Quality Assessment & Performance Improvement (QAPI)


	FACILITY NAME:
	Clinic Y                                       
	PROVIDER NUMBER:
	111111

	DATE Started:
	3/25/2014
	TEAM MEMBERS

	Date Completed:
	In progress
	Facility

	PROBLEM STATEMENT: 
	Oct. 2013 AVF rate of XX.XX% (XX.X% Crown Web)
Oct. 2013 LTC rate of XX.XX% (XX.X% Crown Web)
	1. 
	Medical Director

	
	
	2. 
	Name RN, Vascular Access Manager, Clinical Coordinator

	GOAL:


	AVF rate X% increase to  > or = to 50% by Sept. 2014
LTC rate X% reduction to < or = to XX.XX% by Sept. 2014
	3. 
	Name RN, Facility Admin.

	BASELINE DATA:
	Dec. 2013 AVF rate XX.XX% (Feb. 2014 AVF rate XX.X% Crown Web) - 
Dec. 2013 LTC rate   X.X%   (Feb. 2014 LTC rate   X.X% Crown Web)
	4. 
	Name  RN, Clinical Service Specialist

	
	
	5. 
	Social Worker LICSW

	ROOT CAUSE(S):
	6. 
	Regional Operations Director (ROD)

	1. Late referrals to surgeon for prevalent non-primary hospital patients being admitted to dialysis unit

	7. 
	Name  CCHT, NFACT, Preceptor

	2. Internal access patient refusals d/t needle phobia
	8. 
	Name, Regional Educator – Options/CKD

	3. High AVG placement rate (Oct. 2013 XX.X% down to Feb. 2014 XX.X%)
	9. 
	Nephrologist-Assoc.MD

	BARRIER(S):
	External Members::

	1. Lack of solid CKD education process; not all nephrologists refer to Kidney Smart CKD classes at hospital.
	
	Medical Directors

	2.  Second opinions for AVF placement when primary surgeon planning AVG placement.
	2
	Vascular Access Manager

	3. Timely appointments to ensure patients move through internal access placement process within 90 days
	
	Kidney Smart Educator

	TASKS
	RESPONSIBLE TEAM MEMBER
	START DATE
	ESTIMATED

COMPLETION DATE
	ACTUAL

COMPLETION DATE
	COMMENTS

(STATUS, OUTCOMES, EVALUATION, ETC.)

	Clinic Y Nephrologists meeting on 3/28/14 at Hospital XXX to address referrals to CKD classes
	Medical Director, MD
	3/28/14 
	10/31/14
	
	Plan is for nephrologists to refer ESRD Stg. 4 pts. for CKD VA education to ensure internal access placement prior to FDOD.  This is being fully developed at Hospital Y, and being pursued at Hospital XXX.


	For non-Hospital X prevalent CVC only patients VAM to obtain referral to Hospital W surgeon from nephrologist.
	Name RN, VAM
	3.28/14
	10/31/14
	
	Historically, Hospital Y moves patient through internal access placement process within 90 from FDOD, and in the case of prevalent referrals Hospital Y process more expeditious than Hospital XXX process.

	TASKS
	RESPONSIBLE TEAM MEMBER
	START DATE
	ESTIMATED

COMPLETION DATE
	ACTUAL

COMPLETION DATE
	COMMENTS

(STATUS, OUTCOMES, EVALUATION, ETC.)

	Educate patient refusals d/t needle phobia: 1) Risks of CVCs; 2) Buttonhole cannulation;3) PD & HHD modality education; 4) Patient refusal form  
	NameRN, VAM and Social Worker LICSW 
	3/28/14
ongoing
	10/31/14
	 
	Ongoing team approach addressing each patient’s individual barrier/educational needs.  VAM & nephrologists educate on risks of CVCs; SW educates on relaxation techniques and buttonhole site creation; modality educator provides home modality education; 

	Vigilant oversight of dual access & CVC only patients’ progress/appointments.  Weekly tracking tool rolled up & reviewed by VALT team on weekly conference call. 
	VAM
	3/28/14
ongoing
	10/31/14
	  
	VAM, CSS, MD, FA, SW & ROD weekly patient by patient review of dual accesses; barriers identified and plans to address implemented.

	Continue monthly VA CQI meeting at Hospital XXX- review of Clinic Y patients surgeries, plans for access, barriers preventing access placement, interventional surgeries 
	VAM
	3/28/14

ongoing
	10/31/14
	
	Monthly meeting participants include:  MDs, TP surgical coordinator, surgeons, interventional radiologists, Clinic Y FA, VAM, SW & PD RN 

	At the unit level, prevent AVF/AVG failure and early identification of AVF/AVG failure to mature 
	VAM
	3/28/14

Ongoing 
	   10/31/14
	
	10-Second Access check prior to cannulation & on maturing AVF/AVGs; referral for intervention when problems identified (not meeting rule of 6s); new AVF/AVG cannulation by First Cannulators Team members only; failed access tracker maintained by VAM

	Vascular Access Quality Improvement Plan (VAQIP) submission to the Chief of Medicine at Hospital XXX.
	Medical Director
	2/7/14
	 
	 
	VAQIP has significant overall impact in nephrology taking more ownership over VA, at the CKD stage and in improving the flow of data to improve analysis of surgical outcomes.

	COMMENTS: For all QAPI projects a metric or measurement should be established as the baseline and the process should be re-measured periodically to track progress in achieving the pre-determined improvement goal or target. The top three root causes of the barriers to improvement are determined by the committee after a thorough assessment of the problem. Develop strategies to over- come barriers & then implement a plan of improvement.
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