

Problem Statement or Root Cause: Since 2019, we are seeing a decline in health
of service users, an increase in overdoses/serious occurrences at our sites, and an

increased need to support neighbours as

a result of the opiocid crisis in Hamilton.

A Harm Reduction team will improve health cutcomes, build staff capacity, and

provide education/resources for our sefw

ice users .

How could you and your team make
the problem worse?

Reversed ldeas
(Positive)

\

=taff continues to be overwhelmed, uncomfortable
f reductant when there is an overdose

iy

build staff capacity (training for current staff)
training (mew =taff)

one-to-one staff shadowing opportunities
informal, on shift debriefing available

harm reduction tTeam Scts as & resource and
rt to front line staff

client izsues not being addressed

develop harm reduction plan and processes to
support developing these plans with clients
resources (bring in or go to) to help access other
TErVIiCes
provide clients the opportunity for overdose
awareness and education (comeersations &

rez)

ide clients opportunity for support and

ucation regarding substance use (1:1 and group

sertings, linkages to other services)
sign= and awarenesz of dangerous uss pattarns
(written, verbal and follow-up rescurces)

niot manitoring {overdoses and post care)

Harm reduction team to provide follow up post
over-dose.
communication with staff - shift change forms,

informal check in, HRT staff are looped into teams
channel - already happening!

ion)

;ient follow up - monitoring (covered in previous




Impact Effort Grid

F G H
List The Change Ideas Impact  |Effort

develop harm reduction plan template High Moderate

resources (bring in or go to) to help access other services 1Modcratc Moderate

develop process to Identify and become aware of signs and dangerous use

patterns (written, verbal and follow-up resources) High Low

provide training and assistance to staff and clients on how to use harm reduction

supplies High Moderate
Select Select

Consistent harm reduction training at on-boarding High High

training for current staff High High
Select Select

invite neighbours to harm reduction training / overdose support Moderate  |Moderate

= ReadMe Data Visual +

ion Mode: Automatic  Workbook Statistics
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PDSA Planning (one change idea)

We studied the implementation of the Harm
Reduction Plan template. We began this
change idea in January 2022 at the Men’s
Shelter and the Four Points Hotel. Clients
shared feedback as they filled out the Harm
Reduction Plan (or shared their reluctance to

sign-off). Feedback is collected with e
version of the template.

Cycle4: TBD

Cycle 3: Adapting Plan based on
Feedback — continue testing

Cycle 2: Testing with Clients —
receiving feedback

We will know the change is

Cycle 1: Developing the making an improvement when
Template and the Content of the clients are more willing to create
Harm Reduction Plan a plan with their worker.



Run Chart for Outcome or Process Measures
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Lessons Learned / Ah-ha Moments

- The project has reached more people than
anticipated and has had a positive effect on both
staff and clients; we thought this project would be a
“tough sell” to clients but this has not been the case

* This project can be spread throughout the D
organization as the Harm Reduction Team grows _

» Learning about QI and the impact of data analysis - \a%s/
has prompted Mission Services to spread QI circles &&=
throughout the organization and develop an
organizational QI Plan




Providence Care Seniors Mental Health
Behavioural Support Services

Improving Care Partner Engagement in Care Plans

Project Status as of: June 23, 2022

THE EXCELLENCE THROUGH QUALITY IMPROVEMENT PROJECT (E-QIP)
COHORT 6 REPORT BACK o.s

=
8 =
e-QiP
PRESENTATION DATE: June, 2022 Excellence through Quality

Improvement Project
Community-facused . Data-d riven.




Project Story:

Seniors Mental Health Behavioural Support Services has gathered OPOC data since
2017. We have continuously monitored OPOC data, making various improvements to this
process to improve data quality.

In early 2021 we were ready to use OPOC data as an outcome measure for quality
improvement projects, so we applied for and were successful in joining the EQIP Cohort 6
to formulate our thoughts on a problem and to use OPOC data as an outcome measure.

Along the way, we realized OPOC had changed over time too. There are now two
possible surveys that we can send to our clients and/or their care partners. We need to
change how we send OPOC surveys before we can use the data to evaluate a change
idea.

Cohort 6 Report back session



Problem/Opportunity Statement AIM Statement

e Our OPOC data indicate * By March 31, 2023, the
clients and care partners do response to OPOC caregiver
not feel included nor do they survey question 12 will be

have a good understanding of  agree or strongly agree 75%
the support/care plan. of the time.

Cohort 6 Report back session



Diagnostic Tools — The Vital Few.

Pareto Chart
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Cohort 6 Report back session
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Driver Diagram (mini)

Aim Statement: Secondary Driver:

Change Idea:

Process Measure:
# of up to date care
plans

# of active clients
with a care plan

By March 31, 2023 the Primary Driver: We ask about goals
response to OPOC Lack of standard care of care but don’t

Develop a
. standardized care plan
caregiver survey JEN necessarily focus | that includes outline of =
question 12 will be on them all goals
agree or strongly agree
75% of the time

Outcome Measure: Balancing Measure: -

% agree or strongly agree -average wait time
on Q12 Caregiver OPOC -Q21 Caregiver OPOC




PDSA Planning — OPOC Implementation

o

Cycle 3: Not here yet!

When: Now
Whom: All Seniors Mental Health Outreach staff
Where: All Seniors Mental Health Outreach locations

How: Staff education, written process for OPOC survey
selection

Cycle 4: Coming soon!

Cycle 2: Written process for
selecting and sending
OPOC survey

Cycle 1: OPOC Education



Lessons Learned / Ah-ha Moments

Our “Ah-Ha!” Moment:
The realization that a new version of the OPOC had been released since we began using the
OPOC, and this version was potentially valuable to many of our clients.

What Our Data Told Us:
We thought we were providing adequate information to clients and care partners about their
plan of care; however, our OPOC data revealed we were not.

Impact on Our Organization:

Our organization recently developed corporate indicators in relation to engaging the people we
serve in our annual plan. This project sets us up for success in terms of attaining our own goals, as well
as those of our organization.



Organization: Radius Child and Youth Services
Project Title: Demystifying the Complaints Process

Project Status as of: June 21, 2022

Radius Child & Youth Services
PREVENTION « INTERVENTION « RESEARCH

THE EXCELLENCE THROUGH QUALITY IMPROVEMENT PROJECT (E-QIP) .
COHORT 6 REPORT BACK o.s

] . <]
e-QiP
PRESENTATION DATE: June, 2022 Excellence through Quality

Improvement Project
Community-focused. Data-criven,




Project Story:

In August 2021, data from Radius’ Client Experience Survey
showed that showed that only 44% of clients know how to make
a complaint. This low endorsement is concerning, as Radius
prides itself on being child/youth and family centered. If clients
don't know how to make a complaint, we may miss valuable
information on ways we can better attend to the needs of those
we serve. This project sought to improve clients’ awareness of
Radius’ complaints procedure by reducing barriers in clients’
access to this information through the development of a client-
facing instructional document. By April 1, 2023, we aim to N
increase the proportion of clients and caregivers who report—x. R

being informed how to make a complaint at Radius t‘(ﬁ. /,jﬁ
S

Cohort 6 Report back session



Problem/Opportunity Statement AIM Statement

o On|y 44% of Radius’ clients * In August 2021, we learned that only 44% of

clients reported that they know how to make a

reported knowing how to complaint. By April 1, 2023, we aim to increase
- - the proportion of clients and caregivers who
mak'e a Complamt' It clients report being informed how to make a
don't know how to make a colrlnglaint at Ragius tﬁ 70%. ghis |]:2roportion
: - will be measured as the number of survey
Complalnt, we may MISS respondents who respond "Agree" to the

Valuable information on Ways statement "Radius Staff explained how to make

a complaint at Radius" (humerator) divided by

we can better attend to the the total number of respondents who complete
needS Of those we serve. Radius' Client Experience Survey

(denominator).

Cohort 6 Report back session



Diagnostic Tools — The Vital Few.

Lack of concrete materials/paperwork in virtual

Places/
PeopIE/
' Clients

_—

@  setting (clients don't have paper brochure)

[ ] not listed on website

® Complaints procedure \

@ Client may feel overwhelmed at first visit

—
@  and not hearfabsorb all the information

@@ Cient does notknow who to
contact aside from therapist >

@ Clets may be hesiant to complain due o fear

. e No easy way to make ko

-omplaint- ipad, on phone etc

negammy |mpamng relationship with ﬂ‘lmmsl

'3

Need 10 have easy 1o use /

policy/process for clients

®  Lack of Training on policy/

procedure for new/existing staff

UNCLEAR - Is there a policy related to service
orientation and review of complaints process?

.

@ ® ® Cumbersome. not user friendly
process/Lack of reminders onhowto -/

pmvlde feedbackimake complaint during
service joumey

Itis unclear if staff are following the service orientation

process including review of complaints procedure )

ack of clarity on process for staff 1o follow with virtual

° Itis unclear if staff understand
° the complaint process

@ @ Itis unclear if staff are following the
service orientation process mdudlng =\
review of complaints procedure

° . R

the service perio

/" COVID has impacted -had to pivot to virtual
services which has required a lot of change ———————
and therefore steps/process

@ hiecdto change language o also incluce

Low survey return rate may impact data on survey results.

nn] Jnst at start

missed

(ie. used to be forms in the waiting room) Need a clear data collection plan for ouicome measures.

Process

e
< have leamed
s reported that they
know how to make a complaint.
Radlus prides itself on being

jyouth and fami

iy-centred,

Oty ng feedback including their

improvement to help better serve our

fents. If clents don't
I pp——

know how to
e may miss

valuable information on ways we can
better attend to the needs of those

we serve.
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Change Ideas

1. Reduce Barriers for Clients

» Develop Client-facing Document that Summarizes Complaint Process
« Shared at case assignment (welcome package) 14 EXERCISE

. . ngn . . . . STEP 1: Start by writing down STEP 2: Ask yourself, “how could  STEP 3: Reverse your ideas from
L] ReVI ewed at I n Itl a I S e rVI Ce O rl e n tatl O n m e etl n g gither your Problem Statement or a we make this problem worse?” Step 2 into the positive to create
Root Cause identified through the and write down your ideas in either a list of Change Concepts

. . . diagnostic phase of your project in the Iaft side column of the TRIZ or Change |deas you can use to

* Number of clients who receive this document e ot et of ourwerehest Exerciee Workahos o ol e e
Ideas in the right-side column of
the TRIZ Exercise Worksheet.

PROBLEM STATEMENT Roughly half of our clients have reported that they DO NOT KNOW or are unsure

OR ROOT CAUSE about how to make a complaint at Radius. How might we make this issue WORSE?
2. Increase Procedural Clarlty for Staff o o0 Yo TR

» Provide Standardized Training re: Complaints —S=Emimgrm gy onsee
* Develop brief training video ot B e it oo
« Staff complete training at orientation (and annually)
» Responses to pre/post training survey

Make the complaint procedure extra complicated. Simplify the procedure (e g., "Give them a button!"), with
clear instructions, few steps, and pictures.

Do not provide staff with a process for how/when to give Provide training and clear instructions to clinicians.
this info to dlients. . Ensure all staff provide the same information to clients.

Provide updates on necessary changes/medifications.
Overwhelm clients with information at SOM! Have Intake team review rights and responsibilities with
» clients, including complaints procedure, BEFORE the
SOM. Review again at Assessment feedback session.




Driver Diagram

AIM Statement: By June 1, 2022,

Process Measure: % of
staff who complete
training on Radius’

complaints procedure.

we aim to increase the

proportion of clients and
caregivers who report being

informed how to make a
complaint at Radius to 70%.

Primary Driver: Standardize Secondary Driver: Develop Change Idea: Staff complete
instructions for making e (raiNing video of complaints Eemmmmm—  annual training on Radius’
complaints at Radius. procedure for Radius staff. complaints procedure.

## of survey respondents who
agree that staff explained how to
make a complaint (numerator) /
## completed surveys
(denominator).

Outcome Balancing Staff Workload (Indirect hours).

Measure: Measure:




High

Impact

Low

Include 1-pager with

Implement teach-back

Intake Welcome Package

opportunity at SOM

PDFs in client portal

Provide contact info for

Add Feedback /

Provide Training on

clinical operations
manager

Quick Wins

updated policy /
procedure

Develop annual refresher

Intake team reviews
before SOM

Posters in office

Schedule

Complaints page to
website

Effort

Major Projects

High



PDSA Planning: Provide Training to Staff

Cycle 4: Annual Refresher
Training

Cycle 1: Review Training with Project Sponsor



PDSA Cycle 3: Implement Training with Staff

The training video helped me better

Training Completion understand Radius' Feedback and
100% Complaints procedures.
80% 14%
60% m Strongly
Agree

40%

20%

0%

Staff Management
[0)
mTime 1 lTime2 86%

5 Strongl
4
3 Neutral
2
1 Strongl

Eknow what to do with feedback | receive from a client, | can explain Radius' complaints procedure to other staff, | understand Radius' Feedback and Complaints

e caregiver, or community partner. clients, caregivers, and/or community partners. procedures.

Cohort 6 Report back session



Lessons Learned / Ah-ha Moments

* The most valuable learn/ng moment from this project was the
incredible value of “low hanging fruit.” By focusing on a couple
quick wins from our Impact-Effort grid, we were able to gain
considerable momentum for the project and buy-in from the
team, making larger change ideas more manageable.

e Sustainability will be achieved once the newly developed
feedback/complaints document is regularly distributed to
incoming clients by our Intake team. Once 100% of incoming
clients have this document, we expect that a higher proportion of
clients will report knowing how to make a complaint.



Final
Evaluation
Survey




Questions and Curiosities




What iIs
summertime all
about?

« Continue to monitor your
Change Ideas (collect the data
now)

« Consider your threshold for
Sustainability. When will you
know you’ve reached
sustained improvement?

* What will you continue to
monitor past August 31st? s
this a multi-year project?

* Who else might benefit from
hearing about your project?




Take your QI activities
one step further...

* |s this QI project part of your Quality Improvement
Plan? If not, is there an opportunity to add it?

» Consider joining E-QIP’s Community of Practice.

* Do you have new board members or new senior
leaders? Consider Governance and Leadership
training

« Do you have others in your organization who have
an interest in learning more about QI? Consider
signing up for Foundations to QI (IDEAS) e-Course

June 27, 2022




Ty CLICK
HERE TO

8
- ' eQiP APPLY!

Excellence through Quality
Improvement Project

Community-focused. Data-driven.

COHORT 7

QI project coaching
APPLY NOW!

Applications Due June 17th!



https://e-qip.ca/get-involved/apply-for-e-qips-next-cohort-of-qi-and-data-project-coaching/

THERE ARE MANY WAYS TO
ENGAGE WITH E-QIP!

CONNECT AND IMPROVE

Coachin
consultations on
quality improvement
activities

LEARN E-QIP Cohorts

for Ql and data
coaching
= QI cycle and data literacy (6 to 7 months
webinar series dedicated coaching

for projects)
» |DEAS - Ql Foundations
course (e-leamning course) Community of
Practice (bi-weekly,
= Agency specific governance 1-hour meetings)
and leadership training
(customized based on need)

Follow us @ EQIP_ON

E-Mail: quality@e-qip.ca

www.e-qip.ca

BE INFORMED

o E-QIP newsletter

Foundations to QI(IDEAS) e-Course -
« @EQIP ON on Twitter REG|STER HERE'

e E-QIP website B |

May 2022 E-QIP QI Specific Webinar


https://www.eventbrite.ca/e/registration-for-e-qips-foundations-to-quality-improvement-e-course-tickets-124631112011
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