	ADHS Healthy@Home QI TEAM CHARTER

	Team Name:
	Version:
	Subject (Target Area)

	Comprehensive Home Assessment Team  (CHAT)
	V.8
3/04/14
	Integration of Environmental Health and Chronic Disease Assessment/Referral Components into Home Visiting Services

	Team Sponsor (Health Official)
	Role:

	Janet Mullen, Deputy Director, ADHS
	To provide overall organizational support and guidance to QI project

1. Assist with negotiating challenges to the project

2. Assist with garnering necessary resources

3. Apply lessons learned from this QI process to development of future ADHS CQI projects and training

	Team Members:
	Role:

	ALL
	Fully participate in QI meetings and process, ensure assignments are completed, coordinate with other staff and partners as needed, identify barriers and opportunities for achieving desired outcomes, learn how to conduct a CQI process, participate in webinars and conference call as appropriate.

	Diane Eckles, Environmental Health
	To provide coordination in major content areas associated with QI Project, specifically environmental health

	Tiffney Tihey, Workforce Development
	To provide coordination in major content areas associated with QI Project, specifically workforce development

	Toni Means, Maternal & Child Health
	To provide coordination in major content areas associated with QI Project, specifically Maternal and child health

	Anna Alonzo, Chronic Disease
	To provide coordination in major content areas associated with QI Project, specifically chronic disease

	Sara Rumann, Health Start
	To provide expertise on specific processes (programs) involved in QI project, specifically, Health Start

	Mary Ellen Cunningham, WCH & MIECHV
	To provide expertise on specific processes (programs) involved in QI project, specifically, MIECHV and other programs within Bureau of Women’s & Children’s Health

	
	

	Team Leader 
	Role:

	Sheila Sjolander, Assistant Director, Public Health Prevention 
	To provide overall coordination and leadership for the project to ensure a successful outcome for ADHS

1. Provide guidance on parameters and direction of project

2. Coordinate project meetings

3. Ensure grant deliverables are met

4. Manage RWJF/ASTHO grant

5. Coordinate team members and consultant resources

6. Act as liaison with ASTHO and assigned QI consultant

7. Learn how to conduct a CQI process

8. Participate in required conference calls and webinars
9. 

	Scribe
	Role:

	Rotating among team members
	Record minutes of meetings, post to Google AZ CQI site, email notification of posting to all team members

	Problem / Opportunity Statement

	Several home visiting programs are funded through the State and there are multiple assessment / referrals protocols addressing environmental health being used. In addition, there is a missed opportunity in home visitation programs to provide chronic disease referral / education in families.  By integrating the expertise we have available at the state level in Environmental Health and Chronic Disease into these home visitation programs, we can address these issues. We have an opportunity to identify the information that needs to be collected in the area of environmental health and standardize the assessment protocol, whenever possible. We can also maximize the time and effort of home visitors while in the home by providing them with chronic disease resources and referral protocols. These actions will ensure positive outcomes for the clients and families enrolled in the home visitation programs. 

	Process Improvement Area:

	Integration of Environmental Health assessment and Chronic Disease referral processes into two state-funded home visiting programs: Health Start and High Risk Perinatal Program.

	Initial Aim Statement

	Complete a quality improvement process that serves as a model for ADHS. For high risk families with young children as well as for ADHS staff to learn quality improvement. By integrating environmental and chronic disease components to existing home visiting programs and utilizing QI tools to ensure effective and efficient processes are developed so that ADHS achieves accreditation and provides more comprehensive services within home visiting programs.

	Revised Aim Statement(s):

	By October 31, 2013, ADHS will increase home visitors' knowledge and provision of education materials of environmental health and chronic disease by 70%, and increase referrals by 30% when indicated by the assessment.  This will be completed by standardizing environmental health and chronic disease assessment and referral components into two state-funded home visiting programs that serve families with young children: Health Start and High Risk Perinatal Program. 

	Scope (Boundaries) /Team Authority:

	The scope of the project is defined as the time the family is enrolled in a state-funded home visiting program to the time that they either complete or leave the program.  

	Customer’s (Internal and External)

(The primary customers of the product / service to be provided)
	Customer Needs Addressed:

(The ways in which CQI Team work will meet the customer’s stated needs.)

	Bureau of Tobacco and Chronic Disease
	Will ensure families in state funded HV programs are receiving adequate information and awareness of referral sources around any diagnosed chronic disease that may be impacting their family. 

	Home Visiting Taskforce
	Will gather information regarding environmental health and chronic disease that may impact families in statewide home visiting programs including those that are not funded by ADHS.

Maintain fidelity to home visitation models, training and cost, QI training tools and resources

	Home Visiting Contractors
	Will ensure that Contractors’ HV staff have appropriate tools and training to assess environmental health of families, to identify needs of families with chronic disease including referral sources. 

Home assessment tool that is comprehensive, cultural appropriate and time efficient, training on use of tool and resources

	Office of Environmental Health
	Will ensure families in state funded HV programs are receiving adequate environmental health assessments and follow-up information. 

To deploy healthy homes staff by fall 2012.

	Pragathi Tummala, Managing for Excellence Program, ADHS
	Will ensure that QI Plan meets PHAB accreditation requirements

	Providers of chronic disease self-management
	Will ensure families in state funded HV programs have sufficient information and understanding of how to manage any specific chronic disease occurring in their family. 

	Clients of home visiting programs and their families
	Comprehensive and efficient assessment and referral systems

	Objectives (SMART) 

	By 10/31/13, 80% of the families in the two state home visiting programs (Health Start and High Risk Perinatal Program), who participate in the pilot program will receive at least 70% of the following elements of the healthy homes assessment for which they were eligible. 

1) Home safety and family wellness assessment using the Healthy @ Homes instrument

2) Education about potential home and health safety hazards (e.g., ceramic pottery, pet dander, mold, etc.)

3) Education about chronic disease self management needs and resources

4) Referral to appropriate chronic disease self management resources

5) Education about environmental health needs and resources

6) Referral to appropriate environmental health resources

	By 10/31/13, there will be a 70% increase in knowledge by home visitors from Health Start and High Risk Perinatal Program in home safety issues and resources, resources for chronic disease self management, and environmental health resources.  

	By 10/31/13, there will be a 70% increase in the provision of education materials by home visitors from Health Start and High Risk Perinatal Program to families when need is indicated by scores on Healthy@Home Assessment.   

	By 10/31/13, there will be a 30% increase in the number of referrals of families, when need is indicated, by home visitors from Health Start and High Risk Perinatal Program to environmental health, chronic disease, and health safety resources. 

	Success measures (What does success look like?) 

	The three components of our success measure assess different facets of integration of environmental health assessment and chronic disease referral into two home visiting programs (Health Start and High Risk Perinatal Program):  

1. Implementing the composite of Home Safety and Family Wellness:  A composite score will be calculated and be based on whether or not each element of the healthy homes assessment was received by a family. If a family is not eligible for a specific element, the item is not included in the final score. The data source will be the completed assessment form.  Data will be collected at baseline, at the completion of the pilot, and monthly until October 2013. Criterion for success is 80% of the families will achieve at least a 70% composite score. In the example below three families achieved the standard of at least 70%; however, goal of 80% of families meeting the standard was not met. Three out of five or 60% met the standard.

Sample of composite scoring
Family

Healthy @ Home Assessment

Pt Ed on Home & Health Safety Hazards

Pt Education: Chronic Disease Self Management

Pt Referral: Chronic Disease Self Management

Pt Education: Environmental Health Resources

Pt Referral: Environmental Health Resources

Composite Score

% Meeting Standard
1

YES

YES

NO

YES
YES

YES
83%
60%

2

YES

YES

Not Eligible

Not Eligible

YES

YES
100%
3

YES

NO

Not Eligible

Not Eligible

NO

NO
25%
4

YES

YES

YES

YES
Not Eligible

Not Eligible

100%
5

NO

YES

NO

NO
Not Eligible

Not Eligible

25%
2. Increasing knowledge of home visitors: A pre test will be administered prior to the training of home visitors. Included in the pre test will be items on knowledge of home safety and family wellness, knowledge of resources, and provision of referrals where the home visitors will be asked to think back over the last few home safety assessments they have conducted and indicate how often (Likert-type scale) they discussed the results with the client and provided a referral to environmental health, chronic disease and/or health safety resources when needed.  A post test will be administered at the end of the pilot phase and the same questions will be asked. The percent change between pre and post will be calculated for individual items and overall for each of the major areas.  The criterion for success is a 70% increase.

3. Managing health / safety risk: Frequency counts of families that received education materials and referrals from the home visitor will be collected.  The number of families that were identified as needing education and / or needing a referral will be compared to the number actually receiving materials and referrals. The data source will be Healthy @ Home checklist for education materials and referrals. Data will be collected at baseline, after the pilot, and monthly until October 2013. The percent change between pre and post will be calculated. The criterion for success is a 30% increase in referrals and a 70% increase in the provision of education materials.

	4. Success of the CHAT CQI initiative will also be measured by the extent to which the project meets two quality improvement standards from the Public Health Accreditation Board (PHAB):

Standard 7.2.2 A:  Collaborate to implement strategies to increase access to health care services.  (The measure of success will be documentation of (a) a cooperative system of referral between partners that shows the methods used to link individuals with needed health care services, and (b) program/work plans documenting that strategies developed collaboratively have been implemented.)  

Standard 9.2:  Develop and implement quality improvement processes integrated into organizational practice, programs, processes, and interventions. (The measure of success will be the documentation of quality improvement activities based on the QI Plan and demonstration of staff participation in quality improvement activities based on the QI Plan. The CHAT Charter, minutes of each CHAT team meeting, and the corresponding documentation developed as a result of the QI activities will serve to document QI activities.  The minutes of each meeting will document the participation of staff participation in the QI activities designation on the QI Plan.)

	

	Considerations (Assumptions / Constraints / Obstacles / Risks)

	Assumptions (Statements or requirements that must be accepted)

· Healthy Homes can/should be integrated into home visiting programs.

· National goal assumed lead poisoning would not exist after 2010 

· There is strong support from ADHS leadership for this effort

· Providers will be willing to change the way they currently do things

· State Home Visiting Task Force is bringing all home visiting programs together to work on standards, professional development

· Site visits and quarterly training will be in place

· There may be a possible decrease in the number of data elements collected

· New prevention information regarding the identification of sources of lead poisoning and asthma triggers and injuries

· Feedback from families and home visitors will be collected and help “acceptance” of change

· Sharing through Google site as well as looking at the work in other states will accelerate our process

· Having CQI team work tied to accreditation process will benefit the process

· When using the term home visiting “clients”, this includes family members.

Constraints (An element that might restrict or regulate project actions or outcomes)

· Varying program requirements exist for home visiting programs

· Some HV programs have very strict policies and procedures to ensure fidelity to the model

· Multiple data systems are used by HV programs and there is a lack of a common database to collect information from home safety assessments

· Multiple assessment forms/tools are used and there is an uncertain about of surveys being used

· Lack of knowledge of home visiting staff regarding environmental and chronic disease

· Staff has varied backgrounds and training, and education

Obstacles (A factor that might impede progress)

· External home visiting programs may be more challenging to work with in terms of flexibility

· Getting home visitors to do something different and monitoring it

· Lack of funding for Healthy Homes

· Potential loss of subject matter experts

· Potential loss of resources to refer families to regarding environmental health

Risks (A course of action that might pose a hazard or cause loss.)
· Integration may create a demand for environmental health expertise / technical assistance and/or chronic disease resources that ADHS can’t meet



	PDSA Timeline:
	Date: (Start / Complete)

	Plan
	Start:   3/19/2012          Complete:   12/30/2012

	Do
	Start:    1/1/2013            Complete:  5/31/13

	Study
	Start:    6/1/2013            Complete:  8/31/2013

	Act
	Start:     9/1/2013           Complete: 10/30/2013 

	Meeting Frequency:

	Bi Weekly on Mondays, starting May 21 for two hours

Room 565B

Chair:  Sheila Sjolander

Facilitator: Jane Dowling

	Available Resources
	Additional Resources Required

	Current Data Sources:

· Chronic disease burden reports

· Surveillance data for lead poisoning

· Hospital inpatient and ED statistics with diagnosis of asthma

· Health Status Monitoring Reports

· High Risk Perinatal Program Data

· Health Start Program Data

Personnel Resources:

· Expert in Environmental Health

· Expert in Chronic Disease

· Facilitator for CQI Team

· Experienced program managers for home visiting programs

· U of A MPH Student
	· ADHS does not have a comprehensive chronic disease burden report however is able to pull various information from BRFSS.  ADHS is in the process of developing the comprehensive burden report. 

	Communication Plan (Who, How, and When)

	Meeting Communication: Ground rules established for meetings: complete assignments, support team decisions outside of meetings, come prepared for meetings, begin on time, stick to the agenda, be an active participant, meet objectives, finish on time, have fun.

If unable to attend a meeting, notify Sheila and submit any assignments to her ahead of time. Do not send substitute to meeting.

Communication outside Meeting time: Google CQI site has been established and is used to transmit documents developed by team or external documents / data to share with the team. Email contact for webinar appointments. 

	Key Stakeholders (Internal and External)
	Area of Concern 

	Home Visitors working with High Risk families with young children
	Home visiting programs vary in eligibility but typically work with family prenatally until child turns two – five years old. Area of concern is what home visitors are seeing in the homes around environmental health and self-reported chronic disease. Early input from home visitors is important and will be facilitated by piloting of assessment tool and referral process.

	Home visiting providers (including county health departments, nonprofit agencies, Community Health Centers), AAP, Head Start, HUD
	Home visiting providers want to be able to provide their home visitors with adequate tools to ensure positive outcomes for their clients / families. As implementers of the proposed integration, they may or may not need more resources (funding) to implement change.

	Taxpayer / funding sources
	With the elimination of funding for Healthy Homes, identifying a way to continue providing assessment of environmental health with families receiving home visiting services can help save costs long-term by identifying risks / hazards such as lead poisoning.

	ADHS CQI Team
	Maintaining high level of expertise in environmental health and chronic disease to ensure positive outcomes for those families in state funded home visiting programs as well as providing tools/training to HV in areas of environmental health and chronic disease.

	Cara Christ, Chief Medical Officer, ADHS
	As supervisor of Office of Environmental Health, supportive of integration efforts and interested in how best to maximize existing staff.

	Don Herrington, Public Health Services, ADHS
	Identification of and resolution of lead poisoning and other environmental hazards. As Assistant Director over Environmental Health, supportive of integration efforts and interested in how best to maximize existing staff.

	Paula Mattingly, Chief Information Officer, and ADHS IT staff 
	IT staff is interested in streamlining and consolidating data systems and processes wherever possible.

	HV Interagency Agency Leadership Team
	Ability to provide input into the QI process, applicability to the various programs

	Arizona Local Health Officers Association (ALHOA)
	Ability to provide input into the end result of the QI process, tool does not create extra burden on staff providing HV services

	U of A College of Public Health/Public Health Training Center
	How best to partner with ADHS on training

	Healthy Homes Advisory Council
	Final tool and referral process reflect issues addressed by the council, potential use of tool and referral processes by council members

	Chronic Disease Providers / Implementers
	These are the individuals / organizations that will be on the receiving end of the referral process or may be working to increase the number of providers.  Effective coordination and communication strategies will be needed to ensure that gaps and barriers are not inadvertently created through the project. 


	Improvement Theories (If . . . Then) 

CHAT has identified six strategies, each with its own improvement theory. The individual theories all intersect, leading to one long-term goal: More families in Arizona address health and safety concerns in the home and within the family.

	If a standard set of core items to measure Home Safety and Family Wellness is developed so that Environmental Health and Chronic Disease components are integrated into the home visiting assessment and referral process
	Then
There will be consistency with comprehensive assessment in programs that go into homes

Leading to 
Home visitors having increased knowledge of home safety issues and core measures
and

Home visitors having increased ability to administer home safety and family wellness assessments and to make referrals as appropriate for chronic disease and environmental health issues
Leading to 

More parents and caregivers having increased knowledge about potential home and health safety hazards, e.g., ceramic pottery, pet dander, mold, etc.

and

Increased knowledge about chronic disease self-management needs and resources within family units
Leading to 

More children will be screened for lead poisoning

and

An increase in the number and percentage of Health Start and HRPP families using chronic disease self-management services

and

A decrease in preventable injuries among Arizona’s children
Resulting in 

More families in Arizona addressing health and safety concerns in the home and within the family.

	If policies and procedures are developed for administration, training, data collection, and reporting of the standard set of core items to measure Home Safety and Family Wellness and for referral of families when indicated. 


	Then
There will be an increase in consistent policy statements that support the use of a standard set of core items to measure Home Safety and Family Wellness

Leading to
ADHS bureaus developing common procedures for administering a standard set of core items to measure Home Safety and Family Wellness

Leading to
Other home visiting programs in the state utilizing a standard set of core items to measure Home Safety and Family Wellness in partnership with ADHS.

THEN

(INTERSECT WITH STATEMENTS IN BLUE FROM STRATEGY 1)



	If training modules are developed to build capacity of home visitors in the administration of the standard set of core items to measure Home Safety and Family Wellness and in making appropriate referrals as needed
	Then

There will be consistency in the training of home visitors in the administration of the standard set of core items to measure HSFW and in the referral of families when indicated

THEN

(INTERSECT WITH STATEMENTS IN BLUE FROM STRATEGY 1)



	If  a Home Safety and Family Wellness pilot program is implemented using the standard set of core items to measure Home Safety and Family Wellness and referral process including those involving chronic disease self management and environmental health issues
	Then
There will be consistency with comprehensive assessment in programs that go into homes
THEN

(INTERSECT WITH REMAINING STATEMENTS IN BLUE FROM STRATEGY 1)



	If  a data collection process is developed to capture results from the pilot program (Strategy 4) using the standard set of core items to measure Home Safety and Family Wellness and referral process including those involving chronic disease self management and environmental health issues

	Then

Outcomes of home safety assessments and follow-up with families can be tracked and the information compiled and utilized for future planning

and

Asset mapping can be used to identify assets and gaps in resources available to families around home safety, environmental health, and chronic disease self-management.

Resulting in

Data being collected that can be used to provide information that will impact decisions related to sustainability

and

Data collected regarding referrals and the number of families utilizing resources can be used to impact decisions related to resource access, usability, and needs

Leading to
Consistency with comprehensive assessments in programs that go into homes.

Leading to 

More children will be screened for lead poisoning

and

An increase in the number and percentage of Health Start and HRPP families using chronic disease self-management services

and

A decrease in preventable injuries among Arizona’s children

Resulting in 

More families in Arizona addressing health and safety concerns in the home and within the family.

	If the pilot program is replicated using the standard set of core items to measure Home Safety and Family Wellness and the referral process including chronic disease self management and environmental health issues in other programs that go into the home


	Then

Other home visiting programs in the state will utilize the home safety and family wellness core items in partnership with ADHS.
and

There will be increase in the number of families in Arizona that receive home visiting services and access to chronic disease and environmental health referrals and resources when needed

THEN

(INTERSECT WITH STATEMENTS IN BLUE FROM STRATEGY 1)
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