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Welcome to the Performance 

Improvement Managers Network Call
 

Creating a Culture of Quality Improvement
 

March 22, 2012 


1 888 566 8978 or 1 517 623 4997, code: 3478212
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Agenda
 

Today’s Presenters:
	

Grace Duffy, Public Health Foundation
 

Joe Kyle, Maxine Williams & Janice Tapp
 

SC Department of Health & Environmental Control
 

Moderators: 

Liza Corso & Teresa Daub, CDC/OSTLTS 
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Objectives 

1.	 Describe the characteristics of a Culture of 

Quality Improvement (QI) 

2.	 Share an overview of the Greenville, SC DPH 

Fast Track implementation pilot 

3.	 Identify benefits and barriers encountered as 

SC rolls this successful pilot out to all PH 

regions 

4.	 Provide Q&A with Quality and Implementation 

specialists 



 

   

  

 

  

  

 

    

 

What is a Culture?
 

Culture is what holds an 

organization’s DNA together 

It helps define its personality and 

explain its performance 

“It is how we do things around here” 




  

  

 

  

 

 

 

    

Indicators of an Organization’s Culture
	

◦ Rituals and Routines 

◦ Symbols 

◦ Power Structures 

◦ Organizational Structures 

◦ Control Systems 

◦ Stories 

Wikipedia, the free encyclopedia 



 

  

 

 

 

 

Quality Culture
 

Building a quality culture is not an easy task. 

Developing a focus on quality seems very easy but 

it really is not a straightforward thing to achieve. 

Organizations spend years of efforts and budget to 

achieve the goal. 



  

 

 

 

 

 

 

The Ingredients of a Quality Culture 

Commitment 

Capability 

Understanding of Customer Expectations 

Empowerment 

Process Focus 

Institutionalization 



 

 

 

 

  

 

How Public Health Activity Creates 

and Sustains a Culture of QI
 

8 

Daily Work 

QIPIM 
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South Carolina DHEC Case Study
 



  

    

 

 

 

  

 

 

   

  

South Carolina – Organizational Context
 

•		Fully centralized governmental public health system – all 

local health department employees work for state 

government 

•		All local (county) health departments are organized into 

Regions 

–		Minimum of 3 counties, maximum of 10 

•		Local substantive management decisions made at the 

region level 

•		Office of Performance Management and Health 

Improvement began in 2004 

– Currently has 2 employees working on PM and QI
 



 

 

 

  

 

  

 

Fast Track Definition: 

Lab work and minimum education only, 

for asymptomatic clients presenting 

at an STD clinic (no physical exam) 



 

  

  

 

 

 

  

 

 

 

Fast Track…rationale for testing 

•		Discussions around Fast Track (FT) begun in 2009 

•		Recognition that there was increasing pressure on STD 

clinical appointment slots due to decrease in clinical and 

administrative staff 

•		FT had been implemented in other states with apparent 

success and in Region 7 (DHEC) unofficially 

–		Limited implementation in the South 

•		Potential to use non traditional providers as providers of 

FT services, freeing up clinical slots for symptomatic 

clients and contacts 



 

  

 

 

  

  

  

Fast Track…Pilot AIMS
 

Implement STD FT in 3 pilot regions for asymptomatic 

clients that: 

1) satisfies customer expectations; 

2) increases the number of clinic slots for symptomatic 

clients; 

3) is done efficiently with a low number of referral errors; 

4) results in a low total time in clinic, and 

5) results in high employee satisfaction 



 

  

  

  

 

   

 

 

  

 

 

 

Fast Track…Pilot Set Up
 

•		Original intent to pilot in 4 Regions (2, 5, 7 and 8), ending 

up in Regions 2, 3, and 5 (two counties) 

• Region 2, with support of PHF consultant, got started 

first, and informed the work on the other two regions
 

•		General parameters: 

– Screening protocol for appointment staff resulting in FT 

or non FT appointment slot 

– Client shows up, screened again (questionnaire), 

continues in FT or non FT
 

– FT clients have lab work done, receive specific 

messages, check out
 

–		Lab results communicated as with any other client 



  

   

 

  

  

   

Pilot Preparation 


•		FT policy developed by Office of Nursing and Division of 

STD/HIV staff, with input from medical consultants 

•		Metrics developed by Office of Performance 

Management (PM) in consultation with Division of 

STD/HIV and Office of Nursing 

•		Phone consultation provided to pilot site managers by 

STD/HIV Division, Office of Nursing and PM staff 

•		Training of FT staff in the regions. 



  Fast Track…Region 2 initial work…
 



  

  

Fast Track…Region 2 initial work…
 

From Dec 

2010 mtg.
 



  Fast Track…Region 2 initial work…
 



  

  

 

Fast Track…Region 2 initial work…
 

Initial Flow 

Concept, 

beginning to 

end 



  

 

 

Fast Track…Region 2 initial work…
 

Getting ready to 

launch pilot 



  

  

 

Fast Track…Region 2 initial work…
 

Example of summary 

results and analysis 

communication of 1 

pilot day 



  

 

  

 

 

Fast Track…Region 2 initial work…
 

Example of client 

satisfaction survey 

and 1 day pilot 

results 



 

  

     

      

     

      

 

  

    

Overall Pilot Results 

Appointments and Referral Error 

Appointment Data Aiken Greenville Orangeburg Richland 

# appointed into FT slot 33 66 86 59 

# Showing 20 54 51 36 

Show Rate 60% 82% 59.3% 61% 

Of Show, Percent 

Ineligible (referral error rate) 

0% 20.4% 25.5% 19.4% 



 

  

 

     

     

  

Fast Track Pilots 

Summary Average Time of Service 
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Time from beginning of first encounter 

with DHEC staff until visit completed 

Aiken Greenville Orangeburg
 

Greenville, with support from the PHF, undertook 

several PDSA cycles to improve time in clinic. 



  
   

  

   

Average Admin and FT Provider Times 
Minutes by Type 

Aiken Greenville Orangeburg 
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FT Providers in Region 2 were various types of staff, and in 

Regions 3 and 5 they were lab technicians 



   

  

 

FT Positivity Rates 

Percent of FT clients seen 

0 

5 

10 

15 

20 

25 

GC 

CT 

HIV 

Aiken Greenville Orangeburg Richland
 



 
 

 

Client Satisfaction with FT 
Percent of Responses 
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Fast Track…lessons learned from pilots
 

•		Feasible to do in DHEC context 

•		Time in and out is variable, can be shortened further with 

onsite rapid cycle testing and evaluation 

•		Fewer “handoffs” increases efficiency, consider one 
provider doing all parts of FT (Minute Clinic model) 

•		Overall clients appreciate speed and simplicity of service
 

•		Some error rates in referral processes, but within 

acceptable limits 

•		Very important to have good communication and 

coordination between appointment, admin and clinic staff 



Fast Track…storyboard as summary  

 

HHEEAA LL TT HH  SSEE RRVV IICCEE SS   QQUUAA LL IITT YY  IIMMPP RR OOVVEEMMEE NNTT   SS TTOO RRYY BBOO AA RRDD     

REGION/CENTRAL OFFICE AREA: Division of STD/HIV and Region 2, 3, and 5 

CONTACT: Janet Tapp 

PHONE NUMBER:  

SIZE: Statewide 

POPULATION SERVED FOR PROJECT: DHEC STD clients 

PROJECT TITLE: STD Fast Track Pilot 

 

 

PLAN 
Identify an opportunity and 

 Plan for Improvement 

 

1.  Getting Started 

HS recognized that providing full 
clinical evaluation STD services 

routinely to asymptomatic clients 
was taking valuable appointment 

slots from symptomatic clients. In 

addition, the total number of STD 
clinic slots was also decreasing due 

to loss of nursing staff related to 
state budget cuts. Fast Tracking 

(FT) of asymptomatic clients, is a 
testing only service where the client 

receives lab tests and brief 

counseling services. This testing 
only model has been used in other 

states with varying success. The 
question for South Carolina is would 

FT  provide better customer service, 

free up valuable clinic slots for 
symptomatic clients, utilize non-

nursing resources and improve clinic 
efficiency. Based on initial work in 

Regions 7 and 8, formal piloting of 

Fast Track in Region 2 took place 
from December through May 2011, 

and in Regions 3 and 5 in the 
summer of 2011.  

 
2.  Assemble the Team 

For the pilots, teams were 

assembled in each of the three pilot 
regions from the Greenville HD, 

Richland HD, and Aiken and 
Orangeburg HDs. Team members 

were recruited by regional 

leadership, and consisted of 3-5 
clinical and administrative staff. In 

Greenville, QI TA was provided by 
an expert from the Public Health 

Foundation. The Office of 
Performance Management assisted 

in developing metrics for the pilots, 

and HS’ Division of STD/HIV and the 
Office of Nursing provided content 

expertise. 

 
AIM Statement 

Implement STD Fast Track in 3 pilot 
regions for asymptomatic clients 
that: 1) satisfies customer 
expectations; 2) increases the 
number of clinic slots for 
symptomatic clients; 3)  is done 
efficiently with a low number of 
referral errors; 4) results in a low 
total time in clinic, and 5) results in 
high employee satisfaction.  
 
3.  Examine the Current Approach 

Per policy, standard treatment of 
asymptomatic STD clients required a 

full risk assessment and clinical 

exam. No differentiation was made 
between asymptomatic and 

symptomatic clients in this regard.  
Overall, clients were satisfied with 

STD services based on the 2010 
customer service regional survey.  

 

4.  Identify Potential Solutions 
STD/HIV Division and Office of 

Nursing staff working with region 
partners, identified the components 

that would need to be developed 

and included in a formal FT pilot 
including: change in policy to allow 

for FT, telephone screening tool 
(protocol), in person screening tool, 

use of non-nurse staff to provide 
service, provision of lab services, 

specific educational messages, 

training of these staff, and how 
results would be shared with clients. 

 
5.  Develop an Improvement Theory 

A FT policy was developed, 

screening tools for phone and in 
person client encounters were 

drafted, education messages 
created, and lab results tracking and 

referral procedures identified.  

Potential decision algorithm also 
developed for both FT and 

treatment of symptomatic clients. 

Simplified FT flow chart below:         
Client 

requests 

appt. 

(usually 

by 

phone)

C.A. or clinic 

staff 

determination

SYMPTOMATIC

Or CONTACT

Clinic appt.

ASYMPTOMATIC

Fast Track appt.

In person 

screening

If SYM then refer 

to clinic

Fast Track Service

Lab Results

If – file

If + contact 

client for clinc 

appt.

Sympto

matic

 

DO 
Test the Theory for Improvement 

 

 

6.  Test the Theory 

During the pilot phases in all three 
regions, staff implemented the new 

FT policy and procedures and tested 
the telephone and in person 

screening forms. Data was collected 
from staff and clients, and 

operational changes were made as 

appropriate, using a rapid cycle 
improvement method.  

 
In Regions 3 and 5, lab technicians 

were the FT provider, and in Region 

2 various staff served in this  

 
LDH logo here 
if desired) 



Fast Track…storyboard as summary  
capacity.  

 
 

 

STUDY 
Use Data to Study Results  

of the Test 

 

7.  Check the Results 
 Results from the four pilot sites 

demonstrated that FT could be 

successfully implemented in 

DHEC sites with rapid service 
delivery time.  

 

 
 

 Error rates (clients showing up 

for FT appointment who were 

not eligible for the service) were 
also within acceptable limits 

from a low of 0% to 25.5%.  
 Clients reported a high degree 

of satisfaction with the FT 

service from time in clinic to the 

overall service. 
 

 
 

 

 All staff involved with the pilots 

expressed a very high level of 
satisfaction with implementing 

the FT process in their area.  
 

 
 

 

ACT 
Standardize the Improvement and 

Establish Future Plans 

 

8.  Standardize the Improvement    
       or Develop New Theory 

 
To better standardize and increase 

the efficiency of FT within each 

clinic setting, it is important that: 
 “Handoffs” within the FT should 

be kept to a minimum. If 

possible, work to develop a 
model of one staff doing all 

aspects of FT.  
 Continuous rapid cycle PDSA 

should be conducted around 

clinic time to reduce variability 

and to shorten the length of 
services as much as feasible. 

 Continuous coordination and 

communication between 
appointment, administrative 

support and FT clinic staff must 

be in place, particularly until FT 
is fully operational and the 

delivery of the service done 
consistently and at a high level.  

 Additional data around lab result 

follow-up may be required, and 
if so, different follow-up 

procedures tested and 

evaluated.  
 

9.  Establish Future Plans 
The best way to spread the FT clinic 

model to all DHEC STD clinics is to 

implement a virtual Institute for 
Healthcare Improvement “light” 

learning collaborative.  
 A Change Package should be 

developed and disseminated 

that contains the policy, forms, 
agreed upon metrics and 

measurement tools, a primer on 

the Model for Improvement, 
pilot results and lessons 

learned.  
 Three virtual learning sessions 

followed by action period would 

be implemented with teams 

from each of the 8 regions.  
 The first learning session would 

focus on sharing the change 

package, training staff in rapid 
cycle PDSA work (Model for 

Improvement), and 
development of first region 

workplan. The first action cycle  

would be used to fully develop a 
region testing and deployment 

plan, implement initial rapid 
cycle change package testing, 

compiling, analyzing and 

submitting data.  
 The second learning session 

would focus on sharing  

statewide data and results, 
further PDSA consultation and 

troubleshooting, followed by the 

second action cycle which would 
continue further testing, 

expansion and spread, 
refinement of any of the 

elements within the change 
package.  

 The third and final learning 

session would focus on 

strategies to ensure full spread 
with fidelity, and how to ensure 

that FT continues after the 
collaborative work is completed.  

 Expected full deployment of the 

entire change package 

statewide will be completed by 
no later than July 1, 2012.  

____________________ 
DHEC Health Services 

Fast Track Pilot 

Team Leaders and Members 
 

Central Office:  
Janet Tapp, Angie Olawsky, Joe Kyle 

 

Region 2: 
Sylvia Elliot , Kendra Douglas, 
Gale Davis, Chancey Rich, 
Bren Blevins,  Phyllis Thomas,  
Michelle McKinzie, Mary Haywood 
Roslyn McReynolds, Donna Cook,  
Charlotte Leonard, Angela Rice, 
Tonya Woodard, Caroline Snow, 
Kevin Poole, Virginia Painter, 
Maxine Williams  

 
Region 3: 

Sandra Tucker, Jo Ellen Roberson, 
Richland-Daphne Scott, several 

administrative support staff 
 

Region 5: 

Vicki Greene, Diane Bolin,  
Marge Heim, April Boone and 

centralized appointment staff,  
Linda Strader, Tanisha Ryan, Debbie 

Lotz, Pam Carn, Barbara Charley, 

Johnnie Watson, other admin staff 
 

Public Health Foundation: 
Grace Duffy 



 

 

 

 

   

 

 

 

  

 

 

 

Fast Track Pilot 

Final Recommendation 

Fully deploy FT statewide through an IHI-like simplified 

virtual learning collaborative 

Develop Change Package 

Policy, forms, agreed upon metrics, Model for 

Improvement  (PDSA primer), pilot results and lessons 

learned 

There may be aspects to FT that will require new data 

to be collected (i.e., percent of positive clients who do 

not receive treatment) 



 

 

  

  

 

 

  

  

 

   

  

 

Fast Track Pilot 

Final Recommendation 

Implement IHI virtual learning collaborative with 8 region 

teams beginning December 2, 2011 

 Call/training 1 to share change package 

 Action Cycle 1 to develop region testing and 

deployment plan, implement first rapid cycle testing, 

submit results and other data 

 Call/training 2 to share statewide results and data, 

further PDSA orientation, troubleshoot 

 Action Cycle 2 further testing, expansion, refinement, 

data submissions by regions 

 Call/training 3 final refinement and full and final
 
spread statewide by June 2012
 



 

 

  

 

  

  

 

 

 

   

   

Fast Track Deployment Challenges 

In deployment phase, challenging to get staff to send 

data in, PDSA worksheets 

For the “good of the whole” a difficult argument to make, 

given increasing limited staff and management time to 

do, much less to document and report 

As a result, reporting to date not consistent somewhat 

sporadic, despite good intentions of region staff – 

continue to work with staff, will have deployment lessons 

learned discussion with them, for next QI project(s) 



 

 

 

 

   

 

Questions & Discussion 


All lines are open and live!
 

Please remember to use your mute button or *6
 



 

  
 

 

 

     

     

Thank you!
 
Please send your questions and 


comments to:
 

pimnetwork@cdc.gov
 

Centers for Disease Control and Prevention 

Office for State, Tribal, Local and Territorial Support 

mailto:pimnetwork@cdc.gov

