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The problem of chronic iliness
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The problem of chronic iliness

“...it is not a question of knowing how to treat heart disease, diabetes or mental illness...we

know how. We're just not doing it. People are literally dying, waiting for the practice of medicine

to catch up with medical knowledge. More than 57,000 people will die this year because there is

a huge gap between what we know and what we do.” Margaret O'Kane (2003)




Our understanding of the
pathogenesis of asthma
has improved

Our understanding of the
steps to control asthma
has improved

FIGURE: STEPWISE APPROACH TO ASTHMA TREATMENT®
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The asthma care paradox

Our understanding of the
pathogenesis of asthma

has improved
Morbidity and mortality

from asthma around the

world is still high
Our understanding of the

steps to control asthma
has improved



The asthma care paradox

Asthma Period Prevalence and Current Asthma Prevalence:
United States, 1980-2010

Current asthma prevalence, 2001-2010
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The percentage of the U.S. population with asthma increased from 3.1% in 1980 to 5.5% in 1996 and
7.3% in 2001 to 8.4% in 2010.




Two possible explanations

Not recognizing the
symptoms and/or
seriousness of asthma




There is a breakdown in

either the delivery or the

receiving of therapy

Provider

traming

Prepare those
delivering the
mtervention.
Describe and achieve
appropriate provider
standards.

Minimise decay of
provider skills.

Treatment
delivery

Ensure provider
adheres to treatment
principles and
requirements.
Ensure delivery of
the same treatment

to patients with the
same condition

Treatment
receipt

Ensure patient
comprehension and
learning.
Demonstration by

patient of specified
behaviours.

Two possible explanations

Treatment
enactment

Ensure patient
practice of specified
behaviours within
real-life
environment.




Two possible solutions

Chronic Care Model

Health System
Health Care Organization

Community

- Self-Management Delivery System Decision Clinical Information
Resources & Policies

Support Design Support Systems

Productive
Interactions

Informed Activated o 4 | Prepared Proactive
Patient Practice Team

IMPROVED OUTCOMES

Patient-Centered
Medical Home

PATIENT CENTERED MEDICAL
HOME TEAM

URGENT CARE/ PROVIDERS,
WALK IN EDUCATORS,
CLINIC DIETICIANS




Two possible solutions

A PCMH is a smaller version of the
ACO - a primary physician strives
o provide patients with better
coordination of care, access lo
services, prevention, quality and
safety within the practice

AnACOis larger and can serve a larger
population of people- it looks to have
multiple primary care providers and
practices work together. In essence, an
ACO s like a PCMH “neighborhood.”




IV. ORGANIZATIONAL ISSUES

A. Needs Assessment

1. |dentify outcome indicators

2. Obfain information (2.9., methods, data sources) about the asthma population and healihcare providers

3. Use findings to maka recommendations

B. Program Development

1. |denfify resourcas a.g.,
» funding
» facilities
* parsonnel

Prioritize program features based on resources and characteristics of the target population (2.g., asthma
sevarity, risk factors)

Compare evidence-based solutions to program neads

Create goals of program and specific objectives to meet those goals

Select teaching methods and settings that will best meet objectives for the target population

C. Program Implementation

1. Ensure safety and privacy of individuals with asthma e.g., x HIPAA x OSHA x infection control

2. Maintain a program databasg

3. Coordinate training for program staff

D. Program Evaluation

1. Select validated program evaluation toals

2. Assess program processes e.g.,
» adherence (g.g., attendance, diary completion) of participant
» the influence of the program on participants’ knowledge, skills, and / or attitudes (2.g., confidence,
outcome expactations)
* procedure and task implementation

Assess program outcomes e.q.,
* key outcomes (e.g., quality-of-lifa, functional status, asthma cantrol, healthcare utilization, participant

satisfaction)
» measures for key program outcomas

* program effectivenass

Use findings to assass program impact and nead for modifications




IV. ORGANIZATIONAL ISSUES
A. Needs Assessment

1. |dentify outcome indicators
2. Obtain information (e.g., methods, data sources) about the asthma population and healthcare providers
3. Use findings to make recommendations

Needs Assessment




Needs assessment

Program Action - Logic Model
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Needs assessment

A Needs assessment

Figure2

Strategic flow for an asthma plan
Generic Asthma Plan - to be adjusted for local and national needs
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Practical action plan, nota
consensus report
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Focus on primary health
care and outpatients
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Asthma Control Tools for
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Needs assessment
Qutcome indicators

Figure2

Strategic flow for an asthma plan
Generic Asthma Plan - to be adjusted for local and national needs
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=~ oromote health, support people with asthma!
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Needs assessment

The asthma population

10

Current asthma prevalence, 2001-2010
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Needs assessment
The asthma population

Current Asthma Prevalence: United States, 2001-2010
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One in 12 people (about 26 million, or 8% of the U.5. population) had asthma in 2010,
compared with 1 in 14 (about 20 million, or 7%) in 2001




Needs assessment
The asthma population

Current Asthma Prevalence by Race and Ethnicity:
United States, 2001-2010

-—=White —e-Black

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

Year

Blacks are more likely to have asthma than both Whites and Hispanics.




Needs assessment
The asthma population

Child and Adult Current Asthma Prevalence by Age and Sex:
United States, 2006-2010

Children Adults B Male

O Female

Percent

15-17 18-24  25-34  35-44 45-54 55-64

Age group

Among children aged 0-14, boys were more likely than girls to have asthma.
Boys and girls aged 15-17 years had asthma at the same rate.
Among adults women were more likely than men to have asthma.




Needs assessment
The asthma population

Adult Self-Reported Current Asthma Prevalence (%) by
State or Territory, 2010

bd 6.0-77 47.8-85 [ 8.6-9.3 B 94-99 | 10.0-11.1



Needs assessment
The asthma population

=

Demographics

Risk stratification

Use of conftroller medications

Use of an asthma action plan

Use of the asthma conftrol test
Number of physician visits per year



Needs assessment
The asthma population

Severe
persistent

Mild
intermittent

Moderate
persistent

Mild persistent



Needs assessment
The asthma population

Non-Hispanic black

B Deaths 2003-2004

Non-Hispanic white B Emergency department
visits 2003-2004

B Current prevalence 2004-2005
Hispanic

0% 100% 200% 300%
Proportional impact relative to all children ages 0-17 years

SOURCES: CDC/NCHS, National Health Interview Survey, National Ambulatory Medical Care Survey, National Hospital
Ambulatory Medical Care Survey, and the Mortality Component of the National Vital Statistic System.

'igure 8. The proportional impact of asthma prevalence, health care use and mortality
| mong children 0-17 years of age, by race and ethnicity, United States, 2003-2005




Needs assessment
Healthcare Resources

Primary care providers
Specialty care providers
Hospitals

Pharmacists

H I t ﬁ C a reedqgwon Community resources
) ' Case managers
‘~‘&?J:3.£2 peienis§ § 5. 8 Check-up ;: Social workers
Schools/school nurses

prdventnon : ~dentlstr'ﬁﬁ5fsan?2“‘ ”
Family members
Other ancillary services
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FIndings become objectives

Outcomes indicators
Program Action - Lag , become outcomes
(o] o] [=Yes (\/-1

Priorities

Data about the asthma
population become
learning objectives

Evaluation Data about the healthcare
Focus - Collect Data - Analyze and Interpret - Report o
community become
resource objectives
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Program development

Program Action - Logic Model

Outputs Outcomes - Impact
Activities Participation ShortTerm  Medium Term Long Term

Priorities What we Who we reach What the

levest ultimate
Consider Partcipants Impactis) is

Sttt Clients

N - Condtons
Volunteers o0 Agoncies
Socal

T ,‘ g Decison
Money cts, makers ’ ¢ Economa:
Resoarch base Customers ? Chvie
Emironmental
Matoras

Satistaction
Equipment
Technology

Pagtners

| d e n Tify reS O U rC eS Focus - Collect Da I Analyz; and Interpret - Report

Prioritize program features
Compare solutions to needs
Create goals and objectives
Select program activities



Program development
|[dentify resources—General nonprofit

Service
Recipients
& Needs

Service &
Resource

Opportunities




Program development
ldentify resources—General nonprofit

TABLE 19.1. Sources of Revenue for Alternative Nonprofit Subsectors

Private Gifts Government Investment

Fee (%) (%) (%) Income (%) Other (%)

- T A

All 50.3 13.3 31.9 2.8

Arts 34 445 13 54

Education 61.1 17.2 14 58

Environment 30.2 491 14.6 3.2

Health 56.3 4.4 359 1.9
Human Services 27.5 202 48.5 2

International 8 69 20 1.6

_—
Source: Roeger, Blackwood, and Pettijohn, 2012,
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Program development
ldentify resources—Funds & Facllities

Revenue
Grants/Contracts/Contributions
Alticar
Heart of West Michigan - United Way
MSL Technical Assistance
Spectrum Health Community Benefits
Total Grants/Contracts/Contributions

Earned Income
Income Managed Care (165 asthmalCOPD visits/month ;
Interest Income
Honaoraria

Total Grant/Earned Income Revenue

Carryover/{ Shortfall)

In-Kind Revenue
Mon-Reimbursed Home Visits (25/month x $200)
A2 Medical Director
Administrative Oversight (Saint Mary's)
Office Space (3aint Mary's) - 1,424 sqfi
Computers (Saint Mary's)

Total Other/In-Kind Revenue

¥ °
4 i*ﬁrst steps
T growing every child's potential H@,@n DGVO; m l‘stl"”(l

¥ 2,
children’s hospital =Network




Program development
l[dentity resources--Personnel

xj,gs)ihma Case Management Team:

« CHAP Clinical Manager / ANWM Manager

» 2 Asthma Educators/Case Managers — must be
Certified Asthma Educator (AE-C) — RN or RRT — or
become certified within one year (bilingual preferred)

« LMSW (Masters-prepared social worker)
+ 2 Community Health Workers (CHW)
— .75 FTE combined

) i‘_*ﬁﬁt steps A ]
) growingg every chibd's potemial .r".lSt N
Children’s Healthcare Access Program Helen DeVog F = Network

children's hospital -




Program development
Prioritize program features

r~ XY
X 7f?\sthma Team Competencies

Office based training — PFT, ACT, AAP, etc
Home based disease management

Care coordination, including non-asthmaissues
Social support, environmental assessment
Smoking cessation

Asthma education
Family/parentrelationships

X

2 first steps
#.l B Hl'iﬁ“ ATy Ii'h'i!lll."i ™ ﬂ['[l‘iill A l‘lllﬁ‘[ ’]f }1{’
Children's Healthcare Access Program =Network




Program development
Apply solutions to heeds

Health System

IMPROVED OUTCOMES

Using the chronic care model as a blueprint,
evidence-based solutions can be applied at the
system level, provider level, and patient level



Program development
Apply solutions to heeds

Integration of transition of care with inpatient setting
Incentive Based opportuniities
- performance-based incentive

Standardization of care with hospitals, schools, etc

Connection to Community Programs
— Partnership with ANWM

— Connection with other community providers (maternal/infant health,
Healthy Homes, behavioral health, basic needs, etc.)

first steps

“:.wi'.'inﬁ n:ﬂvl.' c'hil.qll.'s.pj bl::'rl:liilll o H'e"e," D@Vo; m

e e children’s hospital




Program development
Apply solutions to heeds

),GH*AP Strategies:

Provider Level
+ Medical Management

— Asthma Care Team — standardize asthma care and quality
measures for CHAP sites, inpatients and schools

— Education of high ED/IP utilizers
+ Sharing Best Practices and Physician Leadership
— Quarterly physician meetings, monthly practice manager meetings

— Asthma Care Team meetings
— Office site asthma care profile and office based outcomes
— Provider education

,.\v— Quallty improvement support
)( St Steps P
T e Helon Devos SR A ook

ildren’s Healt} children's hospital




Program development
Apply solutions to heeds

i;ﬁ HAP Strategies:

* Famlly Level
+ Appropriate Resource Utilization
— Parent education re:
« Inappropriate ED use
« Importance of medical home and how to contact PCP
» No shows
« Importance of immunizations and well-child visits

Intensive asthma education and home-based case management
Resource coordination/referral to community services
Free same-day/next-day transportation

— Assistance with interpretation services
k Opportunity to participate in Parent Advisory Group, other feedback
#. Emns ol
sen s Helon DeVo SR A Retwork

ldren’s Hea children’s hospital




Program development

Create goals and objectives

Components of Severity

Impairment

Normal FEV,/FVC:
8-19yr 85%
20-39yr 80%
40-59yr 75%
60-80yr 70%

Symptoms

Nighttime
awakenings
Short-acting

eta,-agonist use for
ptom control (not
prevention of EIB)

Interference with
normal activity

Lung function

for nitiating Treatment

(See figure 4-5 for treatment steps.)

Classification of Asthma Severity
=12 years of age

Intermittent
<2 days/weex

<2x/month

<2 days/week

None

= Normal FEV,
between
exacerbations

* FEV, >80%
predlaed

* FEV,/FVC normal

Mild

>2 days/week but
not daily

3-4x/month

>2 days/week
but not daily, and

not more than

1x on any day

Minor limitation

= FEV, >80%
oredicted

* FEV,/FVC normal

Persistent
Moderate
Daily
>1x/week but
not nightly
Daily

Some limitation

« FEV, >60% but
<80% predicted

= FEV,/FVC reduced
5%

Severe
Throughout the day

Often 7x/week

Several times
per day

Extremely limited

* FEV, <60%
predicted

« FEV,/FVC
reduced >5%

—— —_—
Consider severity and interval since last exacerbation.
Frequency and severity may fiuctuate over time for patients in any severity category.

Relative annual risk of exacerbations may be related to FEV,.

Step 1

accordingly.

Step 2

Step 3

Step 4or5

and consider short course of
oral systemic corticosteroids

In 2-6 weeks, evaluate level of asthma control that is achieved and adjust therapy




Program development
Create goals and objectives

* Prevent chronic and troublesome symptoms
« Require infrequent use of inhaled short-acting
beta2-agonist
el « Maintain (near) normal pulmonary function
TRl - Maintain normal activity levels
 Meet patients’ and families’ satisfaction with asthma

care

Impairment




Program development
Create goals and objectives

« Preventrecurrent exacerbations of asthma
_ « Prevent progressive loss of lung function
« Provide optimal pharmacotherapy with minimal or

Nno adverse effects




Program development
Create goals and objectives

EWAP Aéfh ma Program Goals:

|dentify and address systems barriers that prevent
CHAP patients from optimally managing asthma

Increase access to and coordination of asthma
services for children on Medicaid

Standardize asthma managementin Kent County

Reduce emergency department use and
hospitalizations related to asthma among target
population

first steps

= Networ



Program development
Select program activities

Teaching methods include

Private sessions vs. group sessions
Caregiver education vs. patient education
Demonstration and return demonstration
Education materials



Program development
Select program activities

Teaching settings include

« clinic/office-based education

« emergency department/hospital-based education
« educational interventions by pharmacists

« educational interventions in school settings

« community-based interventions

« home-based interventions



C. Program Implementation
safiety and privacy of individuals with asthma e.q., x HIPAA x OSHA x infection control




Program implementation

« Acquisition of
information on evidence-
based programsand
identification of the most
appropriate program.

1. Exploration
and adoption

2. Preparation
and installation

« Once the deciston is made
about the program selection,
active preparation of the
site beginning.

« Initial application of
the program in the
organization; this is the
most difficult step.

3. Initial
implementation

4. Full
implementation

« The program is integrated
in the community and in
the organization’s policies
and procedures,




Program implementation
Training program staff—AE-C

1. The following U.5." currently licensed or credentialed
health care professionals may be admitted to the exami-
nation:

Physicians (MD, DO)

Physician Assistants (PA-C)

Murses (RN, LPN, NP)

Respiratory Therapists (RRT, CRT) NATIONAL
Pulmonary Function Technologists (CPFT, RPFT)

Pharmacists (RPh) ASTHMA EDUCATOR
Social Workers (CSW)

Health Educators (CHES) CERTIFICATION BOARD
Physical Therapist (PT)

Occupational Therapist (OT)

. Individuals providing direct patient asthma education,
counseling or coordinating services with a minimum of
1000 hours experience in these activities.




Program implementation
Training program staff--CHWs

X R X
~ Training:

» Minimum of 2 days of experiential learning (job
shadowing by discipline) in Kent County

+ 1 -2 days of observation on-site
* Min. 6 hours of didactic training
— Guideline-based asthma management

— Home visit basics

— Educational content
— Educational strategies/role playing
— Social work role/services

‘i‘k first steps _ _
fl:'jn;;l.l.1ﬁ.1'\:1'r}- child’s potential L He‘[e" D@Vog m A 1:;"(’]’11’(i

ren’s Healiheare Access Pr 4 ' . = | 5 _Ili'].-.-r
: children’s hospital INetwork |




Program implementation

Maintaining a dashboard

P
Quality
P - Asthma CCG Level Snapshot Q Observatory
ol Retpiratony Programme .
Most recent 12 months to December 2015
Note varying y-axis scales
Admissions per 1,000 asthma population (adults) Smoking_005 [smoking cessation) achievement
AST_003 (asthma review) achievement 2014/15 2014715
25 + 100% - 100% -
CCG Total admissions
95% 1 98% 1 NHS Corby CCG 37
20 A 90% - 96% - NHS East Leicestershire and Rutland CCG 230
85% | 9a% | NHS Erewash CCG a5
. 80% MHS Hardwick CCG 62
i i 92% 7 NHS Leicester City CCG 463
73% 90% NHS Lincolnshire East COG 128
10 4 F0% BB NHS Lincelnshire West CCG 121
il 1.1 I 1. 6% | a5 | NHS Mansfield & Ashfield CCG 102
NHS Mene CCG 375
51 60% B4% - NHS Newark & Sherwood CCG 53
55% 4 B2% NHS North Derbyshire CCG 157
] I EEEEEEEEEEEEENEENDSR 50% L S S e e e e e e e e e e e e S N | 20 ~a-n uHuE.EEENEEEENRR NHS Nottingham City CCG 283
. I - v o e W = oo o : g ) Vo aow = o o= ] — e e 0 i
g;*@fggggﬁgﬁggggggggﬂ Eﬁﬁ'?ﬁg@g&ﬁg%é%%ﬁi §;§'§'5E§§§£§5§E%55§§ NHS Nottingham Morth & East CCG 125
n e Bom .z k By ,a g » - 4 = I N t i
e R AR R R ERERVEI EFE RS RELE EEEEEEI SCEEEEGEN [werenmaeniencos :
5 = -,E B 5 A = uE E3 g = -»E g3 MNHS Rushcliffe CCG 52
= s 3 i 2 - g 2 NHS South Lincolnshire CCG 79
NHS South West Lincolnshire CCG 69
MHS Southern Derbyshire CCG 270
NHS West Leicestershire CCG 263
. CCGvalue — Ea= Midiands value . CCC value ——East Midlands value m CCG value —— Eagt Midlands valus




Program implementation
Maintaining a dashboard

+ Demographics: name, DOB, address, phone number, name of parent/guardian (if child), race/ethnicity, insurance status, household
income, family size. zip code, address and phone number, medical home (and specialist), language spoken, other family members (names
and ages)

Date of home visit

Who is present at home visit — client, mother, father, guardian, LMSW, CHW, interpreter, case manager

Mumber of visit

Type of visit — home visit, care conference, school visit

Who made the visit — AE-C, LMSWY, CHW

Wisit accomplished or no-show?

Mode of transportation for family

Marital status (of patient or parent/guardian)

Employment status (of patient or parent/guardian)

Referral source

Reason for referral

Engaged in behavioral health?

Coordination with Dept. of Social Senices?




Program implementation
Maintaining a dashboard

Asthma symptoms — nasal congestion, watery eyes, coughing, SOB, wheezing, chest tightness

Symptom frequency - # daysfweek, # nights/week

Provide: spacer, pillow cover, PF meter, written information, other

Flan — arrange care conference, refer to Healthy Homes, refer to ANMWIM LMSWVY, administer juniper to patient/caregiver

Reason for discharge — decline

graduated, lost eligibility, non-compliant, safety concerns, unable to contact




Program implementation
Maintaining a dashboard

o The following are tracked on enrollment and discharge (pre/post):
o ACT score
o Juniper score

o Flu shaot — yesino . . :
o # Daysiweek with symptoms
Asthma Action Plan — yes/no, understands AAF - . .
o # Mights/week with symptoms
Spirometry — yes/no
i n Allergy testing
o Smoke exposure? Inside or out? _ _
o Exercises without symptoms
o # School days missed due to asthma ) o
o Seeing specialist
o # Unscheduled office visits _
Monitors peak flow

o # Parental work days missed due to asthma

o # ED visits due to asthma

o # Hospitalizations due to asthma

o # Steroid bursts



Program implementation
Maintaining a dashboard

Y @utg:ome Dashboards:

~ Process measures
« 2 asthma visits/yr
Annual spirometry (>5 years old)
Annual flu shots
Asthma Action Plan (AAP) use
ACT use

ETS exposure documentation

Use of long-term control medications — adherence to
regimen

first steps J
growing every child'’s potential I Im S
Tl"-l'::h-'lu He »l!f'x.p:".v \l- ess Program He,en Devo; /‘ t 1’11"k

: 0 . 2 Network
children’s hospital =Networ



Program implementation
Maintaining a dashboard

»t Gutcfome Dashboards
K
L’ Outcome Measures and goals

ED/1000

Asthma ED visits/1000
IP/1000

HEDIS measures at 90%

Cost per patient

first steps

growing every child's potential S|
T e Molen DeVoc SR A \etnork
e i children’s hospital of Yest Kiichigen




Program implementation
Safety and privacy—Flu shots

CDC recommends a yearly
flu vaccine for everyone six
months of age and older

What Does the Research Say?
vorkers who get vaccinated help to reduce the following:
sion of influenza
staff illness and absentesism

influenza-related illness and death, 1ally among people at increased risk for
severe influenza illness

Higher vaccination levels among ¢ t ff hawve ociated with a lower risk of nosocomial

Case

(hospital-acquired) influenza «

Influenza outbreaks in hospitals and long-term care facilities have been attributed to low
influenza 'uf.5||:|:|r|a1'|c:r| coverage among health care workers in those facilities.

Higher influenza vaccination levels among health care workers can reduce influenza-related
lllness, and even deaths, in settings like nursing homes.




Program implementation
Safety and privacy—Flu shots

Figure 1. Seasonal Flu Vaccination Coverage,
by Age Group and Season, United States, 2009-2015

m== Children {6 months - 17 years) m— Adults (218 years)
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Program implementation
Safety and privacy—Flu shots

Figure 1. Flu vaccination coverage estimates, National Immunization
Survey, National Internet Flu Survey, and Mational Flu Survey
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Program implementation
Safety and privacy—Flu shots

| don't need it.

| didnt get around to it.

| don't believe in flu vaccines.

| might get sickfsuffer side effects.
Others need it more.

| dislike need|es.

It costs too much.

A doctor did not recommend it

Mo vaccine was available.
Other

0 5 10 15 20 25 30
Weighted percentage




__D. Program Evaluaton |t |2 |1|4
I N R

Select validated program evaluation tools

S program pro a.

» adherence (2.9., attendance, diary completion) of participant

* the influet gram on participants’ knowledge, skills, and / or attitudes (2.g., confidence,
outcome ons)

* procedure and task implementation

08 ..,

(e.9., quality-of-life, functional status, asthma control, healthcare utilization, participant

Program Evaluation




Program evaluation

Standards
Utility

Feasibility
Propriety
Accuracy ‘ Process evaluation vs.
' outcome evaluation

Credib\e
Evidence

Quantitative vs.
Qualitative Methods



Program Evaluation

Priorities
levest ) modium term | ultimate
Consider 5 Partcipants rosults are Impact(s) is
Suaft Clients
Action Condons

Behador Social

Voluntears Agoncies
Time Decison e
) makers TACHCe Econome
Money .

Research base ; Customers . 0 Il’u"ﬂg Civie

Emar ntad
Matoras Pohcins it i

Satistaction
Equipeent o~ Socal Action
Technology
Partners .
Work with
media

Focus - Collect Data - Analylie and Interpret - Report

Process evaluation Outcome evaluation



Program evaluation
Processes

adherence of parficipant
to the asthma
management plan

procedure and task
implementation by the
asthma team

the influence on
parficipants’ knowledge,
skills, and / or attitudes

Process evaluation



Program evaluation
Outcomes

« quality-of-life

« functional status

* asthma control

* healthcare utilization

« participant satisfaction

Outcome evaluation



Program evaluation
Select validated tools

w
=~
o
~~
N
o
N

QUAN -+ QUAL
Data and Results Data and Results
:> Interpretation <:
Juniper QOL surveys Observations: Observer’s role,
St. George Respiratory protocol, taking notes, observer
Questionnaire comments, field notes, observer
skills

Spirometry, pulmonary
mechanics, work days or Interviews: Structured, semi-
school days missed structured, unstructured, focus

groups



Program evaluation
Modifying the program

Model for Improvement

What are we trying
AIM :
to accomplish?

!

CURRENT How will we know

that a change is
KNOWLEDGE improvement?

|

CYCLE for What changes can we
Learning and make that will result
Improvement in improvement?




Program evaluation
Modifying the program

Establishing/re-establishing the aim
Determining who will do what, when, where, and why
A needs assessment might be needed to re-establish the aim




Program evaluation
Modifying the program

Involves executing the plan for change
Assess the implementation of the plan for change




Program evaluation
Modifying the program

This the analysis part of the cycle
Are observed outcomes congruent with desired outcomes
A process and/or outcome evaluation can be used here




Program evaluation
Modifying the program

The CQIl team determines what needs to be changed
The cycle is then repeated over and over
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