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[bookmark: _Toc288541215]Role of the ESRD Network:  

The Southeastern Kidney Council (SKC), as the Network 6 contractor, is charged by Congress and CMS to protect ESRD Medicare beneficiaries by monitoring and improving care provided and ensuring facilities meet the Network goals.  SKC believes that beneficiaries are best served by prompt identification and resolution of quality issues through a collaborative, collegial approach.  SKC provides on-going technical assistance and education for ESRD providers to support them in providing the highest level of care possible.  When facilities are identified as having opportunities to improve, the Network provides intensive technical assistance to address and resolve the issues.  If quality issues continue despite this intensive intervention and the facility fails to meet Network goals, SKC will pursue sanctions to protect the beneficiaries.  

[bookmark: _Toc288541216]The CMS Conditions for Coverage:

494.110 Quality assessment & performance improvement (QAPI): The dialysis facility must develop, implement, maintain & evaluate an effective, data-driven QAPI program with participation by the professional members of the IDT. The program must reflect the complexity of the organization & services (including those under arrangement) & must focus on indicators related to improved health outcomes & the prevention and reduction of medical errors. The dialysis facility must maintain and demonstrate evidence of its QAPI program including continuous monitoring for CMS review.

By actively participating in the Medical Review Board Focused Review process and maintaining the “Focused Review Notebook”, you are meeting the CMS mandated QAPI standard for your focused area. Your state surveyor is aware of your Focused Review status and the “Focused Review Notebook”; if audited by the state surveyor’s office or the Network staff you will be asked to produce this notebook to demonstrate evidence of your QAPI program. 











[image: http://www.esrdnetwork6.org/utils/img/fistula-first-logo.gif]


 (
Fistula
 Focus:  Increasing Fistulas in Your Facility
)



This book was developed to assist you in completing a Network driven Quality Improvement Project that will allow you to:
· Develop process changes that are sustainable over time 
· [image: http://www.imageenvision.com/150/35461-clip-art-graphic-of-a-blue-guy-character-kneeling-and-using-a-magnifying-glass-by-jester-arts.jpg]Understand the expectations of the Medical Review Board, the Network and the facility in the process
[bookmark: _Toc288541217]How Do I Use this Book?


•	Follow the exercises in each step and submit all documents on time
[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]•	Submit all information according to the enclosed calendar 
•	Note the educational icon. This indicates assistance tools and the opportunity to utilize this information for facility wide education.
•	Remember to keep this book complete and up-to-date; print copies of your submissions to the Network and add them to the notebook as you proceed
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The PDCA method of quality improvement has long been recognized as a proven method for assessing, identifying and making positive process changes in healthcare. Network 6 has adopted a quality improvement method that takes the PDCA method a step further by adding three quality improvement pieces. The three additional steps focus on the planning process to further identify current system problems in need of improvement. This method of quality improvement entitled “The Seven Step Model” is described below and identifies how your facility will participate throughout the Focused Review process. 


[bookmark: _Toc288541219]The Seven Step Model




Step 1: Describe the problem 
· Look for changes in performance measures in facility processes
· Narrow down the project focus
· Write a final problem statement (for internal facility use only)

What the Network is asking for you to do with this step is:
· Look at facility level access data
· Drill down to patient level data
· Look for patterns, trends or changes that reflect a decrease in performance
· Complete the AVF Algorithm 

Step 2: Describe the current process
· Create a flow sheet for the current process (for internal facility use only)
· Validate the flow sheet and the performance measures with the staff involved in implementing the current process

What the Network is asking for you to do with this step is:
· Create a flow sheet for the process that your facility is currently implementing in the Focused Review area.  Include facility policies and procedures where needed as well as facility documentation and physician standing orders. This flow sheet should be a visual of the process currently in place that your facility uses and backed up by the documentation used to facilitate the process

Step 3: Identify the root causes
· Construct the cause and effect process by utilizing the Network AVF Algorithm.
· Review the algorithm with the team members responsible for its implementation
· Determine if more data will clarify the problem
· Select the root cause(s)
· Verify the root cause(s) with team members

What the Network is asking for you to do with this step is:
· After working through the Network provided algorithm look for the “big buckets” of patient areas in need for improvement
· Use the “big buckets” as your root causes 

Step 4: Develop a solution and action plan
· Generate potential solutions
· Rank the solutions and select the best solution
· Generate possible tasks for the chosen solution
· Construct a detailed action plan

What the Network is asking for you to do with this step is:
· Brainstorm with responsible team members for potential solutions
· Rank these solutions keeping in mind those changes that are possible by the facility and staff (i.e. you can’t make a surgeon change from placing AVGs instead of AVFs, but you can refer patients to surgeons that will)
· Break the solution down into manageable tasks
· Assign the tasks to a variety of team members to make the entire staff responsible for change
· Generate check points and intermediate goals (based on the manageable tasks identified). These will be dates where the team reassembles to report progress

Step 5: Implement the solution
· Communicate the plan to all facility members involved
· Meet regularly as a team at the check point dates to share information on how the implementation is going

What the Network is asking for you to do with this step is:
· Update your action plan on a quarterly basis with a detailed description of the progress and implementation steps made by the team members along with CQI meeting minutes from the previous month demonstrating discussion and planning 

Step 6: Review and evaluate the results
· Review the results of the change
· Revise the facility process(es) as necessary
· Standardize the improvement in the form of facility policies
· Continue to monitor the process(es) for needed changes
What the Network is asking for you to do with this step is:
· Develop a monitoring device that alerts the facility to variances of the new policy and allows immediate action (rapid improvement)


Step 7: Reflect and act on Learnings
· Assess the problem solving process the team used and the results achieved; recommend policy changes, if needed
· Continue to monitor the outcomes of the policy change
· Continue the improvement processes where needed; standardize where possible
· Celebrate the team’s success on improving quality outcomes

What the Network is asking for you to do with this step is:
· Continue to monitor your process
· Make changes to your process as needed or indicated by your monitoring procedure
· Standardize the process and ensure compliance by facility staff
· Celebrate your success!
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Step 1: Describe the problem (Plan)
Step 2: Describe the current process (Plan)
Step 3: Identify the root cause(s) (Plan)
Step 4: Develop a solution and action plan (Plan)
Step 5: Implement the solution (Do)
Step 6: Review and evaluate the results (Check)
Step 7: Reflect and act on learnings (Act)

	 (
PLAN
)

Step 1:  Describe the problem



	Step 2: Describe the current process
 (
Policies and Procedures
) (
PLAN
)[image: C:\Documents and Settings\cclark\My Documents\My Pictures\Microsoft Clip Organizer\j0150475.wmf]

	Step 3: Identify the root causes(s)
 (
PLAN
)[image: http://www.itsmsolutions.com/newsletters/ishikawa.png]
           


	 (
PLAN
)Step 4: Develop a solution and action 
[image: http://www.sales-psychology.com/image-files/actionplan.jpg]plan

	 (
DO
)[image: http://www.in.gov/idem/images/action_plan_timetable.gif]Step 5: Implement the solution

             

	Step 6: Review and evaluate the 
 (
CHECK
)results
[image: http://www.pyr.ec.gc.ca/boatyards/Images/BestPractices_000.JPG]
	Step 7: Reflect and act on 
 (
ACT
)Learnings
[image: http://fhs.mcmaster.ca/mdprog/images/compass_diagram_reflection_and_evaluation.jpg]                                               





Putting the Pieces Together
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The Seven Step Model

[bookmark: _Toc288541222]Step One: Describe the Problem

Facility responsibilities for this step:
1. Your problem has already been identified based on Fistula First data.
2. Look for patterns, trends or changes that reflect a decrease in performance
3. Utilize the tools listed in this section of the Notebook
4. Identify any indicators of poor performance that are demonstrated in the data
5. Write a problem statement from your analysis
6. The Network expects the facility statement to reflect a facility-specific, data driven problem statement. (for example: Our facility has low AVF rates because ……..)

[bookmark: _Toc288541223]Step Two: Describe the Current Process

Facility responsibilities for this step:
1. Your facility is expected to review all policies and procedures that explain the process for caring for those patients that are a candidate for an AVF.
2. Utilize the Notebook materials located in this section to further identify what processes are currently being used.
3. If the written policies that aren’t being followed, the resources in the Notebook might enable your facility to identify potential problems in the current system.

[bookmark: _Toc288541224]Step Three: Identify the Root Cause(s) 

Facility responsibilities for this step:
1. Use your completed algorithm to identify your root causes for low AV Fistula 




[bookmark: _Toc288541225]Step Four: Develop a Solution and Action Plan
			
Facility responsibilities for this step:
1. Using the root cause(s) identified in Step Three of the Seven Step Model, write the facility action plan on the Network Action Plan Template 
2. Utilize the components in this section of the Notebook to fully form the action plan with all the necessary components
3. Assign tasks and plan checkpoints for analyzing progress made and barriers present


[bookmark: _Toc288541226]Step Five: Implementing the Process

Facility responsibilities for this step:
1. Break the action plan down into steps and “map out” dates of completion using realistic goals
2. Utilize the tools present in this section of the Seven Step Model Notebook
3. Assign team members tasks that they will be accountable for
4. Set checkpoint meeting dates for the team to reconvene and discuss progress and barriers
5. As progress is made in the action plan assess changes that need to be made to the current facility policies and procedures
6. Monitor progress and assess roadblocks to success appropriately


[bookmark: _Toc288541227]Step Six: Review and Evaluate the Results
Ongoing………….

Facility responsibilities for this step:
1. Develop a monitoring device that alerts the facility to variances of the new policy and allows immediate action (rapid improvement)
2. When your facility has met and sustained goal, you will be asked to submit your facility’s best practices that demonstrate the interventions used to excel.



[bookmark: _Toc288541228]Step Seven: Reflect and Act on Learnings
Continual…..

Facility responsibilities for this step:
1. Assess the problem solving process the team used and the results achieved; recommend changes, if needed
2. Continue the improvement processes where needed and standardize the facility processes where possible
3. Continue to monitor your process
4. Ensure compliance by facility staff
5. Celebrate success!
                                                                    
Assessing the Problem Solving Process
1. Assess the problem solving process the team used and the results achieved. Recommend changes, if needed
a. Pay special attention to the processes that produced the results, not just the results
b. Assess the team’s effectiveness on each part of the PDCA cycle
c. Assess the training
d. Brainstorm a list of lessons learned
2. Continue the improvement process where needed and make policy changes
a. Seek other areas of improvement. Consider reviewing the initial problem and selecting the next problem area to focus on
b. Consider new problems that were identified during the problem solving process but were put on the “to do” list.
3. Celebrate Success!



[bookmark: _Toc288541229][image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Resources
[bookmark: _Toc288541230]Step One 
Need Help Describing the Problem?

Your facility most likely uses charts to demonstrate the data provided by quality measures QI projects. Data can help:
· To reveal a problem
· To describe a problem: when the problem is revealed it can be fixed rather than just addressing a symptom of the problem
· To monitor and control a problem: teams can make sure that what they fix or improve stays that way
· To prevent a problem: when there is a consistent trend or cycle in the data a team can take action to reduce or eliminate the undesired trend or cycle in the process before it becomes critical. It’s always easier to prevent a problem than to have to correct it.

Below are two charts that are effective for identifying problems, the Pareto Chart and Run Chart. 
Pareto Chart
A Pareto chart is a bar graph. The lengths of the bars represent frequency or comparison of quality indicators In this way the chart visually depicts which situations are more significant and prioritizes them accordingly. It organizes and displays information to show the relative importance of various problems or causes of problems. It is essentially a special form of a vertical bar chart that puts items in order (from the highest to the lowest) relative to some measurable effect of interest: frequency, prevalence, time.
[image: ]


[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]When to use a Pareto Chart:                             
· When analyzing data about the frequency of problems or causes in a process. 
· When there are many problems or causes and you want to focus on the most significant. 
· When analyzing broad causes by looking at their specific components. 
· When communicating with others about your data.                             
Run Chart
Run charts (often known as line graphs) display process performance over time. Upward and downward trends, cycles, and large deviations may be spotted and investigated further.  Run charts give a picture of a variation in a process over time and help detect causes of that variation. They make trends or other non-random variation in the process easier to see and understand. Run charts graphically display shifts, trends, cycles, or other non-random patterns over time. Also, an average line can be added to a run chart to clarify movement of the data away from the average or facility goal. With the understanding of patterns and trends of the past, groups can then use run charts to help predict future performance. Investigating this phenomenon could unearth potential for improvement. Once processes have been improved run charts can also be used to track improvements that have been put into place, checking to determine their success. 

When to use a Run Chart: 
· When looking at data over a long period of time, to detect when a range of variation is evident. 
· When looking for trending patterns 
· To clarify movement of the data away from the average
· When tracking several variables on a single chart, with each variable having its own line
· When tracking  improvements that have been made, checking their success over time 
· With analysis of the information provided run charts can help to predict future performance
· Providing problems hidden from view when using data alone and left unresolved


[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Components of a Good Problem Statement

	What are you trying to accomplish?
	Use words like
· Increase
· Decrease
· Cut back                         
· Improve    
· Expand
· Develop
· Remove
· Reduce
· Lower
· Eliminate
· Shorten
· Extend

	What areas are you trying to improve?

	Use words like
· Errors
· Mistakes
· Break downs
· Yields
· Availability
· Turnaround time
· Timeliness
· Wait time
· Accuracy
· Cycle time

	What is the current numeric performance value of the Quality Improvement measure?

	QAPI projects are data driven. Compare data that indicates the problem (the starting point) with data collection checkpoints along the way to measure progress

	What is the name of the process under study?

	The title of the project should reflect the process that you are planning to change.



Example of a Final Problem Statement:  Reduce the large number of post BUN labs drawn incorrectly in the dialysis adequacy process so that the reporting data is correct and can be treated in a timely manner.


[bookmark: _Toc288541231][image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Step Two
A Process Flowchart
The main reason of using a process flowchart is to show the relationship between major parts of the system. Flowcharts are maps or graphical representations of a process. Steps in a process are shown with symbolic shapes, and the flow of the process is indicated with arrows connecting the symbols. In quality improvement work, flowcharts are particularly useful for displaying how a process currently functions or could ideally function. Flowcharts can help you see whether the steps of a process are logical, uncover problems or miscommunications, define the boundaries of a process, and develop a common base of knowledge about a process. Flowcharting a process often brings to light redundancies, delays, dead ends, and indirect paths that would otherwise remain unnoticed or ignored. Remember, a picture is worth a thousand words!

Benefits for Process Flowcharting
The process flow chart provides a visual representation of the steps in a process. Flow charts are also referred to as process mapping or flow diagrams. Constructing a flow chart is often one of the first activities of a process improvement effort, because of the following benefits: 
· Gives everyone a clear understanding of the process 
· Helps to identify non-value-added operations 
· Facilitates teamwork and communication 
· Keeps the facility team on the same page 
· Shows the flow of actions and decisions in a process from start to end
[bookmark: _Toc252519637]Standard Symbols for Drawing a Process Flowchart 
Flowcharts use special shapes to represent different types of actions or steps in a process. Lines and arrows show the sequence of the steps, and the relationships among them. You can make a flowchart more useful by adding information inside or beside the boxes. There are many symbols used to construct a flow chart; the more common symbols are shown below: 
 (
   
Decision 
)
 (
Activity 
) (
Start/End 
)






[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Validating the Flowchart and 
Performance Measures

	Validate your facility’s Flowchart
	Questions
· Any of these categories can be used to identify areas to work on in your facility’s quality improvement efforts

	Yes/No
	Does the flowchart show all of the critical tasks and decision points?

	Yes/No
	Do the words in the flowchart clearly describe what’s happening at each step and decision point? Are all of the connections drawn as they actually happen, especially flowing from decision points?

	Yes/No
	What is the range of time that it takes to complete each task or the make each decision?

	Yes/No
	How does the person measure its success? Are the measures objective (based on facts) or subjective (based on opinion)? 

	Yes/No
	How does the person responsible for each sub-step measure its success? Are the measures objective (based on facts) or subjective (based on opinion)?

	Yes/No
	Are there delays because the criteria for making decisions are unclear? Are there inspection points where a lot of outcomes are rejected or diverted?

	Yes/No
	Who measures, improves, and reports about each step? Is there one person ultimately responsible for each step or is it a shared responsibility? 

	Yes/No
	Are there any reported problems about a particular step in the process? Are there any steps that are interfering with the process because they don’t meet facility needs?






[bookmark: How_to_draw_a_flowchart][bookmark: _Toc252519638][image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]How to Draw a Flowchart
There are no hard and fast rules for constructing flowcharts, but there are guidelines which are useful to bear in mind. Here are six steps which can be used as a guide for completing flowcharts. 
1. Describe the process to be charted (this is a one-line statement such as, "How to fill the car's petrol tank") 
2. Start with a 'trigger' event 
3. Note each successive action concisely and clearly 
4. Go with the main flow (put extra detail in other charts) 
5. Make cross references to supporting information 
6. Follow the process through to a useful conclusion (end at a 'target' point) 
The best way to illustrate the use of these guidelines is to look at a simple example (see below) and follow how each step has been applied. 
1. The first step is to identify the process to be flowcharted and to give the chart a title. In this case, it is `How to fill the car's petrol tank'. 
2. Begin to draw the chart by first describing the event which initiates the process (the 'trigger'). In the example this is `Low petrol warning light comes on'. 
3. Then note down each successive action taken. Actions should be described in as few words as possible, but make sure the description is not ambiguous or unclear. 
4. When you reach a point at which the flowchart branches into a number of alternatives, and the resulting complexity threatens to overwhelm the exercise, choose the most important alternative to continue flowcharting with. The others can simply be terminated and dealt with in separate flowcharts. Such a point is illustrated in the example where a decision is required on how much petrol is to be put in the tank. 
5. Often you may need to make cross-references to important supporting information (in this example cross references may be made to, say, a table of preferred brands of petrol, or to a list of cars able to use unleaded petrol). 
6. Continue describing each event, action or decision as it occurs in sequence, until the process is concluded. In the example, this point is reached when the petrol is paid for, the tank is recharged, and you are ready to drive off. 
[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif][image: http://www.hci.com.au/hcisite2/toolkit/fldia1.gif]
[bookmark: _Toc288541232][image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Step Three
Root Cause Analysis
Root cause analysis is a process of tracking down the key sources that are causing a problem. Rather than reacting to symptoms, root cause analysis allows the facility to change or create processes that will have long lasting patient results. These root causes, when eliminated or changed will make the biggest impact towards solving the facility QI problem. Root cause analysis involves creative thought, data collection, analysis and objective reasoning. It also requires input from the entire facility team to brainstorm for all possible causes that have contributed to the problem.

The Relationship of Cause and Effect
To get at the heart of a problem, facility teams need to identify all of the possible causes of the problem. Causes can usually be attributed to how work gets done, but causes can also occur in data collection, lab methods, and assessment techniques or in the way people do their jobs.
· Variation can occur in one or more steps of the facility procedure or policy
· The more the problem occurs, the more the resulting effect is influenced 
· To solve a problem, a team needs to identify the source of problem before taking corrective action to modify or change the facility policies

The Focused Review Algorithms
Network 6 has algorithms available for each area of Focused Review. They are located on the Network website at www.esrdnetwork6.org. Your facility is required to submit the Network 6 algorithms to complete the Step 3 requirements. Remember, these algorithms focus on those patients that have quality indicators that are below average.

Discovering Root Causes
Using the information that is identified in the algorithm create your Action Plan. Keeping in mind that a cause may be placed in as many categories as it seems to fit, create the next levels of causes:
· For each cause listed in the algorithm, ask “Why does this happen?” For each response identified in the algorithm, repeat the same questions and write down the response. Each successive answer is another possible cause.
· List the team’s responses as branches off of the major causes. The placement of connecting lines shows the relationship of each response to the one that preceded it.
· Continue to ask “Why?” for each cause until the team decides it has enough information to identify the root cause.

Select the Root Cause(s)
Identify likely candidates for the root cause(s) by evaluating one or more of the following indicators:
· Look for causes that appear 
· Look for changes and other sources of change in the process 
· Use collected data that demonstrates a potential root cause
· Use group discussion to convincingly explain how a cause is creating the problem

[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Useful Tools
Brainstorming
Brainstorming is a thinking process that asks people to come up with ideas and thoughts that seem to be a bit farfetched. Often, this technique allows team members to provide spontaneous and honest ideas that can be enlightening. You can then improve them into ideas that are useful and often very original.
Individual brainstorming is best for generating many ideas, but tends to be less effective at developing them. Group brainstorming tends to develop fewer ideas, but takes each idea further. Used with your team, brainstorming helps bring the experience of all team members into play during the problem solving process. Where possible, participants should come from as wide a range of disciplines as possible. This creates an interdisciplinary approach to patient care, bringing with it a broad range of experience with the end result of improving patient outcomes.
Affinity Diagrams
Because many decision-making exercises begin with brainstorming, one of the most effective ways to deal with the quantity of ideas generated is an affinity diagram. Many of the ideas will be very similar, and many will also be closely related to others. What an affinity diagram does is start to group the ideas into themes. An effective way to make an affinity diagram is to place each identified idea on a post it note. Post it notes can then be sorted into logical groups to identify the relationships.
Affinity diagrams can be used to:
· Draw out common themes from a large amount of information.
· Discover previously unseen connections between various ideas or information.
· Brainstorm root causes and solutions to a problem. 
Fishbone Diagrams
If the topic involves investigating multiple cause-and-effect factors associated with a complex topic and how they inter-relate, use a fishbone diagram as your graphic organizer. [image: http://www.enchantedlearning.com/graphicorganizers/fishbone/gifs/fish.GIF]A fishbone map is used to explore the many aspects of a complex topic, helping to organize thoughts in a simple, visual way. 
If the topic at hand involves investigating attributes associated with a single, complex topic, and then obtaining more details on each of these ideas, using a fishbone diagram helps the team to focus on the topic. It requires the team to review what they already know in order to organize that knowledge. It also helps to point out the areas where investigation into the problem is required (when the fishbone becomes difficult to fill out it). This in turn helps to identify problem areas.





[image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Review of the Cause and Effect Diagram

Use the checklist below to review the accuracy and completeness of the team’s diagram.

	Ask:
	If you answered no, then……….

	Is the problem correctly stated? Does it include the name of the process?
	Rewrite the problem statement. Compare the statement written in Step 1 and include any new information gathered

	Have you listed all the potential causes?
	Ask others who also know the process to identify possible causes

	Are all the brainstormed causes categorized?
	If you have trouble fitting a brainstormed cause into a category, add another category called “other” and place the cause there

	Have you identified solutions instead of causes?
	Save these on a list of possible solutions for later. For now focus only on identified causes

	Do the causes relate to the issue?
	Have the team reread the problem statement again. So as not to lose any information, place any unrelated items in a “parking lot” list to address later

	Is the diagram complete and understandable?
	· Make sure every category has detail in it
· Explain any jargon
· Make sure all the causes, as they are written in the diagram, are clearly understood so that their meaning can be recalled later by any team member



Determine if More Data Will Clarify the Problem
Many of the causes identified by team members are known causes, while others may be informed guesses. Whenever possible, validate these guesses by collecting and analyzing data. Remember, this process should be data driven; your team must be able to identify the cause, and the solution, with facility data.













[bookmark: _Toc288541233][image: http://camcor.uoregon.edu/images/sidebar-icon-2.gif]Step Four
Action Planning

The Action Plan is a work in progress. It requires monitoring, discussion, changes and revisions where indicated, and consistent updating. An Action Plan is a detailed description of how you will improve your facility outcomes. It sets forth in writing your goals, specifies the actions that are needed and makes it clear who will be responsible for each step.

To develop a workable Action Plan, start with a clear understanding of where your facility is operating currently. What processes are currently in place? Are the processes a vital part of the quality process, or are they just “on paper” projects? Are these processes worth continuing as is, or should they be modified? What is the next logical step in going forward? Create a plan that suits your facility and patient population, is possible to implement within a reasonable time and will increase patient outcomes. 

The Action Plan describes:
· A clear picture of where you are going
· How you are going to get there
· Who and what are involved
· The timeframe
· A means to monitor progress and assess success

Identifying the Goal and Objective:
The goal expresses a sense of direction, a purpose, an aim. It should focus on the most important quality outcome that needs to be achieved from the implementation of the Action Plan. The objective is more specific and expresses what process change will occur with the implementation of the Action Plan. Objectives express the strategy that have been selected and the desired outcomes.

Implementation, Monitoring and Evaluation

· What needs to be done? What actions will promote or support the desired change? What is needed to support the staff that will implement the change? How will the change impact the patient and desired outcome?
· By whom and by when? Who will be responsible for planning and carrying out the activity? What timeframe is being allowed for each activity? Is this a realistic time to complete the activity completely and accurately?
· What resources are available? What resources are needed? What resources from the facility, Medical Director, corporate level are necessary to implement and evaluate the activity? 
· What evidence indicates progress? Put in place measureable indicators such as data checkpoints to demonstrate evidence of progress.
· How and when will evidence be gathered? How will the indicators be measured, and how often should this be done? How will you know when you have reached your goal? Do you have data to support this?





                     
[image: C:\Documents and Settings\awilliams\Local Settings\Temporary Internet Files\Content.IE5\ZCHVQOXY\MCj02380250000[1].wmf]
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Elements of a Good Action Plan


	Does your Action Plan include these items?
	Purpose

	Yes/No
	The plan will satisfy the needs of the problem. It will define the problem, the expected results and the criteria for success

	Yes/No
	The plan defines the checkpoints that will allow the team to stay on track and move forward

	Yes/No
	The plan provides for obstacles that could prevent the implementation of the plan

	Yes/No
	The plan defines the outcome reports that will reflect the progress of the project. As it is implemented it will highlight any problems that are occurring and what is being done to overcome them

	Yes/No
	The plan ensures that the team members continue to bring the right skills and expertise to the problem solving effort. If added skills and knowledge are required, the team will need to find and include these people on the team

	Yes/No
	The plan coordinates the activities efficiently to meet the deadline

	Yes/No
	The plan provides an estimate of time required to implement the plan and the identifies activities that might interfere with scheduled work assignments

	Yes/No
	The plan is documented for final review and ready to be communicated with all the team members 
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Accountability
1. The team, and ultimately the Medical Director of the facility, is accountable for completing the tasks in the action plan. To do this, the team should appoint one team member accountable for completing each individual task in the plan
2. All team members should understand their roles and what reports they will be expected to present to the team with each briefing 
3. It is the team’s responsibility to monitor and document the progress of the plan and report any incidents that occur during the implementation of the plan
4. It is important that the team schedule regular briefings to report progress, roadblocks and modifications needed to the plan
5. As the team completes the plan, facility policies and procedures should be rewritten and adopted as appropriate

Implementation of the Action Plan
1. Purpose
• To ensure the action plan is being followed as outlined by the team
• To make modifications to the plan if data indicates they are needed

2. Steps To Follow
•Monitor progress of the action plan through regular reports to team members
•Modify the action plan as necessary. Be flexible.
•Meet for group review and discussion
•Action taken
•Time spent
•Difficulties encountered
•Successful experiences and those that were not
•Unmet objectives
•Evaluate success of the plan

3. The Evaluation process should include
•The problem statement
•Summary of the action plan
•What changes were made relative to the identified concern and by whom
•Type and extent of involvement by all parties involved
•If project was completed on time 
•Continuing action needed
•Continuing action planned
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Review and Evaluate the Results of the Change
	1. Is there a difference between the present and past performance?

	2. If the problem solving process is not complete, answer the following questions:
· What has the team done/accomplished so far?
· What do you have left to do?
· What obstacles have the team encountered?
· What are the preliminary recommendations for continuation?

	3. Did the team meet its identified targets? If yes, continue to implement the plan. If not, find out why.

	4. Did the solution work? If not, try any of the following:
· Examine the team’s thinking process that led to the chosen solution
· Use graphing data to check the results of the change and compare prior performance to current  performance
· If new issues have surfaced as a result of the changes made, brainstorm to categorize them
· Determine if the team’s solution was the best choice for tackling the problem
· Review, refine or redo the Cause and Effect diagram to examine other root causes that might be used utilizing the team’s gained experience
· Develop an alternative solution

	5. Review the results of the change. Modify the process(es) to prevent a recurrence

	6. Revise the process as necessary. 
· Use the information that the team has gathered thus far to fine tune process changes
· Brainstorm counter measures for problems as they surface. Review the team’s process(es) using flowsheets as necessary. Keep making revisions of the process until the team is satisfied that the problem has been solved

	7. Standardize the improvement- Update documentation to reflect the changes in the process(es)
· Do we need a new policy or modifications to the existing policy?
· Do we need new documentation or data collection forms?
· Who is responsible for updating the documentation?
· Who is responsible for carrying out the policies and procedures?
· Develop a variance tool to record deviations from the process
· Who is responsible for monitoring the variance tool? How frequently? Determine allowable deviations before rapid cycle improvements must occur
· Update and conduct training

	8. Continue to monitor the process for changes
· Designate a responsible team member. This is the person responsible for monitoring process measures and reporting any changes to the facility administration. This person should be knowledgeable about the process, its documentation, the procedures and required training. This person should be provided with adequate staffing time for successful and meaningful monitoring
· Use the tools devised for monitoring the process
· Establish a monitoring plan for collecting data
· Address these issues: 
· How much data will be collected?
· Who will collect it?
· How often should it be collected?
· What is the recording process for data collected?



Step Seven: Reflect and Act on Learnings
Continual…..

Facility responsibilities for this step:
1. Assess the problem solving process the team used and the results achieved; recommend changes, if needed
2. Continue the improvement processes where needed and standardize the facility processes where possible
3. Continue to monitor your process
4. Ensure compliance by facility staff
5. Celebrate success!
                                                                    
Assessing the Problem Solving Process
1. Assess the problem solving process the team used and the results achieved. Recommend changes, if needed
a. Pay special attention to the processes that produced the results, not just the results
b. Assess the team’s effectiveness on each part of the PDCA cycle
c. Assess the training
d. Brainstorm a list of lessons learned
2. Continue the improvement process where needed and make policy changes
a. Seek other areas of improvement. Consider reviewing the initial problem and selecting the next problem area to focus on
b. Consider new problems that were identified during the problem solving process but were put on the “to do” list.
3. Celebrate Success!
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