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CLeAR =  
Call for Less Antipsychotics in 

Residential Care  





Care Home Participation 

Wave 1:  
Sep 2013 – Dec 2014 
(48 teams) 
 
Wave 2:  
Sep 2015 – Dec 2016 
(40 teams) 

 
 



Why a Collaborative Model? 
• Foster learning across different sites and organizations 
• Positive (but limited) evidence suggests they work 
• BMJ study:  

– Examined 72 publications describing health care quality 
improvement collaboratives 

– 74% showed improvement in areas such as patient care & 
organizational performance 

– Limitations and variation across projects makes analysis 
complex 

Reference: Evidence for the Impact of Quality Improvement Collaboratives: Systematic Review. 
BMJ 2008;336:1491. http://www.bmj.com/content/336/7659/1491 



Ten Considerations 
1. Appropriate subject selection 
2. Participant-defined objectives 
3. Clear roles and expectations 
4. Facilitate team building 
5. Enable mutual learning 
6. Motivate and empower teams 
7. Measurable and achievable goals 
8. Build capacity around measurement 
9. Plan and learn for sustainment 
10. Plan and learn for spread 

 
 

Reference: Ovretveit, J. et. al.  Quality Collaboratives: Lessons from Research. Qual Saf 
Health Care 2002;11:345-351. http://qualitysafety.bmj.com/content/11/4/345.full 
 



Today’s Learning Objective: 

By the end of this session, participants will be able to 
identify some key factors for success in supporting 
teams within a collaborative model. 
 



 
 
Have you been involved in a collaborative before? 
 
 YES: 
  
 NO: 

Quick Poll 



CLeAR’s Support Model 

How do teams participate? 
•  Action & Improvement Teams 

– Matched with an Improvement Advisor 
– Monthly check-ins and data submissions 

• Organizational Partners 
– Access to webinars and resources 
– No monthly connections or submissions 



CLeAR’s Support Model cont. 

• How does BCPSQC support teams? 
– Monthly check-in calls 
– Monthly feedback on reports/data submissions 
– Monthly educational webinars 
– In-person workshops (kick-off + 5 regional workshops) 
– In-person site visits (1-4 per site over the course of 1.5 years) 
– Bi-weekly newsletters 
– Resource/tool development 



Memes! 





Strategic Guidance 
• Clinical Faculty Advisory Group 

– Regional representation (all health authorities, professional groups) 
– Assist with education on webinars & at workshops 
– Our “go-to experts” re: questions from teams, guiding directions 
– Meets monthly 
 

• Partnership Alliance  
– Provincial representation (key stakeholder organizations) 
– 2-way communication about what’s happening with their work and 

ours, to ensure alignment 
– Meets quarterly 
 

• Office of the Seniors Advocate 
• Ministry of Health 



It’s All Connected… 



Uses for Measurement 
Different uses: 
• Improvement 
• Accountability 
• Research 
 
Purpose of data collection in CLeAR: 
• Measure progress towards a goal (aim statement) 
• Understand if changes are making improvements 
• Communicate and take action on what is learned 

 
 Reference: Solberg LI, Mosser G, McDonald S. (1997) The three faces of performance 

measurement: Improvement, Accountability and Research. Journal of Quality Improvement, 
23(3). 



Three Faces of Performance Measurement 
Aspect Improvement Judgement or Accountability Clinical Research 

Measurement 
Aim 

Improvement of care 
process, system, and 
outcomes 

Comparison, choice, 
reassurance, spur for change 

New knowledge 

Methods (Test 
observability) 

Test observable No test, evaluate current 
performance 

Test blinded or controlled 

Bias Accept consistent bias Measure and adjust to 
reduce bias 

Design to eliminate bias 

Sample Size “Just enough” data, small 
sequential samples 

Obtain 100% of available and 
relevant data 

“Just in case” data 

Flexibility of 
hypothesis 

Hypothesis flexible; changes 
as learning takes place 

No hypothesis Fixed hypothesis 

Testing 
strategy 

Sequential tests No tests One large test 

Determining if 
a change is an 
improvement 

Run charts or control charts 
(statistical process control 
methods) 

No focus on change Hypothesis tests (T-tests, F-
tests, Chi-square), p-value 

Confidentiality 
of the data 

Data used only by those 
involved in improvement 

Data available for public 
consumption 

Research subjects’ identities 
protected 



Creating an Aim Statement 
Aim statement: 
• To achieve a 33% reduction in antipsychotic use amongst 

participating care homes through evidence-based 
management of the behavioural and psychological symptoms 
of dementia by December 31st, 2016. 

 
Outcome measure of interest: 
• Percent of residents prescribed an antipsychotic 

 
 



Original Measurement Strategy 

Audit resident charts 
(monthly) 

Track antipsychotic rate: 
•# residents prescribed 

antipsychotics 
•# residents not on antipsychotics 

Study and report data 

Implement changes 



Lessons from CLeAR Wave 1 
What we learned: 
• New admissions were offsetting our results 
• Cumulative progress was not available 
• Teams were interested in using more measurement: 

– collecting more robust data! 
• There was opportunity to further develop measurement 

capability and capacity 

This doesn’t 
make sense… 

We’re not seeing 
progress… 

Good, but 
what about… 



Development of Measurement Tool 

Design 
• Understand the need and requirements 
• Design with the users in mind 

Test 
• Test with potential users and experts 
• Make adjustments as needed 

Rollout 
• Build capacity and comfort using the tool: instructional 

webinars, 1:1 calls, virtual support/availability 

Support 
• Ongoing support: reminders, check-ins, “standardization 

with local adaptation” 



New Measurement Strategy 

Track individual 
residents’ progress 

over time 

Study and report 
data (cumulatively) 

Implement 
changes 

- Doses 
- Reductions 
- Discontinuations 

Collect baseline data 
on all residents and 

medications 

Define populations: 
Original and 

Additional Cohorts 



Provincial Aggregate 
• We have up to eleven months worth of data: 

– 30 to 40 teams submit consistently 
– We have connected with most teams and have been 

providing them updates 

 
• 3483 residents in total: 

– 2704 Original Cohort (admitted before Sep 30th 2015) 
– 929 Additional Cohort (admitted after Sep 30th 2015) 

 



33% 

29% 

28%

29%

30%

31%

32%

33%

34%

35%

36%

S O N D J F M A M J J A S O N D

Residents prescribed any antipsychotics 

Year to date, there has 
been a 11% reduction 

2015 2016 
Reference:  Provost L, Murray S. The Data Guide: Learning from Data to Improve Health Care. 
Associates in Process Improvement and Corporate Transformation Concepts; 2010. 



Progress to Date (Sep – Aug) 

All Residents 
N = 3483 

Original Cohort 
N = 2704 

On antipsychotics 
N = 886 

235 
On antipsychotics 

34% 
303 

Reduced 

348 
Discontinued 

Never on 
antipsychotics 

N = 1818 

Additional Cohort 
N = 929 

On antipsychotics 
N = 382 

183 
On antipsychotics 

26% 
100 

Reduced 

99 
Discontinued 

Never on 
antipsychotics 

N = 547 



Lessons Learned 
The data is very 

telling… 

We don’t always 
have the time… 

Measurement 
isn't easy! 

Let’s look into that… 
Let’s start tracking this… 

What does this 
mean? 



Lessons Learned 
• In your experience, what are some things that have helped 

teams achieve their goals? 



Driver Diagram 



Things to Consider 



CLeAR DATA SUBMISSION: MONTHLY SNAPSHOT

Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Residents in Care Home 24 24 24 24 24 24 24 24 24 24 25 24 23 23 23 0

Monthly Count: Residents on Antipsychotics
Any 18 16 16 16 15 14 11 12 12 11 10 9 9 9 9 0
Scheduled 16 14 14 14 14 13 11 12 12 11 10 9 9 9 9 0
PRN 7 6 6 5 4 3 2 2 2 2 2 2 2 2 2 0

Monthly Percent: Residents on Antipsychotics
Any 75% 67% 67% 67% 63% 58% 46% 50% 50% 46% 40% 38% 39% 39% 39% 0%
Scheduled 67% 58% 58% 58% 58% 54% 46% 50% 50% 46% 40% 38% 39% 39% 39% 0%
PRN 29% 25% 25% 21% 17% 13% 8% 8% 8% 8% 8% 8% 9% 9% 9% 0%

Monthly Count: New Admissions (Residents)
Admitted on Antipsychotics 1 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0
Total New Admissions 1 1 0 0 0 0 1 1 0 0 1 0 0 0 0 0

Cumulative Count: Residents Antipsychotic Use

Original Cohort 9 8 24
Additional Cohort 0 1 4
Total Residents 9 9 28

Cumulative Count: Medications (Prescriptions)

Scheduled Antipsychotics 5 20 34
PRN Antipsychotics - 9 11
Total Prescriptions 5 29 45

Total

2015 2016

Discontinued

Discontinued

Reduced

Reduced

Total

Change orange cell below to select latest month (data point)
Run Charts Last Month to Display: 15 Dec-16
Note: Monthly calculations on leftmost tables are hidden unless you change orange cell to appropriate month.
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Using Data to Inform Improvement 



Using Data to Inform Improvement 
Change orange cell below to select latest month (data point)

Run Charts Last Month to Display: 15 Dec-16
Note: Monthly calculations on leftmost tables are hidden unless you change orange cell to appropriate month.
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What is a PDSA? 

What are we trying to accomplish? 
 

How will we know that a change is an improvement? 
 
 

What changes can we make that will result in improvement? 
 

Act   Plan 
 
 
Study    Do 

Source:  Associates in Process Improvement 

Improvement 
Charter 

Develop, test and 
implement changes 



Change orange cell below to select latest month (data point)
Run Charts Last Month to Display: 15 Dec-16
Note: Monthly calculations on leftmost tables are hidden unless you change orange cell to appropriate month.
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Using Data to Inform Improvement 



Change orange cell below to select latest month (data point)
Run Charts Last Month to Display: 15 Dec-16
Note: Monthly calculations on leftmost tables are hidden unless you change orange cell to appropriate month.
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Using Data to Inform Improvement 
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Change orange cell below to select latest month (data point)
Run Charts Last Month to Display: 15 Dec-16
Note: Monthly calculations on leftmost tables are hidden unless you change orange cell to appropriate month.
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Using Data to Inform Improvement 
Med Reviews 

Started 



Calculating the percentage 
change: 

Started at 75% 

Using Data to Inform Improvement 



Now at 39% 

Using Data to Inform Improvement 



To calculate the percentage increase:  
 
First, work out the difference 
(decrease) between the two numbers 
you are comparing. Then divide the 
increase by the original number and 
multiply the answer by 100.  

Using Data to Inform Improvement 



75% - 39% = 36% 
(36% / 75%) x 100 =  

 
48% decrease in medications 

 

Using Data to Inform Improvement 



Using Data for Improvement 



What has been done to engage, 
inspire and facilitate improvement? 



Thank you! 
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