Quality Improvement Plan (QIP)

Narrative for Health Care
Organizations in Ontario
July 5, 2022

2

NARRATIVE QIP 2022/23

OVERVIEW
Seaway Valley Community Health Centre (SVCHC) opened in 2010
and remains committed to providing the highest quality care
possible for clients and the community we serve. SVCHC is a
charitable, not-for-profit, community-led and community-governed
organization. We provide primary health care, health promotion and
community development services to residents of Cornwall (a small
urban centre) and the rural area of the United Counties of Stormont,
Dundas and Glengarry (SD&G.) The population of our catchment
area is approximately 113,500. SVCHC's mission is to support the
health and well-being of local people and our community, working
through a team and partnership approach.
We believe that effective primary health care addresses the social
determinants of health, including social inclusion, access to shelter,
education, income and employment security, food and stable ecosystems. It encompasses primary care, illness prevention and health
promotion.
The target populations SVCHC serves includes older adults,
individuals and families with low incomes, newcomers to Canada
and those without access to primary care providers. Our mission is
"Working with you for a healthier community" and our values are as
follows:
-Anti-oppressive and culturally safe
-Based on the social determinants of health
-Accessible
-Population and needs-based
-Grounded in a community development approach
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-Inter-professional, integrated and coordinated
-Accountable and efficient
This year's QIP is aligned with our 2021-2023 Strategic Plan and
other regional and provincial reporting requirements, including
multi-sectoral accountability agreements with Ontario Health East
and maintaining accreditation standards. SVCHC is an active
member of the Upper Canada and Area Ontario Health Team
(UCCA-OHT) and works closely with this new entity to identify and
collaborate to improve responses to the health care needs of our
community.

REFLECTIONS SINCE YOUR LAST QIP
SUBMISSION
Although SVCHC did not submit a formal QIP to Health Quality
Ontario due to the pandemic, SVCHC remained committed to
quality improvement. SVCHC’s Quality Improvement (QI)
Committee continued to meet monthly to review organizational QI
priorities and utilized this formalized meeting to address ongoing
quality improvement work and additional COVID-related QI needs.
Throughout the pandemic, some QI initiatives SVCHC embarked on
included:
- Ongoing policy and procedure review with the QI committee in
preparation for the upcoming accreditation process taking place in
2023.
- An in-depth review of “no-show” rates for health care
professionals: This work concluded that no-show rates for most
health professionals were within best practice (5-10%) and that noshow rates decreased during the COVID-19 pandemic, due to the
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shift to virtual/phone appointments. A review of no-show rates
amongst the social worker's clients helped to better understand
reasons for no-shows.
- Support for staff: staff brought forward the recommendation to
create a debriefing process for acute incidents as well as ongoing
pressures related to working in health care. The QI committee
completed a deep dive into this topic and implemented activities
such as: staff engagement/ inclusion to understand how SVCHC
could better support employees, vicarious trauma training for all
staff and an enhanced, ongoing staff engagement feedback
process.
- Cancer Screening QI Collaborative: SVCHC participated in the
Alliance for Healthier Communities’ six-month quality improvement
learning collaborative series focused on cancer screening. An indepth analysis of SVCHC’s cancer screening process, practice, and
outcomes was completed by an interdisciplinary team consisting of
administrative and data management staff, nursing and primary
care providers. This team worked together within a guided quality
improvement framework. The result was a significant increase in
breast and colorectal cancer screening rates from baseline across
providers. Changes and supports were made internally to best
support this important preventative screening initiative.
- Client Satisfaction Survey: Throughout the pandemic, SVCHC
continued to seek feedback from clients through the annual client
satisfaction survey. While the pandemic created challenges for the
collection method which was previously 99% paper-based, due to
the accelerated transition towards virtual care, SVCHC was able to
collect email addresses from clients. In 2019 (pre-pandemic), 395
surveys were completed – 99% of which were paper based. In
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2020, clients completed 446 surveys, 50% being in-person and 50%
electronic. In 2021, SVCHC saw the highest number of surveys ever
completed. Six hundred and thirty-four (634) surveys were
completed, also 50% of which were in-person and 50% electronic.
In 2020 and 2021 additional questions related to virtual care were
asked and in 2021 vaccine confidence questions were also included.
- Integration of an evidence-based Electronic Asthma Management
System (eAMS) tool into our electronical medical record (EMR): The
eAMS allowed for communication between healthcare providers
and automatic documentation of encounters in the EMR. In the first
five-month period immediately after launching eAMS, a majority
(over 70%) of the patients who completed the eAMS asthma
questionnaire were identified to have poor control of their asthma
according to the Canadian asthma guidelines. However, as patients
and providers continued to use eAMS more over time, SVCHC has
experienced a decline in the percentage of patients identified to
have poor control to approximately 33%. The Lung Health Program
team was highly engaged, resulting in asthma action plans being
created for many patients.
- Participation in a new sociodemographic data learning
collaborative: SVCHC will be participating in a provincial quality
improvement learning collaborative with the medium-term goal of
improving sociodemographic data completion to 75% (currently at
48%) by 2024.

PATIENT/CLIENT/RESIDENT PARTNERING AND
RELATIONS
During the COVID-19 pandemic, SVCHC staff were able to pivot
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quickly to adapt to the needs of clients. SVCHC was fortunate to
have virtual appointment ability already embedded in the electronic
medical record (EMR). Clients were seen by telephone, virtual
appointment, or in-person, depending on the nature of the issue
and visit. SVCHC attempted to connect with any clients which staff
deemed more at-risk through personal and regular check-ins. For
some clients, check-ins would be monthly and for more socially
isolated individuals, staff and/or trained volunteers would check-in
as frequently as once a week. Staff and volunteers identified
growing concerns especially related to food security, housing and
mental health. Staff were able to work with community partners to
ensure clients needs were addressed.
To ensure ongoing service delivery, SVCHC offered many programs
and services virtually. From primary care appointments to
community programs, clients had the option to meet with their
provider or take their favourite group program via the internet.
While this was always a goal for SVCHC, the pandemic required
everyone to shift towards an increased use of technology. SVCHC
supported its clients with the accelerated push to virtual by building
in “tech” support to groups where a live staff member could call a
participant and help them navigate programs. In addition, SVCHC
created a lending system for tablets where clients could borrow a
tablet from SVCHC for either medical appointments or group
programming. SVCHC also provided teaching on how to use
equipment.
With COVID restrictions minimizing indoor, in-person visits, SVCHC
utilized some innovative practices including:
- Appointments/meetings with clients in the SVCHC parking lots
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- A drive-thru influenza vaccination clinic
- Client meetings in outdoor spaces
- Equipment lending (tablets, blood pressure monitors, exercise
equipment for cardiac rehab)
Although SVCHC has resumed many in-person activities, we will
continue to incorporate virtual/hybrid methods to best reach
clients, especially those who may have increased barriers to care.

PROVIDER EXPERIENCE
There have been significant challenges shared by the SVCHC team
of healthcare professionals. Some of the more common concerns
expressed included:
- The complexity of clients, many of whom lacked external supports.
During the pandemic many specialists, community agencies, and
programs limited services to telephone or virtual visits which was
challenging when many clients would have benefitted greatly by
being seen in-person and having access to preventative care.
- Many clients delayed seeking medical care or were unable to
access care due to a variety of reasons during the pandemic.
Therefore, when seen, clients were sicker and issues were more
complicated.
- Access to mental health services for clients was challenging due to
longer waitlists and staffing issues.
- Ethical considerations and many discussions about vaccinations,
polarization and freedom of choice.
In addition to expressing concern for clients, healthcare staff carried
concern for their own health and the possibility of bringing illness
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home to their families. Many experienced personal challenges
trying to manage home, young children and the extra stress. Two
years later, staff are tired, exhausted and show signs of burnout and
mental exhaustion at times.
SVCHC made every effort possible to support staff including:
- Ensuring all health and safety recommendations were
implemented and adhered to so that staff could feel safe (Case and
Contact management guidelines, N95 Fit-testing, PPE availability,
rapid test kits, HEPA units in exam rooms and shared spaces, duct
cleaning)
- Providing flexibility to support different work situations (i.e., Workfrom-home, variable work schedules, use of sick time)
- Executing vicarious trauma training, which was requested by staff,
followed by ‘lighter’ staff training days which included teambuilding opportunities
- Encouraging staff to take paid-time-off and use all vacation and
personal days available to them
- Implementing virtual huddles to provide weekly and bi-weekly
updates
- Ensuring frequent and personal check-ins with staff
- Implementing a new Office Vibe staff survey to provide ongoing
feedback to the management team
- Celebrating accomplishments, no matter how big or small, and
implementing new ways to recognize and thank colleagues formally
and informally
- Engaging a social committee to create fun activities and initiatives,
allowing staff to get to know one another better
- Maintaining a culture with an open-door policy, and a

management team that is very approachable and responsive to
concerns
- Involving staff in decision making and gathering feedback prior to
making changes that impact the Centre. This type of transparency
and ongoing communication has helped in re-building morale and
trust.

CONTACT INFORMATION
Stephanie Hemmerick, Community Programs Manager hemmericks@seawayvalleychc.ca

OTHER
SVCHC is committed to quality and continuous improvement across
all parts of the organization.
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SIGN-OFF
It is recommended that the following individuals review and sign-off on your
organization’s Quality Improvement Plan (where applicable):
I have reviewed and approved our organization’s Quality Improvement Plan
on June 27, 2022

Elizabeth Helmer, Board Chair

Stephanie Hemmerick, Quality Committee Chair or delegate

Erin Killoran, Executive Director/Administrative Lead

Other leadership as appropriate
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EXECUTIVE SUMMARY QIP 2022/23

THEME I: TIMELY AND EFFICIENT TRANSITIONS
TIMELY

Last Year's Performance (LY)

Percentage of screen eligible female
patients aged 52 to 69 years who had a
mammogram within the past two years.
2021/22

TIMELY

Target

Last Year's Performance (LY)

Percentage of female patients aged 23 to 69
years who had a Pap test within the
previous three years.
2021/22

TIMELY
Percentage of screen eligible patients aged
52 to 74 years who had a FOBT/FIT within
the past two years, other investigations (i.e.,
flexible sigmoidoscopy) or colonoscopy
within the past 10 years.

Report Access Date: July 05, 2022

Target

Last Year's Performance (LY)

2021/22

Target

Current Year's Performance (CY)

82.2

85.0

2022/23

Target

Current Year's Performance (CY)

89.2

91.0

2022/23

Target

Current Year's Performance (CY)

83.4

85.0

2022/23

Target

Higher is better

Higher is better

Higher is better
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TIMELY
Timely access to a primary care provider
(patient perception)
This indicator calculates the percentage of
clients who report that the last time they
were sick or had a health problem, they got
an appointment on the date they wanted.

Last Year's Performance (LY)

2021/22

Target

Current Year's Performance (CY)

80.0

85.0

2022/23

Target

THEME II: SERVICE EXCELLENCE
PATIENT-CENTRED
Percent of patients who stated that when
they see the doctor or nurse practitioner,
they or someone else in the office
(always/often) involve them as much as they
want to be in decisions about their care and
treatment

PATIENT-CENTRED
Client feeling comfortable and welcome at
CHC
This indicator calculates the percentage of
clients who report feeling comfortable and
welcome at the CHC.

Report Access Date: July 05, 2022

Last Year's Performance (LY)

2021/22

Target

Last Year's Performance (LY)

2021/22

Target

Current Year's Performance (CY)

80.0

85.0

2022/23

Target

Current Year's Performance (CY)

99.1

99.5

2022/23

Target

Higher is better
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THEME III: SAFE AND EFFECTIVE CARE
SAFE

Last Year's Performance (LY)

Current Year's Performance (CY)

Percentage of non-palliative patients newly
dispensed an opioid prescribed by any
provider in the health care system.
2021/22

Report Access Date: July 05, 2022

Target

2022/23

Target

Lower is better
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EQUITY
Last Year's Performance (LY)
EQUITABLE
Completion of sociodemographic data
collection
This indicator calculates the percentage of
active individual clients who had an
2021/22
Target
encounter with the CHC within the most
recent 1-year period and who responded to
at least one of the following four
sociodemographic data questions:
racial/ethnic group, disability, gender identity,
or sexual orientation.

Current Year's Performance (CY)

Last Year's Performance (LY)

Current Year's Performance (CY)

EQUITABLE
Cervical cancer screening
This indicator calculates the percentage of
recommended clients who received or were
offered a pap smear in the most recent 3year period, stratified by income

Report Access Date: July 05, 2022

2021/22

Target

48.0

58.0

2022/23

Target

6.7

5.0

2022/23

Target
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Theme I: Timely and Efficient Transitions
Measure

Dimension: Timely

Indicator #1
Percentage of screen eligible female
patients aged 52 to 69 years who
had a mammogram within the past
two years.

Type
A

Unit /
Population
% / PC
organization
population
eligible for
screening

Source /
Period
OHIP,RPDB,
CCOOCR,CIHI,
SDS / April
2020 – March
2021

Current
Performance
82.20

Target Target Justification
85.00

External Collaborators

SVCHC performs well above
provincial target of 72%.

Change Ideas
Change Idea #1 Continue with breast cancer QI screening approach for all eligible clients
Methods

Process measures

Monthly breast cancer screening lists to # of months in which reminder lists are
providers. Dedicated nursing/admin
given to providers
support for brest cancer screening.
Ongoing quarterly reports for centre-level
breast screening rates. Reminders to
clients about importance of preventative
care.

Report Access Date: July 05, 2022

Target for process measure

Comments

Target for every month (12)

SVCHC participated in a quality
improvement initiative in 2021-2022 to
improve cancer screening rates.
Following changes were made: change
to how cancer screening is tracked in
EMR (better data collection), nursing
resources to help with review of lists of
eligible clients, monthly client lists directly
to provider, quarterly reports.
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Measure

Dimension: Timely

Indicator #2
Percentage of female patients aged
23 to 69 years who had a Pap test
within the previous three years.

Type
A

Unit /
Population
% / PC
organization
population
eligible for
screening

Source /
Period

Current
Performance

OHIP,RPDB,
CCOOCR,CIHI,
SDS / April
2020 – March
2021

89.20

Target Target Justification
91.00

External Collaborators

SVCHC performs well above
provincial target of 77%.

Change Ideas
Change Idea #1 Continue with cervical cancer QI screening approach for all eligible clients.
Methods

Process measures

Continued "new" way of accessing
# of months in which lists are sent to
requisition for cervical cancer screening clients
which ensures correct data entry.
Monthly cervical cancer screening lists to
providers. Dedicated nursing/admin
support for cervical cancer screening.
Ongoing quarterly reports for centre-level
cervical cancer screening rates.
Reminders to clients about importance of
preventative care.

Report Access Date: July 05, 2022

Target for process measure

Comments

Target for monthly lists (12)

SVCHC participated in a quality
improvement initiative in 2021-2022 to
improve cancer screening rates.
Following changes were made: change
to how cancer screening is tracked in
EMR (better data collection), nursing
resources to help with review of lists of
eligible clients, monthly client lists directly
to provider, quarterly reports.
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Measure

Dimension: Timely

Indicator #3
Percentage of screen eligible
patients aged 52 to 74 years who
had a FOBT/FIT within the past two
years, other investigations (i.e.,
flexible sigmoidoscopy) or
colonoscopy within the past 10
years.

Type
A

Unit /
Population
% / PC
organization
population
eligible for
screening

Source /
Period
OHIP,RPDB,
CCOOCR,CIHI,
SDS / April
2020 – March
2021

Current
Performance
83.40

Target Target Justification
85.00

External Collaborators

SVCHC is above 82% provincial
target.

Change Ideas
Change Idea #1 Continue with colorectal cancer screening QI approach for all eligible clients.
Methods

Process measures

Continued "new" way of accessing
# of monthly reports given to providers
requisition for FOBT/FIT to ensure data is
captured accurately. Monthly cancer
screening lists to providers. Dedicated
nursing/admin support for colorectal
cancer screening. Ongoing quarterly
reports for centre-level colorectal cancer
screening rates. Reminders to clients
about importance of preventative care.

Report Access Date: July 05, 2022

Target for process measure

Comments

Target for every month (12)

SVCHC participated in a quality
improvement initiative in 2021-2022 to
improve cancer screening rates.
Following changes were made: change
to how cancer screening is tracked in
EMR (better data collection), nursing
resources to help with review of lists of
eligible clients, monthly client lists directly
to provider, quarterly reports.
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Measure

Dimension: Timely

Indicator #4

Type

Timely access to a primary care
provider (patient perception)
This indicator calculates the
percentage of clients who report that
the last time they were sick or had a
health problem, they got an
appointment on the date they
wanted.

C

Unit /
Population

Source /
Period

Current
Performance

% / Survey In-house
respondents survey / Jan
2022-Dec
2022

80.00

Target Target Justification
85.00

External Collaborators

CHC target 85-100. Past
performance between 80-90%.

Change Ideas
Change Idea #1 Continued monitoring of clients perception of timely access to care through in-house client survey.
Methods

Process measures

Target for process measure

Annual client satisfaction to clients which Number of clients who completed annual 640 client surveys will be completed
evaluates timely access to care.
client satisfaction survey

Comments
Improved dissemination methods over
past two years with both paper and
electronic version available to clients

Change Idea #2 Monthly review of timely access for clients who receive primary care. Reviewing individual schedules monthly as well as same/next day access (AAAs)
and Third-next-available appointments (TNAs)
Methods

Process measures

Target for process measure

Comments

Primary Care Team Lead, Manager and
admin support will review access as
described above. Reports include %age
of admin time, TNAs

Number of months where all provider
access review is completed

12 months of completed review

This work is part of ongoing work to
ensure clients have timely access to care

Report Access Date: July 05, 2022
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Theme II: Service Excellence
Measure

Dimension: Patient-centred

Indicator #5

Type

Percent of patients who stated that
when they see the doctor or nurse
practitioner, they or someone else in
the office (always/often) involve them
as much as they want to be in
decisions about their care and
treatment

P

Unit /
Population
% / PC
organization
population
(surveyed
sample)

Source /
Period

Current
Performance

In-house
survey / April
2021 – March
2022

80.00

Target Target Justification
85.00

External Collaborators

This target is a reasonable identified
improvement (80 to 85), especially
considering the last two years.

Change Ideas
Change Idea #1 Ensure to continue client-centred care by working with clients on their strengths and goals. Ensuring telephone/virtual appointments include meaningful
interaction with clients.
Methods

Process measures

Target for process measure

Comments

Continued monitoring of this indicator
through annual client satisfaction survey
to clients.

Number of client satisfaction surveys
completed

640 client surveys to be completed
(increase from previous year)

Total Surveys Initiated: 100

Report Access Date: July 05, 2022

Staff are training in client-centred care,
motivational interviewing, goal setting
etc.
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Measure

Dimension: Patient-centred

Indicator #6
Client feeling comfortable and
welcome at CHC
This indicator calculates the
percentage of clients who report
feeling comfortable and welcome at
the CHC.

Type

Unit /
Population

Source /
Period

C

% / Clients

In-house
survey / Jan
2022December
2022

Current
Performance
99.05

Target Target Justification
99.50

External Collaborators

2020 result of 99.3%. Stretch target
of 99.5%

Change Ideas
Change Idea #1 Ongoing commitment to client-centred care
Methods

Process measures

Ongoing monitoring through in-house
Number of in-house client satisfaction
client satisfaction survey and addressing surveys completed
any complaints promptly

Report Access Date: July 05, 2022

Target for process measure
Completion of 640 surveys

Comments
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Equity
Measure

Dimension: Equitable

Indicator #7
Completion of sociodemographic
data collection
This indicator calculates the
percentage of active individual
clients who had an encounter with
the CHC within the most recent 1year period and who responded to at
least one of the following four
sociodemographic data questions:
racial/ethnic group, disability, gender
identity, or sexual orientation.

Type

Unit /
Population

Source /
Period

C

% / Clients

Other / March
31 2022-April
1 2023

Current
Performance
48.00

Target Target Justification
58.00

External Collaborators

Increasing this metric by 10% is
significant, however given the focus
through a Learning Collaborative/ QI
Initiative, it is realistic.

Change Ideas
Change Idea #1 Involvement of QI learning collaborative with the Alliance for Healthier Communities to improve sociodemographic data collection
Methods

Process measures

Target for process measure

Interdisciplinary staff including
management, clinical, admin, QI team
member to participate on QI learning
collection

# of QI learning collaborative meetings
attended

20 (bi-weekly internal meetings and
learning sessions)

Comments

Change Idea #2 Frequent monitoring of sociodemographic data collection completion rate (part of QI learning collaborative)
Methods

Process measures

Bi-weekly monitoring reports "run charts" # of monitoring reports "run charts"
from internal EMR database on
completed
sociodemographic data collection for
three key areas: racial/ethnic group,
gender identity, sexual orientation

Report Access Date: July 05, 2022

Target for process measure

Comments

20 monitoring reports "run charts" to be
completed throughout next year

Part of QI collaborative
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Change Idea #3 Modifying existing registration form which collects sociodemographic data to ensure data captured is valid/usable
Methods

Process measures

With our interdisciplinary QI learning
collaborative committee, reviewing
existing registration form to ensure
format and fields are providing
information needed for completed
sociodemographic data completion

# of meetings in which registration form is Review reg form during 3 meetings or
reviewed # of changes made to
more Makes 3 changes or more to
registration form
registration form

Report Access Date: July 05, 2022

Target for process measure

Comments
Part of ongoing QI learning collaborative
work
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Measure

Dimension: Equitable

Indicator #8

Type

Unit /
Population

Source /
Period

C

% / Clients

Other / April 1
2022-March
31 2023

Cervical cancer screening
This indicator calculates the
percentage of recommended clients
who received or were offered a pap
smear in the most recent 3-year
period, stratified by income

Current
Performance
6.70

Target Target Justification
5.00

External Collaborators

Current performance is within target
corridor

Change Ideas
Change Idea #1 Continue with cervical cancer QI screening approach for all eligible clients. SVCHC performs above target even though many clients have a lowerincome.
Methods

Process measures

Target for process measure

Comments

Monthly cancer screening lists to
providers Dedicated nursing/admin
support for cancer screening Ongoing
quarterly reports for centre-level cancer
screening rates Reminders to clients
about importance of preventative care

# of months lists were sent to providers

12 (monthly) lists to providers with
ongoing support from nursing/admin as
well as management

SVCHC participated in a quality
improvement initiative in 2021-2022 to
improve cancer screening rates.
Following changes were made: change
to how cancer screening is tracked in
EMR (better data collection), nursing
resources to help with review of lists of
eligible clients, monthly client lists directly
to provider, quarterly reports.

Change Idea #2 Involvement of QI learning collaborative with the Alliance for Healthier Communities to improve sociodemographic data collection
Methods

Process measures

Target for process measure

Interdisciplinary staff including
management, clinical, admin, QI team
member to participate on QI learning
collection

# of QI learning collaborative meetings
attended

20 (bi-weekly internal meetings and
learning sessions)

Report Access Date: July 05, 2022

Comments

