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H11- 035 – Procedure 
July 8, 2011
	TO: 
	Home and Community Services (HCS) Division Regional Administrators
Area Agency on Aging (AAA) Directors

	FROM:
	Bill Moss, Director, Home and Community Services Division

	SUBJECT: 
	Revised Long-term Care Manual Chapter 23, Quality Assurance and Improvement 

	Purpose:
	To notify staff of the revised Long-term Care Manual, Quality Assurance and Improvement Chapter

	Background:
	The Quality Assurance and Improvement Chapter has been updated.  Staff had the opportunity to review and comment on this chapter from January 7th to February 7th 2011.  Comments provided were reviewed and incorporated as necessary.

	What’s new, changed, or

Clarified
	The entire chapter has been updated to reflect changes in quality assurance procedures and incorporate Management Bulletins that have been issued on this topic.


	ACTION:
	Effective immediately, begin using the revised Quality Assurance and Improvement Chapter by going online to: http://adsaweb.dshs.wa.gov/docufind/LTCManual/QA/

	Related 
REFERENCES:
	

	ATTACHMENT(S):   
	Revised Quality Assurance       Chapter Revision Sheet:

 and Improvement Chapter:         
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	CONTACT(S):
	Barbara Hanneman, Quality Assurance Manager
(360) 725-2604

Barbara.Hanneman@dshs.wa.gov
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Quality Assurance & Improvement 

The purpose of this chapter is to explain quality assurance activities, processes, and expectations.

· Background

· Social Services

· ADSA HQ QA Unit 

· Local Regional/AAA Monitoring

· Adult Protective Services

· Financial Services

Resources

· Policies and Procedures

· Proficiency Improvement Plan (PIP) Forms

· Instructions for Filling out the PIP Forms

Ask an Expert


You can contact Barbara Hanneman at (360) 725-2604 or by email at Barbara.Hanneman@dshs.wa.gov.

Background


Purpose TC "Purpose" \f C \l "2" 

The purpose of this chapter is to outline QA/QI activities and responsibilities for ADSA, Home & Community Services Division.


To provide quality, well-planned, efficient and accountable home and community-based care is one of the central missions of Aging and Disability Services Administration.  The development of a Quality Assurance (QA) system is critical in accomplishing this mission.  In order to achieve a full spectrum of quality, the system must include both quality assurance and improvement activities such as:


1. Quality assurance procedures that will enable Aging and Disability Services Administration (ADSA) to evaluate and ensure its ongoing compliance with Federal Funding Participation (FFP) ensuring federal match for ADSA programs, Centers for Medicaid and Medicare Services (CMS) Protocols, Home and Community Based Service waiver requirements, and State and Federal law;


2. Gathering a consistent broad range of information to identify trends - strengths and weaknesses at all levels (Worker, Unit, Region/AAA and Statewide);


3. Identifying training needs for quality improvement.  Development of training is necessary to address trends at all levels – individual, local unit, regional/AAA, and statewide;


4. Identifying best practices within HCS and AAA operations with the purpose of sharing strategies across the state;


5. Assessing compliance with existing regulation, policies and standards and identifying those that may not be adequate or clearly articulated to the field;


6. Reviewing the overall quality of service files - focusing on the quality and accuracy of the assessment, care plan, and determining whether issues identified in the file regarding quality of care are responded to in a timely manner;


7. Reviewing level of care determinations to assure that clients require the care and services for which they have been authorized;


8. Assuring that client services and payments for those services are appropriately authorized and paid;


9. Reviewing the delivery of services to determine that clients receive services for which authorization and payment are made;


10. Collecting client feedback to determine satisfaction with the services; and


11. Reviewing files to assure mandatory reporting requirements are followed.

Philosophy 

Everyone is invested in quality. The goal of Home & Community Services has always been HCS HQ, the Regions, and AAAs working collaboratively toward quality assurance and improvement. Though a compliance review will always be required, the focus is moving to a more collaborative Quality Improvement Process. The quality approaches and processes within this chapter support these goals and meet the state and federal monitoring requirements.  

CMS Quality Improvement Cycle

CMS defines four functions of a quality improvement cycle are Design, Discovery, Remediation, and Improvement.  In order to maintain our waivers, the Center for Medicare and Medicaid Services (CMS) requires evidence that these functions are being implemented in a quality improvement strategy. 

1. Design – Design is the process for describing how monitoring will occur and how issues will be addressed when detected.  It is the plan for how the state will proactively strive for quality by identifying and addressing areas for improvement.

2. Discovery - Discovery is the process of gathering data and information on service participants to determine if there is adequate access to services and supports; the services and supports are delivered as indicated in their plan of care; that health and welfare is achieved; only qualified providers are used; and payments are accurate. Both positive and negative issues are identified.

3. Remediation – Remediation is the process of correcting individual problems that are discovered in the discovery process.  The federal standard of compliance is 100%.   This means that to reach the 100% required remediation, ALL identified problems must be addressed and resolved.   The evidence report must include how many problems were identified (issues less than 100%), how each problem was corrected and within what timeframe, and the outcome of each issue.

4. Improvement – Quality Improvement includes changes at a systemic level to increase proficiency and improve the outcome of issues that were identified.


CMS Requirements


CMS requires states to provide evidence of discovery, remediation, and continuous quality improvement by developing and reporting on one or more performance measures for each assurance.   


CMS Assurances:

1.  Level of Care (LOC) (Appendix B-6) (CFR 42.441.302 (c))


a. An evaluation for LOC is provided to all applicants for whom there is reasonable indication that services may be needed in the future.


b. The LOC of enrolled participants are reevaluated at least annually (CFR 42.441.302 (c) (2)) or as specified in the approved waiver.


c. The processes and instruments described in the approved waiver are applied appropriately and according to the approved description to determine participant LOC.

2. Service Plan (Appendix B-7, Appendix D-1, & Appendix D-2)(CFR 42.441.302(c))


a. Service plans address all participants’ assessed needs (including health and safety risk factors) and personal goals, either by waiver services or through other means.


b. The state monitors service plan development in accordance with its policies and procedures. 


c. Service plans are updated/revised at least annually (CFR 42.441.302 (c) (2)) or when warranted by changes in the waiver participant’s needs.


d. Services are delivered in accordance with the service plan, including in the type, scope, amount, and frequency specified in the service plan.


e. Participants are afforded choice: (CFR 42.441.302 (d) between waiver services and institutional care; and Between/among waiver services and providers.

3. Qualified Providers (Appendix C-3) (CFR 42.441.302 (a))


The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services are provided by qualified providers.

a. (1) The state verifies that providers meet required licensure and/or certification standards and adhere to other state standards prior to their furnishing waiver services.

a. (2) The state verifies on a periodic basis that providers continue to meet required licensure and/or certification standards and/or adhere to other state standards.

b. The state monitors non-licensed/non-certified providers to assure adherence to waiver requirements.

c. The state implements its policies and procedures for verifying that provider training has been conducted in accordance with state requirements and the approved waiver.


4. Health and Welfare (Appendix D-2; Appendix G) – (CFR 42.441.302 (a))


The state, on an on-going basis, identifies and addresses and seeks to prevent the occurrence of abuse, neglect and exploitation.


5. Administrative Authority (Appendix A)


The Medicaid agency retains ultimate authority and responsibility for the operation of the waiver by exercising oversight over the performance of waiver functions by other state and local/regional non-state agencies (if appropriate) and contracted entities.


6. Financial Accountability (Appendix I) (CFR 42.441.302 (b))


State financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodology specified in the approved waiver.

Social Services Monitoring 


Quality Assurance Unit Monitoring Process Overview

1. A statistically valid sample is pulled statewide per program;

2. The area sample is pulled based on the percent of population for each program in each geographical area;

3. The calendar is developed and distributed;

4. QA unit provides training;

5. An Entrance Conference is conducted by webinar for each area;

6. Monitoring occurs; three day issues are addressed; and

7. An Exit Conference is conducted in person at the completion of the review.  

8. Areas have 30 calendar days to make required corrections and QA document remediation.


Sampling

CMS requires that a statistically valid sample must be used for each waiver. The following process will be used for each Home & Community Based Services (HCBS) program offered by the Aging and Disability Services Administration (ADSA).  

The number of files reviewed in each Region/PSA will be based on the percent of the waiver/program population in the statistically valid sample in each geographical or targeted criterion. For example, if 30% of the population for the X waiver is in Region A, then 30% of the statistically valid sample will be pulled from Region A. Because some waivers such as New Freedom are only located in one region, the whole sample for that waiver will be pulled from that region. 


Sampling Example:

· There are 26,988 COPES authorizations in the state.

· Region X has 1,565 COPES cases which = 6% of total.

· Statistically valid sample for COPES = 379.

· 6% of 379 = 23 cases.

· Region X will have 23 COPES cases reviewed.

The same process will be used when pulling any type of file (client, provider) for any kind of review (record review, focused review)

The QA unit will not review case files of staff that have been employed less than one year.

Monitoring Calendar

A QA team’s monitoring calendar will be distributed by management bulletin prior to the annual monitoring cycle.  The calendar will include the following types of activities:


1. Training provided by the QA team;

2. Record review begin and end monitoring dates for each Region and PSA; 


3. Change review committee dates;

4. Individual Provider focus reviews dates; and

5. Other activities, such as client surveys, that have an impact on the calendar. 

QA Training

QA will provide a webinar training for new and existing staff which includes:

1. The QA process, expectations, philosophy and changes;

2. The policy and requirements for monitoring at a regional and supervisory level;

3. An introduction to the revised monitoring application; and

4. The quality improvement process and the new Proficiency Improvement Plan (PIP) development.


Entrance Conferences

The Webinar Entrance Conference includes the entire regional area as monitoring in each regional area is completed before moving on to the next area.  The entrance conference provides information on:

1. The monitoring process;

2. How the sample was selected;


3. The number of records to be reviewed; and 


4. The parameters for choosing the sample—staff that have been employed for at least one year or have transferred within the ADSA system with CARE experience will be included in the sample.


5. The parameters for monitoring new policies—they will not be monitor until 30 days after the MB/chapter is issued.

Exit Conferences for each Region or AAA

1. Correction and preliminary reports are emailed at least one day prior to the visit.


2. Exits are conducted in person with:

a.  HQ Staff, including the QA Manager, QA Policy Manager, QA Lead, AAA Specialist/HCS Assistant Director; and 


b. The local Management Team including any local staff at the discretion of the management team.

2. The QA unit presents information on:

a. The Proficiency and crosswalk reports; 

b. The follow up review process; and

c.  Expectations regarding remediation.

3. Areas of discussion/questions for the exit conference may include:


a. On areas QA identified you did well on, can you identify any best practices that can be shared with other areas?


b. Are the numbers what you expected?  


c. Are there things that you think would help improve your proficiency?


d. Do you want to share any other accomplishments since the last review cycle?

e. How can we help?

4. Review of the change request process.

5. The Proficiency Improvement Plan process implementation.

Notification of 3-Day Response Time Issues

1. QA lead will notify the HCS/AAA contact of a 3-day response item at the end of each day.

2. Action must be initiated within 3 days of notification.


3. QA staff will verify at the 2nd review that corrections have been made and were initiated within 3 days.


2nd Reviews 

CMS requires correction on all items at the individual level that are correctable and do not achieve 100%.  Documentation of remediation must be included in the SER.

1. All errors that require correction must be completed within 30 calendar days.  All documents needed for correction verification will be emailed to the QA unit mailbox or scanned and made available through DMS.   If the item is scanned, email the QA lead when it becomes available for viewing.

2. Corrections and remediation documentation are verified at the 2nd review.

3. Any outstanding issues after the 2nd review are identified on the “Cases Requiring Action” report. The QA lead is available to the Region/AAA to offer technical assistance on any outstanding issues.  

4. All issues that are still outstanding after 60 days and issues that cannot be resolved will be forwarded to executive leadership for action.


Change Request Committee

The intent of the change committee is to interpret policy, make decision on change requests, and make recommendations if policy is not clear.  

1. The change committee consists of the following members:


a. QA Policy Manager (facilitator and active member);

b. QA lead for the area;

c. SUA lead or representative;

d. The field monitoring contact (either in person or by Go To Meeting); and

e. Other managers brought in depending on the policy under discussion (e.g. IP manager, CARE, waiver, case management, nursing program manager, etc.)


2. Change Committee Process


a. The local office documents the requested change in the Review Cycle Notes, using “QA Change Request” drop down.  The QA lead will review all notes.  For notes that look like they are a change request, but not coded as such, or are coming from field staff, the QA lead may call the field identified contact to verify.


b. QA reviews the issue and makes corrections if an auditing error has been made. Consultation with a policy program manager may occur if needed for clarification.

c. The QA team reviews prior decisions by change committee.  If the issue is the same, the QA unit will make the change based on the change committee’s decision.  These issues are not forwarded on to the committee.


d. Issues not corrected by QA unit or which have not had a previous decision are forwarded to the Change Committee.


e. The Change committee:


i. Reviews the change request documentation;

ii. Hears the field monitoring contact analysis;

iii. Hears the QA lead analysis; and

iv. Consults with other managers if the issues relate to their program.  


f. If a decision cannot be made within the change committee, the QA policy manager will have it addressed at the executive committee level whose decision is final. 


g. If the change request is approved, the QA lead will change the “no” to a “yes”.  If the change is not approved, the field lead will ensure that corrections are made.  The QA lead documents the decision in the review cycle notes and the change committee SharePoint database.

h. The QA Policy Manager documents the decisions in SharePoint.


i. Access is limited to HCS HQ staff.

ii. An alert is set up for the AAA specialist when changes have been added to the SharePoint site.

i. If changes to policy are recommended, the QA policy manager identifies who will be responsible for follow-up and response, to or completion of, the recommended policy change.  


j. At the end of the review cycle, the QA policy and unit managers review the change requests for possible impact on the next review cycle.


Final Local Report Summary and Cover Letter

1. After the 2nd review, the QA Lead prepares the “Final Report Summary” which includes:

a. Attachments of the local reports; and 


b. The Proficiency Improvement Plan template/link.

2. The QA unit manager reviews and signs the report and sends it to the HCS Administrative Secretary to route for signature. 

3. The final report is sent to the AAA Directors/Regional Administrators within 30 days after completion of the 2nd review.

Proficiency Improvement Plan (PIP) 

A PIP outlines a plan for addressing items that do not meet proficiency. Both HCS HQ and the AAA/Regions will be responsible for developing and implementing a PIP.

1. Regional/AAA Action Required for PIP development (based on initial findings).  A Regional/AAA PIP is not required for the current QA unit review cycle when proficiency is reached in all QA questions. 

2. Regions/AAAs may use the provided PIP template or develop one of their own so long as these essential elements are included:

a. Issue;

b. Who will address it;

c. When it will be addressed;

d. Plan for change;

e. How do you know it worked;

f. Progress reporting; and

g. A Plan for making changes if what you tried did not work.

3. HQ will identify items that need to be addressed at a statewide level and develop a HQ PIP.  

4. Regions/AAAs are required to address all other items that did not meet proficiency, except those items being addressed in the HQ PIP.   Items being addressed by HCS HQ may also be addressed on a local PIP if the Region/AAA wants to focus on improving local proficiency.  The Region/AAAs will support and reinforce strategies to increase proficiency and supervisors will continue to work with individual staff to increase proficiency in identified areas. 

5. AAA Specialist, QA lead, and other HQ program managers are available to assist. 

6. The PIP is due to QA Lead 30 calendar days from the date the report was emailed.


a. QA lead tracks timeframe and follows up and offers assistance if not received on time. 

b. AAA/Region sends completed PIP to the QA Lead.

7. HQ Review and Approval

a. AAA - When the PIP is received, the QA lead and AAA specialist jointly reviews the plan. The field representative is contacted by email if there are recommendations.  The reviewed/revised document is given to the SUA administrative assistant to route for review and approval. 

b. HCS – When the PIP is received the QA lead and HCS Assistant Director jointly reviews the plan. The field representative is contacted by email if there are recommendations.  The reviewed/revised document is approved.


8. Reporting Progress 


a. Regions/AAAs


I. Progress reporting is unique to each item within the PIP and unique to each AAA/Region.


II. The Region/AAA completes the “Progress Reporting Section” and sends to the QA lead when due with a cc: to the QA manager and AAA specialist, if appropriate. If the progress report is not received on time, the QA lead follows up.


b. HQ


I. Upon review of the progress report the QA lead/AAA specialist or other management may share other ideas or strategies for quality improvement 


II. The QA Unit manager reports quarterly to executive management PIP status at a regularly scheduled office chief meeting.  


ADSA HCS PIP Process

1. The QA policy manager will develop a statewide PIP in collaboration with other program managers and executive management based on data in the review cycle final report and analysis/experiences/feedback/data, etc. provided by the QA unit.

2. The draft HQ PIP is due within 30 calendar days of the final report being issued.

3. Implementation timeframes are individually determined by items identified.

4. The HQ PIP will be reviewed and approved for implementation by executive management.


Supervisor Monitoring

HCS/AAA supervisors and/or regional management monitors have the following quality assurance & improvement responsibilities:


1. Training


a. Annual Training Plan - Each Region/PSA will develop an annual training plan that outlines how mandatory and optional training will occur for new and experienced staff (employed one year or longer).  This document is revised annually at the regional/PSA level. A separate plan does not need to be developed if these elements are included in the Performance Improvement Plan.

b. Training Documentation Form - Supervisors will use a method of their choice to document training completed for new and existing staff. 

c. Monthly Manual Chapter – Supervisors must train all case management staff on at least one chapter of the LTC manual each month.  

d. Trends Identified through Required Monitoring – Supervisors must identify individual training needs for their case managers and/or unit and arrange for the provision of that training.

2. Monitoring Results - Supervisors use the “Unresolved Issues Report” to follow-up to ensure that corrections identified by the QA unit have been completed.


3. Supervisor QA Monitoring – Supervisors must inform their staff of the QA monitoring process and expectations.  Supervisors monitor that their staff are:

a. Creating an adequate needs assessment;


b. Authorizing, providing and terminating services in a timely manner;


c. Following Department policy and procedures;


d. Correctly determining eligibility and funding sources; and


e. Completing required forms.


4. Supervisory Monitoring of New and Established staff:


a. New staff  without CARE experience

I. Review of 1st 5 assessments – best practice would be to review the assessment in pending unless services must be started quickly.


1) The goal is to provide training on correct assessment techniques and corrections can be made without having to create another assessment.

2) Review must occur in a timely manner to meet the 30-day response time.  


II. After the 1st five, review 50% of assessments for next 3 months. 

III. After 3 months, additional reviews are done at the supervisors discretion based on performance.

IV. Use locally developed QA monitoring tools. 

b. New Staff transferring within the ADSA system with CARE experience—evaluate skills by reviewing the first three assessments using local QA monitoring tools.  Additional reviews are done at the supervisor’s discretion based on performance.

c. Established staff (1 year or longer)


I. Random monitoring of three records per worker, per year.

II. Use of the QA monitoring application is required.


III. The QA unit will notify supervisors of their monitoring status at 6 months. 


Adult Protective Services Monitoring 


Quality Assurance monitoring for Adult Protective Services (APS) includes all activities related to APS intake and investigations of allegations of abuse, abandonment, neglect, self-neglect, financial exploitation, and the provision of protective services.


Monitoring Process


The APS monitoring form is located on the ADSA SharePoint site. Only pre-authorized, registered users will be able to successfully use the link to access the information (APS supervisors and managers). This form will be used to evaluate progression of skill learning, accuracy, policy compliance, and supervisory application of policy in the following areas:


· Intake 


· Investigations 


· Screen Outs 


· Closed, No APS


APS program managers, APS supervisors, and HQ APS reviewers are required to use the automated APS monitoring form. Supervisors have the discretion to monitor more cases based on the worker’s performance.


Minimum Monitoring Standard for APS Supervisors/Managers


New Staff:


· 10 cases in the first year of hire; 


· 1st 5 assigned, then five others within the year; 


· Completion of observation tool on two cases. 


Established Staff:


· Four cases per worker per year; 


· Cases selected at random at the supervisor’s discretion; and 


· Completion of observation tool on one case. 


Headquarters APS Monitoring


Headquarters will monitor:


· A statistically valid sample of “Screen Outs” and “Closed No APS” cases; 


· Other targeted reviews as necessary including verification of local supervisor/manager monitoring. 


Financial Services Monitoring


Monitoring includes all activities related to determining financial eligibility for HCS recipients.


The financial monitoring form is located on the ADSA SharePoint site.  Only pre-authorized, registered users will be able to successfully use the link to access the information (FSS supervisors and managers).  This form will be used to evaluate progression of skill learning, accuracy, policy compliance, and supervisory application of policy.  Financial program managers, financial supervisors, and HQ financial reviewers are required to use the new monitoring form for general eligibility.  Audit 99 will continue to be used to audit food stamps only.


Supervisors have the discretion to monitor more cases based on the worker’s performance.


Minimum Monitoring Standard for Financial Supervisors/Managers


New Staff:


· 100% until the new worker demonstrates the ability to accurately determine financial eligibility.


Established Staff:


· Three randomly selected cases per worker per quarter.


Headquarters Financial Monitoring


· Randomly selected cases; and


· Targeted reviews as necessary including verification of local supervisor/manager monitoring.


Policies and Procedures

Section 1915 (c) of the Social Security Act #17:  Authorizes the COPES Waiver and requires that the State of Washington have a formal system in place for monitoring the quality standards outlined in the waiver and that all problems identified by monitoring are addressed.


RCW 74.39A.050:  Requires DSHS to implement a long-term care quality improvement system that focuses on consumer satisfaction and positive outcomes for consumers.  This statute outlines 15 QA principles consistent with federal laws and regulation.


RCW 74.39A.090:  Requires DSHS to monitor the degree and quality of case management services provided to elderly and disabled clients by Area Agencies on Aging (AAA).


RCW 74.39A.095:  Specifies the minimum elements that must be included in AAA oversight of care being provided to clients.

Proficiency Improvement Plan


		Contacts

		Name & PSA/Region

		Phone & Email



		PIP Development  Contact Person




		

		



		AAA Specialist/HCS Assistant Director




		

		



		QA Lead




		

		



		Due Date to HQ 



		Due Date of PIP to HQ




		



		HQ Approval 



		Date of HQ Approval




		





		PIP Issue Tracking



		Issue

		Projected Date of Completion

		Progress Due Date

		Revision Due Date



		Issue #1

		

		

		



		Issue #2

		

		

		



		Issue #3

		

		

		



		Issue #4

		

		

		





Complete One Table for Each Issue That Did Not Meet Proficiency


Add or delete tables as needed for your PIP


		Issue #1



		Issue/Question To Work On




		



		Expected Proficiency




		



		Proficiency Reached 




		



		Coordinator




		



		Activity/Intervention

		Who acts

		Projected Date of Activity

		Date of completion

		Progress Reporting

		Progress Report Due



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		Revised Activity

		Who acts

		Revised Projected Date of Activity

		Revised Date of completion

		Revised Progress Reporting

		Revised Progress Report Due



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		Interventions to Share 



		





Instructions of Completing a PIP

		Contacts

		Name & PSA/Region

		Phone & Email



		PIP Contact Person




		Enter the name of the HCS/PSA contact person and their Region/PSA

		Enter the contact person’s phone number with area code and email address



		AAA Specialist/HCS Assistant Director




		(To be completed by QA Lead)

		



		QA Lead




		(To be completed by QA Lead)

		



		Due Date to HQ 



		Due Date of PIP to HQ




		(To be completed by QA Lead)



		HQ Approval 



		Date of HQ Approval




		(To be completed by QA Lead)



		PIP Issue Tracking



		Issue

		Projected Date of Completion

		Progress Due Date

		Revision Due Date



		Issue #1


(enter the issue/question  from Issue #1 here)

		Enter the date the Region/PSA anticipates completing all initial activities for the issue

		Enter the date progress reports are due to HQ based on the projected date of completion. (This date may be revised/negotiated during the approval process) 




		If making revisions, enter a new due date based on the new projected date of completion



		Issue #2

		

		

		



		Issue #3

		

		

		



		Issue #4

		

		

		





Complete One Table for Each Issue That Did Not Meet Proficiency


Add or delete tables as needed for your PIP


Instructions with Examples provided in RED

		Issue #1



		Issue/Question To Work On




		Enter the question/issue you will be working on 



		Expected Proficiency




		90% (Change to 98% if the question relates to financial eligibility)



		Proficiency Reached 




		Enter the proficiency for the issue/question from the local final report



		Coordinator




		Enter the name of the individual who will be the lead for this particular issue



		Activity/Intervention

		Who acts

		Projected Date of Activity

		Date of completion

		Progress Reporting

		Progress Report Due



		Describe the improvement activities or interventions you will use 

		Enter the name of the individual who will be responsible for the activity /intervention

		Enter the projected date of the activity/ intervention

		Enter the date the activity/ intervention was completed

		Describe the results and indicate if a revised plan will be implemented (Was it successful?  How?)


Completed all scheduled training and field accompaniments for 15 case managers

Training was successful based on an average “test your knowledge” score of  98%

Based on record reviews completed one month after training and field accompaniment,  proficiency increased to 92%

		Enter date progress report is due


August 2011



		Training

		Training Coordinator

		1/1 Chehalis


2/1 Kelso


3/1 Vancouver


4/1 Olympia


5/1 Pt. Angeles

		5/1/2011

		

		



		Develop and administer a ”test your knowledge” at a unit meeting two weeks after training

		Training Coordinator and Supervisor

		2/1 – 6/1

		6/1

		

		



		Field Accompaniment - Will accompany individual staff that did not meet proficiency

		Supervisor

		1/1 – 5/1




		5/1

		

		



		Record Reviews

		PIP contact Person

		6/1-7/1

		7/1

		

		



		Revised Activity

		Who acts

		Revised Projected Date of Activity

		Revised Date of completion

		Revised Progress Reporting

		Revised Progress Report Due



		If the activity or intervention was unsuccessful, describe new activity/intervention you will use

		Enter the name of the individual who will be responsible for the activity /intervention

		Enter the projected date of the activity/ intervention

		Enter the date the activity/ intervention was completed

		Describe the results and indicate if a revised plan will be implemented (Was it successful?  How?)




		Enter date progress report is due






		Interventions to Share 



		This is an optional section – Describe activities/interventions that were or were not successful that you would like to share with others- best practices may be used in the statewide final report.
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