
Excellent Care for All 
Quality Improvement Plans (QIP): Progress Report for the 2015/16 QIP 

The Progress Report is a tool that will help organizations make linkages between change ideas and improvement, and 
gain insight into how their change ideas might be refined in the future. The new Progress Report is mostly automated, so 
very little data entry is required, freeing up time for reflection and quality improvement activities. 

Health Quality Ontario (HQO) will use the updated Progress Reports to share effective change initiatives, spread 
successful change ideas, and inform robust curriculum for future educational sessions. 
 

 

ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

1 Total Margin 
(consolidated): % by which 
total corporate 
(consolidated) revenues 
exceed or fall short of total 
corporate (consolidated) 
expense, excluding the 
impact of facility 
amortization, in a given 
year. 
( %; N/a; Q3 FY 2014/15 
(cumulative from April 1, 
2014 to December 31, 
2014); OHRS, MOH) 

1072 1.55 0.00 -5.22 A deficit budget was 
permitted by the LHIN, 
pending the outcome of 
negotiation of post-
divestment wage 
harmonization process, 
which concluded in 
January 2016. A total 
margin of 0.0 at year 
end is thus anticipated.  

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas 
from Last Years 

QIP (QIP 2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) What 
was your experience with this indicator? What were 
your key learnings? Did the change ideas make an 

impact? What advice would you give to others? 

Reduce sick time Yes A - Implement a process for external adjudication/medical 
management of long term absences: This is a goal in 
reducing sick time related to extended absences. External 
adjudication of sick absences beyond 5 days was enacted 
March 1, 2016.  
 
B - Redesign and implement attendance support program 
related to short term absences, in an effort to reduce the 
frequency of leaves.  
 

Implement 
standardized 
programming 

Yes Began to implement nine objectives of the national 
standards for psychological safety in the workplace. This 
includes training for managers, which was well received as 
an opportunity for conversation and to explore common 



issues. We completed the Guarding Minds Risk 
Assessment to inform and guide our next steps. Our first 
year implementation efforts have increased awareness, 
offered support to staff and their families, engaged staff in a 
new type of conversation and increased staff awareness of 
personal accountability for psychological health and safety. 

Reduce waste Yes Implemented a pilot program for automated replenishment 
process for program supplies. Successfully communicated 
using a standardized briefing note with Directors, Managers, 
and staff. This approach helped improved overall 
stakeholder engagement and buy-in. The results include 
less time spent by clinical staff searching for supplies, which 
frees up their time for clinical work. 

Increase revenue No The hospital’s campus configuration was altered during the 
2015/16 year resulting in some unanticipated changes in 
traffic flow that impacted on retail food operation volumes. 
As of November 30, 2015 retail profitability increased by 
8.7% over the previous year. We continue to explore 
alternate service delivery models for a portion of the retail 
service in conjunction with a patient care area. 

Formalized 
variance reporting 
process 

Yes Introduced a rigorous monthly financial variance reporting 
process. The process evolved during the year and leaders 
became more comfortable with the process after repeat 
exposure to the expectations, including examples of 
properly completed forms, year-end forecasting, sample 
mitigation action plans, and pre-scheduled meetings for 
regular reviews. 

 

  



ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

2 Acute Control Medication 
Restraints: The number of 
quarterly (fixed interval) 
assessments where 
restraint use occurred in 
the last 3 days divided by 
the number of quarterly 
assessments in the time 
period. 
( %; Mental Health / 
Addiction patients; Q3 to 
Q2 of next FY; OMHRS, 
CIHI) 

1072 4.26 4.00 4.82 Restraint minimization 
continues to be an 
ongoing priority at 
Waypoint. We are part 
of a recent provincial 
mental health and 
addictions collaboration 
to establish common 
measurement systems, 
and define and adopt 
best practices. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 
were your key learnings? Did the change ideas make 
an impact? What advice would you give to others? 

Develop integrated 
behaviour 
management plans 
and the appropriate 
use of PRNs 

Yes Patient Safety Support Plans were adopted to identify 
antecedents, recovery needs and patient “comfort 
measures”. Patient Safety Support Plans were completed 
for two program populations and include a semi-annual 
review. Introduced a Behavioural Support Specialist role 
in a successful pilot project, which informed the business 
for the permanent additions of Behavioural Support 
Specialists to the pilot area’s clinical team. 

Train Staff Yes All clinical staff received Therapeutic Interventions 
training, augmented with on-unit refresher training in 
Therapeutic Interventions/Enhanced Verbal Skills 

Monitor and feedback 
systems 

N/A N/A 

Feedback and team 
learning 

Yes Staff debriefings of each incident of emergency 
restraint/seclusion at the weekly staff meeting, bi-weekly 
huddles or immediately following the incident. A separate 
weekly debrief was piloted and discontinued: The meeting 
mandated patients to return to their respective rooms, 
which disrupted their activities and lead to decreased 
patient satisfaction.  

Feedback and team 
learning 

Yes Patient debriefings following each incident of emergency 
restraint/seclusion were conducted by the Behavioural 
Support Specialist. During 16/17 we want to improve 



consistency and increase percent of debriefings 
completed. This will promote engagement between 
patient and staff to identify necessary changes to their 
Patient Safety Support Plan. 

Feedback and team 
learning 

Yes Program management audits of emergency acute control 
medication restraints were initiated. We aim to increase 
frequency of audits by assigning audits to professional 
practice staff. 

Improve staffing 
consistency on 
programs 

Yes Staff consistency has improved, with more than 81% of 
staff hours being worked on the staff’s home programs. A 
more diverse skill set now exists to enhance the patient 
experience with the addition of the two Behavioural 
Support Specialists. 

 

  



ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

3 Client Experience 
Survey: Percent positive 
response (very good or 
good) to the survey 
question "Overall, how 
would you rate the care 
you are receiving?" 
( %; (In and Out 
patients); Fall - annual 
survey; Hospital 
collected data) 

1072 79.00 83.00 NA We focused our 
improvement efforts on 
improving patient/client 
recreational activities, 
increasing satisfaction 
with food services, and 
embracing the recovery 
philosophy by improving 
patient participation in 
treatment and discharge 
planning - all 
opportunities that are 
grounded in the literature 
and validated through our 
patient survey data and 
general feedback. All 
three projects will 
continue, in modified form 
throughout 2016-17. Fall 
2015 data is being 
analyzed 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 

were your key learnings? Did the change ideas 
make an impact? What advice would you give to 

others? 

Improve patient 
satisfaction with food 
services 

Yes Patients were engaged in Food Forums and through an 
evidence-based survey instrument, as means to 
understanding their current satisfaction and ideas for 
improvement. Their feedback was used to help secure 
funding for an additional Clinical Nutritionist, and will 
inform additional improvement efforts scheduled for 
2016-17. 

Increase patient 
participation in 
recreational activities 

Yes In addition to the regular and ongoing programs and 
services, staff implemented a number of programs 
specifically targeted for evenings and weekends. 
Partnered with staff Spiritual Services, Recreation 
Centre, Forensic Security Office, and linked with 
community events (e.g., Minds in Motion, to promote 
physical activity. We engaged patients in activity / 
program planning during a week-long open house 



display. Some patients found this to be an upsetting 
conversation, since the activity planning was based on 
an assumption that they would still be in hospital at that 
future date. The thought of not being discharged by that 
future time proved upsetting for some patients.  
 
 

Increase patient 
participation in 
treatment / discharge 
planning on specified 
programs 

Yes Patients were more involved in identifying their needs, 
and identifying their own strengths through more regular 
and structured goal-setting conversations / treatment 
planning. Staff incorporated the use of SMART goals 
(Specific, Measureable, Achievable, Relevant and Time 
specific) and reported that the process help them 
increase their motivational interviewing and coaching 
skills (e.g., Helping patients identify then prioritize step-
wise goals). Seventy-five percent of patients reported 
that “felt listened to” and “understand my treatment 
plan”. Patients describe feeling “inspired”. Staff found 
that it took more time to interview, listen and help the 
patients formulate the goals, at this stage of the 
improvement process. 

SMART Goals with 
PRAPS (Personal 
Action Recovery 
Plans) for every 
Rehab Client.    
 
Wait Times Tracking 
for Rehab Services 

Yes Rehabilitation staff redesigned their processes for 
creating and reviewing patient Personal Action 
Recovery Plans. The plans were modified to reflect 
SMART goals (Specific, Measureable, Achievable, 
Relevant and Time specific). 77% of service recipients 
across all Rehab Programs now have a revised plan. 
Some clients attending Recreation activities preferred 
not to identify goals for attendance.  
 
Implementation of Wait Times Tracking for Rehab 
Services: This was intended to develop a base line for 
future evaluation. We are progressing on this front. 

 

  



ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

4 Implementation of 
Medication Reconciliation 
on discharge: The 
number of patients 
discharged who have 
medication reconciliation 
completed divided by the 
number of discharged 
patients x 100 
( %; Mental Health / 
Addiction patients; Q3; 
Hospital collected data) 

1072 28.00 75.00 62.00 Our ongoing efforts to 
reduce medication errors 
were focused on patients 
accessing our high 
volume acute admission 
and assessment program. 
Moving to a new software 
system inadvertently 
limited communication to 
Pharmacy staff. This had 
a temporary but 
significantly negative 
impact on Q3 
performance. Med rec 
completion exceeded 
80% for the previous two 
quarters. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last 
Years QIP (QIP 2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with 

this indicator? What were your key 
learnings? Did the change ideas make an 
impact? What advice would you give to 

others? 

Improve communication Yes Improved communication from forensic 
programs to Pharmacy regarding pending 
patient court dates. This communication 
facilitates medication reconciliation prior to 
discharge by providing a minimum of 72 hours 
of notice. Med rec performance is impacted by 
the unpredictable nature of patient’s clinical and 
legal status e.g., court dates change with little 
notice; patients’ may not return from court as 
planned. Eleven percent of discharges between 
July 1, 2015 and January 31, 2016 with less 
than 72 hours of notice.  

Transition from BDM (stand-
alone software system) to new 
Electronic Health Record with 
minimal disruption to the 
discharge medication 
reconciliation process 

Yes Written notice of patient discharges were 
inadvertently disrupted during implementation of 
a software upgrade. The discharge med rec 
process was compromised for a short period of 
time after the upgrade. Staff engagement and 
testing could have been completed before 



system Go-Live, including education and follow 
up at the program level. 

 

  



ID 
Measure/Indicator 

from 2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

5 Median number of days 
from the date a referral 
is received for 
Outpatient services until 
the date the client is 
seen by a physician. 
( Days; Outpatients - 
(OPSP); Q3 YTD 
2015/2016; Hospital 
collected data) 

1072 20.00 28.00 30.00 Under the Public Hospital 
Act, all clients are required 
to have a physician 
assigned as the Most 
Responsible Physician. 
Limited physician 
resources can make this 
challenging and can limit 
patient access – especially 
in those instances for 
which a physician is not 
required to provide the 
necessary level of support 
(e.g., group work, 
Cognitive Behavioural 
Therapy).  The LOCUS 
tool (Level of Care 
Utilization System) 
requires ongoing 
education across sectors 
to improve inter-rater 
reliability and facilitate 
effective decision making.  
Significant impact of 
physician availability. 
Delay in implementing 
some of our change ideas. 
This work will continue 
and evolve through 2016-
17. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from 
Last Years QIP (QIP 

2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? What 
were your key learnings? Did the change ideas make 
an impact? What advice would you give to others? 

Remove bottlenecks 
in the referral and 
admission system 

Yes All new referrals are seen by a mental health clinician 
following referral. This provides a comprehensive mental 
health / psychosocial assessment which helps identify 
priorities, potential risks, and client needs. The process 
helped identify those patients who are most engaged in 
seeking assistance and committed to working on their 
recovery. The initial clinician visit also significantly 



improves risk management for those patients who would 
otherwise be on a waiting list for a physician: The 
assessment process screens patients who can be served 
by alternative means (e.g., group work), so those patients 
are able to access services more quickly. The reduced 
demand on psychiatrists then frees them up to work with 
the most complex clients.  

Improve the match 
between services 
provided and service 
required. 

Yes Education sessions were completed, and continue in 
order to build service provider and public awareness of 
the various outpatient services provided. 

Improve the match 
between services 
provided and service 
required 

No It was initially felt that memorandum of understanding 
would be required. This was not the case. 

Process 
improvement 

Yes A formal urgent care clinic was envisioned as a key part 
of this process improvement for recently discharged 
inpatients. However, this formal clinic was not required, 
as priority appointments were reserved to accommodate 
any inpatient requiring a post discharge appointment with 
an outpatient service. This process helped successfully 
support clients on discharge from Waypoint acute 
inpatient mental health facilities. There is an opportunity 
to promote this initiative with all NSM LHIN acute care 
sites. 

 

  



ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

6 Percentage Alternate 
Level of Care (ALC) 
days: Total number of 
inpatient days 
designated as ALC, 
divided by the total 
number of inpatient days 
x 100 
( %; Mental Health / 
Addiction patients; Q3 
YTD; Hospital collected 
data) 

1072 4.32 3.50 6.87 Our ALC efforts focused 
on increasing transitional 
housing capacity for 
forensic patients. We 
successfully collaborated 
with external agencies to 
provide transitional 
housing supports to dual-
diagnosis and forensic 
rehabilitation 
patients/clients. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last 
Years QIP (QIP 2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
ideas make an impact? What advice would you 

give to others? 

Remove bottlenecks in 
the system; Continue to 
advocate for enhanced 
housing options 

Yes Our partnership with community services and 
agencies resulted in seven new transitional housing 
units for forensic patients and supports for dual-
diagnosis and forensic rehabilitation patients/clients 
(aka Beacon House and Transitional Rehabilitation 
Housing Program). Keys to the success of the 
programs include: community agency staff having 
access to the patient while in hospital to develop a 
therapeutic relationship with the patient and to learn 
the individual strategies employed to manage and 
mitigate risk. Transitional visits to Beacon House to 
get adjusted to new environment and conditions; 
Patient risk management plans and weekly joint 
Waypoint / partner team meetings; and policy 
development re: emergency code response, client 
admission to Beacon House and crisis admission to 
Waypoint. 

Remove bottlenecks in 
the system; continue to 
advocate for enhanced 
housing options 

Yes Target occupancy was 100%. The highest level of 
occupancy achieved in this fiscal year to date has 
been 80%. We are facilitating patient readiness for 
occupancy by working with patients to increase skill 
development, introducing group sessions addressing 
concurrent disorders to address the risk issue of 
substance abuse, and targeting criminogenic factors 



through the pending implementation of evidence 
based Risk Need Responsivity Model for Mental 
Health.  
 

Predictive discharge Yes Communicated anticipated discharge date and care 
plan with community partners in early stages of 
patient admission. Validated treatment goals and 
progress toward anticipated discharge date at 
monthly clinical meetings. 

Re-allocate resources Yes Hired a new Manager of Patient /Client Flow. 
Manager provides consistent oversight of hospital-
wide patient flow, leads bed meetings, oversees 
Central Intake department, and monitor service wait 
times, discharge delays, etc. 

Orientation and on-
boarding of CCAC staff 
Re-design Patient Flow 
Meetings Clarify roles 
and decision-making 
authority 

Yes Orientation and on-boarding of CCAC staff: The 
process has made it seamless when new CCAC 
workers have been hired or will be covering at 
Waypoint. Orientation has been standardized. Having 
one point of contact has helped streamline 
communication. Regular contact has improved 
relations. Re-design patient flow meetings: 
Conversations have expanded to include ALC and 
wait times. However, the group needs to further move 
towards more decision making in order to improve 
the flow of patients Triage rotation to include all 
Central Intake staff: Roles around decision making 
have been clarified. Team has built capacity for acute 
care. Team has more flexibility for assigning the role 
of triage. 

 

  



ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance 
as stated on 
QIP2015/16 

Target 
as 

stated 
on QIP 
2015/16 

Current 
Performance 

2016 

Comments 

7 Physical Restraints: The 
number of quarterly (fixed 
interval) assessments 
where restraint use 
occurred in the last 3 days 
divided by the number of 
quarterly assessments in 
the time period. 
( %; Mental Health / 
Addiction patients; Q3 to 
Q2 of next FY; OMHRS, 
CIHI) 

1072 5.95 4.00 7.45 Restraint minimization 
continues to be an 
ongoing priority at 
Waypoint. We are part 
of a recent provincial 
mental health and 
addictions collaboration 
to establish common 
measurement systems, 
and define and adopt 
best practices. 

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas 
from Last Years 

QIP (QIP 
2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to Consider) What 
was your experience with this indicator? What were your 

key learnings? Did the change ideas make an impact? 
What advice would you give to others? 

Train staff Yes All clinical staff received Therapeutic Interventions training, 
augmented with on-unit refresher training in Therapeutic 
Interventions/Enhanced Verbal Skills 

Monitor and 
feedback systems 

N/A N/A 

Feedback and 
team learning 

Yes Staff debriefings of each incident of emergency 
restraint/seclusion at the weekly staff meeting, bi-weekly 
huddles or immediately following the incident. A separate 
weekly debrief was piloted and discontinued: The meeting 
mandated patients to return to their respective rooms, which 
disrupted their activities and lead to decreased patient 
satisfaction. 

Feedback and 
team learning 

Yes Patient debriefings following each incident of emergency 
restraint/seclusion were conducted by the Behavioural 
Support Specialist. During 16/17 we want to improve 
consistency and increase percent of debriefings completed. 
This will promote engagement between patient and staff to 
identify necessary changes to their Patient Safety Support 
Plan. 

Feedback and 
team learning 

Yes Program management audits of emergency acute control 
medication restraints were initiated. We aim to increase 
frequency of audits by assigning audits to professional 
practice staff. 

Develop Yes Patient Safety Support Plans were adopted to identify 



integrated 
behaviour 
management 
plans 
 
Improve staffing 
consistency on 
programs 

antecedents, recovery needs and patient “comfort 
measures”. Patient Safety Support Plans were completed for 
two program populations and include a semi-annual review. 
Introduced a Behavioural Support Specialist role in a 
successful pilot project, which informed the business for the 
permanent additions of Behavioural Support Specialists to 
the pilot area’s clinical team. 
 
Staff consistency has improved, with more than 81% of staff 
hours being worked on the staff’s home programs. A more 
diverse skill set now exists to enhance the patient 
experience with the addition of the two Behavioural Support 
Specialists. 

 

 

ID 
Measure/Indicator from 

2015/16 

Org 
Id 

Current 
Performance as 

stated on 
QIP2015/16 

Target as 
stated on 

QIP 
2015/16 

Current 
Performance 

2016 

Comments 

8 Readmission Rate: Percent of 
hospital inpatients readmitted 
to the hospital within 30 days of 
discharge 
( %; Mental Health / Addiction 
patients; Q3 YTD; Hospital 
collected data) 

1072 12.48 5.70 7.81  

Realizing that the QIP is a living document and the change ideas may fluctuate as you test and 
implement throughout the year, we want you to reflect on which change ideas had an impact and 
which ones you were able to adopt, adapt or abandon. This learning will help build capacity across 
the province. 

Change Ideas from Last 
Years QIP (QIP 2015/16) 

Was this change 
idea implemented 
as intended? (Y/N 

button) 

Lessons Learned: (Some Questions to 
Consider) What was your experience with this 
indicator? What were your key learnings? Did 

the change ideas make an impact? What 
advice would you give to others? 

Assess factors contributing to 
readmissions 

Yes Assess factors contributing to readmissions 
through chart reviews of people who were 
readmitted within 30 days: Experience and Key 
Learnings: The clinical team reviewed the 2014-
15 readmissions charts, along with an 
examination of the occupancy, length of stay and 
30 day readmission rate: no correlation was 
noted. The discussions with the physicians and 
inter-professional team reinforced the 
commitment to a process that would decrease 30 
day readmissions. 

The team will facilitate clients’ 
and/or families’ and 
community resources with 
written information at 

Yes Key Learning: In discussions with the clinical 
team (physicians and Inter-professional team) as 
well as to comply with accreditation standards, it 
was decided that the Acute Assessment team 



transition to another service 
provider or end of service 

would make it a priority to provide written 
information to patients, family and the community 
upon discharge. The Acute Assessment team 
was developed two communication tools, one for 
physicians use and the other for use by the inter-
professional team. The Patient/Client and Family 
Council was consulted and with consulting with 
the patients. Weekly clinical team huddles have 
reinforced the commitment as the team continues 
to reach the set targets. Challenges and barriers 
were quickly recognized. Team member quickly 
accepted commitments to refine the processes. 
The huddle board is portable. It is located where 
patients can see the commitment to have the 
information ready for them at discharge. The 
teams continues to work through questions about 
the tools being used (e.g., Preliminary Discharge 
Note) and concerns about potentially redundant 
workload associated with the two new forms that 
were created.  

 


