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PURPOSE: 

 

To provide a QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI) 

process for Guam Memorial Hospital Authority (GMHA) that supports its Vision, Mission, 

Values and organizational/strategic priorities.  The QAPI process is a planned, systematic, data-

driven, organization-wide approach and involves all hospital departments and services (including 

those services furnished under contract or arrangement).  It involves the assessment and 

measurement of processes of care, hospital service and operations, patient outcomes, and when 

indicated, identifying and implementing changes that enhance performance, improve health 

outcomes, prevent and reduce harm and errors and promote quality and safety.  

 

These changes are incorporated into new or existing work processes, products or services, and 

performance is monitored/tracked to ensure that successful improvements are sustained.  This 

process also incorporates mechanisms for compliance with outside regulatory agencies, such as 

the Centers for Medicare and Medicaid Services (CMS) and The Joint Commission (TJC).   

 

POLICY: 

 

The leaders of GMHA are committed to continually improving the quality and safety of care and 

services provided by monitoring and assessing care delivery, care outcomes, patient safety, error 

reduction, and the satisfaction of our customers.  The leaders support an environment that 

encourages the identification of improvement opportunities from all sources throughout the 

organization and the provision of care and services that is reflective of the organization’s 

Mission, Vision and Values. 

 

MISSION: 

 

GMHA is a semi-autonomous government agency charged with providing quality healthcare 

services to the public.  This is expressed through its Mission statement: “To provide quality 

patient care in a safe environment”. 

 

VISION: 

 

As stated in GMHA’s 2013 Strategic Plan, the following vision statement guides all efforts and 

actions: “To achieve a culture and environment of safety and quality patient care meeting national 

standards and addressing the needs of the Community in a fiscally responsible, autonomous 

hospital”. 

 

VALUES: 
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GMHA serves by following core values – Accountability, Cost Effectiveness, Excellence in 

Service, Safety plus Quality; abbreviated as ACES+Q. 

 

RESPONSIBILITIES: 

 

I. ORGANIZATIONAL QUALITY ASSESSMENT AND PERFORMANCE 

IMPROVEMENT STRUCTURE AND EXPECTATIONS 

 

The leaders of GMHA are committed to the integration of QAPI activities.  Staff leaders 

understand the fundamental principles of improvement and participate in (1) identifying 

opportunities for improvement, (2) data collection, (3) data analysis (including staffing 

analysis), (4) creation and implementation of improvement activities, (5) evaluation 

activities, (6) reporting activities, (7) QAPI team/project activities, and (8) ongoing 

education.   

 

A. THE BOARD OF TRUSTEES 

 

The Board of Trustees (BOT) maintains overall responsibility for ensuring the quality 

and safety of care and services provided by GMHA.  The BOT shall delegate 

implementation responsibility for organization-wide QAPI activities to the 

Performance Improvement Committee (PIC), Medical Executive Committee (MEC), 

and Skilled Nursing Facility’s Performance Improvement Committee (SNF-PIC). 

 

B. THE QUALITY AND SAFETY SUBCOMMITTEE 

 

The Quality and Safety (Q&S) Subcommittee (formerly known as the Board of 

Trustees Performance Improvement Subcommittee) shall be chaired by Board of 

Trustees appointed members, and additionally shall consist of members from the 

Executive Management Council (EMC), the President of the Medical Staff (MEC 

Chairperson), the Administrator of Quality, Patient Safety and Regulatory 

Compliance, the Risk Management Program Officer, and the Performance 

Improvement Coordinator. 

 

The purpose of the Q&S Subcommittee is to provide oversight and leadership for all 

activities relative to the hospital’s QAPI plan.  Information brought forth in this 

Subcommittee’s meeting shall be discussed with the BOT by the Chairperson of this 

Subcommittee.  Likewise, information brought forth in this Subcommittee’s meeting 

shall be brought back to the PIC, MEC, and SNU-PIC (see attachment I - QAPI 

Reporting Pathway). 

 

To comply with requirements under CMS’ Conditions of Participation (COPs) (42 

CFR §482.21), the following executive responsibilities are outlined (for the BOT, 

Medical Staff, and Executive Management/Leadership): 

 

1. An ongoing program for quality improvement and patient safety, including the 

reduction of medical errors, must be defined, implemented, and maintained. 

2. The hospital-wide QAPI efforts must address priorities for improved quality of 

care and patient safety; and all improvement actions must be evaluated. 

3. Clear expectations for safety must be established. 

4. Adequate resources must be allocated for measuring, assessing, improving, and 

sustaining the hospital’s performance and reducing risk to patients. 

5. The determination of the number of distinct improvement projects must be 

conducted annually. 
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C. THE PERFORMANCE IMPROVEMENT COMMITTEE 

 

1. Membership: The PIC shall consist of the EMC, the Performance Improvement 

Coordinator, and other hospital staff as necessary via official appointment by the 

chairperson.  The PIC shall be chaired by the Hospital Administrator/CEO.  

Additional details on the committee’s functions and members’ responsibilities 

are contained within its committee charter.   

 

2. Duties and Responsibility: 

 

a. Provide oversight and direction to unit/department managers and 

supervisors, and hospital committee chairpersons on their QAPI 

indicators/measures.  

b. Prioritize indicators/measures that include high-risk, high-volume, and 

problem-prone areas identified throughout the organization, which are 

trended, analyzed, and improved upon by the departments.  

i. The division administrators shall oversee and manage his/her 

departments’ QAPI indicators/measures. This includes 

organizing division PI meetings per the QAPI monthly rotation 

schedule (see attachment II – QAPI Monthly Rotation), 

appointing appropriate division PI minute-takers/ scribes, and 

ensuring accountability with respect to the QAPI schedule and 

deadlines (see attachment III - QAPI Schedule). 

ii. Hospital committee chairpersons shall oversee and manage 

his/her committee’s QAPI indicators/measures. This includes the 

inclusion of QAPI-related reporting during committee meetings, 

appointing of appropriate PI minute-takers/ scribes, and ensuring 

accountability with respect to the QAPI schedule and deadlines 

(see attachment III - QAPI Schedule). 

iii. Each department and committee is considered a working team, 

wherein problems and improvement opportunities are identified, 

actions are planned, implemented, and evaluated, and monitoring 

is conducted to ensure sustainment of improvement. 

c. Establish, as needed and as directed by the BOT and Q&S Subcommittee 

(for annual QAPI Projects), a QAPI project/team – an interdepartmental 

membership team who are the main stakeholders in the planned change. 

Members of the QAPI project/team shall be appointed by the Hospital 

Administrator/CEO.  These teams shall report to the PIC quarterly on its 

action status (See Procedure, Section II, QAPI Projects). 

d. Oversee the Patient Safety Committee’s analysis of sentinel events. 

e. Oversee the Patient Safety Committee’s organizational Failure Mode and 

Effects Analysis (FMEA) and ensure appropriate risk assessments are 

conducted for identified opportunities. 

f. Ensure that QAPI activities meet the standards and regulations of our 

regulatory bodies. 

g. Ensure that QAPI education is provided to appropriate staff (to include 

all department supervisors/managers) on an annual basis. 

h. Ensure that processes are improved through the hospital’s improvement 

methodology (see Procedure, Section VI, Improvement Methodology). 

i. Ensure that the hospital analyzes staffing adequacy via data from 

clinical/service screening indicators (e.g. falls, pressure ulcers, etc.) or 

human resources screening indicators (e.g. vacancy rates, overtime 

hours, etc.) to assess and continuously improve staffing adequacy.  
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i. The members of EMC and PIC will collaborate to produce an 

annual staffing adequacy report for the Q&S Subcommittee, per 

the QAPI schedule and deadlines (see attachment III - QAPI 

Schedule).  

ii. Department managers/supervisors and their division 

administrators will also document staffing analysis (e.g. skill 

mix, competencies assessment, work flow/process or workload) 

and related plans of action within their QAPI reports (see 

attachment VIII – Department Quarterly Report and attachment 

IX – Division Administrator Quarterly Matrix Report). 

j. Ensure that the Hospital monitors the safety, quality, and performance of 

contracted services. 

i. Department managers/supervisors and their division 

administrators will document QAPI relative to contracted 

services within their QAPI reports (see attachment VIII – 

Department Quarterly Report and attachment IX – Division 

Administrator Quarterly Matrix Report). 

ii. Note: This policy does not remove the hospital’s requirements 

for contract management set forth in Policy No. A-LD700. 

k. Report to the Q&S Subcommittee, any adverse outcomes, significant 

process variations, and actions taken to improve care and address patient 

safety issues, both proactively and reactively. 

 

D. THE MEDICAL EXECUTIVE COMMITTEE 

 

1. The purpose and function of the Medical Executive Committee (MEC) shall be in 

accordance with the Medical Staff By-Laws 12.2: Medical Executive Committee. 

 

2. Duties and Responsibilities: 

 

a. The MEC shall receive and act on QAPI data/reports from the clinical 

departments (to include medical services, nursing services, and 

professional support services), and its medical departments and 

subcommittees. 

b. The Chairperson, or a representative from the committee, shall report to 

the Q&S Subcommittee, any adverse outcomes, significant process 

variations, and actions taken to improve care and address patient and 

environmental safety, both proactively and reactively. 

c. Information on indicators/measures from other hospital departments or 

committees regarding physicians’ performance that is discussed in the 

Q&S Subcommittee shall be brought to the MEC for a plan of action for 

improvement. 

 

E. SKILLED NURSING FACILITY PERFORMANCE IMPROVEMENT 

COMMITTEE (SNF-PIC) 

 

1. In accordance with the CMS Long Term Care (LTC) COPs, the Administrator of 

the Skilled Nursing Facility shall conduct QAPI meetings on at least a quarterly 

basis (or more frequently as necessary) to discuss, analyze and act on 

performance indicators/measures within the facility. 

 

2. Membership:  The SNF-PIC shall consist of, at a minimum, its Administrator, 

Medical Director, Nursing Director, Infection Preventionist, and at least two 

other SNF staff. 
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a. Each department that provides services in the SNF shall report their 

indicators/measures to the SNF Administrator at a frequency determined 

by the SNF-PIC. 

 

3. Duties and Responsibilities: 

 

a. Oversee and provide direction for the performance indicators/measures 

that are monitored under the facility’s own QAPI plan and program (SNF 

must fulfill CMS LTC COPs relative to QAPI). 

b. Prioritize measures that include high-risk, high-volume and problem-

prone areas identified throughout the facility and ensure that the 

performance measures are trended, analyzed, and improved upon by the 

departments. 

c. Ensure that processes are improved through the SNF-PIC’s chosen 

improvement methodology. 

d. Ensure that appropriate FMEA and risk assessments are performed on 

identified opportunities. 

e. The SNF Administrator shall report to the Q&S Subcommittee any 

adverse outcomes, significant process variations, and actions taken to 

improve care and address patient and environmental safety, both 

proactively and reactively. 

 

PROCEDURE: 

 

I. CRITERIA FOR PRIORITIZATION OF IMPROVEMENT OPPORTUNITIES 

 

Prioritization of improvement opportunities shall: (1) be based on the criteria below; (2) 

be conducted prior to annual QAPI plan creation; and (3) occur at all levels within the 

organization (i.e. department, division, committee, and executive level). The Q&S 

Subcommittee and BOT maintains overall decision-making authority.  Prior to creating 

annual QAPI plans, prioritization should be conducted (see attachment IV - QAPI 

Prioritization Matrix). 

 

 Is the improvement opportunity related to a high risk process? 

 Is the improvement opportunity related to a high volume process? 

 Is the improvement opportunity related to a problem prone process? 

o In prioritizing problem-prone processes, the hospital must consider incidence 

(how often problems occur), prevalence (how widespread in the organization 

the problem is), and severity (how much and how likely harm could be 

done). 

o Greater prioritization and importance should be given to problem-prone 

processes that occur frequently, are pervasive throughout many areas of the 

hospital (not isolated to one area), and pose the greatest likelihood for harm. 

 Does the improvement opportunity support the Hospital’s Mission, Vision and 

Values? 

 Does the improvement opportunity reduce medical errors and/or harm? 

 Is the improvement opportunity related to improving health outcomes? 

 Does the improvement opportunity improve safety? 

 Does the improvement opportunity improve quality? 

 Does the improvement opportunity improve patient satisfaction? 

 Is the improvement opportunity a regulatory requirement that must be monitored and 

improved upon? 
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II. QAPI PROJECTS 

 

A.  REQUIREMENTS 

 

      To comply with CMS’ QAPI program COPs (42 CFR §482.21), the hospital must  

      conduct performance improvement projects.  The following requirements are 

outlined: 

 

1. The number and scope of distinct improvement projects must be proportional to 

the scope and complexity of the hospital’s services and operations. 

2. The hospital may, as one of its projects, develop and implement an information 

technology system explicitly designed to improve patient safety and quality of 

care. This project, in its initial stage of development does not need to 

demonstrate measurable improvement in indicators related to health outcomes. 

3. The hospital must document what quality improvement projects are being 

conducted, the reasons for conducting these projects, and the measurable 

progress achieved on these projects. 

4. The hospital is not required to participate in a QIO cooperative project, but its 

own projects are required to be of comparable effort. 

 

B.  QAPI PROJECT TEAM REPORTING 

 

QAPI project/teams shall utilize the project/team template, (see attachment XIII – 

QAPI Project/Team Template), along with analyzed data sheets/reports, to report its 

activities and progress. Reporting shall be at least quarterly, to the PIC.  The PIC will 

also determine which specific rotation month the team should report in. 

 

III. PERFORMANCE MEASURES AND INDICATORS  

 

Performance measures/indicators may address key systems, processes and/or outcomes.  

They are selected after prioritization is conducted, to promote the monitoring of the 

effectiveness and safety of services and quality of care. Standards-based, citation-driven 

or regulatory agency required measures/indicators may also be monitored in order to 

reflect compliance.  Target goals will be stated for performance measures/indicators to 

reflect the level of performance to be achieved. Benchmark information may be drawn 

from internal and external sources when available, and may also serve as target goals. 

 

A.  ANNUAL EVALUATION/REVIEW  

 

The evaluation/review of performance measures/indicators in one’s QAPI plan occurs 

annually at the end of December and is submitted in January of the next calendar year 

per the QAPI schedule and deadlines (see attachment III – QAPI Schedule). QAPI 

plan evaluation must utilize the respective annual QAPI plan/program evaluation 

template (see attachment VI – Annual QAPI Plan/Program Evaluation) and must be 

completed prior to creating the new calendar year’s QAPI plan. 

 

B.   GUIDANCE FOR CONTINUING OR DISCONTINUING MONITORING 

 

1. In general, indicators or measures that meet the following requirement will be 

allowed to have reduced monitoring frequency: 

a. Sustained compliance or performance exceeding established goals or 

95% (whichever is greater) for a period of 6 months consecutively. 
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2. The monitoring frequency of such indicators/measures will be reduced from 

monthly to quarterly for another 6 month period (two quarters). 

3. If sustainment continued in this second time frame, the indicator/measure will be 

allowed to be discontinued completely or have further reduction of monitoring 

frequency (e.g. yearly basis), based on the approval of the respective division 

administrator or committee chairperson (e.g. PIC, BOT-Q&S, etc.). 

a. With any change in indicator/measure monitoring, the respective 

department or committee QAPI Plan must be updated/revised 

accordingly. 

b. QAPI Plan changes must have the approval and signature of the 

respective division administrator or committee chairperson (e.g. PIC, 

BOT-Q&S, etc.). 

c. Approved/signed QAPI Plan changes must be forwarded to the 

Performance Improvement Coordinator for record-keeping purposes. 

4. If sustainment was not continued in this second 6 month period, the monitoring 

frequency shall revert back to a monthly basis. 

5. Standards-related indicators/measures (see letter C below) will be continuously 

monitored, as required by the Hospital’s regulatory bodies.  

6. QAPI indicators/measures related to Contracted Services have the following 

guidance: 

a. Requirements set forth in Policy No. A-LD700 must be followed. 

b. If the QAPI indicator/measure is related to a regulatory monitoring 

standard or requirement (see letter C below), monitoring shall be 

continuous. 

 

C.   PRIORITIES FOR MONITORING – STANDARDS-RELATED INDICATORS 

 

1. In accordance with the Joint Commission Performance Improvement standards, 

CMS QAPI Conditions of Participation requirements, and CMS Electronic 

Clinical Quality Measures (eCQMs), the following indicators shall be monitored, 

analyzed, and improved upon, by the hospital: 

 

a. Operative or other procedures that place patients at risk of disability or death 

b. All significant discrepancies between preoperative and postoperative 

diagnoses, including pathological diagnosis 

c. Adverse events related to using moderate or deep sedation or anesthesia 

d. The use of blood and blood components 

e. All reported and confirmed transfusion reactions 

f. The results of resuscitations 

g. Significant medication errors 

h. Significant adverse drug reactions 

i. The use of opioids to determine if they are being used safely (e.g. the tracking 

of adverse events such as respiratory depression, naloxone use, and the 

duration and dose of opioid prescriptions) 

j. Data on pain assessment and pain management, including types of 

interventions and effectiveness 

k. Patient perception of the safety and quality of care, treatment, or services; 

patient complaints/grievances 

l. CMS eCQMs (e.g. CMS9, CMS31, CMS32, CMS111, etc.) 

m. Data on patient thermal injuries that occur during magnetic resonance 

imaging exams 

n. Incidents where ferromagnetic objects unintentionally entered the magnetic 

resonance imaging (MRI) scanner room 
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o. Injuries resulting from the presence of ferromagnetic objects in the MRI 

scanner room 

p. Incidents where the radiation dose index (computed tomography index 

[CTDIvol], dose length product [DLP], or size-specific dose estimate 

[SSDE]) from diagnostic CT examinations exceeded expected dose index 

ranges identified in imaging protocols. These incidents are then compared to 

external benchmarks.  Note: This does not apply to dental cone beam CT 

radiographic imaging studies performed for diagnosis of conditions affecting 

the maxillofacial region or to obtain guidance for the treatment of such 

conditions. 

q. Adequacy of Staffing – staffing analysis shall be mandatory for clinical-

related departments and divisions (e.g. Nursing Services, Professional-

Support Services); and for all other departments and divisions, further TJC 

guidance is provided in Section V: Data Analysis. 

       

2. GMHA considers collecting data on the following: 

 

a.    Staff opinions and needs 

b.    Staff perceptions of risk to individuals 

c.    Staff suggestions for improving patient safety 

d.    Staff willingness to report adverse events 

e.    CMS Inpatient Quality Measures (voluntary) or TJC ORYX Measures 

 

3. Additionally, the hospital must comply with CMS expectations for monitoring the 

following, via its Patient Safety Program and Risk Management Program (see 

Related Policies): 

 

a.    Medical errors and adverse patient events, wherein the hospital must analyze  

      their causes, and implement preventive actions and mechanisms that include   

      feedback and learning throughout the hospital. 

 

IV. DATA COLLECTION  

 

Data collection shall coincide with the calendar year cycle.  It shall be trended over time 

to display that changes are resulting in improvement.  The methods in which data will be 

collected shall be determined by the departments (and stated in their respective QAPI 

Plans), with guidance from the PIC as necessary. 

  

The frequency for data collection shall be on a monthly basis (or more/less frequent 

depending on the measure/indicator being monitored). Use of the monthly trending sheet 

is requisite for all departments to submit their collected data (see attachment VII - 

Monthly Trending Sheet).  For data collected at a frequency that differs from monthly 

basis, the respective department must customize the trending sheet to accommodate the 

alternative frequency.   

 

Departments are also encouraged to include data subsets within trending sheets to show 

how data gets aggregated into an overall performance/compliance result. Data subsets can 

also serve as a means for drilling down further for specific information. 

 

Other data display techniques (e.g. line or bar graphs, charts, tables, etc.) must also be 

included within the trending sheet and data analysis section of the quarterly report (see 

attachment VIII – Department Quarterly Report). 
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To facilitate the collection of consistent, reliable data, departments are encouraged to 

consider the following details in formulating their QAPI Plans’ data collection methods: 

 Identifying the Denominator detail with inclusions and exclusions 

 Identifying the Data source for the denominator and include any specific queries 

to be run or report parameters that must be entered 

 Identifying the Numerator detail with inclusions and exclusions 

 Identifying the Data source for the numerator and include specific queries to be 

run, manual steps, or specific sampling parameters 

 If different individuals are assigned, identify who collects each data element and 

calculates the measure/indicator 

 Developing a standardized method/tool for auditors or data collectors to utilize 

 

Additional data collection details are built in to the annual QAPI plan template (see 

attachment V – Annual QAPI Plan). All departments are expected to fill in the template 

details as completely as possible. 

 

V. DATA ANALYSIS 

 

Collected data is transformed into performance information and knowledge when 

analysis is undertaken.  The data should be processed and synthesized so that the 

organization can make informed assumptions and generalizations about what has 

happened, why this might vary from what was expected, and what corrective action 

might be required.  The purpose of data analysis is insight.  Based on analyzed data, all 

staff are encouraged to identify opportunities for improvement and changes that will lead 

to improvement. 

 

Common questions to ask when analyzing performance: 

 How does actual performance compare to a goal or standard? 

 What factors (e.g. environment, equipment, materials or supply, process or 

procedure, people or staff) contributed to the performance/compliance/result, and 

why did the contributing factors happen? 

 If there is a significant variance, is corrective action necessary? 

o What are the causes of the variance? 

o Does the process need to be changed? 

o Does the goal or standard need to be changed? 

o Even if the variance is small, should goals be reevaluated to something 

more challenging? 

 Are new goals or measures needed? 

 How have existing conditions changed? 

 If a trend or pattern exists, what are the causes? 

 If data subsets are present, what comparisons can be done amongst them? 

 Is the performance measure/indicator improving, degrading, or remaining stable? 

 Is the data predictable and is variability in the data predictable and small, or is the 

process very unpredictable and/or is there large variation in data? 

 Is the target goal achievable by the current process? 

 Is the current process data stable in a range where the target goal can be 

achieved? 

 Is progress being made to close the gap between actual and the target, or is the 

gap widening? 

 

TJC Performance Improvement standards provide the following guidance for data 

analysis of measures/indicators: 
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 When undesirable patterns, trends, or variations in performance are identified 

(based on data analysis or a single undesirable event), the adequacy of staffing 

(including nurse staffing) must be included in the analysis of possible causes. 

 When analysis reveals a problem with the adequacy of staffing, the leaders 

responsible for the hospital’s Patient Safety Committee are informed, in a manner 

determine by them, of the results of this analysis and actions taken to resolve the 

identified problem(s). 

 At least once a year, the leaders responsible for the hospital’s Patient Safety 

Committee review a written report on the results of any analyses related to the 

adequacy of staffing and any actions taken to resolve identified problems. 

 

VI. IMPROVEMENT METHODOLOGY 

 

The hospital shall utilize the Model for Improvement as its improvement methodology. 

Although this methodology originally had its beginnings as a continuous quality 

improvement tool in the business industry, it adapted into a valuable improvement 

framework and gained popularity when the Institute for Healthcare Improvement (IHI) 

began endorsing its use. According to Lau (2015), this model is widely used in healthcare 

quality and process improvement “because of its ease, logical approach, and emphasis on 

testing changes using a small-scale and rapid cycle approach” (p. 177).   

 

The Model for Improvement contains 2 parts: 

 

 Three questions which must be answered –  

o What are we trying to accomplish? 

o How will we know that a change is an improvement? 

o What change can we make that will result in improvement? 

 The Plan-Do-Study-Act (PDSA) Cycle (for testing the change) –  

o Plan –  

 state the objective of the test 

 state your predictions of what will happen when the change is 

implemented/tested 

 develop the plan for implementing or testing the change 

o Do –  

 perform the test/implement the change 

 document what you observed, as well as any problems or new 

issues that arose during the test/change 

o Study –  

 Gather all the data and analyze it 

 Compare the actual results of the test/change with your original 

predictions 

 Describe what was learned 

o Act –  

 Decide how to proceed –  

 If the test was successful, will the change be adopted 

into existing or new processes? Will the change be tested 

in other areas (beyond the pilot area)? 

 If the test was not successful, what modifications to the 

plan or change will be done before starting the next 

PDSA cycle? 

 

VII. EVALUATION 
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The measurement, assessment, and evaluation processes will continue to provide the 

necessary information about the effectiveness of the improvement.  If the identified 

problem continues to persist despite the implementation of planned improvements, the 

performance improvement methodology will continue until sustained improvement is 

achieved.  Any findings, conclusions, recommendations, actions taken, and results of the 

actions taken based on the QAPI process are documented and reported to the appropriate 

individuals, departments, division administrators, or committees.  

 

VIII. REPORT TEMPLATES 

 

A.  PRIORITIZATION MATRIX: 

        

      All improvement opportunities and proposed indicators or measures shall undergo  

      prioritization prior to annual QAPI plan creation.  The QAPI prioritization matrix  

      template shall be utilized and submitted in early January of each calendar year (please  

      see attachment IV - QAPI Prioritization Matrix). 

 

B.   ANNUAL QAPI PLAN: 

 

Once prioritization is complete, new measures or indicators can be created and placed   

within the annual QAPI plan template (see attachment V – Annual QAPI Plan). There  

is no maximum or minimum number of indicators required; however, all departments/  

divisions, and hospital committees should consider the amount of regulatory  

monitoring they contribute to (e.g. for National Patient Safety Goals, Environment of 

Care Management Plans, Infection Control, etc.) to maintain a realistic and 

manageable amount of indicators/measures. Annual QAPI plans are created and 

submitted in early January of each calendar year. QAPI plans may also be revised or 

updated throughout the calendar year, as indicators or measures decrease in 

monitoring frequency, become discontinued, or get added on. 

 

  C.   ANNUAL QAPI PLAN/PROGRAM EVALUATION: 

 

Annual QAPI plans must be evaluated after the calendar year has completed by using 

the appropriate plan/program evaluation template (see attachment VI – Annual QAPI 

Plan/Program Evaluation). This evaluation is completed and submitted in early 

January of each calendar year. 

 

D.   MONTHLY TRENDING SHEET: 

 

Trending sheets reflect the performance of all measures/indicators being monitored 

by departments, over the course of the calendar year. These must be submitted 

monthly to division administrators and/or hospital committee chairpersons. The 

monthly trending sheet template serves as the format for this report (see attachment 

VII – Monthly Trending Sheet). 

 

E.   DEPARTMENT QUARTERLY REPORT: 

 

Department quarterly reports (see attachment VIII – Department Quarterly Report) 

are used to document the results of data collected for the three months of a given 

quarter, the subsequent analysis of said data, and the improvement and sustainment 

activities the department undertook during the quarter.  A separate staffing analysis 

section is required to be completed by clinical divisions such as Nursing Services 

and Pro-Support Services.  At this time, it will be optional for Fiscal Services and 

Operations Division, unless their data analysis reveals a problem/issue with 
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people/staffing – at which time they must complete the staffing analysis. Submission 

deadlines for this report are outlined in the QAPI schedule and deadlines document 

(see attachment III – QAPI Schedule). 

 

F. DIVISION ADMINISTRATOR QUARTERLY MATRIX REPORT: 

 

Division Administrators will summarize significant indicator/measure information 

from their respective departments on a quarterly basis using their quarterly matrix 

report template (see attachment IX – Division Administrator Quarterly Matrix 

Report).  This report serves as the documented evidence (for the BOT and regulatory 

agencies) of division administrator accountability for implementing the hospital’s 

QAPI program. Due to the nature of the monthly rotation reporting process (where 

certain departments report each month to address a quarter’s worth of data), quarterly 

matrices will also coincide with the same rotation reporting process. Submission 

deadlines for this report are outlined in the QAPI schedule and deadlines document 

(see attachment III – QAPI Schedule). 

 

G. DIVISION ADMINISTRATOR ANNUAL REPORT: 

 

Unlike the quarterly matrix report, the annual report for division administrators (see 

attachment X – Division Administrator Annual Report) discusses the calendar year’s 

QAPI activities for the entire division (i.e. all rotation months).  Additionally, 

administrators discuss: (1) QAPI relative to contracted services (if applicable), (2) 

staffing analysis and plans of action, (3) a self-evaluation of reporting quality and 

oversight responsibility, and (4) plans and recommendations for the next calendar 

year QAPI cycle. This report serves as the documented evidence (for the BOT and 

regulatory agencies) of division administrator accountability for implementing the 

hospital’s QAPI program. Completion and submission of this report occurs by the 

end of January each calendar year. 

 

H. CHAIRPERSON QUARTERLY MATRIX REPORT: 

 

Hospital committee chairpersons will summarize significant indicator/measure 

information from their respective committees on a quarterly basis using their 

quarterly matrix report template (see attachment XI – Chairperson Quarterly Matrix 

Report).  This report serves as the documented evidence (for the BOT and regulatory 

agencies) of chairperson accountability for managing committee-monitored QAPI 

indicators/measures. Submission deadlines for this report are outlined in the QAPI 

schedule and deadlines document (see attachment III – QAPI Schedule). 

 

I. CHAIRPERSON ANNUAL REPORT: 

 

The annual report for hospital committee chairpersons (see attachment XII – 

Chairperson Annual Report) discusses the calendar year’s QAPI activities for the 

respective committee. Additionally, chairpersons discuss: (1) a self-evaluation of 

reporting quality and oversight responsibility, and (2) plans and recommendations for 

the next calendar year QAPI cycle. This report serves as the documented evidence 

(for the BOT and regulatory agencies) of division administrator accountability for 

implementing the hospital’s QAPI program. Completion and submission of this 

report occurs by the end of January each calendar year. 

 

J. QAPI PROJECT/TEAM TEMPLATE: 
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As mentioned previously, in Procedure, Section II of this policy, QAPI project/teams 

shall utilize the project/team template, (see attachment XIII – QAPI Project/Team 

Template), as part of the required reports for submission. 

 

IX. COMMUNICATION (REPORTING PATHWAY AND REPORTING PROCESS) 

 

QAPI information and activities are communicated through the established QAPI 

Reporting Pathway (see Attachment I - QAPI Reporting Pathway).  Each department’s 

performance indicators/measures shall be discussed in their staff meetings, in an effort to 

engage its staff to participate in QAPI activities.   

 

The areas responsible to report to the PIC shall report at their scheduled time as indicated 

in the QAPI monthly rotation and QAPI schedule (see attachment II – QAPI Monthly 

Rotation, and attachment III – QAPI Schedule).   

 

Dashboards displaying data will be created for the BOT Q&S Subcommittee via the PIC, 

in addition to the required division administrator and committee chairperson reports. All 

reports submissions will follow the QAPI schedule (see attachment III – QAPI Schedule). 

 

X. EDUCATION 

 

The hospital’s executive leaders are responsible for ongoing educational activities related  

to QAPI. Education may be delivered in written, in-person presentation, or online  

presentation formats. The frequency of education will be at least annually, but may be  

more frequent as needed. 

 

XI. CONFIDENTIALITY 

 

In accordance with the Health Insurance Portability and Accountability Act (HIPAA), all 

QAPI information containing specific patient information shall remain confidential in 

accordance with the Hospital’s policies governing confidentiality and the release of 

information.  General information and summaries will be in final report form for 

organizational-wide and public dissemination via the BOT. 
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ATTACHMENT I 

QAPI REPORTING PATHWAY 
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ATTACHMENT II 

QAPI MONTHLY ROTATION 
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ATTACHMENT III 

QAPI SCHEDULE – PAGE 1 
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ATTACHMENT III 

QAPI SCHEDULE – PAGE 2 
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ATTACHMENT III 

QAPI SCHEDULE – PAGE 3 

 

  



Policy No. A-PI100 

Page 20 of 46 
 

ATTACHMENT III 

QAPI SCHEDULE – PAGE 4 
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ATTACHMENT IV 

QAPI PRIORITIZATION MATRIX 
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ATTACHMENT V 

ANNUAL QAPI PLAN – PAGE 1 
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ATTACHMENT V 

ANNUAL QAPI PLAN – PAGE 2 
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ATTACHMENT V 

ANNUAL QAPI PLAN – PAGE 3 
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ATTACHMENT V 

ANNUAL QAPI PLAN – PAGE 4 
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ATTACHMENT VI 

ANNUAL QAPI PLAN/PROGRAM EVALUATION – PAGE 1 
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ATTACHMENT VI 

ANNUAL QAPI PLAN/PROGRAM EVALUATION – PAGE 2 
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ATTACHMENT VI 

ANNUAL QAPI PLAN/PROGRAM EVALUATION – PAGE 3 
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ATTACHMENT VI 

ANNUAL QAPI PLAN/PROGRAM EVALUATION – PAGE 4 
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ATTACHMENT VI 

ANNUAL QAPI PLAN/PROGRAM EVALUATION – PAGE 5 
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ATTACHMENT VII 

MONTHLY TRENDING SHEET – PAGE 1 
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ATTACHMENT VII 

MONTHLY TRENDING SHEET – PAGE 2 
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ATTACHMENT VIII 

DEPARTMENT QUARTERLY REPORT – PAGE 1 
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ATTACHMENT VIII 

DEPARTMENT QUARTERLY REPORT – PAGE 2 
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ATTACHMENT VIII 

DEPARTMENT QUARTERLY REPORT – PAGE 3 
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ATTACHMENT IX 

DIVISION ADMINISTRATOR QUARTERLY REPORT MATRIX – PAGE 1 
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ATTACHMENT IX 

DIVISION ADMINISTRATOR QUARTERLY MATRIX REPORT – PAGE 2 
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ATTACHMENT X 

DIVISION ADMINISTRATOR ANNUAL REPORT – PAGE 1 
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ATTACHMENT X 

DIVISION ADMINISTRATOR ANNUAL REPORT – PAGE 2 

 

 

  



Policy No. A-PI100 

Page 40 of 46 
 

ATTACHMENT X 

DIVISION ADMINISTRATOR ANNUAL REPORT – PAGE 3 
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ATTACHMENT XI 

CHAIRPERSON QUARTERLY MATRIX REPORT 
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ATTACHMENT XII 

CHAIRPERSON ANNUAL REPORT – PAGE 1 
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ATTACHMENT XII 

CHAIRPERSON ANNUAL REPORT – PAGE 2 
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ATTACHMENT XIII 

QAPI PROJECT/TEAM TEMPLATE – PAGE 1 
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ATTACHMENT XIII 

QAPI PROJECT/TEAM TEMPLATE – PAGE 2 
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ATTACHMENT XIII 

QAPI PROJECT/TEAM TEMPLATE – PAGE 3 

 

 


