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Quality Improvement Summary Report

01/01/07 thru 3/31/07
I. Quality Improvement  -  Performance Information    

River Bend Permanent Placements – 19 of the 33 permanent placements were referred by SCCCMH. 
River Bend Respite Placements – 20 of the 34 respites during the quarter were AAA 1-B. All respites were on River Bend #2. 
Group Home Permanent Full-time Placements – On consumer from Crawford moved to a lesser restrictive home in another agency. An emergency discharge was necessary for another Crawford resident. Both open beds have been filled through CMH referrals.
II. Quality Improvement - Outcome Measures
Personnel Records – Outlook Training was provided to all Supervisory staff to assist them in better monitoring of tasks, i.e. evaluations, re-certifications, etc. 
Total Utilization Management Score – Full Survey – Full surveys were completed at Simpson, Allen and River Bend #2.  Total score was 99%.
Group home consumers receiving less intensive services – (2) Crawford – (1) Resident moved to a lesser restrictive home. (1) consumer’s psychotropic medications were decreased due to a decrease in behaviors.
Group home consumers participating in a community integration activity – The Agency provided a total of 560 outings to consumers in the group home during the quarter. Each consumer participated in an average of 1-4 outings each month. The average amount of time spent in the community per outing was 1.75 hours. 
River Bend residents participating in activities/community outings – RB1 - 80% consumer participation. RB2 – 15%. 
I. Quality Improvement – Adverse Outcomes

      Substantiated Recipient Rights Complaints – Allen – (1) incident of staff swearing and

      yelling in the presence of consumers and (1) incident of a staff person yelling at consumers               

      and use of excessive force. The staff person involved has been terminated from employment

      with the Agency. Vine – (1) incident of restraining a consumer in a chair and (1) incident of             
      forcing a consumer to take medications when the consumer refused. The staff person 

      involved  has been terminated from employment with the Agency. River Bend #1 - (1) of a 

      consumer missing scheduled medical appointments. The staff involved received disciplinary

      action according to Agency policies & procedures. 

      Disciplinary action was taken according to Agency policies and procedures which included                            
but was not limited to suspensions without pay, demotion, and termination of employment. In addition, all Agency staff are being re-trained in recipient rights with emphasis on immediately intervening on behalf of the consumer and immediately reporting all incidents of suspected abuse and neglect to the Supervisor. Supervisors are now working a 12 noon -8:30 pm split shift a minimum of once per pay period to increase monitoring, observation and interaction with consumers/staff.

Staff Retention Rate – 91% (previous quarter was 91%) The Agency hired (11) new employees during the quarter. (10) employees ended employment. (  ) employees gave proper notice,  ( 2 ) staff did not give proper notice, (1) employee did not return from a leave of absence. 
River Bend Significant IR – Consumer Injuries (1) – River Bend #2 – (1) Resident sustained a fractured arm as a result of a fall. 
Group Home Significant IR – Consumer Injuries – (1) Resident at the Frith Road Home sustained a fractured finger resulting from self-abusive behavior. (1) Resident at Frith sustained bruises/abrasions resulting from self-abusive behavior. Both consumers received medical treatment and injuries have healed.  Staff followed the consumer’s behavior plans as written.  
Medication Errors – 8 Errors – Allen – (1) Documentation. Administration of medication verified by med count.  Crawford (1) – Wrong Time – staff pulled the wrong card (correct med) gave the HS dose at 4pm. (1) Missed Medication – 1:30 pm dose was omitted. Supervisor will contact prescribing physician to see if prescription can be written as twice daily. Meisner – (1) Lower Dose – Hospital discharge instruction sheet/verbal instruction/scripts misinterpreted. Range – (1) Wrong Time – medication was prescribed at specific times (antibiotic). (1) Lower Dose – not detected until next shift count. (1) Wrong Consumer – another consumer was in the medication area during administration of meds.  Vine (1) Pharmacy Error – Staff caught error during check in procedures. Pharmacy packaged the wrong medication.  
