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l WisCONSIN CENTER for
PERFORMANCE EXCELLENCE

7‘ Better Organizations, Better Results

Recognizing great organizations with the Wisconsin Forward Award

Nursing Home Quality Assurance Project Final Report

The Wisconsin Center for Performance Excellence piloted a program to assist 24 Wisconsin nursing
homes in learning about and applying quality tools, in support of the development of their own
quality assurance program. The pilot was funded by the State of Wisconsin Department of Health
Services, Division of Quality Assurance (DQA) and ran between October 1, 2013 and September 30,
2014.

Program Goal: The Grantee will provide a pilot program that will assist twenty-four (24)
Wisconsin nursing homes to learn and develop their own quality assurance program.

Il Scope of Work Accomplishments

10 Wisconsin nursing homes were successfully recruited for Cohort 1, and 14 were
recruited for Cohort 2. The nursing homes in our target group represent high and lower
performing facilities located in both urban and rural settings across Wisconsin. Project kick
off meetings with nursing homes and coaches were held on January 31, 2014 and May 29,
2014 at MetaStar in Madison, WI.

13 volunteer mentor/coaches were recruited and trained to support the participating
nursing homes. All had significant quality background, and five had past experience in a
nursing home setting, including one as a nursing home administrator. Most were familiar
with the Baldrige Framework for Performance Excellences. Several coaches worked with two
nursing homes during a cohort. Five coaches participated in both cohorts. Coaches
expressed much satisfaction with their involvement with the project.

Laptops were acquired, processed and distributed to the delight of participants. A
SharePoint site was loaded with project information and quality resources (gap analysis,
root cause, Quality 101, sustaining high performance topics), and participants were trained
on how to access the SharePoint site. We opted for SharePoint as resources can be updated
and added easily efficiently. Laptops were also used to create 5 x 5 presentations that
served as the nursing homes’ “final project”. Participants and coaches completed an
evaluation of the quality resources loaded on our SharePoint site to determine which tools
were most popular, and to learn about additional resources needed. We determined that
participating facilities will continue to want access to the SharePoint site after the project
period.

MetaStar staff and coaches assisted the participating nursing homes in identifying goals that
are related either to a recently identified care deficiency or to an adverse event. Individual
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facility goals also had to support the project goal of protecting or improving nursing home
services for residents.

During the kick off session, volunteer mentor/coaches helped their assigned facilities
complete a QAPI Assessment and Goal Setting Worksheet. WCPE linked coaches and
facilities by geography, or by a particular skill set or need of a coach or participant. We were
able to group several nursing homes and coaches geographically, which facilitated best
practice sharing. Before leaving the kick off meetings, coaches and mentees signed
agreements, future contacts were scheduled, and next steps were identified. MetaStar staff
served as expert resources.

PDSA cycles were used to improve processes for Cohort 2 mentors and participants. The
QAPI Assessment was completed as the pre-project baseline. A survey for coaches and
participants was conducted for both cohorts Coach/NH teams completed a 5X5 presentation
as their final project. The program summary activity occurred at the MetaStar Quality
Symposium on November 4, 2014. All nursing home participants were invited to send two
people to the conference at no charge. A poster conference of selected 5 x 5 presentations
was displayed. Several of those presentations are attached to this report.

v. Deliverables
A. Completed a minimum of three e-learning modules or face-to-face training on core
quality/improvement tools with each of the 24 participating nursing homes.

B. Demonstrated that each of the 24 participating nursing homes were able to:

e Effectively apply at least one core quality/improvement tool to a current
situation in the facility.

¢ Demonstrate increased confidence in using RCA, PDSA or other quality tools
to improve quality of care.

e Cite pre- and post-program data that indicates favorable improvement in
their selected focus area.

¢ Identify another performance improvement project to implement with the
tools and methods learned through this pilot program.

C. The final face-to-face trainings on core quality/improvement tools with Cohort 1 & 2
(24 Nursing Homes) was completed for all participating nursing homes. All but one
participating facility has completed at least one improvement project with
assistance from their coach/mentors. One facility started but was not able to
complete the project due to a change in leadership. The NH representative and
mentor were able to meet twice.

Participant Feedback

Coach/mentor feedback

This was very beneficial for me to work with the DON's of both facilities and get to know how quickly
they need information and how I needed to not disrupt their work environment but try to ride
alongside with their pace to get them what they needed to have a good experience with quality.
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Thanks for the opportunity and | would like to help more facilities that want to get started with this
journey.

Nursing Home Feedback:
All 2™ cohort survey respondents indicated they moved from no/little confidence to very confident
in using the (PDSA, RCA, FISHBONE) tool AFTER the coaching

Excerpt of email from participating nursing home dated April 11, 2014:

I am so excited to have the results from the survey (nursing home survey on patient safety culture
from AHRQ.gov) and to have our coach’s help, it is really great.

He came here today (this morning) to review the results and set up a tentative plan.

1. We will have a Presentation for the staff summarizing the results.
2. Ask staff for input to solve the identified problems
3. Develop 2 to 3 teams to work toward solving the identified problems.

a. One to Two teams to work on communication between Administration and the
front line, and between departments. So everyone is on the same page. Perhaps
one team would work specifically with management on solving problems and
developing systems to make sure that the solution is tried and evaluated and if it
doesn’t work that we continue to work on a solution until we have found the
answer. The goal would be to be to have staff work with administration on solving
problems and that administration will follow up on suggestions and changes. We
need a lot of work on that topic. The other team would work on communication
specifically like new admissions information and care plan changes, how to get that
information assimilated.

b. One team to develop systems that will make the work load easier (i.e. moving
laundry)

4. | will also obtain the turnover rate from Corporate, and investigate how many days/shifs we
have had to mandate and pay bonus money to get people to work extra shifts.
The teams will be made up of C.N.A.’s and management depending on the duty or goal of the team.

Then we would re-do the survey next quarter (Maybe August, September). This would show us any
results of the team effort.

Excerpt from phone conversation with a participant April 8, 2014:

A participant indicated: “The mentor was exactly what | needed. | was a bit lost after
viewing the tools. Having someone here real time is making all the difference”

Sample 5 X 5 presentations served as the final project” and were displayed as part of a poster
conference at the 2014 MetaStar Quality Symposium.
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Based on Core Competencies

Physicians keep their certification active by maintaining the following competencies which form the foundation of the ABMS
Programs for Maintenance of Certification (ABMS MOCE). The ABMS Program for MOC activities are the ways which physicians
demonstrate their ability to provide high-quality care for the diagnosis and treatment of disease, promotion of health and
prevention of disease, and the physical and emotional support of patients and families. The competencies were first adopted in
1599 by the Accreditation Council for Graduate Medical Education [ACGME) and ABMS.

e  Practice-based Learning and Improvement: Show an ability to investigate and evaluate patient care practices, appraise
and assimilate scientific evidence, and improve the practice of medicine.

s  Patient Care and Procedural Skills: Provide care that is compassionate, appropriate, and effective treatment for health
probiems and to promote health.

¢ Systems-based Practice: Demonstrate awareness of and responsibility to the larger context and systems of health care.
Be abla to call on system resources to provide optimal care (e.g. coordinating care across sites or serving as the primary
case manager when care involves multiple spacialties, professions or sites).

¢ Medical Knowledge: Demonstrate knowledge about established and evolving biomedical, clinical, and cognate sciences
and their application in patient care.

¢ Interpersonal and Communication Skills: Demonstrate skills that result in effective information exchange and teaming
with patients, their families and professional associates (e.g. fostering a therapeutic relationship that is ethically sound,
uses effective listening skills with non-verbal and verbal communication; working as both a team member and at timesasa
leader).

¢ Professionalism: Demonstrate a commitment to carrying out professional responsibilities. adherence to ethical principles
and sensitivity to diverse patient populations.
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Project: Improve New
Employee Orientation

Site: St Francis Home
Project lead: Jenna Floberg, NHA

AIM: Zero Avoidable Certified Nursing Assistant
(CNA) Turnover in the first 9o days of employment

+ 35CNAs left SL. Francis Home fram June 2013 to May

2014

¢ 286 resigned

o 9 lransfered

& 4 oul of ihe 26 quit within 90 days: 15.4% tumaver

rate

The root csuse Is related to the nursing secretary
facliitating the orientation and the locatlon of the
program in the kitchenette.

. Some CNAs join the organization to get iheir “foot in the
door” with the intent of transferring to the sponsoring
acule care hospltal soon after employment.

+ Tumover results in a disruption in continulty of care for

I and an ur y to the business.

PLAN: Revise New Employee Orientation for CNAs

» Change the instructor from the secretary
to subject matter experts

o Change the location of the program from
the kitchenette to the basement classroom

o+ Improve the employee evaluation
feedback form to capture data on
satisfaction with orientation

o Add a new question to the interview
format for new CNAs regarding their
intended employment goal

Project supported by funds awarded
throught the WI Department of Health
Services, Quality Assurance and
Improvement Committee

11/2014

DO: Four PDSA Cycles of Improvement were
Implemented June 1 - October1, 2014

ion Change:
Implemented June 5%
New location eliminates non-orientation
staff walking into the kitchen causing
interruptions to the leaming process.
Transition was easy as equipment to show
videos existed.
New assoclates score leaming
environment positive
New location better as it is close to vending
machines and bathrooms

DO: Four PDSA Cycles of Improvement were
Implemented June 1~ October 1, 2014

r n: tors:
6-0 disciplines or SMEs replaced the secretary
as instructors for orientation
SMEs are able to answer questions on the spot
The schedule and allotted time had to be
worked out and has been adequate
Due o the nature of one presentation, staff
missed lunch which has now been remedied by
the organizalion providing lunch.
Evaluations positive. “| really enjoyed meeting
different people”.

DO: Four PDSA Cycles of Improvement were
Implemented June 1 - October 1, 2014

o New Evaluation Feedback Form:

& Anew form (no previaus taol existed) was
designed to test the orientation process changes
and {o collect ongolng feedback from new staff
Feedback ol lends to collecling, aggregating
and analyzing dala
Based upon feedback, a change in a videa shown
did nol receive the anticipated reaction and was
replaced with a different one
Comment: "The way things are broken up are
nice”



DO: Four PDSA Cycles of Improvement were
Implemented June 1 - October1, 2014

o New inferview Question:

¢ Slarted In June.

o Director of Nursing now asks applicants what
Ihelr 6-12 month goal Is to gauge whether Lhey
plan to transfer to the hospital after hire.

o Applicants goal is sometimes to work at
hospital to get foot in the door.
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ACT: Next Steps

o LessonsLeamed
¢ Do one PDSA alaime
¢ Have baseline data to compare
¢ Rapid cycle test changes

¢ Continue
o New location, subject matter experis, use of
evalualion feedbadk tool end Interview question

o Future Steps
o Create a new CNA mentor program
o Revise new assoclate overall onboarding
process

Project supported by funds awarded
throught the Wi Department of Health
Services, Quality Assurance and
Improvement Committee
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Falls Reduction Project

Wisconsin Veterans Home-Union Grove

Project Results (Study)

Project Start Date-June 1, 2014
Falls

10 / N —Falls

May June July August  September

-

Project Aim (Plan)

» Reduce falls from an average of 15 per month
to 7 per month.

» This is a 50% improvement goal.

» Location is the 2East unit of the Wisconsin
Veterans Home-Union Grove

» Length of the change project is June-
September 2014.

.

Project Results (cont.)

» Number of falls initially decreased 50%, but
then spiked again due to a few speed bumps
in the project (staff turnover, state and
federal inspections, increase In admissions)
but did level out again to 50% decrease by
end of project.

» Blggest result was that a few frequent fallers
went from 5-10 falls per month to zero due
to focused attention.

| —

Project Change (Do)

» Changes we made:
1. Established QA/Root Cause Analysis Report for
each fall.
2. Focused attention (med review, labs In some
cases, review with doctors) on frequent fallers.

e

2\

| —-—

Project supported by funds awarded through
the WI Department of Health Services,
Quality Assurance and Improvement
Committee

Next Steps (Act)

» Continue QA/Root Cause Analysls of each fall
in facility

» Continue focused review of frequent fallers

» Implement new procedure of having each new
admission on hourly checks for 24-72 hours.
This came up towards the end of the project.

» Expand project throughout facility.

i




Impact (Lessons Learned)

» Focused attention on frequent fallers initially
costs more time, but payoff Is less time spent
on falls (assessments, charting, first aid,
transfer to hospital, paperwork).

» Reducing falls improves QM scores, which can
lead to more referrals.

» Reducing falls increases customer satisfaction
with both residents and families.

-

Project Members

» 2East nursing staff (RNs, LPNs, CNAs)

» 2East Supervisors-Marie Maguire, Sue Dupor
» Ql RN-Deb Deschler

» DON-Laurel Knudson

» Deputy Commandant-Susan Seibert

» Medical Director-Dr. Gerald Demers

Project supported by funds awarded through

the WI Department of Health Services,
Quality Assurance and Improvement
Committee
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Project: Eliminate the
Use of Resident Alarm
Devices

Site: Horoor Haven Health & Retabililation

Project lead  Mark Radmer, Admintsirator

Project Team: Kerry Schumacher, Director of Nursing
Haather V/avra, Slaff Development

Coordinator

Additional Background

The use of the devices has not helped to reduce lhe
number of resident falls.

In some cases alarm devices may have contributed
to falls,

There Is perceived staff over reliance on the
presence of alarms to guide their work,

Use of alarms Is a resident dignity concern as lhey
are loud, can be frightening, and do not promote a
home-ke envirenment.

Best praclica in comparable settings is Lo shift away
from the uge of alarm devices,

DO: Pilot initiated August 27 in all Harbors.

» Since this initiative is part of a larger
cultural shift to resident-centered care, t
was decided 1o implsment the changes In
all Harbors at the onset. Sharing resulting
data might also drive some competition in
the organlization.

o An Advancing Excellence house-wide
educational meeting was conducted.

o Resldent and families/guardians to be
updated on the implementation of this
inltlative via care-planning conferences.

o The Admission Handbaok wil be updated.

Project supported by funds awarded
throught the Wi Department of Health
Services, Quality Assurance and
Improvement Committee

AIM: Zera resident alarms in use throughout the

facility within 6 months without a concurrent
increase in the number of resident falls.

o Harbor Haven nursing staff have been using safely
devices designed to sound an alarm lo alert nursing slaff
{0 a resident’s need for assistance.

In July 2014 the facllity has a total of 58 alamm devices In
use which wes broken down by "Harbor™:

¢ Island —1

¢ Meadow— 12

o Snug-9

o Sunset—21

o Sunrise- 15

PLAN: Develop a Zero Tolerance Level for Alarm
Devices while creating a culture of resident safety

Staff tralning on vision and Advancing Excellence
natlonal sirategy for qualily.

Staff training on uge of frequent staff-resident
inleractions 66 a technique to safely eliminate the use of
alarm devices.

Harbor Huddles to obtain staff feedback and identify
residents at risk,

Slafi rounding observing for staff-resident interactions.
Leadership review of rounding data.

Dry Erase Bosrds 1o provide visual cues Lo staff &
compelition between Harbors.

Falls IDT care plan updates.

STUDY: The Results

¢ Asof0.11.14 there are 17 slarm devices & resirainia In use which is
02031% rodunbon since the b@nhg of tha piojacl
Tolow:

7

The number of hls has ul.-y‘d nboul the same; however, & some

falis have occurred an non-alarmred reskionts,

Siaff bnndback: Have soprassed somn hastancy | leaders kslaning

nad encoursging

Ml 15 ba & quister residernt smuonmant bob In lerma of leral
butalso in tetadant n

Huudhc mhltod 9 11.14 80 efleclvansss yel lo be svalusted.
Famiy snd guardien acceplance: beginning lo address dusng CP.
Working with slafl upon sesing soma slerme beng re-nkoduced
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ACT: Next Steps

¢ Lessons Leamed:
o We can and will accomplish this gosl house-
wide 88 8 team.
o Weneed 1o stay focused on the Initlative.
o Education, encouragement, feadback Is critical
and needs to be continued.
o Continue:
¢ Education regarding AE, alarm reduction, etc.

o Observatlon by leaders rounding
¢ Inllatives es planned
o Future Steps:
o Remove all alarms from facility/staff access.
[ Enl?ure new admits do not have alarms as an
option.

Project supported by funds awarded
throught the Wi Department of Health
Services, Quality Assurance and
Improvement Committee
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Improve Ventilator Resident Safety

Alm {PLAN - whet process you plan 1o make bstter)

QO Reduce the number of eplsodes of when a resident is found without their
oxygen being administered as per the MD order.

Changes Made (Do - whal changes you meds to improve)

Q Developed a assessment tool to address resident's self management of
resplratory equipment, including oxygen tubing and sources.

O Created a system nofifying staff that 8 resident self manages their
respiralory equipmant lo creale awareness and intervention

Results (check ~ add before and after Info or data aboul what you leamed)

1 Before changes the Quarterly Oceurrence Percentage (per resldent day)
was 1.01

O Afler changes the Quarterly Occurrence Percentage (per resident day)
was 113

Next Steps (ACT — what changes you will keep, expand and/or sustain )

Q Performance Improvement Project team is begin a new PDSA cycle.

Q Initial steps Include
~ New Root Cause Analysis
# Inclusion of new leam member for anticipated diferent perspactive on Lhe problem

Im pact (ACT - improved Outcome, Efficlency, Lessons Leamed, Elc.)

Q The outcome did not improve however other positive results
~ More thorough aasessment of resident
~ Enhence resklent independence with ADLs
~ Education for residents regarding safety and dissase management

Project supported by funds awarded
through the WI Department of Health
Services, Quality Assurance and
Improvement Committee



