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Who We are: 

CHATS

Community & Home Assistance to Seniors: 
• CHATS is a not-for-profit charitable organization with approximately 300 staff 

and just over 520 volunteers, supporting more than 7,700 York Region and 
South Simcoe seniors and caregivers each year.

• CHATS offers a full range of in-home and community services that enable 
seniors to continue living in their own home, such as In-Home help and care, 
Meals on Wheels, Transportation, Home safety services, Wellness/Social 
programs, Diversity outreach programs, Caregiver support and education, 
Hospital-to-home transition, and much more!

• CHATS operates six Adult Day Programs, 5 of which are LHIN funded.
• Collectively, our Adult Day Programs support almost 600 unique clients each 

year over the course of 23,300 days of service.



Context: Why Embark on the Individualized 

Care Planning Journey 

• ADP team members identified that CHATS approach to goal setting and 
programming was not individualized.

• Team members wanted a better way to identify individual client needs and most 
importantly, to understand the needs from the client/caregiver perspective.

• There was an interest in being able to measure the impact of the day to day work in 
the ADP environments.

• There was a frustration that while anecdotally, staff knew that they were doing the 
right things and seeing clients get stronger and become more engaged, but, there 
was no evidence.

• There was a sense that if we could drill down deeper to individual client needs, we 
could have an even greater impact on client outcomes.

• The team decided collectively that it wanted to make a change in the way care plans 
were developed so that we could design and then measure, meaningful outcomes for 
clients. 



Project Overview: 
A project team was pulled together to undertake the 

following activities:

• Develop a project charter to define the problem, scope, objectives and 
process

• Complete a diagnostic process to understand the factors contributing to the 
problem and drivers of change

• Create a vision for a desired state
• Design new/improved business processes
• Identify necessary tools for planning and for measurement
• Develop an implementation plan
• Provide oversight for the project
• Measure and monitor outcomes
• Spread and transition to operations



• Scope: 

• ADP clients who attend Tuesdays with a start date prior to September 1st, 

2016.

• Problem Statement: 

• All ADP clients have generalized care plans only.  This limits the ability to 

develop individual goals.  Without individual goals, we cannot design 

individualized care plans and cannot measure outcomes. 

• Aim Statement: 

• 100% of Bradford ADP clients will have a individualized care plans by 

December 31st, 2016.  

Project Charter



Project Charter…con’t

• Initial change Ideas: Leisure Assessment, Recreation Programmer Training on RAI, 

CAP’s and Outcomes, New Care Plan Progress Note in Gold Care, Documentation 

Training, Creation of a RAI/Care Planning Process Map (Current State & Desired 

State).

• Contributing Factors: Need for caregiver/client input, Goals that are measurable, 

Goals that are obtainable, Client Centered, Need for knowledge (training) of 

process, Need for guided documentation process, Review of policies & procedure 

manuals & Remove/Updated old forms & policies. 

• Root Cause of the Problem: Staff not trained, Not properly utilizing manuals, No 

client input, No established manual, No accountability, No process in place.



Project Charter con’t…Measures

Outcomes Measures: Process Measures: Balancing Measures:

1. % of clients that attend 

Bradford ADP on 

Tuesday who have an 

individualized care 

plan.

1. # of caregivers that 

provided input into the 

care plans 

2. # of clients that provided 

input into their care 

plans 

1. Staff perception of 

an increase in 

work load. 

2. Supervisor’s not 

able to complete 

core 

responsibilities. 

3. Changes in 

programming 



Vision for Change: 

Current State vs. Desired State
Current State:
• Care plan development primarily driven 

by staff

• Limited dialogue with clients/caregivers 
about goals

• Limited or no choice offered in 
interventions

• Care plans not individualized

• Goals are not measurable

• Formal assessment included RAI CHA 
only

• Minimal recreation data collected

• Not all staff familiar with RAI and CAPS 
measures 

Desired State:

• Full engagement of client/caregiver in 
assessment and care planning

• RAI assessment (CAP’s) outcomes 
shared and discussed with 
client/caregiver

• All rec staff are educated with respect to 
RAI assessment process and care 
planning process

• Outcome & measure based care planning 
goals are in place

• Strength based approach to care 
planning is used

• Clients/caregivers identify priority needs 
and have choice in interventions

• Goals are identified in partnership with 
clients/caregivers



Diagnostic Process: Evaluating the Current 

State and Planning for Change

• Team members used an evidence based approach to understanding 

the issue.

• Formal QI tools were used to understand what contributed to the 

identified problem and what approaches were likely to drive 

improvement.

• A list of the tools used and how they were employed follows…



Diagnostic Process: Evaluating the Current 

State and Planning for Change
What is this? How did we use it?

Fishbone Contributing factor analysis tool that 

enables teams to move away from blame 

and focus on systems level issues including 

people, environments, processes, policies, 

clients, etc. 

Allowed the team to gather many 

perspectives around causes of our specific 

problem, and to go deeper into the reasons 

why things happen. Allowed us to move

away from tunnel thinking and allow all staff 

members in the team to contribute to 

problem solving.
Five Why’s Tool used to get to the root cause of a 

problem area by progressively asking “why”

(like a toddler)

Used to dive in deep enough to understand 

the root cause and to start to identify 

possible solutions.

Pareto Way of presenting data that helps to focus 

on the areas that will have the greatest 

impacts.  Data is visually seen in order of 

the frequency of events.  

Through this tool we ranked areas of 

importance i.e.: training, manuals, tools and 

client input. 



Diagnostic Process: Evaluating the Current 

State and Planning for Change
What is this? How did we use it?

Driver Diagram Describes the relationship between the goals and 

those things that contribute to/drive the goals.  

When read one way, it describes the ‘how’…when 

read the other way, it describes the ‘why’.  

Used to translate high-level improvement goals 

into a logical set of related goals and sub projects. 

Driver Diagrams helped us organize our change 

concepts and ideas. Answered the question “what 

changes can we make that will result in an 

improvement?”. Used to test theories about cause 

and effect and is meant to be updated throughout 

the project.

Run Charts A chart that describes the frequency over time of 

an event or events. 

Sample trial # of individual care plans completed 

per week. Worked with Bradford Tuesdays. This 

tool collects and charts data to find trends and 

patterns

PDSA Structured approach to quality improvement 

involving the stages of Plan, Do, Study, Act.  

Used to plan and implement tests of change on a 

small scale. Tuesdays Bradford 1 x a week.

Problem 

Solution Chart

A simple chart that outlines the problems and 

possible solutions.

Helped us to identify the main problems, solution, 

goal & key events.



Business Process Design

• Once we understood the problem and the contributing factors, we 

needed to both understand our current business processes (without 

individualized care planning) and then design a new process to 

effectively support our new approach. 



CHATS – INDIVIDUALIZED CARE PLAN PROCESS MAP

* 12 months
# Re-assess annually

Supervisor

Rec. Programmer

ADP Team

Client/Care Giver

Get consent form 
signed and 

documented in G/C

Go into IAR to see if 
current RAI-HC

Enter RAI-HC in 
G/C

current

Contact client to set 
up time for RAICHI 

assess and care 
plan meeting*

Not current

Contact client to set 
up time to care plan 

meeting*

Discuss CAP’s and 
draft individualized 

care plan

Choose goals with 
client 

Sign care plan 
(Annually)

Finalize 
individualized care 

plan in G/C

Notify staff of new 
care plan

Debrief with ADP 
team

Observe client for 4 
weeks and write 1st 
care plan progress 

note

Notify Supervisor of 
any changes 

(Debrif)

Input any changes 
and print for care 

plan binder

Develop progress 
notes quarterly

Quarterly review to 
see if goals met or 

not

Discuss with client 
and set new goals 

based on CAP’s

YES

Discuss with client 
to continue the 

goal or change to 
new goal 

NO

Revise 
individualized care 
plan and share with 

ADP team



Project Logic Model

• To ensure that we were grounded in the overall objectives of the 

ADP, we went back to ‘square 1’ and developed a comprehensive 

logic model for the program.

• We wanted to ensure that whatever we did, moved our overall 

program objectives forward.



ASSESS
 SUPPORT & 

SERVICE
PROGRAMMING

INFORMATION &  
REFERRAL

EDUCATION & 
TRAINING 

CASE 
MANAGEMENT 

 

Clients (18+) 
Caregiver

Clients (18+) 
Caregivers

Staff
Community 

Members
Community Partners

Internal & External 
Resources 

Clients (18+)
Staff

Clients (18+)
Caregivers

Community 
Members

Stakeholders/
Partners

Physicians

Clients(18+)
Caregivers 

Staff
Community members

Stakeholders
Volunteers
Students

Clients (18+) 
Caregivers

Internal & External 
resources

Community Partners

CHATS Adult Day Program (ADP) - Program  Logic Model
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· Complete RAI
· Assess leisure
· Monitor clients  
· Offer 

Individualized care 
planning

· Quarterly care plan 
review 

· Obtain Client/
Caregiver input

· Complete annual 
assessment & 
significant change 
in status

· Emergencies 
response charting 

· Complete falls 
assessment

· Complete exercise 
assessment

· Offer day respite
· Assist caregiver 

with respite Goals 
· Provide caregiver 

& client with 
Community 
connections

· Offer resources
· Refer to support 

system & services
· Provide PSW care
· Provide a 

Medication 
Program 

· Provide alternate 
services (foot care, 
Audiology) 

· Provide training on 
privacy & consent

· Provide daily  
Exercise classes

· Offer individualized 
skill development 

· Provide 
instructional 
materials  

· Research & Develop 
Programs

· Offer all 5 domains 
· Offer a client 

centered  
Experience

· Provide both Social 
& Therapeutic 
Recreation

· Promote a strength 
based approach

· Provide choices
· Offer an avenue for 

client input

· Refer to Caregiver 
Education 

· Refer to CCAC
· Refer to CHATS 

Services 
· Refer to 

Community 
Agencies 

· Provide 
promotional 
materials

· Provide follow up 
calls

· Complete & send 
Referral Forms

· Provide site visits
· Attend & speak at 

community events

· Review and update 
Policy & Procedures

· Provide skill 
Development 
opportunities 

· Offer educational 
Sessions 

· Promote falls 
Prevention

· Promote safety 
· Offer student & 

volunteer 
opportunities 

· Share Relationship 
Based Care 
philosophy

· Training on 
emergency 
procedures 

· Performance & 
development plans

· Complete all 
necessary 
documentation

· Update important 
information in 
client file

· Complete Incident 
reports within 24 
hrs.

· Provide follow up 
within 24 hrs

· Ensure staff are 
aware of reporting 
structure 

· Manage waitlist
· Utilize other 

reporting systems 
(IAR)
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CHATS Adult Day Program (ADP) - Program  Logic Model

· Increase Staff Training Opportunities 
· Increase Community, Caregiver Knowledge & Awareness of ADP Services 
· Increase in Individual Client Goals Achieved 
· Increase of Client/Caregiver program satisfaction
· Improved Client & Caregiver Involvement in Care Planning Process 
· Increase support for clients who wish to remain in residence of choice
· Improve Physical Functioning  

· Introduce 
Individualized 
client care plan

· Create 
Individualized 
client care plan 
process Map 

· Introduce new 
leisure intake form

· Implement 
standardized 
exercise 
assessment

· Increase 
alternative 
services provided 

· Increase consent 
note usage

· Document  client 
& caregiver 
feedback and 
follow up

· Increase clients & 
caregivers 
engagement

· Increase outcome 
based programs 
offered

· Improve ADP  
program 
information

· Increase referral  
note usage

· Increase offers 
for referrals to 
other sources to 
support client & 
caregiver

· Increase staff 
documentation 
training

· Implement 
annual policy 
review system

· Improve Staff 
ADP Procedure 
Manual

· Enhance client 
file audits 



Creation of a Leisure Assessment 

• We knew that while the RAI CHA outcomes provided good 

information, they were insufficient for the purposes of measuring the 

outcomes of day to day programming.

• We needed a tool that would pick up changes at a more granular 

level.

• We sought to create a leisure assessment that would provide us with 

relevant information for care planning and would allow us to measure 

outcomes.

• The process is outlined on the next slide.



Creation of a Leisure Assessment 
• Target Population: Frail Elderly, Socially Isolated, Dementia/Alzheimer’s and 

Individuals who are 18+ with an age related illness (Stroke, Huntington’s, 
Arthritis, Dual Diagnoses)

• Target Domains: Our Wellness Framework incorporates a holistic approach 
and involves all 5 domains (Physical, Emotional, Spiritual, Intellectual and 
Social).

• Tool Development: Research, Development of a Program Logic Model and 
Staff Engagement

• Trial Data: 10 Clients/Caregivers completed the draft assessment in its 
entirety, trial assessments were completed face to face with individuals, a 
diverse population was chosen (Diagnoses, Gender, Cultural and Linguistic 
background), Data responses where completed by; analyzing each section 
of the assessment, layout and overall use by staff and client. 

• Assessment Structure: Checklists, Free Response and optional Q-Sort 
Activity



Initial Test of Change
Phase I:

1. Trial at one adult day program location

2. Identified 20 clients/caregivers for trial

3. Training of staff (specifically in RAI CHA, CAP’s and outcomes, scoring) 

4. Develop new care plan quarterly progress note in Gold Care

Client/Caregiver Involvement: 

1. RAI CHA/HC are completed with client/caregiver 

2. Discussion of CAP’s triggered from RAI with client/caregiver 

3. Offer choice  

4. Develop measurable goals & outcomes with client/caregiver 

5. Create a individualized Care Plan



Initial Test of Change

Team Communication & Involvement: 

1. Share new Care Plan with Team 

2. Prepare quarterly progress note to track goals and outcomes

3. Track goals (met/unmet), observe clients and document 

Recreation programmers to discuss individualized care plan in debrief with ADP 
team

1. Recreation programmers to submit individualized care plans in new note 
type

2. Recreation programmers to work on individualized care plans over the 
next quarter

3. Supervisor to review individualized care plan done within the month

4. If goal is completed supervisor to call client and/or caregiver to discuss 
new goals and create updated individualized care plan



Outcomes

Qualitative: 

• Developing programs that better reflect clients individual need.

• Client and caregiver input has lead to individualized therapeutic programming.

• Rapport building with clients increased.

• Clients are more interested in programming, it has lead to greater participation, 
more involvement and less responsive behaviours. Clients are taking more initiative 
in giving program ideas and also help facilitate programs.

• Innovative approaches/technologies have been brought in to the ADP to better 
meet client needs i.e.: Doll Therapy, Technology, Petal Bikes, Storytelling, 
Montessori) 

• Broadening of community networks & partnerships

• Clients are developing a sense of community within the ADP, by having more 
interest in their personal goals thus increasing clients autonomy and independence 
and overall responsibility within the ADP. 



Outcomes

Quantitative: 
Trial

• 100% of Bradford ADP clients attending on Tuesdays have an 

individualized plan of care.

Implementation

• 100% of the 5 ADP will fully implement individualized care planning 

by March 31st, 2017.



Barriers & Recommendations
Time:
Barrier: 

• Time consuming to facilitate care planning meetings with caregivers and clients, 
and for recreation team to complete individualized progress note due to limited 
office time hours as well as limited time to meet inter-disciplinary team.

Recommendation: 

• Supervisor completes individualized care plan with client/caregiver immediately 
after receiving or completing a health assessment our organization utilizes the 
InterRai Community Health Assessment. No separate meetings. Recreation team 
writes down exceptional notes in the care plan binder as they occur which saves 
time when writing the progress notes. The team also meets to discuss the care plan 
at the end of the day when completing daily debrief ensuring progress note 
reflecting inter-disciplinary communication. 

Staff Transitions
Barrier: 

• Staff transitions can lead to inconsistences in process and programming.
Recommendation: 

• Having a clear outlined process map can help diminish inconsistencies in process 
and programming.



Barriers & Recommendations
Training

Barrier: 
• Training our adult day program team including supervisors and recreation staff can have be costly 

to the organization.

Recommendation: 
• Having an in-house trainer helps with process inconsistences, and ensuring that the whole team is 

trained and not just supervisors/management. InterRai coordinator trains all sites to ensure the 
same procedures are being implemented and followed up with for quality improvement. 

Staffing Ratios

Barrier:
• Individualized programming requires more 1:1. 

Recommendations:
• Individualized programming has been less work on recreation team as they are filling in the calendar with 

programs of interest to the client’s care plan. 1:1 programming has increased, students and volunteers 
are needed more.

Costs

Barrier:
• Meetings individual care plan goals require more funding.

Recommendations:
• Donations were made by community partnerships, and small items were purchased to ensure that 

programs were facilitated properly and safely. Grants were also sought.



Thank you

CHATS – Community & Home Assistance to Seniors 

www.chats.on.ca

905-713-3373 

Live Well, Be Well, Age Well 

"Making patient involvement a reality is more than just an ethical imperative.  It provides 

an opportunity to enhance patient-reported outcomes such as satisfaction and 

empowerment" (Tambuyzer & Audenhove, 2013).

http://www.chats.on.ca/

