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Lesson Ten - QAPI

/

Contact Hour Accreditation

= This CNE activity has been provided by Ohio
Nurses Association

» | earners must attend the entire session (live
presentation or 11 webinars) and receive a
passing post-test with a score of at least 80% in
order to receive a certificate of contact hours.

= There is no conflict of interest for anyone with the
ability to control content of this activity.

= This nursing continuing professional development
activity was approved by the Ohio Nurses
Association, an accredited approver by the
American Nurses Credentialing Center's
Commission on Accreditation. (OBN-001-91)

» Approval Valid through June 1, 2024
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Disclosures

= Nancy has no relationships with
commercial entities related to the
healthcare industry.

»Nancy is the Assistant Director of
Education for NADONA

Objectives

» The participant willbe able to

m st 5 steps fo implementing the QAPI program
in a SNF

m|ist 3 types of metrics to review

»Relate process and outcomes needed to
sustain the QAPI program

»Describe the 4 components of PDSA
»Describe the 4 elements in the PIP process

Regulations

= [ 865 Quality assurance and performance improvement
(QAPI) program. QAPI Plan

= F 866 Program feedback, data systems and monitoring.

= [ 867 Program systematic analysis and systemic action.

=»F 868 Quality assessment and assurance. (Committee)

= SEE HANDOUT (F TAGS associated with QAPI)
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F866-Program Feedback, Systems, and
Monitoring

Develop policies and procedures related to how the feedback and data
will be collected and monitored.

Use feedback provided by stakeholders, including direct care staff,
residents and resident representatives.

Identify high risk areas or problems.

= How the data will be maintained from all departments and used for
performance indicators, including the Facility Assessment.

= How the performance improvement activities will be monitored and
evaluated, including the method and frequency, to ensure sustainability .

How the facility will use adverse eventsto develop activities to preventin
the future.

F867-Program Systematic Analysis and
Systemic Action

How a systematic approach will be used to determine the underlying
causes of problems thatimpact larger systems.

= How comective action plans will be developed to effect change at the
systemslevel to prevent problems related to quality of care, quality of life,
or safety.

Focus on high- risk, high -volume problem-prone areas.

Include outcomes that focus on resident autonomy and choice.

One PIP must include the facility's services through the Facility Assessment
and another PIP must include a high-risk or problem-prone area that has
been identified by the data collection.
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F868 Quality Assessment and
Assurance-Committee

The Committee must meet at least Quarterly

The Committee must be comprised of the DON, IP, Medical Director or
Designee, and 3 additional members, one of which is the Administrator,
Owner, or Board member who hold a leadership role. The Consultant
Pharmacist is also recommended to serve on the Committee as their input
can address high-risk, quality of life, and otherrisk factors such as
medication errors.

Itis important o note the membership as discussed in the CMS SOM is a
MINIMUM requirement and it goes on to state the other department heads
should have an opportunity to be involved as well as residents and family
having vital information for the Committee.

Clinical Decision Making is Fueled by QAPI

»Performance Improvement drives decision
making

»Promotes Excellence in Quality of Care, Quality of
Life and Person-Directed Care and Service
Navigating this process gives you a starting point,
an ending point and most importantly a system
and process to follow in the day- to- day
operations

11

Your Role & Duties as the DON in the QAPI Process

= Role

= Develop, maintain and periodically update written policies and procedures that
govem the day- to- day functions of the Nursing Service Department

= Develop, maintain and periodically update the Nursing Service Policy and
Procedures Manual and nursing service objectives and philosophies

= Develop methods for coordinating nursing services with otherresident services to
ensure continuity of the resident’s total regiment of care

Duties

= Develop, maintain and periodically update written job descriptions for each level of
nursing personnel

= Maintain a reference library of wiitten materials(PDR, SOM, Stop and Watch, AMDA
guides) that will assist the Nursing Service Department in meeting the day to day
needs of the resident

= Develop, implement and maintain and ongoing QA PI Program for the Nursing Service
Department

12
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5 Elements for Framing QAPI in Nursing

5 QAPI Elements per CMS - (1) Design and Scope

|

‘ QAPI ongoing & comprehensive
Address all systems of care & management practices
Includes clinical care, quality of life, resident choice

\\

14

QAPI Elements per CMS -
(2) Governance & Leadership *

Adequate resources fo
conduct QAPI

-staff time

-leader accountable

-facility wide fraining

Culture involves
leadership getting
input from all
(residents, staff, family)

Welcomes the
identification of quality
problems

15
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https://www.cms.gov/Medihttps:/www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/Downloads/QAPIAtaGlance.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/Downloads/QAPIAtaGlance.pdf

5 QAPI Elements per CMS

« Systems to monitor care & services, data ‘m E O
+ Feedback systems ?
K3V ~

« Perforpnance Indicators
« Targets/Benchmarks for Performance

« Tracking, Investigating and Monitoring
dverse events

« [Action Plans
Use data fo make decisions

16

5 QAPI Elements per CM$S
(4) Performance Improvement Projects (PIPs) *

Concentrated effort
on particular problem
NAElelile
performance
improvement
Ultimate goal to
improve care &
services identified

17

5 QAPI Elements per CMS
(5) Systematic Analysis & Systematic Action*

Systematic approach to
determine need for in depth
analysis

Root Cause Analysis to get to root
of problem before intervene
Prevention of similar future events
Continuous learning and
continuous improvement

i

i 1 by Urknow n Autor s carsed nder CC £

18
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https://www.campusvirtualsp.org/en/course/nursing-leadership-empowering-nurse-leaders-latin-america-and-caribbean
https://creativecommons.org/licenses/by-nc/3.0/

QAPI

= QAPIis the merger of 2 approaches to quality.
= QA —is a process of meeting quality standards and assuring that care
reaches an acceptable level, hopefully beyond regulatory requirements.
QA is areactive, retrospective examination.
= P|—is a proactive and continuous study of processes to identify areas of
_opportunity and new approaches to fix underlying causes of persistent or
systemic problems, for better health care delivery and resident quality of
life.
oth are data driven approaches to improving the quality of life, care and
servicesin nursing homes, involving members at all levels of the organization.

Before QAPI wasintroduced we used to just report the data.

Source: CMS

19

7 Components of QAPI

Forming a feam - having the right people on the team is critical to the success of the
improvement effort

= Who are your right people

= Can you identify your clinical staff visionary, your educator and who are your
workers2

= How wil you pay for their time?

pepulation and or system that will be affected
= What are your goals
= Think in terms of time and measure

= Get specific - Falls with Major Injury, Reduction in Urinary Tract Infection and
Reduction in 30 day Readmission to Hospital

= Establish Measures - Determine specific guidelines to be able to ascertain if the
change leads to an improvement

= |dentify quantitative measures to determine if change leads to improvement

= Focus on Reduction of Falls, Urinary Tract Infection and Readmission to Hospitals
within first 30 days of discharge from hospital NADON,

20

7 Components of QAPI cont.

= Selecting Changes - Ideas come from many sources such as staff, change
concepts, creafive thinking or borrowed from others successful experiences

= Look at current clinical standard of practice and regulatory history

= Testing Changes — PDSA is a way to test the change by planning it, trying it,
observing it and acting on what was learned.

= |mplementing Changes — Once the pilot testing has gone through the PSDA
process 1- multiple times and revised it is time to take'it to a broader scale

= Let the team direct the change based on initial focus group outcomes
= Plan-Do Study-Act again

= Spreading Changes - Once the implementation has been deemed successful it
can be taken to the entire organization or where it is needed

= Culture Change

= Update Policy and Procedure
= Educate Current Staff and develop orientation education
= Time and Place

= Audit Outcomes hitps:

21
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= Setting Goals - the goal should be time specific and measurable. It defines the resident




19 New rules call
e and #2-

Gove

Committee meets and discusses issues — Defines areas that need to be worked on and
achievable/measurable goals-(#3-Feedback, Data systems, monitoring)

Root cause analysis — Determine what caused this

Setermine Inferventions—What might fix and prevent from happening again- Set up a
PIP

Implement interventions - Start small, @ few residents small unit etc - (#4-Performance
Improvement Projects)

Audit results - Develop an audit tool and then audit while piloting the interventions
Improve the process as indicated Use results from auditing to fine tune interventions

Continuous audits to ensure the changes are sustained- (#5-Systematic Analysis and
Systematic Action)

Outline of the QAPI process

| QAPI committee - collects and reviews data from many sources (QMs,
| Satisfactionsurveys, Infection data, rehospitalizations etc.).

=) QAP| Meets monthly - to identify areas of opportunity based on the
eval of data

QAPI assigns Performance Improvement Project (PIP) feam to
an opportunity

=) PP team does d root cause analysis (RCA) (5 WHYS)

mmm) P|P team meets often between meetingsinitiating the
PDSA process and reports back to the QAPI

The QAPI then reviews and makes
commendations for further PDSA work or to enlarge the scope

23

Performance Improvement Plan

» A PIP isimplemented when a problem is identified
» P|P systematically gathers information to clarify
issues and intervene improvement
‘Recommendations can be made to reinforce
and expand identified positive approaches and
outcomes
= New quality indicators should be developed to
measure improvement

24
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PIP Process

»Based on the facility assessment or area of
concern

= |dentify the issue
YRoot cause analysis

»Review the person-centered care plan /
policy/procedure etc.

= Monitor and evaluate the outcome

25

Another Way to Look at QAPI Steps to
a PIP

QAPI collectsand evaluates the data

QAPImeets monthly toidentify opportunities forimprovement

A Root Cause Analysisis completed
QAPI assigns a PIP
= PIP group meetsoutside of QAPI and reports back

Monitor the sustainability of the outcome.

PIP Scenario

® During a monthly QAPI meeting it was discovered that there was a
pattern of unexplained weight loss overthe past 2 months. The discussion
revealedthat there had been an increase in uneaten food and also in
the use of supplements.

A PIP wals formed. It included a CNA, Charge nurse, SW, Dieticianand a

Cause analysis was completed

o process existed for identifying and addressing risks for weight loss such as dental condition, diagnosis, or
use of appetite suppressing medications;

No system existed toensure resident preferences are honored;
Stafflacked an understanding of how to document food intake percentages; and

Residents reported the food was not appetizing.

27
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https://www.cms.gov/medicare/provider-enrollment-and-certification/qapi/downloads/qapiataglance.pdf
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Potential Interventions *

| Development of a protocol for identifying residents at risk for weight loss to

| be done on admission and with each care plan. This protocol included a
review of medications (appetite suppressants), new diagnoses, and resident
assessments, including dental issues;

Development of standing orders for residents identified as “at risk” for weight
loss. Th/ese would include bi-weekly weights, referral to attending physician
and dietitian for assessment, and documentation of meal percentages;

= Delelopment of a new program for CNAs to be “Food Plan Leads" for at risk
résidents. The program would include identification of food preferences and
accurate documentation of meals - laminated badge cards with pictures of
meal percenfages were distributed to all CNAs; and

Revision of the menu to focus on favorite foods, adding finger foods and
increasing choices outside of mealtimes.

= Monitoring to show the PIP was sustained and results reported to QAPI.

28

Worksheet for Performance Improvement Projects Q A Pl

Directions: This tool will assist in i | for are the highest priority the needs of i« d
the organization. Follow this systematic assessment process below areas for PIPs. Th Il consider such factors as
high-risk, high-volume, or probls that affect care. This tool Is intended to be completed and used by
the QAPI team that determines which areas to select for PIPs. Begin by ' i the lef Then score
each area in the fi % based 8 S [*

[1= very low [2=low 3= medium [a=high |5 = very high |

Rating s subjective and is meant to be a guide and to stimulate discussion. Finally, add the scores across the row and tally in the final column.
Potential improvement areas with a higher score indicate a higher priority.

29

Additional factors to take into account:
. What existing standards or guidelines are available to
provide direction for this initiative?
What measures can be used to monitor progress?
Is the topic publicly reported on Care Compare
and/oris it a goal of the Advancing Excellence in
America's Nursing Homes campaign?
. Which type of changes primarily will be involved (ie.,
system changes, environmental changes, staffing
changes)?
5. Which staff will be most affected by the initiative2 What
training needs will this initiative present?
6. Is there an identified champion(s) for this initiative?

EOLS

>
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Process Improvement Example

= Traditional

®» End of shiftreport discussion of everything that occurs in
the past eight hours

= Discussion of fasks not done
~ »Share misc.information about events of the facility

= Transitional
= Focus on Person centered needs of the resident

» Assign staff to Assess and evaluate interventions provided
fo resident

= Communicate to Care Partners needs of the residents and
obtain actionable directives

31

ADHOCS

» Ad Hoc committee formedto consider a specific, urgent matter.
Latin for, for this purpose.

» As issuescome up in between QAPI meetings ADHOC committees
are used to figure out the issue.

» Example: Family membercomplained to DON that mother
_ wasn't being positioned as requested.

= DON formed a ADHOC committee comprised of Nurse
manager, Med nurse and aides from 2 shifts fo resolve this
concern

» ADHOC met and did a root cause analysis as to why this was
occurring

= Once the root cause was determined a plan was determined
»The plan was put info place

32

AD HOC Cont.

»The family memberwas informed both of the plan and the
auditing process. She was informed as to what and who to
report to if the plan wasn't working.

= Auditing was done and the issue continued. The committee
met again and reevaluated the plan. Changes were made
“and implemented.
= Auditing began again and resultsindicated plan was working
= Family memberwas contacted and was in agreement that the
plan was working

»The plan remained and ADHOC plan and results were reported
to the QAPI

33
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http://www.businessdictionary.com/definition/ad-hoc-committee.html

Metrics to Review

| »There are many items that could come under
. review in QAPI o

standards & procedures

= Clinical Outcomes g

= CustomerSatisfaction Ropravins _——

= Readmission Rates Cycle of

= | ength of stay Continuous

mResident costs mprovement Jj .5
PPD Ratios /3

Corrective h)’

= Turnoverrates Action

= Review of PIPs with Results el s

= Physician performance metricsresults

35

Metrics cont.

= \What have you used
in your QAPIg2?

6/1/2022

12



How fo have your QAPI Survive and Thrive

» Monthly meetings 1-hour timeframe

w» Standardized agenda - An agenda provides structure that guides
the meeting. Use of agendas improves meeting efficiency and
improveslikelihood of achieving outcomes

=|ncludes:
»Pyrpose of the Meeting
/ »Topics
»Time Estimates for each Topic
»| ead Person for each Topic
=»Guidelines foruse

»The o%endo should be developed prior to the meeting, if
possible, and distributed to participants.

»Review agenda with participants at the start of the meeting
®»Discussand make any necessary changes.

37

Monthly Meetings conf.

= Ground Rules - Ground rules are agreements about acceptable and
unacceptable individual and group behaviors. The purpose of ground rules
is to limit distraction and help keep members focused

=Examples

= Start and end meetings on time

= Minimize interruptions — turn off all cell phones and pagers
/= Listen constructively

»Keep an open mind

= Critique ideas, not people

= Maintain communication courtesy

= One person speaks at a time

= Share responsibilities Ql '
= Have fun AL

= Celebrate success

38

Monthly Meetings cont.

»Guidelines
= Establish during first few minutes
= Review and revise as necessary

= Meeting Roles - Assigning meeting roles clarifies and assigns
responsibilities. Roles help hold members accountable and
nsure meeting time is productive

= Chair person
»Sefs the date and time of meeting
= Prepares the agenda
= Ensures the meeting room is set up

= Nofifies committee members of scheduled time and
meeting location

39
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Monthly Meetings cont.

= Chairperson cont.
= Notifies guests of scheduled time and meeting location
= Prints and distributes the meeting minutes
»Ensures data reports are available

Compiles a list of potential agenda topics and
distributes to members

= | ooks for trends and prioritizes the information
= Maintains meeting schedule

= Schedules subsequent meetings inresponse to a
significant finding

ps://www.medline.com/media/mkt/pdf/ProvidigmQAPIToolkit.paf

40

Monthly Meetings cont.
= Facilitator

= Facilitates the meeting

=QOpens meeting

= Announces agenda and fime allotments for each topic
= Announces meeting direction and goals
“m»Maintains control of flow of meeting

= Encourages team member participation
»Ensures needed actions are assigned

= Defines and delegates tasks

=»Knows when it is time to summarize information
= Announces next meeting time and place

= Closes meeting

41

Monthly Meetings cont.
= Timekeeper
»Keeps accurate track of time during meeting

= Alerts when the time allotted for an agenda topic is almostup so
the group can decide whether to keep discussing or move on

» Assists the group to manage time effectively
= Recorder (Note taker)

= Writes updates on the Meeting Minutes as directed by the team
discussion and input

= Condenses discussion points when possible
»Verifies that ideas and informationis written accurately
»Summarizes discussionsin complete sentences

»Gets input from group on wording of needs, preference,
problems, goals and interventions
mediine. g

pdf

42
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Monthly Meetings cont.
= Member
»Reviews data reports in their area of responsibility and

notifies the meeting organizer of potential agenda
topics

*Arrives on time and is prepared

»Remains attentive and focused throughout the meeting

»|s prepared to share and participate in discussion

= Contributes to development of action plans

= Accurately completes assigned documentation

= Proceeds to share/implement action plans

di pdf

43

How to have your QAPI Survive and Thrive cont.

= Communicationto staff

accomplish — Surveyors will ask the sta
facility working on

= Monthly meeting
=|n all staff meetings i i‘ o
=Dept meetings ‘& ¥
» Post graphs and results and goals
=|dentify progress or barriers
» Celebrate successeswith clearidentification of why it succeeded
»Hold Celebrations for small steps
=Keep them positive while working towards the larger goal

what QAPI is and what is the

g pof

44

Topic Owner v

Facility Specific Topic:

a i dentify QMY's flagging over 75%
over 75% Measure
short & Long Stay

Analysis & Actions

Month: “Analysis:

Feb.
War.
g

June

6/1/2022

Staff needs to be aware and have bu?/fin to what the facilityis trying tc
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QAPI Meeting Minutes — Action Plan

PDSA process

» There are different methods that can be used to work
through an issue

=PDSA is one that is widely used yrf i,
~ »Plan a change o

=Do it (in a pilot) f Quality \\
= Study to see ifitis working 4 Assurance j,,!
» Act — confinue if working or

revise %‘\:%"’*w Cosl &/J’

6/1/2022
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PDSA Example

= Family member complained to DON that motherwasn’t being
positioned as requested.

»DON formed a ADHOC committee comprised of Nurse
manager, Med nurse and aides from 2 shifts to resolve this
concern

~m» ADHOC met and did a root cause analysis as to why this was
occurring

» Once the root cause was determined a plan was determined
(P)
»The plan was put into place (D)

= The family memberwas informed both of the plan and the
auditing process. She was informed as to what and who to
report to if the plan wasn't working. (S)

48
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PDSA Example cont.

= Auditing wasdone and the issue continued. The committee
met again and reevaluated the plan. Changes were made
and implemented. (A PD)

= Auditing began again and results indicated plan was
working (SA)

amily member was contacted and wasin agreement that

the plan wasworking

»The plan remained and ADHOC plan and results was
reported to the QAPI

49

Conducting a
Root Cause Analysis

_ @ -
L
:
s
= #] Example: CNA used “ - —
wrong lift sing. Resident el this evnt have been
was in dire hurry to get up “ preventad
onto toilet before an j

incontinent episode and “

was insisting and very

= #2 Example: Resident did j

not get fed supper until all
otherresidents had eaten.

RCA #1 (Example Cont'd)

= Why: Not able to find comect sling
= Why: Sling with no number was not in room
= Why: Slings in linen closet did not have any numbers

= Why: New slings had arived and were not marked with corect numbers
before putting into linen closet

= Why: Central Supply CNA was out on LOA. No one crossed trained to
mark new slings

(Why: This cross -training need was an oversight by the DON)

Intervention or Action: Slings were marked and backup trained

6/1/2022
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RCA #2 Example

= Why: No staff were available to assist resident

= Why: 3 aides on wing: all three were feeding 2 otherresidents each.
= Why: Nurses on Unit took supper breaks during resident meals.

= Why: Ithad always been scheduled that way.

= Why: They had more independent residents when that practice was
started.

= |ntervention or Action: Policy changed so no clinical staff off floor during
resident mealtime.

QAPI Tools

= During the Plan phase of PDSA, Quality Improvement tools are used to assist to determine
‘why’ a problem is occurring and to better understand performance improvement
opportunities. Some common tools to assist in Root Cause Analysis (RCA) may include:

= Cause and Effect Diagram or Fishhone A cause and effect diagramis used to show what
potential root causes of the problem might be by sorting ideas into categories.

= Root Cause Analysis (RCA) RCA can be used to evaluate events (adverse events, incidents,

near miss or ints) and to better performance opp:

) 0000
FISHBONE DIAGRAM

6/1/2022
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Getting ready for QAPI

Based on data your outliersare :

A. Rehospitalization rate has increased

B. The Dementia Unit has an increase in falls
compared to your other units

C. Your staff has reported 3 acquired pressure
sores

Solution based strategies

=Byt first ROOT cause analysis
= What is your process

= 5 Whys

6/1/2022
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You Need a Sustainability Plan

= |dentify your system approach to determine underlying causes of
problemsimpactinglarger systems

» Develop actions to effectchange at the systemslevelto prevent
quality of care, quality of life and safety problems
/

= |mplement a monitoring system to ensure that improvements are
sustained by measuring success and tracking ongoing
performance

= Remembernot to try and review EVERYTHING. Pick a few high risk
or important areas, then work on another few.

58

s o et e o s .

J— ‘Summary of Analysis should include Trends and Root Cause Analysis
Teadmission to Hospieal Bon
i o o b
Trend Tracker £ (4
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actual
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Risk adjustad
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Total Falls I I N I
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Some Other Topic Examples

= 5Star
= PU

= Dining
= Resident Council

= Activities Satisfaction

And maybe if not a high- risk area, you only review quarterly, not monthly.

Resources

= Federal Register /Vol.81, No. 192 /Tuesday, October4, 2016 /Rules and Regulations

= QAPIata Glance: A Step by Step Guide to Implementing Quality Assurance and
Performance Improvement (QAPI)in Your Nursing Home - CMS / U of MN Stratis Health

63
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Cindy Fronning
651-324-8415
cindy@nadona.org

78

Nancy Tuders
612-718-8974
nancy@nadona.org

Questions

64
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