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Objective 
 To review regulatory framework for QAPI 

 To highlight new requirement for patient participation in QAPI 

 To review patient experiences in QI 

 To present tools that might be useful 

 To share ideas 

  

  



ESRD Networks 
 Social Security Amendments of 1972 defined an entitlement extending 
Medicare to those with irreversible kidney failure 

 1978: PL 95292 established 32 ESRD Networks – regional organizations 
to assure access to dialysis, tx, and oversee quality of care 

 1986: OBRA – 32 Networks became 17, then 18 

  



QAPI - Quality Assessment & 
Performance Improvement 

 42 CFR Ch IV Part 494 Subpart C Patient Care 494.110 

 Other sections reference QAPI:  
◦ 494.30 (b) (3) report all IC issues to med director and QI 

Committee 
◦ 494.150 (a) Medical director is responsible for the Quality 

Assessment and Improvement Program 
◦ 494.180 (a)(4) Governing body appoints a CEO/administrator 

who allocates necessary staff, resources for QAPI 
◦ 494.180 (c) (2) Governing body informs medical staff 

appointees of QAPI program 
◦ 494.180 (h) Facility must furnish data to CMS […] relevant to 

[…] quality improvement and quality assessment. 
 

  

  



The dialysis facility must develop, implement, maintain, & evaluate 

an effective, data-driven QAPI program with participation by the 

professional members of the IDT. The program must reflect the 

complexity of the organization & services (including those under 

arrangement), & must focus on indicators related to improved health 

outcomes & the prevention & reduction of medical errors. The 

dialysis facility must maintain & demonstrate evidence of its QAPI 

program including continuous monitoring for CMS review. Refer to 

your ESRD Network’s goals for targets for aggregate patient 

outcomes  



MAT 



2019 Scope of Work 
 National Quality Strategy 

 HHS Secretary Goals 
◦ Opioid Crisis 

◦ Health Insurance Reform 

◦ Drug Pricing 

◦ Value Based Care 







CMS Priorities 
 Empower patients and doctors to make decisions about their health                                                                                                                            
care 

 Usher in a new era of state flexibility and local leadership 

 Support innovative approaches to improve quality, accessibility, and 
affordability 

 Improve the customer experience 



New Scope of Work 
 The Network shall provide technical 
assistance to project-participating dialysis 
facilities on 

  

 Incorporating patient, family and caregiver 
participation into the Quality Assurance 
Performance Improvement (QAPI) Program and 
governing body of the facility; 



Concepts 
 Use innovative approaches, rapid cycle 
improvement incorporating boundariliness, 
unconditional teamwork, customer focus, 
emphasis on sustainability 



Theoretical Considerations 
• Traditional view: power is vested in the providers; beneficiaries are passive 

recipients 

• Forces for change: 
• Public mistrust 

• Demands for transparency, accountability 

• Growing support for principles of democracy and consumerism 

• Healthcare is in reality co-produced 

• Barriers to change 
• Bureaucracy – averse to power sharing 

• Tokenism, suboptimal quality of involvement, lack of resources prevents meaningful 
engagement 

• Next steps 
• Activate the consumer – create an invited space allowing consumers to participate in 

decision-making by the experts 



Research on patient 
engagement in QI 
•Patient-family advisors (PFAs) were asked to participate in Rapid Process 
Improvement Workshops in Saskatchewan, Canada (Goodrich D, Isinger T, Rotter T. Patient 
family advisors’ perspectives on engagement in healthcare quality improvement initiatives: power and partnership. 
Health Expect. 2018;21:379-386.) 

•Interviews conducted of 18 
• 4 with negative experiences with the  healthcare system; 5 positive; 9 mixed 

• Most experienced one or one more encounters characterized by disrespect 

• Most had felt powerless 

• 7 of the volunteers were enticed by ads; the rest were recruited 

• Motivations to join: to have agency and possible shared actions; to create a 
better system; to learn “insider” knowledge, (a form of power); assertion of rights 
(right to get well, not sicker as a result of the healthcare system); obligation to 
help as a civic duty; obligation to help others who cannot help themselves 
(altruism); gratitude (if past experiences positive) 

• Time commitment was a barrier; before participating - concerns about being 
heard, keeping up intellectually 



What happened 
• Patients shared stories 

• Patients found themselves in the company of high level executives 

• Patients felt encouraged to contribute. 

• Patients came to recognize that they could express points of view that the 
staff might feel constrained to express 

• PFAs redirected conversations away from impact change had on staff to 
impact change had on patients. 



Lessons learned 
• Participants should be those with lived experience within the healthcare 

system 

• Capacity to act on the power given to speak up 

• Patients generally self-selected into groups they felt they had sufficient 
knowledge to make a contribution 

• Participants felt empowered to speak up and advocate even after their 
project ended 

• Some participants gained a more nuanced appreciation of healthcare work 

• Some participants found it took focus away from the negative aspects of 
their chronic illness channeling their focus on making things better. 

• Some participants developed social capital – new relationships, new 
speaking skills 

• Some were disappointed that they did not know the impact of their work – 
follow up. 

  



Potential Implications for QAPI 
• Recruit patients and family members whose experiences may motivate them 

to participate 

• Orient the participants in the QAPI process, work of the committee, time 
commitment 

• Actively encourage participation 

• “Prescriptive” nature of some of what QAPI committees are required to 
discuss may not align with patient centered concerns. 

• Nonetheless, some patients may be motivated to become advocates for a 
more patient centered approach to future QAPI requirements and help move 
QAPI activities in that direction. 

• Limitation of study – qualitative research; recall of experience may have 
been more accurate for some. The RPIW experience may not be 
generalizable 

 



Patient engagement in hospital health 
service planning and improvement: a 
scoping review* 

 Search review criteria: consumer participation or patient participation 
and (program evaluation or quality improvement or hospital 
administration or hospital planning or health services research) 

  Interventions included consulting about or engaging patients or 
providers in hospital service improvement activities of any type 
including governance, service planning, delivery, evaluation or quality 
improvement, or research to inform service design or improvement.  

 2227 full-text studies emerged as potentially relevant.  

 10 studies were included in the review 

 Only one paper described patient members of quality committees. 

 No study evaluated impact of PE on clinical outcomes 
*Liang L, Cako A, Urquhart R, Straus se, Wodkis WP, Baker GR, Gagliardi AR. BMJ 
Open 2018;8:1-8 





Groene O et al. 
Involvement of 
patients or their 
representatives 
in quality 
management 
functions in EU 
hospitals….Int J 
Qual Health Care 
2014; 26:81-91. 



Tools for PFE 
 AHRQ.gov 

  







Using QAPI to Improve 
Care:  Putting it to Work in 
the Real World 

FORUM OF ESRD NETWORKS  

MEDICAL ADVISORY COUNCIL  

http://esrd.aclark.net/


What is quality care and why 
should I care? 

Institute Of Medicine 
◦The degree to which health services for 
individuals and populations increase the 
likelihood of desired health outcomes and 
are consistent with current professional 
knowledge. 

◦Safe, Effective, Patient-centered, Timely, 
Efficient, and Equitable 



What is quality care and why should I 
care? 

CMS Definition of Quality Is… 
 

The Right Care for Every  
Patient Every Time 

 



Improving Through Change  

 

REMEMBER: 
All improvement requires change 

BUT 

Not all change IS improvement! 



 

Change is a departure from an existing 

process or way of doing something, to a 

new process or a different way of doing the 

same thing 
Ezekiel Oseni, CISA, ACA, ACIP, ACS 

Change Management in Process Change 

Volume 1, 2007 

 

What is Change? 



Why Do We Resist Change? 

 Loss of control - I don’t have enough 
information… 

 Loss of identity - We’ve always done it this 
way… 

 Loss of competence - I’m afraid I’ll make a 
mistake... 



 People 

 Policy 

 Procedure 

 Equipment 

Process Change 



Corporate culture 

 The total sum of the values, customs, traditions and meanings that make a 
company unique. Corporate culture is often called "the character of an 
organization"   

 

 The values of a corporate culture influence the ethical standards within a 
corporation, as well as managerial behavior. 

Culture Change 



 

Process readiness  

+  

Culture readiness  

=  

Change in Outcomes 



What is Change Readiness? 
Category 10% Ready 50% Ready 90% Ready 

Leading Change No one in charge 
Leadership clear, 
commitment clear in 
some areas 

Clear management 
commitment 

Shared Need 
Most happy with status 
quo 

Many think a change is 
needed 

Everyone knows a 
change is needed 

Vision What vision? 
Some consensus on 
what is needed, but also 
some apathy 

Everyone knows the 
necessary outcome 

Mobilizing commitment 
A staffer might help 
someone 

Some resources 
dedicated, more are 
needed 

All needed resources 
are available 

Monitoring Progress 
Everyone has their own 
opinion 

Some things are 
measured, but staff at 
times “gut feeling” 

Clear measures and 
goals 

Anchoring Change 
Why does anything have 
to be done 

Discussion has begun, 
but hasn’t finished 

Everyone knows what 
has to be done to 
embed change 

Palmer 2004:  Making Change Work:  Practical Tools for Overcoming Human Resistance to Change 



 Evaluate processes  
◦People, Policy, Procedure, Equipment  

 Determine barriers to change 

 Identify ways to overcome barriers 

 Seek out best practices 

 Create environment of collaboration 

Creating Change 



CREATIVE CHANGE 

From the ground up… 

Problem identification 
Idea development 

From the top down… 

Support 
Resources 



Using the Team to Drive Improvement 

 Multidisciplinary 

 Common Goal 

 Day-to-Day Knowledge 

 Physician Buy-in 



The Composition of an Effective Team 

System 
Leadership 

Day-to-day 
Leadership 

Technical 
Expertise 



The Interdisciplinary Team 

 Medical Director 

 Nurse Manager 

 Dietitian 

 Social worker 

 Biomed Tech 

 Others 
◦ Other nephrologists(?) 

◦ Surgeon 

◦ Staff members including PCTs 



Changes Need to be… 

 Evidenced Based 

 Patient Centered 

 System Based 



So How Do We Get Started? 



Why Should I Care About Quality 
Improvement? 

 Improved patient outcomes 

 Improved patient safety 

 Increased customer satisfaction 

 Improved staff morale 

 Reduction of rework 

 Cost savings 



And so… 

 Our approach to quality improvement in healthcare needs to be focused on 
identifying areas for change, creating change, and measuring change. 



IHI Model for Improvement 

What changes can we make that will result in an 
improvement? 

What are we trying to accomplish? 

How will we know that a change is an improvement? 



Developing a Goal Statement 

 Where are we currently – why is this a problem? 
◦ What does our data show? 

◦ What is our trend? 

 Where do we want to be? 
◦ What knowledge do we have? 

◦ What is our goal? 



QAPI:  Using Knowledge to Improve 

 Improvement comes from the application of knowledge 

 Any approach to improvement must be based on building and applying 
knowledge 

 Significant, long-term, positive impact only occur when someone takes 
the initiative 



Setting Goals 

 Be realistic 

 Be specific 

 Understanding CMS or Network-set goals vs. 
facility or corporate-set goals 

 Set both short term and long term 
◦ In order to reach our long term goal, what do we need to accomplish monthly, 

quarterly, etc.  

 Remember “how to eat an elephant” 



What Are We Trying to Accomplish? 
Goal/Aim Statement 

 Our rate for catheters >90 days is 35% 

 KDOQI states that the 90 day catheter rate should be < 10% 

 We will have a 25% catheter rate in 6 months 

 



How will we know a change is an 
improvement? 
Collect and trend data 

 Identify sources of data 

 Review and trend data monthly 

 Analyze by various characteristics 

 Draw conclusions with the team 



Data Sources 

 Data is NOT a four letter word!  

 Data is: 
• Your observations – what you hear and what you see 

• Your measurements – what you keep track of 

• How you report your observations and measurements 

 What is the benchmark? 
• What data sources do you have? 



Your Observations – Subjective Data 

 Is there an opportunity for improvement? 
◦ Too many catheters? 

◦ Too many access infections? 

◦ Patient safety issues? 

 Is there something that everyone is complaining about? 

 Is there a process that is too cumbersome? 
◦ Medication errors? 

 



Your Measurement – 
Objective Data 

 Begin to collect information about your problem, your observation 

◦Collect simple points of information at regular 
intervals over time 

◦KISS – counting the number of days between 
episodes of infections might be simpler and 
more meaningful that collecting every episode 
of access infection 

◦What is the trend? 

  



How Will We Know a Change is an 
Improvement? 

 We will collect baseline 90 day catheter rates at the beginning of the project 

 We will collect 90 day catheter data each month and trend 

 We will collect 90 days catheter data at the end of 6 months to evaluate the 
success of the project:  Our catheter rate will be 25% or less 

  



What changes will result in an 
improvement:  finding root causes 

 Don’t stop with surface issues – go deeper 

 Brainstorming to discover all root causes 
◦ All disciplines – all team members 

 Use a root cause tool 
◦ Fishbone diagram 

◦ 5 Whys 

◦ Other tools 

 

 



Root Cause Analysis 

Surgical Medical 

Education Staff-Related Patient 

Technical 

Desired 
Goal 

Baseline 



Facility: ______________________      Number of Patients: _________

Month/Year: __________________

For each patient w ith a CVC to be completed monthly.  Put a check mark in each box that applies for the patient.
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5 Whys 

 Why did this occur? 

 But why did that occur? 

 So why did that occur? 

 And then why did that occur? 

 OK, so then why did that occur? 



What are the barriers? 

 What are the barriers to 
overcoming these root causes? 

 What barriers are within your 
control and what are not? 



What are our root causes? 

 Problem:  35% of patients have catheters for more than 90 days 

 Goal:  Decrease 90 day catheter rate to 25% in 6 months 

 Root cause(s):  Difficulty in getting new accesses placed 



Developing your QAPI Plan 

 Identify strategies 

 All team members need to have a role 

 Someone needs to be accountable and in charge 

 Tasks need to be assigned and dates set to re-evaluate 

 Plan needs to be dynamic – needs to be reviewed at least monthly 

 

 



Developing your QAPI Plan 

• DO 
• Carry out the 

plan 

• Document 
observations 

• Analyze the data 

• STUDY 
•Complete 

analysis 

•Summarize 
what was 
learned 

• PLAN 
• State the 

objective 

• Develop a plan 
to  carry out the 
cycle 

• ACT 
• What changes 

are to be made? 

• What will be the 
next cycle? 

Act Plan 

Do Study 



NETWORK 11 
QUALITY IMPROVEMENT PLAN 

 

FACILITY NAME:                                              PROVIDER NUMBER:       

DATE COMPLETED:       TEAM MEMBERS 

CONTACT:       Facility 

PROBLEM STATEMENT:        
1.        

2.        

GOAL:       
3.        

4.        

ROOT CAUSE(S): 5.        

1.        6.        

2.        7.        

3.        8.        

BARRIER(S): External 

1.        1.        

2.        2.        

3.        3.        

TASKS 
RESPONSIBLE 
TEAM MEMBER 

START 
DATE 

ESTIMATED 
COMPLETION 

DATE 

ACTUAL 
COMPLETION 

DATE 

COMMENTS 
(STATUS, OUTCOMES, EVALUATION, ETC.) 

1.                                     

 

 

 

 

 

 

2.                                     
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Percent of Patients Dialyzing with  
a catheter for > 90 days 
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Evaluate and Re-evaluate 

 Review plan regularly 

 Use data to determine – Are we improving? 

 Are we seeing unintended consequences? 

 Does the plan need revision? 

 Should we bring others to the team?  If so, who is the 
best person to help? 



What do you do at the end?? 
 Evaluate! 

◦ Did we achieve our overall goal? 

◦ If not, why not? 

◦ If so, make it a permanent change 

◦ If not, what new strategies can we develop to try? 

◦ Are there best practices we can adopt? 

◦ Are there additional resources we need? 

◦ Are there new partners we can bring to the team? 



Resources 



ESRD Network Resources 

www.esrdnetworks.org  

http://www.esrdnetworks.org/


ANNA Resources 

www.annanurse.org  

http://www.annanurse.org/


Institute for Healthcare Improvement 

www.ihi.org  

http://www.ihi.org/


In Conclusion… 

 “Every system is perfectly designed to 
achieve the results that it gets.” 

       Paul Batalden 



 “The definition of insanity 
is doing the same thing 
over and over again and 
expecting different results” 

   Albert Einstein 



Why Do QAPI? 

 Because CMS says so? 

 Because the Network is on my tail? 

 Because we won’t get paid if our outcomes 
are bad? 

Because it’s the right thing to do – the 
right care for every patient every time! 



Possible Approaches 

 Work with PAC and Social Workers to indicate availability of participation on 
QAPI Committee 

 Have a one pager describing the role and responsibilities including handling of 
sensitive information and time commitment 

 Actively recruit candidates who are already engaged 

 Define how many patients to involve; rotate participation 

 Provide more detailed information to patients who accept and periodically 
debrief 

  



Summary 

 Assessment of quality and improvement activities have been a feature of the 
ESRD program for decades 

 HHS, CMS establish strategies and priorities 

 Other organizations such as the Networks, survey agencies, and other 
stakeholders such as the NQF provide a framework in which the individual 
facilities operate their QAPI programs 

 With the increasing recognition of the central role of patients in shaping their 
care, patients now have a seat at the QAPI table 



Thanks! 


