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QA + PI = QAPI

Quality Assurance
• Measure compliance with 

standards
• Required, reactive
• Outliers, bad apples
• Few take responsibility

Performance Improvement
• Continuously improve 

processes
• Chosen, proactive
• Processes, systems
• All take responsibility

• QAPI takes a systematic, comprehensive, and data-driven 
approach to maintaining and improving safety and quality in 
nursing homes while involving all nursing home caregivers in 
practical and creative problem solving



QAPI in the Final Rule
• Phase I – Continues to require participation in QAA 

Committee and maintain existing QAA requirements
• Phase II – QAPI plan as required by ACA in place and 

available to share with surveyors
• Phase III – Full implementation of QAPI program 

(implementing performance improvement initiatives)



Five Elements of QAPI

Design and Scope

• Ongoing and 
Comprehensive

• Includes all systems 
of care

• Aims for safety and 
high quality with all 
clinical 
interventions

• Emphasizes 
autonomy and 
choice for resides

• Evidence based
• Addressed in 

written QAPI plan

Governance and 
Leadership

• QAPI is a priority
• Leadership seeks 

input from staff, 
residents and 
families

• Ensures adequate 
resources

• QAPI training
• Sustainability 

through staff 
turnover

• Just Culture
• Education
• All voices heard

Feedback, Data, 
Monitoring

• Systems to monitor 
care and service

• Data from multiple 
sources

• Use of 
Performance 
Indicators and 
benchmarks

• Tracking, 
investigating and 
monitoring 
Adverse events

• Action plans to 
prevent adverse 
event reoccurrence

Performance 
Improvement 

• Concentrated 
effort on a 
particular problem

• Involves gathering 
information to 
clarify issue

• Intervening for 
improvement

• Examines and 
improves care and 
services in 
identified areas

Systematic Analysis 
and Systemic Action

• Organized 
approach to decide 
causes of problems

• Policies and 
procedures on the 
use of Root Cause 
Analysis

• Look across all 
involved systems to 
prevent future 
events and sustain 
improvement

• Focus on continual 
learning and 
continuous 
improvement



Design and Scope
• Ongoing, include all services and all departments
• Address all systems of care and management 

practices – QAPI self assessment tool
• Aims for safety and high quality with all clinical care
• Utilize best available evidence to define and measure 

goals
• Written QAPI plan should adhere to above principles



Governance and Leadership
• Foster a culture where QAPI is a priority
• Ensure adequate resources to conduct QAPI efforts 

and education – staff, residents, families
• Develop policies to sustain QAPI despite changes in 

personnel and turnover
• Set expectations around balancing safety with 

resident-centered rights and choice
• Create atmosphere where staff are comfortable 

identifying and reporting quality problems



Feedback, Data, Monitoring
• Use data from multiple sources to identify what you 

need to monitor (Composite Score, QMs)
• Make data meaningful – use it to drive decisions, 

prioritize what you will work to improve, and identify 
gaps and opportunities

• Set goals, benchmarks, thresholds
• Collect the data that enables tracking and monitoring 

measures
• Track, investigate, and monitor adverse events



Performance 
Improvement 

• Concentrated effort on a 
particular problem

• Involves gathering 
information to clarify 
issue

• Intervening for 
improvement

• Examines and improves 
care and services in 
identified areas

Systematic 
Analysis and 

Systemic Action
• Organized approach to 

decide causes of 
problems

• Policies and procedures 
on the use of Root Cause 
Analysis

• Look across all involved 
systems to prevent 
future events and sustain 
improvement

• Focus on continual 
learning and continuous 
improvement



Drafting a Charter
• What is a charter?
• What is the purpose of a charter?
• How is a charter organized?









Performance Improvement Projects (PIP)

• What are they?
• Three questions for Improvement:

– What are we trying to accomplish? (AIM statement)
– How will we know the change is an improvement? 

(Measurement)
– What change can we make that will result in 

improvement? (RCA and PDSA)



AIM Statement
• What is an AIM Statement?

– EXAMPLE: We will decrease falls with injury on the 
Dementia unit 10% by March 30, 2017 under the direction 
of Ivy Gotanidea, Unit Manager

– This includes population involved, measureable goal, time 
frame and under who’s guidance

– Well-defined, easy to understand



SMART Worksheet for AIM writing



How Will We Know the Change is an 
Improvement?
• Describe the measureable outcome you want to see
• 3 types of outcomes

– Outcome Measurement - focus on individual event
– Process Measurement - focus on system performance
– Balance Measurement - focus on assessing unintended change 

• EXAMPLE using AIM “We will decrease falls with injury for 
newly admitted residents on the dementia unit 10% by March 
30, 2017”
– Outcome: Number of fall events decrease by 4
– Process: Number of falls with injury within 30 days of admission has 

decreased 11%
– Balance: Newly ordered psychotropic medication for residents on the 

dementia units within 30 days of admission has risen 25%



What Change Can We Make to Improve?
• Define the current process. Consider flowcharting or 

process mapping to assist
• Identify opportunities for improvement

– Points where breakdown occurs
– Places where workarounds have developed
– Places where variation occurs
– Duplicate or unnecessary steps

• Complete Root Cause Analysis for identified 
opportunities

• Decide what change in the process you will test based on 
root cause analysis

• Develop a Plan-Do-Study-Act Cycle to test change



Root Cause Analysis
• Clearly state event to be analyzed

– Poor statement: Falls are increasing on the dementia unit
– Better Statement: Falls with injury are increasing in the hour 

before dinner on the dementia unit.
• Often there will be more than one root cause identified
• Avoid focusing on individuals, keep concentration on 

systems
• Complete with various team members
• You have arrived at the root cause when the following 

questions can be answered “No”
– Would the event have occurred if this cause had not been 

present?
– Will the problem reoccur if this cause is corrected?





Root Cause Analysis Takes Practice
• When asking a person why Falls with injury are increasing in 

the hour before dinner on the dementia unit, a typical 
response might be “because they are confused and don’t 
remember not to get up.”  

• This is not a root cause and will lead down a “dead end Why 
path.” (Why are they confused?).  

• The person administering the analysis must be skilled in 
leading the team member back to the purpose of the exercise 
without leading the response.  In this case, rephrasing the 
Why statement to be “Why are people who can not 
remember to stay seated falling at dinner time?” allows the 
process to continue.

• With practice this process becomes easier for both those 
asking the questions and those providing the responses.



Plan-Do-Study-Act (PDSA)
• Form of rapid cycle improvement
• Small tests of change rather than system wide until 

proven
• Cycles are intended to be short in duration, 

evaluated then adopted, adapted or abandoned
• Many times you will need multiple PDSA cycles to 

effectively improve a system



PDSA Worksheet



Systemic Analysis and Systemic Action

Systematic Analysis
• Root Cause Analysis
• Structure to Evaluate
• Systems perspective
• Focus on system gaps
• Purpose is to understand 

why events occur and plan 
to correct cause

Systematic Action
• PDSA 
• Sustain change
• Weakest link in process
• Without Systemic Action, 

changing the system, a band 
aid is applied and change 
can not last



Common solutions do not impact the system and are based on 2 assumptions. (1) lack of knowledge 
contributed to the event and (2) if the person is educated the mistake wont happen again.  Determining what 
systemic action to take can be difficult, but the time devoted to this process will pay dividends moving 
forward.  To be effective, action should target the root cause, be achievable, objective and measurable.



Celebrate Success
• Do not forget to share your progress with your team.
• As staff become more a part of the problem solving process 

and begin to see the positive effect they are helping to 
achieve you will begin to see a snowball effect, in which more 
people want to become part of the process.

• You may need to be a cheerleader at first.
• Remember, the process NEVER ends, that’s the fun of it! Poor 

process can meet the standard, average process can be 
superior and superior processes can be built upon and 
shared… the sky is the limit.

• Finally, remember to share your journey with your project 
coordinator and to reach out if you have any questions related 
to anything we have discussed today.

This material was prepared by Quality Insights, the Medicare Quality Innovation Network-Quality Improvement 
Organization for West Virginia, Pennsylvania, Delaware, New Jersey and Louisiana under contract with the Centers 
for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The 
contents presented do not necessarily reflect CMS policy. Publication number QI-C2-012717
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