Quality Framework Quality Indicators (QI) and Improvement Plan

	Quality Indicators
	Action Steps
	Record Keeping
	Dates Checked
	Progress
	Plans for Improvement

	1. 100% of all NPI full-time new hires will be trained within 30 days of employment (unless noted below) to comply with the Home and Community Based Support (HCBS) Quality Framework/Iowa Administrative Code Standards.
100% of all NPI part-time new hires will be trained within 90 days of employment (unless noted below) to comply with the HCBS Quality Framework/Iowa Administrative Code Standards.  

Trainings include the following:

A. Child and/or Dependent Abuse training completed within six months of hire (or documentation of current status) and repeated training every three years.

B. Member rights.

C. Rights, restrictions, and limitations.

D. Member confidentiality.
	1. Approved Child and Dependent Adult Abuse training will be provided within six months of hire and every three years thereafter.

2. Client Rights Restrictions and Limitations training will be reviewed annually.

3. Client Confidentiality and HIPAA training will be reviewed annually.

4. Medication Administration training will be provided within thirty days of hire, annually, or as needed.

5. Behavior Management will be provided at hire and reviewed annually.

6. Staff are required to read and sign-off on all Person-Centered Plans (PCPs) and Behavior Plans before provision of service.

7. Critical Incident Reporting training will be provided within thirty days of hire and annually thereafter.

8. Brain Injury training will be provided when required prior to service provision using training modules in the Relias system.

	The Human Resources Coordinator will maintain personnel files on all staff. Proof of initial training in the outlined areas will be maintained in those files. Proof of annual trainings thereafter will be maintained in the Relias System. Proof that staff have reviewed PCP and Behavior Plans is kept at each site.  
	3/31/23
	A total of 9 new staff were trained in Member Rights, Rights Restrictions, Member Confidentiality, Behavior Management, and Documentation.

The Human Resources Coordinator and the Director of Quality Assurance (QA) continued to audit personnel files during this reporting period to ensure staff are getting the trainings required to meet the Framework standards.   
Additional Annual/monthly staff trainings are completed on the Relias system.  Reports are maintained by the Director of Operations.  
Med Management Certification classes are now offered through the Relias System for all new hires.  The Director of Operations maintains this training information.

	No improvements needed at this time.

The Director of Quality Assurance and the Human Resources Coordinator will work towards their goal of auditing 100% of records by the end of 2023.



	Quality Indicators
	Action Steps
	Record Keeping
	Dates Checked
	Progress
	Plans for Improvement

	2. Service documentation will be generated by all NPI staff 100% of the time and content will be maintained so that billing can be completed to comply with the HCBS Quality Framework.  

The Quality Assurance Auditor will audit all services for 100% of NPI clients on a monthly basis as much as possible before billing to ensure all documentation is present.  The Director of Quality Assurance, QA Auditor and agency-appointed site auditors will audit documentation content for all services including Day Services, for at least 10% of NPI clients on a monthly basis.  Also, site-appointed agency auditors will audit introductory staff at 100% for the first 90 days and veteran staff at least 25% of the time.    
	1. Client documentation will include: 

a. Specific service being provided

b. Date of service

c. Time of service

d. Specific location of service

e. Client name

f. Client date of birth

g. Client Medicaid ID number

h. Staff’s printed name, signature, and job title.

i. Intervention

j. Response

k. Outcome

l. Medication information (name, dosage, and route)

m. Supplies dispensed  
2. Client service documentation, for twenty-four hour residential services, will be completed in the EDoc system before staff leaves at the end of their shift.

3. Client service documentation for day services will be completed within twenty-four hours of service. 

4. Client service documentation for hourly residential services, will be completed before midnight of the following day of the service. 

5. Supervisors will ensure that the number of hours billed are based on substantiating documentation.   
	All daily service documentation, except for Community Employment (CE), is kept on the EDoc system. All other documentation is kept in secure hardcopy files.

The QA Department will maintain a monthly spreadsheet to track auditing completed and will follow-up to ensure all requested corrections are completed.   

     
	3/31/23
	The Director of QA audited client documentation along with 480 incident reports and 35 Person Centered Plans and alerted staff of any needed corrections.
In order to meet HCBS Documentation Standards, the Quality Assurance Auditor audits the content of all documentation at 100% for all new hires each month during their 90-day introductory period.  Designated Site Auditors audit content of assigned staff/sites 75% of the time if staff have been employed less than a year (unless they are new-hires.)   Other staff are audited 25% of the time.   
The Quality Assurance Auditor audited all Residential sites 100% to ensure documentation was present for all services for all clients.  Per agency policy, documentation must be entered no later than 48 hours after the service is provided.  The QA Auditor compared all Day Services attendance record sheets to staff documentation pre-billing to ensure all documentation was present.  The QA Auditor monitors timeliness of documentation very closely and alerts Department Directors immediately of all discrepancies.
The Director of Residential Services audits utilization and looks for reasons billing errors occur so they can be corrected. 
	None needed at this time.
None needed at this time.
None needed at this time.



	Quality Indicators
	Action Steps
	Record Keeping
	Dates Checked
	Progress
	Plans for Improvement
	e

	3. The agency will report any and all suspected abuse in order to comply with the HCBS Quality Framework.


	1. Reports will be completed in accordance with the Iowa Administrative Code (IAC) definition of abuse.

2. Within one month of hire staff will be trained on and then comply with reporting procedures, including but not limited to:

a. Legal ramifications for failing to report suspected abuse

b. The process for reporting abuse allegations

c. The process for ensuring the client’s safety upon learning of an allegation

d. The process to follow if the alleged perpetrator is an employee

3. The agency will ensure that its internal investigations do not impede HHS/Department of Inspections and Appeals (DIA) led investigations.

4. Copies of all complaints will be forwarded to the Director of QA, Director of Operations and/or Director of Residential Services, Executive Director and Board of Directors.  

5. A staff member, appointed by the Executive Director will investigate each allegation and send reports as requested by HHS.  A file of all open and closed investigations will be kept in the QA Department.
	Personnel files will contain proof of staff training on abuse/mandatory reporting. The Executive Director will assign staff to complete internal investigations whenever necessary. A report will be completed and maintained by the Executive Director. Staff will be assisted with making reports, if need be, and the Director of Residential Services (DRS) and the Director of Quality Assurance maintain copies of all Major Reportable Incidents related to abuse.
	3/31/23
	Nishna continues to report all suspected cases of abuse.  Investigations are completed as required. 

	None needed at this time.
 
	


	Quality Indicators
	Action Steps
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	4. 100% of all agency-wide incidents will be maintained in one general location and, tracked/
trended in compliance with the HCBS Quality Framework.

	1. All staff are trained on what constitutes an incident each year during required Documentation/Medicaid Compliance Training. 

2. The agency will maintain incident reports in a centralized location within the EDoc system.

3. The Safety Committee will review incident reports for possible safety issues, trends and future problems on a monthly basis.  All discussion will be noted in the monthly safety minutes.
4. The Director of QA will track and analyze incident data for possible trends and issues and submit reports regarding this information to the Executive Director every two months.  The Director of QA will assist in the development of any required corrective action plans and submit such to the Executive Director.
	Incident reports are completed and maintained on EDoc or in the client file. The Director of Residential Services also maintains a copy of any Major Reportable Incidents. The Director of QA tracks and trends incident information every two months.
	3/31/23
	All incidents are reported on the E-Doc system and then forwarded to the interested parties. The Director of QA tracks and trends them (at least) every two months.  
	None needed at this time.
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	5. 100% of all client information will be safeguarded and confidentiality will be maintained in compliance with the HCBS Quality Framework.


	1. Information will be safeguarded by:

a. Following the process for use of Consent and Release forms.
b. Following the process for obtaining emergency consent (verbal before written).
c. Following the process for verifying the existence of an authorization prior to releasing information.
2. Confidentiality will be maintained by:

a.  Ensuring staff are trained on the completion and use of Consent and Release forms including their limits and expiration dates.
b. Confidential information in hardcopy client records will be kept in locked cabinets.
c. Confidential information in electronic client records will be accessible only to individuals with confidential, individual usernames and passwords.
3. A letter will be sent to clients regarding any HIPAA breach related to their individual personal health information within 60 days of discovery.  

4. A yearly report of all HIPAA breaches will be sent to the Secretary of Health & Human Services by the end of February.
 
	All staff are trained on consents, confidentiality and HIPAA rules and regulations at the time they are hired and then on an annual basis.  Any information regarding individuals served is maintained either on a secure electronic system or in locked storage. 
	3/31/23
	An enhanced mandatory confidentiality/consents/HIPAA training is held during the new-hire second day orientation as well as annually.  New staff are trained on confidentiality and related topics.  Veteran staff will receive yearly reminders through Relias.
HIPAA tips are distributed to Team Leaders each month at Client Services/Management Meetings.  Team Leaders share the tips with their staff each month in individual site meetings.  Tips are also included in the monthly FYI staff newsletter.

  
	None needed at this time.

None needed at this time.




	Quality Indicators
	Action Steps
	Record Keeping
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	Progress
	Plans for Improvement

	6. Clients will determine all of their personal choices to optimize autonomy in regards to all services received.

All settings/services will be fully integrated to meet Center of Medicare and Medicaid Services (CMS) standards.

Settings will provide opportunities for meaningful and purposeful activities which facilitate personal growth and maintenance of skills, abilities and desires.

Members will have the opportunity and support to access and manage their personal resources.

All daily and individual choices will be determined by each client served.
	1. Survey each client served each year to determine the following outcomes per service:
a. Consumers are valued.

b. Consumers live and work in positive environments.

c. Consumers exercise their rights and responsibilities.

d. Consumers have privacy.

e. When there is a need, consumers have support to exercise and safeguard their rights.

f. Consumers decide which personal information is shared and with whom.

g. Consumers make informed choices about where they work and live.

h. Consumers make informed choices on how they spend their free time.

i. Consumers choose their daily routine.

j. Consumers are a part of community life and perform varied social roles.

k. Consumers have a social network and varied relationships.

l. Consumers develop and accomplish personal goals.

m. Management of consumer’s money is addressed on an individualized basis.

n. Consumers maintain good health.

o. The consumers’ living environment is reasonably safe in the consumer’s home and community.

p. The consumer’s desire for intimacy is respected and supported.
q. Consumers have an impact on the services they receive.


	
	3/31/23
	Federal Center for Medicaid and Medicare Services (CMS) extended the Transition date for integrated settings to 3/27/2023.  NPI is fully compliant with the Transition Settings Rules.
During this reporting period, 28 Client Satisfaction Surveys were conducted by the QA Department and Support Team

Questionnaires were mailed or emailed to 100 Stakeholders. Survey results may be found on each individual department’s quarterly benchmark report. 
	None needed at this time.
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