Community Living Kingston and District is a CARF-accredited
organization

Performance Measurement and Management Plan
Community Living Kingston and District strives to have a very robust quality improvement process throughout the
organization. This QI process will be utilized to ensure that the organization’s mission and goals is being achieved by
supplying data that can help inform decision-making.
Preparation
CLKD will use its QI process to identify any gaps and opportunities that might provide the organization with information
needed to improve its services.
Generally speaking, this preparation stage will involve:
•
•
•
•
•
•
•

Seeking input from persons served, personnel, and other stakeholders;
Reviewing the characteristics of persons served, especially in comparison to any established community profile;
Considering the expected results of services;
Looking at any extenuating or influencing factors that may impact results;
Using comparative data;
Ensuring that performance information is communicated to stakeholders;
Having technology that is sufficient to support the needs of the performance improvement plan.

Processes
Note: At present, whenever the ‘designated Manager’ is noted, it is currently assigned to the HR Director.
What needs to be done
Collecting relevant data on
characteristics of persons served

Who will lead and how it will be
done
The designated Manager will meet
with individual program Manager and
leaders to identify the most relevant
data to be collected.

Establishing and collecting
effectiveness measures

The designated Manager will meet
with individual program Manager and
leaders to identify the most important
measures for each program.

Experience of services received and
other feedback from persons served.

As led by the designated Manager,
the organization has two methods by
which to receive this information from
persons served: A peer delivered
survey and an online/paper survey.
The peer survey is the preferred
course of action.

Experience of services received and
other feedback from other
stakeholders

As led by the designated Manager,
the organization solicits feedback in a
three-year cycle involving staff,
families, and community partners.
The designated Manager will meet
with individual program Manager and
leaders to identify the most important
measures for each program.

Establishing and collecting efficiency
measures.

Establishing and collecting service
access measures

The designated Manager will meet
with individual program Manager and
leaders to identify the most important
measures for each program.

Current plan and processes
Data is collected on age, gender,
transportation barriers,
communication styles, and mobility
needs. Other data, such as
diagnosis, is collected in Nucleus but
may not be aggregated each year.
Each program has different
effectiveness measures, depending
on their specific focus. Measures
may change from year to year
depending on the acuity of the data
and the changing needs of the
program.
The online survey was used in 2020
because it was logistically easier to
administer.

In 2020, staff were surveyed
specifically about their experience
with the organization’s EAP and other
support programs.
Because of the volume of resources
dedicated to sick time, every program
utilizes the same efficiency measure,
which measures absence rates due to
sick time.
Each program currently has their own
service access measure that is
reflective of the most pressing needs
for persons served.

Collection of data about persons
served at various intervals (beginning
of services, appropriate intervals
during services, the end of services,
points in time following services)

This is led by program Managers,
who direct staff to collect data in
Nucleus.

Establishing and collecting business
function measures

This is led by the HR Director, in
consultation with other Directors
around the most important measures
to collect. These are based off of
regularly used reports such as those
related to health and safety, finance,
governance, etc.
This is led by the HR Director, who
develops data integrity measures.
The designated manager and the
individual program Managers review
possible extenuating factors with
program leaders when data is ready
to be analyzed.
The designated Manager and
individual program Managers are
responsible for establishing these
time frames.

Ensuring data integrity- validity,
reliability, completeness, accuracy
Examining extenuating factors that
may impact results

Establishing timeframes to analyze
data and communicate results.

Determining how data is collected and
analyzed and how performance
improvement plans are developed
and implemented
Determining how performance
information is communicated

The designated Manager and
individual program Managers are
responsible for determining this,
delegating action plans to their team
for implementation.
The designated Manager consults
with the Management team.

This is completed at the beginning of
services and is updated at least
annually. Service data is also
updated when service ends. It is rare
that data is collected following
services, as most cessation of
services is due to death or simple
transition to another program in the
agency.
A series of business function
measures considered the most
important are in evidence.

Data integrity processes are noted at
the end of this report.
Each measure in place has
extenuating factors taken into account
accordingly, as noted within the QI
report.
Each measure is analyzed at least
annually, though many are examined
more frequently (as noted in the QI
report). Results are communicated in
the same time frame.
Each measure has a separate
implementation plan

Information is distributed using the
Plan to Distribute Performance
Information.

This plan was last reviewed in January 2021 and will be reviewed no later than twelve months from that time.

Plan to Distribute Performance Improvement Information
Intent
It is imperative that information related to performance improvement is shared with all stakeholders. A fundamental
component of the quality improvement cycle is the distribution of such information such that all stakeholders have
access to this information and that they have the opportunity to provide feedback on this information.
Procedure
The following guidelines will be followed in order to ensure that performance information is shared on a regular basis
and in formats that are useful to all parties. (Note: In the list below, “Other stakeholders” include parents, community
partners, and MCSS).

Stakeholder

Method

Ensuring Usefulness

Timelines

Feedback
Invitation
QI Report contains
contact information
for all Management
staff.

Persons
Served,
Personnel,
Other
Stakeholders

Annual Quality Improvement
Report will provide yearly update of
all performance improvement
activities. Report is available via
combox (for staff), on website, and
paper copies are available.

It is recognized that this document may not be the
perfect forum for persons served. As such,
primary staff persons will be encouraged to ask
persons served if they are interested in reviewing
the information for programs that are of interest to
them and explain this information to them.

Annually

Persons
Served,
Personnel,
Other
Stakeholders

Agency report card will be used to
communicate information in a more
understandable and meaningful
manner. The report card will be
posted on the agency website and
posted at program locations, as
appropriate. It will also be made
available in the Community Link
newsletter.

Report card will utilize simply ‘thumbs up’ and
‘thumbs down’ grades.

Annually

All users will be
encouraged to
provide feedback
via phone or email.

Persons
Served,
Personnel,
Other
Stakeholders

Agency website will contain up-todate information related to all
performance improvement
activities. Updates for all measures
will be made as data is available.

Attempts will be made to ensure that information
is presented in a very direct, user-friendly manner.

Wherever
Possible

All users will be
encouraged to
provide feedback
via phone or email.

Persons
Served,
Personnel,
Other
Stakeholders

Agency newsletter will have a
Quality Improvement section in
each edition in which progress will
be updated.

Attempts will be made to ensure that information
is presented in a very direct, user-friendly manner.

Twice a year

Telephone and
email contact
information will be
provided in order
to encourage
feedback.

Personnel

Updates are provided at staff
meetings as requested by staff or
supervisors.

This format allows for the information to be
presented directly to staff in a face-to-face forum.

Wherever
Possible

Personnel

Bulletin Boards and combox
system in Nucleus Labs will be
used to convey information
wherever possible.

This will largely be in the same format as
information distributed to program locations.

Wherever
Possible

Interactive nature
of the forum invites
feedback and
discussion.
Invitation to
provide feedback
will be included in
any such postings

Note
This plan coexists with other documents detailing the Data Collection/QI Process and that may specify the timelines
by which to collect data for measures. Such documents include, but are not limited to, the Overview of the Quality
Improvement Process included in the Quality Improvement Report.
Review
This plan will be reviewed on at least an annual basis.

Risk Management Plan- 2021
Purpose
Risk Management involves activities that deal with uncertainty and potentially harmful future events. The purpose of this
Risk Management Plan is to:
 Identify and minimize risk to Community Living Kingston and District, the individuals served by the agency, and the
agency’s staff and volunteers.
 Address risk and increase awareness about identifying risk and how to minimize it.
 Assist in preventing harmful events
 Protect the individuals supported by the agency
 Protect the agency’s profile and assets
 Ensure the continuity of service provided by the agency.
 Utilize a practical and common sense approach that considers the needs of the individuals being supported first and
foremost.
This Risk Management Plan coexists with the agency’s policy on Risk Management (Policy # FN 1.08) and there may be
significant overlap between the two.

Community Living Kingston and District’s Approach to Risk
Risk exists in the day-to-day operations of Community Living Kingston and District. This risk is minimized somewhat by the
agency’s cooperation with monitoring bodies such as the Workplace Safety and Insurance Board and the Public Services
Health and Safety Association, the Social Inclusion Act of Ontario, as well as by compliance with CARF Accreditation
Standards and the province’s Quality Assurance Measures. The organization also seeks to develop partnerships with other
community organizations wherever possible. Internally, a Management team led by the Executive Director, who reports
directly to the Board of Directors, manages and monitors the organization.
Where necessary and appropriate, individual risk assessments are completed in an effort to determine the level of risk faced
by the individuals, staff members and the organization as a whole and the safeguards necessary to mitigate these risks.
An example of this is with the individual bathing protocols for those assisted by staff members with their bathing routines.
All individual bathing protocols will include a risk assessment.
The Risk Management plan is developed and reviewed by the Management team, who are similarly responsible for its
implementation.

General Strategies Used to Address Risk
On an everyday basis, the agency minimizes risk by using training, policies and procedures, equipment and tools, and
supervision. In addition, the following techniques are used to manage risk:
Avoidance: Discontinuing an activity or not offering a service.
Modification: Implementing activities to reduce the level of risk to an acceptable level (e.g., implementing policies and
procedures)
Retention: Accepting all or part of the risk and preparing for potential consequences by accepting deductible costs or selfinsuring
Sharing: Purchasing insurance, sharing responsibility with another organization or contracting the service to another
business.

Specific Strategies Used to Address Risk
People
Area of Risk

Persons Served and Families

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Injuries and Accidents

Results of Actions
Used to Manage
Risk
New Strategies to be
Adopted This Year

Moderate
Moderate
· Policies and Procedures are followed and regularly reviewed with staff
· Staff receive orientation and training in a number of areas, including safety and
prevention (e.g., CPI, First Aid/CPR, WHMIS 2015, Q-Straint are mandatory.
ASIST and Mental Health First Aid have been added as requested)
· Injuries and accidents are reported and reviewed to identify any trends
· Specific interventions are noted in individual plans and Positive Behaviour Support
Plans are developed as needed. PBSPs are monitored by an assigned Behaviour
Therapist and Registered Psychological Associate.
· Individual risk assessments are developed as needed
· Policies and procedures related to physical supports with persons served require
mechanical lifts to be used wherever possible
· External and internal Health and Safety Inspections
· Bathing protocols developed in Residential Services
· Policy related to bathing
· Emergency signage in vehicles, and safety inspections required before vehicle use
· Fire safety training with all teams
· Controlled acts training by nurse in place
· Trend analysis completed related to slips, trips, and falls.
- Joint Health and Safety Committee completion of site inspections at least annually
- Completion of health and safety training in Surge
- All staff receive Driver Orientation training, reviewing use of Q-Straints, vehicles and
lifts.
- Individual transportation protocols in place for all persons served, as appropriate.
- Mental Health First Aid training completed with interested staff on regular basis.
- Worker reps trained in hazard recognition complete monthly health and safety
inspections at each location
- New Safe Visit Assessment and Safe Visit Plan developed and implemented January
2021.
· There was one significant injury to a person served that resulted from Q-Straints being
improperly secured.
None

Area of Risk

Persons Served and Families

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)

Missing Persons
Low
High

Current Strategies
Used Manage Risk

Results of Actions
Used to Manage
Risk
New Strategies to be
Adopted This Year

· Specific protocols/interventions developed as needed
· Missing persons protocol/search kit at CIP
· Policy related to client distress (Operations 4.05)
· Manager On-Call system available to assist in these circumstances
· Serious Occurrence reports filed with MCSS
· Annual staff review of emergency procedures, including client distress policy.
There were no issues related to missing persons this year.

None

Area of Risk

Persons Served and Families

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Violence and Trauma

Results of Actions to
Manage Risk
New Strategies to be
Adopted This Year

Low
Moderate
· Staff trained to assess safety and potential crisis (CPI)
· Code of conduct used to reinforce acceptable behaviour at CIP
· Abuse education for all persons served, and staff review abuse policies annually
· CPI trainers available to do team-specific Applied Physical Training for teams that face
significant behaviour challenges.
- Staffing levels adjusted as necessary to reflect need.
- Guidelines to assist Family Services staff with processes in case they feel that it is
unsafe for them to work in a private home.
There were no significant reports of violence/trauma to persons served or families this
year
None

Area of Risk

Persons Served and Families

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Violation of Private or Confidential Information
Moderate
Moderate
· Policies OP 1.01 and 3.04 address confidentiality of information
· Nucleus Labs system is password protected so that users have access on a need-toknow basis. HR Policy 1.19 addresses the use of electronic records system.
· Nucleus system is monitored for possible security breaches, and all data is backed up.
· Contract with Service First for security of networked documents in place.
- Training around confidentiality put in place via Surge Learning Management System.
- Privacy and Confidentiality training completed at all new staff orientation sessions
- Paper files of person served in process of being digitized and uploaded to Nucleus as
of November 2019. Digitization process has been completed, but not uploaded to
Nucleus. As of December 2020, paper files are being audited to ensure that
digitization was complete and accurate.
- User access settings regularly reviewed to ensure confidentiality (see issue from 2019,
below). This was implemented Spring 2019.
- Nucleus instituted mandatory password re-sets every six months starting in 2019.
-Temporary download folders automatically cleared on a regular basis.

Results of Actions to
Manage Risk
New Strategies to be
Adopted This Year

There were no reported concerns around privacy and confidentiality this year.

Area of Risk

Persons Served

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Abuse and Neglect

Results of Actions to
Manage Risk
New Strategies to be
Adopted This Year

Item: Policy related to use of personal devices to access agency information to be
developed (held over from last year).
Parties Responsible: Matt Luck
Time Frame: March 2022

Low
High
· Policy OP 2.05 addresses abuse and neglect
· Board Policy 16 addresses rights and how to make a complaint
· Employees and volunteers are screened and supervised
· Mistreatment, abuse, and neglect is reported to appropriate authorities
· Reports of all abuse/neglect filed with MCSS
· All staff and volunteers required to complete annual training on abuse prevention and
reporting
· All persons served receive annual education on abuse prevention. Specialized classes
can be facilitated by Cathy Lawrence and Catharine Gibson.
- Abuse education training provided to all new staff at New Staff Orientation sessions
early in employment
- Online training for staff implemented via Surge.
- There was one allegation brought forward this year, which an investigation deemed to
be inconclusive.
Item: The organization is developing a process to ensure that abuse awareness training
is provided at intake of a new service or when transitioning to a new area of the
organization.
Parties Responsible: Erin Impola
Time Frame: December 2021

Area of Risk

Employees

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Injuries and accidents
Low
Moderate
· Joint Health and Safety Committee of Management and Union representatives
· Policies HR 3.01 to 3.15 address employee safety. Includes policies related to lifting,
slips, trips and falls, and client handling
· Orientation and training for staff includes safety (CPI, WHMIS 2015)
· Major injuries and accidents are reported and reviewed for trends with recommendations
made to employer by Joint Health and Safety Committee
· WSIB coverage, health benefits
· External and internal health and safety inspections
· Ministry of Labour inspections
· All staff annually review policy on workplace violence prevention, as well as general

Results of Actions
Used to Manage
Risk

New Strategies to be
Adopted This Year

health and safety refreshers (slips, trips and falls prevention, MSD prevention).
· Emergency signage in vehicles; safety checklist to be completed weekly before each use
of a vehicle
· Ladder safety training completed with teams as needed.
· Orientation tips on how to avoid banging head in accessible vehicles
· Bump caps required for use by staff when utilizing accessible vehicles.
- MSD prevention and safe driving videos reviewed by new staff as part of new staff
orientation.
- Cell phones provided to Residential staff for emergency use if in community.
- Driver education training to ensure safety around lifts, driving, Q-Straint, etc.
- MSD prevention training in Surge.
- Inspections by health and safety reps who have training in hazard recognition at each
location.
- Footwear policy in place.
- All staff assistants at Kwik Shred are trained in proper health and safety procedures.
- All supervisors trained in specialized health and safety program via PSHSA.
· There were two lost time injuries in 2020, both the result of staff being struck by a person
served and causing concussion symptoms. The organization completed an
investigation into these issues and developed a series of recommendations that the
employer implemented by December 2020. Bump caps were required to mitigate
risk until other measures could ameliorate the situation.
None.

Area of Risk

Employees

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Illness or mental health

Results of Actions
Used to Manage
Risk

Medium
Medium
· Flu shot clinic held annually
· All employees have sick time for use when ill
· Fit testing (respirators) for all employees
· Policies related to infection control and pandemic preparedness
- Joint Wellness at Work Committee
- Peer Support and Peer Mentoring teams
- EAP Program
- Mental Health First Aid training completed with targeted staff on a regular basis
- Training in compassion fatigue and vicarious trauma done with new staff at orientation.
- During initial stages of COVID, a morale task force was implemented to attempt to keep
spirits up.
- Significant implementation of COVID prevention and management strategies (see COVID
safety plan).
- Videos about resilience while working during COVID have been added to Surge. These
videos were designed for CLKD by its EAP service.
This has proved tricky to determine. The stress of living through COVID has been significant,
but there is no data to support that there have been more leaves or lost time. Sick
time actually went down in programs this year (see efficiency measures), but the
employer had put some pandemic strategies in place where staff were paid regular
time in cases that might ordinarily have been sick. The number of staff who have very
high sick percentages appears to have gone up this year, though. However,
anecdotally, it is clear that employees have struggled more this year, with good cause.

New Strategies to be
Adopted This Year

Item: As was the case in 2020, CLKD will suspend the Attendance Management Program
for the first half of 2021 and will re-evaluate for the second half based on the course of the
pandemic. CLKD deemed it unreasonable to unnecessarily ‘manage’ staff sick time during
the pandemic. Also, when staff have been symptomatic and required COVID testing, they
have been paid for the day of the testing if they were scheduled to work. This has been
done in deference to the fact that it is inconveniencing staff to go for intrusive testing on a
day where they normally would have been able to stay home and rest.
Parties Responsible: Jeff Harrison
Time Frame: Ongoing
Item: The Wellness at Work Committee had, in 2020, started to put more focus on the
mental health of staff as they dealt with the pandemic. These efforts will continue.
Parties Responsible: Sheri Scott and Wellness at Work Committee
Time Frame: Ongoing

Area of Risk

Employees

Type of Potential Risk

Communicable Diseases

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Medium

Results of Actions
Used to Manage Risk
New Strategies to be
Adopted This Year

High
· Employees requested to disclose any contagious disease
· Agency will pay for required immunizations as applicable to employee’s work situation
· Policies HR 3.09 and 3.10 address disease and infection control. Policy HR 3.14
addresses respiratory protection program
· Employees informed of persons served that may have communicable diseases
· Flu shot clinic held annually
-Respiratory protection program. Team of Fit testers (for respiratory protection)
expanded.
- Training around communicable diseases put in place in Surge.
- Significant measures taken to combat COVID, as noted in the COVID safety plan (see
elsewhere in this report). This involves extensive screening, staff remaining home if sick
until cleared by test results, enhanced infection control protocols, PPE usage,
asymptomatic testing of staff where required, and significant frequent collaboration with
Public Health.
COVID became the focal point in 2020. Staff were sent for COVID testing on over 300
occasions in 2020. There were two occasions where staff tested positive. Luckily,
in both cases, there was no spread to other staff or person served.
Item: CLKD to commence vaccination education program in January 2021 and will
attempt to incentivize vaccination.
Persons Responsible: Peter Sproul
Time Frame: January 2021. Note—completed by February 2021, with payment made to
staff for their time to get vaccinated.
Item: Policies around vaccination requirements and responses to be developed and
implemented.
Persons Responsible: Peter Sproul, Jeff Harrison
Time Frame: April 2021
Item: As was the case in 2020, adherence to all directives from Public Health and from
MCCSS around COVID precautions and responses.
Persons Responsible: Sheri Scott, Peter Sproul
Time Frame: Ongoing

Area of Risk

Employees

Type of Potential Risk

Staff Turnover

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

High

Results of Actions
Used to Manage Risk
New Strategies to be
Adopted This Year

Moderate
· Competitive benefits
· Staff recognition program
· Formal monitoring of turnover by HR Director
· Leadership Development Bursary Fund
· Exit interview process
· Human Resources section of policy manual designed to ensure a safe workplace
· Participation in provincial HR strategy with OASIS and MCSS
· Implementation of Core Competencies training.
- Wellness at Work Committee to attempt to assist in advancing strategies that would assist
to quell turnover
- Hiring practice where staff are interviewed and screened in advance of actual hiring
needs put in place in order to decrease issues related to lag time in hiring
Staff turnover was lower in 2020, but it is not known how much COVID may have impacted
this. There was a dearth of available social service jobs in the Kingston area, so
there was less ‘competition’ for staff.
Item: A new HR Manager (Lisa Macdonald) has been hired to lead recruitment and
retention efforts. Lisa has extensive experience in the HR sector and will bring new ideas
and perspectives. Among initiatives are to diversify the hiring pool and look at candidates
who CLKD may previously not have considered.
Persons Responsible: Jeff Harrison, Lisa Macdonald
Time Frame: Ongoing

Area of Risk

Employees

Type of Potential Risk

Employment Practices Violation

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Low

Results of Actions
Used to Manage Risk

Moderate
· HR policy and procedures
· Staff code of conduct and discipline policy
· Employment Standards Act
· Collective Agreement with CUPE 2635
· There were no employment standards violations this year.

New Strategies to be
Adopted This Year

None formal.

Area of Risk

Employees

Type of Potential Risk

Workplace Violence, Harassment

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)

Low
High

Current Strategies
Used Manage Risk

Results of Actions
Used to Manage Risk
New Strategies to be
Adopted This Year

· CPI Training
· Positive Behaviour Support Plans
· Manager on-call system for assistance
· Additional staffing at homes with high needs
· Annual staff review of policies related to workplace violence prevention and harassment
(training completed in Surge)
- Annual review of harassment policy by JHSC
- Supervisor training around harassment, sexual harassment and workplace violence
training last done in 2017. To be completed again on regular basis.
- Supervisors trained biannually around harassment policies and their expectations.
- Staff retrained on harassment policies regularly
- Focus on behaviourally trained staff at key locations (e.g., BST, BPsych background).
There were two harassment complaints put forth this year, which were investigated and
dealt with by the organization. There was also a non-selection of a prospective staff
due to screening concern related to this area.
None

Area of Risk

Board of Directors

Type of Potential Risk

Criminal activity, fraud, theft, legal requirements, liability, board turnover

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Low

Results of Actions
Used to Manage Risk

Moderate
· Liability Insurance
· Governance policies and procedures
· Board member recruitment and screening, Board nominating committee
· Policy FN 1.08 addresses many issues related to risk and fraud
- Board Members do not have access to funds.
· There were no concerns related to Board conduct this year.

New Strategies to be
Adopted This Year

None

Area of Risk

Community

Type of Potential Risk

Complaints

Frequency
(Likelihood)
Severity (How Bad, if
it occurs)
Current Strategies
Used Manage Risk

Low

Results of Actions
Used to Manage Risk
New Strategies to be
Adopted This Year

Moderate
· Complaints procedure
· Proactive communication and input
· Complaints may be directed to Executive Director with expectation of open dialogue
· Complaints were minimal this year (see summary of complaints in this report).
None

Property and Assets
Area of Risk

Buildings

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Damage

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

Low
Low
· Insurance and deductibles
· Adherence to all provincial fire and building code regulations
· Policy FN 1.08 addresses many of these issues
· Damage to buildings was not a significant concern this year.

None

Area of Risk

Vehicles

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Damage, accidents, theft

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

Low
Moderate
· Insurance and deductibles
· Policies HR 1.10 and FN 1.08 address many issues
· Completion of safety checks prior to weekly use.
- 40 staff per year required to submit updated driver’s abstracts
- Staff required to self-disclose driving infractions exceeding 3 demerit points
- Driver orientation training in place for all new staff.
· While there were accidents with damage to vehicles this year, these were easily managed
within our insurance policies.
- Action was taken against CLKD’s insurance company from a 2019 accident.
None

Area of Risk

Furnishings, Supplies, Equipment

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Damage, theft

Results of Actions
Used to Manage
Risk
New Strategies to be
Adopted This Year

Low
Low
· Insurance and deductibles
· Policy OP 1.03 addresses client home and property issues
· Policy FN 1.08 addresses many issues related to risk management
· There were no significant issues related to damage or theft this year.

None

Area of Risk

Technology

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Security information management, privacy and confidentiality, theft, damage

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

Low
Moderate
- Office sites are monitored or alarmed at all times
- Technology Plan addresses information security
- Insurance
- Monitoring of information by Nucleus Labs and by Service First
- Cybersecurity training in Surge
- Password resets required in Nucleus every six months.
- There were no identified concerns in 2020.

None formal.

Financial
Area of Risk

Financial Practice

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Fraud, legal requirements, investment losses

Results of Actions
Used to Manage
Risk

Low
High
· Finance policies
· Insurance
· External audit completed annually
· Experienced finance staff
· Revenue Canada audits
- Access to finance offices is limited to key parties through fob system
- Agency’s investments are in nothing more risky than GICs
-There were two reports of attempts to fraudulently alter a financial payment (not related to
a CLKD staff). These were intercepted before they could have an actual negative
impact.

New Strategies to
be Adopted This
Year

Item: Much of CLKD’s accounts payable is still done by cheque, which still have a
reasonably substantial fraud risk. CLKD will accelerate the speed with which transition to
electronic payments is implemented.
Persons Responsible: Matt Luck
Time Frame: By fall 2021.

Area of Risk

Financial Practice

Type of Potential
Risk

Individualized/Direct Funding: A component of the rates charged for these arrangements is
designed to cover overhead/administration/etc., which in reality ends up funding
organization wide pressures as they arise. As this revenue grows there is risk that CLKD
will begin to budget for this flexibility on an annual basis and there would be vulnerability

should this revenue decrease in the future.

Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Results of Actions
Used to Manage
Risk

New Strategies to
be Adopted This
Year

Moderate
Moderate
· Billing for individualized funding is frequent, meaning that it is recovered quickly.
· Intricate reporting systems between the programs offering service and the finance
department are in place, assuring up-to-date information on budget needs and
incoming funds.
There was a loss of individualized funding due to COVID, essentially because persons
served had limited ability to purchase service from CLKD, which was running only
essential services for much of the year. This represented a potentially huge loss to
the organization, but was offset by reduced staffing in those programs, who were
redeployed to other services.
None

Area of Risk

Loss of Funding

Type of Potential
Risk

All funding for adult services flows through Ministry of Children, Community and Social
Services. In the current political climate, there is the risk of a reduction in funding that is
crucial to service provision. This includes the possibility of agency stabilization funding,
introduced in 2018-19, not being provided for 2020-21.
Moderate

Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

High
- Frequent interaction with MCCSS representatives.
- Involvement in provincial associations to lobby for ongoing funding.
- Strong financial practices to maintain overall health and project response to various
financial pressures
There were no issues related to this area this year, but vigilance is required.

None

Organization
Area of Risk

Reputation and Profile

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)

Negative media coverage, loss of credibility
Low
Moderate

Current Strategies
Used Manage Risk

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

· Avoid activities that threaten the organization’s profile or may cause a negative impact on
its reputation
· Membership in provincial organizations (Community Living Ontario, etc.)
· Adherence to goal and vision statement
· Policies related to social media use and media relations
There was one media inquiry to the Executive Director this year (related to COVID
outbreaks), but it did not result in further reporting.
None

Area of Risk

Service Capacity

Type of Potential
Risk
Frequency
(Likelihood)
Severity (How
Bad, if it occurs)
Current Strategies
Used Manage Risk

Ability to serve populations that increasingly include issues with homelessness, legal
issues, high vulnerability, addictions
Moderate

Results of Actions
Used to Manage
Risk
New Strategies to
be Adopted This
Year

High
· Increased scrutiny over who is accepted into services, based on these needs
· Some training available to staff as opportunity arises.
- Increased requests for clinical supports
· While concerns around serving these populations continue, we were able to manage
them this year.
None

Inclusion of risk reduction into performance improvement activities
Where possible, performance indicators will be developed to assist with risk reduction. Multiple business function
measures were gleaned at least partially from a desire to manage identified risks.

This plan was reviewed and revised in January 2021. Anticipated review date is December 2021.

COVID-19 Safety Plan Updated January 2021
Note: This plan was created using a template from the Province of Ontario. This version is up to date as of January
2021. An updated version can be obtained from CLKD upon request.

1. How will you ensure all workers know how and are able to keep themselves safe from exposure to
COVID-19?
Consider: What guidance will you need to provide? How will you share information? Do you need new or more frequent
types of communication? Where will you update yourself on new COVID-19 guidance?
Example: Ensure our procedures are up to date by a daily review of Ministry of Health guidance.
Actions:

•

To gather information: Frequent communication by CLKD Management with KFLA Public Health and
MCCSS (funding body).

•

To share information:
o

Updates from Executive Director to all staff at least weekly;

o Notices about screening and safety requirements posted in all work places
o Policies and procedures related to COVID precautions distributed to all staff as they are
developed/altered, also stored on Nucleus.
o COVID policies and procedures listed as required training in Surge
o Distribution of information graphics and videos as they become available.
o Education video distributed about COVID-19 vaccine (Surge)
o Wellness at Work Committee distributing information related to mental health wellness.

2. How will you screen for COVID-19?
Consider: How you will stay current about what symptoms to look for? Will you use a screening checklist? Who will do
the screening? Who needs to be screened and how often?
Example: To find out if workers are well when they come to work, we will ask each worker basic questions about their
physical health and symptoms using the provincial list of COVID-19 symptoms.
Actions:

•

To stay informed on current symptoms, weekly check of current list of symptoms as compared to
public health guidance.

•

To screen:
o

Use of screening checklist with symptoms that match public health and MCCSS guidance.

o

At program locations, screening conducted by another staff member (and documented) before coming
into work place. At Residential programs, secondary screening at end of shift. Program Coordinators
review screening forms regularly to ensure practices being followed.

o

At office/admin locations, self-screening completed, reviewed daily by program Manager.

o

All screening forms catalogued and scanned for future reference as needed.

o

Only staff and ‘essential visitors’ allowed on site.

o

Staff calling in sick required to go through screening of symptoms with person receiving call.

o

Temperature checks included in all on-site screening practices.

o

Staff required to stay home if they have symptoms or do not pass screening and required to go for
COVID testing, not returning until negative test returned and any required period of being symptom-free
met. Told to self-isolate and follow Public Health guidelines.

o

When required by Public Health directives, employees stay home if in close contact or residing with a
symptomatic person, returning to work according to directives.

o

Asymptomatic testing of staff when required by Public Health/MCCSS directives.

o

Staff encouraged to self-monitor for symptoms at all times.

3. How will you control the risk of transmission in your workplace?
Include how you will maximize distance and separation, reduce transmission from surfaces and objects, and support
good hand and respiratory hygiene.
Consider: What engineering and administrative controls will you use? What changes will you make? Who needs to be in
the workplace? How will you gather worker ideas about different ways of working?
Example: We have a new policy that limits time in the kitchen to 10 minutes, we have created a new outdoor break area
in our parking lot and have changed how we schedule shifts and breaks.
Actions:

•

Signs at all work locations encouraging physical distancing where it is possible.

•

Staff at administrative locations who can work from home are required or encouraged to, depending
on current public health directives.

•

When required to work at administrative sites, programs attempt to stagger staff so that the fewest
people possible are on site.

•

Mask wearing required by all staff and essential visitors at all times except for when eating and
drinking (physical distance must be maintained) or when working alone in an enclosed office

•

Residential staff required to wear safety goggles or face shield at all times. Staff in other programs
similarly required when not able to maintain physical distancing.

•

Additional PPE (e.g., gowns) required depending on situation, in line with Public Health and MCCSS
requirements.

•

Info package (Surge, Nucleus) for staff around doffing/donning PPE.

•

Stringent enhanced cleaning and disinfecting procedures, as required by Public Health and MCCSS,
especially on high-touch surfaces.

•

Signage and encouragement around hand and respiratory hygiene (included in staff training on Surge
and in Nucleus docs)

4. What will you do if there is a potential case, or suspected exposure to, COVID-19 at your
workplace?
Consider: What is the contact information for your local public health unit? What are your isolation procedures? How
will you gather workplace contact information for public health contact tracing?
Example: We have designated a safe isolation area in the workplace and created a checklist with the procedures of what
to do if some gets sick at work, including key contact numbers.
Actions:
•

Staff with symptoms or close contact with presumed/confirmed case required to contact program Manager or
scheduling department. Follow-up occurs (symptom check, verification of details). Worker is excluded from
workplace until negative test results are confirmed (and filed) by CLKD and required symptom-free period. Staff
can use sick time for missed time.

•

In case of positive tests, Public Health is immediately notified and their direction followed form there. Typically
involves reviewing staff schedules and contacts and following direction around isolation requirements (for staff,
persons served, other contacts) from there.

•

Cleaning and disinfecting of workspace follows. Administrative locations may be shut down, while Residential
homes may not able to be closed.

•

Inform all staff in workplace of potential exposure, as directed by Public Health.

•

Testing of all persons served and staff as directed by Public Health.

•

Alternative support sites may be used as needed to manage spread.

•

Enhanced PPE (e.g., gowns) to be added to what is required until Public Health declares outbreak over.

•

Follow all specific measures directed by Public Health and MCCSS.

•

For workers who are isolated, consider flexible schedules and work from home options if they are consistent
with that person’s job description.

•

Provide emotional support to workers who are isolated or otherwise impacted.

•

Submit reports to Ministry of Labour and WSIB within required time frames.

•

Immediately inform JHSC and Union President of situation.

5. How will you manage any new risks caused by changes to the way you operate your business?
Consider: With workers, review existing critical risks and whether work practice changes will affect your current risk
management strategy. Are any new risks introduced due to changes in worker numbers or work practices? What new
risk controls are required?
Example: We will establish regular check-ins with workers about how they’re coping with the change to shift work.
Actions:

•

Consider any changes necessary to work practices, scheduling, etc., as a result of outbreak.

•

In situations where multiple parties in a workplace are positive, complete JHSC investigation (not
required if no spread beyond one staff member, as it can be assumed that there was no workplace
spread). Implement all reasonable recommendations resulting from investigation.

•

Support workers as they deal with changes to scheduling or procedures.

6. How will you make sure your plan is working?
Consider: How often will you schedule a review of your plan? How will you get input and ideas from workers and
clients? Who is responsible for evaluating how things are working and for adapting the plan as you find better/easier
ways to do things? How will you communicate changes?
Example: We will set up a weekly meeting between the CEO and the health and safety representative.
Actions:

•

Weekly management meetings to discuss health and safety protocols and status of outbreaks (if any),
etc.

•

Regular updates provided to JHSC

•

Tracking of all staff who have been sent for testing

•

Data collection of percentage of tests resulting in negative vs. positive tests (lagging indicator)

•

Tracking of number of positive tests (lagging indicator)

•

Review of incident reports, concerns brought forward around COVID procedures not being followed
(leading indicator)

•

Plan to be reviewed at least quarterly, or when procedures change

•

Plan to be posted in offices of administrative sites, stored on Nucleus for all staff to review. Staff to be
made aware when plan changes.

Accessibility Plan 2020-21
Introduction
Community Living Kingston and District has completed formal Accessibility Plans on an annual basis since 2007.
Community Living Kingston and District’s Accessibility Plan addresses accessibility issues at our program locations and in
the community at large. Community Living Kingston and District is committed to identifying and removing barriers that
reduce the ability of persons served to fully access both our programs and the community as a whole. Community Living
Kingston and District’s Accessibility Plan is designed to summarize the following:
● Those barriers that were removed or otherwise addressed by the agency in the past, specifically over the course of the
past year.
● Those items that the organization still intends to address, as well as new items that have been brought to the agency’s
attention. Some of these items contain firm deadlines for completion, while others do not.
● Those items that were identified, but that the agency does not feel can be addressed at this time for one reason or
another.
Identification of Barriers
In preparing this year’s Accessibility Plan, Community Living Kingston and District utilized several methods in which to
identify accessibility barriers:
● The organization’s 2020 Accessibility Plan was used to identify items that were already considered to have been a
concern.
● Individual persons served and personnel were consulted by the quality improvement lead and contributed to the
identification of issues and potential ideas on how to rectify them.
● The organization’s leadership routinely identifies maintenance and property issues throughout the agency. This
information was used to identify property issues that negatively impact the accessibility needs of the persons served by
the agency.
● The organization’s leadership is brought up to speed on accessibility issues by personnel and by persons served on an
ongoing basis. The issues anecdotally identified in this manner were also useful in the creation of this plan.
Standing Items of Concern
Throughout this plan, reference is made to ‘standing items of concern’. These are items that tend to be fairly broad in
nature, and it is unlikely that there is a single strategy that will eliminate the barrier. However, they are items of significant
importance to CLKD, and it is imperative that they not be forgotten.
Review of Accessibility Plan
Progress around the plan will be completed regularly. A full review of the organization’s Accessibility Plan will be
completed at least annually. A member of the Management team will take the lead around updates of the Accessibility
Plan.
Communication of Accessibility Plan
The accessibility plan will be posted on the agency website, and will be available to staff via Nucleus.

Accessibility Plan
Area(s) of Concern

Architectural. An architectural barrier is any physical factor that makes
accessibility difficult for an individual. This may include narrow doorways,
bathrooms that might need to be made more accessible, alarms that are not able to
be heard by individuals who are deaf, or even something as simple as the location
of furniture.

Items Addressed In
2020

-Mowat has a number of accessibility barriers (it is an old home that is not
architecturally equipped for easy accessibility). CLKD has committed to the build of
a brand-new home on Clover Street in the city’s west end, which should address
most accessibility issues. It is hoped that Clover will be ready to move in by the fall
of 2021.
-Front doors were widened at both Co2 and Milestones to promote accessibility.
The foyer at Co2 was also reconfigured to be more accessible, and accessible
washrooms were built/rebuilt at both locations.
-The bathroom at Smithfield was renovated again in 2020 to address issues with
previous work that had not sufficiently ensured accessibility.
- Automatic door opener installed at Ringstead to help make bathroom area more
accessible.

Standing Items of
Concern/Areas
needing improvement

- Slow snow and ice removal can restrict access to and from program locations.
The agency has contracted snow removal services out to improve this area, but
vigilance is required.
- As the needs of persons served in Family Home arrangements change, CLKD
must be prepared to offer assistance to meet accessibility needs. This often
requires requests for funding from MCCSS.

Future Goals

Barrier: No front ramp at Melanie to allow for accessibility.
Strategies to Remove Barrier: Build front ramp
Potential Obstacles: Costs, and design issue could be challenging
Persons Responsible: Mark Vass, Sherrill Boyes
Target Date: Is targeted for between two and four years for completion (item held
over from 2020)

Area(s) of Concern

Environmental. An environmental barrier is a characteristic of a setting that
compromises service delivery and benefits to be gained. This may include items
such as flickering lighting, noise levels, and troublesome fragrances

Items Addressed In
2020

One workplace accommodation related to ergonomics has been put in place as
requested.
The move of the Lyons and Compass teams to Elliott Avenue ensured better
access to services and more flexible service delivery from a ‘hub’ model.

Standing Items of
Concern/Areas
needing improvement

None

Future Goals

None

Area(s) of Concern

Attitudinal. An attitudinal barrier is a preconceived (usually negative) attitude that
people have towards persons served. Examples of this may include attitudes of
neighbours or other community members, or the lack of “person first” language
used by agency personnel.

Items Addressed In
2020

- An item of concern towards the end of 2020 was that persons served by the
agency were not being recognized as a priority need for COVID vaccinations. This
could be perceived as an attitudinal barrier, given that it may be influenced by
community perceptions. Provincial advocacy organizations of which CLKD is a
member have led advocacy efforts here.

Standing Items of
Concern/Areas
needing improvement

-There can be challenges with community partners who struggle to understand that
individuals with intellectual disabilities may need other services that address mental
health, addictions, etc. This is dealt with via advocacy.
- Negative attitudes of neighbours and community members can sometimes
stigmatize persons served. This is addressed on an ongoing basis through followup where such concerns are expressed. Raising the profile of the agency and its
mission is also one way to combat this.

Future Goals

Barrier: General attitudes of community members
Strategies to Remove Barrier: Natural supports working group being developed
Potential Obstacles: None
Persons Responsible: Colleen Kelly-Jansen
Target Date: To be implemented by July 2021

Area(s) of Concern

Financial. A financial barrier is anything that may mean that a service is restricted
because of a lack of sufficient financial resources. Financial barriers may exist at
the organizational level, or may be specific to funds possessed by persons served.

Items Addressed In
2020

None

Standing Items of
Concern/Areas
needing improvement

Funding and finances for persons served are not always sufficient, limiting
community participation, quality of life, and the ability of families to maintain care.
CLKD combats this by being active in provincial organizations that advocate for
additional funding, and by petitioning MCCSS on a situational basis for funds.

Future Goals

Barrier: CIP is currently charging less for services than it costs to provide. When
prices are raised accordingly, some families may need to reduce service.
Strategies to Remove Barrier: Potential increase in rates
Potential Obstacles: Would have negative impact on persons served.
Persons Responsible: Rob Andrews, Sheri Scott
Target Date: July 1, 2021

Areas of concern

Employment. An employment barrier is an indication that a workplace does not
provide sufficient flexibility or equipment to ensure a productive and satisfying
workplace for employees. An employment barrier may also speak to measures that
are in place to promote successful employment for persons with disabilities.

Items Addressed In
2020

-While there was no commitment to securing long-term funding, commitment was
made by agency to keep at least some form of Employment Facilitator position
active through March 2022.

Standing Items of
Concern/Areas
needing improvement

Long-term staffing in employment supports division is not secured, as most
positions are grant-based.

Future Goals

Barrier: No funding for Employment Facilitator position in Employment Services
past March 2021
Strategies to Remove Barrier: Try to secure grant or other funding to continue
position
Potential Obstacles: Lack of grants/funding available.
Persons Responsible: Matt Luck, Colleen Kelly-Jansen
Target Date: March 31, 2022

Area(s) of Concern

Communication. A communication barrier looks at anything that inhibits
information being accessible and understandable to all. Examples may include the
possible absence of devices available to persons served or personnel to be able to
be understood by others, or promotional materials that are not present in formats
that are easily understandable.

Items Addressed In
2020

The Childcare Resource Consultant Services hired a new Resource Consultant
who is fluent in ASL.
Upon request, transparent face masks secured for a staff member who is deaf and
depends on lip reading.
The CCRCS program continues to support staff to gain increased French language
fluency. It also participated in a virtual FrancoFair in 2020.
The CIP program has a staff member who is deaf and finding adequate interpreter
services has been a challenge. This has been somewhat rectified by the usage of
a new phone/video based service.

Standing Items of
Concern/Areas
needing improvement

- Program information is available only in print and assumes a relatively high level
of literacy. The organization attempts to combat this via plain-language versions of
many documents (rights, complaints procedure). A concerted effort to develop
pictorial versions of personal plans has been underway for several years. The
organization desires to develop video versions of many documents.
- Ongoing need for ASL training for staff throughout agency, especially at CIP. This
is addressed by offering/requiring training upgrades as classes become available in
community.

Future Goals

None

Area(s) of Concern

Transportation. A transportation barrier speaks to situations in which service
recipients are unable to reach or participate fully in services because of the lack of
suitable and available transportation

Items Addressed In
2020

-Family Support now holding drop-ins in two locations each month in order to allow
families to attend the one that is closest to them (one is in north end of Kingston,
one in west end). In order to address issues related to COVID in 2020, the
sessions were held remotely (via internet).
- New vehicles were purchased in 2021. A plan still exists to continue to replace
fleet vehicles as they age.

Standing Items of
Concern/Areas
needing improvement

Local accessible bus system has limited availability for bookings for persons
served. This is primarily being addressed through a good relationship with the
service and distributing information to persons served that promotes good booking
habits that allows for maximum service flexibility.
The number of agency vehicles, especially accessible ones, can be seen as limited,
sometimes limiting community involvement activities of persons served. The
organization has a vehicle replacement plan organizing the maintenance of the fleet
and keeping it at the current level. However, it is very cost-prohibitive to add
additional vehicles (upwards of $60000 per vehicle). A working relationship with an
Ontario-based seller has been cultivated over the past few years.

Future Goals

None

Area(s) of Concern

Community Integration. A community integration barrier is anything that may limit
an individual’s ability to fully access their community in a way of their choosing

Items Addressed In
2020

Removing community integration barriers are at the core of the organization’s
everyday work.
CCRCS advocated to be able to support playgroups and facilitated drop-ins in order
to facilitate increased service access. It is hoped that the regulations preventing
this will be changed by July 2021

Standing Items of
Concern/Areas
needing improvement

Items listed under transportation and financial are also related to community
integration.

Future Goals

None

Area(s) of Concern

Technology. A technology barrier is related to a need of a stakeholder to access
technology to ensure communication or inclusion into services.

Items Addressed In
2020

-A significant amount of technology was invested in for 2020, as dictated by COVID.
This was required in order to ensure that a large number of staff could have needs
met for work at home during COVID. Other technology ensured continued service
access to persons served during COVID.

- The Family Support program transitioned workshop materials and presentations to
online platforms in 2020 as a way to manage during COVID. This included
sessions on Passport, ACSD, SSAH, etc.
Standing Items of
Concern/Areas
needing improvement

Persons served have limited access to assistance with augmented communication
systems. A reduction in community resources in 2011 contributed to this, leaving
the organization’s two ‘communication helpers’ without clinical supervision and
limiting their ability to expand or maintain their roles.

Future Goals

None

Area(s) of Concern

Other. A barrier that is not easily categorized
Lack of ability to provide some funded services because of other needed
resources

Items Addressed In
2020

- New half-time position added to Family Support to help ease wait list. This
position is committed to until spring 2021.
- Note that one of last year’s goals was to use an anticipated MCCSS adoption of
the Life Share brand to support plans to increase recruitment of Family Home
providers. It is now understood that this brand will not be adopted so CLKD cannot
access it.

Standing Items of
Concern/Areas
needing improvement

None

Future Goals

None

Requests for Reasonable Accommodations
There were a number of requests for reasonable accommodations by employees or prospective employees in the past
year. When applicable, these were documented in Individual Accommodation Plans. All requests were able to be
accommodated. A summary of the requests follows (note that these do not include short-term accommodations directly
related to WSIB claims, and includes only new requests made in 2020-21):
Type of Request
Accommodations for documentation/record
keeping
Requested OT assessment for ergonomics
Accommodations for physical nature of work
Request for transparent face masks to facilitate
communication

Number of Requests
1
1
4
1

The accessibility plan was reviewed in January 2021. Monitoring of items will continue throughout the year, with a formal
update of the plan again being completed no later than March 2022.

Cultural Competency and Diversity Plan
(Updated February 2021)

1. Preamble
Community Living Kingston and District believes that embracing cultural diversity in all aspects of the organization
(staffing, service delivery, policy development, volunteer recruitment, etc.) enhances and strengthens the organization and
improves service to individuals and families. Community Living Kingston and District is committed to articulating,
honouring and upholding principles respecting the culture and diversity of all persons, including the stakeholders of the
organization. All procedures and practices within Community Living Kingston and District will consistently reflect support
and respect for cultural differences and richness of diversity.
Community Living Kingston and District is committed to enhancing our employees’ and other stakeholders’ awareness,
compassion, and ability to interact with others who are of diverse backgrounds and abilities with dignity, respect, patience,
and understanding. We achieve this goal by educating and training our staff members on the dynamics of our growing and
culturally diverse community. The Cultural Competency and Diversity Plan addresses cultural competency within CLKD
by employing the following guiding elements:
1. Services are delivered with the understanding of, and respect for individuals’ cultural beliefs and values.
2. Staff members respect cultural beliefs and values, interpersonal styles, attitudes, and behaviors of the
individuals, families, and communities we serve.
3. An organization-wide consciousness of the dynamics of cultural interactions (i.e. – being aware of cultural
biases).
4. Administration, management, and service delivery include routine assessments and implementation of
processes that respect cultural diversity.
5. A workforce that is culturally and linguistically competent in a system that provides the highest quality of
services to all communities served is imperative.
Cultural competency is the self-examination and in-depth exploration of various cultural backgrounds. This includes the
recognition of bias, prejudice, and assumptions about individuals from various backgrounds. Community Living Kingston
and District will be sensitive to, and respectful of the culture and diversity of individuals (persons served, staff and other
stakeholders) in regard to the following:









Language
Culture
Gender and Gender Identity
Sexual Orientation
Spiritual Beliefs
Age
Socioeconomic Status
Disability

Community Living Kingston and District will not tolerate, under any circumstances, any actions, words, gestures,
portrayals or behaviour of any sort that discriminate in any manner or at any level towards a person or persons based on
the aspects of diversity listed above. Policies and practices of the organization will consistently reflect this approach.

Area(s) of Concern

Culture

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Adherence to provincial French language requirements designed to ensure
accommodation of Francophones seeking service in their native tongue. French
language designated positions in both Family Support and Child Care Resource
Consultant Services.
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area

- CLKD has signed onto the City of Kingston’s Workplace Inclusion Charter.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

Item: Possible expansion of hiring pool to look at new immigrants with sector
backgrounds. Approaches include: targeting post-secondary campuses that have
representation of minority students to ensure language and ethnic diversity,
including diversity statement in job postings, reaching out to indigenous
communities, including diversity/cultural competency questions in interviews.
Potential Obstacles: Need to ensure they have ability to do work of the
organization
Persons Responsible: Lisa Macdonald
Timeframe: Ongoing

Area(s) of Concern

Age

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
-- Numerous agency policies outline principles that promote diversity*
- Training in Surge Learning system for staff around working with different
generations in the workforce
- Analysis of data each year on ages of persons served in each program
- Recruitment of young persons (under 25) to serve as board members
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

Area(s) of Concern

Gender and Gender Identity

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

Area(s) of Concern

Sexual Orientation

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

Area(s) of Concern

Spiritual Beliefs

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Agency accommodates for religious worship per provincial human rights principles
and legislation
- Numerous agency policies outline principles that promote diversity*
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.
- The organization uses only ‘holiday’ instead of specific holiday terms to describe
all December/January seasonal events.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

Area(s) of Concern

Socioeconomic Status

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

Area(s) of Concern

Language

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Adherence to provincial French language requirements designed to ensure
promotion of French culture and accommodation for Francophones seeking service
in their native tongue. French language designated positions in both Family
Support and Child Care Resource Consultant Services.
- Collection of data in HRIS about staff able to communicate in French
- Completion of personal plans in language of person’s choice, where requested
- French language website and signage
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.
- ASL-fluent staff in CCRCS.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

- The organization will seek training for staff teams about proper terminology to use
when referring to those who are deaf vs. hearing impaired (held over from 2020efforts delayed by COVID).
- The organization’s CCRCS and Family Support departments frequently encounter
families whose first language is not English or French. Efforts will be put in to
securing a bank of interpreters to be available accordingly (held over from 2020efforts delayed by COVID).

Area(s) of Concern

Disability

Methods Used to
Ensure Diversity

- Agency has non-discrimination hiring principles for external and internal positions
- Numerous agency policies outline principles that promote diversity*
- Completion of personal plans in different formats, where requested
- Creation of agency documents (e.g., rights reviews, complaints procedures in
plain-language formats, where appropriate)
- Annual analysis of data around barriers faced by persons served (encompassing
disability). Data also aggregated in Nucleus system.
- Self-Advocates included on Board of Directors
- Persons served solicit feedback from peers to evaluate satisfaction with services
so as to better account for communication needs
- Accommodation available to all stakeholders as needed in order to better serve
specific needs in this area.

Standing Items of
Concern/Areas
needing improvement

None

Further Steps for This
Year

None

*Policies that outline principles and practice of cultural diversity include:
- Board Policy BD#12, Rights of Participants - HR Policy #1.01, Staff Code of Conduct - HR Policy #1.03, Hiring
- HR Policy #1.08, Harassment/Sexual Harassment and Workplace Violence -HR Policy #2.06, Cultural Competency
This plan will be monitored/reviewed throughout the 2021 calendar year and will be updated formally no later than March 2022.

Technology Plan
Updated April 2021

Introduction
Community Living Kingston and District relies heavily on the use of computers and electronic information to conduct its
everyday business. As such, it is essential that the organization has procedures that ensure its information technology is
secure and backed up on a regular basis. It is further necessary that potential threats are minimized such that access to
systems is uninterrupted as much as possible, and that all information is protected and secure.
An effective Technology Plan addresses the following areas: Hardware, Software, Security, Confidentiality, Backup
Policies, Disaster Recovery Preparedness, Assistive Technology, and Virus Protection. This plan addresses all of those
areas of concern.
Development of the Technology Plan
The technology plan was initiated in 2007 and has been revised at least annually since then. The technology plan will be
updated again no later than March 2022.
Plan
Area(s) of Concern

Confidentiality and Security

Current Practices

Personal information is hosted on CLKD servers. The data is secure through the
use of passwords, user groups, server directory rights, and limited access points to
data
CLKD uses a remote desktop server to allow remote users to access the network in
a secure manner.
Only those staff members with a need to access client and Human Resources data
will be permitted access to information
All information in the Nucleus Labs Electronic Client Record (ECR) is password
protected, with user rights granted to access information on a ‘need to know’
basis. HR policy 1.19 addresses employee use of the Nucleus ECR system.
CLKD’s e-mail is contained on an off-site exchange server within the Microsoft
Office 365 Cloud and managed by Service First...Total Solutions.

New Items Addressed
Since February 2020

Initiated “Security training” to staff based on recommendation by Service First.

Future Goals

Goal: Implement policy to restrict employee use of memory sticks as well as
personal computers for accessing CLKD’s network.
Potential Obstacles: Time constraints due to the COVID19 pandemic
Persons Responsible: Matt Luck
Target Date: January 2022
Goal: Implement policy for staff use of the new Ceridian electronic payroll system.
Potential Obstacles: Time constraints due to the COVID19 pandemic
Persons Responsible: Matt Luck, Jeff Harrison
Target Date: January 2022

Area(s) of Concern

Assistive Technology

Current Practices

Any agency staff that requires assistive technology is encouraged to bring their
need to the attention of their Manager, who will consult with other agency leaders
and the IT staff to discuss financial considerations and needed equipment.
A staff member with a hearing impairment has an iPhone for assistance with
communication issues.
SMART Boards, IPads, and touch-screen computers are available for all
stakeholders at Community Inclusion program sites.

New Items Addressed
Since February 2020

None

Future Goals

Goal: Explore the use of Apple Business Care program in an effort to improve the
functionality of agency owned Apple devices as well as to enhance security.
Potential Obstacles: Time constraints due to the COVID19 pandemic
Persons Responsible: Dixie Luck, Matt Luck
Target Date: January 2022

Area(s) of Concern

Virus Protection

Current Practices

The off-site email exchange server as well as all network servers and workstations are
protected by virus protection software and spyware/anti-spam programs. Services are
purchased, monitored and regularly updated by Service First...Total Solutions. Scripts
are written to disallow all .zip files, which pose significant risk.
Non-networked computers at day program locations are monitored with virus
protection managed by Service First.

New Items Addressed
Since February 2020

Initiated “Security training” to staff based on recommendation by Service First.

Future Goals

None

Area(s) of Concern

Disaster Recovery Preparedness and Back-Up Policies

Current Practices

All data and operating system software located on the agency file server(s) are backed
up daily by Service First both locally onsite and offsite to the cloud—backups are
monitored by Service First...Total Solutions. Email Information contained on Microsoft
Office 365 servers are spread across 3 Microsoft regional data centers in Canada for
redundancy—an additional specific agency backup of email is available for extra cost.
Service First...Total Solutions is responsible for recovering data and technology
functioning in the event of an emergency.
All users are directed to maintain company data on the network in order to ensure that
the ‘crash’ of an individual workstation is insignificant in terms of lost data and
workstation replacement time.
Recovery plan is in place, in the situation of a catastrophic event that would detail the
steps involved to mitigate down-time, including: Rent temporary space, deploy
temporary servers, restore servers from back-ups, ensure top 10 most crucial users are
up and running immediately then expand to all users.
‘Master Install Document’ has been created that provides all necessary information to
rebuild our network which includes: server details, license numbers, configuration
information, router information, passwords etc.
All data on the ECR system is secured by Nucleus Labs.

New Items Addressed
Since February 2020

None

Future Goals

None

Area(s) of
Concern

Hardware and Software

Current Practices

All servers are located at the main administrative office in a locked, environmentally controlled room
Servers and work stations at all administrative offices and program locations are constantly monitored by
a third-party professional
In the event that a workstation requires attention, is the responsibility of the user to place a work order
through a ticketing system that is managed by Service First. Tickets are addressed by Service First in
priority sequence.
CLKD replaces and upgrades workstation computers, smart phones, and tablets as finances permit. The
vast majority of users require only minimal computing speed, power, and storage. Approximately 17 users
have higher needs for computing speed/ power and as these “critical” users approach 3-4 years of use,
their units are rotated to “non-critical” users with lesser requirements. New computer workstations for
critical users are usually purchased every 3-4 years at an approximate cost of $600-$900 per computer. If
a unit for a non-critical user is in need of replacement before a critical user’s unit is ready to be passed
down, a lower cost computer is then purchased to suit their needs. Internal server equipment (3 units —
apps, data and remote desktop servers) is replaced every 3-4 years upon recommendation of Service
First...Total Solutions.
CLKD's Days Rd location internet access is 50Mb/second dedicated true fibre. This ensures the reliability
and speed of internet access.
CLKD has photocopiers with scanning capabilities, including Optical Character Recognition format that
allows for scanned documents to be edited.
Residential, Gananoque and Respite House locations are connected through remote network. Days Rd,
Bath Rd, Gardiners Rd, CO2 and Milestones connect directly through the network.
The Nucleus Labs, Ceridian Dayforce and Surge Leaning systems are monitored by each respective
company, with a contract governing the agreement between them and CLKD.

New Items
Addressed Since
February 2020

Replaced computer fleet units as deemed necessary based on recommendations from Service
First and in line with the organization’s dedicated budget plan.

Future Goals

Goal: Replace approximately 10-20 computers (10-20% of the overall equipment fleet).
Potential Obstacles: Cost of at least $16,000
Persons Responsible: Matt Luck, Dixie Luck
Target Date: April 2022

Area(s) of
Concern

Other– Oversight

Current Practices

As previously outlined CLKD has contracted with Service First...Total Solutions to provide fully managed
support for daily IT operations. Internal involvement with respect to IT matters is now limited to
performance oversight for the third party contract arrangement as well as strategic decisions (mostly
related to hardware and software planning), purchasing and policy governance.

New Items
Addressed Since
February 2020

Expanded Microsoft Team’s workflow capabilities as a means of advancing the organization’s
capacity for communications, work flow, projects and general collaboration.

Future Goals

None

Review of Complaints Received
Background
Community Living Kingston and District has a complaint procedure that is available for all stakeholders to
follow (including staff, where the Collective Agreement with CUPE 2635 may not apply). For the purposes of
this report, it is considered to be a formal complaint if the formal intervention of the program Manager has been
requested or was required.

Program Area of Complaint:
Program
Residential Services
CIP
CCRCS
SIL/ESIL
Family Home
Respite
Family Support
Employment Services
Summer Programs
Total Complaints

201516
1
2
0
0
3
0
0
n/a
0
6

201617
2
0
0
1
1
0
0
n/a
0
4

201718
3
0
0
0
0
0
0
0
1
4

201819
2
0
0
0
0
0
0
1
0
3

201920
2
1
0
2
1
0
1
0
0
7

202021
4
1
0
2
1
0
0
0
0
8

Specific complaints for 2020-21:
- There were four complaints about COVID- related supports (two from Residential, one from CIP, one from
Family Services)
- There was one complaint about the actions of a person served living in the community (Community Services)
- There was one complaint about the housing situation of a person served (Residential)
- There were two complaints about the actions/attitudes of staff members.
Type of Complaint
Service Quality
About specific staff/individual
Possible mistreatment of person
served
Agency Practices

Source of Complaint
Family Member
Community Member
Other Agency
Staff Member
Family Home Provider

201516
4
2
0
0

201516
6
0
0
0
0

201617
2
0
2
0

201617
3
0
0
0
0

201718
1
2
0
1

201718
1
2
1
0
0

201819
1
1
0

201920
1
4
2

202021
2
3
1

1

1

2

201819
1
0
1
1
0

201920
4
2
1
0
0

202021
4
1
0
2
1

Trends
In 2016, the threshold for what was considered to be a ‘formal’ complaint was changed, as for many years the
agency had logged no formal complaints but believed that this was misleading. The number of formal
complaints has been fairly consistent over the past five years.

Areas Requiring Performance Improvement
COVID generated four complaints in 2020-21, which is not surprising given the way that it completely changed
services. That said, many of the complaints were actually the result of Public Health guidelines imposed upon
CLKD in order to ensure health and safety compliance.

Actions to be Taken to Address Areas Needing Improvement
In the COVID-related situations, CLKD made the complainants aware of the Public Health guidelines and
attempted to get them on board with the requirements.

Actions Taken or Changes Made to Improve Performance
Every situation was handled on a case by case basis. No formal investigations were required to handle any of
these complaints.

Status of Complaints
All but one of the complaint brought forward this year appear to have been resolved to the satisfaction of all
parties involved. The unresolved complaint continues to be discussed with the complainant and has been
escalated through the complaints process.

Who did we support this year?

Number of
Persons
Served

CIP

Residential

Family Home

Respite

SIL/ESIL

Gananoque

CCRCS

Family Support

Employment Supports

2019-20

136

51

18

76

123

25

240

251

60

2020-21

58

51

16

26

121

26

221

245

32

2019-20

Male: 61.7%
Female: 38.3%

Male: 68.6%
Female: 31.4%

Male: 61.1%
Female: 38.9%

Male: 63.2%
Female: 36.8%

Male: 56.9%
Female: 43.1%

Male: 56%
Female: 44%

Male: 75.8%
Female: 24.2%

Male: 61.4%
Female: 38.6%

Male: 63.3%
Female: 36.7%

2020-21

Male: 56.8%
Female: 43.2%

Male 70.5%
Female: 29.5%

Male: 68.7%
Female: 31.3%

Male: 38.5%
Female: 61.5%

Male: 58.7%
Female: 41.3%

Male: 57.6%
Female: 43.7%

Male: 76%
Female: 24%

Male: 61.6%
Female: 39.4%

Male: 75%
Female: 25%

2019-20

19-29: 13.9%
30-39: 27.9%
40-49: 28.7%
50-59: 11%
60-69: 13.2%
70+: 5.3%

19-29: 5.8%
30-39: 7.8%
40-49: 25.5%
50-59: 21.6%
60-69: 23.5%
70+: 15.8%

Under 19: 0%
19-29: 55.5%
30-39: 16.7%
40-49: 11.1%
50-59: 0%
60-69: 16.7%

Under 19: 36.8%
19-29: 40.8%
30-39: 10.5%
40-49: 9.3%
50-59: 1.3%
60-69: 1.3%

Under 19: 2.6%
19-29: 35.9%
30-39: 15.7%
40-49: 13.3%
50-59: 13.3%
60-69: 13.3%
70+: 5.9%

19-29: 16%
30-39: 28%
40-49: 8%
50-59: 16%
60-69: 24%
70+: 8%

0-2: 0%
2-4: 35%
4-6: 40%
6+: 25%

Under 19: 52.2%
19-29: 30.7%
30-39: 9.1%
40-49: 3.2%
50-59: 3.2%
60+: 1.6%

Under 19: 6.9%
19-29: 55.3%
30-39: 20.2%
40-49: 6.9%
50-59: 8.5%
60+: 2.2%

19-29: 22.4%
30-39: 41.6%
40-49: 29.6%
50-59: 3.4%
60-69: 3.4%

19-29: 5.8%
30-39: 7.9%
40-49: 23.5%
50-59: 23.5%
60-69: 21.6%
70+: 17.6%

Under 19: 6.3%
19-29: 50%
30-39: 18.8%
40-49: 12.5%
50-59: 0%
60+: 12.5%

Under 19: 46.2%
19-29: 15.4%
30-39: 19.2%
40-49: 11.5%
50-59: 3.8%
60+: 3.8%

Under 19: 51.4%
19-29: 32.7%
30-39: 8.2%
40-49: 2.9%
50-59: 4.1%
60+ : 0.7%

Under 19: 0%
19-29: 53.1%
30-39: 31.3%
40-49: 6.3%
50-59: 6.3%
60: 3.1%

Gender of Persons Served

Age of Persons Served

2020-21

Type of Respite Received
or Desired*

2019-20

Family Home:
27.2%
Group: 76.3%

2020-21

N/A

* Figures may not add up to 100%, as persons served may receive both types of respite.

Under 19: 3.3%
19-29: 33.9%
30-39: 18.2%
40-49: 13.2%
50-59: 12.4%
60-69: 12.4%
70+: 6.6%

19-29: 15.4%
30-39: 23.1%
40-49: 11.5%
50-59: 19.2%
60-69: 19.2%
70+: 11.5%

0-2: 1.4%
2-4: 28.1%
4-6: 40.3%
6+: 30.2%

Who did we support this year?— Barriers
Mobility of Persons
Served
% of persons served who
require no mobility assistance

Communication Style of
Person Served
% of persons served
who communicate verbally

CIP
72.8%

Residential
58.8%

Family Home
66.7%

SIL/ESIL
82.1%

Gananoque
68%

2020-21

N/A.– data set incomplete due to
COVID irregularities

58.8%

75%

83.5%

65.4%

2019-20

73.5%

64.7%

55.6%

91.8%

84%

2020-21

N/A.– data set incomplete due to
COVID irregularities

60.8%

62.5%

91.1%

80.8%

2019-20

Accessible: 24.3% Accessible: 25.5%
Public Transit:
Public Transit:
32.4%
21.6%
Walk/Bike: 22.1% Walk/Bike: 7.8%
Provided Rides:
Provided Rides:
84.6%
96.1%

2020-21

Accessible: 23.5%
Accessible: 37.5% Accessible: 14.6%
Public Transit:
N/A.– data set inPublic Transit: 25% Public transit: 76.4%
Walk/Bike: 73.1%
19.6%
complete due to
Walk/Bike: 25%
Walk/Bike: 65%
Provided Rides: 69.2%
Walk/Bike: 7.8%
COVID irregularities
Provided Rides:
Provided Rides:
Drive Own Car: 11.5%
Provided Rides:
87.5%
74.4%
98%

2019-20

Accessible: 38.9%
Public Transit:
Accessible: 13%
27.8%
Public Transit: 70.7%
Walk/Bike: 27.2%
Walk/Bike: 64.2%
Provided Rides: Provided Rides: 74%
88.9%

Walk/Bike: 80%
Provided Rides: 72%
Drive Own Car: 12%

Transportation Used By
Persons Served*

● * indicates that figures may not add up to 100%, as multiple or no categories could be selected in the original data set.
● Family Home, Respite, CCRCS, and Family Support figures may include individuals that have been referred for service, be in the midst of matching processes and/or had initial intake complete, but are not yet receiving services
* Figures may not add up to 100%, as persons served may receive both types of respite.
● No data included for Respite, CCRCS or Family Support, as these barriers are not germane to the services provided. No data available for Employment

Community Inclusion Programs
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

For persons served
to be involved in
their community
(effectiveness)

Trends:

What are we
measuring?
(Indicator)

# of new community based resources developed

How are we hoping to do (target)?

Who are we
looking at?
(Target Population Applied)

All persons
served, CIP

Awesome
How often
This would be a
What time periare we
great result that
od did we look measuring
shows all of the
at (Time of
this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Where are
we getting
the data
(Data
Source)?

Program Coordinators

April 1, 2020March 31, 2021

Year

2018-19

2019-20

2020-21 COVID

New resources
developed

12

11

6

Annually

At least 15

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 8 and
14

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 8

6

Extenuating Factors/Discussion: The six community based opportunities included a local community garden, a horse barn, VON Meals on Wheels, a seniors food bo x
program, a shopping program, and a beading centre.
This was a challenging year for operations for CIP. The program was closed completely from April to June of 2021, and was reopened only on a partial basis for most of the
year, supporting a fraction of the number of individuals as in a normal year, and only in a limited manner in a ‘cohort’ model that severely restricted services. With COVID
being an ongoing concern in the community, it also limited community based options significantly.

Follow-up Completed: The program continued to engage persons served in personal planning and responded accordingly, within the context of COVID .

Action Plan: Continue with engagement activities.

Community Inclusion Programs
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time periare we
great result that
od did we look measuring
shows all of the
at (Time of
this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

To manage staff absenteeism, which
All staff active Dayforce (HR January 1, 2020
% of payroll asmakes sure that
at CIP as of year and Payroll
-December 31,
signed to sick pay
supports are conend 2020
Software)
2020
sistent (efficiency)

Every Six
Months

Less than 4%

Between 4%
and 5%

More than 5%

See
‘Efficiency
Measures’
later in
report.

To ensure access to
the community for
persons served
(service access)

Annually

8 or more

6 or 7

Less than 6

1

Trends:

# staff trained in
person-centered
planning principles

All Staff in CIP

Training Rec- April 1, 2020ords
March 31, 2021

Year

2018-19

2019-20

2020-21 COVID

# staff trained

8

9

1

Extenuating Factors/Discussion: COVID severely restricted training opportunities. Virtual models started to become more available as the year wore on. Tha t said,
massive staff redeployments also hampered training efforts .
Follow-up Completed: Internal training efforts continued to be made using virtual options after COVID had settled.
Action Plan: Continue with virtual training options.

Residential Services Division
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

% of persons
For persons served served increasing
All Persons
to have family supor maintaining
Served, Resiports (effectiveness) amount of family dential Services
supports

Unpaid Supports Tracking Sheets

April 1, 2020- Every Three
More than 70%
March 31, 2021
Months

Between 50%
and 70%

Less than 50%

10.3%

% of persons
served increasing
All Persons
or maintaining
Served, Resiamount of nondential Services
family/non-staff
supports

Unpaid Supports Tracking Sheets

April 1, 2020- Every Three
More than 70%
March 31, 2021
Months

Between 50%
and 70%

Less than 50%

4.7%

For persons served
to have ‘natural’
supports
(effectiveness)
Trends:
Year

2017-18

2018-19

2019-20

2020-21 COVID

Family Supports

67.6%

37.2%

31.1%

10.3%

Year

2017-18

2018-19

2019-20

2020-21 COVID

Natural Supports

40.9%

41.8%

60.5%

4.7%

Extenuating Factors/Discussion: COVID obviously played a huge role in not easily facilitating connections to natural supports hits year. On average, perso ns served
saw a reduction of 6.3 hours of family supports and 2.5 hours of natural supports. Only four persons served saw an increase in family supports, with another two seeing an
increase in natural supports.
Follow-up Completed: Attempts were made to use technology to keep ‘face to face’ interactions in place, but this was not always optimal for persons served, or may not
have bene desired.
Action Plan: As COVID wanes, training will be re-implemented in 2021 around natural supports. There is concern that with the importance of natural supports could be
lost moving forward, given the large number of new staff who may not have been exposed to these principles.

Residential Services Division
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To reduce medication errors
(supplemental)
Trends:

What are we
measuring?
(Indicator)

Number of ‘Tier
1’ medication
errors

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

All persons
Nucleus Labs April 1, 2020- Every Three
served, ResiReport
March 31, 2021
Months
dential Services

Less than 60

Year

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Number of Tier
1 Errors

95

101

77

85

92

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 60
and 80

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 80

92

Extenuating Factors/Discussion: Please note that previous reports incorrectly listed the 2018-19 figure as 87 instead of 77.
“Tier 1” medication errors are those errors that resulted in a significant issue with a person served receiving their medication: Non administrations, administration at the
wrong time, to the wrong person, or the wrong medication.
There are a number of reasons why CLKD was likely not as successful as it would like:
- There were massive redeployments of staff from other programs at the beginning of the pandemic, as well as larger than usual numbers of staff going on leave, which resulted in new staff administering medications.
- With CIP closed and community opportunities limited, there were more persons served at home for all medication times, creating more distraction.
- The busyness of the pandemic has hampered follow-up efforts from Coordinators, who struggled at times to do timely follow-up. Follow-up that would have been done in
person at one point were also done virtually this year, which likely has less impact.
Follow-up Completed: .Adherence to the follow-up procedures that are commonly in place (and noted in previous reports) did continue, but in a less impactful manner,
as noted previously. .
Action Plan: . The follow-up procedure with staff committing medication errors will be revised to ensure more timely follow-up. It will also require additional follow-up
directly with program Coordinators at an earlier stage.

Residential Services Division
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Where are
we getting
the data
(Data
Source)?

To manage staff
absenteeism, which
January 1, 2020
% of payroll asAll Staff, Resi- Nucleus Labs
makes sure that
-December 31,
signed to sick pay dential Services
Report
supports are con2020
sistent (efficiency)

To ensure access to
augmentative communication systems
(service access)
Trends:

How are we hoping to do (target)?

Every Six
Months

Number of staff
taking training in
All Staff, Resi- Training Rec- April 1, 2020augmented comOnce A Year
dential Services
ords
March 31, 2021
munication systems

Year

2018-19

2019-20

2020-21 COVID

Number of
staff training

4

4

3

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 5%

Between 5%
and 6%

More than 6%

See
‘Efficiency
Measures’
Later in
Report

At least 4

2 or 3

Less than 2

3

.
Extenuating Factors/Discussion: COVID presented a barrier to ensuring that staff get training, as the pandemic interrupted training that is usually offered i n the community. By the latter part of 2020/early 2021, vendors had started to offer virtual training.
Of the staff who received the training this year, all were specifically trained in American Sign Language. Six others attended a virtual Autism symposium that had a focus on
communication, but these were not included in the data. All were applied for and approved through JSEC.
Follow-up Completed: Key staff at one location where supports are provided to a deaf individual were encouraged to get training in ASL.

Action Plan: Continue to encourage staff use of the Joint Staff Education Committee.

Community Services Division — Supported Independent Living
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

Ensure that persons
served have a chosen, meaningful valued social role
(effectiveness)
Trends:

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

% of persons
served with notAll Persons
ed social role
Served, Comidentified in per- munity Services
sonal plan

Where are
we getting
the data
(Data
Source)?

Personal
Plans

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020March 31, 2021

Annually

Year

2017-18

2018-19

2019-20

2020-21 COVID

Results

28%

60%

69%

65.4%

More than 75%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 65%
and 75%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 65%

65.4%

Extenuating Factors/Discussion: The definition of ‘socially valued role’ is somewhat interpretive, which may impact reliability. This is mitigated by only having the program Manager involved in examining data so that it is interpreted consistently.
It was very difficult to follow-up on last year’s action plan, as COVID meant that an ‘all hands on deck’ approach was needed across Community Services to meet basic support needs. By early 2021, this had abated somewhat.

Follow-up Completed: Continue with previous action plan, which included establishing time frames for plans to be completed, encouraging planning for those persons
served reluctant to do so, and encouraging persons served to think about their role in the community.

Action Plan: Continue with action plan noted above, and try to resource accordingly.

Community Services Division — Supported Independent Living
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

To manage staff
absenteeism, which
January 1, 2020
% of payroll asAll Staff, Com- Nucleus Labs
makes sure that
-December 31,
signed to sick pay munity Services
Report
supports are con2021
sistent (efficiency)
See ‘Efficiency Measures’ later in report

How are we hoping to do (target)?

Every Six
Months

Less than 4%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 4%
and 5%

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

More than 5%

How did we
actually do?
(Results)

See ‘Efficiency
Measures’
later in report.

Community Services Division — Supported Independent Living
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure that persons served enter
service as soon as
possible after funding is identified
(service access)
Trends:

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

% of persons
All Persons
served in service
Nucleus Labs April 1, 2020Served, ComOnce A Year
within 60 days of
Report
March 31, 2021
munity Services
funding approval

At least 75%

Year

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Target Rate
Met

100%

100%

80%

100%

88%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 50%
and 75%

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

Less than 50%

How did we
actually do?
(Results)

88%

Extenuating Factors/Discussion: There were nine total referrals, up from five in each of the last two years. The shortest wait for a response was one day. The longest
was 94 days. The average was 18.5 days.
Follow-up Completed: As has been the case in past years, diligence and planning on the part of program staff in facilitating service commencement is the approach taken.
Action Plan: The current approach should be sufficient provided that the number of referrals remains manageable.

Family Services Division—Family Home
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

Ensure continuity of
Family Home living
arrangements
(effectiveness)
Trends:

What are we
measuring?
(Indicator)

% of persons
served maintaining family home
arrangement for
entire year

Who are we
looking at?
(Target Population Applied)

All Persons
Served in a
’Traditional’
Family Home
arrangement

Where are
we getting
the data
(Data
Source)?

Program Coordinator

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020Once a Year More than 90%
March 31, 2021

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 80%
and 90%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 80%

Year

2012-13

2013-14

2014-15

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21

Maintenance Rate

100%

95.5%

90%

93%

85%

96%

91.7%

83.3%

100%

100%

Extenuating Factors/Discussion:
There was one discontinuation in 2020-21, but it was due a person served moving to a more independent living environment, which we have defined as being excluded
from the data set.
Follow-up Completed: None formal. Flexibility around service provision continues to be the primary approach.

Action Plan: Continue with existing approach.

Family Services Division—Family Home
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

To manage staff
absenteeism, which
% of payroll as- All Staff, Family
makes sure that
signed to sick pay Home program
supports are consistent (efficiency)

See ‘Efficiency Measures’ later in report

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

January 1, 2020
Nucleus Labs
-December 31,
Report
2020

Every Six
Months

Less than 4%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 4%
and 5%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 5%

See
‘Efficiency
Measures’
later in
report

Family Services Division—Family Home
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure that there
are family home
providers available
when vacancies
arise (service access)

Trends:

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

# of new Family
Home providers
recruited,
screened and
approved

All Providers,
Family Home
program

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Where are
we getting
the data
(Data
Source)?

Program Coordinator

April 1, 2020Once A Year
March 31, 2021

Year

2018-19

2019-20

2020-21COVID

# Providers

4

2

1

At least 2

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)

more.

really look at improvement strategies

At least 1

None

1

Extenuating Factors/Discussion: Because of the small size of the program and because of COVID, providers were recruited this year only on an as-needed basis.
Follow-up Completed: The provider recruited this year occurred because of a need resulting from a person served not being able to access respite a t a Residential program (COVID) as they normally would.
Action Plan: None formal.

Family Services Division—Respite
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

Ensure usage of Respite House
(effectiveness)

What are we
measuring?
(Indicator)

% of days respite
house is utilized
for funded or
private respite

Respite House

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Where are
we getting
the data
(Data
Source)?

Who are we
looking at?
(Target Population Applied)

How are we hoping to do (target)?

Program Coordinator

April 1, 2020Once a Year More than 80%
March 31, 2021

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 65%
and 80%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 65%

52.6%

Trends:

Year

2012-13

2013-14

2016-17

2017-18

2018-19

2019-20

2020-21

% Usage

88.35%

93.9%

69%

69.6%

70.7%

70.9%

52.6%

Extenuating Factors/Discussion:
COVID caused an enormous disruption to use of the respite house this year. In many parts of the year, the home was totally unavailable due to COVID precautions. Later,
renovations left the house unable to be used. The house was used on several occasions as a site for persons served who required quarantine due to COVID precautions.

Follow-up Completed:
The home was used as creatively as possible during COVID, such as a quarantine location and for ‘different’ types of respite other than the overnight model that is typical.
Action Plan:
Complete renovations to remove shared bedroom model. Continue to use location for alternate respite use.

Family Services Division—Respite
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

To manage staff
absenteeism, which
% of payroll asmakes sure that
signed to sick pay
supports are consistent (efficiency)
See ‘Efficiency Measures’ later in report

Who are we
looking at?
(Target Population Applied)

All Staff, Respite program

Where are
we getting
the data
(Data
Source)?

Nucleus Labs
Report

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

January 1, 2020
to December
31, 2020

Every Six
Months

Less than 4%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 4%
and 5%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 5%

See
‘Efficiency
Measures’
later in
report

Family Services Division—Respite
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure that respite allocations are
being effectively
used. (service access)

Trends:

What are we
measuring?
(Indicator)

Where are
we getting
the data
(Data
Source)?

Who are we
looking at?
(Target Population Applied)

% of Family
All persons
Home respite
served, Respite
allocation utilized
program

Program Coordinator

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020Once A Year More than 85%
March 31, 2021

Year

2018-19

2019-20

2020-21 COVID

% Usage

70.7%

83.3%

21.25%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 65%
and 85%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 65%

21.25%

Extenuating Factors/Discussion: COVID had a large impact in families using these allocations. The desire to maintain social distancing and avoid potentially risky situations meant that significantly less respite was needed or requested.

Follow-up Completed: None formal during the pandemic.

Action Plan: To continue with previous processes that were successful at assisting with allocation usage. These were informal and depende d on collaboration between
program staff and families.

Family Services Division— Child Care Resource Consultant Services
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

Ensure maximum
usage adaptive
equipment in the
resource library
(effectiveness)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

% of time adapAll adaptive
Nucleus Labs April 1, 2020tive seating items equipment in
Once a Year
database
March 31, 2021
that were on loan resource library

At least 60%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 50%
and 60%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 50%

22.2%

Trends: This was the first year that this has been measured. Therefore, there are no trends to report.
Extenuating Factors/Discussion:
COVID was a huge extenuating factor, as for large chunks of the year, no services were being delivered directly to centres or person served.
Of the 49 items, two (egg chairs) were loaned out for the entire year. Seven others were loaned out at least half of the time. Just under 49% were loaned out at some point
during the year.

Follow-up Completed:
None formal.
Action Plan:
None formal.

Family Services Division— Child Care Resource Consultant Services
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

To manage staff
absenteeism, which
% of payroll asmakes sure that
signed to sick pay
supports are consistent (efficiency)
See ‘Efficiency Measures’ later in report

Who are we
looking at?
(Target Population Applied)

All Staff, Respite program

Where are
we getting
the data
(Data
Source)?

Nucleus Labs
Report

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

January 1, 2020
-December 31,
2020

Every Six
Months

Less than 3%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 3%
and 4%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 4%

See
‘Efficiency
Measures’
later in
report

Family Services Division— Child Care Resource Consultant Services
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

To ensure that fami% of persons
lies receive service
All new referserved in service
Nucleus Labs April 1, 2020as quickly as possirals, CCRCS proOnce A Year More than 67%
within 60 days of
Reports
March 31, 2021
ble after referral
gram
referral
(service access)

Trends:

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 50%
and 67%

Year

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Success Rate

77%

67%

86.2%

97.5%

83.5%

95.1%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 50%

95.1%

Extenuating Factors/Discussion: There were 61 referrals to the program (2019-20: 85, 2018-19: 82). The average wait time was 23 days (2019-20: 40.7, 2018-19: 26.5).
The shortest wait time was nine days (last two years: 0). The longest wait was 99 days (2019-20: 117, 2018-19: 69). The median wait time was 19 days.
The childcare community was largely closed from March 2020 to June 2020, and CCRCS staff have largely worked remotely ever since. The remote working model led to it
being extremely challenging to get intake packages completed and, after trying various methods, it has been most effective to have paperwork dropped off at centres and
then picked up by CCRCS staff. However, this has led to a prolonged process, though the data suggests that it has been well managed.

Follow-up Completed: Contactless processes for intake have been developed.
Action Plan: Continue with developed contactless processes. Meet virtually/by phone with families who just want info about childcare so t hat when COVID is not a
concern they are ready to start the actual referral process.

Family Services Division— Family Support
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

# of monthly
Ensure that families
drop in and parhave access to inforAll drop ins and
ent groups and
Program Comation, outreach
virtual sessions,
virtual sessions
ordinator
and support
Family Support
attended by fami(effectiveness)
lies

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020Once a Year
March 31, 2021

At least 50

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 35
and 50

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 35

78

Trends: While this data has been measured in previous years, it was calculated differently, so this is the first year that a ‘raw’ number has been obtained. As such, no
trends can be determined.
Extenuating Factors/Discussion: There were 38 participants for virtual presentations from January to March. There were 40 ‘drop ins’ the remainder of the year, with
27 virtual, 5 by telephone, 6 by email and two in person.

Follow-up Completed: Maintaining as much flexibility as possible, especially in the COVID world, has ben the main strategy to welcome families.

Action Plan: None formal, continue with flexibility.

Family Services Division— Family Support
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

To manage staff
absenteeism, which
All Staff, Family
% of payroll asmakes sure that
Support prosigned to sick pay
supports are congram
sistent (efficiency)

See ‘Efficiency Measures’ later in report

Where are
we getting
the data
(Data
Source)?

Nucleus Labs
Report

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

January 1, 2020
-December 31,
2020

Every Six
Months

Less than 3%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 3%
and 4%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 4%

See
‘Efficiency
Measures’
later in
report

Family Services Division— Family Support
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

To ensure that fami% of persons
lies receive service
served in service
as quickly as possiwithin 90 days of
ble after referral
referral
(service access)
Trends:

Who are we
looking at?
(Target Population Applied)

All new referrals, Family
Support program

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Nucleus Labs April 1, 2020Once A Year More than 67%
Reports
March 31, 2021

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 50%
and 67%

Year

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Success Rate

74%

84.8%

91.36%

27.2%

20.7%

9.1%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 50%

9.1%

Extenuating Factors/Discussion: Note that for the period from 2015 to 2020, success was based on meeting a 60-day target. This was adjusted to 90 days in 2020-21.
The average wait period was 216 days (2019-20: 118, 2018-19: 134). The lowest wait time was 0 days (2019-20: 0, 2018-19: 7). The longest wait time was 270 days (2019
-20: 211, 2018-19: 273). The median wait time was 196 days (2019-20: 123). There were 22 referrals, down from 29 the previous year.
Follow-up Completed: In an attempt to minimize the growing size of the waitlist, as well as wait times, Family Support has adopted three options: First, the ‘drop in’
support seen in the effectiveness measure is available for those who might otherwise hold up service times; Second, a ‘brief services’ option has been adopted to support
new families through a time limited phase or need, with no ISA or service planning offered; Finally, the regular ‘caseload’ option for those who need longer-term services is
available. It is hoped that these strategies will reduce the number of families on the waitlist, which will in turn reduce the amount of time on wait lists.
Action Plan: To continue with new strategies adopted in the follow-up section.

Employment Services Division— Organization Employment Supports/Kwik Shred
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

For persons served
to work frequently
at Kwik Shred for
minimum wage
(effectiveness)

Trends:

What are we
measuring?
(Indicator)

% of ‘regular’
persons served
staff working at
least one shift
per week.

Who are we
looking at?
(Target Population Applied)

All persons
served working
at Kwik Shred

Employee
time sheets

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020Once A Year
March 31, 2021

Year

2018-19

2019-20

2020-21 COVID

Success Rate

100%

100%

0%

To ensure that the
Amount of revenewly redesigned
All expenses
nue generated
Kwik Shred is finanand revenues at
above basic opercially viable
Kwik Shred
ating costs
(efficiency).
Trends:

Where are
we getting
the data
(Data
Source)?

Finance records

How are we hoping to do (target)?

April 1, 2020Once a year
March 31, 2021

Year

2018-19

2019-20

2020-21 COVID

Revenue Above

$70,000

$33,000

-$51,000

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
do?
We can do much
better, and need to
(Results)
really look at improvement strategies

100%

Between 80%
and 100%

Less than 80%

At least
$80,000

Between
$70,000 and
$80,000

Less than
$70,000

0%

Extenuating Factors/Discussion: If not for two shutdowns due to COVID in 2020-21, the target would have been met; when Kwik Shred was open, persons served were
working as hoped. COVID also had an impact on revenues due to business slowdowns from regular customers.
Follow-up Completed: All plans that were successful in non-COVID times continued; customer servicing remained in place where possible.
Action Plan: Maintain business at a slower pace instead of shutting down as COVID dictates in 2021.

Employment Services Division— Organization Employment Supports/Kwik Shred
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

Use Kwik Shred as a
flow-through model
to generate employment opportunities

What are we
measuring?
(Indicator)

Number of person served staff
flowing through
Kwik Shred to
other employment

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

All persons
Employment April 1, 2020served working
Once A Year
Records
March 31, 2021
at Kwik Shred

2 or more

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even

We need to
work on it

How did
we actually
do?
We can do much
better, and need to
(Results)

more.

really look at improvement strategies

At least 1

None

1

Trends: This is the first year that this has been measured.

Extenuating Factors/Discussion: .COVID had a significant impact on community employment opportunities.
Follow-up Completed: The maintenance of a full-time Employment Facilitator is key to ensuring that opportunities can be sought out and accessed. In 2020-21, there
was a full-time Employment Facilitator for four months, and a part-time positon for eight.
Action Plan: Secure Employment Facilitator full-time for as long as possible.

Employment Services Division— Employment Supports
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To secure employment opportunities
for persons served
(Effectiveness)

Secure a Full-Time
Employment Facilitator (efficiency).

Trends:

Who are we
looking at?
(Target Population Applied)

What are we
measuring?
(Indicator)

Where are
we getting
the data
(Data
Source)?

Number of individuals served
All persons
securing paid
served, Employemployment of
ment Supports
three months or
longer

Number of
months with a
full-time Employment Facilitator
in place

Employment
Services Staff

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
do?
We can do much
better, and need to
(Results)
really look at improvement strategies

Nucleus

April 1, 2020Once A Year
March 31, 2021

At least 6

Between 3 and
5

Less than 3

4

HR Records

April 1, 2020Once a year
March 31, 2021

12

Between 6 and
12

Less than 6

4

Year

2018-19

2019-20

2020-21 COVID

Number of Positions

1

6

4

Extenuating Factors/Discussion: These two items are very connected, as having an Employment Facilitator is key to being able to assist with generating employ ment
opportunities. A full-time Employment Facilitator left the organization in August 2020 and was replaced only on a part-time basis. Funding to secure an ongoing Facilitator
position has been elusive.
Follow-up Completed: Funding was secured for a full-time Employment Facilitator for at least six months in 2021-22.
Action Plan: Continue to seek funding for permanent position.

Employment Services Division— Employment Supports
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

To ensure that preemployment training is available for
person served
(Service Access)

Number of persons served accessing preemployment
training

Persons Served
Program Rec- April 1, 2020 to
Seeking Emords
March 31 2021
ployment

To ensure that preemployment training resources are
used well (Efficiency)

% of persons
served who access preemployment
training who
complete it

Employment
Program Rec- April 1, 2020Training ParticiOnce A Year
ords
March 31, 2021
pants

Every Six
months

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
do?
We can do much
better, and need to
(Results)
really look at improvement strategies

20 or more

Between 10
and 20

Less than 10

N/A

At least 80%

Between 65%
and 80%

Less than 65%

N/A

Note: The program previously had a different measure for service access in 2020-21, but it was not generating helpful data, so it was discarded. These measures are
much more important to the program and will be measured in 2021-22.

Efficiency Measures– All Programs
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time periare we
great result that
od did we look measuring
shows all of the
at (Time of
this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

To manage staff abAll staff active
senteeism, which
Dayforce (HR January 1, 2020
% of payroll asat in departmakes sure that
and Payroll
-December 31,
signed to sick pay ment as of year
supports are conSoftware)
2020
end 2020
sistent (efficiency)

CCRCS, Family
Support: Less than
3%

Every Six
Months

CIP, Family Home,
Respite, SIL: Less
than 4%
Residential: Less
than 5%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

CCRCS, Family
Support: 3 to 4%
CIP, Family Home,
Respite, SIL: 4 to 5%
Residential: 5 to
6%

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

How did
we actually
do?
(Results)

CCRCS, Family Support: More than 4%
CIP, Family Home,
Respite, SIL: More
than 5%

See below

Residential: More
than 6%

Results:
2012

2013

2014

2015

2016

2017

2018

2019

2020 COVID

CIP

5.53%

3.79%

2.98%

3.07%

4.19%

2.22%

3.25%

3.08%

2.99%

Residential

4.84%

4.99%

5.15%

518%

3.84%

3.67%

5.29%

5.03%

3.96%

SIL

1.87%

2.25%

2.98%

3.75%

2.91%

2.56%

3.57%

3.74%

3.41

Family Support

1.81%

0.88%

3.47%

1.36%

2.73%

0.19%

2.07%

4.41%

3.27

CCRCS

2.35%

2.74%

2.49%

1.54%

1.63%

1.26%

2.01%

2.16%

2.15

Family Home
and Respite

2.86%

2.38%

4.81%

1%

1.9%

1.45%

2.10%

3.5%

3.27

Extenuating Factors/Discussion: There may be some vagaries to the data this year. COVID resulted in massive staff redeployments that may impact the data. T he number of staff accounted for here is less than half of what would be normal for CIP, which could impact the data. It is also noted that as a result of COVID, CLKD did not utilize
the Attendance Management Program, deeming it unreasonable to do so in the midst of a pandemic. Finally, CLKD utilized some unusual strategies to try to benefit employees, one of which involved paying staff regular time when they went for COVID testing, which meant that time usually coded as sick was not this year. As such, CLKD believes
that the departure from previous practices means that this data should not be compared to previous years and targets, and will not mark these goals as met or not met.
Follow-up Completed: The Attendance Management Program was suspended in 2020. Staff are required to seek testing when experiencing any COVID symp tom and
are paid regular time for the day of the test, if scheduled. Staff are being encouraged to pay attention to their mental health and use their time accordingly.

Action Plan: .Continue with existing strategies.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

To ensure staff
health and safety

OSHA Recordable
Injury Rate

To ensure staff
health and safety

OSHA Lost Time
Case Rate

Trends:

Who are we
looking at?
(Target Population Applied)

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even

We need to
work on it

How did
we actualWe can do much
ly do?
better, and need to
(Results)

more.

really look at improvement strategies

All Staff

WSIB ReApril 1, 2020ports, DayMarch 31, 2021
force reports

Every Six
Months

0 per 100 FTE

Between 0 and
3 per 100 FTE

More than 3
per FTE

3.28

All Staff

WSIB ReApril 1, 2020ports, DayMarch 31, 2021
force reports

Every Six
Months

0 per 100 FTE

Between 0 and
1 per 100 FTE

More than 1
per FTE

0.82

Year

2012-13

2013-14

2014-15

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21

Recordable
Injury Rate

2.03

2.49

2.38

3.58

2.95

5.99

6.66

2.53

3.28

Year

2014-15

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Lost Time Case
Rate

0.95

2.24

0.42

0.86

0.83

0.72

0.82

Extenuating Factors/Discussion: There were eight injuries reported to WSIB last year, up from seven in 2019-20, but down from sixteen and fourteen the previous two
years. Two injuries resulted in lost time, both the result of staff being struck, and both by the same person served. Other injuries reported to WSIB this year included a fall,
a lift/transfer issue, an allergic reaction, a cut from an object, and a vehicle accident. All but one were approved by WSIB. There were 267 lost time hours this year, up
from 139 the previous year, but in line with the previous two years (210 and 228, respectively).
Follow-up Completed: The situation that resulted in two injuries prompted an internal investigation with eight resulting recommendations that were all put in place.
Action Plan: Continue with current practices, including all training practices.

Business Function Measures— Supplemental Information
The following is a summary of staff injuries in the 2020-21 fiscal year. No targets are associated with this data at this point, and this information
should be considered supplemental to the agency’s other health and safety business targets.
2017-18

2018-19

2019-20

2020-21

Number of Fatalities

0

0

0

0

Number of WSIB-reportable
injuries
Number of Lost-Time Injuries

14

16

7

8

2

2

2

2

Total Number of Hours Lost

228

210

139

266

Number of non-WSIB reportable
injuries
Types of Injuries

20

23

28

26

Lift/Transfer/Physical Support with Person Served: 9

Lift/Transfer/Physical Support with Person Served:
11

Lift/Transfer/Physical
Support with Person
Served: 7

Lift/Transfer/Physical Support with Person Served: 6

Slip, Trip or Fall 14

Slip, Trip or Fall: 9

Slip, Trip, or Fall: 6

Bumped Head 2

Bumped Head 0

Aggression by Person
Served 4

Aggression by Person
Served: 11

Cut Caused by Object 0

Cut Caused by Object 0

Other lifting (items) 4

Other lifting (items) 2

Other 4

Other 6

Category

Slip, Trip or Fall 10
Bumped Head 4
Aggression by Person
Served 4

Aggression by person
served: 7

Cut Caused by Object 2
Cut/Scrape caused by object: 5

Other Lifting (items): 2

Other 8
(slammed car door on head,
hit head on freezer door,
abrasion from car wash
spray, allergic reaction, etc.)

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To manage longterm costs
Trends:

What are we
measuring?
(Indicator)

Unfunded Liabilities (in dollars) in
Excess of 30 Days

Who are we
looking at?
(Target Population Applied)

All Staff

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Finance Reports

April 1, 2020March 31, 2021

Every Six
Months

Less than
$85,000

Year

2016-17

2017-18

2018-19

2019-20

2020-21 COVID

Amount

$89, 523

$89, 662

$50, 582

$46, 087

$144,301

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between
$85,000 and
$100,000

We need to
work on it

How did
we actualWe can do much
ly do?
better, and need to
(Results)
really look at improvement strategies

More than
$100,000

$144,301

Extenuating Factors/Discussion: COVID played a significant role in the ballooning of owing staff accruals. Pandemic precautions (including limiting vacation time)
made it more difficult for staff to take the amount of time off that they normally would have. In addition, community precautions left many staff reporting being less inclined to take vacation time.
Follow-up Completed: CLKD and CUPE 2635 reached an agreement around an altered date for 2021 summer time off requests in the hopes that this would allow the
Scheduling department to organize and be more generous with time off requests. Additional staff were also hired for the summer of 2021 to facilitate this and to promote
flexibility during the pandemic.
Action Plan: Continue with actions noted in the follow-up section. Continue to distribute regular reports for follow-up by Scheduling and/or Managers in order to promote vacation time being used.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure responsive on-call systems

Who are we
looking at?
(Target Population Applied)

What are we
measuring?
(Indicator)

% of calls responded to in six
minutes or less

All Calls to
Manager OnCall System

Where are
we getting
the data
(Data
Source)?

Alliance
Wireless Reports

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020March 31, 2021

Every Six
Months

More than 80%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Between 65%
and 80%

Less than 65%

60.1%

Trends:
Year

2012-13

2013-14

2014-15

2015-16

2016-17

2017-18

2018-19

2019-20

2020-21

Result

65.6%

84.6%

86.2%

53.2%

69.8%

69.4%

70.1%

58.7%

60.1%

Extenuating Factors/Discussion: Of those calls that did not get a response within six minutes, 80% had an extended period before the answering service made t he first
call.
- There were 147 calls to the system in 2020-21. This is over two and half times the number of calls to the system just two years earlier.
- Reasons for calls:
- Medical issue with person served: 65.3% (last year: 48.1%)
- Property issues: 20.5% (last year: 30.5%)
- Challenging behviour: 4.8% (last year (4.6%)
- The shortest response time was one minute (same as 2019-20). The longest was 44 minutes (last year: 33). The average was 8.3 minutes (last year: 7.1 minutes).

Follow-up Completed/Action Plan: When the answering service is in call delays, the organization has no control over this. Calls are responded to very quickly once they
get to a Manager. The organization will seek other methods by which to manage the on-call system, but in the short-term, sees no benefit in ’formally’ collecting this data.
An on-call log is sent to the Director of Operations after every call, so they can be assessed for issues on an individual basis.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

To ensure consistent Part-Time Turnostaffing
ver Rate

Who are we
looking at?
(Target Population Applied)

All Part-Time
Staff

Where are
we getting
the data
(Data
Source)?

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Dayforce and
April 1, 2020Other HR
Once A Year
March 31, 2021
Records

Less than 15%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 15%
and 25%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

More than 25%

25.4%

Trends:
Year

2017-18

2018-19

2019-20

2020-21 COVID

Amount

25.2%

38.7%

28.1%

25.4%

Extenuating Factors/Discussion: It is difficult to determine progress this year, as COVID has created working conditions and a job market that are not compar able to
other years.
The full-time turnover rate was 3.77% (last year: 2.30%)
Of this year’s overall separations, 70.5% were in Residential, 17.6% in Community Services, 5.9% in Employment Services, and 2.9% in both CIP and Family Services. With
massive redeployments of staff across the agency and a significant reduction of services in CIP and Family Services, it is again difficult to use this year’s data to compare to
other years.
The primary reason for departures was: New Job– Full Time: 35.3%; No reason given: 14.7%; Probation Termination: 8.8%: Bad experience or didn’t like the work: 5.9%;
Health or work/life balance: 5.9%; Return to School: 5.9%; New Job– Part Time: 2.9%; Retirement– 2.9%; Moved from Kingston– 2.9%; Expired Work Visa– 2.9%; Staff
listed as ‘bad hire’ by the agency (i.e., quit within first few shifts): 11.7%.
The tenure of those staff leaving (excluding the ‘bad hires’ noted above: Less than six months: 33.3%; Six to twelve months: 3.3%; one to two years: 33.3%; 2+ years:
26.7%
Follow-up Completed:

Lisa Macdonald was hired as a new HR Manager in January 2021, with a focus of her work being on recruitment and retention.

Action Plan: Implement new strategies developed as a result of new Manager’s view on recruitment and retention.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure that appropriate applicants
are being recruited

What are we
measuring?
(Indicator)

Number of hires
stemming from
employee referral program

Who are we
looking at?
(Target Population Applied)

All Staff

Where are
we getting
the data
(Data
Source)?

HR Records

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

April 1, 2020March 31, 2021

Annually

10 or more

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 6 and
10

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 6

Trends: There were seven successful hires from the referral program, the same as the previous year. One referred person was hired bu t did not pass probation.

Extenuating Factors/Discussion: The referral bonus continues to be well received. Ninety percent of referrals resulted in a hire.

Follow-up Completed: The referral program is sent to staff as a reminder twice a year, with those who referred staff being publically acknowledged .

Action Plan: . Continue with current practices, but also ensure that new hires are made aware of referral program at the time of hire
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Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure regular
feedback to staff

Trends:

What are we
measuring?
(Indicator)

% of Staff Who
Have Had A Performance Appraisal Within the
Past Two Years

Who are we
looking at?
(Target Population Applied)

All Staff

Where are
we getting
the data
(Data
Source)?

Dayforce
Records

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

Measured as of
April 17, 2021

Year

2017-18

2018-19

2019-20

2020-21

Amount

32%

73.5%

71.2%

65%

Every Six
Months

More than 75%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 60%
and 75%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 60%

65%

Extenuating Factors/Discussion: COVID had a significant impact on the completion of performance appraisals. Coordinator and Manager time was extremely stret ched
dealing with COVID-related issues. Massive and continuous staff redeployments resulted in staff being in new locations with supervisors who were not able to evaluate
staff effectively. Finally, a high volume of new staff were hired in the latter months of 2021, and their probationary appraisals were note completed as of this measurement.
Follow-up Completed:

Coordinators continue to be provided updated lists for appraisal due dates on a monthly basis.

Action Plan: This may be a difficult measure to significantly improve upon until COVID subsides, given the significant number of variables at play.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

What are we
measuring?
(Indicator)

Who are we
looking at?
(Target Population Applied)

Ensure that Best
Average # of ApApplicants Are Cho- plicants for Each
sen for Promotion Internal Full-Time
Opportunities
Position

Trends:

All Staff

Where are
we getting
the data
(Data
Source)?

HR Records

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

January 1, 2020
to December
31, 2020

Year

2018

2019

2020 COVID

# of Applicants

6.89 (Historical
– no goal set)

6.4 (Historical–
no goal set)

4

Annually

At least 8

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 5 and
7

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 5

4

Extenuating Factors/Discussion: COVID likely played role in deterring staff from applying for full time work. The uncertainty surrounding COVID was significa nt and
many staff who had previously been interested reported feeling too uneasy to apply as they normally would.
In 2018, 29 jobs were posted, with positions in CIP (average 10.25) and Community Services (average 8.86) generating the most applicants. In 2019, 31 positions were
posted, with these two programs again being the most popular (7 and 8.43 applicants, respectively). In 2020, there was only one job posted in CIP, but four in Community
Services, with an average of 7.67 applicants. Residential positions (of which there are far more than in other departments) generate an average of between 3.14 and 5.6
applicants in that time).
Facilitator level jobs generate the highest number of applicants (between 5.13 and 7.55). There is not a significant difference in interest in permanent versus contract jobs.
The largest discrepancy seems to be in the length of the contract (the longer contracts generate twice as many applicants) and whether or not there is an incumbent in the
position (those with an incumbent generate 35-50% fewer applicants).
Follow-up Completed: The Director of HR has been offering meetings with all interviewed applicants or others who express an interest to discuss in terview feedback
and other was to be well positioned for full-time work.
Action Plan: Continue with current strategies and develop a program directory to give staff a better understanding of the various programs such that they may be inclined to be interested in full-time work.

Business Function Measures
What are we doing and how are we doing it?

What are we trying
to achieve?
(Outcome)

To ensure efficient
use of floater positions

What are we
measuring?
(Indicator)

% of time that
floaters are used
for coverage and
are not ‘extra’

Who are we
looking at?
(Target Population Applied)

All floater
hours

Where are
we getting
the data
(Data
Source)?

Dayforce
Records

How are we hoping to do (target)?

Awesome
How often
This would be a
What time peare we
great result that
riod did we
measuring
shows all of the
look at (Time of this (Follow hard work we do
Measurement)?
up Interfor persons served
val)?

November 29,
2020 to April 3,
2021

Every Six
Months

More than 90%

Not too bad
We can do better.
It shows that we
are on the right
track but we can
improve even
more.

Between 75%
and 90%

We need to
work on it

How did
we actually
We can do much
do?
better, and need to
(Results)
really look at improvement strategies

Less than 75%

74.3%

Trends: The floater positions are brand new to the organization, so this is the first year that they have been in place.
The Arbour-Mowat position was used for coverage 67.2% of the time. The Smithfield-Roosevelt position was used 78.7% of the time.
Extenuating Factors/Discussion: The original design of the floater positions was to have them assigned to cover three locations. Because of COVID precaution s, they
have only been assigned to two locations thus far. This has impacted their overall use. The person filling the Smithfield-Roosevelt position was promoted in March 2021
and the position will not be filled in the short term.
Follow-up Completed: None formal.
Action Plan: Continue to monitor. Alter locations where floater assigned as needed. Add third location when COVID allows for it.

Surveys— All Programs
What Question Did We Ask?

All Questions Were Asked on a ‘Yes’ or ‘No’ Basis, unless otherwise noted.
We Want As Many ‘Yes’ Answers as Possible in the Results.
This survey was designed specifically to get feedback about CLKD’s response to COVID-19

How are we hoping to do (target)?
Awesome

Not too bad

This would be a
great result that
shows all of the
hard work we do
for persons served

We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

How did we actually do? (Results)

Was everything about COVID explained to you in a way that you were able to understand?

90% or better

Between 80%
and 90%

Less than 80%

95.83%

Were CLKD staff able to answer your questions about COVID?
(Positive rate is of those who noted that they had asked questions)

90% or better

Between 80%
and 90%

Less than 80%

97.05%

Do you feel safe from the virus when supported by CLKD?

90% or better

Between 80%
and 90%

Less than 80%

93.75%

CLKD’s services have changed a lot during COVID. Have the services kept meeting your basic
needs?

90% or better

Between 80%
and 90%

Less than 80%

81.25%

Comments about services included: Desire for more in-person contact, frustration with lack of return of community activities, and frustration with lessened amount of CIP
supports.
Response Distribution:
- Residential Services: 42.55%
- Community Services: 34.04%
- CIP: 25.53%
- Family Services: 8.51%
- Employment Services: No responses
Note: Respondents could note multiple programs
Comments that may have accompanied the final question suggested that any dissatisfaction was largely related to issues over which CLKD had limited control (e.g., lack of
community activities occurring, unable to attend regular ‘groups’, etc.).

Surveys— Child Care Resource Consultant Services
What Question Did We Ask?

How are we hoping to do (target)?

All Questions Were Asked on a Yes or No Basis, unless otherwise noted.
We Want As Many ‘Yes’ Answers as Possible in the Results.

Awesome

Not too bad

This would be a
great result that
shows all of the
hard work we do
for persons served

We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

How did we actually do? (Results)

When you first started services, was your intake completed in a timely manner?

90% or better

Between 80%
and 90%

Less than 80%

100%
(Last Year: 97.7%)

The Resource Consultant is flexible in meeting our communication needs (meetings, phone calls,
emails,)

90% or better

Between 80%
and 90%

Less than 80%

100%
(Last Year: 100%)

The information shared with me by the Resource Consultant is useful.

90% or better

Between 80%
and 90%

Less than 80%

100%
(Last Year: 100%)

The Resource Consultant treats our family with respect and dignity

90% or better

Between 80%
and 90%

Less than 80%

100%
(Last Year: 100%)

I am aware that my child has an Individual Program Plan and/or a One Page Profile

90% or better

Between 80%
and 90%

Less than 80%

96.77%
(Last Year: 100%)

The Resource Consultant makes us aware of other services in the community as necessary

90% or better

Between 80%
and 90%

Less than 80%

96.88%
(Last Year: 88.4%)

The Resource Consultant was helpful in assisting us with our child’s transition to school

90% or better

Between 80%
and 90%

Less than 80%

95%
(Last Year: 95.7%)

At least 90%

Between 80%
and 90%

Please rate your overall satisfaction with the services offered by Child Care Resource Consultant
Services (Outstanding, Above Average, Satisfactory or Unsatisfactory)

Outstanding or
Above Average

Outstanding or
Above Average

90.63%
Less than 80%
Outstanding or
Above Average

Outstanding– 71.99%
Above Average– 18.75%
Satisfactory– 9.38%
Unsatisfactory– 0%
(Last Year: 100%)

Who Responded to the Survey
By Area:
City of Kingston: 93.75%
Frontenac Township: 0%
Other: 6.25%

By Age of Children In Service:
0 to 2 Years: 3.13%
2 to 6 Years: 71.88%
6 to 12 Years: 25%

By Length of Involvement with CCRCS
Less than 6 months:
3.13%
6 to 12 months:
31.25%
1 to 2 years:
46.88%
2+ years
18.75%

Surveys— Staff
What Question Did We Ask?
A Human Resources survey was conducted to assess how new part-time employees are adapting to their
work environment.
Thirty minute telephone interviews, comprised of five questions, were conducted with part-time employees, with a tenure duration of 3 to 12 months. This employee sample was taken from 13 locations: Smithfield, Splinter, Aberfoyle, Arbor, Gananoque, McMichael, Melanie, Mowat, Ringstead, Roosevelt, Lyons, SIL
and Compass. Responses were noted as being favourable, unfavourable, or neutral. The results at right
target favourable responses. .

How are we hoping to do (target)?
Awesome

Not too bad

This would be a
great result that
shows all of the
hard work we do
for persons served

We can do better.
It shows that we
are on the right
track but we can
improve even
more.

We need to
work on it
We can do much
better, and need to
really look at improvement strategies

How did we
actually do?
(Results)

I have the tools to do my work right and I know what is expected of me at work

85% or better

Between 75%
and 85%

Less than 75%

88.23%

High job satisfaction

85% or better

Between 75%
and 85%

Less than 75%

94.11%

Enjoyable work environment

85% or better

Between 75%
and 85%

Less than 75%

88.23%

Are you actively looking for another job?

85% or better
not looking

Between 75%
and 85% not
looking

Less than 75%

76.47%

Did you get a helpful realistic job preview?

85% or better

Between 75%
and 85%

Less than 80%

88.23%

Staff orientation was informative and engaging

85% or better

Between 75%
and 85%

Less than 80%

88.23%

Additional Information:


Work Environment: Rated good because of good relations with co-workers, team work and CLKD mission which made employees feel that their job is important .There was a mixed response to being felt utilized. Some understood that COVID made it hard to do community inclusion work; at one location, it was mentioned that one home felt crowded with excessive numbers of staff.



Factors that might lead to looking for other work: gossip, inconsistency of hours, pay rates.



Job Satisfaction: Where high, was drawn from the work with person served

Data Integrity Assurance
A great deal of time and effort goes into collecting the data that is summarized in the preceding pages. However, the collection and summarizing of the data is meaningless if the collected data lacks integrity. A strong agency uses its data to assist in organizational decision-making. Simply put, data that is not accurate or consistent
means that this decision making is being done with bad information. As a result, the right decisions cannot be made. Fortunately, some simple processes can ensure the
integrity of the organization’s data. Some of Community Living Kingston and District’s processes are noted below.

Reliability is meant to ensure that data is collected consistently and in a way that could be reproduced at another time and by other peo ple. Because the organization
does not use standardized tests or measures that can ensure reliability, other steps have been taken:
● Very few personnel are entrusted to tracking data. This tighter circle of staff limits misinterpretation.
● For all self-reporting measures with some amount of subjectivity, discussions with the team have occurred as to how to ensure that data is coded properly.
● Most data is gleaned directly from reporting functions in the organization’s payroll or client records software, virtually eliminating any danger of the data not
being collected the same way on another occasion.
● Unless otherwise noted, data measures all persons served, not just a sample. This means that reliability issues related to data sampling are not a factor.

Validity simply suggests that the your data measures what it intends to measure.
● The organization’s data is reflective of the needs of stakeholders as gleaned from ISAs and plans, and is reflective of the agency’s mission and values.
● The organization’s focus is not clinical in nature. It depends on the face validity of it’s measure— that is, does common sense indicate that the measure
makes sense to address the area of concern? This face validity is achieved by having various parties from outside the program review measures to determine if
they seem to make sense.

Completeness means that the data is as complete as possible and that obtainable data is not missing, be it intentionally or unintentionall y. Incomplete data has little
value, as it may exclude entire groups of persons served or may be missing data that will greatly influence success towards missing a target.
● The number of client records in all spreadsheets is routinely checked against the overall list of persons served to ensure that data is complete.
● All programs have an indicator and no groups are missing from data collection or analysis.
● All attempts are made to find any missing data. Any data that continues to be missing is properly coded in Excel (using the #n/a function, where Excel is still
used) so that the program can process the available data properly.

Accuracy simply means that all data is recorded properly and that any errors are caught and corrected.
● Spot checks are completed by the Quality Improvement Lead to ensure accuracy. This includes a review of distribution of values (when Excel is used)
● Where Excel is used, a frequency distribution of values is run in Excel to look for any values suspected of being inaccurate or outside of normal distribution.
Note about goal attainment in this report: Because of the disruption presented by COVID in 2020-21, the organization chose not to note that goals were met or not met
this year. In many cases, it was simply too difficult to compare results for this year to previous years with any confidence.

Contact Us
Community Living Kingston and District
Kingston Services: 6-541 Days Road, Kingston ON, K7M 3R8 613-546-6613
Gananoque Services: 26 Mill Street, Gananoque, ON, K7G 3A6
Executive Director
Director of Operations
Director of Finance
Director of Human Resources
Manager, Residential Services
Manager, Family Services
Manager, Community Development
Manager, Community Inclusion
Manager, Community Services
Manager, Properties
Manager, Human Resources

Peter Sproul
Sheri Scott
Matt Luck
Jeff Harrison
Sherrill Boyes
Erin Impola
Colleen Kelly-Jansen

Rob Andrews
Rob Yeo
Mark Vass
Lisa Macdonald

613-382-7702

peter.sproul@clkingston.ca
sheri.scott@clkingston.ca
matthew.luck@clkingston.ca
jeffrey.harrison@clkingston.ca
sherrill.boyes@clkingston.ca
erin.impola@clkingston.ca
colleen.kelly-jansen@clkingston.ca
robert.andrews@clkingston.ca
robert.yeo@clkingston.ca
mark.vass@clkingston.ca
lisa.macdonald@clkingston.ca

Visit our website: www.communitylivingkingston.org
If you have questions about this report, or if you would like this information in an alternate format, please contact Jeff
Harrison (jeffrey.harrison@clkingston.ca). You may also wish to review our Outcomes Report Card, which presents this
information in a simplified manner. The Outcomes Report Card can be found on the agency’s website.

