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Quality Assessment and Performance Improvement (QAPI)  
Quality Improvement Activity (QIA) Monitoring Form 

Support Gainful Employment of the End Stage Renal Disease (ESRD) Patient 
Date of QAPI Meeting: __________________    Patient Representative Present: ☐ Yes   ☐ No                              

Contacted Vocational Rehabilitation (VR)/Employment Network (EN) Services: ☐ Yes   ☐ No       
Goal Met:  ☐ Yes   ☐ No                                                                                                                                                                        

Monitoring Metrics 

Number of Patients: Jan. 
 

Feb.  
 

Mar. Apr. May June July Aug. Sep. Oct. Nov. Dec. 

Between the ages of 18–64 years             

• Screened for  
VR/EN services  

            

• Referred to  
VR/EN services  

            

• Currently receiving 
VR/EN services  

            

Monthly Total Percentages for Patients Ages 18–64: 

Percentage of patients referred                           
(# referred/# of patients) 

            

Percentage of patients currently 
receiving (# receiving/# referred) 

            

What QIA interventions have been implemented at the facility this month? (including recommendations from the 
Learning and Action Network (LAN) calls) 
________________________________________________________________________________________________ 

What QIA interventions were successful? _____________________________________________________________ 

After implementing the QIA interventions, what barriers remained for educating and referring patients to VR/EN 
services? _______________________________________________________________________________________ 
_______________________________________________________________________________________________ 

Feedback from patients not interested in VR/EN services or from the Patient Representative: 
_______________________________________________________________________________________________ 

What is the facility’s plan for the next month (i.e., contact VR/EN program(s), list actions to address barriers above, 
involve a Patient Representative, etc.)   ______________________________________________________________ 
_______________________________________________________________________________________________ 
 
__________________________ /___________                      ______________________________ /__________ 
                 Facility Administrator/Date                                             Facility Medical Director/Date 


