
 

 

DEPARTMENT HEAD STRATEGIC PRIORITY UPDATE 
 

 
 

1. Brief Department overview of the three goals established last August/September with 
your Department: 

a) Pooled referrals 
b) Clinical pathways 
c) Transitions- strengthening the process 

 
2. What, if any, provincial and regional outcomes/strategies are impacting your work: 

a) Mental Health Action Plan  
b) Waitlist benchmarks for new patients seen outpatient psychiatry (contract only) 
c) Patient flow related work 
d) Geriatric Program Development and 5 bedded ‘complex’ dementia unit 

 
3. What has been completed since the last update:  

a. Adult Psychiatry- A project titled ‘Balanced Care Model’ has been the framework 
which is guiding us . It is a hybrid hospitalist model, reallocating psychiatry 
resources to align with needs of patients across the care continuum. There has 
been a consensus agreed upon, and transition to it will happen from September 
2015, and implementation will be ongoing with revisions based on new findings. 

i. As part of this model, a dedicated team (of a nurse and a social worker 
with input from a small group of psychiatrists) will be developed to 
respond to mental health/psychiatry consults from the medical/surgical 
units and ER during working hours of the week (Mon-Fri).  

ii. A small number of psychiatrists will provide only hospital care, a small 
number both hospital and community care, and others only community 
care. 

iii. 2 Design RPIW’s (Severe and Persistent Mental Illness & Crisis and 
Outreach Team) have started their respective  implementation work, and 
Psychiatry is an integral part of those teams.  

iv. We are working with Ministry of Health and RQHR’s Mental Health 
Services to advance pooled referrals processes. 

v. New psychiatry resources will be provided to Addiction Services on a 
regular basis, and it has been agreed upon. 

b. Scaling up of geriatric psychiatry input. 
i. A reliable and consistent service delivery to LTC facilities is being 

discussed. 
ii. The 3 geriatric psychiatrists have already started providing consultation 

services to acute care units for psychiatric needs of seniors, through a a 
specific rota among themselves. 



 

 

iii. We are actively involved in the planning process of community geriatric 
program vis-à-vis, as it relates to psychiatric needs of seniors in the 
community, and the 5 bed ‘complex’ dementia unit. 

c. Pediatric Psychiatry:  
i. Hospital work: As a part of finding efficiencies, an agreement was 

reached that 2 (+1 fee-for-service psychiatrist who  provided care for his 
patients only) psychiatrists to dedicate their time to the adolescent 
psychiatry unit, and both will provide acute services during the day for 4 
days of the week, and 1 day will be covered by a community child 
psychiatrist.  

ii. Rural need: 1 psychiatrist will provide services for all the consults from 
regions outside RQHR. It is anticipated that this will improve 
communication, collaboration and reduce inequity. 

 
 
4. Overview of successes and what is working: 

a. Physician Engagement- improving and has driven the above. 
b. Physician recruitment- has hugely benefitted the work we are doing. 
c. Relationship with MHAS- Integration of psychiatrists and administrative partners 

in RQHR and clinical staff is a success, and has enabled new ways of thinking and 
doing business.  

d. Physician leadership duties: RQHR’s support to increase medical leadership 
positions has enabled integration and new ways of doing work with MHAS 
administrative and clinical staff.  

e. The ‘mixed model’ of remuneration, contract and fee-for-service has supported 
the service re- design, as it enabled alignment of patient needs, service model, 
and psychiatry input. 

 
 
5. Overview of challenges, gaps and risks: 

a. ACFP: it is anticipated that it will be offered in the next 12-18 months to 
psychiatry. If the ‘dollar value’ is not at least revenue neutral to present contract 
rates, and if the present contract is not available, it might pose challenges in 
sustaining the changes we are making. 

b. Overhead costs- RQHR’s proposed plan to change the overhead cost model for 
‘contract’ psychiatrists might also pose challenges. 

c. Continued lack of child and adolescent psychiatry applicants. 
d. Increasing gap between the expectations from Ministry, Society & Health System 

and the funding for mental health system, is forcing the question of ‘what is our 
core business?’ 

e. Teaching- The new 2+2 curriculum with its very rigid timetable and structure will 
challenge us, especially in the delivery of pre clerkship module.  

f. With the structural and system changes outlined above, once they are solidified, 
the next challenge will be improve ‘care processes’ closer to the patient care. 



 

 

 
 
6. Who do you need help/support from: 

a. Clear and Advanced Communications from Ministry of Health and SLT of RQHR in 
relation to ACFP and overhead costs. 

b. SLT can advocate for increased funding for Mental Health (not psychiatrists). 
c. KOT for quality improvement work in care processes closer to patient care 

delivery. 
 
 
7. Next Steps: 

a. Completion of the projects started. 
b. Continue to work on Physician Engagement.  
c. Continue the integration with MHAS both at administrative and clinical levels. 
d. Monitor for any unforeseen risks and gaps.  


