QUALITY IMPROVEMENT PROJECT

SUMMARY REPORTING FORM AND IMPROVEMENT PLAN

Facility Name & CMS Provider Number __________________________________________ Date: _____________
Target Outcome /Goal / Date to Achieve Goal:  _____________________________________________________________________________________________

Opportunity for Improvement (problems statement linked to specific indicators/what will happen if you do nothing?): _____________________________________________________________________________________________

Current Situation: What is your facilities percent of patients achieving outcome listed above? _______%

Problem Identification/Root Cause Analysis: List at least one problem that your facility has identified to attain, maintain or exceed performance target. (Indicate % of patients affected by barrier to assist in analyzing data)
__________________________________________________________________________________________________________________________________________________________________________________________ 

Activities Underway/Process(es) Involved: What project does your facility have underway to achieve, maintain or improve outcome?  _____________________________________________________________________________

If using a protocol for management, does your facility perform chart audits? ______Yes ______No

If audits are performed, how often?________________________________________________________________ 

If not, how does your facility document that protocols are being followed?_________________________________
____________________________________________________________________________________________

If audit shows that protocols are being followed, and patient outcomes are still not met, how does your facility plan to address this problem?______________________________________________________________________
_____________________________________________________________________________________________
Improvement Actions:  Implement QIP. Inform all personnel about the QIP and what is expected. 

(Interventions should be specific to barrier listed)  

List Interventions: _____________________________________________________________________________

____________________________________________________________________________________________

Date Implemented:_____________________________________________________________________________

Person(s) responsible: __________________________________________________________________________

Tools & Resources:  What QI tools and/or resources are being utilized to augment your QI activities?

____________________________________________________________________________________________________________________________________________________________________________________________

Status update on Improvement Actions:  (Try changes on small if possible.  What were the results?)
____________________________________________________________________________________________________________________________________________________________________________________________

Follow Up/Re-check Plan and Date:  QIP has been in effect for 2-3 months (or quarterly), has improvement been seen? ______Yes ______No
What is your facilities percent of patients achieving outcome listed above? ___________________________
If not, has a new QIP been developed? _____________________________________________________________________________________________________________________________________________________________________________________​​_______

Routine Monitoring:  When target has been achieved or exceeded, what monitoring will your facility continue to utilize? ________________________________________________________________________________________
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