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Baycrest Hospital & Ambulatory Care Programs

Quality Improvement Plan 2018-19 Each year, we develop a Quality Improvement Plan (QIP) to identify 
the key improvement priorities and steps we are committed to 
take to ensure our residents receive  exceptionally high quality 
care and experience. 

Over the next year we will:
• Deliver training to all hospital workers to support threats/risks of workplace violence
• Support and enhance the culture of reporting through education and modifications 

to our internal reporting system
• Conduct and action a workplace violence risk assessment and psychological 

safety assessment

GOAL #1 Ensure our hospital workers are free from violence and harm
Baycrest is committed to providing a respectful and safe 
environment for everyone who works, volunteers, learns, 
and receives care here. We also know how important it is to 
build a culture of safety, and promote reporting incidents of 
workplace violence.

Over the next year we will:
• Seek detailed feedback from our clients and families about how we can improve the 

admission process
• Based on input from clients and families, update the information we provide our clients 

on admission
• Initiate a family experience survey process

GOAL #2 Improve the care experience for patients at transitions in care
We hear from our patients and families that we can improve 
the transition experience for patients coming from acute care 
to Baycrest hospital. 

Over the next year we will:
• Improve patient positioning
• With input from patients and families, introduce a new process to select support 

surfaces for pressure relief
• Collect and share pressure injury incidence data more regularly with point of care staff

GOAL #3 Reduce hospital acquired pressure injuries for patients in complex continuing care
Our goal is to ensure patients do not develop a pressure injury 
while in our care. Pressure injuries develop on skin that covers 
bony areas of the body as a result of prolonged pressure on 
the skin. Older adults, in particular those with complex care 
needs, are at a higher risk for developing pressure injuries.  

Over the next year we will:
• Sustain the use of the discharge planning checklist
• Ensure escalation procedures of discharge and alternative level of care policies are followed
• Enhance inter-organizational participation in weekly alternative level of care rounds 

GOAL #4 Reduce the number of patients waiting for an alternative level of care 
Alternate Level of Care refers to patients who no longer need 
treatment in a hospital, but who continue to occupy hospital 
beds as they wait to be discharged or transferred to another 
care environment. Our goal is to work with our patients, families 
and system partners to reduce this sector-wide challenge.
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Over the next year we will:
• Monitor and share performance data with physicians 
• Identify and educate physicians on best practices
• Explore opportunities to prompt physicians to complete the discharge summary

GOAL #5 Ensure community care providers receive a patient’s discharge plan within 
48 hours discharge from rehabilitation 
When patients leave our hospital, it is important that their 
primary care provider receive the discharge information, 
including information about the care they received at Baycrest, 
in a timely way. 

Over the next year we will:
• Engage with clients and families to design a client friendly discharge medication list 
• Define the roles/processes for completing discharge medication reconciliation 
• Develop and implement processes to track medication changes throughout a client’s 

participation in the program 
• Introduce a visual management system to monitor performance 

GOAL #6 Prevent medication errors when our outpatients are discharged
Patients in our outpatient clinics may receive new medications 
or have changes made to their existing medications. Medication 
reconciliation is the process of avoiding inconsistencies in 
medications by reviewing the patient’s complete medication 
regimen at the time of admission, transfer, and discharge.

Over the next year we will:
• With input from clients and families, design a standard process for screening, offer 

and referral to Health Links
• Deliver staff education on screening, offer and referral
• Introduce a visual management system to monitor performance 

GOAL #7 Ensure all high risk clients from ambulatory care programs are identified and offered 
access to a provider who can help them better coordinate the care they receive
For our clients who access many our outpatient services, 
their care may be enhanced through even better coordination 
amongst all care providers. The goal of the Health Links is to 
create seamless care coordination for patients with complex 
needs, by ensuring each client has a Coordinated Care Plan and 
ongoing care coordination.


