Overview: Qll Toolkit

A DEHDS Quality Improvement Initiative (CIl) is defined 25 "strategies designed to support quality improvement activities, whose
implementation and use follow the PD3A cycle to achieve these improvements. Qlls seek to improve systems and processes to achieve

Qll Defined desired outcomes; strengthen areas of weakness, to prevent and/or substantially mitigate future risk of harm."Sowrce: QIC ond QIC
Subcommittees Protocol)
What is the The purpose of this toolkit is to help the Quality Improvement Committes [(QIC) subcommittees develop and implement a Qll. It includes
purpose of this [toolz to help 3 subcommittee identify cauzes and solutions of 2 problem, select and prioritize a QI topic, answer the Three Questionz'
toolkit? {Aim, Measure, Change) and complete the steps of the Plan-Do-Study-Act (PDSA) Cycle.
Why do we DEHDS has zdopted the Maodz| for Improvement as the framewaork for conducting quality improvement initiatives (Q1) (See Figure). This
. framewaork involves using data to identify an area for improvement, developing an Aim Statement, establishing a Measzure, identifying
HEEd_thls changes that could result in improvement, wsing the Plan-Do-5tudy-Act cycle to plan and study the progress. This strategy is most
toolkit? effective when team members collaborate to develop and design the QIl. This toolkit serves as a tool to help them do that.
When should  |if the subcommittee has identified = potential area for improvement, they can use the tools in this toolkit to identify reot causes, think
this toolkit be |through solutions, select from multiple Ol ideas, =nd walk through the steps of the Model for Improvement. Each tool is described
used? belovs.
At least one of these tools is required before doing the Three Questions and PDSA:
1. Could This be a QII?
Requirements 2. Which Qll 3hould We Choose?

3. The FOCUS Worksheet
Alzo required: the RCA Worksheet, the Three Questions and the PD5A Worksheet.

Could This Be a QI

The purpose of this tool is to help a subcommittee think through whether an identified problem could be solved using a Qll approach.

Which Qi Shaould
We Choose?

The purpose of this scored tool is to help a3 subcommittes prigritize Qll ideas and choose one Ol idea, if there are multiple options.

FOCUS Workshees)

This tool helps teams think through important questions to prepare to do a Qll: find an opportunity to improve, organize a team, clarfy
the problem, understand causes of the problem, and select a change strategy.

RCA Tools and RCA
Waorksheet

RCA tools is a list of tools with relevant links that teams can use to conduct 3 Root Cause Analysis.
The RCA Waorksheet is a place for teams to summarize the important detailz of the RCA when it has been done.

Figure 3. Model for iImprovement
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Change Ideas)

Thiz is a list of potential changes that teams and review and consider.

The Three Questions

This is the first tool for the Model for Improvement. The subcommittee will use it to describe the Background, Aim, Measure and Change
for the QI

PDEA Workshees)

Thiz is the plan-do-study-act {PDSA) cycle, which is part of the Madel for Improvement. The subcommittee will use it throughout the
PD5A cyde to document efforts to plan, do, study and act.

The toalkit is 2 living dooument that the subcommittee will use throughout the QIl. The QIC subcommittes is responsible for completing

How should the tools in thizs toolkit, completing the QIl PDEA Waorkshest and ensuring it is up to date. The team conducting the Qll should review thiz

use this toolkit |toolkit 2ach time they mest zbout the QIl and complete each section sequentially as they go through the process. The subcommittes

be used? should create & COPY of the worksheet for each PDSA cycle. Quality improvement will be most effective when team members share their
perspectives and collaborate.

Where can Thiz document shouwld be accessible to a1l subcommittes members &t all times, 2nd should be clearly labeled. If there are multiple

this toolkit be |versicns, the file names should include the version znd date. For DBHDS subcommittees: This toolkit should be saved in the

found?

subcommittes's Teams folder.




Quality Improvement Initiative (QIll) Proposal Process — Flow Chart

Clarify current knowledge of the problem.
. Decide: *Could thi a QII?" (Tool)*
Organize a Team familiar "Q‘Q“"".—§“b§"—q 17" (Fool)*
< % If there are multiple topic ideas, use the
Find a problem to solve. with the problem / p - S <
Use data and stakeholder process. Whl(;_h Qil Should We Choose?” Tool.”
input. Consider using the EQCUS Worksheet*
a n the

Understand the reasons
for the problem:
Use Root Cause Analysis

Complete the Plan Complete the Three Select the improvement
section of the Plan-Do- Questions tab: strategy / change.
Study-Act (PDSA) ackgr i

Refer to: Causes and
Worksheet* Measure, Change*

sSolutions tab, Complete the RCA
Worksheet *

Meet regularly. Move
Submit to the Quality Recommend: Implement QII. through the FDSA steps;
Improvement Committee ] ‘ P Q Complete the PDSA
(QIC), using the Continue using a Team

Begin the Plan-Do- Worksheet*
prescribed PPT slide. based approach. Study-Act Cycle.

Monitor progress and
determine next steps.




Quality Improvement Initiative (Qll) Process - Flow Chart

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

2.0rganize a Team familiar with the problem / process.

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

3.Clarify current knowledge of the problem.
1.Decide: “Could this be a QlI?” (Tool)*
2.1f there are multiple topic ideas, Use the “Which Qll 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: Qlls 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 Qll. Enter into Plan-Do-Study-Act Cycle.
Meet regularly. Complete the PDSA Worksheet.* Monitor progress and determine next steps.

*Indicates required worksheets.




Discussion Tool: Could This Problem Be Addressed Using a Qli?

spartment of Behavioral Health
and Developmenta

SErvicas

The purpose of this tool is to help a committee discuss whether the problem they are interested in solving could be addressed as a Qll, as opposed to
solving the problem through mitigating strategies or some other means. If the subcommittee answers "Yes or maybe' to most or all guestions, it could be a
Qll. Saying 'no’ to one or more questions does not mean it cannot be a Qll.

- . o . acti Additional Information to — Yes or Mo or
emen iscussion question . mples
Consider maybe | unknown
Do we have enough data to It is preferable to have at least 1 |Yes/maybe: Four quarters of data showing an outcome is

1 Compelling data

show this is a persistent,
ongoing or concerning
problem?

year of consistent data collected,
via the same mechanism, with
consistent data definitions.

below the desired goal. Nofunknown: After meeting the
goal for Quarters 1 and 2, the measure dipped below the
goal for Quarters 3 and 4.

2 Systemic problem

Is there evidence that thisis a
system-wide problem, or region-
wide for RQCs?

A system-wide problem would
impact, or occur in, multiple
regions, CSBs, providers, etc.

Yes/maybe: There are numerous providers in each region
not meeting the outcome. Nofunknown: There are fewer
than 10 providers in 2 regions not meeting the outcome.

3 Complex problem

Is this a complex problem,
where there are multiple
possible causes and solutions?

If a problem is simple, or the
solutions straightforward, the
team may decide to try a
mitigating strategy first instead
of a Qll.

Yes/maybe: For the problem of preventing Falls, there are
many possible solutions at the individual, provider and
cammunity level. No/unknown: For the problem of fixing
specific medical equipment, the fix is straightforward and
easy to implement.

il Persistent problem

Have attempts been made to
solve this problem (mitigating
strategies) and they were not
successful, or did not last?

It is important to understand
previous attempts to solve the
problem and explore why they
did not work.

Yes/maybe: A health measure improved and met a goal
after a statewide training. but went back to below-goal
levels 6 months later. No/unknown: An attempt to
improve a measure was achieved and maintained.

5 Varying problem

Could this problem be solved, at
least in part, by expanding or
standardizing best practices?

Best practices that could be
expanded or standardized
include data collection, training,
tools, processes, and protocols.

Yes/maybe: There are known strategies to reduce med
errors but they aren't consistently implemented statewide.
No/unknown: For a problem like increasing transportation
providers in a low resource community, best practices may
be unknown and need more research.




Tool: Which Qll Should We Choose? 2.0 i Dopariment o S

Directions: This tool will assist in choosing which potential area for improvement is the highest pricrity based on the needs of the individuals served and the organization. This process will
consider such factors as high-risk, high-wvolume, ar problem-praone areas that adversely affect outcomes and the quality of care. This tool iz intended to be completed by the G Team
rmembers. Begin by listing potential areas for improvement in the left-hand column. Then score each arez in the following colurmns based on a rating system of 1 to 5 as defined below. The
score for each item will auto-calculate in the final column. Rating is subjective and is meant to be a guide and to stimulate discussion. Potential areas for Improvement with 3 higher

score indicate = higher priority.

LIST EACH PFOTENTIAL Qll. Consider
areas identified through: Feedback
from staff, families, individuals
served, other incidents, near misses,
unsafe conditions

PREVALENCE: The
frequency at which data
analysis reveals this as
an issue

(COST: The extent to which
& O would reduce costs
o DBHDS. Cost examples:
staff time, brodning,
resources anador Mdden

RESPOMNEIVENESS: The
likeliheod a G on this
isswe would address a
need expressed by
individuals, families
andfor staff.

FEASIBILITY: The ability
of DBEHDE to implement
a Ol on this issue, given
CUTEnt Mesounmes,

CONTINUITY: The level
to which an initiative on
this issue would support
DBEHDE poals and
priorities.

TOTAL
SCORE

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.



FOCUS Worksheet

Using the FOCUS Steps can help a quality improvement
team prepare for using the Model for Improvement

and PDSA Cycles.

artment of Behavioral Health

DB

F: Find a problem or process to
improve

What problemi(s) have you identified? How do you
know it's a problem? How did you identify the

problem, or the need to do something?

What does the data show How long has this been a
problem? What are the trends?

What if you don't have data but you think there's a
problem? How can you get baseline datay

O: Organize a team that is
familiar with the problem

What is the role of the team? Understand the team’s
purpose.

Who should be on your team? How can you bring in the
voice of all stakeholders?

How can you have effective team meetings? Think
about agendas, notes and communication.

C: Clarify current knowledge of
the problem

What is your data really telling you? What is the story?
Do you need additional information?

What else do you know about the issue? How does the
process or situation work now?

What has been done already to try to address this
problem? Did it weork? Why or why not? How do you

know?

U: Understand the reasons for
the problem - ALSO SEE RCA
WORKSHEET

Why is the problem or process variation happening?

Hawe you done a root cause analysis (RCA)? What did it
tell you? What RCA technique(s) did you use?

If the problem involves a process, have you done a
process mapr What did it tell you?

5: Select the improvement
strategy

Source: American College of Cardiology.
Introduction to Quality Improvement and
the FOCUS-PDSA Model. Link:

toolkits,gi-toolkit

What change(s) can you try to improve the problem?

Hawe you used tools like brainstorming and identifying
evidence-based solutions?

Is there one strategy you can try first? How did you pick
this solution? Why do you think this will work?




Root Cause Analysis (RCA) Tools

Tool or technigue

Brief description and examples

For more information

C Why's Techrique to identify why an event happensad CRAS OAPI 5 Whys Tool IHI Toolkit
Affinity Diagram Use in conjunction with brainstorming Affinity diagram resource - Six Sigma Daily
Brainstorming Technigue for g=nerating ideas Brainstorm resource - bindtools
Chieck shest Tool to count the fregquency of event ooourrences Check Sheet resource - O Toolkit
. . A vizual display of the strategies that contribute to achieving a s=t gosl ; . 1HI Toolkit
Driver Diagram i - : Driver Diagram Resouce - UNC
or objective. Similar to 2 logic model.
i i5 i i i i - IHI Toolkit
FI.EhIJI:lI'IE Ciagram or Cause and Effect This is H- tEF|1n|que to identify c.auges n:lf a prcnlf:lern. it can be used to Fichbone Di3eram REsoLrCe - CMS HullEsiey)s
Diagram categorize ideas generated during brainstorming.
IHI Tookit

Pareta Chart [ Pareto Anzlysis

This technigue helps identify the most commaon issue and helps
identify where to focus improvement efforts to maximize impsct.

Pareto Chart Resource - iSnsiEma

Procesz Wap

This is 3 technigue to map a process to identify challenges and
improve efficiency. Opportunities for improvement include: (a) Whers
brezkdowns occur; (b) "Work arounds” that have been developed, (c
Variation; (d) Duplicate or unnecessary steps

Process Mapping - 5ix Sigma Study Guide

rveys, focus groups, key informant
interviews

These techniguss can help you get maore information from people
doing the work and impacted by the work

NOTE: Many of these tools, and mare, are also availablz in the IHI Quality Improvement Essentials Toolkit. Login required.

rowement-Ezzentizls-Toolkit.aspx




Root Cause Analysis Worksheet
A strong Root Cause Analysis is the foundation of an
effective quality improvement initiative.

DBHDS &

Virginia Department of Behavioral Health
and Developmental Services

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: Tf 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 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

Fig. 1. Hierarchy of Effective Interventions

o Forcing Functions
Adl  Automati
- omation

System Focused:
Most Effective,
Hardest to Implement

Fail-Safes

= Standardization
@ simplification

&4 protocols

Warnings, Alerts

R .
ﬁﬂ Programs

Educational

Provide training for staff on topic-related policies and procedures

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

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

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

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
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Background, Aim, Measure and Change (The Three Questions)

and

. QIC Subcommittes < Drap-down list | Uipdate Dates:
Quallty Date Proposed to QIC:
Date Approved by QIC:
Improvement T
Initiative Date Ended":
Key Performanoe Area: < Drap-down list

Background: Wiy was this selectad for 2 Q7 Summarize why you selectad this for o QI Why was it
ciwpsen over others? Whot dote did you rewview or use? Why i3 it an importont topic to oddress? Reference
the other tools pou have completed in the QW Toolkit and briefly summarire here.

Aim, M

This was selected for a QI because...

easure, Change

A.il‘l'l: What is the aowerall goal you wish to achieve? The Aim needs to be measurable. An Aim statement is

measurable when it has a numeric baseline, & numeric goal, a population, and & target date. It is connected

Our goal is to improve the problem) for [priority population]) to
[desired %, rate, otc.) by target date].

ta the Measure destribed in the next step. The Aim showld be SMART: Specific, Measurable, Achisvables, The baseline was ___ {%, rote, etc.) during ____ [date or time frame for baseline).

Realistic/Relevant and Time-bound. The problem or issve showld be bosed on baoseline data. If oveiloble,

benchmork data showld be wied. The borget % /rote thowid be replictic ond ochisvobie. The popuiation sfuoid

b specified. The target dote 5 the date the group would Uke to ochisve the result and compilete the QIL

Defing key terms that could be interpreted in different ways [f hoseline dote ore not ovaiinble, exploin why;

the Ol should demonstrate how you plan o ehitain it

MEeasure: How will you use measurement to know a change is an improvement? Think about: What We will m every || month/ { | guarter/ { | year and chtain the data from

meriure or dofo will pou wse? & ito P or other tpoe of measure? What i the aumernator ond __[datasource]. If doto being used to measure QU1 is only ilable yearly, consider adding o sec fary

denominator? Whot is the dota source? Mow frequently will you trock i#B7 A current PMI con be wsed,
swrveillmnee dote con be wied, or o proposed P that will demanstrote thet o chonge hos oocwrred.

doto source thot can provide input fo the QUL

Data Process and ATtestation: For sach data source being used in the Gl identify if there is an
approved, exsting process document and attestation that supports this Gl and the change being measured.
This will involve resching out the business awner of the data source system. i none, a process document

must be developed and the data attestation completed within 90 days of the QIC approving the QI The

subcommittes recommending the O and the business owner of the data source system are respansible for

collabarating in developing the dataset process dacument.

List the dataset process document name:
List the dataset attestation name:
If none exist, indicate none:

After the QIC has approved the Ql, the Asst. G i tal Services and the Director of Quality
Improvement Analytics and Processes review and approve the dataset process document for use with the QI This
review will determine if the existing dataset process needs modification.

ioner of Develop

ﬂ'ﬂ[Eg: What change(s] can you make that will result in improvemeant? Wihet are the root cowses of the
problem and haw does the chonge address them?  Refer to the Checklist of Analpzis Toolk and the Cowses
and Solutions Tool to help identify impactful chonges. Roof cowses con be unknown; the POSA con focus on

muaking a change to identify root colrses.

The root cause(s] we plan to address is{are]
The changeds) we plan to make are: .

I"ﬁ.ll'l'l'l'lﬂ!_'i: Omee a QI is ended, please provide a brief summary of the Qi and why it was ended.
Summary cowld include how many PD5As were done, & highlight of key accomplishments, major barriers
andjor lessons learned.

Brief summary of Oll:

What was accomplished during the QIF
Was your aim met?

[ ) fim met

[ ) Aim not met

| ) Other - explain:

We have dedided to end this Qll because:




PDSA Worksheet

change we glan B0 make fee Ehis FDSA s
plan far TESTING this change s to

W Bhink that when we maks this change

tha direch raulE will b

data gr infermation we will uie b dudy this predicies b

o Whw will get this datafin

ribe o you will gut 8

products that we will wis o show our resells ane

riEkSUrEEs Wi need dn:

DO cuicibe mhit st

el m:mm _IIH“'_ Dwiscr b whist

wearkad wiill. Whit posithes aigaetd & pou alierve and cepicinee? Dider b e
arriens ar challesges. What mide these Sings dd¥ficun? What impaet did thiy S
on the 106l? Dikeribe bow you collcted and asilyzed the dina you neaded.

Barrieri and challengis wan.

Im llischad the duta [ i jun we readud by.-.

rurialty of our daka analyiis showed._.

surpraes or urempested reolty Wi,

larmed . Thi will impact what we do nust by._..

will |}Adapt ||Adopt |[)Abandon this ¥ b

doin bhin mpack your ewerall Q7
weu Adapt this change, what will you do differestly nest ime?




. AOIC Subs it RhARC 4 Drop-dewn |EL Uipcdarte Dafim:
Quallty Date Propased to QU] Txm\p
Diste Approved by IC) 3 e
Improvement —— —
Initiative Date Competest] € O percing [
Key Performance firea| N Hialth and Well Being < Drap-down Il A

Background: why was this selected for 2 Q7 Summerize wiy you selected this for o QL Why
wars it chosen over others? What dota dfd pou review or use? Whyis it an impartant tagic to oddreis?
Reference the other tools pou hove cormpletad i the OF Toott ond briefy summasize fere.

A what i the averall paal you wish to achieve? The Aim needs ta be measurable. An Aim
statement is measurable when it has a numeric baseline, a numeric goal, 3 papulation, and a targst
date. It is connected to the Measure described in the next step. Tie Aim should be SMART:
Specific, Measwreable, Achievable, Realistic/Ralevant and Time-hound. The problem or e
sfeould be bosed on baseline dota, If ovaileble, benchmark dota should be wsed. The target %rote
stapanld be raglistic and achisvable. The papilotion should be specified. The target date & the date
the group wouwld fike to achieve the reswlt and complete the QUL Define key terms that cowld be
interpreted f different waps. [ boseline dato are not oveiloble, explain wiy; the G shawly
demonstrote haw yoo pion to abioin it

Aim, Me-asure, Change

This was selected for a QI because_UTls are the Ind mast frequently reparted sedious inddent in CHRIS
UTIs can be very painful and lead to ferious health problems such as sepsis and even death. A recent study
af UTI CHRIS reports shawed that UTIE are most common amang people with SIS Level &, people living in
peaple over age 50, and women. [(Noke: real data. )

Our goal is to improsve for _ [priority population) to

(desired %, rate, etc.) by \tanget
date). The baseline was (%, rate, etc.] during {date or time frame for baseline]. Our goal is o
improve the rate of Level Il ar Level Il UTIS for individuals with DD {priority population) b 20.2 per 1,000
|desired %, rate, ebc. | by July 30, 2022 (target date). The baseline was 22 4 per 1,000 (5%, rate, ete.) during
Oetober 1, 2019-5eptember 30, 2020 [date or time frame for bassling} (Note: THIS BASELNE DATA IS REAL

FOR THIS EXAMPLE} Mote: This wauld be & 10% reduction in UTE.
Q°
o2

MEASUIe: How will you use measurement b knaw a change is an im provement? Think about-
What measure or dota will you wie? it a P or other type of measure? Whaot i the numerator
and denomingtor? What is the doto sowrce? Mow frequently witt pow trock ## 4 cuerent P can
be wsed, surveilonce diota can be wied, or a proposed P thaot will demonstrote that o changs hes
acrurred.

e will Twilr: wvery | | month or [*:I quarter and obtain the data from
[data sowrce]. ‘We will measure the rate of UTLs amang individuals an the DD waiver every
| X) manth or [ ) quarter and abtain the data from matching CHRIS data with WalS data to obtain the rate

of Lewel B or Lewel 11 UTES per 1,000 individuals (data source).

Dﬂtﬂ PrDﬂE’SS a"d A“ES-tﬂtiﬂn: For each data source being used in the Qll, identify i

thers i an approved, existing process document and attestation that supports this 0N and the
change being measured. This will invalve reaching out the business owner of the data source

system. If none, a process decument must be devalopied and the data attectation com pleted within
90 days of the JIC approving the Qll. The subcommittes recommending the Gl and the business
awner af the data saurce system are respansible for collabarating in developing the dataset
process dacument.

List the dataset process document name: 25,15 Serious Incident Reports by type_Surveillance Rabes;
29.13_29.15 RMRC Review Processes

List the dataset attestation name: 25013 Sedous Incident Attachment B: \E‘
if none exist, indicate none: ’a{{\q

missioner of Developmental S-e&fne: and the G#
sy doourment for use with the GIL This resies will
weds modification.

After the QIC has approved the G, the fsst:
LCoordinator review and approse the dat
determine if the existing dﬂtﬂ!?

Cha NEE. What change{s) can you make that will result in improvement? Wiat ore the root
couses of the problem and how does the change oddress them?  Refer to the Cheoklist of Anaiysis
Towods and the Couses ond Solutions Taol to Refp idantify impoctfud changes. Root couses con be
unknown; the POSA can focus on making a chamge to identify roof cnuses.

The root cause(s] of this issue EHHI . The change{s) we plan to make are:
. The root causeds) of this issue isfare} unknown, However, we belisve that providers are

not comfortable discussing or helping individuals with personal hygiene jssues or noticing when a UTI meny

be préesent ghven its often unusual smptoms.  The change(s) we plan to make are: Dhesign and conduct
provider training to imprave skills and practices related to distussing and helping individuals with persanal
hygiene and recognizing and acting on passible signs and symptoms aof a UTI.

and why it was completed ar abandaned. Summary could include haw many PDGAS were dane, 3
highlight of key accomplishments, major barriers and/for kessans learned.

_B_r_IE! summary of Ol This QN was abandoned/completed because:

‘We implemented several change opdes focused on improving knowledge, skills and practees. While our
and ckills, this increase did nok translate into a reduction

prated with the Facilities RhA Q) [Melanie), Dr. Mueler (DD

ange cydle facuied an impraving the the actual practics of

questisnnaires indicated an increats in kn
in the rate of UTIS reported in CHRIS. W
Medical Directar), and OIH to :reg:;h
recagnizing and taking action of sigrfs and sympbams of a possible UTI. This final change cycle resulted in a
reducation in the rate of UTls reported in CHRIS by 0%,




PDSA Worksheet

Do Desciiee wihat aciually hapnetes when Yo ran i tel. Descriae wia
wosted wwll. Wt o e sapscts did poe otasrs and

barriers or chalsnges Wt maSs Tous things difica i Whet impact did they hevs
o the it T Decribes hoa o ool Bcied 5ad arakyeed S d s v rescel

e D BHDS 29

B
The changs we plas ic maks for this FOSK It

Our plan for TESTI%G this dhange s o
:n—-—h&;hmmhbﬁ-.um.mummd-mmmm-uumlulmmmwmuumﬂmm
plas for TESTING this changs sk the sursber of proidens | satissdesos sl e & pre-iset ) povi-Seni design.

S S — ——r—

[y T T S— T p—T— [ Owc ke ot bn o thin

ctys 1rm ini = open = agiiTation B/131- BEyAre HLEL P b ] Prordder brissrs sl
ruining
‘web-hamsd training. = s ording Oa ELEAIEL 1/aAm Tradning
= demcgraphio ass do portied. Tan |Atierdes das [Craanam amams |Pod-itssidoe |Doss
lyrs pre-ted aad poi-tet dets and conpars el OB el Work Group  [Mepost of ek [ETEREETTT R FEUTE [epT— DO did il
resalits seith the FMBE and DIC. bH o Wk Group  [elinuies FUT-RER e LA [reeae— [-==]
W
PRLDECTIOMN: e thisk that whes e make this cangs, tha will 2a e 1k thest whea we maurt this braia ing [Sescrise he
¢ hange}, the re ok sl B will Feed e T il far and bl ping with peroreld fyghene fxes, prd b shis ic denily and acton g
daes ar informatize ws Wil uie o vudy thh predlcion Ve will gui thin T JHescrizs hows pos il gt ] The dats or
lrtormaion we wil s be Pre-iest and povi-set duis. Wewil O v ng feaining 1 prwsant. wred w imst ipost-test] foliowing the trainieg o
s changs la brawis s, stiradey srd paciboss (densbs bk p3a will | Fre-ise qesdiaes il s perttd pafTT TR sorvion and pracecs relsisd is hely ing indiidasiy with

pernorel Brpghene and recogniing wges snd oymgicns of 5 UTL The gest-teri will incleds qessiion o s sheiber pariil pasis g rovsd i Enowisdgs, ot | e opinicn i ihess arsm.

Ths praducis thas wa will s 10 show our rewdts sre -~ briad repari nhos g pre-teni and pom-sert st and dacrbing change.

Thee remcirces e aand sne The Feucs ios we need ars el o des ign end condedd the trelaing. & mechasiem (o promcis the bl sing snd treck garik e, Sial o deign snd o plersm the

e e et e Q\B

o

Wt prened was_sew planred the treiaing snd the pre,pos-ae. We decided io offer the i ning sewsrl tme. 5o (3 &% hase done (ke s traeiniag.

W worksd wel | was_The Sainiag information asd muisrish: wens e jgred 3 s tha laasing objecies, W vers sbis i do o etk lor people who regiiened gad alho cous e
b of peog b= who sagistessd. We s sbis 5o offer & poni-ieat io peoples who sitsndsd {he raining.

The baeviers snd challangee mers_ i mm pob sy i muich the post-isst sith ihe pre-tsst becains of how the web-bened iraini g onies b st sp. W And o S0 B marusl iy snd 'wers not sbis
in indude ol siisndes’s reng o

Wia collactucd tha dats § iflarmadion we sssded by Doing o pre-Sest and poni-Sert io auee (marovenssnt in kros bdge srd cblle Ot of 150 sHendes, e wers onky sbis o msich 51 pas-
isat o post-tewin Thic s =n sres b improversnt. BOTE: FAKE CATA HDRE FOA THE EOARPLED

Thae ressbin of our deis sealyule shesmad_. For the 40 perticiganis sith rsichsd pre-isets and pomi-iss, BK gained krovwiscdgs sel skl regerd ng genonal bygiens, sad TN il dhey
lmaraed new Moragies to denily UTic We el Siees e comsiul ssaulte  MOTE: FAKD OATA HERD FOR THE EXAKFLE
I'--rm--r-l-:-:_r-ﬁ__'l-'l-“jnhi-:ldu-wu-lﬂlﬂlh“-\llmﬁthﬂmndmmm:mmu-mlﬂ“d-:n'—
na B relsten: to UTh; ool of 150 peopls, 198 sl ibey S comlorisbls doing this. ROTE: FALT GATA HIRD FOR THE CLARPLD

e lnarmad...  ihai S tralaing reests @ resd. Al we aeed a Beiin ondem ie maich pre-semis (o oS o kS e peatien that s e Enosslecge befors o nd since the iraining.
Thix will Impaci whai we 8o nac by Teiing et g ssircsasciies pori e —_—

Wia willl (08 ) Adapt | ) Adapt {| Abandan | ) Comglete this siaiegy because "~ Haxi s, we Wil Ths brai ning morhad well and mat m e bul ws v nt & aciagl how
e co e genyponi-iest o get betier dein. Mot s, we L. 8o the Irdd traleing ard bry & i peciive post-tet sppecach whers e mi tralning sHencess f=report thelr Eowisdge ad
wiith Betcre and atier ike fsiniag, I one gEstionasies ‘\E-

ot
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