	2012/2013  QUALITY ASSURANCE/ IMPROVEMENT 
 RISK MANAGEMENT PLAN



	This QA/I Plan is updated and approved annually by the governing authority.  QA/I committee activities will be coordinated by the QA/I director who reports to the program director. QA/I activities are integrated into the program’s overall management through posting and dissemination of the QA/I report and through feedback received in senior staff meetings, treatment services supervision meetings and the suggestion box.  The program director informs the governing authority of the findings of QA/I activities, monitors corrective actions directed by the governing authority, and reports progress back to the governing authority. QA/I activity monitoring is documented in the governing body’s meeting minutes and is used for planning and improvement of service delivery. 

	Peer review and completeness of client record review will be conducted and documented at least quarterly by staff who are qualified to provide the same AoD services reviewed. Staff is prohibited from reviewing their own documentation.  Quarterly reviews will include data from each month of the quarter and will evaluate the clinical pertinence and appropriateness of service delivery, and at a minimum will include documentation that: a) assessments are thorough, complete and timely; b) treatment plan problems, goals and objectives are based on the results of the assessment; c) services delivered are related to the treatment plan goals and objectives; and, d) documentation accurately reflects that services were provided. In addition, the quarterly reviews must include the client’s admission to, continued stay and discharge from programs based on the ODADAS protocols for level of care for publicly funded clients including, at a minimum, the methodology, frequency, and content of these activities. At least four clinical staff will be appointed by the program director to serve on the QA/I committee. 


	Quarterly waiting list management activity documentation will include: identification of pregnant women; intravenous drug users; non-emergency status clients and clients with medical or psychiatric emergencies; maintaining contact with clients; procedures for removing clients from the waiting list; and for notifying referral sources of client’s waiting list status.  If there is no waiting list, the quarterly report will document that there was no waiting list. 

	Client satisfaction surveys and referral source satisfaction surveys will be conducted at least annually and the results will be documented in the annual QA/I report. The findings of these surveys will be used to improve service delivery. 

Client satisfaction protocols will provide an opportunity for all clients to participate and will ensure anonymity in survey participation, data collection, analysis and reporting. At a minimum, client satisfaction measures will include: a) accessibility (timeliness of appointments); b) appropriateness (responsiveness to client’s needs); c) cultural competence of staff providing services;                     d) recommendation of services to others; and, e) overall satisfaction.

Referral source satisfaction protocols will include: documentation of reasonable attempts to contact a sample of referral sources; data collection and analysis; and reporting of findings. At a minimum referral source satisfaction measures will include: a) access (ease of referral); b) program information (general information about the program); c) client information (feedback about the client); and, d) overall satisfaction.



	Risk management activities will be conducted and documented quarterly to protect the program from hazardous working conditions for staff, clients and visitors to the program, physical plant conditions, fire and safety conditions, major and unusual incidents, financial risks, and at a minimum will include plan objectives. Risk management is a subcommittee of QA/I and identify staff responsible for implementing and coordinating risk management.       (INSERT NAME/POSITION)                          is responsible for coordinating, documenting and implementing risk management activities and works with the QA/I director to develop quarterly and annual reports to be given to the program director who is responsible for reporting to and following up on recommendations of the governing authority.  At least two other program staff appointed by the program director will serve on the risk management subcommittee. 

At a minimum risk management activities will document major unusual incident reporting, review and monitoring of: death; any allegation of physical, sexual or verbal abuse of a client; any allegation of staff neglect of a client; and injury to client employee, contract staff member, volunteer or student intern when the person is on the program’s premises performing tasks for the program or participating in program activities. All major unusual incidents will be reported in writing to ODADAS and applicable ADAMHS, ADAS and MHRS Boards within seventy-two hours of the reported incident.  Major unusual incident reports shall not include client identifying information unless the client has given written consent to release information in compliance with 42 CFR, Part 2. 

Risk management activities assure monitoring of: significant financial risk and/or loss including pending lawsuits, loss of grants or other funding; maintaining safe staffing levels; adherence to federal and state requirements; and                                                                  ; that the emergency medical plan remains posted in a place accessible to staff at all times; and that QA/I documents are securely locked and confidential. 
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