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MQii Learning Collaborative 2.0 Implementation Roadmap
OBJECTIVE
[image: ]The following Implementation Roadmap is a guide intended to support your participation in the MQii Learning Collaborative 2.0. Each of the three phases of this initiative are represented with the intention that this single document is designed to help direct your quality improvement efforts, from identifying your QI Focus Area to thinking about sustainability. 







Please note that none of the included recommendations are mandatory. This document is intentionally open-ended in the hopes that, much like the MQii Toolkit, you will customize recommendations to suit the needs of your individual site and maximize your opportunity for a successful project. 

INTENDED USERS
The Project Champion will be the primary user of the Implementation Roadmap. However, throughout the document there are numerous activities where it is suggested the Project Team, QI Department, or IT Department be consulted or play an active role. This will be dependent on availability of your team and should be customized as appropriate.  

DOCUMENT CONTENTS
The Roadmap consists of the following Aims:
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These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
© 2017. All rights reserved.


Pre-Implementation 
· Select Your QI Focus
· Select Your QI Intervention
· Establish Monitoring Strategy 
Implementation
· Implement Your Intervention 
Post-Implementation
· Sustain your QI Progress


For each identified Aim, the following guidance is provided:
SUPPORT DOCUMENTS 

QI Implementation Charter: Administrative planning document where you may capture all of the components of your intervention. The Implementation Roadmap aligns with the Charter and will help you think through each of the components. It is recommend that you document final decisions in the Charter as you work through the Roadmap. 

Onboarding Checklist: Guidance document walking you through key administrative steps required to gain approval from your facility and to position you to execute this initiative. 




                 
	Pre-Implementation Recommended Activities
Select your Quality Improvement Focus, Intervention, and Quality Indicators 

	Aim:  Select your Quality Improvement Focus

	Your QI Focus is the area of the malnutrition workflow where you will focus your improvement. This may include improvements to any of the following:  
· Screening
· Assessment
· Diagnosis
· Care plan development
· Intervention implementation
· Discharge planning

	Recommended Action

1. Convene Project Team members
2. Create a workflow map of existing care practices to address malnutrition among older admitted adults 
3. Compare your current workflow processes to recommended care practices to identify where improvement efforts would be most beneficial 
4. If available, use your hospital data and any reports to inform what you select as your QI Focus  
5. Review educational learning events from May 25th and June 8th 
6. Select your QI Focus and add to your QI Implementation Project Charter document 

	Expected Outcome

QI Focus is selected 

Note: the level of detail for your QI Focus will be depend on your preference

Examples: 
1. Simplified QI Focus: Assessment 
2. Detailed QI Focus: Improve the timeliness the recommended intervention reaches the patient to within 8 hours of assessment findings by September 29th (greater detail)

	Resources or Tools

· MQii QI Implementation and Project Charter Template 


· MQii Meeting Agenda Template
· Data you have available to identify gaps or areas you may want to improve
· MQii Best Practices Workflow Template in Toolkit 
· MQii Care Assessment and Decision Tool
· Recordings from “Selecting Your QI Focus” and “Data and Quality Improvement Implementation” webinars
· Root Cause Analysis Template


· MQii Toolkit Tools and Resources
	Timing

This activity begins when appropriate for your site. For example, your IRB approval process may require your QI Focus be defined in order for project approval. Alternatively, you may work with your team to select the QI Focus following project approval. 

Ideally, this should begin no later than May 25th. 







	Pre-Implementation Recommended Activities
Select your Quality Improvement Focus, Intervention, and Quality Indicators

	Aim: Select your Quality Improvement Intervention 

	
 Your QI Intervention is the strategy to bring about desired change

	Action

1. Reconvene Project Team to determine your QI intervention. Examples include, but are not limited to:  
a. Modify your EHR (e.g., automate referral of patients at-risk of malnutrition to a dietitian) 
b. Change a process (e.g., decrease time from screening to assessment) 
c. Change documentation (e.g., utilize a standardized nutrition assessment template)   
d. Implement education modules (e.g., educate staff on burden of malnutrition and the recommended clinical workflow)  
e. Change facility policies (e.g., seek order writing privileges for dietitians, if state permits)
f. Modify patient hand-off and discharge procedures (e.g., add nutrition orders to discharge instructions)
2. Identify intervention start and end date
3. Determine internal actions and next steps for implementation
	Expected Outcome
 
QI intervention is selected and a plan is established for implementation, including consideration of necessary resources, rollout schedule, timing for necessary internal meetings, etc. 
  

	Resources and Tools

· Recording from “Data and Quality Improvement” webinar 
· MQii Toolkit Implementation Guide, including downloadable, customizable training presentations on page 56
· MQii Tools and Resources
	Timing

· Following the selection of your QI Focus, immediately begin to identify what your QI intervention will be and how you will accomplish your goals 
· Schedule regular meetings with your MQii Project Team (weekly if possible) and determine your overarching intervention timeline, including start and end dates, as well as timing for potential milestones
· Your timeline will be dependent on your selected intervention.  











	Pre-Implementation Recommended Activities
Select your Quality Improvement Focus, Intervention, and Quality Indicators

	Aim: Establish Monitoring Strategy

	
Metrics are how your team will determine how your intervention is progressing and if you are accomplishing the desired changes. This may include data used to inform eCQM reporting, indicators either developed by your team (along with your QI department) or referenced from the MQii Toolkit, or non-patient level data. 

	Action
1. Reconvene Project Team 
2. Engage your QI department to determine what should be measured to assess implementation progress and what data would be required  
3. Determine whether data can be captured using existing tools or if data needs to be captured de novo
a. Existing Tools may include administrative claims and/or EHR data  
i. If your QI Intervention aligns with data, you may consider using the data transmission report prepared for the MQii Team internally to assess your progress
b. De novo data collection may be necessary for interventions requiring monitoring using non-patient level data and quality indicators not using eCQM data elements
4. Establish a timeline for review of identified metrics to assess progress 

	Expected Outcome
An intervention monitoring strategy is established including identification of metrics of interest, necessary data, a data collection process, and a timeline for data review 

	Resources and Tools
· MQii Quality Indicators p. 50
· MQii eCQMs and Quality Indicators Overview Presentation
· MQii eCQMs Specifications Manual 
· Malnutrition eCQM Performance Calculator (MQii Collaboration Space under Data Collection Resources)
· Internally generated reports
· MQii Toolkit Implementation Guide, including downloadable, customizable training presentations
· Run chart template
· MQii Knowledge Attainment Test
· MQii Toolkit Tools and Resources

	Timing
· Following the selection of your QI intervention, you will begin determining  your QI Indicators  
· Optimal timing is at least two weeks prior to pre-established intervention start date
· QI is a continuous and iterative process. As a best practice, it is recommended Project Teams continuously assess improvement throughout implementation, as IT resources will allow 








	Implementation Recommended Activities
Launch your intervention

	Aim: Implement Intervention 

	Begin implementing your intervention at the designated start date referring to the processes and details identified with your Project Team during pre-implementation

	Action
1. Educate your team regarding the components of the intervention 
a. Training materials should be developed and ready to use at the time of implementation 
2. Launch your intervention in alignment with the previously identified intervention start date (roll out to floors, units, or departments in a way that makes sense for your hospital)
3. Track and monitor your process and your progress in alignment with the previously established monitoring plan 
4. Make adjustments to your intervention, as necessary 

	Expected Outcome
The desired intervention will be rolled out and the change will begin 
	Resources and Tools
· PDSA cycle templates 
· Rapid Cycle Quality Improvement Framework 
· MQii Toolkit recommended clinical best practices
· MQii Toolkit Tools and Resources 

	Timing
· This is dependent upon your intervention and your organization’s needs, available resources, desires for change, and ability to make the desired improvements. Achieving the improvement across the entire organization will take time and steadfastness.
· Ideally implementation of your intervention will include a schedule for kickoff, monitoring of data and progress, and a date to have your improvement fully rolled out  












	Post-Implementation Recommended Activities
Consider sustainability and areas of refinement

	Aim: Sustain your QI progress  

	Successful QI requires a plan to ensure gains continue to be realized and scalability is considered once initial implementation and testing of the initiative have concluded. Where QI is less successful, data can support the refinement of the intervention approach with the objective of realizing desired change. 

	Action 
1. Establish a Sustainability Team to champion your intervention beyond the implementation period and the original department/unit 
a. This may include members of your Project Team 
b. It is recommended this team include an individual from your QI Department or someone with experience sustaining QI efforts
2. At the previously identified end date, review progress made on metrics included in the monitoring strategy
3. Celebrate successes and “quick-wins” to maintain momentum across Project Team, garner interest from other staff, and support buy-in for the next improvement cycle 
4. Develop a sustainability plan
5. Disseminate QI intervention across other units, departments, or hospitals, incorporated lessons learned from initial implementation and testing
6. Where there are still opportunities for improvement within your identified QI Focus Area, consider refinement to your intervention approach
a. Identify feasible changes that can be implemented immediately versus those that should be incorporated into a future improvement cycle 
7. Consider additional areas of the recommended clinical workflow to target for quality improvement based on baseline data result or areas not previously prioritized following initial workflow mapping 
	Expected Outcome
A plan is established for continuing or refining your intervention moving forward beyond the established implementation testing period 
	Resources and Tools
· PDSA cycle templates
· Root Cause Analysis Template


· QI Prioritization Template


· Sustainability Plan Template


· Force Field Analysis 
· Lessons Learned Log

[bookmark: _GoBack]
	Timing
It is recommended that a plan for sustainability or refinement is established prior to the conclusion of the implementation period so execution of the plan and sustaining of momentum can occur immediately. However, this will be dependent on your intervention, available resources, and facility culture 




Action: 
Recommended key steps


Expected Outcome: What should be achieved once steps have been taken 


Resources and Tools: Materials available to support conducting the recommended steps


Timing: 
Suggested timing considerations
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MQii Learning Collaborative 2.0 Implementation Roadmap

OBJECTIVE

[image: ]The following Implementation Roadmap is a guide intended to support your participation in the MQii Learning Collaborative 2.0. Each of the three phases of this initiative are represented with the intention that this single document is designed to help direct your quality improvement efforts, from identifying your QI Focus Area to thinking about sustainability. 















Please note that none of the included recommendations are mandatory. This document is intentionally open-ended in the hopes that, much like the MQii Toolkit, you will customize recommendations to suit the needs of your individual site and maximize your opportunity for a successful project. 



INTENDED USERS

The Project Champion will be the primary user of the Implementation Roadmap. However, throughout the document there are numerous activities where it is suggested the Project Team, QI Department, or IT Department be consulted or play an active role. This will be dependent on availability of your team and should be customized as appropriate.  



DOCUMENT CONTENTS

The Roadmap consists of the following Aims:
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These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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Pre-Implementation 

· Select Your QI Focus

· Select Your QI Intervention

· Establish Monitoring Strategy 

Implementation

· Implement Your Intervention 

Post-Implementation

· Sustain your QI Progress





For each identified Aim, the following guidance is provided:

SUPPORT DOCUMENTS 



QI Implementation Charter: Administrative planning document where you may capture all of the components of your intervention. The Implementation Roadmap aligns with the Charter and will help you think through each of the components. It is recommend that you document final decisions in the Charter as you work through the Roadmap. 



Onboarding Checklist: Guidance document walking you through key administrative steps required to gain approval from your facility and to position you to execute this initiative. 









                 

		Pre-Implementation Recommended Activities

Select your Quality Improvement Focus, Intervention, and Quality Indicators 



		Aim:  Select your Quality Improvement Focus



		Your QI Focus is the area of the malnutrition workflow where you will focus your improvement. This may include improvements to any of the following:  

· Screening

· Assessment

· Diagnosis

· Care plan development

· Intervention implementation

· Discharge planning



		Recommended Action



1. Convene Project Team members

2. Create a workflow map of existing care practices to address malnutrition among older admitted adults 

3. Compare your current workflow processes to recommended care practices to identify where improvement efforts would be most beneficial 

4. If available, use your hospital data and any reports to inform what you select as your QI Focus  

5. Review educational learning events from May 25th and June 8th 

6. Select your QI Focus and add to your QI Implementation Project Charter document 



		Expected Outcome



QI Focus is selected 



Note: the level of detail for your QI Focus will be depend on your preference



Examples: 

1. Simplified QI Focus: Assessment 

2. Detailed QI Focus: Improve the timeliness the recommended intervention reaches the patient to within 8 hours of assessment findings by September 29th (greater detail)



		Resources or Tools



· [bookmark: _GoBack]MQii QI Implementation and Project Charter Template 

· MQii Meeting Agenda Template

· Data you have available to identify gaps or areas you may want to improve

· MQii Best Practices Workflow Template in Toolkit 

· MQii Care Assessment and Decision Tool

· Recordings from “Selecting Your QI Focus” and “Data and Quality Improvement Implementation” webinars

· Root Cause Analysis Template

· MQii Toolkit Tools and Resources

		Timing



This activity begins when appropriate for your site. For example, your IRB approval process may require your QI Focus be defined in order for project approval. Alternatively, you may work with your team to select the QI Focus following project approval. 



Ideally, this should begin no later than May 25th. 














		Pre-Implementation Recommended Activities

Select your Quality Improvement Focus, Intervention, and Quality Indicators



		Aim: Select your Quality Improvement Intervention 



		
 Your QI Intervention is the strategy to bring about desired change



		Action



1. Reconvene Project Team to determine your QI intervention. Examples include, but are not limited to:  

a. Modify your EHR (e.g., automate referral of patients at-risk of malnutrition to a dietitian) 

b. Change a process (e.g., decrease time from screening to assessment) 

c. Change documentation (e.g., utilize a standardized nutrition assessment template)   

d. Implement education modules (e.g., educate staff on burden of malnutrition and the recommended clinical workflow)  

e. Change facility policies (e.g., seek order writing privileges for dietitians, if state permits)

f. Modify patient hand-off and discharge procedures (e.g., add nutrition orders to discharge instructions)

2. Identify intervention start and end date

3. Determine internal actions and next steps for implementation

		Expected Outcome

 

QI intervention is selected and a plan is established for implementation, including consideration of necessary resources, rollout schedule, timing for necessary internal meetings, etc. 

  



		Resources and Tools



· Recording from “Data and Quality Improvement” webinar 

· MQii Toolkit Implementation Guide, including downloadable, customizable training presentations on page 56

· MQii Tools and Resources

		Timing



· Following the selection of your QI Focus, immediately begin to identify what your QI intervention will be and how you will accomplish your goals 

· Schedule regular meetings with your MQii Project Team (weekly if possible) and determine your overarching intervention timeline, including start and end dates, as well as timing for potential milestones

· Your timeline will be dependent on your selected intervention.  






















		Pre-Implementation Recommended Activities

Select your Quality Improvement Focus, Intervention, and Quality Indicators



		Aim: Establish Monitoring Strategy



		
Metrics are how your team will determine how your intervention is progressing and if you are accomplishing the desired changes. This may include data used to inform eCQM reporting, indicators either developed by your team (along with your QI department) or referenced from the MQii Toolkit, or non-patient level data. 



		Action

1. Reconvene Project Team 

2. Engage your QI department to determine what should be measured to assess implementation progress and what data would be required  

3. Determine whether data can be captured using existing tools or if data needs to be captured de novo

a. Existing Tools may include administrative claims and/or EHR data  

i. If your QI Intervention aligns with data, you may consider using the data transmission report prepared for the MQii Team internally to assess your progress

b. De novo data collection may be necessary for interventions requiring monitoring using non-patient level data and quality indicators not using eCQM data elements

4. Establish a timeline for review of identified metrics to assess progress 



		Expected Outcome

An intervention monitoring strategy is established including identification of metrics of interest, necessary data, a data collection process, and a timeline for data review 



		Resources and Tools

· MQii Quality Indicators p. 50

· MQii eCQMs and Quality Indicators Overview Presentation

· MQii eCQMs Specifications Manual 

· Malnutrition eCQM Performance Calculator

· Internally generated reports

· MQii Toolkit Implementation Guide, including downloadable, customizable training presentations

· Run chart template

· MQii Knowledge Attainment Test

· MQii Toolkit Tools and Resources



		Timing

· Following the selection of your QI intervention, you will begin determining  your QI Indicators  

· Optimal timing is at least two weeks prior to pre-established intervention start date

· QI is a continuous and iterative process. As a best practice, it is recommended Project Teams continuously assess improvement throughout implementation, as IT resources will allow 
















		Implementation Recommended Activities

Launch your intervention



		Aim: Implement Intervention 



		Begin implementing your intervention at the designated start date referring to the processes and details identified with your Project Team during pre-implementation



		Action

1. Educate your team regarding the components of the intervention 

a. Training materials should be developed and ready to use at the time of implementation 

2. Launch your intervention in alignment with the previously identified intervention start date (roll out to floors, units, or departments in a way that makes sense for your hospital)

3. Track and monitor your process and your progress in alignment with the previously established monitoring plan 

4. Make adjustments to your intervention, as necessary 



		Expected Outcome

The desired intervention will be rolled out and the change will begin 

		Resources and Tools

· PDSA cycle templates 

· Rapid Cycle Quality Improvement Framework 

· MQii Toolkit recommended clinical best practices check lists 

· MQii Toolkit Tools and Resources 



		Timing

· This is dependent upon your intervention and your organization’s needs, available resources, desires for change, and ability to make the desired improvements. Achieving the improvement across the entire organization will take time and steadfastness.

· Ideally implementation of your intervention will include a schedule for kickoff, monitoring of data and progress, and a date to have your improvement fully rolled out  
























		Post-Implementation Recommended Activities

Consider sustainability and areas of refinement



		Aim: Sustain your QI progress  



		Successful QI requires a plan to ensure gains continue to be realized and scalability is considered once initial implementation and testing of the initiative have concluded. Where QI is less successful, data can support the refinement of the intervention approach with the objective of realizing desired change. 



		Action 

1. Establish a Sustainability Team to champion your intervention beyond the implementation period and the original department/unit 

a. This may include members of your Project Team 

b. It is recommended this team include an individual from your QI Department or someone with experience sustaining QI efforts

2. At the previously identified end date, review progress made on metrics included in the monitoring strategy

3. Celebrate successes and “quick-wins” to maintain momentum across Project Team, garner interest from other staff, and support buy-in for the next improvement cycle 

4. Develop a sustainability plan

5. Disseminate QI intervention across other units, departments, or hospitals, incorporated lessons learned from initial implementation and testing

6. Where there are still opportunities for improvement within your identified QI Focus Area, consider refinement to your intervention approach

a. Identify feasible changes that can be implemented immediately versus those that should be incorporated into a future improvement cycle 

7. Consider additional areas of the recommended clinical workflow to target for quality improvement based on baseline data result or areas not previously prioritized following initial workflow mapping 

		Expected Outcome

A plan is established for continuing or refining your intervention moving forward beyond the established implementation testing period 

		Resources and Tools

· PDSA cycle template

· Root-cause analysis framework 

· Change prioritization matrix template

· Sustainability plan

· Force Field Analysis 

		Timing

It is recommended that a plan for sustainability or refinement is established prior to the conclusion of the implementation period so execution of the plan and sustaining of momentum can occur immediately. However, this will be dependent on your intervention, available resources, and facility culture 









Action: 

Recommended key steps





Expected Outcome: What should be achieved once steps have been taken 





Resources and Tools: Materials available to support conducting the recommended steps





Timing: 

Suggested timing considerations
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Root Cause Analysis is a collective term to describe a wide range of approaches, tools, and techniques used to uncover causes of problems. The 5 Whys Approach used in this template is a process of asking why something failed until an ultimate cause, or root cause, can be determined and acted upon. It is one method of conducting Root Cause Analysis.

Root causes are underlying causes – The goal is to identify specific underlying causes. The more specific your team can be about why an event occurred, the easier it will be to arrive at recommendations that will prevent recurrence of the gap. 

Root causes are specific – The team should avoid using general cause classifications such as clinical error, equipment failure, or external factor. Such causes are not specific enough to allow teams to make effective changes.

 WHAT IS A ROOT CAUSE? 

Root causes are underlying causes 

Root causes are specific 

Root causes are addressable 

Root causes are identified when you cannot answer “why?” anymore

Root causes are not people

Root causes are addressable – Root causes are those for which effective recommendations can be generated. If the team arrives at vague recommendations such as, “improve adherence to written policies and procedures,” then your team needs to expend more effort in the analysis process and it is recommended to include more perspectives into the analysis process at this point.

Root causes are identified when you cannot answer “why?” anymore – Evidence suggests that typical root causes can be identified after asking “why?” five times. However, a good indicator that you have reached your final “why?‟ is when you cannot ask “why?” anymore. 

Root causes are not people – The process of determining the root cause needs to be open and focused on improvement. It is counterproductive to identify individuals. Therefore, no person should be identified as a root cause.  

References: 1. American Society for Quality (2017). Root Cause Analysis Overview: What is Root Cause Analysis (RCA)?; 2. Barsalou, M. (2017). "Square in the Crosshairs", Quality Progress; 3. Barsalou, M. (2017). "Square in the Crosshairs", Quality Progress

ROOT CAUSE ANALYSIS TEMPLATE  

The template below can be used during the Pre-Implementation phase to identify the root cause of gaps identified during selection of your QI Focus. Understanding the root cause of gaps will enable you to better identify a successful QI intervention approach. This template can also be used during the Implementation and Post-Implementation phases to identify root causes for lack of data results and to identify root causes for successes.  

Additional Resources on Root Cause Analysis: 

American Society for Quality (2017). Root Cause Analysis Overview: What is Root Cause Analysis (RCA)?

American Society for Quality (2017). Asking Why with Root Cause and 5 Whys (Video) 

MQii Root Cause Analysis Overview 







 

These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.

 

© 2017. All rights reserved.
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INSTRUCTIONS

Project Champions are encouraged to convene inter-disciplinary, or cross-functional, stakeholder teams to brainstorm contributing factors for the problem identified. Once contributing factors are identified, complete one template for each contributing factor with your team. Consider including staff outside of the Malnutrition Care Workflow as necessary. Capture responses to as many “whys?” as needed to obtain insight at a level that can be addressed. Do not stop until you reach a process or policy that seems to be a root cause. An example to address the problem of longer lengths of stay and increased hospital readmission rates for patients 65 years and older is provided below in orange text for your reference.

References: 4. A contributing factor is something that helps cause a result.  For example “According to the police report of the accident, excessive speed was a contributing factor.” – definition and example retrieved from Merriam-Webster Dictionary on May 25, 2017

DEFINE THE CONTRIBUTING FACTOR:

Example: Nurses do not have a standardized process for screening admitted patients 18 years and older for being at risk of malnutrition or already malnourished, resulting in longer lengths of stay and increased hospital readmission rates for patients 65 and older

MQii Root-Cause Analysis Template 

WHY IS IT HAPPENING?

Example: The existing EHR template requires modification and no one has been tasked to make this revision  

Example: Because hospital leadership has not designated the low screening rate as a priority for improvement and conducted an assessment to determine how improvements can be made

Example: Because hospital patient data to support the need for improved screening, as well as the business case for improving screening rates, has not been presented to leadership

Example: Because no one with leadership influence has been recruited to present this information to leadership 

Example: Because no one has presented the business case (i.e. based on literature and available data) to someone who is influential with leadership 



Why is that?





Why is that?





Why is that?





Why is that?



ROOT CAUSE

1

2

3

4

5







 

These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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Root Cause Analysis is a collective term to describe a wide range of approaches, tools, and techniques used to uncover causes of problems. The 5 Whys Approach used in this template is a process of asking why something failed until an ultimate cause, or root cause, can be determined and acted upon. It is one method of conducting Root Cause Analysis.

Root causes are underlying causes – The goal is to identify specific underlying causes. The more specific your team can be about why an event occurred, the easier it will be to arrive at recommendations that will prevent recurrence of the gap. 

Root causes are specific – The team should avoid using general cause classifications such as clinical error, equipment failure, or external factor. Such causes are not specific enough to allow teams to make effective changes.

 WHAT IS A ROOT CAUSE? 

Root causes are underlying causes 

Root causes are specific 

Root causes are addressable 

Root causes are identified when you cannot answer “why?” anymore

Root causes are not people

Root causes are addressable – Root causes are those for which effective recommendations can be generated. If the team arrives at vague recommendations such as, “improve adherence to written policies and procedures,” then your team needs to expend more effort in the analysis process and it is recommended to include more perspectives into the analysis process at this point.

Root causes are identified when you cannot answer “why?” anymore – Evidence suggests that typical root causes can be identified after asking “why?” five times. However, a good indicator that you have reached your final “why?‟ is when you cannot ask “why?” anymore. 

Root causes are not people – The process of determining the root cause needs to be open and focused on improvement. It is counterproductive to identify individuals. Therefore, no person should be identified as a root cause.  

References: 1. American Society for Quality (2017). Root Cause Analysis Overview: What is Root Cause Analysis (RCA)?; 2. Barsalou, M. (2017). "Square in the Crosshairs", Quality Progress; 3. Barsalou, M. (2017). "Square in the Crosshairs", Quality Progress

ROOT CAUSE ANALYSIS TEMPLATE  

The template below can be used during the Pre-Implementation phase to identify the root cause of gaps identified during selection of your QI Focus. Understanding the root cause of gaps will enable you to better identify a successful QI intervention approach. This template can also be used during the Implementation and Post-Implementation phases to identify root causes for lack of data results and to identify root causes for successes.  

Additional Resources on Root Cause Analysis: 

American Society for Quality (2017). Root Cause Analysis Overview: What is Root Cause Analysis (RCA)?

American Society for Quality (2017). Asking Why with Root Cause and 5 Whys (Video) 

MQii Root Cause Analysis Overview 







 

These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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INSTRUCTIONS

Project Champions are encouraged to convene inter-disciplinary, or cross-functional, stakeholder teams to brainstorm contributing factors for the problem identified. Once contributing factors are identified, complete one template for each contributing factor with your team. Consider including staff outside of the Malnutrition Care Workflow as necessary. Capture responses to as many “whys?” as needed to obtain insight at a level that can be addressed. Do not stop until you reach a process or policy that seems to be a root cause. An example to address the problem of longer lengths of stay and increased hospital readmission rates for patients 65 years and older is provided below in orange text for your reference.

References: 4. A contributing factor is something that helps cause a result.  For example “According to the police report of the accident, excessive speed was a contributing factor.” – definition and example retrieved from Merriam-Webster Dictionary on May 25, 2017

DEFINE THE CONTRIBUTING FACTOR:

Example: Nurses do not have a standardized process for screening admitted patients 18 years and older for being at risk of malnutrition or already malnourished, resulting in longer lengths of stay and increased hospital readmission rates for patients 65 and older

MQii Root-Cause Analysis Template 

WHY IS IT HAPPENING?

Example: The existing EHR template requires modification and no one has been tasked to make this revision  

Example: Because hospital leadership has not designated the low screening rate as a priority for improvement and conducted an assessment to determine how improvements can be made

Example: Because hospital patient data to support the need for improved screening, as well as the business case for improving screening rates, has not been presented to leadership

Example: Because no one with leadership influence has been recruited to present this information to leadership 

Example: Because no one has presented the business case (i.e. based on literature and available data) to someone who is influential with leadership 



Why is that?





Why is that?





Why is that?





Why is that?



ROOT CAUSE

1

2

3

4

5







 

These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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Quality Improvement (QI) Prioritization Matrix Template Overview





The QI Prioritization Matrix Template is a tool to help your team prioritize the multiple QI Focus areas or intervention efforts being considered when your organization is balancing multiple priorities due to resource constraints. By narrowing available options systematically through assessment of a series of criteria, your team should arrive at a QI Focus area or intervention aligned with your organizational goals. The template below can be used when selecting your initial QI Focus, or intervention, and when refining your intervention to identify the best processes or activities for your facility. 



CONSTRUCTING YOUR QI PRIORITIZATION MATRIX:  

1. Fill in each QI Focus area being considered by your team in the first column. Sites are encouraged to use findings from the MQii Care Assessment and Decision Tool when considering QI Focus areas. 

· If using this template to prioritize multiple intervention efforts under consideration by your team, include each intervention effort in the first column 

· Complete one row for each topic (i.e. either QI Focus prioritization or intervention effort prioritization)   

2.  Review recommended criteria in the template

· Identify any additional factors that are important to your organization for prioritizing such as hospital QI goals, leadership priorities, etc. 

3. Rank each effort being considered with your team based on criteria and factors identified in the template



ADDITIONAL RESOURCE: 

· Source: Minnesota Department of Health. Prioritization Matrix. Available at: http://www.health.state.mn.us/divs/opi/qi/toolbox/prioritizationmatrix.html.




MQii QI Prioritization Matrix Template



INSTRUCTIONS: 



Once your team has identified QI Focus areas or intervention efforts for prioritization, complete the table below (one row for each QI Focus area and/or intervention effort being considered). Assess whether each approach is high-risk, high-volume, problem-prone, resource-intensive, or any other factors deemed important by your facility.1 An example is included below in orange text.

High-volume: Occurs frequently or involves a large number (more than 50 percent) of facility providers

Problem-prone process: May disrupt other clinical workflow processes (i.e. those unrelated to malnutrition care)  

Resource-intensive process: Requires a large resource allocation (funding, staffing, or other) 

Other Factors: Other reasons that may be relevant in selecting a particular change as high- or low-priority 

· Please provide any explanations or rationale in the “Comments/Rationale” column 

Please note, these are suggested criteria based on best practices. Teams are encouraged to include additional factors relevant to their facility that should be considered when ranking as applicable. Examples of “Other Factors” might include your hospital mission, leadership goals for this year, and/or hospital QI department priorities. 

 Definitions for criteria have been revised to fit the MQii intervention. Initial definitions were obtained from The Six Sigma Way (2000). Change Prioritization Matrix example. Pande, Peter S., Robert P. Neuman, and Roland R. Cavanaugh. The Six Sigma way: how GE, Motorola, and other top companies are honing their performance. New York: McGraw-Hill, 2000



		Potential QI Focus Areas or Intervention Efforts

		High-Volume (Y or N)

		Problem-Prone (Y or N)

		Resource-Intensive (Y or N)

		Other Factor(s)

		Comments/

Rationale

		Rank



		1. Conducting training sessions with staff regarding the burden of malnutrition and the importance of referring at-risk patients to dietitians for assessment

		Y

		N

		N

		Our dietitians have previously requested nurses receive this type of training

		Until automated systems can be implemented, dietitians are reliant on patient referral by other providers

		2



		2. Piloting automated referral to dietitian feature in the EHR (i.e., a best practice alert)

		N

		N

		Y

		This has been on our radar to implement for several months now – leadership interest in the MQii would prioritize this activity for IT 

		Automated process has the potential to streamline the referral process and ensure patients do not fall through the cracks 

		1



		3. Educating dietitian team on process to ensure patients are assessed within 48hrs of screen

		N

		Y

		N

		N/A

		Longer wait times to assessment delay diagnosis and treatment

		3



		4.

		

		

		

		

		

		









These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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 	 MQii Sustainability Template Overview





INTRODUCTION

Sustainability is the process of “locking in progress hospitals have made already and continually building upon it.”

Why is Sustainability Important? Without sustainability we will find ourselves solving the same problems over and over again. By building sustainability into the implementation process, we help ensure that a quality improvement project will achieve its goals over the long term, even after the initiative is no longer receiving special attention and extra resources.

Sustainability versus Spread: The process of sustaining improvement needs to be separate from the process of extending the intervention to additional care settings and/or patient populations. The latter is commonly referred to as “spread.” While both are important to improving patient care quality, it is critical to ensure improvements are fully sustained before spreading to additional patient populations or care settings, as applicable.  

Purpose of a Sustainability Plan: The purpose of a Sustainability Plan is to formally document the actions needed for ensuring sustainability of previously implemented improvements. The plan is to be implemented by the Sustainability Team identified in the template.



WHAT IS THE SUSTAINABILITY PLAN TEMPLATE?

This template can be completed at the end of the Implementation Phase or at the beginning of the Post-Implementation phase depending on when data are available to confirm an improvement is ready to be sustained at your hospital. An area of improvement is ready to be sustained once your team, leadership, and/or your hospital’s Quality Improvement (QI) department agree the level of improvement identified by the data satisfies the QI Focus Goals outlined in the Project Charter. 

Best practices: Ensure timelines are realistic. Designate someone to track completion of actions in the plan and inform the team on progress. Use all resources available including email reminders, marketing/flyers, and networking to inform staff of the improvement being sustained and the resources needed to sustain the improvement.

Additional Resources on Sustainability:

· Health Catalyst. (n/a). How to Sustain Healthcare Quality Improvement in 3 Critical Steps. 

· Health Resources and Services Administration. (n/a). Redesigning a System of Care to Promote QI: Sustain and Spread in Quality Improvement. 

· Quality Progress. (2006). The Hard Part: Holding Improvement Gains. 

· Sustaining Improved Outcomes: A Toolkit by Scott Thomas and Deborah Zahn.







· [bookmark: _GoBack]
 Institute for Healthcare Improvement. (2008). How-to-Guide: Sustainability and Spread. Cambridge, Massachusetts, USA.

**Staff members selected by the Project Champion who are responsible for implementing the Sustainability Plan. This may include members from the implementation project team but not always, as core members should depend on the intervention being sustained. The Sustainability Team is responsible for working with the Project Champion of the implementation effort to develop a Sustainability Plan. Often the Project Champion is a core member of the Sustainability Team, however, since the action of monitoring sustainability can require strong oversight influence, the clinical nutrition manager, nurse manager, or supervisor is often the Sustainability Team Project Champion versus the dietitian implementing the effort on the ground. Overall, the members included in the Sustainability Team should conform to the needs of the Sustainability Plan and the intervention being sustained.



MQii Sustainability Template



INSTRUCTIONS: 

To complete this template identify members to be included in your Sustainability Team, if they have not previously been identified. 

· Convene your team and as a group, identify key short- and long-term strategies for sustaining your improvement across key areas of impact. These can include people, processes/policies, training, infrastructure, and communications, among others.

· Consider actions needed to obtain acceptance of the sustainability plan from key decision-makers within each area of impact, as well as steps needed to acquire resources necessary for implementing sustainability strategies for each area of impact. 

Complete one template for each improvement being sustained. An example of a completed plan for sustaining processes associated with adoption of the new Electronic Health Record (EHR) screening tool implemented to standardize the malnutrition screening process for nurses is below in orange text for your reference.















		Sustainability Team Member Name 

		Title, Department, and Email

		Role and Responsibilities



		Kathy Henderson

		Nurse Manager, ICU, khenderson@hgfr.org

		Sustainability Team Project Champion – ensure the sustainability plan is implemented and measured according to the requirements outlined.



		

		

		



		Date Template Completed:

		July 3, 2017

		Improvement being sustained:

		Adoption of the new EHR screening tool build implemented to standardize the malnutrition screening process for nurses   

		Person responsible for tracking Plan progress:

		Sustainability Team Project Champion 



		Area of impact:

		What Needs to Be Done?

		Who Will Do This?

		By When?

		How Will It Be Measured? 

		How Often Will it Be Measured?



		People

		Need to meet with hospital leadership to present data

		Project Champion 

		July 14, 2017

		Progress for completing this task will be measured through status updates provided by the Project Champion to the Sustainability Team during weekly meetings; challenges and solutions will be addressed before any general updates

		Progress for completing this task will be measured weekly until completed





		Processes and

Policies

		Information Technology (IT) and clinical department Standard Operating Procedures (SOP) need to be updated to reflect new processes for staff. Sustainability Team will work with leadership to understand the process for revising SOPs and work with the necessary hospital committees to develop content and ensure content is approved by August 31.

		QI Department Lead

		September 29, 2017

		Progress for completing this task will be measured through status updates provided by the QI Department Lead to the Sustainability Team during weekly meetings; challenges and solutions will be addressed before any general updates

		Progress for completing this task will be measured weekly until completed





		Training

		New employee training materials (both IT and clinical) including video, training guides, and onboarding materials must be reviewed and revised to include content to educate new staff on the new process. The team member responsible will work with Human Resources (HR) and the education department to ensure correct content is developed and approved by August 31.

		Dietitian Champion, IT Lead, and Nurse Champion 

		September 29, 2017

		Progress for completing this task will be measured through status updates provided verbally by the Dietitian Champion, IT Lead, and Nurse Champion to the team during weekly meetings; challenges and solutions will be addressed before any general updates.

Feedback survey results on the new content added will be collected from HR following the completion of training.    

		Progress for completing this task will be measured weekly until completed.

Survey results for new content: Feedback results will be reviewed after the first 4 months and then again after 7 months by Dietitian Champion, IT Lead, and Nurse Champion as well as the Sustainability Project Manager so refinements to content can be made. 

Content will be revisited annually for updates with HR. 



		Infrastructure

		Hospital intake malnutrition screening flowcharts distributed need to be updated to reflect the new process

		Dietitian Champion, IT Lead, and Nurse Champion

		August 31, 2017

		Progress for completing this task will be measured through status updates provided by the Dietitian Champion, IT Lead, and Nurse Champion via email on July 19 and August 16 to the team; challenges and solutions will be addressed at the beginning of the email before any general updates

		Once per month: July 19 and August 16, IT Lead and Nurse Champion will provide status update to the team via email



		Communications

		Staff need to be informed of the timeline/expectations for executing the sustainability plan, including why this improvement is being sustained (i.e. value to the patient) via dissemination of information in the August version of the hospital newsletter

		Dietitian Champion and Nurse Champion

		August 14, 2017

		Progress for completing this task will be measured through status updates provided by the Dietitian Champion and Nurse Champion via email to the team; challenges and solutions will be addressed at the beginning of the email before general updates on progress

		Weekly



		Other?

		Add quality indicators being collected to monitor QI Focus goals to our hospital quality dashboard monitored by the QI department and reported to leadership monthly

		QI Department Lead

		August 31, 2017

		Quality Indicators to monitor long-term adoption and value of the EHR screening tool to the patient will be collected monthly by the QI Department and reported to hospital leadership, the Sustainability Team, and the Implementation Team

		Monthly



		

		

		

		

		

		









These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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MQii “Lessons Learned” Log Template Overview





The Lessons Learned Log Template is a suggested tool intended to allow your team to:

· Document, review, and apply lessons learned from your quality improvement (QI) intervention for future improvement iterations

· More effectively apply your lessons learned to future efforts 



What is a Lessons Learned?

Project Management Institute (PMI) Project Management Body of Knowledge (PMBOK) defines Lessons Learned as the learning gained from the process of performing the project.1 



Why document Lessons Learned? 

· Lessons Learned documented in the template may also be included in evaluation reports, presentations, and publications developed after your Implementation is complete 

· Documenting and reviewing lessons learned allows your team to capture modifications made to your project over time, identify best practice for future use, and share learnings with others within your facility 

· Documenting and reflecting on lessons learned should allow you to gain insights from your barriers and successes. Ideally this effort will prevent repetition of mistakes and allow successes to inform next steps and additional QI efforts, and be repeated when applicable.



MEANINGFUL USE OF THIS TEMPLATE:

The template is to be completed throughout the project when lessons learned are identified. Waiting until the end of the Implementation Period to complete the template often results in lessons learned being missed or forgotten.  



Once the Implementation is complete, schedule a 30-minute meeting with your team to:

· Review the items in the Lessons Learned Log

· Discuss whether items need to be added

· Develop a recommendation for each item 

· Discuss whether recommendations should be applied to your team’s next iteration of improvement implementation



Who should complete the template?  

The template is to be completed by the Project Champion or his/her designee. It is recommended to identify and designate the person responsible for this template when completing the QI Implementation Project Charter.  


 Centers for Disease Control and Prevention (CDC) (2010). Project Management Guide. Lessons Learned. Background. https://www2a.cdc.gov/cdcup/library/pmg/implementation/ll_description.htm.        



MQii Lessons Learned Log Template





INSTRUCTIONS: 

Complete the template whenever a lesson learned is identified during Implementation of your QI intervention effort. 

· Category – categorizing lessons learned initially allows your team to later filter and search for specific lessons learned in the end. Examples of categories might include: data collection, team operations, screening, assessment, discharge planning, or communications.

· Issue/Problem – often lessons learned are a result of an issue or problem that occurred during Implementation. The issue or problem that resulted in the lesson being learned needs to be documented.

· Success – sometimes the lesson learned is a result of a successful event or occurrence during Implementation. The successful event that resulted in the lesson being learned needs to be documented.

· Impact on Intervention – identify the exact impact on the intervention. This is suggested for all entries.

· Recommendation – although recommendations are finalized at the end of Implementation, it is important to include recommendations discussed at the time the lesson learned is identified as recommendations are most pertinent at this time and if not documented, may be forgotten



An example is included below in orange text.

		Date

		Category

		Issue/ Problem

		Success

		Impact on the Intervention

		Recommendation



		May 18th 2017

		Data Collection

		Data for “Nutrition Assessment Performed” are not exporting correctly from our EHR system into the template

		N/A

		Delayed submission of baseline data

		When exporting sample data, select 10 patients that have undergone all steps of the malnutrition care workflow to ensure data are captured for each item of the template correctly 



		

		

		

		

		

		







		Date

		Category

		Issue/ Problem

		Success

		Impact on the Intervention

		Recommendation



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		











These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance and expertise through a collaborative partnership. Support provided by Abbott.
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