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Quality Assurance and Process 
Improvement 

Using QAA/QAPI to Reduce Avoidable 
Rehospitalizations.

Objectives

 Review of QA/QAPI guidelines stressing the 
importance of data collection and use of to 
determine gaps, trends, or concerns.

 Understand the importance of team selection and 
sub-committee involvement to achieve successful 
results.

 Understand how to reduce avoidable 
rehospitalizations with an effective process 
improvement project (PIP). 

Presentation
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Regulatory Review 

Regulatory Guidance – €483.75

F865 F867 F868

QAPI Program/Plan 

QAPI Data 
Collection and 
Monitoring/QAA 
Improvement 
Activities  

QAPI –QAA 
Committee

F865  QAPI Regulations

 Facilities must develop, implement and maintain an 
effective, comprehensive and data-driven QAPI 
Program that focuses on indicators of care 
outcomes and quality of life.

 Include full scope of services
 Address all systems of care
 Incorporate best available evidence to define and 

measure indicators of quality and the facility’s goals 
to improve resident outcomes 
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F867 QAPI 

Program Systematic Analysis and Systemic Action
 Conduct performance improvement actions that 

are measured for success and track performance 
improvements.

 Systematic approach to determine the underlying 
causes of problems that impact larger systems

 Corrective action plans developed to effect change 
at the systems level to prevent problems related to 
quality of care, quality of life or safety

 Monitoring of performance improvement activities 
to evaluate effectiveness and need to update.

F868 Quality Assessment and 
Assurance Committee (QAA)
Responsibilities of the QAA Committee
 Identifying and responding to quality deficiencies 

that are identified in the facility.
 Reporting to the Governing Body regarding the 

implementation of the QAPI Program.
 Related to QAPI, the QAA Committee is also 

responsible for identifying which QAA activities, 
including Performance Improvement Projects (PIPs) 
will be conducted. 

WHAT IS MEANINGFUL DATA?
This data reported needs to be systematic, consistent, 
and accurate interpretation in order to achieve 
meaningful reporting and identify if next steps are 
needed.  
If we fail at this step the meetings will be a review of 
data that is not useful to improve quality and reduce 
risk.  
The QA/QAPI meetings then become a compliance 
step  that the team finds time consuming rather than 
leadership fostering a culture of safety and staff 
empowerment. 
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Sunshine Nursing Center

Sunshine Nursing Home -
Readmission Rate data 

Sunshine Nursing Center 

Discussion regarding high readmission rates
 DON recommends a new PIP started due to 

increase in both long and short stay resident 
readmissions and above the state and national 
percentages

 QAA leadership agrees
 Assignment of Readmission Sub-committee 
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Audience Participation 

Select team members (departments)  for the ad 
hoc committee or sub committee.

Initial Meeting 

1. Determine group leader and spokesperson for         
the group

2. Ensure team has education and understanding 
of the negative impact related to readmissions

3. Assign notetaker
4. Set expectations, strategies, and goals 
5. Review current data
6. Determine any additional resources needed for 

completing RCA
7. Set timeline for completion 

Team Education 
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CMS definition of Readmission
The SNF VBP Program’s Hospital Readmission 
Measure
Rate of all-cause, unplanned hospital readmissions 
for SNF residents within 30 days of discharge from 
a prior hospital stay
The SNFRM is risk adjusted for patient 
demographics, comorbidities, and other health 
status variables that affect the probability of a 
hospital readmission 

The Impact of Readmissions

Potential reduction in Medicare payments
Staff inefficiencies
Diminished Five Star ratings
Loss of referrals from hospitals
Loss of trust from patients and families 
Higher cost from additional medical care to
Negative physical, emotional, and psychological 
impact on beneficiaries and families

Audience Participation 

What other 
data do you 
want 
regarding 
readmission?
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New Information 
Most readmissions occur with-in the first 5 days of 
admission for short stay residents
Most of the readmissions occur after 5pm 
More than 50% occur Friday through Monday morning 
for both long term and short- term stays
Diagnosis trends for hospitalizations include CHF, 
COPD, and Sepsis
Most of the readmissions are ordered by 2/4  
physicians who visit the facility
Most readmissions did not have SBAR or pertinent lab 
in place. 

Second Meeting 

Start the RCA 
Fishbone based on 
the brainstorming 
to determine root 

causes(s)! 

Fishbone – Ishikawa Cause & Effect 
Diagram
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FISHBONE 
POLICY PROCEDURE
Admission policy  reviewed and 
correct

Preadmission screen reviewed lacks 
high acuity of needs

Facility Assessment is outdated 
and does not reflect the current 
resident population(facility 
opened secure unit a year ago)

Preadmission screen has sections 
that are left blank 

Residents don’t always have 
equipment needed on admission  

Lack of clinical review or triaging 
with clinical leader

FISHBONE 
PLACE/ENVIRONMENT PLACE/ENVIRONMENT 
Lack of nurses/use of agency staff
Call-ins 
Turnover high 

RN charge nurses are being pulled 
to the floor on off shifts due to call-
ins. 

Lack of resources for nurses with 
for protocols with change of 
condition 

Lack palliative care to assist 
families and residents end-of-
life decisions. 

FISHBONE 
PEOPLE PEOPLE 
Lack of education competencies 
for, SBAR/SBER completion, CHF 
treatments, COPD, Change of 
Condition 

On call physicians unfamiliar with 
residents

Orientation does not have strong 
support for strategies to reduce 
rehospitalizations.

Nurses not being proactive in 
monitoring for change of condition.

Competing goals with admissions 
team and clinical teams.  

No IV certifications for some LPN 
support
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FISHBONE 
PAPER /COMMUNICATION PAPER/COMMUNICATION  
Lack of walking rounds with team to 
identify changes early

Physician and NP survey revealed lack 
of information with calls and lack of 
trust with care.

Nurses not consistent with use of 
SBAR/SBER.  

Report from hospital not complete or 
accurate

Lack of contact person for questions 
after admission

No access to hospital EMR

Residents/Families do not have good 
understanding of SNF LOC

Nurse to Nurse report not completed 
or completed after resident arrives

Fishbone completed by sub-
committee 

5  WHYS 
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Problem – Residents acuity levels at time of 
hospitalization

Why • Staff delay in identification and treatment in change in condition

Why •Staff not reporting to Health Care Provider with early signs or early treatment

Why 
• Front line staff lack knowledge in using “stop and watch” protocols and 
reporting to nurse

Why 
• Lack of education or promoting on reporting early signs of symptoms daily 

and in morning clinical meetings

Why 
• Clinical Leadership not rounding or reviewing documentation for early 
clinical changes in residents and proactive interventions

Problem – Residents unstable on admission 

Why
• Resident preadmission information lacks clear acuity level and needs 

of resident 

Why • Inaccurate or missing information provided by acute care setting

Why • Lack of thorough review by nursing and admissions prior to acceptance 

Why • Competing priorities and pressure to get resident admitted

Why 
• Information is not reviewed until day of admission 

Strategic Action Steps
The PIP sub committee  
will draft 
 Action steps that 

consider each of the 
root causes 

 Staff member or 
department 
accountable

 Start date and 
expected 
completion date 
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Process Improvement Project

Cause and Effect

Focus on correcting and 
remedying root causes 
rather than just what 
you see on the surface. 

Action STEPS

Double checks
Warnings and labels
New procedure/ 
memorandum/policy
Training
Additional 
study/analysis

Increase staffing/decrease in 
workload
Software 
enhancements/modifications
Eliminate/reduce distractions
Checklist/cognitive aid
Eliminate look alike and sound 
alike terms
“Read back” to assure clear 
communication
Enhanced documentation
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Weaker Actions Intermediate Actions
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Action STEPS continued 

Change physical 
surroundings
Usability testing of 
devices before 
purchasing
Engineering controls into 
system (forcing functions 
which force the user to 
complete an action)

Simplify process and 
remove unnecessary 
steps
Standardize equipment 
or process
Tangible involvement and 
action by leadership in 
support of resident 
safety; i.e., leaders are 
seen and heard making 
or supporting the change
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Stronger Actions

Sample Action Plan 

Action Item
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MEASURING SUCCESS

Should include 
Interviews – (residents, visitors, staff)
Observations – all shifts and all departments
Tests/Competencies –pre and post 

Document results and report to the QAA 

Sample Audit –tool 

Evaluate and Re-evaluate 
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Summary

Key Points  

 Sub-committees -Include team members that 
are closely related to issue

 The issue can include more than one root cause, 
and each should be addressed

 Timelines, accountability, and measurable 
outcomes are key

 Continued monitoring and surveillance is 
important for sustainability

 Staff need to be involved and knowledgeable 
with facility PIP project and goals

Thank you for your participation

To learn more about this topic please contact 
Sara A. Busacca, RN, BSN, MBA, LNHA, RAC-CTA Director of 
Healthcare Quality at sara@rbhealthpartners.com 
Click HERE for more info about this Presenter

2022 © RB Health Partners, Inc.

You may also contact Robin A. Bleier, President 
with regards to this or other services at 
robin@rbhealthpartners.com or call us at 727.786.3032. 
Click HERE for more info about this Presenter
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