	How to Use the Peritoneal Dialysis Facility Report Card (2010)

	Data is from most recent Lab Data Collection Report, Dialysis Facility Report (DFR), NW Fistula First Report & QAPI Minutes

	

	Lab Data Collection Report – Page 4 (MEAN column)

	Average Kt/V

	
	Average Hemoglobin (Hgb)

	
	Average Transferrin Saturation (TSAT) 

	
	Average Ferritin

	
	Average Albumin

	
	Average Phosphorous

	
	Average Calcium

	

	Lab Data Collection Report:

      Page 1 -  Facility % column  [Don’t use N column]

                     (N)  is  # of patients meeting indicator for the category


	Kt/V > 1.7

	
	Creatinine Clearance > 60 

	
	All Hemoglobin Indicators

	
	TSAT > 20%

	
	Ferritin > 200 & < 800

	
	Ferritin > 800

	
	Albumin > 3.5/3.2

	
	Albumin > 4.0/3.7

	
	Phosphorous  3.5 -  5.5

	
	Calcium 8.4 - 10.2

	
	Calcium 8.4 - 9.5

	

	Facility QAPI Minutes
· Track, trend and analyze Peritonitis Episodes in QAPI Meetings
· Document retraining, PD equipment changes, catheter removed, etc. in patient’s chart
	Rate for New Peritonitis Episodes

	
	Rate for Relapsing Peritonitis Episodes

	

	Dialysis Facility Report (DFR)                                         

	Page 6 - Table 1 -  #1J
	Standardized Mortality Ratio (SMR)

	Page 7 - Table 2 - #2G 
	Standardized Total Days Hospitalized Ratio (SHR)

	Page 7 - Table 2 - #2M 
	Diagnoses Present at Admission – Septicemia

	Page 8 - Table 3 - #3K 
	Standardized 1st Transplantation Ratio (STR)
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Frequently Asked Questions (FAQs)


Q:    Can I use AVERAGE or MEAN values to assess the need for process or treatment changes?

A:     NO!  Average and Mean values do not give you an accurate “picture” of how your facility is doing.  You should always use the 
         percent of patients achieving an outcome as a basis for action or change. 

Q:    What is an “MRB Cut- Point”?

A:     An MRB Cut-Point is a “dividing line” between facility patients with acceptable values for a specific clinical indicator and
         facility patients that do NOT have acceptable values for that clinical indicator.  Every indicator has its own MRB Cut-Point.
· Example - MRB Cut-Point for PD Adequacy is - More than 70% of a facility’s patients should have a Kt/V of 1.7 or greater
· MRB Cut-Points are based on Texas data, Practice Guidelines and Best Demonstrated Practices

· MRB Cut Points help the NW identify facilities with quality indicators below the minimally acceptable quality level  
· If your facility does not meet the MRB Cut Point for one or more clinical indicators:

· Use your QAPI team to evaluate facility practices and processes.
· You will be contacted by the Network with a request for current data and/or a formal Corrective Action Plan (CAP).

Q:  If my facility’s SMR, SHR, or STR are worse than U.S. and Texas, what should we do?

A:   Act immediately to address SMR, SHR and STR outlier outcomes:


Need more information or have more questions?  Contact the Quality Improvement Department at the ESRD Network of Texas, Inc.

Kelly Shipley, BS, RHIA


 

Angie Wieler, MSN, RN, CNN

Quality Improvement Director



Quality Improvement Coordinator

kshipley@nw14.esrd.net




awieler@nw14.esrd.net 

469-916-3803





469-916-3806
STR


 (TX = Transplant)


1.   If patient is not on TX list – why not?*


2.   Educate pts. on Transplantation


3.   Ask TX center to visit facility to


      provide education and answer questions


4.  Actively involve SW in TX referral process


5.  Document TX status in patients’ Plan of Care


6.  Discuss TX data in QAPI Meetings and


     document in QAPI minutes





SHR


1.   Investigate admission diagnoses


2.   Track, trend & analyze admission data


3.   Look for similarities in data (cause, time, etc.)


4.   Discuss in QAPI Meeting & assess need for 


      more investigation and/or corrective action


5.   Review in QAPI Meeting & include in minutes


6.   Develop & implement corrective action








SMR


1.   Do full death review for every death


2.   Track, trend & analyze death review results 


3.   Look for data similarities (cause, time, etc.)


4.   Document actions & results


5.   Review in QAPI Meeting


6.   Include in QAPI Minutes
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