
Assemble the Team 
Julianne Nesbit, Leader       

Angela Lipps, Leader             
Members: Jan Napier, Denise Franer, Tim Kelly,  

Jackie Lindner, Tara Wilson 
 
 

Preparing an Initial AIM Statement 

 

Purpose 
To prevent the spread of communicable disease  

 

AIM 
To streamline the communicable disease program by 

updating/standardizing the documentation and  
communication process as evidence thru quarterly chart  

audits which reflect 95% completeness  
 

Customers and Clients 

CUSTOMERS Supervisor, DON, Health Commissioner, Assistant Health 

Commissioner, BOH, ODH, CDC, Environmental Health, 

Schools, Daycares, Hospitals, ICPs, Urgent Care, Labs, 

MDs, Restaurants, Co-workers, Public, Other Public and 

Healthcare Entities, High Risk Populations, Nursing 

Homes, Case and their Contacts, Fire/EMS, EMA, Police, 

Media, and Other Health Jurisdictions  

OUTPUT Case Investigated, Files and ODRS Records, Data Gener-

ated (Weekly, Monthly, Annually), PHEP Requirements, 

Quality Indicator Requirements, Immunizations, Prophylax-

is, Environmental Health Inspection Reports, Restrictions, 

Exclusions, Health and Safe Communities, Proactive Pre-

vention and Health Education, Reports to the BOH and 

Health Providers 

 NEEDS WANTS 

INTERNAL Information, Com-

munication, Docu-

mentation, More 

Staffing, Same 

Building 

Timely Manner, Accurate Notes in 

ODRS, Charting Complete, More 

Time, Better Communication, More 

Defined Roles and Expectations, 

Computerized Charting (Less Paper), 

Centralized Database, Easier Way to 

Communicate with Co-workers Day to 

Day and Outbreak, Same Building  

EXTERNAL Information, Com-

munication, Vac-

cination, Prophy-

laxis, Assurance, 

Want It on their 

Terms, Defining 

Roles  

Confidence in Us, Address Issue in a 

Timely, Professional, Respectful, 

Effective Manner, All in One Phone 

Call, Not to Interfere, but Fix It, Free 

Treatment, Marketing of CD and 

Prevention, Purpose/Role, What We 

do and What We Have Done TO 

Keep Them Healthy and Well  

Examine the Current Approach  

 

The communicable disease nurse has primary responsibility of the day -
to-day management of communicable disease reports to CCPH.  The 
epidemiologist provides assistance as needed, and is responsible for 
managing outbreak investigations, The DON provides oversight and 
assists with day-to-day and outbreak investigation as appropriate.  
 
Case reports are received and ODRS and paper chart is created. Each 
new case should be entered into logbook when received, however this 
step is sometimes not done immediately, and information in the logbook 
may not always be complete. Active cases are maintained in the com-
municable disease nurse’s office, however are not kept in a specific 
place which can make locating a chart quickly difficult. Documentation of 
case notes is located in either ODRS or the hard copy chart. Incomplete 
charting or charting of case investigation activities in multiple locations 
can make it difficult to understand current case investigation status and 
progress.  
 
A weekly data download is conducted by the epidemiologist each Mon-
day which includes all reported communicable diseases for the previous 
week (Sunday thru Saturday). A copy of this download is provided to the 
communicable disease nurse and the DON for their review. Cases in the 
report are compared to cases in the logbook to ensure all cases have 
been entered.  The communicable disease nurse will also use this report 
to ensure progress on outstanding investigations.   
 
A monthly download is conducted by the epidemiologist for the previous 
month.  This report is provided to the communicable disease nurse for 
review to ensure all cases have been entered into the logbook and have 
been managed appropriately. 
 
Both the weekly and monthly downloads are kept in the logbook for 
reference. These logs are used by the epidemiologist to track reporting 
lag time, and percent complete of age, race, ethnicity, and gender for 
disease specified in the public health quality indictors.  

 
Analyze the Current Data 

 Number of cases audited: 13 

 Number of cases closed within 30 days of notification to LHD: 23% 

 Contact initiated within one business day on 69% of applicable 

cases 

 Three phone call attempts and/or two letters mailed and document-

ed over two week period.  Case to be closed if no response to 
documented attempts.  Met in 100% of applicable cases. 

 
Identify Potential Solutions 

 Improve utilization of log book to include completion of all fields as 

applicable to each case; cases to be entered in to log book within 1 
day of receipt of case. 

 Ensure that activities conducted on each case are promptly docu-

mented in the case record (hard copy or ODRS).  

 Store active case charts in a single location (file drawer in the 

communicable disease nurse office) where they can be readily 
located by the epidemiologist, DON, or other staff as appropriate.  

 Store closed charts in a separate file drawer.  

 Case will be closed promptly upon completion of the investigation. 

Cases will be closed in ODRS, and case charts will be updated and 
closed, at the latest, within one week of investigation closure.  The 
log book will be updated within the same time frame, and the word 
“closed” will be written to the right of each entry to indicate the 
case is complete and no further action is needed.  

 Conduct chart audits on a quarterly basis to ensure that charting is 

complete and cases are closed in timely manner.  

 
 

 

Develop an Improvement Theory 

If charts are standardized and audited quarterly, then cases will be 

completed and closed in a timely manner.  

  

 
 

 
Test the Theory for Improvement 

The following standards were tested by chart audit quarterly: 95% 

of cases to be closed within 30 days of notification to LHD, initiate 

contact within one business day for applicable Class B and Class 

C diseases, and three phone call attempts and/or two letters 

mailed and documented over two week period.  Case to be closed 

if no response to documented attempts. Audit tool was reviewed 

and revised as needed.  

 

 

 

 

Check the Results 

First Quarter Audit 2016 

 Number of cases audited: 34 

 Number of cases closed within 30 days of notification to LHD: 

100% 

 Contact initiated within one business day on 100% of applicable 

cases 

 Three phone call attempts and/or two letters mailed and docu-

mented over two week period.  Case to be closed if no response 

to documented attempts.  Met in 100 % of applicable cases 

Second Quarter Audit 2016 

 Number of cases audited: 27 

 Number of cases closed within 30 days of notification to LHD: 

100% 

 Contact initiated within one business day on 100% of applicable 

cases 

 Three phone call attempts and/or two letters mailed and docu-

mented over two week period.  Case to be closed if no response 

to documented attempts.  Met in 100 % of applicable cases 

 
 

 

 

Standardize the Improvement or Develop a New Theory  

The Disease Investigation Process SOG was  

developed and is under review.  

 

Establish Future Plans 

 Finalize Disease Investigation Process SOG 

 Computerize logbook 

DO 

CHECK 

PLAN 

ACT 

Communicable Disease Quality Improvement Project 



Step 3: Examine the Current Approach 

A top-down flow chart was used to document the general steps of the current hiring process. Problems with the 
application process, job posting language, documentation, candidate pool, length of time to hire and the system 
used to hire were identified. A control and influence matrix was used to prioritize what problems to resolve. 

 

D 

O 

Step 6: Test the Theory 

The application has been revised and is awaiting programing by the Auditor’s Office. A revamped job posting is 
being used. A hiring checklist has been created and is currently being used. The Fiscal Officer is now serving as the 

hiring coordinator and is assisting supervisors during the recruitment and hiring process. 

Step 7: Study the Results 

Hiring data was examined to establish a 
benchmark for streamlining the process. A 
survey was administered to all supervisors 
to establish a baseline of satisfaction with 
the overall hiring process. Supervisors will 
be re-surveyed a year after all changes have 
been implemented to determine if         
improvement has been made. 

Step 8: Standardize the Improvement or Develop a 
New Theory 

The checklist has been implemented and modified 
as needed. Supervisors will be trained on the new 
process on October 31, 2016. 

Step 9: Establish Future Plans 
Hiring data will be reviewed annually to ensure      
acceptable time frames are being maintained.  The 
process will be modified as needed. 
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Recruiting and Hiring 
Quality Improvement Project 

Step 1: Getting Started 

Improvement to the recruiting and hiring process was identified as an area needing improvement at the October 12, 
2015 in-service day. 

Step 2: Assemble the Team 

The team consisted of supervisors responsible for hiring new staff, recently hired staff to provide candidates’       
perspective, and the fiscal officer who is responsible for managing paperwork during the hiring process.                
Team members: Liza Armstrong, Jackie Lindner, Amanda Myers, Jan Napier, Katrina Stapleton & Robert Wildey  
AIM: Streamline and improve the recruiting and hiring process by October 2016. 

Step 5: Develop an Improvement Theory 

If we sell the agency/position better and make it easier to apply, we will improve the candidate pool. By creating a 
checklist and hiring coordinator, the hiring process will be more efficient and vacancies will be filled faster. 

Step 4: Identify Potential Solutions 

Solutions identified include rewording the job postings, programing our own application, creating a checklist and a 
hiring coordinator. 
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Immunization 
Quality Improvement Project 

Team 

Facilitator: Julianne Nesbit/ Angela 

Lipps 

Team Members: Julie Bryant, Jackie    

Lindner, Carol Kisner, Denise Franer, Linda Fultz, 

Lindsay Jones, Jan Napier 

 

AIM 

By January 31st annually, an immunization clinic 

plan will be developed by all staff involved in 

immunization clinics and approved for the year 

to include immunizations for school aged chil-

dren, seasonal influenza, international travel, 

and regularly scheduled clinics. 

Identify Potential Solutions 

 

The group looked at multiple aspects of the pro-

cess in working to identify solutions. 

 Process Flow was Examined and mapped out 

 Time studies were conducted of clinic flow 

process 

Ultimately the main issue continued to focus 

around not having a plan, lack of communication, 

and never knowing how things would be handled 

year to year. 

 

Develop an Improvement Theory 

 

If a plan is developed and approved at the beginning of 

the year outlining what is known at the time, better staff 

planning could occur and staff would know what to ex-

pect. 

 

Test the Theory 

 

A plan was developed outlining dates, 

times and staffing levels for back to school 

and seasonal flu clinics. 

Back to School: 

 April – National Immunization Month and Public 

Health Week – advertising and the April 20th late 

clinic would run 3:00 pm to 6:30 pm with up to 3N 

(nurses) and 2C (clerical). 

 May and June – regular schedule. 

 July – 14th regular am, open up pm 1-3 pm 3N, 2C. 

July 20th  - 3:00 – 6:30 3N, 2C. 

 August 4th - regular am, open up pm 1-3 pm 3N, 

2C. August 11th - regular am, open up afternoon 1-

3 pm 3N, 2C. August 17th - 3:00 – 6:30 3N, 2C. 

 September 1st – Walk In Clinic 2:00 – 6:30 pm. Sep-

tember 8th - regular am, open up pm 1-3 pm 3N, 

2C. September 21st  - 3:00 – 6:30 (6:15 pm) 3N, 2C. 

 The group looked at start dates for schools and 

considered the 14 day cut off limit for students to 

receive vaccinations and set the date on September 

1st as it would accommodate most of the schools as 

start dates ranged from 8/17 – 8/24. 

Plan 

 Needs Wants 

Internal Team Work, 

documentation, 

reports, 

information. Staff, 

space, $, 

productivity, 

organization 

(flow), 

communication 

Courtesy, respect, 

collaboration, flexibility, 

accuracy, timeliness, UPP 

to work, understanding 

of different perspectives 

and roles, time 

External Vaccine 

Information 

Courtesy, timeliness,  

costs, convenient 

appointments, UTD info, 

expert, honesty, 

documentation, 

flexibility, vaccine on 

their terms, free, 

collaboration 

Do 

Seasonal Flu: 

 Residential Concepts – 50 vaccines are adminis-

tered, clerical work done in advance, 2 nurses on 

site.  

  Milford Fire Department – Flu is done in conjunc-

tion with TB skin tests. Approximately 20 – 30 are 

administered through a contract agreement. First 

day 2N and 1C are needed. Second day for the TB 

skin test reads and some additional flu shots only 

require 2N. 

 Benefits Fair – Need 2C and 3N to run the clinic. 

 Administration Building – morning clinic between 

9:30 – 11:30 am with 2N and 1C. 

 Sheriff’s Office – clinic will be from 7:00 am – 10:00 

am and will staff with 1C and 2N.. 

 

Check the Results 

 

The schedule is discussed on an ongoing 

basis during monthly immunization meetings. Ad-

justments are made to the schedule as needed but 

only result in minor changes.  

 

Standardize the           

Improvement Theory or 

Develop a New Theory 

 

The overall process will be evaluated at the end of 

the year to gain feedback on changes and improve-

ments. 

 

Establish Future Plans 

 

Annually an immunization planning meeting will be 

held in January to develop an overall plan for the 

year. The group will also look at numerous oppor-

tunities that came up throughout the process to 

look at additional improvements in advertising and 

marketing and incorporate those items into work 

plans for next year. 

 

Check 

Act 
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Quality Improvement  

Story Board 

Improving Plumbing and Water and Waste Divisions  

Inspection Scheduling Process    

Organize Committee 

The Committee consisted of members from  the Plumbing Division,  

Water & Waste Division and Administrative Division.  

Team Members:  
Kevin Jester, Director of Plumbing, Team Leader;   

Tom Racke, Registered Sanitarian; Kevin Kinzbach, Plumbing Inspector; Erica Watson, Clerk 1; Julie Richmond, Clerk 1 

IDENTIFYING POTENTIAL SOLUTIONS 

The Committee discussed problems and possible solutions for schedul-

ing inspections and entering results.  

Too many plumbing calls being directed to the front office if the             

inspectors are on the line. 

Suggestions: Use a roll around as was done in the past before the      

county changed phone providers. 

Water and Waste had suggestions made during the 2015 QI In-Service 

Day regarding setting inspections and scheduling in Hansen as well as 

removing the antiquated note book from the front file cabinet. 

Plumbing division phone issues were corrected by 

contacting CC Communications and Rollover lines 

were established for the inspectors. The phone line 

will roll around to each inspector, on third inspector 

with no answer the voice mail will prompt caller to 

select “0” which will take the caller back to the front 

office staff.  

Water and Waste inspection scheduling and result 

entry was improved after Amanda Myers prepared 

a mock trial of four inspections set up in Hansen. 

Tom Racke assisted in the trial and after results 

were proved to have a positive impact the entire 

staff was trained on the new process. 

Results were deemed good in both cases. Plumbing’s changes cut down on the number of calls to front office 

staff in the a.m., and Water and Waste appear to appreciate keeping better track of their works by these 

means. 

  

Inconsistent 
methods for 
inspection 

Plumbing Calls

Extra work for clerks

Calls rolling to front 
office staff

Scheduled Inspections 

Using book for septic Inspections unaccounted 
for in Hansen

Inconvenient for 
contractors calling to 

verify inspections 
passed or failed

Inability to view 
scheduled inspections

Inspectors must walk to 
front office and check 

book on counter

Clerks must write 
inspections in book

No tracking of septic
inspections

Tracking re-inspection 
fees owed 



Inventory Management Quality Improvement Project 
 

BACKGROUND 

CCPH utilizes 4 different systems/databases (Archibus, Excel, Access, and Inventory Sheet) to manage 

inventory across various divisions. The systems are managed by different individuals in the agency. Each of these 

systems has several limitations and the agency also identified that using multiple methods to track the agency’s 

inventory is not an effective way to manage them. 

 Team Leader:   Maalinii Vijayan 
 Note Taker:  Jackie Lindner 
 Facilitator:   Tim Kelly 
 Team Members:  Ashley Bonar, Betty Fitzpatrick, 
    Carol Kisner 

Between January 2016 and October 2016 CCPH  
will identify an inventory management system  

for day-to-day use and emergency preparedness  
activities. 

The group identified that having the following features in an inventory  
system would meet the needs of an agency: 

1. Ability for real time updating     6. Control inventory standards/title/units 
2. Access to multiple users with different access levels  7. Ability to add more tracking details/categories 
3. Ability to develop modules for various divisions   8. Customize reports with inventory details 
4. Generate reports       9. Request for an inventory electronically 
5. Create pick list and transfer inventory    10. Affordable cost 

The group also identified the following internal needs for effectively managing an inventory management system: 
     1. SOG for identified inventory management system 
     2. Training for agency staff 

The group demoed inventory  
management systems and identified 
the inventory management module 

in MUNIS would resolve the  
identified problem. 

 
The group verified the identified  

inventory management system meets 
the agency needs. 

   TEAM           AIM 

               EXAMINED THE CURRENT APPROACH 

              IDENTIFIED POTENTIAL SOLUTIONS 

       DO     CHECK        FUTURE  

October 2016 
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DO 
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Quality Improvement  

Improve Employee  

Orientation Process  

 

Team 

The Team consisted of members from 3 of 
the 5 divisions within the Health District.  
 

Facilitator:  
Amanda Myers, Operations Manager 

 

Team Members:  

Trina Stapleton, Carol Kisner, Kelly Shepherd, 

Christian Jent, Doug Disbennett, Katie Bissler, 

Stephanie Humphries 

Examination of Current Approach 

Issues with the current employee orientation 

process were examined by using a cause and 

effect analysis.  The team divided the potential 

problems into 4 categories: Process, People, 

Materials and  Environment.  The team also 

conducted a survey of all staff members who 

had been with CCPH for 2 years or less.  These 

employees were asked to answer specific 

questions about their orientation experience.  

This data will be used as baseline data to check 

the success of the new process. 

Identify Potential Solutions 

Potential solutions included setting timelines for 

checklist items, creating a staff directory, 

selecting better training material for required 

trainings,  and creating an SOG to go along with 

the checklist. 

Check the Results 

The new orientation process will be 

implemented on November 1, 2016.  All new 

employees will be provided with the 

orientation survey at the end of their first year.  

Our goal is to obtain 12 surveys of new 

employees to compare to the original survey 

data. 0.00 0.50 1.00 1.50 2.00 2.50 3.00 3.50

Please rate your orientation experience at CCPH when compared 
to  your prior orientation experience(s)

Develop an Improvement Theory 

Improve the orientation process by removing 

steps that are no longer necessary and adding 

steps and providing documentation that will 

help the new employee integrate into CCPH.  

The new orientation process, combined with the 

new hiring process will make new employees 

feel more welcome and comfortable in their 

new position.  Directors/Supervisors will be 

trained in the new process so that there will be 

consistency  among divisions and all new 

employees have a positive orientation 

experience. 

Test the Theory 

A new color coded checklist with timelines and 

a standard operating guideline was created.   

An employee photo directory with basic staff 

information was created.  Required orientation 

trainings were reviewed.  Director/Supervisor 

Training is scheduled for 10/31/2016.  

Standardize the Improvement 

Theory or Develop New Theory 

The committee will consider feedback from 

Directors/Supervisors and survey data to 

continue to improve the orientation process. 

Establish Future Plans 

The QI committee will meet annually to review 

new survey data and continue to consider 

improvements to the orientation  process until 

a full dataset of 12 surveys is obtained.  Data 

will be reviewed to see if a positive trend was 

achieved in the employee orientation process. 
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