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Key Quality Improvement Terms 

Affinity Diagram – A quality improvement tool used to group large amounts of ideas, issues, 

items, or observations into categories for further analysis. 

AIM statement – A written, measurable and time-sensitive description of the accomplishments 

a group expects to make from its improvement efforts. The AIM statement answers the 

question: “What are we trying to accomplish?” 

Cause and Effect Diagram (Fishbone) – A quality improvement tool that displays multiple 

potential causes for a problem. It can be used to organize the results from an Affinity diagram 

and helps identify stakeholder ideas about the causes of problems. It allows the used to 

immediately categorize ideas into themes for analysis or further data gathering. 

CHA (Community Health Assessment) – The CHA is a collaborative process conducted in 

partnership with other organizations and describes the health status of the population, identifies 

areas for health improvement, determines factors that contribute to health issues, and identifies 

assets and resources that can be mobilized to address population health improvement. 

CHIP (Community Health Improvement Plan) – The purpose of the CHIP is to describe how a 

health department and the community it serves will work together to improve the health of the 

population of the jurisdiction of the health department. 

Continuous Quality Improvement (CQI) – An ongoing effort to increase an agency’s approach 

to manage performance, motivate improvement, and capture lessons learned in areas that may 

or may not be measured as part of accreditation. Also, CQI is an ongoing effort to improve the 

efficiency, effectiveness, quality, or performance of services, processes, capacities, and 

outcomes. These efforts can seek “incremental” improvement over time or “breakthrough” all at 

once. Among the most widely used tools for continuous improvement is a four-step quality 

model, the Plan-Do-Check-Act (PDCA) cycle. 

Plan-Do-Check-Act Methodology - A four-step process for quality improvement: In the first 

step (plan), a way to effect improvement is developed. In the second step (do), the plan is 
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carried out, preferably on a small scale. In the third step (check), a study is done to contrast and 

compare what was predicted and what was observed in the previous step. In the last step (act), 

action is taken on the causal system to effect the desired change. 

Quality Improvement - The use of a deliberate and defined improvement process, such as 

Plan-Do-Check-Act, which is focused on activities that are responsive to customer needs and 

expectations. QI refers to a continuous and ongoing effort to achieve measurable improvements 

in the efficiency, effectiveness, performance, accountability, outcomes, and other indicators of 

quality in services or processes that support the mission of the organization. 

Quality Improvement Tools - QI Tools help identify causes, understand processes, collect and 

analyze data, generate ideas, keep projects on track, and make informed decisions for 

continuous improvement activities (i.e., Gantt chart, affinity diagram, and flowchart). 
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

H A N D S  P r o g r a m  
2 0 1 8 - 1 9  H A N D S  P l a n  f o r  G r o w t h  &  N e w  S u c c e s s e s  

 
P u r p o s e  

The goal of this project was to improve efficiency, effectiveness, and satisfaction of the HANDS 
Program staff and families.  The program aligns with the 2017-2021 LTDHD Community Health 
Improvement Plan (CHIP), goal 1, reduce substance abuse to protect the health, safety and quality 
of life for all, objective 1, data will show a 5% decrease in substance abuse by June 2021.   

 
D e s c r i p t i o n  

On August 17, 2017 as part of our monthly staff meeting our Accreditation Coordinator, Elizabeth 
Poynter, led the HANDS staff in a brainstorming activity called the 6-3-5 method. At the next staff 
meeting the ideas from the 6-3-5 brainstorming activity were shared and moved into categories 
using a tree diagram. The overall theme of the ideas was to improve the efficiency, effectiveness, 
and satisfaction of the HANDS program staff and families. During the December 2017 staff meeting 
it was determined that while some progress was made on many measures outlined in the tree 
diagram, there were multiple objectives that centered on training of staff and access to materials 
for visits that could improve both staff and family satisfaction in the program.  

 
A i m  S t a t e m e n t s  

To increase staff knowledge, practice of curriculum, and to maintain quality of HANDS program 
100% of staff will have received GGK training by January 2018. 
 
To maintain the rating of “Exceeds Requirements” for the HANDS Site Visit Audit evaluation for FY 
2019 completed in September 2018. 
 

S t r a t e g i c  A l i g n m e n t  
This project will support the Lincoln Trail District Health Department (LTDHD) Strategic Plan 
through alignment with Strategic Planning Recruitment and Workforce Development Committee, 
Goal 1, increase recruitment and retainment.  As well as the LTDHD Strategic Planning Funding 
and Grants Committee, Goal 2, LTDHD will strive for operational excellence by streamlining 
services and program processes.  

 
S t a k e h o l d e r s  

Stakeholder Impact 
HANDS Staff Increase knowledge and skills for more effective influence on 

outcomes of HANDS program. 
HANDS Families Promote goals of HANDS program; positive pregnancy 

outcomes, optimal child growth and development, children 
living in healthy, safe homes, and promotion of family self-
sufficiency. 

LTDHD HANDS Program Maintain high quality services to families participating in the 
HANDS program. 

 
S u c c e s s  C r i t e r i a  

Metric Intended Outcome Baseline Measure 
Acquire training on GGK 
curriculum for staff that were 
trained more than 2 years 
prior. 

100% of staff had GGK 
training within July 2015 to 
January 2018. 

Only 6 of the 17 staff had GGK 
training within the last 2 years. 

Maintain “Exceeds 
Requirements” for 2019 QA 
site review.  

Complete HANDS Plan for 
Growth & New Successes 
2019. 

QA site review on 8/21-8/25/17 
resulted in Exceeds 
Requirements for overall score. 
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L e s s o n s  L e a r n e d  

Overall the project was well received, and the staff voiced increased knowledge and satisfaction 
with the trainings.  
Evidence of effectiveness of program outcomes was demonstrated in the annual site review in 
September of 2018.  
 

O t h e r  A p p l i c a b l e  I n f o r m a t i o n  
All HANDS staff are required to attend a weeklong training for Core Family Support Worker role & 
Growing Great Kids (GGK) curriculum training prior to conducting a home visit. This extensive 
training involves 10 days of intensive learning and practice of the role of the FSW as well as GGK 
curriculum and activities. While all staff have at least 10 hours of additional training each year in 
program areas, many of the more seasoned staff had not gone through formal GGK training in 
several years.  
 
In FY 2018, all staff that had attended a GGK training course prior to 2016 attended 6.5 hours of a 
GGK Refresher course and 7 hours of training in Program Application Workshop Series (PAWS) 
for Family Support Workers. In addition, a day long PAWS course specifically for supervisors was 
attended by all supervisory staff and another training for parent visitors and registered nurses and 
social workers was attended by those disciplines.  
 
Objectives for the HANDS Plan for Growth and New Successes 2018 were completed by January 
2018. Monthly staff meetings had 2 hours of training and review of pertinent HANDS policies and 
procedures. Each staff member developed a competency plan/goal to enhance self-awareness and 
professional development with documentation of progress monthly. 
 
The annual site review for FY 2019 was held September 10-14, 2018. The results as follows:  
 
1. Overall rating of Exceeds Expectation during 2019 QA Site Review! 
2. Exceeds expectation in 3 of 4 Core Components; Quality Service Delivery, Workforce/Staff 

Selection and Skill Development, and Fiscal Management. 
3. For the Core Component: Performance Management, we scored 20 out the 21 possible 

points categorizing LTDHD at Meets Expectation during the 2019 QA Site Review. 
4. Improvement noted from FY 2018 in 2 Core Components; Quality Service Delivery & 

Workforce/Staff Selection and Skill Development. Our Quality Improvement project was 
aimed at increasing staff knowledge and practice of curriculum to maintain quality of HANDS 
Program and contributed to this success
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DEPARTMENT NAME: Health Access Nurturing Development (HANDS) 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270)769-1601 

PROJECT TITLE: HANDS Plan for Growth & New Successes  

              

 

PLAN 
Identify an Opportunity and Plan for Improvement 

1.  Getting Started 

HANDS staff participated in a brainstorming activity 
called the 6-3-5 method to improve the LTDHD HANDS 
program. Ideas from the activity were moved into 
categories using a tree diagram. The overall theme of the 
idea was to improve the efficiency, effectiveness, and 
satisfaction of the HANDS program staff and families. 

2.  Assemble the Team 

Shelly Lambert, Director of Early Childhood Services 

Angela Barnett, HANDS Supervisor 
Trish Ellis, HANDS Supervisor 
Carrie Buchanan, Social Worker 
Rachael Culver, Social Worker 
Anita Conder, Family Support Worker (FSW) 
Tiffany Miller, Family Support Worker 
Pat Bohannon, Family Support Worker 
Claudia Brothers, Family Support Worker 
Donna Gordon, Family Support Worker 
Amber Lindsey, Family Support Worker 
Pam Mattingly, Family Support Worker 
Jacky Riggs, Family Support Worker 
Michele Thomas, Family Support Worker 
Becky Williams, Family Support Worker 
LaTanya Wilson, Family Support Worker 
Elizabeth Poynter, Accreditation Coordinator 
 

AIM Statement: To increase staff knowledge and 
practice of curriculum to maintain quality of HANDS 
program as evidenced by improvement of HANDS Site 
Visit Audit evaluation for FY 2019. 

3.  Examine the Current Approach 

The LTDHD HANDS program has an annual QA audit 
conducted by the state HANDS staff. This audit has 4 
components: (1) Quality Service Delivery, (2) 
Workforce/Staff Selection and Skill Development, (3) 
Performance Management, and (4) Fiscal Management. 
In FY 18 we met “Exceeds Requirement” in overall score 
and achieved “Maximum Rating” for component 3 & 4. 
The HANDS QI Team identified multiple objectives that 
centered on training of staff and access to materials for 
visits that could improve both staff and family satisfaction 
in the program.  

4.  Identify Potential Solutions 

Using information from the 6-3-5 activity placed into 
categories on a tree diagram, the QI Team chose 
objectives and strategies to increase staff knowledge of 
curriculum.  

 

 

 

 

 

 

5.  Develop an Improvement Theory 

HANDS staff will participate in initial and ongoing training 
that is specific to their roles and based on individual skill 
development and opportunities for growth. 

DO 
Test the Theory for Improvement 

6.  Test the Theory 

All staff including supervisors and coordinator developed 
a competency plan/goal to enhance self-awareness and 
professional development with documentation of 
progress monthly. Trainings for all staff that included 
Growing Great Kids, Inc. (GGK) Curriculum Refresher 
course, Program Application Workshop Series (PAWS) 
for FSW’s, and PAWS for Supervisors were conducted. 
In addition, all staff attended the 2-day HANDS Academy 
conference for extensive training. 

CHECK 
Use Data to Study Results of the Test 

7.  Check the Results 

The FY 2019 audit results showed an overall rating of 
Exceeds Expectation with improvement in 2 of the 4 Core 
Components.  

ACT 
Standardize the Improvement and Establish Future Plans 
8.  Standardize the Improvement or Develop New Theory 

Based on the results from the FY 2019 QA audit the QI 
Team developed a plan for Growth and New Successes 
for FY 2019. 

9.  Establish Future Plans 

The QI Team will continue to look at strategies to 
improve HANDS services to promote positive pregnancy 
outcomes, optimal child growth and development, 
children living in healthy and safe homes, and families’ 
decision making and self-sufficiency. 
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QA Form F       8/2016 
 

 

 

HANDS Plan for Growth & New Successes 

Response to QA Site Review Summary 

Site / Agency:  LTDHD        Date(s) of QA Site Review Visit:9/10-9/12/2018         QA Visit Performed by: Julie Reynolds                   Fiscal Year:  2019 

Site / Agency Contact Person & Phone Number:  Shelly Lambert RN 270-769-1601 Ext. 7009   Technical Assistance Specialist (TA):  Laura Bronn    

 
 

Program Strengths/Highlights/Accomplishments: 
 
 

 
      

1. Overall rating of Exceeds Expectation! 
2. Exceeds expectation in 3 of 4 Core Components; Quality Service Delivery, Workforce/Staff Selection and 

Skill Development, & Fiscal Management. 
3. For the Core Component: Performance Management, we scored 20 out the 21 possible points to put us at 

Meets Expectation in that category. 
4. Improvement noted from FY 2018 in 2 Core Components; Quality Service Delivery & Workforce/Staff 

Selection and Skill Development. Our Quality Improvement project for FY 18 was aimed at increasing staff 
knowledge and practice of curriculum to maintain quality of HANDS Program and contributed to this 
success. 
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QA Form F       8/2016 
 

 

 
Program Growth Opportunity 1: 
CORE COMPONENT:  (check those that apply) 
 

 1: Quality Service Delivery      2: Workforce / Staff Selection and Skill Development      3: Performance Management      4: Fiscal Management 
 

QUALITY INDICATOR(S):  (list all that apply) 
HANDS services promote positive pregnancy outcomes, optimal child growth and development, children living in healthy and safe homes, and 
families’ decisions making and self-sufficiency. 
 

Practice 
(check  

Fundamental or Essential  
and list the 

Practice #’s that apply) 

 

Steps  
List steps site will implement to ensure that the identified 
practice meets / exceeds program expectations. 

Person(s) 
Responsible 

Indicate the staff 
person/role responsible 
for implementing each 
step. 
 

Start  
Date 

Date site 
plans to 
begin steps 

Target 
Date 

Date site 
plans to 
have steps 
met 

Progress Date &  Summary of 
Progress  Towards Steps 

A brief description of site progress 
towards / completion of steps, as well as 
the date of accomplishment. 
 

 Fund.      Ess. 

1.7.q-z 
Goals training will be mandatory for all staff All staff Dec. 3, 

2018 
Jan. 1, 
2019 

Completed 1/1/19. 

 Fund.      Ess. 

1.7.hh 
Follow up plans for future visits will be 
documented on HVL. 

FSW’s Dec. 3, 
2018 

Dec 30, 
2018 

Reviewed on all HVL and 
returned to FSW if not 
documented. Completed 
12/30/18. 

 Fund.      Ess. 

1.7.y 
Transition materials/resources/activities are 
documented on the Transition Goals sheet. 

FSW’s Dec. 3, 
2018 

Jan 30, 
2019 

Reviewed on all charts. 
Completed 1/30/19. 

 Fund.      Ess. 

      
                              

NOTES / COMMENTS (improvements noted since the completion of a step may not always indicate improvement of the overall goal): 
 
HANDS Coordinator is part of a state-wide focus group that is working on revising the goal documentation for improved clarity and ease of documentation. 
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QA Form F       8/2016 
 

 

 
Program Growth Opportunity 2: 
CORE COMPONENT:  (check those that apply) 
 

 1: Quality Service Delivery      2: Workforce / Staff Selection and Skill Development      3: Performance Management      4: Fiscal Management 
 

QUALITY INDICATOR(S):  (list all that apply) 
HANDS families are referred to community resources when support for basic needs, child care, education, employment, First Steps, Health 
Department services, mental health, and health, physician care, smoking cessation, substance abuse treatment, transportation, domestic violence 
concerns, etc. Are identified. 
 

Practice 
(check  

Fundamental or Essential  
and list the 

Practice #’s that apply) 

 

Steps  
List steps site will implement to ensure that the identified 
practice meets / exceeds program expectations. 

Person(s) 
Responsible 

Indicate the staff 
person/role responsible 
for implementing each 
step. 
 

Start  
Date 

Date site 
plans to 
begin steps 

Target 
Date 

Date site 
plans to 
have steps 
met 

Progress Date &  Summary of 
Progress  Towards Steps 

A brief description of site progress 
towards / completion of steps, as well as 
the date of accomplishment. 
 

 Fund.      Ess. 

1.8.d 
Referrals for ASQ results below will be made 
within 7 days of screen. 

All staff Dec. 3, 
2018 

Dec. 30, 
2018 

Discussed at staff mtg. in Dec. 
and SVR reviewed at individual 
supervision. Completed 
12/30/18. 

 Fund.      Ess. 

1.8.f 
Mandatory Reporting/Referral form will be 
completed when appropriate. 

FSW/SVR Dec. 3, 
2018 

Dec. 30, 
2018 

Discussed at staff mtg. in Dec. 
and SVR reviewed at individual 
supervision. Completed 
12/30/18. 

 Fund.      Ess. 

1.8.i 
Appropriate referrals will be provided and 
documented. 

All staff Dec. 3, 
2018 

April 30, 
2019 

Ongoing reminders at time of 
individual supervision. 
Completed 4/30/19. 

 Fund.      Ess. 

1.8.j 
Follow-up to referrals is provided. All staff Dec. 3, 

2018 
April 30, 
2019 

Ongoing reminders at time of 
individual supervision. 
Completed 4/30/19. 

NOTES / COMMENTS (improvements noted since the completion of a step may not always indicate improvement of the overall goal): 
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QA Form F       8/2016 
 

 

 

 
Program Growth Opportunity 3: 
CORE COMPONENT:  (check those that apply) 
 

 1: Quality Service Delivery      2: Workforce / Staff Selection and Skill Development      3: Performance Management      4: Fiscal Management 
 

QUALITY INDICATOR(S):  (list all that apply) 
 
QI-3.1: HANDS sites utilize ongoing program quality measures to ensure accountability and support plans for improvements. 

Practice 
(check  

Fundamental or Essential  
and list the 

Practice #’s that apply) 

 

Steps  
List steps site will implement to ensure that the identified 
practice meets / exceeds program expectations. 

Person(s) 
Responsible 

Indicate the staff 
person/role responsible 
for implementing each 
step. 
 

Start  
Date 

Date site 
plans to 
begin steps 

Target 
Date 

Date site 
plans to 
have steps 
met 

Progress Date &  Summary of 
Progress  Towards Steps 

A brief description of site progress 
towards / completion of steps, as well as 
the date of accomplishment. 
 

 Fund.      Ess. 

3.2.c 
All documentation will be submitted within the 
timeframes required. 

All staff January 2, 
2019 

June 30, 
2019 

      

 Fund.      Ess. 

      
Research the possibility of electronic record 
submission for staff 

Shelly Lambert January 2, 
2019 

June 30, 
2019 

      

 Fund.      Ess. 

      
                              

 Fund.      Ess. 

      
                              

NOTES / COMMENTS (improvements noted since the completion of a step may not always indicate improvement of the overall goal):  
 
HANDS Coordinator is exploring moving to electronic medical records. This will aid in timeliness of documentation. Awaiting DPH approval of HVL submission 
through HANDS 2.0. 
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

C o m m u n i t y  S e r v i c e s  
H a r m  R e d u c t i o n  S y r i n g e  S e r v i c e  P r o g r a m  ( H R S S P )  

 
P u r p o s e  

The HRSSP aligns with the 2017-2021 LTDHD Community Health Improvement Plan (CHIP), goal 
1, reduce substance abuse to protect the health, safety and quality of life for all, objective 1, data 
will show a 5% decrease in substance abuse by June 2021.  The program is working to reduce the 
rates of Hepatitis C and overdose deaths. 

 
D e s c r i p t i o n  

The transition of Community Services staff to align with the Kentucky Public Health Commissioner’s 
Transformation Plan led to the evaluation of current HRSSP operations.  The processes 
implemented in 2017 were deemed ineffective in meeting program benchmarks.  To begin the 
evaluation, administrative staff identified a need for improvement in the reporting of performance 
measures.  Data from program outputs were analyzed by the Community Epidemiologist, Health 
Promotion Manager, Harm Reduction Coordinators, and Director of Community Services to identify 
gaps and trends.  The following areas for improvement were revealed: 
 

 Efficiency and quality of operations 
 Training requirements for HRSSP staff 

 
Based on trends of program attendance and LTDHD staffing levels it was determined that the 
HRSSP would operate only three days a week instead of five.  Tuesday and Wednesday were 
reported as days with the lowest participation. The new schedule of Monday, Thursday, and Friday 
began April 22, 2019 after HRSSP staff were trained in Harm Reduction Navigation and the 
Fundamentals of HIV Prevention Counseling (FHPC) by the Kentucky Department for Public Health 
(Ky DPH).  These trainings encompassed HRSSP best practice models, motivational interviewing, 
transtheoretical model of behavior change, anti-stigma, safe injection and wound care, as well as 
an HIV/HCV overview.  Training allowed standardization of HRSSP messaging and procedures.  
The targeted messaging approach was designed to increase referrals to treatment and the clinic.  
Both trainings were made mandatory for any new HRSSP staff.  Additional training was provided 
by the Kentucky DPH on the statewide data collection system, REDCap.  This web platform collects 
and shares data from client intake and activity reporting forms among all programs in the system.  
REDCap provides a standardized approach for capturing program performance measures that are 
shared with the LTDHD Governing Board of Health and community members on a monthly basis.  
Information captured prior to the implementation of REDCap was entered to maintain continuity of 
data collection.  The intake and activity forms were updated to align with questions asked in 
REDCap. 
 
Revision of the LTDHD HRSSP Protocols allowed strengthening of practices related to the 
adherence of a 1:1 syringe exchange ratio thereby decreasing the syringe exchange ratio.  HRSSP 
clients were asked at each visit if they have had an HIV/HCV test.  Messaging regarding testing 
was changed to when was their most recent HIV/HCV test.  HRSSP staff also promotes the 
expectation of routine HIV/HCV testing every 6 months.  
 

A i m  S t a t e m e n t s  
1. To update LTDHD HRSSP Protocols by December 31, 2018. 
2. To increase HIV/HCV testing and referrals to treatment/clinic by 5% no later than July 31, 

2019. 
3. To all have all program staff complete standardized training by March 31, 2019. 
4. To decrease the syringe exchange ratio by 0.50 no later than July 31, 2019. 

 
 
 

11 



 

 

S t r a t e g i c  A l i g n m e n t  
Funding and Grants Committee: Goal 2-Objective 1- All department teams will complete at least 
one QI project annually. Data, Marketing and Communications Committee: Goal 2- Objective 2 - 
Explore option to easily access local data, forms and information by June 30, 2019.  Goal 5- 
Objectives 1. All internal Lincoln Trail District Health Department forms will be revised or reviewed 
every 2 years and will include the revision date in the document footer by June 30, 2019. 
2. All internal Lincoln Trail District Health Department revised forms will be implemented and 
biannually posted on SharePoint by December 31st of every year, unless a new requirement arises. 
 

 
S t a k e h o l d e r s  

Stakeholder Impact 
Lincoln Trail District Board of 
Health 

Monthly data collection of program 
performance measures reported to 
ensure informed decision making. 

LTDHD HRSSP Staff Increase quality of services through 
standardized staff training. 

HRSSP Clients Targeted messaging and increased 
quality of care on the following: 
Motivational interviewing, 
transtheoretical model of behavior 
change to gauge participant readiness 
for treatment, anti-stigma, safe injection 
and wound care, as well as an 
HIV/HCV testing. 

Community Members Informed on data regarding program 
outcomes, awareness of harm 
reduction efforts, stewardship of public 
health local tax dollars, and 
prevention/decrease in the spread of 
communicable disease. 

 
S u c c e s s  C r i t e r i a  

Baseline Measure Metric Intended Outcome Actual Outcome 
No standardized 
training for HRSSP 
staff 

Harm Reduction 
Navigation and the 
Fundamentals of 
HIV Prevention 
Counseling 
(FHPC) 

All HRSSP staff are to be trained 
by March 31, 2019 

HRSSP staff trained 
in Harm Reduction 
Navigation and the 
Fundamentals of HIV 
Prevention 
Counseling (FHPC) 

August 2018: 
HCV tests – 54 
HIV tests - 50 

HIV/HCV testing 
among HRSSP 
participants 

 Increase HIV/HCV testing 
by 5% no later than July 
31, 2019 

 Decrease the spread of 
communicable disease 

August 14, 2019: 
HCV tests – 81 –  
Increased by 33% 
HIV tests – 81 – 
Increased by 38% 

August 2018: 
Referrals to 
treatment- 4 
Referrals to clinic -
5 

HIV/HCV testing 
among HRSSP 
participants 

 Increase referrals to 
treatment by 5% no later 
than July 31, 2019 

 Increase referrals to the 
clinic by 5% no later than 
July 31, 2019  

August 14, 2019: 
Referrals to 
treatment- 10 
Increased by 60% 
Referrals to the 
health center – 11 – 
Increased by 63% 

HRSSP Protocols 
Approved by 

Last HRSSP 
protocols update 

Update LTDHD HRSSP Protocols 
by December 31, 2018 

HRSSP protocols 
updated April 2019 
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Governing Board of 
Health in May 2017 
Syringe exchange 
ratio August 2018 – 
2.76: 1.00 (4 or 
more visits) 

Syringe exchange 
ratio June 2019 

Decrease the syringe exchange 
ratio by 0.50 no later than June 30, 
2019 

Syringe exchange 
ratio August 14, 2019 
– 1.64: 1.00 (4 or 
more visits) 

July 2018 – 
October 2018 Total 
Program Cost for 
Supplies (Program 
operating 5 days a 
week) = $4,060.56 

Total Program 
Cost 

By June 30, 2019, reduce overall 
program cost by 30%. 

April 2019 – July 
2019 Total Program 
Cost for Supplies 
(Program operating 3 
days a week)  
= $ 2,261.13  
(A total ↓ of 44%) 

 
 
L e s s o n s  L e a r n e d  

Ensuring training for HRSSP staff led to an overall improvement in program outcomes.  Targeted 
messaging efforts learned in Harm Reduction Navigation and the Fundamentals of HIV Prevention 
Counseling (FHPC) assisted in increasing testing and referrals to treatment/clinic among HRSSP 
participants.  REDCap has improved the program’s ability to capture data and identify gaps and 
trends.  This data is then used to inform stakeholders to make data driven decisions and increase 
program transparency. 
 

 
O t h e r  A p p l i c a b l e  I n f o r m a t i o n  

Next steps include the implementation of Community Reinforcement and Family Training (CRAFT) 
in Nelson County among HRSSP clients.  The goal is to further increase referrals into treatment.  
Implement an anti-stigma campaign designed to change the knowledge, attitudes, beliefs, and 
behaviors of individuals and institutions to reduce stigma and its negative consequences on People 
Who Use Drugs (PWUDs
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DEPARTMENT NAME: Community Services 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270)769-1601 

PROJECT TITLE: Harm Reduction Syringe Service Program (HRSSP) 
 

PLAN 
Identify an Opportunity and Plan for Improvement 

1. Getting Started 
The transition of Community Services staff to align with the 
Kentucky Public Health Commissioner’s Transformation Plan 
led to the evaluation of current HRSSP operations.  The 
processes implemented in 2017 were deemed ineffective in 
meeting program benchmarks.  To begin the evaluation, 
administrative staff identified a need for improvement in the 
reporting of performance measures.  Data from program 
outputs were analyzed to identify gaps and trends.  The 
following areas for improvement were revealed: 

 Efficiency and quality of operations 
 Training requirements for HRSSP staff 

 

2.  Assemble the Team 
Stefanie Goff, Director of Community Services 
Terrie Burgan, Health Promotion Manager 
Melissa Phillips, Harm Reduction Coordinator 
Jennifer Osborne, Harm Reduction Coordinator 
Lyndsey Blair, Prior Community Epidemiologist 
 

AIM Statements:  
1. To update LTDHD HRSSP Protocols by December 31, 

2018. 
2. To increase HIV/HCV testing and referrals to 

treatment/clinic by 10% no later than June 30, 2019. 
3. To all have all program staff complete standardized 

training by March 31, 2019. 
4. To decrease the syringe exchange ratio by 0.50 no later 

than June 30, 2019. 
 

3.  Examine the Current Approach 
Only the HRSSP Manager initially received the Harm 
Reduction Navigation training.  All other HRSSP staff was 
pulled from the Nelson County Health Center. Clients 
conveyed feelings of dissatisfaction related to the 
atmosphere of the program.  This prompted a review of 
current operations to improve client satisfaction and program 
outcomes. Operations to improve quality and efficiency 
include: 

 Syringe exchange ratio protocol 
 HRSSP staff training 
 Program costs 
 Data collection and reporting 

 HIV/HCV testing and referrals to treatment/clinic 
 

4.  Identify Potential Solutions 
To ensure proper utilization of staff time an assessment of 
HRSSP client visits was completed.  Tuesday and 
Wednesday were reported as days with the lowest 
participation.  New mandatory training requirements for 
HRSSP staff would allow standardization of messaging and 
procedures.  The training was deemed necessary to improve 
consistency of messaging and continuity of care among 
HRSSP clients to increase the number of referrals to 
treatment/clinic and HIV/HCV testing. The Community 
Epidemiologist completed a SWOT analysis on the Neo360 
and REDCap data collection systems. A review of agency 
protocols and processes was conducted to determine gaps 
and trends in operations. It was discovered that program 
guidelines needed to be clarified to ensure that all staff 
followed the 1:1 syringe exchange ratio. The LTDHD 
Purchasing Agent was consulted to provide invoices of 
program supply costs.   
 

5.  Develop an Improvement Theory 
Improvement in HRSSP operations will increase overall 
program quality and efficiencies. 
 

DO 
Test the Theory for Improvement 

6.  Test the Theory 
Based on trends of program attendance and LTDHD staffing 
levels it was determined that the HRSSP would operate only 
three days a week instead of five.  The new schedule of 
Monday, Thursday, and Friday began April 22, 2019 after 
HRSSP staff were trained in Harm Reduction Navigation and 
the Fundamentals of HIV Prevention Counseling (FHPC) by 
the Kentucky Department for Public Health (KY DPH).  These 
trainings encompassed HRSSP best practice models, 
motivational interviewing, transtheoretical model of behavior 
change, anti-stigma, safe injection and wound care, as well 
as an HIV/HCV overview.  Additional training was provided 
by the KY DPH on the statewide data collection system, 
REDCap.  This web platform collects and shares data from 
client intake and activity reporting forms among all programs 
in the system.  REDCap provides a standardized approach 
for capturing program performance measures that are shared 
with the LTDHD Governing Board of Health and community 

members on a monthly basis.  Information captured prior to 
the implementation of REDCap was entered to maintain 
continuity of data collection.  The intake and activity forms 
were updated to align with questions asked in REDCap.  
HRSSP protocols were revised to reflect changes in 
operations. 
 

CHECK 
Use Data to Study Results of the Test 

7.  Check the Results 
Revision of the LTDHD HRSSP Protocols allowed 
strengthening of practices related to the adherence of a 1:1 
syringe exchange ratio thereby decreasing the syringe 
exchange ratio by 1.09.  The mandatory trainings improved 
continuity of care and consistent messaging among HRSSP 
clients. This led to an increase in HIV testing by 38% and 
HCV testing by 33%.  Referrals to treatment increased by 
60% and referrals to the health center increased by 63%. The 
program cost for supplies reduced by 55.6% 
 

ACT 
Standardize the Improvement and Establish Future Plans 

8.  Standardize the Improvement or Develop New Theory 
Ensuring training for HRSSP staff led to an overall 
improvement in program outcomes.  Targeted messaging 
efforts learned in Harm Reduction Navigation and the 
Fundamentals of HIV Prevention Counseling (FHPC) 
assisted in increasing testing and referrals to treatment/clinic 
among HRSSP participants.  REDCap has improved the 
program’s ability to capture data and identify gaps and 
trends.  This data is then used to inform stakeholders to 
make data driven decisions and increase program 
transparency.  LTDHD will continue to monitor operations for 
further improvement. 
 

9.  Establish Future Plans 
 

Next steps include the implementation of Community 
Reinforcement and Family Training (CRAFT) in Nelson 
County among HRSSP clients.  The goal is to further 
increase referrals into treatment.  Implement an anti-stigma 
campaign designed to change the knowledge, attitudes, 
beliefs, and behaviors of individuals and institutions to reduce 
stigma and its negative consequences on People Who Use 
Drugs (PWUDs).
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HRSSP Project Logic Model 
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INPUTS 

Staff: 

Harm Reduction 
Community Health 
Strategists 

Health Promotion 
Manager 

Clinic Nurses 

Community 
Epidemiologist 

Technology: 

REDCap Data Entry 
System 

Money: 

KY Dept. for Public 
Health Grant 

Public Health Tax 
Dollars 

 

ACTIVITIES 

Update Activity Form for data 
collection 

Attend Harm Reduction 
Navigation Training 

Fundamentals of HIV Prevention 
Counseling Workshop 

Assessed program operations 

Transition to KY Department of 
Public Health REDCap data 
software system 

OUTPUTS 

Activity Form reflects data questions in 
REDCap (multiple time needle use, if 
syringes are seized by police, results of 
HIV/HCV testing, and Medica voucher 
use) 

3 HRSSP staff training on HRSSP 
Motivational interviewing, 
transtheoretical model of behavior 
change to gauge participant readiness 
for treatment, anti-stigma, safe 
injection and wound care, as well as 
an HIV/HCV testing 

Analyzed program participant rates by 
day of the week 

Cost analysis completed on program 
supplies 

Enforced syringe exchange protocols 

HRSSP targeted messaging toward 
clients 

Determine utilization of staffing 

SHORT-TERM OUTCOMES 

Awareness, Knowledge, Attitudes, 
Motivations, & Skills 

HRSSP staff: 

↑Effective Strategies for Changing People 
Who Use Drugs (PWUD) behavior  

HRSSP Operations: 

↓ number of days in operation per week by two 
days 

↓ program costs 

HRSSP protocol update 

↑ quality of services 

Monthly data captured and shared on LTDHD 
webpage and distributed to agency 
stakeholders 

↑ HIV/HCV testing among participants 

↑ referrals into treatment/clinic 

HRSSP culture shift 

LONG-TERM 
OUTCOMES 

↑ Quality of Life of 
PWUDs 

↑ Referrals into 
treatment/clinic 

↓ Spread of 
communicable disease 

↓ Overdose Deaths 

 

 

  

Assumptions: 
1) Location of HRSSP will remain within Nelson County Health Center 
2) HRSSP culture shift will continue to increase HIV/HCV testing 

 
External Factors: 

1) HRSSP Local tax dollar funding and grant opportunities 
2) Participants may refuse testing or referral into treatment regardless of the evidence-based strategies implemented 

 

 

CHIP Goal 1 for the priority area of substance abuse: Reduce substance abuse to 
protect the health, safety, and quality of life for all. 
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

C o m m u n i t y  S e r v i c e s  a n d  F i n a n c e  
L i n c o l n  T r a i l  D i s t r i c t  H e a l t h  D e p a r t m e n t  ( L T D H D )  

U t i l i z a t i o n  o f  F u n d i n g -  C l i n i c  S e r v i c e s  
 

P u r p o s e  
The goal of this project is to demonstrate clinic program levels of funding (State, Federal, Local 
Tax, and Services Fees) determined by KY Department of Public Health to determine cost 
effectiveness and impacts on outcomes from these services.  The project aligns with the 2017-
2021 LTDHD CHIP, goal 1, reduce substance abuse to protect the health, safety and quality of life 
for all, objective 1, data will show a 5% decrease in substance abuse by June 2021. The project 
promotes referrals into evidence-based programs, such as WIC and Harm Reduction, which 
decrease substance abuse.  Goal 2 Improve appropriate nutrition and weight status through health 
lifestyle behavior changes, objective 2, by June 2021, increase the intake of produce to the diets 
of the population aged 2 years and older.  This occurs through the WIC program providing farmers 
market vouchers.  The project also aligns with CHIP goal 3, improve health equity in our 
communities by increasing access to care, objective 2, by June 2021, increase access to care by 
linking individuals to services. 

 

D e s c r i p t i o n  
Each month financials are reviewed/reconciled, then forwarded to program managers and reported 
to Board on a quarterly basis.  After closing the fiscal year (July 1 – June 30), the financials are 
reviewed and approved by the KY Department of Public Health. An external audit is conducted, 
and the findings are reported to the LTD Board, as well as KY Department of Public Health, and 
the public through the KY Department of Local Government’s public portal.  To aid the Director of 
Community Services with decisions concerning program continuation, these local health 
department services were broken down into the three focus areas of Foundational, Core Services, 
and Local Health Priorities.   
 

Foundational – includes those services statutorily mandated by Kentucky Revised Statutes (KRS).  
Core Direct – includes all Foundational Services plus the non-statutory mandated services: WIC, 
HANDS, and Substance Abuse Disorder/Harm Reduction Services. 
Local Health Priorities – includes services not addressed in Foundational or Core Services that 
are based on community level need, in accordance with available federal, state and local taxing 
district funding limitations. 
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Services provided by LTDHD were studied reviewing items such as funding received, opportunities 
for increased revenue, total cost of providing the service, health outcomes associated with the 
service, total population reached by the service, mandated versus non-mandated, correlation 
between the service and the most recent community health assessment/community health 
improvement plan, level of staffing required, level of staffing available to support, as we as other 
specific variables that may assist in determining services with higher priority and services that may 
be referred to another entity or discontinued with limited impact on health outcomes within our 
community.   
 
The clinic identified three programs that LTDHD provided that could be referred to FQHCs, rural 
health clinics, and/or other healthcare providers through the link and assure model:  Family 
Planning, Comprehensive Prenatal, and the KY Women’s Cancer Screening Program.  These 
programs combined made up approximately 6% of the total unduplicated patients for all programs 
at a cost to the agency of $107,000.  By moving to a link and assure model, these programs could 
be more adequately delivered with existing community resources.  Administrative staff met with 
clinic staff and assessed local resources/partners for patient referral for these three programs, and 
identified multiple FQHCs, a volunteer community clinic, and one rural health clinic that would 
accept LTDHD patients.  The diabetes program evaluation also revealed that the focus has 
primarily been on disease management rather than prevention.  In FY17, LTDHD contributed an 
additional $36,000 to meet state diabetes program deliverables and diabetes rates were not 
decreasing.  State funding had restricted programming toward disease management while LTDHD 
had begun moving toward prevention of chronic disease. 
 
Lincoln Trail District Health Department’s District Board of Health approved the assurance model 
of Family Planning, Comprehensive Prenatal, KY Women’s Cancer Screening, as well as voting to 
discontinue the current Diabetes Program in fiscal year 2019 (May 2018).  The Commissioner of 
Public Health, Dr. Jeffrey Howard approved LTDHD’s assurance plan. This model aligned with the 
Kentucky Public Health Transformation Model which was later released in January 2019. 
 

A i m  S t a t e m e n t  
To re-examine funding streams of the three focus areas in order to continue assessment of the link 
or assure model by June 30, 2019. 
To increase access to Foundational and Core Services thereby improving public health program 
outcomes by June 30, 2019. 
 

S t r a t e g i c  A l i g n m e n t  
LTDHD is to continually monitor funding of services offered focusing on strategic areas of financial solvency 
and new ways to increase efficiency.  This QI project aligns with the following funding and grants committee 
objectives: #1 – Re-evaluation of service fees annually. #3 – Maintain financial transparency with annual 
financial report to staff and stakeholders. #6: Expansion of non-traditional partnerships to reduce duplication 
of services and maximizing resources for cost savings. 
 
S t a k e h o l d e r s  

Stakeholder Impact 
LTDHD Employees Utilizing staff’s expertise in a more 

effective manner to evaluate services 
and programs to impact health 
outcomes 

Citizens in counties in the Lincoln Trail 
District Health Department 

Quality and access to care in counties 
within our District 

Lincoln Trail District Board of Health  Improving health and program 
outcomes within the LTDHD District 
Assure proper stewardship of limited 
resources 

 

19 



   
 

 

S u c c e s s  C r i t e r i a  
With LTDHD focusing on Public Health Transformation which targets population health services 
rather than individual health outcomes, not only would programs align properly with available 
resources, but greater impact to our health statistics or outcomes should also follow.  It is an 
opportunity for re-evaluation of public health delivery which may assist to move Kentucky out of the 
bottom rung of health outcomes on a national level.   
 

Baseline 
Measure 

Metric Intended Outcome Actual Outcome 

Family Planning, 
Comprehensive 
Prenatal and KY 
Women’s 
Screening cost: 
7/17 – 3/18 
$107,000 
 
Diabetes 
Program FY17 
cost: $36,000 

Cost 
Savings 

Program expenses will be 
eliminated 

Expenses for FY19 are 
pending audit 
See clinical revenue chart for 
clinic for service fee data for 
FY 2017-2019  

Family Planning, 
Comprehensive 
Prenatal, KY 
Women’s 
Cancer 
Screening 
services 
provided 
through local 
health 
department 

Staff 
Utilization, 
Program 
Services 
and 
Outcomes 

# of nurses for FY2018 - 10 
 
Increase focus on the 
following services or referrals:  
Communicable Disease 
Prevention 

• Adult vaccinations 
July 1, 2017-June 
30, 2018 = 822 total 
(data includes 
Hepatitis A 
vaccinations provided 
by Central Office 
staff) 

• Childhood 
vaccinations (July 
1, 2017- June 30, 
2018 = 4537 

• TB control 
• STD prevention 

through education, 
testing and treatment 

Decreasing Substance Abuse 
• HRSEP referrals  
• HANDS program 

referrals 
• KY Moms Matter 

referrals 
• WIC 

Access to Care 
• Collaborative 

agreements with 
FQHCs, Rural Health 
Clinics 

# of nurses for FY2019 – 7.5 
 
Increase focus on the following 
services or referrals:  
Communicable Disease 
Prevention 

• Adult vaccinations 
July 1, 2018-June 30, 
2019 = 1094 total 
(data includes 
Hepatitis A 
vaccinations provided 
by Central Office staff) 

• Childhood 
vaccinations July 1, 
2018- June 30, 
2019 = 6,008 

• TB control 
• STD prevention 

through education, 
testing and treatment 

Decreasing Substance Abuse 
• HRSEP referrals  
• HANDS program 

referrals 
• KY Moms Matter 

referrals 
• WIC 

Access to Care 
• Collaborative 

agreements with 
FQHCs, Rural Health 
Clinics 

• Increase referral to 
HANDS, behavioral 
health, WIC 
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• Increase referral to 
HANDS, behavioral 
health, WIC 

• Increasing linkages 
and referrals to 
community partner 
agencies 

• WIC increases the 
likelihood of children 
having a regular 
provider of medical 
care 

Decreasing Obesity 
• WIC program 

promotes 
breastfeeding and 
intake of nutrient 
dense foods 

• Eliminate food 
insecurity 

 

• Increasing linkages 
and referrals to 
community partner 
agencies (See referral 
chart below) 

• WIC increases the 
likelihood of children 
having a regular 
provider of medical 
care 

Decreasing Obesity 
• WIC program 

outcomes: 
WIC participation/enrollment 
rate - 87.2% (Jan. – June 
2018) to 88.4% (Jan.-June 
2019) 
 
WIC Breastfeeding 
increased from 21.6% in 
FY18 to 23.2% for FY19 
 
The non-contract formula 
rate has decreased to 1.4% 
from 4.96% since FY18.  The 
rate must be below 5% to 
remain compliant. 

 
Community Referrals by Support Service Team: 4,523 Total 

 
 
L e s s o n s  L e a r n e d  

Moving from repetitive processes outlined in prior State program guidance to applying innovative 
approaches/solutions to social determinants of health affecting future health, required a cultural 
shift on behalf of all staff. These changes allowed for a more streamlined and an efficient provision 
of health services. 

 
The Patient Encounter Form (PEF), used to track health services as well as for billing, had to be 
updated in order to ensure appropriate services and coding of cost centers. Staff then had to be 
educated on the new form in order to prevent errors 
 
Rebranding of the clinic sites needed to be conducted both internally and externally.  Education 
regarding core public health as outlined in the Public Health Transformation Plan was conducted 
for the general public, elected officials, community partners/providers as well as during internal staff 
meetings. 
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Utilization of staff in more effective ways in order to increase accessibility to the public was 
identified.  The following methods were used to use staff wisely and based on the patient show rate 
trends; flexible appointment hours to include late nights and lunch hours, same day scheduling, 
and group classes. 
 

O t h e r  A p p l i c a b l e  I n f o r m a t i o n  
Next steps include starting a pilot opportunity to offer online WIC follow-ups for low-risk children 
ages 1 – 5 in Hardin County.
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DEPARTMENT NAME: Community Services and Finance 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270)769-1601 

PROJECT TITLE: 
Lincoln Trail District Health Department (LTDHD) 
Funding Utilization – Clinic Services 

 
PLAN 

Identify an Opportunity and Plan for Improvement 
 

1. Getting Started 
The goal of this project is to demonstrate clinic program 
levels of funding (State, Federal, Local Tax, and Services 
Fees) determined by KY Department of Public Health to 
determine cost effectiveness and impacts on health 
outcomes. 
 

2.  Assemble the Team 
Stefanie Goff, Director of Community Services 
Lisa Cornett Pollock, Chief Financial Officer 
Sara Jo Best, Public Health Director 
Clinic Team Members 
 

AIM Statement: To re-examine funding streams of the 
three focus areas in order to continue assessment of the 
link or assure model by June 30, 2019. 
To increase access to Foundational and Core Services 
thereby improving public health program outcomes by 
June 30, 2019. 
 

3.  Examine the Current Approach 
Monitoring of funding levels is currently conducted at the 
end of each fiscal year to determine effectiveness of that 
current year’s funding. To aid the Director of Community 
Services with decisions concerning program continuation, 
local health department services were broken down into 
the three focus areas of Foundational, Core Services, 
and Local Health Priorities.   
 
 
 
 
 
 
 
 
 
 
 
 

4.  Identify Potential Solutions 
Services provided by LTDHD must be studied reviewing 
items such as funding received, opportunities for 
increased revenue, total cost of providing the service, 
health outcomes associated with the service, total 
population reached by the service, mandated versus non-
mandated, correlation between the service and the most 
recent community health assessment/community health 
improvement plan, level of staffing required, level of 
staffing available, as we as other specific variables that 
may assist in determining what services may have higher 
priority and what may be referred or discontinued with 
limited impact on health outcomes.   
 

5.  Develop an Improvement Theory 
By evaluating each clinic program, each program’s level 
of funding, and health outcomes accomplished, LTD 
Board of Health will be able to make a more informed 
decision regarding programs conducted in the LTDHD 
district.  
 

DO 
Test the Theory for Improvement 

 

6.  Test the Theory 
Family Planning, Comprehensive Prenatal, Diabetes, and 
Cancer Screening Programs were assured by other 
community entities. LTDHD clinical services shifted focus 
to foundational and core public health services; childhood 
immunizations, communicable disease control, and the 
WIC.  
 

CHECK 
Use Data to Study Results of the Test 

Looking at the data, LTDHD was covering the majority of 
the costs for programs via local tax, which is required 
regulation (902 KAR 8:170), and service fees, which are 
generated through billing for program services. The cost 
LTDHD covered had continually increased every year.  
Refer to the clinical revenue line graph on the following 
page for comparisons of FY17-19.  In addition, local tax 

funding and service fees funding are offsetting the cost of 
doing the Core Services, which includes all Foundational 
Services plus the non-statutory mandated services: WIC, 
HANDS, and Substance Abuse Disorder/Harm Reduction 
Services.  
 
Financial impact: 

  FY17 FY18 FY19 
Total 
service 
fees (All 
clinical) -
6/30/19 

 $207,936.00 $197,896.00 $239,638.20 

Services 
Fees from 
non-
deleted 
programs 
-6/30/19 

 $184,521.00 $168,644.00 $237,287.20 

 

Program Impact: WIC participation/enrollment rate 
increased from 87.2% (Jan. – June 2018) to 88.4% (Jan.-
June 2019).  WIC Breastfeeding increased from 21.6% in 
FY18 to 23.2% for FY19.  The non-contract formula rate 
has decreased from 4.96% to 1.4% since FY18.  The rate 
must be 5% or less to remain compliant. 

ACT 
Standardize the Improvement and Establish Future Plans 
 

8.  Standardize the Improvement or Develop New Theory 
LTDHD is continuing this proactive approach to monitor 
the focus areas, align with Public Health 3.0, Kentucky 
Public Health Transformation, and LTDHD Community 
Health Assessment. 
 
9.  Establish Future Plans 
The Chief Finance Officer and the Director of Community 
Services will continue to monitor funding sources of the 
three focus areas and will review with program managers 
to determine based on funding a proposal to give to our 
District Board suggestions of programs to assure or link.
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 Total lost from deleted programs  
$26,000 

 Total revenue increase FY18-19  
$41,742 

 Retained (non-deleted) service 
revenue FY18-19 $68,000 

 Total of 21% increase in clinical 
service revenue. 
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

I T  D e p a r t m e n t  
N e t w o r k i n g  I n t e g r a t i o n  P r o j e c t  

 
P u r p o s e  

The goal of this project is to increase speed and productivity of Lincoln Trail District Health 
Department networking system while decreasing cost associated with technological services. 

 
D e s c r i p t i o n  

Our District includes six counties. Networking between LTDHD sites plays an important role in day 
to day functioning. This project will encompass changing internet speeds and integrating our 
counties together uniformly. Currently all locations are on different internet speeds creating issues 
with connectivity and use of the VOIP system, use different versions of Microsoft Office creating 
uniformity and consistency issues, and the IT Department has no control over networking services 
that are provided by the State (Commonwealth Office of Technology, COT) and their costs which 
continued to increase. 

 
A i m  S t a t e m e n t  

Increase network speed, increase the ability of file sharing throughout the District, upgrade software 
of all LTDHD employees, and decrease costs associated with technological services. 
 

S t r a t e g i c  A l i g n m e n t  
This project will increase employee productivity, lower downtime of transferring documents, and to 
homogenize our systems. 

 
S t a k e h o l d e r s  

Stakeholder Impact 
IT Department Transition off State networking (COT), upgrade all computer programs 

within the District. 
Outside Vendors (Integrated 
Partners, Brandenburg 
Telephone, Microsoft) 

Integrating Office 365 into LTDHD, assure through State/vendors proper 
security measures are in place. 

Custom Data Processing (CDP) 
and COT 

Remove state provided services under contract with LTDHD. Assure 
continued connectivity to CDP. 

 
S u c c e s s  C r i t e r i a  

Metric Intended Outcome Baseline Measure 

Network Speed Increase at all locations by at least 20%. Speed measurement in Mbps. 

Office Programs Use the same version of Office at all 
locations. 

Check installed version of office 
manually. 

File Sharing/employee 
networking  

Increase file sharing methods for employees 
by at least 2. 

Compare previous 
apps/programs with number of 
new ones available. 

 
L e s s o n s  L e a r n e d  

Although time consuming and large in scope, the result will equip LTDHD for increased productivity 
and efficiency, decrease costs, and give the agency a stronger foundation for networking and in-
house management of networking systems. 
 

O t h e r  A p p l i c a b l e  I n f o r m a t i o n  
Phone system stability will increase (less dropped calls, removal of phone static, etc.) due to 
internet speed upgrading. Several locations barely or do not meet minimum requirements to 
operate a voice over internet protocol (VOIP) phone system.
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DEPARTMENT NAME: IT Department 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270)769-1601 

PROJECT TITLE: Networking Integration Project 
 
 
  

 

PLAN 
Identify an Opportunity and Plan for Improvement 

1.  Getting Started 
Employee and client complaints and analysis show 
that the current system through COT has slow 
internet speed when working with the agency 
phone system and is expensive compared to other 
available solutions.  
 
2.  Assemble the Team 
Jason Henderson-IT Manager 
 
AIM Statement: Increase network speed to 6 Mbps 
at all health center sites, increase the ability of file 
sharing and communication opportunities 
throughout the District, upgrade software of all 
LTDHD employee computers. 
 
3.  Examine the Current Approach:  Internet speeds did 
not meet requirements to function efficiently.  There 
were several versions of Microsoft Office, therefore 
documents were not always compatible on different 
computers. 
 
5. Identify Potential Solutions 
Transition off Commonwealth Office of Technology 
(COT), in order to reduce cost, increase bandwidth, 
increase opportunities for staff to share files, 

policies, and/or communication, and standardize 
staff Microsoft to Office 365. 
 
5.  Develop an Improvement Theory 
If we increase our network speed and use Office 
365, productivity and efficiency at LTDHD will 
increase improving access for clients to staff and 
reducing dropped calls.  Increasing network speed 
while also reducing costs will necessitate 
transitioning off COT. 
 

DO 
Test the Theory for Improvement 

6.  Test the Theory 
Worked with vendors to migrate from COT network. 
Began installing and using Office 365 services on 
all staff computers. 
 
 
 
 
 
 
 
 
 
 

CHECK 
Use Data to Study Results of the Test 

7.  Check the Results 
Increased internet speed does translate into more 
productive employees and overall system function. 
Continue to monitor expenses associated with 
technological services for decrease over time.  
Monitor employee and customer complaints 
regarding dropped calls or inability to function at full 
capacity. 
 

ACT 
Standardize the Improvement and Establish Future 

Plans 
8.  Standardize the Improvement or Develop New 
Theory 
All LTDHD employees will use Office 365 and all 
LTDHD sites will utilize fiber connections. 
 
 
9.  Establish Future Plans 
Provide education on new system capabilities for 
optimal use by employees.  Measure employee 
program use of Teams site, SharePoint, email, etc. 
to show how effective new improvements are at 
LTDHD. Monitor costs associated with transition 
from COT.  
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

H u m a n  R e s o u r c e s / C o m p l i a n c e  D e p a r t m e n t  
I n c i d e n t  R e p o r t i n g  P r o c e s s  &  I n c i d e n t  R e p o r t  F o r m  

 
 

P u r p o s e  
The goals of this project are to improve the incident reporting form and process in order to 
decrease employee complaints and time spent on incident reporting, assure proper and timely 
reporting of incidents in order to quickly identify trends or risks to the agency/employees/clients. 

 
D e s c r i p t i o n  

The Human Resources Department received complaints from staff that the old incident report form 
was confusing and had sections that were no longer pertinent.  The form was entitled, “Unusual 
Occurrence Form” which made it difficult to locate since staff had difficulty remembering the name 
as it was commonly referred to as the “Incident Report Form”.  The reporting process and timelines 
have changed frequently over the past several years which caused confusion as to the current 
procedures for routing of the incident reports and the required timeline for reporting occurrences.   
 
The incident report form was revised following input from the Safety Committee and Administration 
Team.  The title and formatting were changed; non-pertinent sections were deleted; sections were 
added for required information; and routing/process instructions were added to the top of the page.  
The new form was introduced in a “Finally Friday” that the Public Health Director sent to all staff on 
January 18, 2019.  The form was added to SharePoint under Employee Forms and was entitled, 
“Incident Report Form”. The incident reporting policy within the LTDHD Employee Policy Manual 
was updated and approved by the LTD Board of Health Chair to reflect changes in the reporting 
process. 
 

A i m  S t a t e m e n t  
To improve the incident reporting form and process by July 1, 2019. 
To simplify the form in order to increase accuracy of completion by July 1, 2019. 
To improve the timeliness of completion and submission to Human Resources by July 1, 2019 for 
prompt evaluation and action if necessary. 
 

S t r a t e g i c  A l i g n m e n t  
This quality improvement project focused on improving the incident reporting process to enhance 
operational excellence. Funding and Grants Committee: Goal 2-Objective 1- All department teams 
will complete at least one QI project annually.  Data, Marketing and Communications Committee 
Goal 5-Objective 1- All internal LTDHD forms will be revised or reviewed every 2 years and will 
include the revision date in the document footer by June 30, 2019. Objective 2- All internal LTDHD 
revised forms will be posted on SharePoint by December 31st of every year, unless a new 
requirement arises.
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S t a k e h o l d e r s  
Stakeholder Impact 

All LTDHD Staff Simplify/Streamline the reporting process. 
 
Increase understanding of reporting process. 
 
Simplify the routing process. 

LTDHD Agency/Lincoln Trail District 
(LTD) Board of Health 

Decrease potential liability from incomplete reports. 
 
Quicker response to notify insurance company of claims 
(Timelier processing of insurance claims). 
 
Faster identification of risks and mitigation efforts. 
 

 
S u c c e s s  C r i t e r i a  

To evaluate the effectiveness of the new form and process, a survey was sent to staff members 
who had filled out an incident report in the 3rd or 4th quarter of FY18 AND the 3rd or 4th quarter of 
FY19.  The survey was also sent to their supervisors to complete.  It consisted of 3 questions that 
measured satisfaction with the old form and compared it to satisfaction with the new form. Survey 
comments stated that the new form is “clear, precise, easier to use” and “has a better flow”.  Only 
one person indicated they preferred the name “Unusual Occurrence Form” rather than the “Incident 
Report Form”.  All survey participants indicated they preferred the new form. All incident report 
forms will be turned in within the timeframe identified within the Incident Reporting Policy. 
 
 

Metric Intended Outcome Baseline Measure 
Survey Monkey Results New Form Old Form 
Form is easy to complete 100% Agreed 67% Disagreed 
Form instructions are clear 100% Agreed 50% Disagreed 
Like the name of the form   83% Agreed 66% Disagreed 
Preferred form 100% Preferred   0% Disagreed 
Reports received in HR within three 
(3) business days as per policy 

≥85% Tracking began July 1, 2019 

Potential liability of delayed reports Achieve & maintain prompt 
reporting to decrease potential 

risk of liability 

No liability issues have been 
incurred at present 

 
 
O t h e r  A p p l i c a b l e  I n f o r m a t i o n  

Since the project began, LTDHD has transitioned to Office 365 which allows staff to encrypt emails.  
With this capability, staff will now be able to submit incident reports directly to Human Resources 
electronically through encrypted email which will continue timeliness of the reporting process.  The 
instructions on the form were revised to reflect this update.  The form was revised to coincide with 
the incident reporting policy that stated reports are to be received in Human Resources within three 
(3) business days, which corresponds with the policy and with LTDHD’s insurance company 
Kentucky Association of County Officials (KACO).  A summary of incident reports is shared during 
quarterly meetings of the Lincoln Trail District Board of Health.
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DEPARTMENT NAME: Lincoln Trail District Health Department – Compliance/HR 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270) 769-1601 

PROJECT TITLE: Incident Reporting Process and Form 
 
 
 

PLAN 
Identify an Opportunity and Plan for Improvement 

 
1.  Getting Started 
The Human Resources Department had received complaints 
from staff that the old incident report form was confusing and 
had sections that were no longer relevant.  The form was 
entitled “Unusual Occurrence Form” which made it difficult to 
locate as staff had trouble remembering the name of the 
form since it was usually referred to as the “Incident Report 
Form”.  The reporting process and timelines had changed 
frequently over the past several years which caused 
confusion as to the current procedures for routing of the 
incident reports as well as the timeline for reporting.  
 
2.  Assemble the Team 
Jordan Davis – Human Resources Manager 
Glenda Bastin – Compliance Specialist 
Elizabeth Poynter – Accreditation Manager 
Safety Team Members: Vicky Graham, Deborah Hanson, 
Jason Henderson, Daphne Loyall, Mary Rojo, Fred 
Singleton, Charlie Pendleton, Lisa Thorn 
 
AIM Statement:  
To improve the incident reporting form and process by July 
1, 2019. 
To simplify the form in order to increase accuracy of 
completion by July 1, 2019. 
To improve the timeliness of completion and submission to 
Human Resources by July 1, 2019 for prompt evaluation and 
action if necessary. 
 
3.  Examine the Current Approach 
The “Unusual Occurrence Form” was located on SharePoint.  
Employees would complete the form and submit it to their 
direct supervisor for review/signature.  If the supervisor was 
offsite, the form was then delayed in getting sent to Human 
Resources (HR). Supervisors often had to follow up with 
employees when forms were incomplete or did not contain 
pertinent information that was not prompted by the form. 

 
 
4.  Identify Potential Solutions 
In order to improve the form, process, and routing, the team 
decided on the following actions: 

 Redesign the form for relevant prompts, 
 Rename the form “Incident Report Form” since that 

is how staff commonly refer to it, and 
 Add instructions at the top of the form to clarify 

routing and timelines for completion. 
 
5.  Develop an Improvement Theory 
Redesigning the form will remove non-relevant items that 
confuse staff in filling out the form.  Renaming the form will 
allow staff to locate it more readily on SharePoint.  Adding 
instructions at the top of the form will assist staff in knowing 
the routing process and timelines for reporting. 
 

DO 
Test the Theory for Improvement 

 
6.  Test the Theory   
The Safety Committee reviewed and vetted the new, 
redesigned form for implementation. The Incident Reporting 
Policy was updated to reflect the changes and approved by 
the LTD BOH Chair. The form was then introduced in a 
“Finally Friday” email (dated January 18, 2019) that was sent 
to all staff by Sara Jo Best, Public Health Director, along with 

notification of updated policy.  Staff were instructed to begin 
using the new form when filling out incident reports.  The 
form was added to SharePoint under Employee Forms and 
was entitled “Incident Report Form”.   
 

CHECK 
Use Data to Study Results of the Test 

 
7.  Check the Results 
Staff have been very receptive and have voiced increased 
satisfaction with the redesigned form.  A Survey Monkey was 
sent on 7/9/2019 to staff who had either filled out an Unusual 
Occurrence form or supervised staff who had filled out a 
form in the 3rd or 4th quarter of FY18 AND in the 3rd or 4th 
quarter of FY19. All requested participants completed the 
survey.  Questions regarding the old form showed that 67% 
disliked the old form and 66% disliked its name. Questions 
regarding the new form resulted in 100% of respondents 
indicating the new form is easy to use; 83% preferred the 
new form; 100% liked the instructions on the top of the form; 
and 100% of respondents preferred the new form.  
Comments described the new form as having “better flow 
and…easier to complete” and that the new form seemed 
“clear, precise, easier to use”. 
 

ACT 
Standardize the Improvement and Establish Future Plans 

 
8.  Standardize the Improvement or Develop New Theory 
The new Incident Report Form is used agency wide.  The 
updated policy and the instructions having been added to the 
form will help standardize the reporting process throughout 
all departments. 
 
9.  Establish Future Plans 
Incident reports will be stamped with the date received in 
HR.  These dates will be monitored as a key performance 
indicator to ensure that incident reports are being received 
within 3 business days as directed in agency policy.  Plans 
are underway to improve timeliness in receiving reports in 
Human Resources by sending forms through encrypted 
emails.
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Q u a l i t y  I m p r o v e m e n t  P r o j e c t  R e p o r t  

S u p p o r t  S e r v i c e s  
C r o s s - T r a i n i n g  C l i n i c  a n d  E n v i r o n m e n t a l  S u p p o r t  S e r v i c e  

T e a m  M e m b e r s  
 

P u r p o s e  
The goal of this project was to improve staff availability to the public and increase overall 
consistency in the knowledge base of multiple programs for support service staff to accommodate 
decreased staffing levels due to increased pension costs. 

 
D e s c r i p t i o n  

Cross-training helps the organization seamlessly fill areas of need or focus. It provides operational 
readiness that cannot be achieved by limiting staff experience in the same position consistently.  
The leadership team developed a plan of action by first identifying tasks for which cross training is 
needed to support cross jurisdictional sharing (between counties and programs).  Next the team 
identified the staff who would be capable of performing cross training tasks and the training 
necessary.  
 
Leadership explained the rationale for cross-training (increased availability) and the benefits to the 
employees (support during low staffing due to vacations or illness, expanded knowledge base, 
flexibility) to minimize concern of both the person being trained and the person whose job is being 
cross-trained. The idea is not to eliminate jobs or personnel, but rather to modify the current support 
services staff model in order to better meet the needs of the public, shift to Public Health 
Transformation, and increase capability to internally fill positions created through retirements and 
attrition with minimum training time.  Overall solutions to improve communication and morale 
among clinic and environmental support staff included: 
 

 Demonstrate to the employees that cross-training represents an integral part of their overall 
workforce development plan. 
 

 Include cross-training and diverse skills within the annual employee performance appraisal. 
 

 Realize that employees may not retain the cross-training knowledge forever, therefore they must 
utilize these skills to stay up to date with daily operations. 
 

A i m  S t a t e m e n t s  
To increase staff knowledge and practice of environmental services and clinic operations. Increase 
staff availability to the public at each health center site. 
 

S t r a t e g i c  A l i g n m e n t  
This project will support the Lincoln Trail District Health Department (LTDHD) Strategic Plan 
through alignment with the LTDHD Strategic Planning Funding and Grants Committee, Goal 2, 
LTDHD will strive for operational excellence by streamlining services and program processes.  

 
S t a k e h o l d e r s  

Stakeholder Impact 
Community Members Availability of public health services and knowledgeable staff to provide 

guidance when needed. 
LTDHD Governing 
Board of Health 

Reduce citizen concerns and focus staff knowledge on foundational 
public health services. 

LTDHD Support 
Services Department 

Maintain high quality services to the community member utilizing LTDHD 
programs and services. 
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S u c c e s s  C r i t e r i a  

Metric Intended Outcome Baseline Measure 
Clerical clinic staff training  100% of staff trained in basic 

knowledge of environmental 
programs. 

17% of clerical staff were trained in 
basic knowledge of environmental 
programs. 

Availability of services to 
the public 

At all 6 health center sites to have a 
clerical staff member during normal 
business hours who can answer 
frequently asked questions (FAQ). 

Availability of clerical staff varied at 
each health center. 

 
L e s s o n s  L e a r n e d  

Communication between clinic and environmental staff has increased exponentially since the new 
staffing model was implemented.  A basic knowledge of foundational public health services has 
been established among two critical departments within LTDHD. 
 

O t h e r  A p p l i c a b l e  I n f o r m a t i o n  
Following the successful pilot of the new clerical staffing model, this now will be implemented at 
Marion and Washington County Health Centers.  Next steps include, providing training on specific 
clerical duties among clinic clerical team members.
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DEPARTMENT NAME: Support Services 

ADDRESS: 108 New Glendale Rd. Elizabethtown, KY 42701 

PHONE NUMBER: (270)769-1601 

PROJECT TITLE: 
Cross-Training Clinic and Environmental Support 
Service Team Members 

              
 

PLAN 
Identify an Opportunity and Plan for Improvement 

 
1.  Getting Started 
Due to fluctuations in staffing changes it became 
apparent that the model for health center operations 
needed to be enhanced to meet the public’s needs. 
 
2.  Assemble the Team 
Beth Ross, Support Services Manager 
Stefanie Goff, Director of Community Services 
Bryan Carroll, Director of Environmental Services 
Support Service Supervisors - Donna Livers, Melanie 
Castile and Phyllis Filiatreau 
Support Service Associates - Sandy Hicks (Retired), 
Frances Kilgore, Caitlin Masterson, Twyla Crain, Jill Pike, 
Janet Stillwell, Heather Brady, Peggy Devine, and Sandi 
Haymaker, Mary Rojo, Vicky Graham, Sheri Grimes, 
Dana Warner, Pam Stilwell, Karen Yates (Now Account 
Clerk) 
 
AIM Statement: To increase staff knowledge and 
practice of environmental services and clinic operations. 
 
3.  Examine the Current Approach 
The LTDHD Support Services team staff members 
worked for one department only. This was a siloed 
approach that did not foster an environment conducive 
for promoting teamwork.  It also limited the availability to 
the public on days that an environmental clerk was not 
available in that county. 
 
4.  Identify Potential Solutions 
Cross-training helps the organization seamlessly fill 
areas of need or focus. It provides operational readiness 
that cannot be achieved with keeping staff in the same 
position consistently.  The leadership team developed a 
plan of action by first identifying tasks for which cross 
training is needed.  Next the team identified the staff who 

would be capable of performing cross training tasks as 
well as a methodology for training needed.   
 
Leadership explained the reasoning for cross-training 
and the benefits to the employees to remove any concern 
of both the person being trained and the person whose 
job is being cross-trained. The idea is not to eliminate 
jobs or a person, but to modify the current support 
services staff model to better meet the needs of the 
public, the shift to Public Health Transformation, and 
internally fill positions created through retirements and 
attrition.  Overall solutions to improve communication and 
morale among clinic and environmental support staff 
included: 
 

 Show the employees that cross-training 
represents an integral part of their overall 
development plan. 

 
 Realize that employees may not retain the 

cross-training knowledge forever, therefore they 
must utilize these skills to stay up-to-date with 
daily operations. 

 
5.  Develop an Improvement Theory 
Cross-training Support Service staff in Environmental and 
Clinic will: 

 Increase availability of staff onsite to the public 
 Improve communication between departments 
 Increase knowledge leading to job enrichment 
 Improved workflow when staffing needs arise 

 

DO 
Test the Theory for Improvement 

 

6.  Test the Theory 
Environmental Support Services Associate, Karen Yates, 
met with clinic staff at each site and provided training.  A 
reference sheet was created to give staff a list of the 
most frequently asked questions (FAQ).  The new 

staffing model was first piloted in LaRue and Meade 
Counties.  These offices were moved to be combined 
with the clinic. 
 

CHECK 
Use Data to Study Results of the Test 

 
7.  Check the Results 
It was found that cross-training staff: 

 Breaks up the monotony of the week, giving 
workers more challenges and variety. 

 Gives staff a sense of how the agency works 
together as a team. 

 Helps the manager or supervisor discover that 
certain workers are well-suited for a different 
position within the agency. 

 Helps the public get answers to clinic or 
environmental questions on the first call, 
because more staff have the knowledge base to 
assist them. 

 

ACT 
Standardize the Improvement and Establish Future Plans 
 

8.  Standardize the Improvement or Develop New Theory 
Based on feedback from the Support Service staff, the 
consistency of operating 5 days per week has improved 
overall flexibility, gaps in services to the public, and 
brings a new perspective to day-to-day operations. 
 

9.  Establish Future Plans 
The Support Services staff will continue to look at 
strategies to improve access to and quality of health 
center services by extending hours of operation and 
increasing availability of staff. Training as well as 
identified processes for training will continue in order to 
increase the number of staff as well as knowledge base 
for both environmental and clinic clerical job duties.  Job 
descriptions for clerical staff will be reviewed and 
updated to reflect these changes. 
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