Monthly Quality Assurance/Risk Management Meeting Template
Month, Day, Year (required monthly no exceptions)

(Suggested usage maintained on computer for meeting minutes)
Staff in Attendance:

Required attendees
___________________________, Administrator

___________________________, Director of Nursing
___________________________, Medical Director

___________________________, Risk Manager 
+ three-facility staff (no requirement as to which ones)
___________________________, (name) _________ (title) 
___________________________, (name) _________ (title)
___________________________, (name) _________ (title)
Additional Attendees
___________________________, (name) _________ (title)
___________________________, (name) _________ (title)
___________________________, (name) _________ (title)
___________________________, (name) _________ (title)
Risk Management Issues:
Were there any Adverse Incidents since the date of the last meeting?  

[  ]  Yes [  ]  No?  If yes, please explain circumstances and current status (see attached reports).  Note the risk manager is required to review the incident/accident log to assure all events which are required to be included in risk management have been properly report to them.
Were there any incidents that were not deemed adverse as the event was not evaluated to be under the facilities control? [  ]  Yes [  ]  No?  If yes, please explain the circumstances and the current status.

Confirm Litigation Report to AHCA (see attached)
Confirm Bed Vacancy Report (see attached)
Are there Abuse, Neglect, or Exploitation issues to follow-up on since the date of the last QA/RM meeting? [  ] Yes or [  ] No.  If yes, explain below:
Any cases of self reports (see attached)

Any cases of outside reports (see attached)

Are there any Grievances since the date of the last QA/RM meeting? 

[  ] Yes or [  ] No.  If yes, discuss per (see attached reports and log):
Resident

Staff 

Family or Interested Persons

Note: Resolution should be completed on or before the 5th business day with the complaintive receiving feedback from the Director of Social Services or designee.  Resolution does not mean the complaintive is happy but that the issue has been addressed with plans in place to avoid reoccurrence and or restitution has occurred.

Regulatory Follow-Up 

Date of last survey? __/__/__ List the type of survey? ______________ 

Annual Window dates from __/__/__ to __/__/__

Are there any current outstanding citations (areas of defined non compliance per the State Agency)?  If so, please attached proof that the facility has reviewed all outstanding citations and include the date, by who(m), and outcome of this quality assurance.  
Prior annual survey or subsequent citation review completed [  ] yes  [  ] no?
If yes, list below or attach proof that the facility has reviewed citations and include the date, by who(m), and the outcome of this quality assurance.
Resident Council Meeting Minutes Review (see attached to confirm that there were no comments or concerns should not be translated into grievances).

Are there any complaints or comments since the date of the last QA/RM meeting that should be addressed? 

[  ] Yes or [  ] No.  If yes, discuss per (see attached reports and log):
Resident

Staff 

Family or Interested Persons

Note: Resolution should be completed on or before the 5th business day with the complaintive receiving feedback from the Director of Social Services or designee.  Resolution does not mean the complaintive is happy but that the issue has been addressed with plans in place to avoid reoccurrence and or restitution has occurred.

Family Council Meeting Minutes Review (see attached to confirm that there were no comments or concerns that should not have been translated into grievances). 

Are there any complaints or comments since the date of the last QA/RM meeting that should be addressed? 

[  ] Yes or [  ] No.  If yes, discuss per (see attached reports and log):
Family or Interested Persons

Note: Resolution should be completed on or before the 5th business day with the complaintive receiving feedback from the Director of Social Services or designee.  Resolution does not mean the complaintive is happy but that the issue has been addressed with plans in place to avoid reoccurrence and or restitution has occurred.

Clinical Review

Quality Indicator (monthly and bi-annual) Analysis (see attached report)
Confirm a list of the facility thresh-holds of %

List any Flags (attach plans of correction for each flag)
List any Sentinel Events (attach plans of correction for each sentinel events)
List any Focus Reviews from the month prior 

List any Focus Reviews carried over or newly devised (attach plans of correction for all focus reviews)
Additional Clinical Indicators of Quality Care (see attached) completed breakout by each departments:
· Nursing Services
· Pharmacy to include Consult Pharmacist Report

· Rehabilitative Services
· Dietary to include Registered Dietitian
· Social Services

· Activities  

Advanced Directive Review (attach current log of residents currently declared terminal by two physicians per statue)

Number of residents receiving Hospice care? 
Number of residents declared terminal per State Statue not on Hospice?

Have there been any Changes in Department Directors/Managers or other key staff since the last QA/RM meeting? [  ]  Yes  [  ] No. If yes, please list:

Medical Director Comments (include below or attach report if completed, if no comments please indicate same)
Human Resources

Facility Staffing Turnover Analysis (all departments’ average and by each department):

· Administration

· Medical Services (Nursing & Physician Services)

· Rehabilitative Services

· Dietary

· Social Services

· Activities

· Environmental Services

· Physical Plant

Are there any trends? 

Actions taken related to trends?

Safety (please include the facility preventative maintenance log monthly)
Safety Committee Report (see attached)
Workers Compensation Review (attach report and include total numbers with shift and duty breakouts, trends, etc.)

Have there been any new policies or procedures proposed since date of last QA/RM meeting?  [  ]  Yes  [  ] No.  If yes, please list and assure the QA committee has reviewed and approved.

List any Additional Comments:

Risk Manager or Administrator closing remarks (not required but suggested).

Respectfully Submitted By:

Name, Credentials (There is no requirement on the individual documenting the meeting) 
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