




Quality Improvement Initiative (QII) Process - Flow Chart

1.Find a problem to solve. Use data and stakeholder input.

2.Organize a Team familiar with the problem / process.

Be sure to include key offices who will play a role in the QII.

3.Clarify current knowledge of the problem.

1.Decide: “Could this be a QII?” (Tool)*

2.If there are multiple topic ideas, Use the “Which QII Should We Choose?” Tool.*

3.Consider using the FOCUS Worksheet.*

*Must use at least one of these.
4.Understand the reasons for the problem:

1.Use Root Cause Analysis Tools tab.

2.Complete the RCA Worksheet.*

NOTE: RCA Should occur before proposing to the QIC.

5.Select the improvement strategy / change.

1.Refer to: Causes and Solutions tab.

6.Complete the Three Questions tab: Background, Aim, Measure, Change.*

7.Complete the Plan section of the Plan-Do-Study-Act (PDSA) Worksheet.*

Note: QIIs that are very similar must have different changes.

8.Submit to the Quality Improvement Committee (QIC), using the prescribed PPT slide.

Submit slide and toolkit to OCQM approximately 3 weeks before QIC meeting.

9.Recommend continuing to use a Team based approach.

10.Implement QII. Enter into Plan-Do-Study-Act Cycle.

Meet regularly. Complete the PDSA Worksheet.* Monitor progress and determine next steps.

*Indicates required worksheets.





This tool was adapted from the "Prioritization Worksheet for Performance Improvement Projects" available from the Centers for Medicaid and Medicare Services online at https://www.cms.gov/Medicare/Provider-
Enrollment-and-Certification/QAPI/downloads/PIPPriorWkshtdebedits.pdf. 







Root Cause Analysis Worksheet
A strong Root Cause Analysis is the foundation of an 

effective quality improvement initiative.

Problem Statement:
Clearly state the problem you are trying to solve, or issue you are trying 

to improve.

Who conducted your RCA?

Date your RCA began (MM/DD/YYYY):
Date it was Complete (MM/DD/YYYY):

Which Root Cause Analysis Tool(s) did you use? USE DROPDOWN 1:

Which Root Cause Analysis Tool(s) did you use? USE DROPDOWN 2:

Which Root Cause Analysis Tool(s) did you use? USE DROPDOWN 3:

If OTHER - Please describe:

What did you learn as a result of your Root Cause Analysis? 

What are the main root causes of your problem?

Which root cause(s) do you plan to address?

Check your work: If you address one or more of these root causes, will it
help solve/improve the problem?

Yes Maybe No

If possible, COPY and PASTE the final RCA product below. E.g., your 

Pareto Chart, Fishbone Diagram, 5 Whys, etc.



Tools and strategies to identify and select solutions / changes
Use the results and what you learned from your RCA about causes, that might identify solutions.

Create or use a Driver Diagram - A visual display of the strategies that contribute to achieving a set goal or

objective. Similar to a logic model.

Creative thinking techniques, e.g., brainstorming
Surveys, focus groups, key informant interviews to identify changes; include people doing the work.

Review the best available evidence for what works:

a) Literature, other evidence of effectiveness - journal articles, evidence based practices

b) Ideas of peers, experts in the field - providers who have successes, 'bright spots'

c) Guidelines - Manuals, guides, instructions, process maps

d) What has worked at other organizations (copy) - Other states, similar agencies/institutions

Use team-based decision making - Examples: a PICK chart, voting, a pro/con list, voting and ranking.

Additional change ideas

Standardize internal (agency) policies and practices

· Develop and adopt topic-related policies and procedures

o Includes information on documentation, communication, referral processes

· Provide training for staff on topic-related policies and procedures
· Have a process to help assure that topic-related policies and procedures are followed

· Have approved/available/accessible topic-related print and electronic materials

Build capacity of and support for staff to address the topic-related issue

· Have topic-related professional development competencies

· Have topic-related training requirements and content

· Establish topic-related performance measures

· Have topic-related data to use for quality improvement

· Share topic-related data on measures with staff

· Utilize a quality improvement process and framework

· Promote topic-related timely and effective supervision practices and support

o Reflective supervision as an option

· Ticklers/reminders for using topic-related screenings/assessments/tools on a schedule

· Promote topic-related team based practices/care

· Establish referral and linkage process to topic-related internal and/or external treatment health

resources/professionals

· Identify and correctly utilize topic-related appropriate screening/assessment instrument (tool)

o Consider periodicity/frequency of utilizing the tool

o Timely, specific and communication of the results to individuals/families

o Response protocol based on results (urgent vs. non-urgent)

o Train staff on tool use and protocols + periodic refresher training

Create community linkages and support systems

· Establish cooperative relationships with key community partners

· Establish relationships with topic-related support groups

· Establish relationships with medical and educational field

· Close loops of communication for referrals, accessing/engaging in supports and services

· Create MOUs with topic-related community partners

· Have up to date topic-related resource lists

· Create topic-related teams that include external partners

Engage individuals and families

· Inform families of the benefits of topic-related information

· Individual is empowered to meet their topic-related goal

· Staff engage in individual-led conversation related to topic

· Use of best practice/evidence-informed strategies to enhance topic-related practices

· Use evidence-based curriculum (and other materials) for families

· Utilize effective counseling strategies

· Use practices/resources to strengthen family support systems

Fig. 1. Hierarchy of Effective Interventions

Source: https://canadiem.org/checklists-and-the-hierarchy-of-effectiveness/

Reference: Incident Analysis Collaborating Parties. Canadian Incident Analysis Framework. Edmonton, AB: 

Canadian Patient Safety Institute; 2012. https://www.healthcareexcellence.ca/media/gilnw3uy/canadian-

incident-analysis-framework-final-ua.pdf
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