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 Introduction to QAPI-

Quality Assessment & Performance Improvement (QAPI)

“Quality of care is the degree to which health services for individuals and populations increase the likelihood of 
desired outcomes and are consistent with current professional knowledge.”

Institute of Medicine

What is “Quality Improvement”?

Quality Assessment & Performance Improvement (QAPI)

“Quality Improvement” (also known as “Quality Assessment & Performance Improvement” or “total quality 
management”) has been a major force behind the success of many Japanese industries in the past three decades.  
Ironically, two Americans, W. Edwards Deming and Joseph M. Juran developed the basic principles. Quality 
Improvement is a systematic approach to defi ning quality for the organization, measuring for achievement and 
acting on the difference between goals and actual performance. The basic philosophy and principles behind 
quality improvement are: 

1. Focusing on processes rather than just outcomes in a health care setting.

2. Measuring performance with reliable statistical methods. 

3. Using information to build quality into the process (search for problems before they occur).

4. Stressing leadership that creates an organizational commitment to put quality at the highest level of 
importance.

In the 1991 book An Introduction to Quality Improvement in Health Care, the Joint Commission on 
Accreditation of Healthcare Organizations (JCHCO) outlined their “Agenda for Change” for health care:

1. Quality is a central priority for the organization.

2. Organization leaders are knowledgeable in, committed to, and involved in quality improvement.

3. Quality improvement efforts focus on functions and processes.

4. The organization uses reliable statistical methods to measure performance of both process and outcome.

5. All staff within the organization participates and cooperates in the quality improvement effort.

6. All barriers to cooperation are removed, and dialogue between patients and staff is encouraged.

7.  The organization demonstrates a spirit of respect and support, in which leaders assume those providing 
care are capable and welcome the chance to improve their effectiveness, and remove procedural defects that 
impede quality.

In July 1994, CMS (formerly known as HCFA) reshaped their quality assurance program into the ESRD 
Health Care Quality Improvement Program (HQAPIP). HQAPIP embodies major quality themes that are the 
cornerstone of health system reform:
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1. Development of quality indicators or measures.

2.   Support for QAPI.

3. Promotion of informed patient choice to increase benefi ciary protection.

Additionally, HQAPIP incorporates current quality management trends:

1. Shift towards the quantitative evaluation of the process of treatment.

2. Availability of practice guidelines based on clinical and basic science (which provide more objective 
measurement of performance).

3. Large data management systems enabling practitioners to access patterns and outcomes of care in a timely 
fashion.

Since 1994, CMS and the ESRD Networks have engaged in two national projects (The Core Indicator/Clinical 
Performance Measures Study, and the National Cooperative Project on Anemia) to promote the use of QAPI 
Methodology among renal providers, and to improve clinical outcomes for ESRD patients. In 2003, CMS 
along with the ESRD Networks and other partners started the National Vascular Access Improvement Initiative 
(NVAII) that later became the Fistula First Breakthrough Initiative (FFBI). The goal of this initiative is to 
signifi cantly increase the use of AV fi stulas (AVF) as a primary source of vascular access among dialysis patients 
and to reach 66% of prevalent AVF rate by June 30, 2009. While FFBI remains one of the ESRD primary focus 
areas, there are other QI projects that are as important as the FFBI. To standardize the quality improvement 
projects lead by the ESRD Networks, in 2006 CMS introduced the Quality Improvement Work Plan (QIWP) 
into the ESRD Network community. The QIWP serves as a blueprint for ESRD Networks’ quality improvement 
activities and accounts for each task covered in the Statement of Work.  

The publication of the National Kidney Foundation’s Dialysis Outcomes Quality Initiative (NKF-DOQI) 
Clinical Practice Guidelines in 1997 represented the fi rst comprehensive effort to provide evidence-based 
guidelines for improving the quality of life for dialysis patients. To further expand the opportunity for 
improvement, NKF-DOQI enlarged its scope in 2001 to cover early intervention and prevention measures that 
can delay or prevent the need for dialysis. To refl ect this expansion, the reference to “Dialysis” in DOQI was 
changed to “Disease” and the new initiative has been renamed the Kidney Disease Outcomes Quality Initiative 
(K/DOQI). These guidelines are the primary focus of the quality improvement process and outcome activities 
for all ESRD Networks, and it is the source of indicators for the Clinical Performance Measures (CPM) Study. 
The 2006 K/DOQI Guidelines accounts for 12 CKD-related areas and utilize a three-stage review process for 
each topic to become incorporated in the guidelines.

The Southern California Renal Disease Council, Inc. (SCRDC), ESRD Network 18, defi nes quality as “doing 
the right thing correctly the fi rst time”. The Network utilizes the FOCUS-PDSA Model for Improvement 
developed by Associates in Progress Improvement for quality improvement activities’ application and analysis. 
This model is also used by the Institute for Healthcare Improvement (IHI), a leader in the implementation of 
the quality process. All quality improvement projects outlined in the QIWP follow this model.

Quality Assessment & Performance Improvement (QAPI)
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 Introduction to QAPI-

ESRD Network 18
Quality Improvement Program

ESRD Network 18 Quality Improvement Program

Purpose: To improve the quality and appropriateness of care given to ESRD patients within Network 18.

Goals: To achieve the ESRD Network Program strategic goals and the Health Care Quality Improvement 
Program (HQAPIP) mission by assisting ESRD providers/facilities to assess and improve the care provided to all 
individuals with ESRD. Quality Improvement (QI) refers to ongoing activities and studies designed to evaluate 
patient care. These activities include review of patterns of care, and evaluation of processes and outcomes, based 
on available national criteria and/or recommendations. Methodologies utilized in the QI program include:

1. Reviewing all activities and studies at the regularly scheduled Medical Review Board (MRB) meetings and 
calls.

2. Conducting quality improvement and data education for facilities.

3. Supporting Network quality improvement standards at the facility level, through assisting providers with 
monitoring of patterns of care and outcomes.

4. Reviewing patient grievances, facility profi les, annual facility quality improvement reports, and data 
submission patterns.

5. Identifying problem facilities, recommending improvement or corrective action plans, and/or following the 
facilities’ improvement plans to resolution.

6. Concurrent and retrospective Network-wide studies, as assigned by CMS or MRB.

Objectives:  The Quality Improvement Program is presented in the body of the Quality Improvement Work 
Plan (QIWP) and will:

1. Be maintained and re-evaluated by the Medical Review Board on an ongoing basis.

2. Present educational workshops, conference calls, and WebEx educational teleconferences for facilities on a 
scheduled or as-needed basis.

3. Monitor care at the facility level through the following methodologies:

a. Clinical Performance Measures and other special studies

b. Medical Review Board special studies 

c. Patient Grievances

d. Facility Profi ling

e. Collaborative Activities with State Survey Agencies

f. Vocational rehabilitation program follow-up
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Policy & Procedure Writing Tips

Appoint a team to complete the writing of the procedure• 

Because multiple steps are frequently involved in procedures, ask more than one individual to • 
document the steps and/or demonstrate the procedure.

Refer to other procedures involved in completing the task.• 

Involve other departments in the review process to determine impact elsewhere.• 

Be as specifi c as possible, do not imply or skip steps.• 

Policy & Procedure Writing Tips

Content developed by ESRD Network 12
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Implenting  QAPI At The Facility Level
Using The FOCUS-PDSA Model

Based on methodology from the HQAPIP National Anemia Cooperative Study, the “FOCUS-PDCA” 
approach is used to help implement QAPI on a facility level in ESRD Network 18.

Using the FOCUS-PDSA acronym, a brief step-by-step description of the process is provided below. 
A detailed QAPI example is already available in this manual along with detailed descriptions of the 
different types of QAPI tools (Section 5).

Step 1 – (Find a Process to Improve):

Identify the condition or procedure for investigation• 
Discuss goals - What are we trying to accomplish?  What outcomes do we want?• 

Step 2 – (Organize a Team That Knows the Process):

Assemble a team of people involved in the area under investigation; identify leader coordinator• 
Assess organizational resources available for quality measurement activities • 
Begin documentation procedures (use “storyboard” format)• 

Step 3 – (Clarify Current Knowledge of the Process):

Review data collected so far (that shows there may be a problem; “how are we doing?”) Keep in • 
mind any limitations the data may have.
Plan to collect a current data sample - what minimum elements of data need to be collected to give • 
us an overall “snapshot” view of the area of improvement? Don’t collect more data than you need 
for an initial overview. Remember - clinical indicators related to outcome are important quality 
measures. Compare information to established indicators (e.g., Clinical Performance Measures 
(CPM) results), K-DOQI guidelines, Lab Data Collection (LDC) results, etc.
Choose measurement instruments that will provide the basis for data collection (e.g. check sheets) • 
for either chart review or direct observation. Can use prior existing forms or make up new ones. 
Collect enough data so you can see a basic pattern – (e.g., if a monthly lab measure is collected, 
get data for at least three months), and if the measure is a quarterly one (e.g. iron), get data for at 
least 2 or 3 quarters.  
Review data, and set up a run chart (this will form the basis for ongoing tracking of this measure). • 
For example, if hemoglobins (HGB) are collected on all facility patients for a 3-month period, 
then compute the means of all HGB (total fi gure divided by # of patients) for each month, and 
place on a run chart. Another tool that can help look at distribution of data is a histogram - for 
example, if the mean for a certain set of data (e.g. HGB) is 11, you may also want to look at what 
percentages of patients fall below or above that mean. Specifi cally, even if the mean is above a 
selected minimum (lower control limit) of 10.9, if more than 50% of the patients fall below that 
mean, there is still a big opportunity to improve the HGB levels for a number of patients in that 
facility.

Implenting QAPI 
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 Quality Assessment & Performance Improvement-

Another way to look at facility performance is to look at the process itself (e.g. treatment of anemia • 
in the facility).  Review the process and construct a fl owchart. By reviewing exactly how things 
are done in a step-by-step manner, the team can identify potential problem areas that would not 
usually be considered. (Suggestion: use CMS’s treatment algorithms as comparisons.)

Step 4 – (Understand Source of Process Variation):

After reviewing baseline data, use the technique of brainstorming to gather ideas from the team of • 
why the results may be occurring. Initially, look at all possible causes of infl uencing factors related 
to the process being reviewed.  
By using the multi-voting technique, you can then organize those thoughts into a more organized • 
framework (separate subtopics), and construct a cause & effect (fi shbone) diagram. If one segment 
of the fi shbone diagram still seems very complex, do another fi shbone diagram of that section.
Further investigate the most likely factors affecting the results - why does your data not meet the • 
goals/standards set by the team? What is causing the “variation” from the norm? Teams need to 
look for two primary causes of variation - “common cause” variation, which is a result of problems 
within the system itself (not always immediately apparent, but correctable - e.g. problems with 
a reuse procedure resulting in more frequent clotting of dialyzers); and “special” cause variation, 
which is not a normal part of the system, but can produce signifi cant problems (e.g. an outbreak 
of Hepatitis B).
After focusing on the most likely factors causing variation in the process, collect additional data • 
to see what is infl uencing those factors. For example, if there is an outlier that shows a variation in 
pattern for the measurement, collect additional data (based on the fi shbone diagram) just on those 
patients (not all patients).  
Review the new data to see which parts of the process are actually being most affected. A Pareto • 
chart (bar graph) is a good way to visually see results in a prioritized format (which is the most 
frequent variable, in order to occurrence?).  
Continue to analyze results and seek “root” causes of the process under study.• 

Step 5 – (Select the Process Improvement):

Review results of analysis (suspected root causes of the variation), and have the team look at the • 
question; what can be changed that will improve the outcome? 
Weight alternatives, and make choices for areas to do an improvement trial.  If more than one, • 
select the most important area to intervene in fi rst.

Step 6 – (Plan an Improvement Trial):

Design an improvement pilot project - “who” will be involved, “what” the intervention(s) will be • 
and tools used to collect data, and the “when” (time frame).  
For defi ning what data to collect, answer the question, “how will we know that a change is an • 
improvement?”  (Look at CMS intervention algorithms as examples.) 

Implenting QAPI 
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Step 7 – (Do Implement a Solution on a Trial Basis):

Test out the proposed intervention/solution(s) (from Steps 5 & 6) as a pilot program.  • 

Step 8 – (Check/Study Results through Data Collection and Evaluation):

Did the intervention/solution work? Why or why not?• 
Can use the same analysis techniques (e.g. brainstorming) as before?• 

Step  9 – (Act to Implement the Solution System or Unit-Wide):

If intervention/solution(s) successful, make plans to integrate them as part of everyday practice • 
(permanent change to the system/process).  
Finish documentation on “storyboard” report form.• 
Continue to monitor the baseline data (run chart) to keep track of outcomes in the future (look for • 
patterns showing variation from the norm before signifi cant deviation occurs).
If results/outcomes were not as expected, go back and look further at either analyzing root causes • 
(Step 4), selecting different areas of the process to improve (Step 5), or making new plans for an 
improvement pilot (Step 6).

Implenting QAPI 
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 Quality Assessment & Performance Improvement-

Quality Assessment & Performance Improvement (QAPI) Plan

Cycle (Dates of the project):  
 
 PROJECT: 
 TEAM:
 BACK  GROUND:

Step 1.
PLAN:
Plan the test.

What is the objective of this improvement cycle?

What is the goal? (Include a numeric goal to achieve.)

Develop a plan to achieve the goal?

What data sources are needed for the test?

What measures are used to analyze if you are achieving the goal?

Monitoring frequency.

Step 2.
DO:
Try out the test on a 
small scale.

Implement the plan.  Document problems and unexpected observations.

Step 3.
STUDY:
Set aside time to 
analyze the data and 
study the results.

Analyze the results and compare the results with your goal.

Step 4.
ACT:
Determine if the 
test was successful 
or the plan needs to 
be revised.

If the test was successful, how will you implement the plan on a wider scale?
 

If it was not successful, what needs to be changed based on what you have learned?  Should you 
continue to search for other root causes?

 

  

QAPI Plan

using PDSA Model 



 -Quality Assessment & Performance Improvement

Section II                                                                                                                                
QI Manual

 S C R D C

Page 28                                                                          

Guidelines For Using The PDSA Process To Create Change

PROCESS Questions To Be Answered Generate Ideas Gain Consensus What To Do Before 
Proceeding To The Next 

Step

PLAN: 
Identify an 
opportunity and 
plan for change.

How can we get to where 
we want to be?  What do we 
do fi rst?What’s the best way 
to do it? 

Ideas on how to solve 
the problem; how to 
implement solutions; 
how to monitor and 
evaluate the trial 
improvement.

Agree on a design and 
implementation plan 
for a trial improvement; 
agree on criteria for 
evaluating trial.

Brainstorm possible 
improvements;  analyze 
strengths and weaknesses; 
establish criteria for 
selection; establish time 
lines and a plan for 
monitoring and evaluating 
the trial; update run charts 
and progress reports.

DO:
Implement the 
change on a small 
scale.

Document problems and 
unexpected observations.

STUDY:
Use data to 
analyze the results 
for the change 
and determine 
whether it made a 
difference.

Have we implemented 
the trial improvement 
correctly?Have we followed 
the monitoring plan?Are 
we improving?What are we 
learning?

Agree on effectiveness 
of trial.

Evaluate improvement trial 
using established criteria; 
compare results with 
desired state; check for 
new problems; decide to 
implement change system-
wide, or return to root 
cause analysis (fi shbone 
diagram) to search for other 
sources of variation; update 
run chart and progress 
report.

ACT:
If the change 
was successful, 
implement 
the plan and 
continuously 
monitor results.  
If the change did 
not work, start 
the process again.

Should we implement 
system-wide change?Does 
management support the 
change?If not, should we 
continue to search for 
other root causes? 

Ideas for planning 
system-wide change.
(Implement action 
based on what you 
learned in the study 
step.  If the change 
did not work, go 
through the process 
again with a different 
plan using what you 
have learned in the 
study step.)

Agree to a new plan 
for system-wide 
change; or, return to 
root cause analysis 
and start the process 
again.

Prepare to report 
results of the project; 
communicate results 
throughout the 
organization; continue 
to monitor.

QAPI Plan
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 Quality Assessment & Performance Improvement-

Root Cause Analysis (Defi nition)

Root cause analysis (RCA) is a class of problem solving methods aimed 
at identifying the root causes of problems or events. The practice of RCA 
is predicated on the belief that problems are best solved by attempting 
to correct or eliminate root causes, as opposed to merely addressing the 
immediately obvious symptoms. By directing corrective measures at 
root causes, it is hoped that the likelihood of problem recurrence will 
be minimized. However, it is recognized that complete prevention of 
recurrence by a single intervention is not always possible. Thus, RCA is 
often considered to be an iterative process, and is frequently viewed as 
a tool of continuous improvement. Root cause analysis is not a single, 
sharply defi ned methodology; there are many different tools, processes, 
and philosophies of RCA in existence. However, most of these can be 
classed into fi ve, very-broadly defi ned "schools" that are named here by 
their basic fi elds of origin: safety-based, production-based, process-based, 
failure-based, and systems-based.

Safety-based RCA descends from the fi elds of accident analysis and occupational safety and • 
health. 
Production-based RCA has its origins in the fi eld of quality control for industrial manufacturing. • 
Process-based RCA is basically a follow-on to production-based RCA, but with a scope that has • 
been expanded to include business processes. 
Failure-based RCA is rooted in the practice of failure analysis as employed in engineering and • 
maintenance. 
Systems-based RCA has emerged as an amalgamation of the preceding schools, along with ideas • 
taken from fi elds such as change management, risk management, and systems analysis. 

Despite the seeming disparity in purpose and defi nition among the various schools of root cause 
analysis, there are some general principles that could be considered as universal. Similarly, it is possible 
to defi ne a general process for performing RCA.

Wikipedia contributors. Root cause analysis. Wikipedia, The Free Encyclopedia. June 6, 2008, 00:40 UTC. 
Available at: http://en.wikipedia.org/w/index.php?title=Root_cause_analysis&oldid=217434991. 
Accessed June 11, 2008. 

Another example of RCA overview prepared by the National Aeronautics and Space Administration 
(NASA) could be found at http://www.hq.nasa.gov/offi ce/codeq/rca/rootcauseppt.pdf 

Root Cause Analysis
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Root Cause Analysis Primer

If I have an unwanted situation which consumes resources and tends to happen in a repeated fashion 
then there is a possibility that it might be benefi cial to fi gure out what is really causing this situation to 
occur and remove it so the situation does not occur again. This is generally referred to as Root Cause 
Analysis, fi nding the real cause of the problem and dealing with it rather than simply continuing to 
deal with the symptoms.

This raises several questions:
How does one determine which situations are candidates for root cause analysis? • 
How does one fi gure out what the root cause is? • 
Does the removal of the cause entail less resource expenditure than it takes to continue to deal with • 
the symptom? 

Determining Candidates:
In normal chaotic organizational environments it is often quite diffi cult to fi nd candidates for root 
cause analysis because the situations which repeat are either distributed over time so one doesn’t realize 
they are actually recurring, or the situation happens to different people so there isn’t an awareness of 
the recurring nature of the situation. When an organization is using an automated problem resolution 
support system, such as Solution-Builder, it is very easy to determine which situations are recurring 
with what frequency. Every time a solution is used its frequency counter gets updated, so all one has to 
do is run reports against the system to determine which solutions are being used with what frequency. 
Those situations which are recurring with the greatest frequency and consume the greatest amount of 
resource to rectify are the candidates for root cause analysis.

Finding the Root Cause:
Most situations which arise within an organizational context have multiple approaches to resolution. 
These different approaches generally require different levels of resource expenditure to execute. And, 
due to the immediacy which exists in most organizational situations there is a tendency to opt for the 
solution which is the most expedient in terms of dealing with the situation. In doing this the tendency 
is generally to treat the symptom rather than the underlying fundamental problem that is actually 
responsible for the situation occurring. Yet, in taking the most expeditious approach and dealing with 
the symptom, rather than the cause, what is generally ensured is that the situation will, in time, return 
and need to be dealt with again.

Consider the specifi c example of expediting customer orders in an order fulfi llment process. The 
organization has a well defi ned process for accepting, processing, and shipping customer orders. When 
a customer calls and complains about not getting their order the most normal response is to expedite. 
This means that someone personally tracks down this customer’s order, assigns it a #1 priority, and 
ensures it gets shipped ahead of everything else. What isn’t realized, until sometime later on, if at all, is 
that in expediting this order one or more other orders were delayed because the process was disrupted 
to get this customer’s order out the door. What is all comes down to is that expediting orders simply 
ensures that more orders will have to be expedited later. In systems terms this is a typical “Fixes that 
Fail” structure which evolves into an “Addiction” structure where the organization becomes addicted 

Root Cause Analysis Primer
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 Quality Assessment & Performance Improvement-

to expediting to deal with customer order complaints.

The appropriate response to this situation is to fi gure out why the order was in need of expediting in 
the fi rst place. Yet this is seldom done because the task assigned to the expediter was, “get the order 
shipped!” and that’s as far as the thought processes and investigation are apt to go.

To fi nd root causes there is one really only one question that’s relevant, “What can we learn from this 
situation?” Research has repeatedly proven that unwanted situations within organizations are about 
95% related to process problems and only 5% related to personnel problems. Yet, most organizations 
spend far more time looking for culprits than causes and because of this misdirected effort seldom 
really gain the benefi t they could gain from understanding the foundation of the unwanted situation. 
Consider the following two scenarios.

Scenario # 1:
The Plant Manager walked into the plant and found oil on the fl oor. He called the Foreman over 
and told him to have maintenance clean up the oil. The next day while the Plant Manager was in the 
same area of the plant he found oil on the fl oor again and he subsequently raked the Foreman over the 
coals for not following his directions from the day before. His parting words were to either get the oil 
cleaned up or he’d fi nd someone that would.

Scenario # 2:
The Plant Manager walked into the plant and found oil on the fl oor. He called the Foreman over and 
asked him why there was oil on the fl oor. The Foreman indicated that it was due to a leaky gasket in the 
pipe joint above. The Plant Manager then asked when the gasket had been replaced and the Foreman 
responded that Maintenance had installed 4 gaskets over the past few weeks and they each one seemed 
to leak. The Foreman also indicated that Maintenance had been talking to Purchasing about the gaskets 
because it seemed they were all bad. The Plant Manager then went to talk with Purchasing about the 
situation with the gaskets. The Purchasing Manager indicated that they had in fact received a bad 
batch of gaskets from the supplier. The Purchasing Manager also indicated that they had been trying 
for the past 2 months to try to get the supplier to make good on the last order of 5,000 gaskets that 
all seemed to be bad. The Plant Manager then asked the Purchasing Manager why they had purchased 
from this supplier if they were so disreputable and the Purchasing Manager said because they were the 
lowest bidder when quotes were received from various suppliers. The Plant Manager then asked the 
Purchasing Manager why they went with the lowest bidder and he indicated that was the direction he 
had received from the VP of Finance. The Plant Manager then went to talk to the VP of Finance about 
the situation. When the Plant Manager asked the VP of Finance why Purchasing had been directed 
to always take the lowest bidder the VP of Finance said, “Because you indicated that we had to be as 
cost conscious as possible!” and purchasing from the lowest bidder saves us lots of money. The Plant 
Manger was horrifi ed when he realized that he was the reason there was oil on the plant fl oor. Bingo!
You may fi nd scenario # 2 somewhat funny, and laugh at the situation. It would be better if the 
situation made you weep because it is often all so true in numerous variations on the same theme. 
Everyone in the organization doing their best to do the right things, and everything ends up screwed 
up. The root cause of this whole situation is local optimization with no global thought involved.
Scenario # 2 also provides an good example of how one should proceed to do root cause analysis. Once 

Root Cause Analysis Primer
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simply has to continue to ask “Why?” until the pattern completes and the cause of the diffi culty in the 
situation becomes rather obvious.

To Resolve or Not To Resolve:
Once the root cause is determined then it has to be determined whether it costs more to remove the 
root cause or simply continue to treat the symptoms. This is often not an easy determination. Even 
though it may be relatively easy to estimate the cost to remove the root cause it is generally very diffi cult 
to assess the cost of treating the symptom. This diffi culty arises because the cost of the symptom is 
generally wrapped up in some number of customer and employee satisfaction factors in addition to the 
resource costs associated with just treating the symptom.

Consider a situation where it is determined that it will cost $100,000 to remove the root cause of a 
problem and only 5 minutes for someone to resolve the situation when the customer calls with the 
problem. Initially one might perceive that the cost of removing the root cause is far larger than the 
cost of treating the symptom. Yet suppose that this symptom is such that when it arises it so infuriates 
the customer that they swear they will never buy another product from you, and will go out of there 
way for the next year to tell everyone they meet what a terrible company you are to do business with. 
How do you estimate to lost business cost associated with this situation. And if you think this is a 
bizarre case, it is not, for I was personally on an “I hate Midas Muffl er” campaign for over two years 
because they screwed up the brakes on my car. In that two years I managed to reach several thousand 
people because I preached “I hate Midas Muffl er” in my TQM classes, and continued to use them as 
an excellent bad example.

Postscript:
Is “Root Cause Analysis” really an appropriate phrase? In this apparently endlessly interconnected 
world, everything seems to infl uence so many other things. Seeking the “Root Cause” is an endless 
exercise because no matter how deep you go there’s always at least one more cause you can look for. 
Might “Actionable Cause Analysis” be more appropriate? I think I’m looking for a cause that I can act 
on that will provide long term relief from the symptoms, without causing more problems that I have 
to deal with tomorrow.

Additional Resources:
Archetypes for Organisational Safety - Karen Marais and Nancy G. Leveson • 
Bill Wilson’s Root Cause Analysis Site • 
Maintenance World Root Cause Analysis Articles • 
REASON® Root Cause Analysis • 

    theWay of Systems * Feedback * Musings
Copyright © 2004 Gene Bellinger

Root Cause Analysis Primer
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 Quality Assessment & Performance Improvement-

FISHBONE DIAGRAM

The fi shbone diagram (also known as the Cause-& Effect diagram) identifi es many possible causes for an effect or problem. 
It is useful in structuring a brainstorming session. It sorts ideas into useful categories. When to use the fi shbone diagram: 
When trying to fi nd possible causes for a problem.

How to complete the Fishbone Diagram

1. Determine the problem and create a problem statement (effect). Write it at the right center of the chart.
2. Brainstorm the major categories of causes of the problem. Write categories of causes as the main branches stemming 

from the center line.
3. Brainstorm all the possible causes of the problem. Ask “Why did this happen?” about each cause.
4. Write sub-causes stemming from the category of causes (action: something you did that contributed to the problem or 

condition: something that existed that contributed to the problem). Sub-causes will lead you to the root causes of the 
problem.

5. Collect data to confi rm root cause.
6. If no further causes can be identifi ed, then you have found the root cause of the problem.

Use what you have learned from this process and create a plan/resolution to improve it.

Example:

This material was prepared by Network 18 under contract #HHSM-500-2006-018 with the Centers for Medicare and Medicaid Services (CMS). The contents presented do not 
necessarily refl ect the CMS policy.

PatientsPatients

Not enough knowledge of FF Not enough knowledge of FF 

program (Change Concepts)program (Change Concepts)

Not following up Not following up 

on VA statuson VA status

Not educating patientsNot educating patients

No process in place to No process in place to 

have patients evaluatedhave patients evaluated

No follow-upNo follow-up

process in placeprocess in place

Refer pts. to friends (surgeons)Refer pts. to friends (surgeons)

No process in place to No process in place to 

have patients evaluatedhave patients evaluated

Not aware of FFNot aware of FF

Not engagedNot engaged Not engagedNot engaged

Not proactive with Not proactive with 

CKD patientsCKD patients

Burned out about Burned out about 

hearing FFhearing FF Perfers grafts over AVFPerfers grafts over AVF

SurgeonsSurgeonsNephrologistsNephrologists

Not aware of facility expectationsNot aware of facility expectations

No follow-up process in placeNo follow-up process in place

Not reimbursed Not reimbursed 

as well as AVGsas well as AVGs

AVF < 40%AVF < 40%

Not a priority compared Not a priority compared 

to cardiacproceduresto cardiacprocedures

Don’t know benefi ts of AVFDon’t know benefi ts of AVF

No transportationNo transportation

Emergency Medical pt.Emergency Medical pt.

Don’t go to appoinmentsDon’t go to appoinments

Don’t want another surgeryDon’t want another surgeryComforatble Comforatble 

with catheterwith catheter

Fistula First (FF)Fistula First (FF)
Late Adopters ProjectLate Adopters Project

Facility StaffFacility Staff

Fishbone Diagram/Instructions



 -Quality Assessment & Performance Improvement

Section II                                                                                                                                
QI Manual

 S C R D C

Page 34                                                                          

E
SR

D
 N

E
T

W
O

R
K
 1

8

Ca
us

e &
 E

ffe
ct

Fi
sh

bo
ne

/Is
hik

aw
a

D
ia

g
ra

m

Fishbone Diagram/Instructions



Section II                                                                                                                                
QI Manual

 S C R D C

Page 35                                                                          

 Quality Assessment & Performance Improvement-

Dialysis Adequacy Run Chart
 Average Kt/V or URR

Plot the Average Kt/V or URR by month on the graph below for comparison to CMS and NW18 goal, and for 
trend identifi cation.

 Mean Kt/V Levels
Monthly Facility Values vs. CMS and NW18 goal
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 Mean URR Levels
Monthly Facility Values vs. CMS and NW18 goal

Avarage (Mean) Kt/V or URR By Month:

CMS & NW18 

Facility

CMS & NW18 (PD)

CMS & NW18 (HD)

Facility

Month:

Month:

Month:

Month:

Month:

Month:

Facility Name: Year:             

Provider #

 X X X X X X

(Label months on X axis) (Label months on X axis)

Dialysis Adequacy Run Chart
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Albumin Run Chart

Facility Name: Year:            

Provider #

Please indicate what percentage of your facility patient population had Albumin ≥ 
3.5 (BCG) or ≥ 3.2 (BCP). 

Plot your results by month on the graph below to compare with CMS and NW18 goal 
and for trend identifi cation.

             Facility Patient Albumin ≥ 3.5 (BCG)              Facility Patient Albumin ≥ 3.2 (BCP)

Which test for Albumin does your facility use? Please    check one.

BCG (Bromcresol Grech) BCP (Bromcresol Purple)

    

� �

Month:

Month:

Month:

Month:

Month:

Month:
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 Quality Assessment & Performance Improvement-

Anemia Run Chart

Facility Name: Year:  

Provider #:

Average (Mean) Hemoglobin Levels By Month:

Plot the average hemoglobin level by month on the graph below for comparison to CMS and 
NW18 goal and for trend indentifi cation.

Mean Hemoglobin Levels
Monthly Facility Values vs. CMS and NW18 Goal
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Anemia Run Chart
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 Quality Assessment & Performance Improvement-

Quality Improvement: Facility Membership

The ESRD Conditions of Participation and Interpretive Guidelines require that all Medicare-certifi ed 
dialysis and transplant facilities support Network goals and objectives and participate in Network 
activities and medical care evaluation (quality improvement) projects.

Under the 2008  CMS Conditions for Coverage for End Stage Renal Disease Facilities, 495.180, 
Standard V772: Relationship with the ESRD Network “The dialysis facility must cooperate with the 
ESRD Network designated for its geographic area, in fulfi lling the terms of the Network’s current statement 
of work. Each facility must participate in ESRD Network activities and pursue Network goals”.

This requirement is confi rmed through a Membership Agreement signed by an authorized individual 
on behalf of the facility.  A Membership Agreement is completed at the time of initial certifi cation and 
remains valid until a facility loses its Medicare certifi cation, changes ownership or ceases operations.

Network staff monitors facility compliance with forms submission requirements and participation 
in quality improvement projects or studies on an ongoing basis.  Failure to comply in a satisfactory 
manner will result in a Formal Improvement Plan (FIP) as described in Section 3.

Facility Membership
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Quality Improvement:  Formal Improvement Plan (FIP)

Problem Identifi cation

The Medical Review Board (MRB) will determine problems and/or facilities not in compliance with 
Network goals and objectives through:

Review of the components of the Network Quality Improvement Standards. These include • 
the annual Quality Assessment & Performance Improvement (QAPI) Report forms, Clinical 
Performance Measures (CPM), annual Centers for Disease Control (CDC) National Surveillance 
of Dialysis Associated Diseases, and Patient Grievance forms.
Problems identifi ed by CMS or Network special studies, e.g., Network Quality Improvement • 
Projects (QIP), annual Network-wide clinical outcome indicators
Facilities failing to participate in CMS or Network QI projects, or submit required study forms in • 
a timely manner.

In general, it is expected that most problems will be resolved informally. If the MRB determines a 
problem, written notifi cation will be sent to the facility, addressing what information or forms are 
missing or delinquent, and the time frame for responding (see fl ow chart). If responses are still not 
received in a timely manner, or the response to the initial inquiry is unacceptable, the MRB will 
request a Formal Improvement Plan (FIP).

Plan of Action

If the MRB requests a FIP, it must be completed by the appropriate clinical and administrative staff at 
the facility, and should include:

1. A recognition of the problem (what or who must change)
2. A description of goals and objectives to be achieved
3. A description of processes/measurements/tools to be used to assess and measure improvement 

(including what action will be taken and who is responsible for implementation)
4. A timetable for accomplishing the improvement plan (when must the change/correction occur and 

how will it be documented)

Assuring Correction (Resolution)

The effectiveness of the action must be assessed, using the following criteria:
1. Continue to provide data for review
2. Has care improved?
3. Has the problem been resolved?
4. Is it documented?

Formal Improvement Plan
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 Quality Assessment & Performance Improvement-

“Corrective Action/Improvement Plan”
Procedure

Facility Problem Identifi ed By Network:

Feedback Letter or Memo to Nurse Manager

È

If No Response or Unsatisfactory Response,

“First Notice” FAX notifi cation is sent to Nurse Manager

È

If No Response,

“Second Notice” letter sent to Facility Nurse Manager,

Copy to Facility Administrator

È

If No Response,

A “Letter of Explanation” (LOE) or a

Formal Improvement Plan is requested by Medical Review Board (MRB)

È

If No Response or Submission,

State Survey Agency (Licensing and Certifi cation Division) notifi ed for possible survey

È

If Problem Not Corrected,

MRB & Board of Directors makes SANCTION recommendation to CMS

È

Regional CMS Offi ce Has Option to Terminate Medicare Program at Facility or to Recommend 

Alternative Sanction

Corrective Action/Improvement Plan 
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Follow-Up Process

The process below serves as a general guideline for following up on identifi ed problems.

1. Periodically, facilities are appraised of the Network goals and objectives. Facilities are also notifi ed 
of the requirements for each new Quality Improvement Project.

2. Facilities will be notifi ed of a problem or failure to comply as soon as the Medical Review Board 
identifi es and reviews the ‘problem’. Notifi cation occurs within one month, unless the matter is life 
threatening.

3. A facility will be allowed 20 days to respond to the MRB’s request for either a letter of explanation 
or a Formal Improvement Plan for an identifi ed problem.

4. The CMS Project Offi cer (PO) will be notifi ed if a sanction is recommended or the MRB, Board 
of Directors or Executive Director determines that such notifi cation is warranted. A sanction will 
not be recommended unless a facility ‘consistently fails’ to meet Network goals and objectives; or 
consistently fails to follow recommendations of the MRB; or fails to permit MRB representatives 
to conduct an on-site review; or fails to submit data as required to prepare the annual report. 
The MRB has determined that they will review each non-compliance activity individually, and 
determine if the facility “consistently fails” accordingly.

5. The CMS Regional Offi ce will be copied on any communication regarding the possibility of a 
sanction recommendation.

Monitoring and Reporting Providers (Facilities) Not in 
Compliance With The Network Goals

Monitoring & Reporting Providers 
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Recommendation of Sanctions/Alternative Sanctions

Policy 

If a facility or provider fails the requirements in Section 1881©(3) of the Social Security Act to 
cooperate in achieving the goals and plans of the ESRD Network to which it belongs, and that failure 
does not jeopardize patient health and safety, the Centers for Medicare & Medicaid Services (CMS) 
Regional Offi ce (RO) may impose sanctions as an alternative to terminating coverage of ESRD services 
furnished by that supplier (42CFR 405.2181).

SCRDC will maintain a plan for monitoring facilities/providers compliance with Network goals, 
distribute it to CMS and all facilities/providers in the Network area, and use it to identify facilities/
providers that consistently fail to cooperate with Network plans/goals or to follow the recommendations 
of the Medical Review Board.

CMS imposition of a sanction will be based on a recommendation from the SCRDC Board of Directors 
that documents all prior steps taken by the Network to achieve satisfactory participation over at least 
a 90-day period.
If at any time while conducting SCRDC contract activities, the Network identifi es situations or collects 
information that a physician may be failing to meet his/her obligation to provide quality care, SCRDC 
will refer the issue to the QIO for peer review and notify the Project Offi cer of the situation and action 
taken.

Procedure

1. The SCRDC Monitoring Plan is used to identify facilities that consistently fail to cooperate with 
Network 18 plans and goals or to follow the recommendation of the Medical Review Board (MRB).  
The Monitoring Plan will reference Quality Improvement, Patient Services and Information 
Management projects/activities required of all facilities as well as those activities that are facility-
specifi c.

2. The Alternative Sanctions policy and Monitoring Plan will be disseminated to all facilities on an 
annual basis via a special mailing.  This mailing will review current Network projects, resources and 
data requirements.  The cover letter will contain a citation regarding the statutory requirements for 
a facility to cooperate with Network goals and objectives.

3. SCRDC staff will review the Monitoring Plan on at least a monthly basis and communicate 
concerns about facility compliance with Network goals.

Initial communication will be via telephone or letter to facility Management and Medical • 
Director to review the issues and request a Letter of Explanation or evidence of compliance.
The facility’s failure to reply, unsatisfactory reply or continued lack of participation/improvement • 
within 30 days will result in referral to the Medical Review Board and request for a written 
Formal Improvement Plan (FIP).

Recommendation of Sanctions
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A Formal Improvement Plan includes recognition of the problem, a description of goals and objectives 
to be achieved, a description of processes/measures/tools to be used to assess and measure improvement, 
and a timetable for implementing the plan. SCRDC will assess the effi cacy of the facility’s improvement 
plan/activities through review of process/outcomes data, facility documentation of its activities, 
evidence that appropriate administrative and clinical personnel were involved, and other evidence that 
quality improvement tools/resources were applied.

4. If, after a period of at least 90 days, the SCRDC staff and MRB have exhausted all reasonable efforts 
to gain facility compliance, and has documented that the facility failed to cooperate with Network 
18 goals and objectives, the MRB may request the SCRDC Board of Directors to recommend 
CMS imposition of an alternative sanction. SCRDC will consider the nature of the compliance 
issue (e.g., patient outcomes), the length of time over which non-compliance has occurred, CMS 
contractual requirements involved, and other relevant issues in its deliberations.  SCRDC will also 
consult with the CMS RO Project Offi cer to determine if there is suffi cient documentation to 
proceed with a sanction recommendation based on the facility’s failure to meet Network goals and 
its impact on SCRDC’s ability to meet its contractual obligations.  

5. The Alternative Sanction documentation submitted to the CMS RO Project Offi cer will describe 
the details of the problem situation and that the facility is still not in compliance with Network 18 
goals and plans. The documentation will clearly and specifi cally describe how the facility fails to 
cooperate and meet performance expectations in regards to Network 18 plans or goals and/or fails 
to follow MRB recommendations.  

6. The following written documentation  will accompany and support the Alternative Sanction 
recommendation:

Documentation that the facility was notifi ed in writing of Network goals• 
Documentation of the goal, objective or plan that the facility has failed to meet• 
Actions that Network 18 took to inform the facility that it was not complying with Network • 
goals, objectives or plans
Documentation that the facility was given an opportunity to make corrections• 
Follow-up actions taken to resolve the problem (e.g., documentation of phone calls to the • 
facility asking for specifi c information) that demonstrate Network 18’s attempts to work with 
the facility to resolve the problem
Documentation of the facility’s failure to submit an action plan, or the submission of an • 
unacceptable action plan, if applicable

7. Upon SCRDC Board of Directors approval, Network 18 will advise the CMS Project Offi cer of its 
intent to recommend a sanction after fully documenting, in writing, the facility’s failure to comply 
with Network goals and objectives.  SCRDC will submit two (2) copies of the documentation, 
organized in notebook form, and a cover letter addressed to the CMS Region IX Associate Regional 
Administrator (ARA) who services California through the SCRDC Project Offi cer at CMS Region 
X.  The documentation will include:

Name, address and Medicare provider number of the involved facility• 
The Network goal or objective with which the facility failed to comply• 
A brief summary of the basis for the sanction recommendation• 

Recommendation of Sanctions
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 Quality Assessment & Performance Improvement-

An outline of what documentation the facility must submit and the action(s) the facility must • 
take in order to remove the sanction
The individual in the Network whom the RO can contact for further information and • 
assistance
The name and phone number of the SCRDC Project Offi cer• 

8. Network 18 will provide any additional assistance and information the CMS RO may need to 
make a fi nal determination whether to sanction the facility.

9. The facility and Network 18 will be notifi ed by CMS RO about the reasons for the sanction and 
its effective date.  

10. The alternative sanction will remain in effect until CMS determines that the dialysis facility is 
making a reasonable effort and is in substantial compliance with the requirement to cooperate in 
Network 18 plans and goals. Network 18 may serve as a resource to the facility in its efforts to achieve 
compliance, and assist the RO in verifying the facility’s compliance with the requirements.

11. Network 18 staff will inform the Board of Directors of the status of an alternative sanction action at 
least monthly, and more often if necessary, via Executive Committee conference calls, and include 
the matter on the quarterly Board of Directors and Medical Review Board meeting agendas.

Approved: July 2007

Recommendation of Sanctions
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MRB Statements & Resources-  

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 29

Complete for each assessment (EXCEPT FOR INITIAL ASSESSMENT) 

M7.  Has the patient started taking a psychotropic medication?   
  Yes   No 

M7a.  If yes, list medication(s) and effectiveness per patient’s report 

Name of Medication & 
Dosage

Date
Started Effective Not

Effective
Adverse
Reaction

Not Yet 
Determined

       
       
       

M8. Has the patient started counseling or a support group? 
  Yes   No 

M8a. If yes, describe:      

Depression Screening Questions (PHQ-2) 6
M9.  Questions: 

  If unable to interview patient, specify reason:       

Say to the patient: “Over the past two weeks, have you often been bothered by:”
 Yes No 
1.  Little interest or pleasure in doing things? 
2.  Feeling down, depressed, or hopeless? 
If the patient responds “yes” to either questions, follow-up with further assessment for 
depression.

Rehabilitation Goals 
Complete for initial assessment and at least annually

R1.   What are the patient’s goals (vocational, educational, personal, etc.) for the next year? 

For the next 5 years? 

Self-Management & Level of Participation in Care 
Complete for initial assessment only

SM1.  On the following items, indicate the patient’s level of understanding: 

 Not Able Limited Adequate Excellent  
Chronic kidney disease 
Treatment options 
Dialysis vascular access options 

Medical Records
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 -MRB Statements & Resources

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 30

SM2.  Was the patient referred to a pre-dialysis education program or session? 
  Yes   No 

SM2a.  If yes, did the patient attend the program or session? 

  Yes, location:       

  No, reason:       

Complete for each assessment (EXCEPT FOR INITIAL ASSESSMENT)

SM3. Patient Interview

Say to the patient: “Over the past month, how easy or difficult has it been for you to do any 
of the following?”  Read the options to the patient.

N
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1. Come to each hemodialysis treatment. 
2.   Complete the full-prescribed hemodialysis 
  treatment time. 
3.   Perform every peritoneal dialysis 
 treatment. 
4.   Take medications as prescribed. 
5.   Follow dietary restrictions. 
6.   Follow fluid restrictions. 

SM3a.  For anything that was SOMEWHAT or VERY DIFFICULT, what would be helpful:   

   

Medical Records
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MRB Statements & Resources-  

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 31

SM4.  Does the patient assist with self-care 
(putting in/taking out own needles, 
setting up machine, etc.).

  Not permitted in facility 
  Yes 
  No 

SM5.  What is the percentage of treatments 
missed in the last 30 days? (Disregard 
treatments missed due to 
hospitalization/travel/or other where 
treatment was received in another 
setting)

Percentage:        

SM6.  What is the percentage of shortened 
treatments in the last 30 days?

Percentage:        

SM7.  Does the patient take responsibility for 
following their medication schedule?

  Yes 
  No (If no, check one of the following) 

  Relies on caregiver/support 
partner to administer medications 

  Not interested  
  Other:        

SM8. Does patient appear comfortable asking 
staff/physician questions?

  Yes 
  No 
  N/A 

SM8a.  If NO, what factors limit the 
patient’s comfort in asking 
questions?

Does not know what questions 
to ask 

  Cannot speak 
  Does not speak English or any 
language staff speak 

  Cognition 
  Thinks asking questions is 
disrespectful

  Other:

       

SM9. How does patient express 
concerns/complaints?

       

Medical Records
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 -MRB Statements & Resources

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 32

Preferences in Home Dialysis 3

Complete for each assessment 

HD1.   Did the patient initiate dialysis AT YOUR FACILITY within the last 12 months? 
  Yes   No   Unknown 

HD1a. If yes, did the patient’s nephrologist or dialysis team provide information about home 
dialysis (home hemodialysis and PD) within the first 30 days of treatment? 

  Yes   No   Patient doesn’t recall

HD2.  Has the patient been dialyzing at your facility for MORE than 12 months? 
  Yes   No

HD2a. If yes, did the patient’s nephrologist or dialysis team provide information about home 
dialysis (home hemodialysis and PD) within the last 12 months? 

  Yes   No   Patient doesn’t recall 

HD3.   Does the patient want to pursue home dialysis? 
  Yes 
  No (specify why) 

  Unsuitable home situation 
  Medical complication 
  Satisfied with in-center hemodialysis 
  Other:       

  Undecided (specify why):       

HD4.  Has the patient expressed interest in learning more about home dialysis options? 
  Yes 
  No  

Comments:       

Interest and Suitability for Transplant 4

Complete for initial assessment and at least annually 

T1.   Did this patient initiate dialysis AT YOUR FACILITY within the last 12 months? 
  Yes   No

T1a. If yes, did the patient’s nephrologist or dialysis team provide information about how to get 
a transplant within the first 30 days of treatment? 

  Yes   No   Patient doesn’t recall

T2.   Has the patient been dialyzing at your facility for MORE than 12 months? 
  Yes   No

T2a. If yes, did the patient’s nephrologist or dialysis team provide information about how to get 
a transplant within the last 12 months? 

  Yes No   Patient doesn’t recall

Medical Records
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MRB Statements & Resources-  

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 33

T3. Does the patient want to be evaluated for a kidney transplant? 
  Yes   No   Undecided

T3a.  If no, specify: 
  Financial barrier   Medical complication 
  Age   Satisfied with dialysis 
  Other:       

T4.   Are there any contraindications to referring patient for transplant evaluation? 
T4a. If yes, contraindication identified by:  

  Transplant center   Dialysis facility  
Specify contraindication(s) (as indicated by the transplant centers selection criteria): 

T5.   Has the patient been referred to a transplant center for an evaluation? 
  Yes   No   Unknown 

T5a. If yes, specify date      /     /       
Specify who referred patient:

  Nephrologist   Social worker   Nurse 
  Patient self-referral   Secretary   Other:       

Specify how patient was referred: 
  Written communication (letters, standard form, email) 
  Phone call 
  Other:       

T5b.  If no, specify reasons for not referring: 
  Contraindication(s)   Patient already on the waitlist 
  Physician judgment or refuses to refer   Unknown 
  Patient not interested/undecided   Other:       

Medical Records
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 -MRB Statements & Resources

Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 34

General Narrative Comments: 

Notes and Citations 

1 These are additional recommended assessment questions regarding Spirituality.   
Do you consider yourself to be a religious or spiritual person? 
What things do you believe in that give meaning to your life?  
How might your beliefs influence your behavior during this illness?  
What role might your beliefs play in helping you with your kidney disease?
What can your dialysis team do to support spiritual issues in your health care? 
Is there a person or group of people who can help support you in your illness? 

2   These questions were modified from questions on the CMS Long Term Care Resident 
Assessment Instrument Version 3.0 of the MDS (Minimum Data Set) which can be located at the 
following Web site:  http://www.cms.hhs.gov/NursingHomeQualityInits/25_NHQIMDS30.asp -
TopOfPage. The Confusion Assessment Method (CAM) is included in the MDS draft and is a 
standardized assessment tool. For additional information regarding the use of a CAM, see the 
following Web site as a resource: 
http://hospitalelderlifeprogram.org/pdf/The_Confusion_Assessment_Method.pdf. If a facility or 
social worker chooses to use the tool or another version of the CAM, it is the responsibility of the 
user to research and comply with any copyright requirements.

3 The questions regarding “Preferences in Home Dialysis” should be complimented by the use of 
the METHOD TO ASSESS TREATMENT CHOICES FOR HOME DIALYSIS" (MATCH-D) TOOL 
(available http://www.homedialysis.org/files/pdf/pros/MatchD2007.pdf)

4   Taken with permission from the following: ESRD Special Study: Developing Dialysis Facility-
Specific Kidney Transplant Referral Clinical Performance Measures, performed under Contract 
Number 500-03-NW09, entitled "End-Stage Renal Disease Network Organization Number 9”, 
sponsored by the Centers for Medicare & Medicaid Services, Department of Health and Human 
Services. http://www.therenalnetwork.org/images/TransTEPfinalrpt805.pdf

5   These questions come from the Alcohol Use Disorders Identification Test (AUDIT) which is a free 
assessment tool developed by the UN Whole Health Organization. The assessment tool may be 
administered as an interview or as a questionnaire. The tool comes in both Spanish and English.  
A PDF version of the tool and manual is available for download at 
http://whqlibdoc.who.int/hq/2001/WHO_MSD_MSB_01.6a.pdf.

6 The PHQ-2 is derived from the Physicians Health Questionnaire (PHQ-9), which is copyrighted, 
and is available in English and Spanish. To read about the PHQ-9, locate scoring instructions and 
register for download go to http://www.depression-primarycare.org/clinicians/toolkits/ or 
http://www.phqscreeners.com/.

7 One example of a fall risk assessment can be found in the following reference. Tinetti, M.E., 
Williams, T.F., Mayewski, R. (1986). Fall risk index for elderly patients based on number of 
chronic disabilities. American Journal of Medicine, 80, 429-434. 
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Comprehensive Multidisciplinary Patient Assessment / ANNA & NKF Version: 7/16/08 35

8 An excellent reference for nephrology nursing standards and guidelines is the Nephrology Nursing 
Standards of Practice and Guidelines for Care (2005) edited by Sally Burrows-Hudson and 
Barbara Prowant. It is available from the American Nephrology Nurses' Association 
http://www.annanurse.org.

9 The Centers for Disease Control and Prevention have current immunization recommendations for 
children and adults available on their Web site http://www.cdc.gov/vaccines.

The Conditions for Coverage for End-stage Renal Disease Facilities were published April 15, 2008 by 
the Department of Health and Human Services, Centers for Medicare & Medicaid Services 

To go into effect October 14, 2008
You can find the entire conditions for coverage at: 

http://edocket.access.gpo.gov/2008/pdf/08-1102.pdf
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Patient Name: Attending Physician:

Access Type: Date of Plan: 

MEDICAL

Other Problem/Need/Change in Condition

Goal/Outcome

Plan/Intervention

Other Problem/Need

Goal/Outcome

Plan/Intervention

NURSING
 Problem/Need
 ❑  Stable ❑  Access Status

 ❑  Fluid Gains ❑  Compliance w/Prescribed Therapy

 ❑  Blood Pressure ❑  Dialysis Rx Problems 

Page 1 of 2

Patient Plan of Care ❑ New Patient      
❑ Re-Evaluation

 Problem/Need
 ❑  Stable ❑  Adequacy: Kt/V URR

 ❑  Hospitalizations ❑  Anemia: HGB FeSat

 ❑  Infections EPO SQ/IV Ferritin Iron Rx

 

Dialysis Prescription: Dialyzer BFR DFR Bath K Bath Ca 

 RX Time Tx/Wk Heparin Bolus/Hourly

ESRD NETWORK 18
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NUTRITION

Other Problem/Need

Goal/Outcome

Plan/Intervention

Other Problem/Need

Goal/Outcome

Plan/Intervention

PSYCHOSOCIAL
 Problem/Need
 ❑  Stable ❑  Adjustment to Dialysis/Depression/Anxiety

 ❑  Insurance Problems/Financial ❑  Support Network

 ❑  Transplant Status ❑  Community Referrals/Services

 ❑  Transportation ❑ Employment Issues

 MD Signature Date RN Signature Date

 RD Signature Date LCSW Signature Date

 Patient Signature Date

Page 2 of 2

Plan of Care Continued....

 Problem/Need
 ❑ Stable ❑ Bone Disease:  PTH PO4 CA AL

 ❑ Weight Changes CAXPO4 Product Calcijex Zemplar 
  Dry Weight

 ❑  Nutritional Status: Alb Chol Potassium 

 ❑  Compliance With Prescribed Diet
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Facility Name 
Comprehensive Review / Patient Care Planning Conference 

 
Patient Name:                                                                                            Conference Date:   
      Med Rec #                                                                                              Due      NP X ______    Hosp 
Physician:   
 
Dialysis Rx:   ____x wk  _____hrs       Dialyzer  ________       Current Dry Wt._________          
                       Bath:______ K+ _____Ca++ _____HCO3         Na+ Mod____________ UFP_______ 
                       Access:__________________  Surg / RI: ______________      Access History/Kardex current  
                       Access Problems:  None  Decr Kt/V    Ext. Bleed    Infection      Other_____________ 
NURSING        
             No concerns                         Adequacy      Kt/V_______ URR_______  K+______/______     
             Weight gains/Dry weight        Anemia Hct ______  / _______     Hgb______  /_______ 
             Hyper/ Hypotension                    Aranesp   EPO_______________   (prev adj date ( , )_______)  
             Complaints of Pain                          TSat __________  Ferritin ____________Retic Ct.___________ 
                                                                       Venofer ____________________    Carnitor ______ (A or H) 
             Compliance Issues            Bone               Ca++ _____/_____ Phos _____/_____ PTH _______ 

                                                      Calcijex  Zemplar  Hectoral __________mcg  Sensipar_____   
 Infectious Disease     SGOT_____SGPT______ HbSab__________ Other_____________________ 

Assessment/Plan:___________________________________________________________________________
__________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________RN_________________________Date_________ 
 

NUTRITION 
  Lab Review               Albumin________ Corrected Ca++_______ Chol________Tg_______ 
             Nutritional Intake / Compliance Issues    Nutritional Supplement____________________________ 
             Diabetic: Current Insulin _________________________________ Glucose_______ HbA1c_______ 

 Med Review: Vitamins ______  Binders ________________________ Vit D __________________  
Assessment/Plan:___________________________________________________________________________ 
__________________________________________________________________________________________
_________________________________________________RD_________________________ Date ________ 
 

SOCIAL SERVICE 
 No concerns     Transportation 
 Psychosocial Issues                           Insurance problems / Financial issues 
 Adjustment to dialysis/modality  Rehab needs:   Vocational / Physical 

      Life Plan current / complete   Functional status 
             Transplantation:   Active   Pending   N/A     Transplant Center____________________________ 
Assessment/Plan:___________________________________________________________________________ 
__________________________________________________________________________________________
_________________________________________________SW_________________________Date_________ 
 

PATIENT CONCERNS_____________________________________________________________________ 
__________________________________________________________________________________________ 
 

MEDICAL ASSESSMENT      Patient Stable     Patient Unstable 
CRF       Cardiovascular 
 
Diabetes      Anemia 
 
Bone Disease      Access 
 
Nutrition      Transplant 
 
Infection      Other 
 
 
______________________________________  _______________     _____________________________________________  
Physician Signature                 Date                Patient Signature 

Revised 7/2/08 
 
 
 

MASTER COPY 
0000 
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Facility Name 
 

Comprehensive Review / Patient Care Planning Conference 
 
 

Goals / Active Problem List Action Plan 15 day Re-eval  
 
 
1. 

  

 
 
2. 

  

 
 
3. 

  

 
 
4. 

  

 
 
5.  

  

 
 

Patient Education / Review of Problem List 

Problem Reviewed Patient Education /  Goals Staff Signature 
 
 
1. 

  

 
 
2. 

  

 
 
3. 

  

 
 
4. 

  

 
 
5. 

  

 
 
 
_________________________________________________________________________       _____________________________________________ 
Patient Signature                                                                    Date Reviewed 
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Medical Review Board Statement
Maximizing Primary Arteriovenous Fistulae

for Pre-ESRD and Dialysis Patients

1. The Medical Review Board (MRB) of ESRD Network 18 supports the practice of constructing 
autogenous arteriovenous (AV) fi stulae whenever possible in all new ESRD patients electing 
hemodialysis as their initial renal treatment modality (see #2 for exceptions).  The MRB recognizes 
that some patients will not be good candidates for the procedure.  However, current research (upon 
which the K-DOQI Clinical Practice Guidelines are based) demonstrates that native accesses have 
the best 4-5 year potency rates and require fewer interventions and hospitalizations than other 
accesses. 

2. The MRB supports the K-DOQI recommendation of a 65% primary AV fi stula construction rate 
for incident dialysis patients. Patients should be considered candidates for this procedure, unless 
one of the following is documented in the medical record: 

a. The patient has a physical problem precluding an AV fi stula, as documented (after a formal   
 evaluation) by a vascular surgeon
b. Probability of a Living Related Transplant within 3 months
c. The patient refuses the procedure 

3. The MRB also recommends that all prevalent patients who had a failed AV graft or catheter be 
re-evaluated for possible construction of a primary AV fi stula. 

4. In addition, the MRB concurs with the K-DOQI recommendation that each facility should 
establish a system for tracking types of accesses created and complication rates. 

5. The MRB recommends that all physicians and facility staff use access-related terminology consistent 
with the K-DOQI guidelines.  Specifi cally, the following terms/descriptions are appropriate: 

a. Arteriovenous fi stula - This term (a.k.a. AVF, AV fi stula) applies to native access only (e.g.   
 Cimino, brachiocephalic)
b. Graft - This term applies to any type of non-native or prosthetic access (e.g. PTFE, bovine)
c. Catheter - This access should be described as either temporary or permanent, and by location  
 (e.g. internal jugular, etc.) 
d. “Shunt” - This term is outdated, and is not an appropriate generic term 

Approved: MRB 09/15/1999 
Revised: MRB 04/12/2000
Reviewed: 12/05/2007
Revised: 12/17/08

“The basic tenet for vascular access monitoring and surveillance is that stenoses develop over variable intervals in the great majority of vascular accesses and, if detected and corrected, under-dialysis can 
be minimized or avoided (dialysis dose protection) and the rate of thrombosis can be reduced.” (K/DOQI 2006 Updates)
FLOW METHODS IN DIALYSIS ACCESS (STENOSIS MONITORING)“The basic tenet for vascular access monitoring and surveillance is that stenoses develop over variable intervals in the great 
majority of vascular accesses and, if detected and corrected, under-dialysis can be minimized or avoided (dialysis dose protection) and the rate of thrombosis can be reduced.” (K/DOQI 2006 Updates)
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Getting Your Vascular Access Surgeons Involved

Vascular Access surgeons are key members of the dialysis care team – without them, the care of the 
patient would come to a screeching stop! Now, more than ever before, it is imperative that the surgeon 
be included in the individual care plan for the patient. Given the busy schedules and workloads that 
surgeons are faced with, how can dialysis centers and vascular access surgeons get together to discuss 
patient needs? Here are some suggestions.

Know his/her schedule and approach him/her during the most convenient• 
  times.

Cultivate your relationship. You both want the same things: patients that• 
  are healthy & happy with well functioning long-lasting vascular accesses!

Try to use economy of steps: “Two birds with one stone” (i.e. One• 
  page/phone call with several issues.)

Courtesy emails, notes, or fax reminders are a nice idea.• 
Keep him/her “in-the-loop”. No one likes surprises.• 
Invite him/her to attend the monthly facility CQI meetings. If that does not• 

  fi t into their schedule, try to at least arrange a phone conversation
  between the Nephrologist and the surgeon to discuss patient access
  problems or permanent access plans.

Always make your interactions as pleasant as possible.• 
Serve food, coffee, etc. at meetings!• 
Strive to have all of the facts at hand – and know beforehand the data that• 

  the surgeon wants and needs to know!
Pay close attention to details.• 
Invite the vascular access surgeon to lecture to your staff members at an• 

  upcoming staff meeting. Be sure to document the date, time, topic, and
  attendees. Show this to the State surveyor – they will love it!

The vascular access surgeon is an amazing resource! Remember that!• 
Don’t waste their time – be organized.• 
Do something nice for them.• 
Get to know the names of his/her key staff members (i.e. scrub nurse,• 

  receptionist, etc.)
Promote professionalism by demonstrating it yourself. Treat the surgeon• 

  the way that you want to be treated - in person and on the telephone.

Adopted from the Heartland Kidney Network, ESRD Network 12

Vascular Access
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 Fistula First Change Package
Clinical and organizational recommendations based on best practices for 
increasing AV fi stula use and improving hemodialysis patient outcomes:

1. Routine CQI review of vascular access 
Designate staff member in dialysis facility responsible for vascular access CQI (RN if feasible but can • 
be any renal care professional). Incorporate vascular access into facility-based CQI process.
Assemble multi-disciplinary vascular access CQI team in facility or hospital.• 
– Minimally: Medical Director and VA CQI Coordinator.
– Ideally: Representatives of all disciplines, including access surgeons and interventionalists.
Investigate and track all non-AVF access placements and AVF failures.• 

2. Timely referral to nephrologist 
Primary care physicians utilize pre-ESRD/CKD referral criteria to ensure timely referral of patients to • 
nephrologists, ideally prior to Stage 4 CKD.
– Establish meaningful criteria for PCPs who may not perform GFR or creatinine clearance testing 

(i.e. serum creatinine criteria, conversion formula for GFR) 
Nephrologist documents AVF plan for all patients expected to require renal replacement therapy, • 
regardless of RRT being considered. 
Designated nephrology staff person educates patient and family on benefi ts of AVF and to protect • 
vessels, when possible using bracelet as reminder.

3. Early referral to surgeon for “AVF only” evaluation and timely placement
Nephrologist/skilled nurse performs appropriate evaluation and physical exam prior to surgery • 
referral.
Nephrologist refers for vessel mapping where feasible, ideally prior to surgery referral.• 
Nephrologist refers patients to surgeons for “AVF only” evaluation, no later than Stage 4 CKD • 
(GFR<30). Surgery scheduled with suffi cient lead-time for AVF maturation.
Nephrologist defi nes AVF expectations to surgeon, including vessel mapping.• 
If pre-ESRD placement of AVF does not occur, nephrologist ensures that patient receives AVF evaluation • 
and placement (if feasible) at the time of initial hospitalization for temporary access (e.g. catheter).

4. Surgeon selection based on best outcomes, willingness, and ability to provide access services
Nephrologists communicate expectations to surgeons regarding AVF placement and training in current • 
AVF surgical techniques, based on K/DOQI Guidelines and best practices.
Nephrologists refer to surgeons willing and able to meet AVF expectations based on K/DOQI and best • 
practices.
Surgeons are continuously evaluated on frequency, quality, and patency of access placements. Data • 
collection and outcomes tracking ideally initiated and reported at the dialysis center as part of ongoing 
CQI process, and can be aggregated at the Network level

5. Full range of appropriate surgical approaches to AVF evaluation and placement
Surgeons utilize current techniques for AVF placement including vein transpositions.• 
Surgeons ensure mapping is performed for any patient candidate not deemed suitable for AVF based • 
solely on physical exam.

6 Secondary AVF placement in patients with AV grafts 
Nephrologists evaluate every AV graft patient for possible secondary AV fi stula, including mapping as • 
indicated, and document plan in patient’s record. 

Vascular Access
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Dialysis facility staff and/or rounding nephrologists examine outfl ow vein of all forearm graft • 
patients (“sleeves up”) during dialysis treatments (minimum frequency=monthly) to identify patients 
who may have suitable upper outfl ow vein for elective secondary AVF conversion in upper arm. 
Inform nephrologist and surgeon of need to evaluate identifi ed outfl ow vein for AVF conversion.
Nephrologist refers to surgeon for evaluation/placement of secondary AVF before failure of AVG. • 

7. AVF placement in patients with catheters where indicated 
Regardless of prior access (e.g. AV graft), nephrologists and surgeons evaluate all catheter patients as • 
soon as possible for AVF, including mapping as indicated. 
Facility implements protocol to track all catheter patients for early removal of catheter.• 
Nephrologists make every effort not to admit patients to clinic with “catheter only”.• 

8. Cannulation training for AV fi stulas 
Facility identifi es and uses best cannulators and best teaching tools (e.g., videos) to teach AVF • 
cannulation to all appropriate dialysis staff. 
Dialysis staff uses specifi c protocol for initial dialysis treatments with new AVFs and assigns the most • 
skilled staff to such patients. 
Facility offers option of self-cannulation to patients who are interested and able.• 

9. Monitoring and maintenance to ensure adequate access function 
Nephrologists and surgeons conduct post-operative physical evaluation of AVFs in 4 weeks to detect • 
early signs of failure and refer for diagnostic study and remedial intervention as indicated.
Facilities adopt standard procedures for monitoring, surveillance, and timely referral for the failing • 
AVF. 
Nephrologists, interventional radiologists, and surgeons adopt standard criteria, and a plan for each • 
patient, to determine the appropriate extent of intervention on an existing access before evaluating and 
mapping for an AVF.

10.  Education for care givers and patients 
Routine facility staff in-servicing and education program in vascular access. • 
Continuing education for all caregivers to include periodic in-services by nephrologists, surgeons, and • 
interventionalists.
Facilities educate patients to improve quality of care and outcomes (e.g., prepping puncture sites, • 
applying proper pressure at needle sites without clamps, AVF brochures, etc.).

11 Outcomes feedback to guide practice 
Networks work with dialysis providers to provide specifi c outcomes feedback to all decision-makers, • 
including incident and prevalent rates of AVF, AVG, and catheter use. 
Review data monthly or quarterly in facility staff meetings. Discuss and evaluate data trended over • 
time for incident and prevalent rates of AVF, AVG, and catheter use. Track and disseminate all vascular 
access-related outcomes.

For further information, contact your ESRD Network.  A complete listing of ESRD Networks can be found at: http://
www.esrdnetworks.org/. Fistula First is an initiative of the Centers for Medicare and Medicaid Services and the 
Department of Health and Human Services.  Project assistance provided by the Institute for Healthcare Improvement.
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Vascular Access Monthly Log Helpful Tips
(For Independent Facilities)

Based on frequent questions and issues brought up by facilities, this information would be very 
helpful for those hemodialysis facilities that are not part of LDOs (Large Dialysis Organizations) 
and have to fi ll out monthly Vascular Access Logs and send Summary Sheets to the Network:

When fi lling out the VA Monthly Report, use the patient census on the last treatment day of • 
the reporting month. Thus, when deleting a patient’s name, highlight the entire row and 
click “delete”, do not use the space bar. It will not remove the actual row but will clear the 
information.

If patient is hospitalized/on vacation during the reporting month, the facility should still • 
list this patient refl ecting vascular access that patient had on the last treatment date before 
hospitalization/vacation.

Transient patients should not be included in the VA monthly log.• 

Patients who transfer in new to your facility but not new to dialysis should be considered • 
prevalent patients (not incident).

If patient has a catheter and AV Fistula that had never matured and never will be used – this • 
patient should be listed in the “Catheter only” category, and this patient should be assessed for 
a new permanent vascular access (AVF).

 When adding a new patient, go to the bottom of the list and add a patient name, and make• 
 sure you check in the “Incident patient” category for this month. If the patient stays, then the 

following month this patient is considered permanent, so you should “uncheck” the incident 
column.

Vascular Access Logs are due on the 10th of the following month. For example, the logs for the • 
reporting month March 2008 will be due on April 10, 2008.

Please do not overlook an “Error Message” (in red) if it should appear on your log sheet.
Double check your entry and contact the Network if you cannot resolve the problem.

Vascular Access
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Medical Review Board Statement
Vascular Access Surveillance (VAS) Program

The Medical Review Board (MRB) of ESRD Network 18 supports the K-DOQI guidelines on vascular 
access related to arteriovenous grafts.  Specifi cally, this includes: 

1. Each hemodialysis facility should establish a formal, organized vascular access monitoring/
surveillance system, to track types of patient vascular accesses, location, and any type of diagnostic 
and treatment/intervention procedures done. 

2. Regular assessment of clinical parameters should be done on each hemodialysis patient, particularly 
patients with AV grafts, to include access physical assessment and dialysis adequacy. 

3. Results of any vascular access assessment should be documented on the patient record, and be 
included in an ongoing tracking system for the facility QAPI program. 

4. Any of the K-DOQI recommended surveillance techniques might be included in the formal VAS 
program. 

5. Persistent abnormalities in any of the monitoring/surveillance measurements should result in 
prompt patient referral for some type of formal diagnostic procedure (venography, angiography or 
fi stulography). 

6. Appropriate treatment/intervention in a timely manner is required when any signifi cant stenosis is 
found, as a result of diagnostic procedures or other medical assessment. 

7. Each hemodialysis facility should establish formal policies and procedures as part of the formal 
VAS program. 

Approved: MRB 02/06/2002 
Reviewed: MRB 12/05/2007

Revised: MRB 12/17/08
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