
Sub-Grantee Quality Improvement Plan Instruction and Template
Quality of care is defined as “the degree to which health services for individuals and populations increase the likelihood of desired outcomes and are consistent with current professional knowledge.”  The Quality Improvement Plan is a written document that outlines the organization’s plan for improving the quality of care.  The plan should include a clear indication of responsibilities and accountability, performance measurement goals and strategies, desired outcomes and an elaboration of processes for ongoing evaluation of the program.  Each organization that receives a grant from HAHSTA is required to develop an HIV program specific QI Plan.  QI plans should highlight priority areas identified by the organization for improvement.  These priority areas may also include what the organization is already reporting to HAHSTA, federal agencies or other entities. 
Each organization should identify its own process for determining priority quality improvement areas.  Choosing priority areas for quality improvement may be based on routine data collection, report findings, patient/staff feedback, input from Board Members, or some other formal mechanisms for collecting information.  An organization should not include all activities they implement in the Quality Improvement Plan, but their key or focus areas for the next year or two.
This document identifies the main elements to be used when writing a Quality Improvement Plan.  Each organization should use the quality elements listed below when creating and updating their Quality Improvement Plan.  
I. Pre-Work

Bring your existing or previous plan to your next QM meeting.  Review your agencies key policies, procedures, data, QM meeting minutes, etc. to refresh your team’s mind about important quality milestones, processes, and issues from the past year.  These new developments should be included in the plan.

II. Formatting

Make sure to use a clear and easy to follow layout and organization of content.  Please include clear dating of document, including date of ‘expiration’; as well as page numbers.
III. Quality Statement 
The quality statement should include the purpose of the Quality Improvement Plan, as well as a brief explanation of how the plan aligns with the mission/vision of the organization. Think big picture and have your QM Team ask, “In a perfect scenario, what do we want to be for our patients and our community?”
Example: Purpose of the Quality Improvement Plan
The purpose of this plan is to assess the quality of care provided by ________ {insert organization name} to its clients in accordance with its mission to implement and sustain an effective health care system for persons living with HIV (PLWH), while endeavoring to achieve equitable, high-quality outcomes through data-driven, consumer focused, holistic treatment options, which are designed with input from collaboration with our partners, consumers, and the community.
IV. Quality Infrastructure
In order to effectively implement a QI program, each organization will need to dedicate resources, both human and financial to the QI efforts.
Please describe:

· Leadership: Identifies who is responsible for the quality management initiatives.

· Quality committee(s) structure: Documents who serves on the quality committee, who chairs the committee, and who coordinates the QM activities

· Roles and Responsibilities: Defines all key persons, organizations, and major stakeholders and clarifies their expectations for the quality management program.

· Resources: Identifies the resources for the QM program

· Potential role of other resources and how they will be incorporated into the infrastructure.

Example: Quality Committee

The Quality Committee is a staff committee tasked with overseeing clinical and operational quality of care and ensuring that all patients receive healthcare as recommended by the Department of Health.  The Quality Committee aims to improve patient care, health outcomes and patient satisfaction.  As such, it is responsible for reviewing performance measures, developing work plans, and chartering project teams.  The Committee reviews progress on quality improvement activities and is responsible for maintenance of all data related to quality initiatives.  Workgroups are formed to address identified projects and will include the members from the quality committee and staff from other disciplines as needed.  

The Quality Committee is led by the Quality Management Coordinator, and co-led by the Administrative Director.  Meetings convene the fourth Friday of every month; written minutes of meetings are maintained and kept on file.  The Committee represents staff from all disciplines in the clinic, and every member is a representative for their respective departments.  

The Quality Committee consists of:

· Program Director 

· Quality Management Coordinator
· Medical Director
· Registered Nurse (RN)

· Clinical Provider (currently Physician Assistant)

· Pharmacist

· Data Analysis & Reporting Coordinator

· Social Worker 

· Medical Assistant

· Fiscal & Compliance Officer

· Patient Advocate (unaffiliated consumer)

· Executive Secretary 


Leadership

While the Quality Committee meetings are led by the Quality Management Coordinator, senior leadership is actively engaged.  The Administrative Director and Quality Management Coordinator have standing weekly appointments to discuss clinical quality management (CQM) activities.  The medical director is involved in the committee and leads the measure portfolio selection. The Quality Management Coordinator also attends monthly provider meetings to present quality improvement updates and data to the medical providers, which allows for open communication between the providers and quality staff.  

Resources

The Quality Management Coordinator is a full-time employee dedicated solely to CQM activities and provides oversight for all quality activities.  The committee utilizes several data systems to implement quality improvement activities.  Direct patient care is documented in the health network’s inpatient and outpatient electronic health record (EHR), eClinical Works, as well as CAREWare.  The program is actively involved in a regional learning collaborative sponsored by the DOH.  The program has support from EMA quality staff and the NQC.
V. Performance Measures and Outcomes

Please describe:

· The critical aspects of care and services provided in the organization; ensures integration with other Ryan White Parts or accrediting bodies, GPRA, measures and unmet need.

· Identifies indicators to determine the progress of the QM Program

· Indicates who will collect, and analyze data and how/when.

·  Indicates who is accountable for collecting, analyzing, and reviewing performance data results and for articulation of findings

· Includes strategies on how to report and disseminate results and findings; communicate information about quality improvement activities

· Processes in place to use data to develop new QI activities to address identified gaps

Performance Measures

Identify the critical aspects of care and services provided by the organization and select specific performance measures of focus for quality improvement efforts in the measurement year. These indicators should measure the progress of the Quality Improvement at the agency/organization. These measures should be relevant, measurable, and improvable. 

Each organization should limit the number of quality indicators to about 5-7 measures that are a priority. This will help maintain the focus on those priority areas/issues your organization has selected.

Example: Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS with viral load below 200 copies/mL at last test during the grant year.

Quality improvement planning should involve the collection and review of primary and secondary data from a variety of sources such as: data collection, data reporting, client satisfaction surveys, focus groups, peer review reports, clinical chart reviews, and special quality projects. 
Outcomes

Outcomes are longer-term results.  They answer the question “did we do what we intended to do.”  Outcomes can usually be identified when a goal is completed.  Please indicate whether the outcomes were achieved as planned or not, if not, an improvement plan should be developed to respond to the underachievement of the goal.  
Example: Increase the rate of viral suppression among HIV clients from 79% to 90% by the end of the grant year.

Disparities

Please describe:
· How data is stratified for analysis of disparities by gender, age, SES, risk factor, geography, etc.
· How stratified data is analyzed for purposes of identifying health disparities.


HIV Care Continuum


Please describe:

· Your facility level care continuum, and any analysis done.

· The visibility of the Care Continuum to internal stakeholders, and how these measurements are shared with a community advisory board.
VI. Quality Goals and Objectives 
Please describe:

· How annual goals were chosen with respect to the established priorities for the QM Program

· Include benchmark data thresholds at the beginning of the year for each goal

· How outcomes have improved and goals have been achieved
Quality Goals

Identify annual quality goals for improving client health outcomes.  This should focus on critical aspects of the prevention, care and treatment program that your organization hopes to improve upon over the next year.  Selects only a few measurable and realistic goals annually (not more than 5); uses a broad range of goals.
Example:  Increase the quality of life for our clients living with HIV/AIDS through retention in care and improved health outcomes.
Quality Objectives 
Identify quality objectives that are specific, measurable, relevant and realistic to reaching and improving program outcomes.  The benchmarks should be established for each calendar year, or in other words, what progress will be made in terms of the overall goal.  
Example: By the end of the grant year, 90% of all clients will have had 2 or more medical visits.

VII. Quality Activities

Identify the associated activities necessary in helping the measure to be obtained.  These activities should lead directly to responding to the measure to be addressed.  Involve the whole team in quality activities.  Everyone from the clients you serve, the front desk staff, up to the Executive Director and Board play a part in quality improvement.  Refining processes and improving care should be ingrained into everyone’s role.
Robust process improvement includes reliably measuring the magnitude of a problem, identifying the root causes of the problem and measuring the importance of each cause, finding solutions for the most important causes, proving the effectiveness of those solutions, and deploying programs to ensure sustained improvements over time.

Please Describe:
· How activities and projects are based on analysis of performance data and other program information, including external reviews and assessments.  

· How processes of care are improved, and in which QI methodology is routinely utilized.  

· Tools and documentation that and provided to CQM committee.  

· How staff participates on QI teams, the formation of cross departmental/cross functional teams for specific project needs.  

Example:  The agency is working to build a culture of quality.  There is an annual focus of at least one QM Project which is informed from HAHSTA/DC Collaborative and/or clinical performance data.

Additionally, this includes training all internal staff on how to monitor and interpret data for the quality performance measures.  Additionally, staff is incentivized to submit PDSA worksheets based on their experience in the clinic, as well as the data and analysis’ shared with them.  Staff has been trained on using the model for improvement (PDSA cycles), and the quality committee used tools such as SWOT analysis, flowcharts, run charts, histograms, and fish-bone diagrams.
VIII. Timeframe
The timeframe identifies how long it will potentially take to accomplish the activity.  Timeframes can be long-term, but should have short-term measurement points built into the element. What will be your review process and how often will you evaluate the performance measures.
Examples:  “By 11/2010” or “Within each 6 month period of the grant year”
IX. Quality Improvement Work Plan Template
The work plan is key piece of the QM plan that makes it a living document.  It should specify timelines for implementation to accomplish the goals and objectives set forth in the plan.  It should be very specific in assigning tasks and accountability for implementation steps.  This section provides milestones and associated measurable implementation objectives
Example:
	GOAL: Increase the number of individuals living with HIV and their families placed in stable housing.

	OUTCOME:  Increase the number of individuals living with HIV and their families placed in stable housing.

	Objective
	Measure
	Activity
	Time Frame
	Responsible Party

	The number of clients placed in permanent housing will increase during the measurement year. 


	Evidence of increased efforts to obtain stable housing for clients to be served
	Identify the number of clients who were placed in permanent housing in the 12 month period of the measurement year.
	Review monthly for progress toward goal.  Report findings to appropriate staff as directed for action to be taken.
	Program Case Managers

	GOAL: Improve the health status of all HIV positive clients

	OUTCOME:  Increase the number of individuals living with HIV who have a suppressed viral load

	Objective
	Measure
	Activity
	Time Frame
	Responsible Parties

	By the end of the grant year, we will increase the percentage of patients who have achieved viral suppression by 20%
	Percentage of patients, regardless of age, with a diagnosis of HIV/AIDS with viral load below 200 copies/mL at last test during the grant year.
	Do a PDSA cycle on new reminder process for lab visits with Case Managers
	Data will be collected monthly and reviewed at each Quality Improvement Team meeting.  The PDSA test of change will be implemented for six months and then reviewed.
	Program Case Managers
Providers

Phlebotomists

QI Team

Data Manager 


X. Engagement of Stakeholders
Be sure that consumers and other stakeholders are involved in the Quality improvement planning process.  Specify how feedback is gathered from key stakeholders (i.e. surveys, meetings, etc.).  Include a list of internal and external stakeholders and specify their engagements in the Quality Management program.  Be sure to list training opportunities for learning about quality for staff.
Please describe:

· Lists internal and external stakeholders and specify their engagements in the QM program

· How and with what frequency external stakeholders will be engaged in the overall quality improvement process.

· What training opportunities exist for learning about quality for staff?

· Links with community partners and how they support the overall quality infrastructure.

· How are successes shared and spread internally and externally

· Specifies how feedback is gathered from key stakeholders

· How your program includes community representatives and consumers, as appropriate
Example: Staff

All staff in the clinic are updated about quality activities and involved in projects as appropriate.  The QM Coordinator routinely engages staff via email and reporting at bi-weekly staff meetings.  Everyone in the clinic is engaged in at least one quality improvement project during the year.  A staff quality suggestion box is utilized as an opportunity for staff to anonymously provide feedback and suggestions for improving quality of care in the clinic.  The suggestions are reviewed during monthly Quality Committee meetings.  Additionally, a staff satisfaction survey is conducted for all staff every spring to identify opportunities for improvement.  Staff regularly attends learning collaborative trainings.  As part of new staff orientation, they must review the NQC quality academy modules. 
Consumers

Consumer input is achieved through several mechanisms.  Annual consumer satisfaction surveys are conducted to solicit their perspectives regarding the quality of care in the clinic and suggestions for areas of improvement.  Monthly wellness programs are hosted by the social workers, as well as a bi-weekly consumer support group, led by our Patient Advocate.  Additionally, our Patient Advocate serves on the Quality Committee.  The clinic began sharing performance measures and HAB core measure results with consumers via the clinic newsletter that is available in offices throughout the clinic.  A consumer satisfaction box is located near the exam rooms as an opportunity for consumers to provide anonymous feedback to staff.  Suggestions are reviewed during monthly Quality Committee meetings.  
XI. Evaluation
Evaluation is an important component of the overall Quality Improvement Plan. Quality improvement activities must be evaluated to assess the effectiveness of activities and projects. Describe how the organization’s activities and initiatives for improving quality of care delivery will be evaluated. Include specific techniques to be used for evaluative purposes.  Evaluation should include a review and assessment of the infrastructure, evaluation of the quality improvement activities as well as the appropriateness of the activities and results of the selected performance measures.  Types of evaluation may be process or implementation, consumer satisfaction evaluation, or cost-benefit/cost effectiveness evaluation.

Please Describe:

· Evaluation of the effectiveness of the QM/QI infrastructure to decide whether to improve how quality improvement work gets done

· Evaluation of QI activities to determine whether the annual quality goals for quality improvement activities are met

· The review and selection of performance measures to document whether the measures are appropriate to assess the clinical and non-clinical HIV care

· Tools used for evaluation such as, as work plans, logic models, flow charts, and PDSA cycles

Example:

The Quality Committee assesses progress towards quality goals throughout the year, as it is critical to sustain improvement projects over time and ensure that activities are making changes that positively affect outcomes.  

Evaluation is used to identify effective quality improvement strategies with the ultimate goal of addressing the four stages of the HIV care continuum: 1) linkage to HIV medical care, 2) retention in HIV medical care, 3) appropriate prescription of ART, and 4) achieving a high viral load suppression rate.  

The quality work plan is evaluated on an ongoing basis throughout the year by the Quality Committee.  All activities are tracked and resolution notes are documented in the work plan, so as to help develop and prioritize the following year’s quality work plan.  

Additionally, the clinical quality management plan is evaluated annually by the Quality Committee and assessed against its goals, which facilitates planning of future CQM plans.  Specifically, HRSA HAB core and performance measures are reviewed and consumer feedback is used to determine new goals for each upcoming year.  Additionally, if the evaluation reveals if the program is underperforming and not meeting certain goals, the frequency of monitoring such goals is adjusted so quality improvement strategies can be implemented to ensure improvement over time.   

XII. Capacity Building

Please Describe:
· QI capacity building of providers and spread of QI performance measurement systems and QI activities.

· Methods for QI training opportunities 

· Provision of technical assistance on QI and support for QI activities

· How data are being fed back to providers and key stakeholders

Example:  The agency supports ongoing training on quality improvement principles.  The Quality Management Coordinator has attended the National Quality Center’s (NQC) “Training of Trainers” program and completed several online tutorials conducted by the NQC.  The QM Coordinator conducts quality improvement trainings to staff members throughout the year during staff meetings.  Additionally, staff is encouraged to utilize external training resources, such as the NQC and Institute for Healthcare Improvement (IHI) websites, to enhance knowledge and skills needed to implement quality improvement work on an ongoing basis.
The QM Coordinator participates in the DC Collaborative Quality Group, organized by the DOH.  Additionally, the agency submitted a short-term TA request to the NQC for help training at an all staff meeting.  Lastly, several staff members attend the National HRSA Ryan White Conferences when available.
XIII. Communication and Dissemination

Communication of program accomplishments is a core piece of a good QM plan, consumers, staff and partners need to be aware of program details in order to meaningfully participate as means to building a culture of quality.
Please describe:

· The process to share information with all stakeholders at appropriate intervals

· Which formats and mediums will be used for communications with which groups

·  The intervals at which regular communications will occur.
Example:  In addition to the monthly quality committee meetings, the QM Coordinator communicates with all staff stakeholders via routine email announcements and bi-weekly staff meetings.  QM information is shared with the board of directors on a quarterly basis.  The agency shares their data quarterly at collaborative learning sessions.  Performance data results are communicated with all staff via email as it is analyzed. Quality data, and activities are shared in our newsletter. Additionally, posters from QI projects, performance measures, and consumer satisfaction results are routinely posted in offices and exam rooms and hallways where they can be viewed by both staff and consumers.
XIV. Process to update QM Plan
Please Describe:

· The routine schedule to at least annually update QM Plan

· Key leader(s), who is accountable for the initiation of the process to update/revise plan.

Example: Team will review previous QM Plan during a committee meeting.  The QM coordinator will draft changes discussed to the plan and circulate it for the team to review.
· At a future meeting, each team member will be assigned a section of the plan to edit.
· The whole group will review the final draft of the plan as a whole after that time.
· Once the plan is adopted by the group, the work plan will be reviewed and updated as needed at future meetings.
· Full review and update of the entire QM Plan will occur annually; usually with the initiation of a new grant year.
XV. Plan Approval

Example:
	Director/CEO: 
	
	Date:
	

	Quality Lead:
	
	Date:
	

	Stakeholders:
	
	Date
	

	Policy Number:
	
	
	

	Effective Date:
	
	Through:
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