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Section 1

Introduction

Introduction : Mission, Vision, Scope Thrive Counselling is a family service organization
serving the residents of Halton. Our Mission: We partner with you to manage life’s
challenges. Our Vision : Strong Individuals, Strong Families, Strong Community. We offer
a variety of counselling services and programs aimed at fostering our community’s ability to
thrive.
The following Quality Improvement Plan serves as the foundation of the commitment of this
agency to continuously improve the quality of the treatment and services it provides.
Quality. Quality services are services that are provided in a safe, effective, recipientcentered, timely, equitable, and recovery-oriented fashion.
Thrive is committed to the ongoing improvement of the quality of care its clients receive, as
evidenced by the outcomes of that care. The organization continuously strives to ensure
that:
The interventions provided incorporates evidence based, effective practices;
 The interventions and services are appropriate to each consumer’s needs, and
available when needed;
 Risk to clients, providers and others is minimized, and errors in the delivery of
services are prevented;
 Clients’ individual needs and expectations are respected, that they have the
opportunity to participate in decisions regarding their treatment; and services are
provided with sensitivity and caring;
 Interventions and services are provided in a timely and efficient manner, with
appropriate coordination and continuity across all phases of care and all providers
of care.
Quality Improvement Principles. Quality improvement is a systematic approach to
assessing services and improving them on a priority basis. Thrive’s approach to quality
improvement is based on the following principles:
 Client Focus. High quality organizations focus on their clients and stakeholders and on
meeting or exceeding needs and expectations.
 Recovery-oriented. Services are characterized by a commitment to promoting and
preserving wellness and to expanding choice. This approach promotes maximum

flexibility and choice to meet individually defined goals and to permit person-centered
services.
 Employee Empowerment. Effective programs involve people at all levels of the
organization in improving quality.
 Leadership Involvement. Strong leadership, direction and support of quality
improvement activities by the governing body and ED are key to performance
improvement. This involvement of organizational leadership assures that quality
improvement initiatives are consistent with provider mission and/or strategic plan.
 Data Informed Practice. Successful QI processes create feedback loops, using data to
inform practice and measure results. Fact-based decisions are likely to be correct
decisions.
 Statistical Tools. For continuous improvement of care, tools and methods are needed
that foster knowledge and understanding.
 Prevention Over Correction. Continuous Quality Improvement entities seek to design
good processes to achieve excellent outcomes rather than fix processes after the fact.
 Continuous Improvement. Processes must be continually reviewed and improved.
Small incremental changes do make an impact, and providers can almost always find an
opportunity to make things better.
Continuous Quality Improvement Activities. Quality improvement activities emerge from
a systematic and organized framework for improvement. This framework, adopted by
leadership, is understood, accepted and utilized throughout the organization, as a result of
continuous education and involvement of staff at all levels in performance improvement.
Quality Improvement involves two primary activities:
 Measuring and assessing the performance of services through the collection and
analysis of data.
 Conducting quality improvement initiatives and taking action where indicated, including
the



design of new services, and/or
improvement of existing services.

The tools used to conduct these activities are described in Appendix A, at the end of this Plan.
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Section 2

Leadership and Organization

Leadership. The key to the success of the Continuous Quality Improvement process is
leadership. The following describes how the leaders of Thrive provide support to quality
improvement activities.
The Quality Improvement Committee is a standing committee within the management
Team Meeting and provides ongoing operational leadership of continuous quality
improvement activities. It meets at least monthly or not less than ten (10) times per year and
consists of the following individuals: Chondrena Vieira-Martin – E..D., Tricia Varey Business
Manager, Connie DeForest Director of Clinical Services, Carol Oosting Director of Clinical
Services
The responsibilities of the Committee include:








Developing and approving the Quality Improvement Plan.
As part of the Plan, establishing measurable objectives based upon priorities identified
through the use of established criteria for improving the quality and safety of clinic
services.
Developing indicators of quality on a priority basis.
Periodically assessing information based on the indicators, taking action as evidenced
through quality improvement initiatives to solve problems and pursue opportunities to
improve quality.
Establishing and supporting specific quality improvement initiatives.
Reporting to the Board of Directors (.E.D) on quality improvement activities of the
agency on a regular basis ( minimum 2 X year)
Formally adopting a specific approach to Continuous Quality Improvement ( PDSA –
Plan, Do, Study, Act).

The Board of Directors also provides leadership for the Quality Improvement process as
follows:



Supporting implementation of quality improvement activities at the agency.
Reviewing, evaluating and approving the Quality Improvement Plan annually.
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The Leaders support QI activities through the planned coordination and communication of
the results of measurement activities related to QI initiatives and overall efforts to
continually improve the quality of care provided. This sharing of QI data and information is
an important leadership function. Leaders, through a planned and shared communication
approach, ensure the Board of Directors, staff, clients and stake holders have knowledge of
and input into ongoing QI initiatives as a means of continually improving performance.
This planned communication may take place through the following methods;
 Reporting on QI at Staff meetings
 Including QI report in Annual General Report
 Posting relevant QI data to Website
 Soliciting client feedback through surveys and individual feedback opportunities (.i.e
website)
 Reporting on QI at Board Meetings
Section 3

Goals, Objectives & Measurement

The Quality Improvement Committee identifies and defines goals and specific objectives to
be accomplished each year. These goals include training of clinical and administrative staff
regarding both continuous quality improvement principles and specific quality improvement
initiative(s). Progress in meeting these goals and objectives is an important part of the
annual evaluation of quality improvement activities.
The following are the long term goals for Thrive’s QI Program and the specific objectives for
accomplishing these goals for the years 2016-18.
1.
2.
3.
4.

To implement quantitative measurement to assess key processes or outcomes
To bring managers, clinicians, and staff together to review quantitative data
To meet internal and external reporting requirements
To provide education and training to managers, clinicians, and staff.
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Action

1.Utilization
of valid tool
to evaluate
the impact
on clients of
a new
clinical
interventio
n

2.
Share QI
data with
staff for
feedback

3.
Ensure high
compliance
with
external
reporting to
major
funders
through
utilization
of a
planning
document,

4. Train
staff on 2 QI
concepts
yearly

Specific

Measurable

Appropriate

Utilize
DERS-SF
Difficulties
in
Emotional
Regulatio
n Scale for
DBT group

Pre and
Post on 6
subscales
to
determine
changes
for
program
participants

Reliable and
Valid and
recommended
evaluation for
DBT group

Scale Free,
available,
scoring easy
and possible
within staff’s
skill set

Upon
completio
n of each
DBT cycle

Clinicians
running
group and
ED for data
roll-up

Share
yearly
evaluation
and
interim
results

Minutes of
Staff
Meetings
Emails

Regular
communicatio
n routes for
staff
information

Communicatio
n channels
established and
effective

Minimum
annually
with 1-2
other
annual
interim
reports

E.D

Utilize
Report
Schedule
Excel
Document
Created
by Co-op
student

Compliance
report
provided to
Board
captures
the extent
of
compliance

Fits with
accreditation
requirements
and ongoing
procedures

Document
complex but
able to
outsource
creation to
student so
resources
present

Summer
2016

Project
Managemen
t Assistant &
E.D.

PDSA
& Q.I.
planning
SMART
objective
& SWOT
analysis

Can count
whether
training
occurred
Minutes of
staff
meeting

New formal
process for
agency so start
with basic,
frequently
used tools

Limited time
resources so
modest,
attainable goals

15-20
minute
blocks in 4
staff
meeting s

E.D.
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Realistic

Time

Staff
Responsible

Status

Assessment. Assessment is accomplished by comparing actual performance on an
indicator with:
 Self over time.
 Pre-established standards, goals or expected levels of performance.
_________________________________________________________________________________
All objectives will be measured on the basis of pre-established standards or goals and where possible
self over time. The measure indicators will be complete, partially complete with explanation or
incomplete.
Section 4

Quality Improvement Initiative

Once the performance of a selected process has been measured, assessed and analyzed,
the information gathered is used to identify a continuous quality improvement initiative to be
undertaken. The decision to undertake the initiative is based upon agency priorities. The
purpose of an initiative is to improve the performance of existing services or to design new
ones. The model utilized at Thrive is called Plan-Do-Study-Act (PDSA)






Plan - The first step involves identifying preliminary opportunities for improvement. At
this point the focus is to analyze data to identify concerns and to determine anticipated
outcomes. Ideas for improving processes are identified. This step requires the most
time and effort. Affected staff or people served are identified, data compiled, and
solutions proposed.
Do - This step involves using the proposed solution, and if it proves successful, as
determined through measuring and assessing, implementing the solution usually on a
trial basis as a new part of the process.
Study - At this stage, data is again collected to compare the results of the new process
with those of the previous one.
Act - This stage involves making the changes a routine part of the targeted activity. It
also means “Acting” to involve others (other staff, program components or consumers) those who will be affected by the changes, those whose cooperation is needed to
implement the changes on a larger scale, and those who may benefit from what has
been learned. Finally, it means documenting and reporting findings and follow up.

Section 5

Evaluation

An evaluation is completed at the end of each fiscal year. The annual evaluation is
conducted by the agency and kept on file in the agency, along with the Quality Improvement
Plan.
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The evaluation summarizes the goals and objectives of the clinic’s Quality Improvement
Plan, the quality improvement activities conducted during the past year, including the
targeted process, systems and outcomes, the performance indicators utilized, the findings
of the measurement, and the quality improvement initiatives taken in response to the
findings.
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APPENDIX A. Quality Improvement Tools
Following are some of the tools available to assist in the Quality Improvement process.
a. Flow Charting: Use of a diagram in which graphic symbols depict the nature and flow
of the steps in a process. This tool is particularly useful in the early stages of a project
to help the team understand how the process currently works. The “as-is” flow chart
may be compared to how the process is intended to work. At the end of the project, the
team may want to then re-plot the modified process to show how the redefined process
should occur. The benefits of a flow chart are that it:
1) Is a pictorial representation that promotes understanding of the process
2) Is a potential training tool for employees
3) Clearly shows where problem areas and processes for improvement are.
FLOW CHART SYMBOLS
Predefined
process

Data

Process

Decision

Preparation

Yes

Flow charting allows the team to identify
the actual flow-of-event sequence in a
process.

Terminator

No

Document

b. Brainstorming: A tool used by teams to bring out the ideas of each individual and
present them in an orderly fashion to the rest of the team. Essential to
brainstorming is to provide an environment free of criticism. Team members
generate issues and agree to “defer judgement” on the relative value of each idea.
Brainstorming is used when one wants to generate a large number of ideas about
issues to tackle, possible causes, approaches to use, or actions to take. The
advantages of brainstorming are that it:
1)
2)
3)
4)

Encourages creativity
Rapidly produces a large number of ideas
Equalizes involvement by all team members
Fosters a sense of ownership in the final decision as all members actively
participate
5) Provides input to other tools: “brain stormed” ideas can be put into an affinity
diagram or they can be reduced by multi-voting.
c. Decision-making Tools: While not all decisions are made by teams, two tools can
be helpful when teams need to make decisions.
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1) Multi-voting is a group decision-making technique used to reduce a long list of
items to a manageable number by means of a structured series of votes. The
result is a short list identifying what is important to the team. Multi-voting is used
to reduce a long list of ideas and assign priorities quickly with a high degree of
team agreement.
2) Nominal Group technique-used to identify and rank issues.
d. Affinity Diagram: The Affinity Diagram is often used to group ideas generated by
brainstorming. It is a tool that gathers large amounts of language data (ideas,
issues, opinions) and organizes them into groupings based on their natural
relationship. The affinity process is a good way to get people who work on a
creative level to address difficult, confusing, unknown or disorganized issues. The
affinity process is formalized in a graphic representation called an affinity diagram.
This process is useful to:
1)
2)

Sift through large volumes of data.
Encourage new patterns of thinking.

As a rule of thumb, if less than 15 items of information have been identified, the
affinity process is not needed.
e. Cause and Effect Diagram (also called a fishbone or Ishakawa diagram): This
is a tool that helps identify, sort, and display. It is a graphic representation of the
relationship between a given outcome and all the factors that influence the outcome.
This tool helps to identify the basic root causes of a problem. The structure of the
diagram helps team members think in a very systematic way. The benefits of a
cause-and-effect diagram are that it:
1) Helps the team to determine the root causes of a problem or quality
characteristic using a structured approach
2) Encourages group participation and utilizes group knowledge of the process
3) Uses an orderly, easy-to-read format to diagram cause-and-effect relationships
4) Indicates possible causes of variation in a process
5) Increases knowledge of the process
6)
Identifies areas where data should be collected for additional study.
CAUSE & EFFECT DIAGRAM

POLICIES &
PROCEDURES
(PROCESSES)

PHYSICAL
ENVIRONMENT

conflicting policies

Unsafe conditions
No policies present

Security problems

inadequate policies

Undesired
Outcome
Human Error

not available
Staffing

Competency

Human
Resources

Insufficient supplies

SUPPLIES,
EQUIPMENT &
MATERIALS

OTHER
AREAS
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Cause and effect
diagrams allow the team
to identify and graphically
display all possible
causes related to a
process, procedure or
system failure.

f. Histogram: This is a vertical bar chart which depicts the distribution of a data set at
a single point in time. A histogram facilitates the display of a large set of
measurements presented in a table, showing where the majority of values fall in a
measurement scale and the amount of variation. The histogram is used in the
following situations:
1) To graphically represent a large data set by adding specification limits one can
compare;
2) To process results and readily determine if a current process was able to
produce positive results assist with decision-making.
g. Pareto Chart: Named after the Pareto Principle which indicates that 80% of the
trouble comes from 20% of the problems. It is a series of bars on a graph, arranged
in descending order of frequency. The height of each bar reflects the frequency of
an item. Pareto charts are useful throughout the performance improvement process
- helping to identify which problems need further study, which causes to address
first, and which are the “biggest problems.” Benefits and advantages include:
1) Focus on most important factors and help to build consensus
2) Allows for allocation of limited
resources.
Event Rate - 12 Months
Rate/Patient

8
6
4
2
0

14/7

30/8

14/8

15/6

14/4

30/7

30/6

14/2

30/5

22/4

Wards

The “Pareto Principle” says 20% of
the source causes 80% of the problem.
Pareto charts allow the team to
graphically focus on the areas and
issues where the greatest opportunities
to improve performance exist.

h. Run Chart: Most basic tool to show how a process performs over time. Data points
are plotted in temporal order on a line graph. Run charts are most effectively used
to assess and achieve process stability by graphically depicting signals of variation.
A run chart can help to determine whether or not a process is stable, consistent and
predictable. Simple statistics such as median and range may also be displayed.
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The run chart is most helpful in:
1) Understanding variation in process performance
2) Monitoring process performance over time to detect signals of change
3) Depicting how a process performed over time, including variation.
RUN CHART
90%

Allows the team to see changes in
performance over time. The diagram can
include a trend line to identify possible
changes in performance.

Percent Compliance

85%

80%

75%

70%

65%

60%

2nd QTR 97
4th QTR 97
2nd QTR 98
4th QTR 98
2ND QTR 99
4th QTR 99
3rd QTR 97
1st QTR 98
3rd QTR 98
1st QTR 99
3RD QTR 99

Quarters

i. Control Chart: A control chart is a statistical tool used to distinguish between
variation in a process resulting from common causes and variation resulting from
special causes. It is noted that there is variation in every process, some the result of
causes not normally present in the process (special cause variation). Common
cause variation is variation that results simply from the numerous, ever-present
differences in the process. Control charts can help to maintain stability in a process
by depicting when a process may be affected by special causes. The consistency of
a process is usually characterized by showing if data fall within control limits based
on plus or minus specific standard deviations from the center line. Control charts
are used to:
Monitor process variation over time
Help to differentiate between special and common cause variation
Assess the effectiveness of change on a process
Illustrate how a process performed during a specific period.

Pilgrim Psychiatric Center
Control Chart
90%

UCL
Percent Compliance

1)
2)
3)
4)

85%

80%

75%

LCL

70%

65%

2nd QTR 97
4th QTR 97
2nd QTR 98
4th QTR 98
2ND QTR 99
4th QTR 99
3rd QTR 97
1st QTR 98
3rd QTR 98
1st QTR 99
3RD QTR 99

Quarters

Using upper control limits (UCLs) and lower
control limits (LCLs) that are statistically
computed, the team can identify statistically
significant changes in performance. This
information can be used to identify opportunities to
improve performance or measure the
effectiveness of a change in a process, procedure,
or system.
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j. Bench Marking: A benchmark is a point of reference by which something can be
measured, compared, or judged. It can be an industry standard against which a
program indicator is monitored and found to be above, below or comparable to the
benchmark.

3.5
3
2.5
2
1.5
1

F
11 Month Statewide
Average

0.5
0

Months

k. Root Cause Analysis: A root cause analysis is a systematic process for
identifying the most basic factors/causes that underlie variation in performance.
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